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Chapter 1

Autism Spectrum Disorders : Diagnostic Criteria and Specific 
Difficulties in Different Aspects of development

Dr S Ramaa

Introduction

Autism is a perplexing life-long mental handicap. Autism is a wide 

umbrella term. Children with autism have different levels of intelligence. 

However, all of them share certain common characteristics.

The IO01 revision of the World Health Organization's International 

Classification of Diseases and Related Health Problems (ICD - 10), 1992 

and the American Psychiatric Association's Diagnostic Statistical Manuals 

DSM - III-(1980), DSM-IIIR (1987) and DSM-IV (1994) included autism 

under Pervasive Developmental Disorders. In DMS-IIIR Pervasive 

Developmental Disorders are treated as a subcategory under - 

Developmental Disorders whereas in DMS-IV (1994) they are included 

under the majority category - Disorders of Psychological Development. 

Pervasive Developmental Disorders imply deviance rather than delay in 

development, although they involve some degree of delay (DMS-IV, 

1994).

Diagnostic Criteria for Autism

Nearly 75% of autistics have mental retardation of different 

degrees. It is difficult to distinguish a child with autism and mental 

retardation, from a mentally retarded child who is not autistic. Certain 

sets of criteria are essential for diagnosing autism. Four main sets of 

diagnostic criteria are specified byICD-9 and 10 (WHO, 1978 and 1987), 

DSM-III, DSM-IIIR (APA, 1980 and 1987). Rutter (1987) has made these
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criteria and descriptions further more explicit and clear. They are given 

below.

Onset Before 3 years of age

Occasional cases of autistic like disorders do occur after the age of 

3, but they are rare and usually due to acquired brain disease or genetic 

disorders of later manifestation - such as the cerebral lipoidoses.

Deviance in the Development of Social Relations

More specifically,

a) failure to use eye-to-eye gaze, facial expression, body posture 

and gesture to regulate social interaction;

b) rarely seeking others for comfort or affection;

c) rarely initiating comfort to others or responding to other 

people's distress or happiness;

d) rarely initiating interactive play with others;

e) rarely greeting others; and

f) no peer friendships in terms of sharing of interests, activities 

and emotions - despite ample opportunities. (In each case, 

these have to be considered in relation to mental age).

Abnormalities in Communication

These features Include :

a) delay in, or total lack of development of spoken I that is not 

compensated for by use of gesture or mime as alternative modes 

of communication (often preceded by a lack of communicative 

babbling);

b) failure to respond to the communication of others, such as (when 

young) not responding when called by name;

c) relative failure to initiate or sustain conversational interchange in 

which there is a to and fro responsivity to the communication of 

other person;
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d) stereotyped and repetitive use of I;

e) use of you when I is meant;

f) idiosyncratic use of works;

g) abnormalities in pitch, stress, rate, rhythm and intonation of 

speech;

h) lack of creativity and spontaneity not only in the use of social I 

but also in the preverbal skills; and

i) lack of varied/ spontaneous "make-believe" play.

Restricted, Repetitive and Stereotyped Patterns of Behaviour

They include :

a) encompassing pre-occupation with stereotyped and restricted 

patterns of interest;

b) attachment to unusual objects;

c) compulsive rituals;

d) stereotyped and repetitive motor mannerisms;

e) pre-occupations with part objects or non-functional elements of 

play materials; and

f) distress over changes in small details of the environment.

It is interesting Lc note that the criteria and sub-criteria are all 

observable and specific behavioural symptoms. No single clinical 

symptom is considered for diagnosis. There are different clinical types of 

mental retardation, different types of cerebral palsy, varied types of 

mental disorders, different kinds of learning disabilities. Autism seems to 

be different from the above kinds of disabilities in the sense that it is not 

possible to identify clear-cut subtypes within this major category of 

handicap. DSM-III-R (APA, 1987 - cited in Gillberg, 1990) suggests that 

out of the 16 symptoms suggested in the document at least 8 should be 

fulfilled, in order to treat a child as autistic. This implies that autistic 

children can have the above mentioned symptoms in any combination
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which results in a lot of heterogeneity among them, which in turn makes 

it extremely difficult to categorise them into different sub-groups.

Gillberg (1990), argues that it is not appropriate to distinguish 

"infantile autism" from the umbrella concept of "autistic spectrum 

disorders". His important arguments are :

• As evidenced in the Wing Studies (Wing and Gould, 1979) 

though it is possible to identify "Kanner autism" from among the 

wider group of cases, they do not have a unifying biological or 

psychosocial background;

• Children with autistic behaviour with and without demonstrable 

neurological dysfunction do not differ from the behavioural point 

of view.

• Even among high level autism cases which comply clearly with 

the clinical descriptions provided by Kanner (1943), diverse 

conditions such as tuberous sclerosis and the fragile X 

chromosomal abnormality can be noticed (Gillberg et al., 1987); 

and

• There is considerable overlap between "typical" Kanner autism 

cases and cases now diagnosed as suffering from Asperger 

Syndrome (Wing, 1981; Gillberg, 1989).

However, Gillberg (1990) thinks that the notion of Asperger 

Syndrome - or 'high level autism' - is important. Gillberg and 

Gillberg (1989) suggest the following characteristic features for 

Asperger Syndrome :

• severe impairment in reciprocal social interaction;

• all-absorbing, circumscribed interests;

• imposition of routine or interest;

• speech and language problems in spite of superficially excellent 

expressive language skills;
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• non-verbal communication problems; and

• motor clumsiness.

According to Gillberg (1990) the concept of Asperger syndrome is 

important mainly because such disorders are much more common than as 

believed previously. However, unlike the case of typical autism they do 

not often lead to psychiatric consultation until adulthood. The need for 

psychiatric intervention is realised when it gets superimposed with 

problems such as depression, paranoid symptoms, confusion (under 

stress) and suicidal attempts (Tantam, 1988). This implies that 

psychiatrists dealing with adult patients need to be competent in 

diagnosing and handling autism spectrum disorders, including Asperger 

syndrome (Gillberg, 1990).

From the discussion above it seems that autism has four 

dimensions: Social Indifference, Communication Problems and Deviant 

"Personality Traits" as three symptomatic dimensions and Age of onset 

(Course of Development) as the fourth dimension. The picture of autism 

seems to be more or less complete with all these four dimensions. The 

absence of any one of these aspects may give a diagnostic picture which 

is different from autism. Anyhow It appears very strange to notice that 

while conceptualising autism, the Sensory Deviation which is so obvious 

among them is neither taken into consideration nor made explicit.

Sensory Deviation refers to the following unusual responses to 

sensory stimuli (Wing and Wing, 1965; cited in Mittler, 1968).

Vision
• Inability to recognise things seen, mainly because of pronounced 

difficulty in differentiating figure from the ground.

• Use of peripheral vision, resulting in difficulty to recognise 

stationary objects, while readily recognising moving objects/ 

organisms.
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Visual avoidance.

Some visual stimuli are sought after.

Hearing
• Apparent non-reaction to noise is typical at some stage. May fail 

to react to a loud noise behind but responds to rustle of a thin 

paper.

• Special interest in certain noises, like echoes, tapping, the noise 

of a flywheel, etc. Music is particularly enjoyed.

• Auditory avoidance is common, particularly loud noises or to 

speech.

Other Senses
• Indifference to pain, cold, etc.

• Inability to localise a sensation.

• Unusual tastes or interests in unusual smells.

• Identify objects through licking, tapping, etc. rather than through 

sight or hearing.

In fact these appear to be more fundamental and relatively 

persistent problems among autistics. So it is highly essential to include 

them along with the salient characteristics of autism. In chat case autism 

is not a "triad syndrome" as usually referred to but a "tetroid syndrome".

There appears to be a high correlation between various symptoms 

falling under each major criterion and also between those of other criteria 

which are thought to be the cardinal features of autism. However, one 

should be very careful in understanding the nature of such a relationship, 

as correlation need not necessarily imply causation on the one hand and a 

circular reaction on the other hand. This suggests the following :

The various symptoms can exist relatively independent of each 

other to a certain extent; thus there is scope for quantitative
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variation as far as the extent of occurrence of the particular 

symptoms are concerned.

There can be a greater degree of mutual influence among the 

various symptoms of autism.

The above two factors, in addition to the level of "global 

intelligence*’ are responsible in making a particular child 

relatively more autistic or less autistic at any stage of 

development and across the course of development.

Therefore, an attempt should be made to understand and explain 

each symptom or each set of symptoms separately and also in 

relation to other symptoms.

Table 1.1 DSM-IV-TR definition of autism

A. A total of six (or more) items from (1), (2) and (3), with at 
least two from (1) and one from each (2) and (3).___________
1. Qualitative impairment in social interaction, as manifested 

by atleast two of the following :
a) Marked impairment m the use of multiple non-verbal 

behaviours, such as eye-to-eye gaze, facial expression, body 
postures, and gestures to regulate social interaction.

b) Failure to develop peer relationships appropriate to 
developmental level.

c) 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).

d) Lack of social or emotional reciprocity.

2. Qualitative impairments in communication as 
manifested by at least one of the following :

a) Delay in, or total lack of, the development of spoken language 
(not accompanied) by an attempt to compensate through 
alternative modes of communication such as gesture or 
mime).

b) In individuals with adequate speech, marked impairment in
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the ability to initiate or sustain a conversation with others.
c) Stereotyped and repetitive use of language or idiosyncratic 

language.
d) Lack of varied, spontaneous make-believe play or social 

imitative play appropriate to developmental level.

3. Restricted, repetitive and stereotyped patterns of
behaviour, interests and activities as manifested by at 
least one of the following :

a) Encompassing preoccupation with one or more stereotyped 
and restricted patterns of interest that is abnormal either in 
intensity or focus.

b) Apparently inflexible adherence to specific, non-functional 
routines or rituals.

c) Stereotyped and repetitive motor mannerisms (e.g. hand or 
finger flapping or twisting, or complex whole body 
movements)

d) Persistent preoccupation with parts of objects.

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

C. The disturbance is not better accounted for by Rett's Disorder 
or Childhood Disintegrative Disorder.

From DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS : 
DMS-IV-TR by AMERICAN PSYCHIATRIC ASSOCIATION. Copyright 2000 
by AM PSYCHIATRIC ASSN (DSM), Reproduced with permission of AM 
PSYCHIATRIC ASSN (DMS) in the format Textbook via Copyright 
Clearance Centre, p.75.

Table 1.1 DSM-IV-TR definition of Asperger's syndrome

A. Qualitative impairment in social interaction, as manifested 
by atleast two of the following :
a) Marked impairment in the use of multiple non-verbal 

behaviours, such as eye-to-eye gaze, facial expression, body 
postures, and gestures to regulate social interaction.

b) Failure to develop peer relationships appropriate to 
developmental level.

c) A lack of spontaneous seeking to share enjoyment, interests 
or achievements with other people (e.g. by a lack of showing,
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bringing, or pointing out objects of interest),
d) Lack of social or emotional reciprocity.

B. Restricted, repetitive and stereotyped patterns of 
behaviour, interests and activities as manifested by at 
least one of the following :

a) Encompassing preoccupation with one or more stereotyped 
and restricted patterns of interest that is abnormal either in 
intensity or focus.

b) Apparently inflexible adherence to specific, non-functional 
routines or ntuals.

c) Stereotyped and repetitive motor mannerisms (e.g. hand or 
finger flapping or twisting, or complex whole body 
movements)

d) Persistent preoccupation with parts of objects.

C. The disturbance causes clinically significant impairment 
in social, occupational or other important areas of 
functioning.

D. There is no clinically significant general delay in 
language (e.g. single words used by age 2 years, 
communicative phrases used by age 3 years).

E. There is no clinically significant delay in cognitive 
development or in the development of age-appropriate 
self-help skills, adaptive behaviour (other than in social 
interaction), and curiosity about the environment in 
childhood.

F. Criteria are not met for another specific pervasive 
developmental disorder or Schizophrenia.

From DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS : 
DMS-IV-TR by AMERICAN PSYCHIATRIC ASSOCIATION. Copyright 2000 
by AM PSYCHIATRIC ASSN (DSM), Reproduced with permission of AM 
PSYCHIATRIC ASSN (DMS) in the format Textbook via Copyright 
Clearance Centre, p.75.

Specific Difficulties experienced by Children with Autism

The knowledge of specific difficulties experienced by individuals with 

autism is helpful in planning intervention program for them. The
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Association of Head Teachers of Autistic Children and Adults (1985), UK, 

has described the specific difficulties of children with autism in detail.

Impaired Relationships and Self-image

d) Lack of self-image
Suffers a lack of personal identity and an impairment of his own 

self-image.

He is "asocial" tending to remain isolated, occupying himself with 

his own obsessional or ritualistic activity and having an impaired 

sense of his own appropriate personal territory.

Being unaware of himself, his actions and his effects on others, 

he is likely to display a lack of inhibition in his general behaviour.

d) Difficulty in relating to other people
Impairment of the awareness of other people and their needs.

An inappropriate social response to, and communication with 

others.

An impairment of the ability to recognise human characteristics.

d) Difficulty in Perception of Meaningful Relationships
Impaired ability to see sequences of growth, time, action, etc. 

Impaired ability to see similarities or differences, like and unlike. 

Impaired ability to see a whole picture or a whole anything. 

Impaired ability to relate properties, eg. Fire will burn.

Impaired ability to generalise or transfer learning.

Lack of awareness of the reality of what cannot be seen and an 

impaired ability to separate reality from fantasy.

Impaired awareness of the relationship of objects to each other, 

to themselves and to other people, eg. As seen in an inability to 

comprehend the use of preposition.

Lack of judgement.

Inability to be selective in the processing of information.
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d) Difficulty in relating to outside stimuli
Impairment of motivation lacking the desire to learn new skills 

and the desire to please.

Impairment of the sense of touch, smell, taste.

Impairment of the use of sight where he may be fascinated by 

visual stimuli such as lights or bright lights, and be uninterested 

in the rest of his environment.

Inappropriate reaction to sounds.

Inappropriate emotional response.

Lack of awareness of real danger and a phobic response to 

harmless objects.

Lack of awareness of cause and effect.

Inappropriate reaction to change.

Deficiency in Adoptive Behaviours

a) Ritualistic, compulsive, obsessional behaviours.

b) Extreme irrational fears or phobias.

c) Rigidity of thought and action - this manifests itself in pre

occupation with sameness and difficulty with change.

d) Poor perception of reality - There is often confusion between 

inner and outer worlds.

e) Extreme Anxiety States, or "High Arousal*.

Impairment Language and Communication Skills

Cognitive Skills
a) Difficulty in language

b) Patchy development of skills - No normal development of 

cognitive skills. Having a particular skill does not imply that 

'earlier' skills will be present.

c) Specific difficulties in problem solving.

d) Play may be stuck at early stages of development.
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e) Tend to have poor imitation skills.

f) Difficulty in directing attention to certain meaningful features of 

the environment.

g) Motivation and self-directed action are often lacking.

h) Time and causality are difficulty ideas to autistic children.

i) Poor sequencing ability.

Deficiency in perceptual -motor skills

Lack of body awareness, body control and perceptual control.

As implied in the specific difficulties discussed above, autism is a complex 

learning disorder. In order to help children with autism a multidisciplinary 

approach is essential. The specialists from the field of psychiatry, 

paediatrics, clinical psychology, special education, physiotherapy, speech 

and language therapy should plan a well coordinated programme for 

helping them. Autism is viewed from different disciplinary point of view in 

isolation. But for planning and executing intervention programme, there 

is a need to understand autism from multidisciplinary perspective. Hence 

an attempt has been made in the following chapters to discuss the 

important findings of recent research work in the area of autism. These 

research works are based on certain theoretical assumptions. Therefore, 

these research findings are discussed under different theoretical 

perspectives.

12



Chapter 2

Childhood Autism - Overview A Recent Concepts

Dr.M.K.C.Nair

Autism- The Concerns

Incidence - increasing or just recognition; Causation - genetic, 

environmental, unknown; How early antecedents can be recognized ; 

Socialization / peer group interactions - role; Parenting / parental 

communication - role; Excessive TV watching below 3 years - role; 

Effectiveness of early intervention programs; Organizing community 

rehabilitation services

History

Leo Kanner (1943) - 11 children

"Innate inability to form the usual biologically provided affective contact 

with people" - later labeled infantile autism 

To be differentiated from

Global Mental Retardation

Psychiatric disorders - Schizophrenia

Concept of Pervasive Developmental Disorder (PDD)

Concept of Autism Spectrum Disorders (ASD)

DSM & ICD Classification

Developmental in nature (below 3 yrs) Characterized by deficits involving 

multiple areas of functioning:

Socialization Imagination Communication

Other disorders included

Asperger disorder

Disintegrative disorder

Rett's disorder
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PDD not otherwise specified

Epidemiology

Autism traditional prevalence - 4 per 10,000 

Autism spectrum disorders (current) - 1 in 500 

More common in males - 4 males to 1 female 

Females more severely affected/complications 

Increased prevalence - why?

Increased recognition

Broader spectrum included

True increased prevalence - personal practice

Prognosis

Some children may live self sufficient, employed, although isolated lives in 

the community.

May remain dependent on their family.

Early intensive therapy may improve language and social function.

Delayed diagnosis worsens the outcome.

Better prognosis is seen with higher intelligence, functional speech and 

less bizarre symptoms.

Etiology

Unknown - hence many suggestions

Reaction to the rejection of care givers - wrong

Association with MR & Epilepsy (Rutter, 1970)

Environmental factors

Brain based - f MRI localization

Molecular Genetics - no single gene - combination of at least 20 genes 

involved
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Environmental Factors - Toxins, Viruses

100 Thalidomide embryopathy - 4 autism cases - affect fetal devpt. (22

- 24 days) - Stromland et.al., 1994

Autism & Fetal Valporate Syndrome - Williams et.al., 2001

Mercury associated low IQ, ADHD & Autism

Vaccine Thimerosal & Autism- no firm evidence

Autism like symptoms - Herpes encephalitis, measles virus,

cytomegalovirus

Postmortem & Neuro - Imaging Findings

Subtle changes in the way cells are packed in certain regions (Bauman, 

1991)

Abnormalities in temporal lobes &. cerebellum

Enlargement of cerebral ventricles

Abnormalities of cerebral cortex

Abnormalities of basal gangli

l/3rd of autism show increased levels of serotonin in the blood - 

relevance to symptoms?

Autism & Intelligence

At least half autism cases show IQ below 70?, but not so among milder 

variants.

Problems of abstraction

On IQ tests - most have better ability to focus on parts of a puzzle than 

the whole

Verbal IQ scores often suppressed in comparison with performance IQ 

scores.
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Neuropsychology - Theories

Theory Of Mind (TOM) deficits: Abnormalities in the ability to read 

others emotions & feelings. TOM deficits do not explain symptoms 

such as ritualistic behaviours & sensory deficits.

Central coherence theory: Attempt to explain how intense focus on 

certain areas can interfere with social and communication functioning. No 

ability to plan & execute action satisfactorily. Theories explain only part of 

puzzle of autism.

Clinical Features- SOCIAL

No or poor eye contact & attachment behaviors

Solitary play, no sharing

Repetitive activities (staring at spinning objects)

Lack of imaginative activities

No interest in stories

Concentrate on one object (exclusion of all others).

Can not shift or divide attention

Rigid routines ( wear same clothes, follow same route etc..) fear even the 

slightest change.

Clinical Features- COMMUNICATION

Language is absent or distorted ; delayed or regressed at 18 m to 2 

yrs.

Mute or may have few words

Echolalia

Pronoun reversal

Nonsense rhyming

Neologisms
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Clinical Features- BEHAVIOURAL

Repetitive behaviors 

clapping , 

hand flapping 

Rocking 

swaying etc...

Temper tantrums 

Self injurious behavior

Hyperactive, aggressive or destructive behavior.

Hypersensitivity to noise, smell or pain.

Clinical Features- COGNITIVE ABILITIES

Intellectual impairment that impair adaptive behavior.

Some may have special talents in music, plays or in memory. 

Autistic savants or idiotic savants

Autistic characteristics

CDC, Trivandrum,Kerala,India (n= 26)

Poor eye contact 100%

No proto-declarative Pointing 84%

Poor communication 76%

No emotional reciprocity 69%

Hyperactive behaviour 46%

Poor peer interaction 38%

Lack of pretend play 26%

Stereotype repetitive movements 23%

Echolalia 23%

Preoccupation with objects 15.3%

Adherence to sameness/tactile hyper. 11.5%
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Unconventional Treatments

Nutritional supplements

(high-dose pyridoxine and magnesium)

Elimination diets (gluten & milk elimination diets may improve 

behavioural symptoms)

Immunoglobulin, secretin therapy

Chelation therapy dimercaprol, d-penicillamine & N-acetylcysteine 

Auditory integration training (AIT) high frequency sound may ameliorate 

the symptoms.

Facilitated communication (FC)

Medication use in Autism - Evidence based

Commonly used classes of medication are;

Fluoxetine (Selective Serotonin Reuptake Inhibitors - SSRIs)

Superior to placebo - effect size small

Risperidone (Atypical antipsychotics)

Effective for tantrums, aggression or self injury

Methylphemdate (Stimulants) in hyperactivity

Sup.to placebo - effect size small to medium

Michael A, Lawrence S, Eric H. IMFAR, Montreal, June 2006

Management Principles

Screen - using CHAT

(Checklist for Autism in Toddlers)

Diagnose - using CARS (Childhood Autism Rating Scale)

Stimulation - better eye contact

Interventions - cognitive & beh. Theories

Education - TEACCH (Treatment &Education of Autistic and

Communication Handicapped Children)

Training - all levels of professionals
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Rehabilitation - National Trust for Autism & Multiple disabilities

TEACCH

(Treatment &Education of Autistic and Communication Handicapped 

Children)

Developed by Schopler in North Carolina in the 1970s

Most successful of all the educational models

Based on a strong belief in parent-professional collaboration .

Very influential in structuring school programs for children

Basic elements of TEACCH

Characteristics of autism must be understood from observations of the 

child rather than from theories.

Parent and professional collaboration is of utmost importance.

The child's adaptation should be improved through teaching new skills 

and environmental accommodations.

The child's treatment should be individualized on the basis of 

comprehensive assessments.

Basic Elements of TEACCH

Teaching should be structured.

Cognitive and behavior theory should be a priority.

Skill enhancement and acceptance of deficits should be emphasized. 

Treatment should be holistic in orientation.

Services should be lifelong and community based.

MANAGEMENT - Specific Strategies 

Behavioral Management

Habilitative Therapies (Speech Therapy, Physical Therapy, Occupational 

Therapy)

Treatment for Psychiatric co-morbidity

Community Support programs
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Parent's Training programs

Early detection of communication delay - the key to successful 

management program.

Autism Research Issues & Concerns

Design - prospective, longitudinal studies

Outcome - broader ascertainment

Method - standardization of assessment

Hypothesis - key developmental constructs

Sample - 'baby sibs' (infants with older siblings with autism)

Sample size - adequate power for interpretation 

Ethical issues - concept of high-risk infants

Lonnie Z, McMaster University, IMFAR, Montreal, June 2006

Studying Autism In Infancy - Caution

Atypical social orienting and face & affect processing can be detected in 

some siblings of autistic children in infancy - prediction utility value? 

Unusual phenotypes with atypicalities &variability in subsequent 

developmental course

Early language

Joint attention skills

Social engagement

Imitation skills

Sally 0, M.I.N.D Institute, IMFAR, Montreal, June 2006

Population Screening for Autism

Screening for communication delays (using checklist)

Autism - specific parent - report & tools

Comparison of low-risk and at-risk toddlers using STAT (Screening Tool 

for Autism in Two-year olds)
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und useful as early as 15 months to discriminate between later autism 

d normal.

Amy W. and Wendy LS. IMFAR, Montreal, June 2006

or phenotype - genotype correlation when genetic etiology is

Itifactorial

■nputational genomic strategies are tested

to predict biologically meaningful interactions between key 

autism candidate genes, with hope

that a systematic survey of allelic variation across predicted 

'candidate gene networks'

will lead to improved genotype-phenotype correlation &insight 

into the genetic basis of ASD.

Conrad G. IMFAR, Montreal, June 2006

tical Under Connectivity in Autism

:tional MRI & Diffusion Tensor Imaging (DTI)

er level of synchronization in brain activation among activated areas 

jtism

is to have less activation in areas that play an integrating role or 

ract interpretation and

: activation in areas that are involved in sensory, perceptual and 

ery processing.

Marcel J. IMFAR, Montreal, June 2006

sm & Deficits in Rational Imitation

ren with Autism;

deficits in joint attention and imitation because they do not have an 

rstanding of intentionality (Baron-Cohen,1995, Tomasello, 1995)
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may not act similarly to previous reports of typically developing infants 

because they did not alter their goal directed behaviours

dependent on the rationality of experimenter's actions.

Elizabeth S, Barbara D. IMFAR, Montreal, June 2006

Evaluating effectiveness of Psycho-social Interventions

All interventions share common /new elements.

Intensity / dose response 

Timing - 'earlier the better'?

Content - What is taught?

How something is taught?

Who does the teaching?

Predictors of treatment response

Methods for measuring treatment response

Differentiate natural growth & intervention effect

Connie K. IMFAR, Montreal, June 2006

Autism & Language Development

Disorders - Difficulty in understanding and expressing symbols

nplay - Child acquire the same features of language in the same sequence

but in a much more slower rate

Deviancy - Not only do not show the linguistic pattern generally found in 

normally developing children, they also are atypical or eccentric form 

(eg.autism)

SPEECH AND LANGUAGE DELAY USING REELS (Receptive 

Expressive Emergent Language Scale)

Group Delay Normal

At-Risk 13% 87%

Normal 4.5% 95.5%

|2 = 7.09; d.f = 1; P< 0. 01
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Validation of Language Evaluation Scale Trivandrum Against

REELS (n=350)

TEST-1 TEST-2
(0 - 1 yr) (1 - 2 yrs)

Sensitivity 100% 87.0%

Specificity 97.3% 74.0%

Positive predictive value39.1% 19.2%

Neg.predictive value 100% 99.0%

REELS - Receptive Expressive Emergent Language Scale

Prevalence of Communication Delay using CSBS - DP

(Communication & Symbolic Behaviour Scale Developmental Profile)

Group (6 - 24 months)

WBC Group (n = 200)

DEC Group (n = 100)

Total (n=300)

Chi-square-38.96

Communication Delay 

Concern No concern

14%

48%

25%

86%

52%

75%

P value-0.00000

Using intervention package showed good improvement in communication

after 6 months of intervention - CSBS-DP Score change 32.6 -> 52.2

Trivandrum Autism Behaviour Checklist (TABC)- An Indian tool

Modified & simplified version based on DSM-IV

Has easily observable criteria

Can be administered by trained health worker

Has 4 domains- total 20 questions

Minimum score 20, maximum score 80
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Trivandrum Autism Behavioural Checklist(TABC)

SOCIAL INTERACTION
Never Sometimes Often Always

a. Inability to establish/maintain 
eye contact

b. Child does not respond when called, 
sometimes appears to be deaf

c Difficulty in mixing and playing
with other children of the same age

d. Lack of appropriate emotional response
e. Can do certain tasks well, but

not the tasks involving social understanding

Trivandrum Autism Behavioural Checklist(TABC)

II. COMMUNICATION

Never Sometimes Often

a. Difficulty in comprehension / 
communication

b. May/may not indicate wants 
by gestures or leading adults 
by the hand

c. . Echolalia/using nonsensical words
and muttering to self

d. Lack of pretend play

Trivandrum Autism Behavioural Checklist(TABC)

III. BEHAVIOURAL CHARACTERISTICS
Never Some-times Often

a. Like sameness in 
everyday routine

b. Inappropriate attachments 
to objects

c. Unusual body movements such as 
flapping hands or rocking and jumping

d. Extreme restlessness, hyperactivity/
over passivity or prefers to be alone all the time

e. Not responsive to normal teaching methods

Trivandrum Autism Behavioural Checklist(TABC)

IV SENSORY INTEGRATION
Never Some-times Often Always

a. Doesn't like to be hugged or touch/ 

apparent insensitivity to pain

b. Intolerance/ Addiction to certain 

sounds, tastes, odours, visuals

Always

Always
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c. No understanding of fear of real dangers/ 

Excessive fear of heights, change in position

d. Enjoys spinning or rotating objects

e. Inappropriate laughing and giggling/

Crying spells with extreme distress for 

no apparent reasons

f. Difficulty in fine motor skills. A tendency

to fall/ clumsiness/ resistance to new motor 

movement activities.

Validation of TABC AGAINST CHAT & CARS

CHAT (n = 100) CARS (n =

Sensitivity 57.1% 80.0%

Specificity 94.2% 91.0%

Positive predictive value 61.5% 36.4%

Negative predictive value 93.1% 98.6%

TABC - Trivandrum Autism Behavioral Checklist 

CHAT - Checklist for Autism in Toddlers 

CARS - Childhood Autism Rating Scale

General Guidelines-1

1.Start intervention as early as possible (ideally below 2 yrs, definitively 

before 6 yrs).

2. Remove potentially harmful foods (gluten free and casein diet - 

effective?)

3. Find and use sensory pathways (visual learners & auditory learners)

4. Build strengthen, create, organized neurological pathways (auditory, 

sensory & visual integration)

5. Keep the child engaged and stimulated (high quality computer software 

available)

25



6. Help child meet sensory needs meaning fully (eg. excessive hand 

flapping - do push-ups )

7. Make interventions fun and low stress (incentives like food, toys, etc..)

8. Include regular physical activity/therapy (aerobic - walking, running, 

swimming, etc...)

9. Never let the child and mother fail (praise for achieved goals - 

support mother)

10. Structured uninterrupted instructions essential (Clear instructions,' 

multiple cues, child's choice of stimulus, reinforces, rewards, etc..)

Meharunisa BN, Nair MK, 2006“

An Intervention Package for Children Below 6 Years With "Autism 

Spectrum Disorders" (ASD)
Case Number M/F Pre. Score Post Score Diff. in Score

Richu Reji M 36.5 34.0 -2.5

Ben Thomas M 37.0 30.0 -7.0

Sivani F 32.5 31.0 -1.5

Niranjan M 36.0 33.5 -2.5

lagan Prakash M 38.5 36.5 -2.06.

Som Kesnav M 32.0 27.0 -5.0

Alen M 33.5 32.5 -1.5

Vishnu M 33.0 31.5 -1.5

Jyothika F 36.0 35.5 -1.5

Lekhsmi F 28.0 27.0 -1.0

Meharunisa BN, Nair MK, 2006 (CDC Data)
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An Intervention Package for Children Below 6 Years With "Autism 

Spectrum Disorders" (ASD)

Domains

Mean Pre. Score Mean Post Score MeanDiff. in Score

Social Interaction 12.7 10.4 -2.3

Communication 09.8 08.3 -1.5

Behavioural characteristic09.0 08.3 -0.7

Sensory integration 08.7 07.8 -0.9

Meharunisa BN, Nair MK, 2006 (CDC Data)

KEY POINTS

Autism - present from birth but diagnosed later.

An organic disorder affecting several areas.

Features - gaze, hearing, socialization & play.

Early intervention improve long-term function.

ADHD, MR, LD may or may not be associated.

Always listen to the intuition of parents.

"Flying Kiss* - good screening test for doctors.

Multi-disciplinary team in every district - a must

Neuro-developmental follow-up program and Development Friendly Well- 

baby Clinic.
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Chapter 3

Autism Spectrum Disorders : Therapeutic Approaches 

Dr C Ramasubramanian

What is Autism?

First identified in 1943. By Kanner

Part or Pervasive Developmental Disorders (PDD)

Lifelong complex developmental disability 

Typically appears during the first 3 yrs of life.

4 out of 5 are male

No race, class, or nationality barrier.

Can often have accompanying Mental Retardation

Defining Autism ....

Result of a neurological disorder that affects the brain, impacting 

development in the areas of social interaction and communication skills.

□ It is spectrum disorder which affects each indiv. Differently and at 

varying degrees.

Pervasive Developmental Disorders

Five Disorders.

Autistic Disorder

Asperger's syndrome

Childhood Degenerative Disorder (CDD)

Rett's disease

PDD - not specified.

Causes Of Autism

No known single cause

Abnormalities in brain structure

Hereditary

Common in people with fragile x, tuberose sclerosis, congenital rubella, 

untreated phenynketonuria
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Hazardous chemical exposure during pregnancy 

MMR vaccine

Parenting does not cause it 

Not a Mental Illness

Characteristics Of Autism

Term coined by lorna wing 

Describes " triad of impairment*.

Impairment of

Social relationships

Communication

Imaginative thought

Also observed: pattern of repetitive behaviour.

Autism Spectrum Disorder

Will vary in degree & from person to person. Mild to severe.

No clear-cut picture.

Sometimes complex presentation.

But essential for diagnosis.

Social Interaction

Difficulty with social relationships

Appearing aloof

Indifferent to other people

Social Communication

Difficulty with verbal and non-verbal communication.

Not fully understanding meaning of common gestures, facial expressions 

or tone of voice.

Imagination

Difficulty in development of interpersonal play & imagination
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Limited range of imaginative activities

Common Traits

Insistence on sameness. Resistance to change 

Difficulty in expressing needs. Gestures, pointing 

Repeating words / phrases

Indiscriminate laughing & crying 

Aloof manner. Being alone 

Tantrums

Over / under sensitivity to pain

Over I under activity

Uneven gross / fine motor skills

Difficulty in mixing with others

Not wanting to or be cuddled

Little or no eye contact

Unresponsive to normal teaching methods

Sustained odd play

Spinning objects

Obsessive attachments to objects

No real fear of dangers

Non responsive to verbal cues. Acts as if deaf 

Pronominal reversal

Behaviour Problems In Autism

Can be mild to severe.

Due to problems in communication

May include

Hand Flapping

Finger-Snapping

Rocking

Placing objects in one's mouth
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Head-banging

Self injurious behaviour

Assault others with out any provocation

Why Is It Hard To Understand?

PERCEPTIONS & REALITY - 1

Impairment of social relationships:

Aloof - passive - active but odd

Complete indifference

Respond to interactions but not initiate

Initiate interactions but in an odd & repetitive way

Impairment of communication

Disordered or absent speech - echolalia or repetitive - reasonable 

communication with a limited range of topics

Classic kanner type. Little or no speech. Poor understanding of non-verbal 

comm.

Characterised by repetitive & limited understanding of non verbal comm. 

Even well developed speech may often seem irrelevant to social context 

with a general lack of understanding of what others are talking about

Impairment of imaginative thought

Using of objects for sensation only---unimaginative use of toys---unable 

to copy & pretend play—-unable to invent an imaginary world.

Mouthing, spinning, flicking, posting of toys & household objects.

Lining up or colour coding blocks & toys

Need support from trusted playmates/peers

Thoughts & interests are concrete, rigid& stereotyped.

Pattern of repetitive behaviours. Described as obsessive.
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Repetitive body movements - fascination with sensory stimuli - routines 

involving objects - verbal routines - routines related to special skills - 

topics of special interest.

Learn The Signs

Every person with autism is different. Like all, have different and unique 

personality and combination of characteristics.

Process & respond to information differently.

Can be aggressive

Presentation In Adulthood

Behaviour disturbance & mood imbalance 

Sexual development delayed 

Sexual behaviour

Presence of disability becomes more obvious, if there is mental 

retardation.

Increased anxiety, depression etc

Diagnosis

6 or morp of the 12 symptoms, listed across three major arpas 

Described in the DSM

Should include assessment and evaluation of child's development., 

Communication and social skills.

Ongoing process.

Developmental Screening

National Institute of Child Health and Human Development (NICHD) lists 

5 behaviours that signal further evaluation is warranted.

Does not babble or coo by 12 months

Does not gesture (Point, wave, grasp) by 12 months

Does not say single words by 16 months

32



Does not say two word phrases on his or her own by 12 months 

Has any loss of any language or social skills.

Medical Tests

Hearing & Visual 

EEG

Metabolic Screening (e.g.) Lead 

MRI

Genetic Testing

Therapy Evaluation

Speech & language therapy. Traditional approaches, not appropriate. How 

to use language socially to communicate. Non verbal communication. 

Occupational Therapy

Direct Observation.

Functional Assessments

Play Based Assessments.

Therapy Options

Behavioural & communication approaches

Biomedical & dietary approaches

Complimentary approaches

Behavioural and Communication Approaches

Applied Behaviour Analysis

This is not just about correcting behaviours but is designed to teach skills 

from basic ones such as sleeping and dressing, to more involved ones, 

such as social interaction.

Interaction should be one-on-one with a trained professional.

Tasks are broken down into short simple pieces

Reward is offered when a task is successfully complete
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This reinforces the positive outcome

Picture Exchange Communication Systems (PECS)

This is helpful to provide a way of communicating for those children who 

do not talk, (e.g.) The child hands you a picture, and his or her request is 

immediately understood.

It also makes it easy for the child with autism to communicate with 

anyone.

Sensory integration

The children with autism may have hypo-hyper reactive or lack the ability 

to integrate the senses

Sensory integration therapy desensitize the child and help him or her re 

organize sensory information.

Ex: Auditory integration therapy reaches over activity to sound.

Facilitated communication: Involves a facilitator who, by supporting 

an individual's hand or arm, helps the person communicate through a use 

of computer.

Biomedical & Dietary Approaches

Children with Autism are prone for allergies, infections due to low 

immunity level.

They have nutritional deficiencies which predispose them to have 

behavioural problems

Medications:

To reduce problem behaviours and to treat comorbid conditions 

Antipsychotic approved by FDA are 

Clozapine, Atomoxetm

Riesperidone Methylphenidate
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Olanzapine

Quetiapine

Among these, resperidone has been frequency investigated 

SSRI 0 Flueoxamin, Flueoxetine

To reduce problem behaviours and to treat comorbid conditions

Vitamin and Minerals

Vitamin B, A, B2, B5

Selenium, zinc and magnesium

Cod liver oil supplements

(rich in Vitamin A and D)

Elevated Serum copper to plasma zinc ratio is noticed in children with 

autism (Avoid copper and take extra zinc to boost immune systems)

Dietary Interventions:

Gluten and casein free diet has been emphasized

Gluten rich - wheat, oats and rye to be avoided from the diet

Dairy products (casein)

Role of yeast free diet / anti - fungal drugs

Children with autism - "Leaky get* (tiny holes in intestine) may be caused 

by an over growth of yeast. This over growth may contribute in 

behavioural and medical problems such as hyperactivity, stomach 

problems and confusion.

So the use of nutritional supplements, anti-fungal drugs and yeast free 

diet may reduce the behavioural problems.

Serotine

Serotine supplementation improve sleep patterns, eye contact, language 

skills and alertness.
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Complementary Approaches

Art Therapy 

Music Therapy 

Animal Therapy

Art and music are particularly useful in sensory integration, facilitates 

tactile, visual and auditory stimulation.

Music therapy is good for speech development and language 

comprehension.

Animal therapy - (E.g.) Horse back riding or swimming with dolphins.

It provides both physical and emotional benefits increase 

coordination and motor development.

Therapy & Support

Medications do not as a rule help with the handicaps of autism

Clear communication

Controlled environment

Relaxation

Living With Autism

Stress on families. Psychopathology. Grief.

Resources to help

Safety in the home

Sibling issues

Planning for the future.

Care giver's time.

Mental Illness In Autism

Common psychological Problems

Anxiety

Depression

Obsessive compulsive disorder
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Important Resources

National autistic society

Parent and professional partnership in caring for adults with 

autism.

Code of Practice Document.

www.nas.org.uk

Reality to an autistic person is a confusing, 
Interacting mass of events, people, places, 
Sounds and sights. There seems to be no clear 
Boundaries, order or meaning to anything.
A large part of my life is spent just trying to 
Work out the pattern behind everything.

...A person with autism
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Chapter 4

Explanations for the Sensory and Movement Differences of 
Individuals with Autism Spectrum Disorders

Dr S Ramaa

Although there are lot of differences among students with autism, 

they do share some general characteristics with reference to sensory and 

motor functioning. Various therapists and investigators have attempted 

to elicit explanations from the individuals with autism regarding the 

difficulties/ differences experienced by them as far as their sensory and 

motor functioning are concerned. These explanations throw lot of light 

about their problem and also help in planning intervention programmes. 

Below are given such explanations. Explanations are reproduced as 

revealed by them.

A. Sensory Differences

People with autism tend to have unusual sensory experiences. 

Their sense of hearing, touch, smell, sight or taste may be more sensitive 

or less sensitive than is typical. They have difficulty in interpreting a 

sense. A person with autism may avoid being touched. Some of them 

may be able to tolerate only some types of touch. A range of noises and 

sounds may cause a person with autism anxiety including those which 

seem normal to the average person. Many people with autism also have 

trouble understanding conversation or verbal directions because they 

have trouble processing sound. Vision can also be affected, they may be 

sensitive to certain types of light, colours or patterns. Students with 

autism may also have a heightened or otherwise different sense of smell. 

The individual with autism may find some smells unbearable and others 

pleasant, helpful or calming.
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Explanations for Sensory Differences

Ql. What is the common effect of heightened senses on autistic 

people?

A: One common effect of these heightened senses is that autistic people 

are vulnerable to sensory overload with continued low-level 

bombardment. This may also result from too much emotional or social 

stimulation. Autistic people may become overloaded in situations that 

would not bother (or might even entertain) a normal person. When 

overloaded, autistic people have trouble concentrating, may feel tired or 

confused, and some may experience physical pain. Too much overload 

may lead to tantrums or emotional outburst. Another result of too much 

overload may be "shut down", in which the person loses some or all of the 

person's normal functioning. Shutdown may mean different to different 

people, but is extremely unpleasant (Jared Blackburn, 1997).

I hear things that many people cannot hear. For example, I can be 

in one room of the house and hear what my mother is saying on the 

telephone even when she has the door shut. There are also certain 

sounds that are painful to listen to like the microwave, the telephone ring, 

lawnmowers, leaf blowers, the blender, babies crying, vacuum cleaners, 

and my mom's WV vanagon when it just starts up. (Fihe, 2000).

Q.2 What is your problem with sounds ?

Al. I hear things that many people cannot hear. For example, I can be 

in one room of the house and hear what my mother is saying on the 

telephone even when she has the door shut. There are also certain 

sounds that are painful to listen to like the microwave, the telephone ring, 

lawn movers, leaf blowers, the blender, babies crying, vacuum cleaners 

[Fihe, 2000].
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A2. I can detect all sounds that the neurotypical person can hear, 

including very low and very high-pitched sounds. I have always had a 

strong aversion to loud music or high volume on the TV set. As a result 

of this, I often find it awkward to ride with those who crave loud music in 

their caps, particularly heavy metal or rap. I have always loathed 

crunching and chewing sounds while other people are eating. Our family 

has meals in the family room with trays rather than the conventional 

dinner table gathering. I can tolerate restaurants and cafeterias because 

the background noise suppresses these bothersome sounds. (Hamrick, 

2001).

A3. When I was little, loud noises [were] a problem, often feeling like a 

dentist's drill hitting a nerve. They actually caused pain. I was scared to 

death of balloons popping, because the sound was like an explosion in my 

ear. Minor noises that most people can tune out drove me to distraction. 

When I was in college, my roommate's hair dryer sounded like a jet plane 

taking off. (Grandin, 1995, p.67).

A4. I have strong sensitivities to sound. When I was in grade school, my 

classmates used to call my name as softly as they could to see if I could 

still hear them - I could hear them from across the room and often even 

into an adjacent classroom. One time a teacher did something similar. 

He stood behind me and barely whispered my name. I still sensed his 

presence and looked around. The whole class, teacher included, had a 

good laugh. (Shore, 2001, p.l).

Q3. Can you tell a common example for noisy situation in the 

classroom which can annoy an autistic individual 7

A. You know that horrible nails-on-a chalkboard sound? Even thinking 

about such an unpleasant noise makes some people wince. For some 

individuals with autism, nails-on-a-chalkboard discomfort happens every
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day with even the most common of sound (Grandin, 1995; Jackson, 

2002; O'Neil, 1999; Robinson, 1999; Shore, 2001; Stehli, 1991; Waites 

and Swinbourne, 2002).

Q4. Give an example where you and your sibling (who is not 

autistic) react differently to sound ?

A: One evening he was seated on my lap on the hall floor while [his 

brother] bounced and punched a very large balloon around him. 

Suddenly the balloon burst by Grant's side, which sent my heart into a 

flutter. However, Grant did not flinch or even turn his head to the noise. 

Later when I had my electric whisk in operation, he ran screaming from 

the kitchen and I had to stop what I was doing to find and console him. 

He had the same reaction to the Hoover and other loud electrical 

equipment.

Q5. List out some sounds which you cannot bear.

A: The following are just some of the noises that still upset me enough to 

cover up my ears to avoid them : shouting, noisy, crowded places, 

polystyrene being touched; balloons and aeroplanes; noisy vehicles on 

building sites; hammering and banging; electric tools being used; the 

sound of the sea; tne sound of felt-tip or marker pens being used to 

colour in and fire works (Jolliffee et al., cited in Attwood,1998, p.15).

Q6. What strategy do you adopt to reduce your anxiety due to 

sounds?

A. Tunes and music or a gentle low-pitched voice can temporarily relieve 

moments of fear and anxiety. You will still catch me humming, singing, 

whistling, and even talking out loud in an attempt to dispel confusion or 

unease due to change. The strategy enables me to think and calm down. 

(1998, p.4).
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Q7. What sights make you feel anxious?

A. It may be because things that I see do not always make the right 

impression that I am frightened of so many things that can be seen : 

people, particularly their faces, very bright lights, crowds, things moving 

suddenly. Large machines and buildings that are unfamiliar, unfamiliar 

places, my own shadow, the dark, bridges, rivers, canals, streams, 

streams and the sea. (Jolliffe et al., as cited in Attwood, 1998, p.137).

Q8. What kinds of lights you feel impossible to bear?

A. Bright lights, mid-day sun, reflected lights, strobe lights, flickering 

lights, fluorescent lights, each seemed to sear my eyes....my head would 

feel tight, my stomach would chum, and my pulse would run my heart 

ragged until I found a safety zone. (1999, p.26).

Smell
The boys paused, not knowing which Luke belonged to whom. To

solve this dilemma... Jimmy held each one up to his nose, took a quick

sniff, and immediately told the other boy, "This one is yours". (Echo Fling, 

(2000, the mother of Jimmy, a young man).

Although this illustrates potential benefits of a heightened sense of 

smell, this sensitivity can also be a struggle. As one individual with 

autism describes, smells can often be overwhelming and cause extreme 

discomfort.

Q9. What can you say about your experiences with smell ?

A. I still have trouble with [animals]....dogs and cats and smells like 

deodorant and after-shave lotion, they smell so strong to me I can't stand 

it, and perfume drives me nuts. I cannot understand why people wear 

perfume and I can smell hand lotion from the next room. (Stehli, 1991, 

pp.197-198).
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Liane Holliday Willey (1999) brings her own "smell adaptation" with 

her wherever she goes. She has suggested putting a bit of favourite 

smell (if such a thing can be found in a liquid or paste) on the end of a 

cotton ball or on the inside of the arm. This way, when the person with 

autism gets overwhelmed by certain smells they can minimize the impact 

by sniffing the cotton or their arm and inhaling something pleasant.

B. Movement differences

Movement differences describe symptoms which involve both 

excessive, atypical movement and the loss of typical movement. 

Individuals with movement differences may

• walk with an uneven gait,

• engage in excessive movements (e.g. rocking, hand flapping)

• produce speech which is unintentional,

• stutter or struggle to make changes from room to room or 

situation to situation.

Many of the above difficulties are constantly present among 

individuals with autism. They are affected by these difficulties.

A movement difference can lead to difficulties with the dynamics of 

movements such as in starting, executing (speed, control, target and 

rate), continuing, stopping, combining or switching movements.

The complexity of disturbed movements may range from simple to 

those affecting overall levels of activity and behaviour.

Sometimes the movement disturbances are associated with internal 

mental processes such as perception, attention, consciousness, 

motivation and emotion.
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Different ways of moving is highly frustrating for those people who 

experience them and confusing for those who observe them. Atypical 

movements often mask the competence of an individual to communicate 

and relate to others.

Delay in responding or inability to regulate movements lead to 

difficulty in changing attention from one event to another in a proper time 

sequence. This also leads to difficulty in using gestures or conventional 

signs of communication.

Examining the Concept of movement differences can bring new 

understanding of the struggles, abilities and perhaps the gift of people 

with a range of disabilities.

Explanations for Movement Differences

Q.l What is your difficulty in movement control ?

Al. I never really know when sounds are coming out of my mouth or 

when my arms need to move or when my legs need to run and jump 

[Fihe, 2000, p.l].

A2. Stereotypical movements are not things I decide to do for a 

reason. They are things that happen by themselves when I am not paying 

attention to my body. [Cited in Donnellan and Leary, 1995, p.53].

A3. How to conduct myself when the body is constantly trying to find 

some stability ? By this I mean to say that some times I felt that my 

body was made of just my head while sometimes I felt that it was made 

of just my legs. It was very difficult to feel the complete body when I was 

not doing anything (Mukhopadhyay, 2000, p.73).

A4. At school, I was more direct in how I expressed my irritation and 

scorn, getting flushed, giggling uncontrollably, running around the room 

and biting my hand. (Blackman, 2001, p.127).
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A5. Sometimes, I am just not able to control my actions and myself. 

Ninety percent of an autistic person's efforts while in public are spent 

trying to avoid inappropriate behavior that "normal" people seem to be 

able to easily suppress. One place where I had a terrible time trying to sit 

still and not make noise in the small theatre watching the play of the 

Diviners.

I did not have a terrible time at the play, quite the contrary. In 

fact, I loved this play, ...Dey into the drama, I related my gnarl and was 

soon noisy, rocking back and forth in my seat, spectator. [Weatherbee, 

1999, p.2].

A6. Constantly asking questions was another of my annoying fixations, 

and I would ask the same question and wait with pleasure for the same 

answer over and over again. If a particular topic intrigued me, I zeroed in 

on that subject and talked it to the ground [Grandin, 1996a, p.35].

A7. But I am not hurting anyone when I scream and I need to do it so 

much to get my balance. Perhaps one day I won't need it but now I am 

sure it is still important (Sellin, 1995, p.216).

Q.2 Why do you have difficulty in focusing attention ?

A. I have a hard time controlling my thoughts when someone is not 

helping me focus. My mind is very active and thoughts jump around like 

popcorn being popped. I have very interesting thoughts. It is just that 

they keep firing off so that it is hard to stop them unless someone helps 

to focus my attention on something.

Q.3 What difficulty do you have in seeing ?

A. My eyes are unable to move up and down and left to right at will 

without me moving my head in the directions I am facing. I can see 

things really well from the corner of my eyes.
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Q.4 Why do you avoid looking at people ?

A. When I look at someone facing me sometimes I see three eyes 

instead of two and it looks scary [six]. So I avoid directly looking at 

people sometimes. This makes it hard for people to know whether I am 

paying attention.

Understanding the sensory and motor differences among individuals 

with autism helps the teachers in creating appropriate learning situation 

in the classroom as well as in other settings.
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Chapter 5

Conducive Learning Environment for Students with 
Autism Spectrum Disorders

Dr S Ramaa

Sometimes students are unsuccessful because they are 

uncomfortable or feel unsafe or even afraid in their educational 

environment. Providing an appropriate learning environment can be as 

central to a student's success as any teaching strategy or educational 

tool. Students with autism will better learn in places where they can relax 

and feel secure. In order to create environments that are most conducive 

to learning for students with autism and their peers without disabilities, 

teachers may need to examine ways in which classroom spaces are 

organized. Specifically, teachers should evaluate learning atmosphere, 

seating options, and the use of space.

Teachers also spend a lot of time cultivating a classroom 

atmosphere that inspires certain behaviours. Teachers want students to 

work hard, participate in activities, help each other, and pay attention to 

tht iessons. In order to see these behaviours in all students, teachers 

may need to evaluate their classroom atmosphere and make adjustments 

to lighting, sounds, smells or temperature.

Management of light related problems

Children and adults with autism have reported problems with 

fluorescent lights in particular. Florescent lighting, the most common 

lighting used in classrooms can affect learning, behaviour and the comfort 

level of students with autism. In order to determine whether florescent 

lights are problematic for a student with autism in your classroom, you 

may want to turn off the overhead light for a few days to see if the 

change seems to benefit the student. If the fluorescent lighting does 
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seem to be a concern for the student, you may need to experiment with 

different ways of using light :

• Try lower levels of light, if possible.

• Use upward-projecting, rather than downward-projecting lighting 

(Williams, 1996).

• Experiment with different types of lighting, turn on the front 

bank of lights but not the back, or turn on alternating banks of 

lights. In one classroom, teacher strung white holiday lights 

around their whiteboards and plugged night lights into different 

sockets around the room in order to give the classroom a more 

calm and peaceful feeling (Kinney and Fischer, 2001).

• Try different colours of light. Take one corner of the room and 

experiment with a pink or yellow lamp.

• Replace fluorescents with incandescent bulbs.

If the fluorescent lighting cannot be changed, try the following strategies.

• some students find the use of sunglasses helpful. Glasses might 

be worn during recess or can even be tried indoors (especially 

near florescent lighting). Wearing a baseball cap can also a 

student avoid direct exposure to light.

• Move the student's seat, sometimes the problem is not the 

lights themselves, but the reflection of light on a wall or other 

surface.

• Florescent bulbs tend to flicker more as they age. If you must 

use florescent lights, use the newest bulbs possible.

• Some students find that it is particularly difficult to use white 

paper under fluorescent lights. Students may be bothered by 

the glare from the paper. Using coloured overlays can minimize 

or eliminate the glare.

• Some students are more distracted by the sound than the sight 

of fluorescent lighting. In these cases, the student may want to
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use earplugs while studying. In some instances, simply moving 

the student farther away from the noise may help.

Management of Sound related problems

• Once a disturbing sound has been discovered, helping the 

students can be as simple as moving him or her as far away as 

possible from the sound source.

• Use a soft voice when possible. Instead of shouting to get a 

student's attention, try whispering.

• Try earplugs or headphones for some activities or for use in 

some parts of the school building (e.g. gymnasium).

• Reduce classroom noise : Echoes and noise can be reduced by 

installing carpeting. Carpet remnants can sometimes be 

obtained from a carpet store at a low cost. Some teachers cut 

tennis balls open and place them on the bottoms of the chair or 

desk legs; this adaptation muffles the scraping sounds created 

when furniture is shuffled around (Grandin, 1998).

• Change the sound, if possible. For instance, if a student cringes 

when he hears clapping, students could develop another system 

of appreciation for student presentations, birthday celebrations 

and assemblies.

• Prepare the student for the sound. If you know the school bell is 

about to ring, cue the student to plug his or her ears or simply 

tell the students to get ready.

• In noisy or chaotic environments allow students to listen to soft 

music using headsets or play soft music (e.g. classical, 

environmental) for all students.

Management of Smell related problems

• Many individuals with autism report that perfume and other 

personal products cause problems. If a student seems to avoid a 

particular person or if she will only interact with that person
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occasionally, consider that the student may be reacting to that 

person's perfume, lotion, hair gel, aftershave, cologne or 

shampoo. If a student is very sensitive to these types of smells, 

teachers and other professionals working in the classroom should 

avoid - as much as possible - the use of products with heavy 

smells.

• Food smells are incredibly distracting for some students with 

autism. One of my former students could smell a sweet treat 

two classrooms down from ours. Although he loved the small of 

chocolate and baked goods, once he smelled them he could not 

focus on his work. In order to support him, all teachers in our 

hallway agreed to serve birthday treats at the very end of the 

school day. Parents agreed to bring all treats to the office and 

the school secretary offered to hold our brownies, cookies and 

cakes until 2:45 in the afternoon.

• In rooms that have strong smells (e.g. art room, cafeteria, 

science lab), students might be seated near the door or an open 

window. Or a student might be able to use a small personal fan 

to minimize the impact of the smell.

• If students seem to rely on their sense of smell to learn or learn 

or to explore the environment, allow them to do so when it is 

possible and when the behaviour does not hurt or disturb others. 

When Echo Fling's (2000) son, Jimmy, was smelling her hair one 

day, she asked him, "What are you doing?". He replied "I am 

remembering you". Realising her son's need to smell, she did 

not forbid or discourage this interesting behaviour. She simply 

instituted a social rule for Jimmy at school : Don't sniff people 

without their permission (p.147).

• Ask custodians and administrators to order and use unscented 

cleaning materials and products when possible.
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Providing appropriate seating

Having a few different seating options in the classroom can 

potentially improve the educational experiences of all learners. Seating 

that may appeal to learners with and without autism include

• rocking chairs

• seat cushions (the type that can be tied on to the rungs of the 

chair can be purchased for a few dollars at discount stores).

• Reading pillow (large cushion with arms that props the user 

upright).

• Floor/exercise mats (individual mats can be made cheaply by 

sewing a stack of newspapers in between two large sheets of 

vinyl) or large floor pillows (also easy to make with stuffing from 

a fabric store and a few yards of materials).

• Lawn chairs

• Old car seats

• Couches, loveseats, armchairs or large footstools

• Body or exercise ball

Organising Learning Space

Make quiet study areas available for any student: Students with

autism often need time away from the noise and chaos of the classroom 

to meet their needs.

Keep some students Moving: Although many students have the need 

for quiet, others need movement, activity and interaction.

Create different areas for different activities : Many students with 

autism learn best in spaces that are highly organized. One way to make 

the classroom extremely easy to navigate is to set up different areas for 

different activities.
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Keep learning spaces free of congestion : A student with autism may 

become frustrated if students are constantly walking past his desk or 

crossing in front of a chalkboard he or she is trying to read.

Manage materials: Look around a typical classroom and you must find 

20-35 desks, a few globes and a pull-down map, crates full of student 

portfolios, a few computers, dozens or hundreds of books, two bulletin 

boards filled with student work, a handful of tape recorders, a television 

and a videocassette recorder, and may be a few plants or a hamster in a 

habitat. Although all of these materials are central to teaching and 

learning, it is important that they are well organized, easily accessible and 

visually manageable.

One way to support learners with autism is to avoid visual clutter. 

Ask students to be especially conscientious about keeping the classroom 

neat and about storing their materials in their desks and lockers. Younger 

students might need a desk map to find and replace items independently 

(Goodman, 1995). The teacher or the student can draw a map of all 

items in the desk on a small index card or a sheet of paper. The map can 

then be taped to the top of the student's desk or attached to the inside 

’’ceiling" of the desktop. A similar type of map can be created for the 

classroom in general, or for a student's locker. Because many struggle to 

organize materials, you might provide all students explicit suggestions for 

keeping things orderly. In order to make the maintenance of the 

classroom as easy as possible, you can give all students classroom jobs.

Finally, to keep the classroom working efficiently, keep important 

information posted clearly. You might keep a calendar, a clock, and a 

daily schedule in one area of the classroom (especially important for 

students with autism who seem to need this information readily 

available). Students of any age can be held responsible for writing the
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date daily, changing the calendar when needed and even writing out the 

schedule and other information (e.g. stock quotes, weather) each 

morning.
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Chapter 6

Speech-Language and Communication Disorders and 
Therapeutic Intervention in Autistic Children

Dr Shyamala Chengappa

Introduction

The syndrome of autism is a developmental disability that is defined 

and diagnosed behaviourally. Autism is a psychopathological disorder

i.e. it is a disorder with severe behavioural manifestations all of them 

showing up within 2 Vi - 3 years of life.

The Behavioural Characteristics include :

1. Deficits in Social Behaviour - a failure to form interpersonal 

relationship with other human beings that is with his/her parents 

or anybody else. There is extreme aloofness, lack of eye 

contact, failure to smile or show any emotion.

2. Deficits in speech and language behaviour including delayed 

language development, mutism, atypical vocabulary in terms of 

only slogans, rhymes or TV commercial advertisements, etc. 

repeating some utterances again and again (perseverance), 

parrot like repetition of heard speech, lack of spontaneous and 

conversational speech and extreme literalism in speech.

3. Demand for sameness in the environment with respect to 

arrangement of furniture, things, people in the vicinity, etc. 

They resist and dislike any change in routine.

4. Problems in responding to sensory stimuli like Audition/ vision/ 

touch, etc. They may appear deaf or blind because of their lack 

of response to loud calling, people or vehicles approaching them. 

But, at the same time, they may respond to insignificant of 

stimuli like ants forming a line or rustle of paper, etc. They may
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have unusual responses like liking, mouthing objects, sniffing/ 

smelling, objects or people's hands, etc.

5. Have abnormal physical postures and movements called SSB 

(self stimulatory behaviour) where they exhibit stereotyped and 

repetitive movements like rocking, jumping, whirling, shaking, 

twisting hands looking from corner of eye, etc. They may also 

show self-injurtous behaviour (SIB) as head banging, 

hand/finger/nail biting, self slapping, scratching, teeth grinding, 

etc.

II. Causes are not specifically known. Some theorists suspect genetic 

factors, or some neurological abnormality or some injury to the brain 

early in life although such details are not clearly known. Management is 

team work including behaviour modification for reducing unwanted 

behaviour.

Speech and language therapy includes training or pre-language 

skills as eye contact, sitting and attending behaviour, imitation training, 

improving meaningful play, improving socialization, reducing and 

modifying echolalia/ repetitive speech through prompting, rewards and 

punishment, etc. Improving spontaneous speech, conversational skills, 

relevant and context appropriate utterances. In case of mutism therapy 

using signs and gestures, picture boards would be utilized. 

Communication deficit remains one of the primary disabilities in Autism 

since Kanneffs (1943) characterization of the disorder. This deficit 

contributes significantly to each autistic individual's clinical 

manifestations.

Diagnosis, Management and Prognosis :

In the recent times, greater emphasis being placed on 

communication rather than speech/ language has led to re-evaluation of 

assessment and intervention strategies. Assessment should cover
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developmental history, speech, language and communication 

development, language use for communication and social behaviour 

besides taking note of inappropriate behaviours such as non-compliance, 

affect abnormalities, SSB's and SIBs, self-help skills, isolated skills, if any, 

etc.

Assessment strategies include primarily clinical interview with the 

parents or care takers, diagnostic observations of the child, behaviour 

assessment with checklists. Many include structured observations 

(suggested by Lovaas, 1973) to behavioural assessment where child is 

observed in free play setting for verbal, non-verbal and communicative 

behaviour. Since the goal of assessment is to specify the behavioural 

deficits and excesses, such structured observations of the child's 

behaviour are particularly helpful.

Through interview with the parents and direct observations, 

information regarding the communication functions/ intent (the purpose 

of communicative act) and communicative means (the tools through 

which the purpose is achieved) is obtained. The range of communicative 

functions may include requests for food/ toys, request for adult 

help/assistance, protests, etc. while those of means may include crying, 

tantrums, grabbing, pulling others' hands, showing, pointing, gesturing 

besides the use of speech. The information gathered is used for 

communication programming including decisions regarding the remedial 

non-speech modes (Schuler, 1985).

The formal assessment of communicative functions and non-verbal 

means however is more recent in emphasis and is yet to gain popularity 

in our set up.
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Speech/ Language/ Communication Abnormalities in Autism

Autistic children are known to exhibit the following speech/ 

language/ communication behaviour. These have to be observed (in 

assessment) with their individualistic variations in each child.

I. Mutism with severe delay or total lack of speech development.

II. If speech is present atypical at deviant behaviour in terms of 

various aspects of spoken language are seen as the following :

1. Voice, articulation and prosodic abnormalities seen as poor 

and inappropriate pitch, loudness and quality, misarticulations, 

inappropriate rate and rhythm in speech.

2. Stereotyped and repetitive use of language such as echolalia, 

use of stock phrases on few topics only, repeated questions, 

etc.

3. Pronoun difficulties as in the confusion with pronouns, 

pronominal reversal as in the use of 'you' himself/ herself (2nd/ 

3rd person singular forms) for I.

4. Atypical vocabulary development seen as patchy acquisition of 

vocabulary on a single or a few topics. Ex. Names of objects, 

fascination with alphabet, date, numbers, etc. Ex. (i) A child 

could come out with names of 18 eatables at a stretch, (ii) 

recitation of Sanskrit shlokas.

5. Idiosyncratic use of words as in the use of utterances whose 

meaning is obscure to others indicating communicative 

failures.

6. Failure to respond to the communication of others and failure 

to initiate (spontaneously) and sustain communication 

indicating problems with interpersonal/ two-way 

communication.

7. Semantic and conceptual difficulties as in rigid/ 'cast in 

concrete' use of learnt words and concepts, difficulties with
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conceptualisation, comprehension of heard language and 

generalisation of learnt language, etc.

8. Abnormalities in the use of non-verbal communication as seen 

in the poverty/ paucity of facial expressions and gestures as 

pointing and showing, impaired emotion recognition and 

expression, etc.

Each of these problems in mute and partially verbal autistic children have 

to be individually tackled in communication training.

Communication Intervention in Autism

As we are traditionally oralists, emphasizing oral/ vocal mode of 

communication is primary. The initial attempts for promoting better 

communication concentrate on speech training and modification of 

existing speech in mute as well as verbal autistic children.

Facilitation of speech production and comprehension have been 

classically attempted through play therapy and behavioural approaches 

using developmental aspects of speech, language of communication. The 

children attend daily therapy sessions of specific (45 - 60 minutes) 

durations and parents are advised and trained to follow these up at home 

during the rest of the day.

The approach is highly individualistic based on as functional analysis 

of each child's speech/ language and communication behaviour.

Play therapy for Language Development

Play behaviours through games, toys and other materials are 

employed to assist and promote language development in children. The 

rationale is that the language development depends upon the child's 

capacity to acquire an understanding of some level of symbolic
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representation and that this capacity in the child is closely related to this 

learning how to play. Play involves besides fun, certain set of rules and 

regulations, orderly and meaningful sequences with the use of signals, 

signs and symbols. Even the earliest games mother/caretaker plays with 

the child contain all these important components. Ex: "Hide and Seek" 

games like peek-a-boo in English.

In play therapy, the therapist observes the child at play and/or 

encourages child's elaboration of games. Symbolic play i.e. the play with 

gradually increasing meaningful sequences and rule-governed play is 

encouraged in children.

Similarly, co-operative/ interactive play permitting close physical 

and social contacts with people (beginning with the clinician) is 

encouraged to promote socialization, communication and language 

development. Parents are also encouraged to observe this relaxed play 

situation in the clinical set up and to follow up the same at home and to 

build up interpersonal interaction and relationships.

Behavioural Approaches for speech/ Language/ Verbal Training

Behavioural approaches are based upon reinforcement of 

appropriate behaviours. The behavioural programs are designed to 

consequate carefully defined target behaviours in order to decrease or 

increase their occurrences. This means that eye contact, appropriate 

sitting, imitation, social behaviour and so on are positively reinforced 

while tantrums, screaming, SIBs and SSBs are punished or ignored.

Stringent control procedures form major component of behavioural 

programs particularly during the early phases of training. Emphasis 

initially is placed upon promoting/ facilitating prerequisite behaviours for
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learning such as appropriate sitting skills, eye contact, attention paying 

and compliance.

Programs for speech behaviour focus on the ability to imitate 

speech and are commonly referred to as verbal imitation skills/training.

Verbal Training in Mute-Non-Verbal Children

In teaching imitation skills, attempts are made to establish speech 

from occasional vocalizations. All vocalizations are reinforced, if the 

overall rate of vocalization is low so that the frequency is increased. Once 

the rate of vocalization is sufficiently high, criteria for reinforcements are 

changed to include different dimensions (variety of sounds, time lapse, 

similarity criteria, etc). Consistently according to the model presented, 

the imitation of a 2nd speech sound begins and discrimination training is 

initiated.

Additional vocalizations are targeted until a generalized imitative 

ability is demonstrated. Subsequently, attempts are made to connect 

meaning to the speech behaviours taught and to teach the functional uses 

of words and phrases. The implicit assumption is that children learn to 

speak by attempting to and repeating the speech of others and by being 

rewarded for increasingly closer approximations to adult speech.

There are several descriptions of behaviour approaches to speech 

training given. To cite one is Lovaas et. al. (1979) be illustrates the 

training program using the following steps involving parents as therapists.

1. Initially sitting on a chair for upto a minute at a time.

2. Visually fixating on the therapists face for 2 seconds or so.

3. Non-verbal imitation training : touching shoes, clapping hands, 

touching table, then, on to increasingly elaborate imitations of 

the therapists' actions.
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4. Training receptive language : Beginning with the same

behaviours the child has learnt in non-verbal imitation, child is 

given verbal clues fading out the visual clues. Ex: sit on the 

chair, look at me, raise your hands, touch your shoe, clap your 

hands, etc.

5. Verbal imitation training : Where children are taught to imitate 

vocalizations of therapists/ parents starting with single vowels as 

/ a / and consonants as / ma/ and so on to build up expressive 

language.

Behavioural approaches have not only been used to the training of 

speech imitation skills for sounds or to the teaching of a series of 

stereotyped answers to common questions, but they are also useful for 

establishing and expanding a functional repertoire of verbal behaviour. 

Through attempts to connect meaning to imitative vocalizations labelling 

responses have been taught. Children learn to repeat names of objects 

and actions with presented with appropriate stimulus material (objects, 

pictures) and questions such as what is this ? What is the girl doing, what 

do you want? Etc. (Verbal prompts are faded gradually until the child is 

able to name objects and actions through the use of single words and 

phrases. Such as this is a pen; the girl is running). Thus, names of 

objects and events and requests description of events and narration, etc. 

have been possible with frequent prompts.

The child, however, is first made to comprehend by following 

commands requiring the child to pick up objects or to point to objects and 

pictures when presented with a verbal label. Rudimentary conversational 

skills are also developed through such efforts.

Research and clinical experience suggests that speech training is a 

time consuming procedure. Initial training on prerequisite skills such as
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sitting, eye contact, attention, co-operation and compliance would take a 

lot of time after which speech training is attempted.

Lovaas (1977) reported that 30 days of continuous training at the 

rate of 7 hours/ day were required to establish vocal imitation skills for 

speech sounds alone in 2 mute autistic children.

Generalization outside therapy set up has also been a persistent 

problem with these children. This can be helped to a certain extent 

through parental involvement in therapy and extension of the same in 

home environments.

Speech I Language Training in Partially Verbal /Echolalic Children

Teaching verbal imitation to echolalic children is less time 

consuming. Their inadequacy lies in failing to respond to commands and 

use of utterances often in an inappropriate context. Consequently, 

teaching speech imitation skill does not depend upon establishing novel 

behaviour but rather on a shift in stimulus control. Poor stimulus control 

is apparent when commands are repeated rather than (carried out) 

complied or when words or phrases cannot be deliberately imitated even 

when they are highly frequent items within a much learned delayed 

echolalic repertoire. Teaching appropriate speech to echolalic children 

involves training discriminations between appropriate and inappropriate 

speech imitation through reinforcement strategies.

The discriminations are taught through various techniques as 

punishment prompting and prompt fading, time-out, verbal instructions 

such as 'don't echo' etc. to inhibit echoic responses and to promote 

context-appropriate repetitions.
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For example, in volume prompting. The discriminative stimulus like 

a question as 'what is this?' Is presented almost inaudibly while the verbal 

prompt (i.e. the answer as this is a ball is presented loudly so that the 

latter is the only prompt imitated. The volume of discriminative stimulus 

is gradually increased while the prompt is decreased in volume. In 

addition, manual/physical prompts (e.g. the clinician holding the child's 

mouth shut) as well as pausing prompts have been used. "Children may 

also be taught to say. I don't know" for questions they cannot answer 

while echolalia is reported to be effective in teaching appropriate 

imitation.

Complete elimination of echoic behaviour is however never the 

objective of behavioural procedure but the attempts are made to use/ 

extend echoing behaviours to establish more appropriate speech.

Outcome of Language Training

Language training is a long term treatment and outcome has not 

been universally successful. Some studies claim to have established near 

normal speech in under a year 1 (Daley et. al. 1972, Hegrenes, 1970) 

while some others (Lovaas 1977^ reported that over 9,000 trials were 

required to learn two simple word approximations for an autistic child. 

Still others (Hington & Churchill, 1968) found little improvement even 

after 600 hours of intensive treatment. Some children made little gains 

even after six years of intensive therapy.

Besides, the improvement reported in terms of linguistic levels were 

limited to improvements in the use of existing skills rather than reflecting 

marked charges in linguistic or pragmatic functioning. Thus, functional 

vocabulary and socialized speech could rise / improve in frequency. But 

the more sophisticated, self-initiated communications are far more 

difficult to achieve (Howlin et. al. 1987, Short, 1984). In contrast, after
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substantial improvement with therapy, the result obtained could be 

related more to behavioural changes such as reduction of behavioural 

excesses than language improvement alone.

Another consideration with therapy is long term maintenance and 

generalization of the gains made with language training. It is difficult to 

establish the use of learnt skills outside therapy environment in the clinic. 

This can be helped to a certain extent through parental involvement in 

therapy and extension of the same in home environments.

Variables/ Factors influencing Therapy

The problems in success can be related to individualistic variables. 

The crucial factors in communication training are severity of symptoms, 

IQ, age at which therapy begins, initial language level and parental 

involvement.

On the whole, children with severe disabilities and poor intellectual 

and linguistic functioning seem to benefit least from any type of 

intervention programme. In contrast, children with less severe or mild 

symptoms, better intellectual and language levels at the initiation of 

therapy show significant improvement although not upto optimal ievels. 

(This is seen in children with echolalic utterances who develop certain 

degree of purposeful communication and socialization).

Parental participation in therapy has been found to be very 

beneficial in terms of therapy outcome, specifically in terms of 

generalization and maintenance of leamt verbal behaviour outside clinical 

situation. Regular counselling and guidance to parents, having them as 

observers initially and gradually increasing their participation and 

involvement in therapy has enormously contributed to long term gains 

from therapy.
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AAC (Alternative and Augmentative Communication)

The inherent learning problems of autistic children, their 

individualistic limitations as related to communication training have lead 

us to look for other avenues of facilitating communication such as 

augmentative or alternative communication (AACO. These include 

use/teaching non-verbal means of gestural language, signs, picture 

symbols, etc. through behavioural strategies.
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Chapter 7

Communication in Pervasive Developmental 
Disorders and Autism

Dr.Prema K.S.*

Communication is the process of sharing the needs, experiences, ideas, 
thoughts, and feelings with other persons. It can occur through various
modalities. It is possible to communicate with or without using speech.

Language is a body of knowledge. It is a complex and dynamic 

system of conventional symbols that is used in various modes for thought 

and communication. It is represented in the brains of people who know 

that language cannot be observed directly. Language is a behavior 

produced by users of the language, and speech is one modality for doing 

so. When used to communicate, language provides a meaningful way of 

representing ideas about the world to others who speak the same 

language. Ideas about things are encoded into words, words represent 

speakers' and listeners' concepts about what words mean. Because 

speakers and listeners share similar life experiences, they have similar 

concepts about the world. Because they share words and rules for 

combining words, they can communicate with each other.

Speech is one of the most functional and useful modality through 

which language can be expressed. Speech is made up of arbitrary bits of 

information that are combined in conventional ways to convey meaning. 

An important distinction between speech and language is that speech has 

a corresponding verb form, whereas language does not. That is, people 

speak, but, we do not say that they language. Speech is a behavior, 

which can be recorded with audio or videotape as it is produced.

*E mail: prema_rao@yahoo.com
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Language can be learned without speech too. For example, many 

deaf individuals learn sign language as their first language. However, 

when language is learned without speech, different modalities such as 

gestures, signs, writing (graphic) are used to represent the knowledge 

system of language.

Speech-language development in a child is a more or less 

ordered, sequential ability acquired in the same manner and at the same 

time by children all over the world (excluding minor changes depending 

on the socio-cultural and linguistic factors). That means to say that the 

stages of speech and language development are universal. No matter 

what language a child is exposed to, babies begin by cooing, and then 

produce varieties of babbling with sentence-like intonation before 

producing words and word-like forms around the time of their First 

birthday.

Verbal communication/speech and language development in a child 

is the most important milestone in the child's development. Due to 

various reasons, the development of speech skills and language abilities 

may be delayed in a child leading to developmental 

language/communication disorders.

Individuals with Speech-language or communication disorders 

are those who are unable to communicate effectively through spoken 

mode. Their handicap is best described as an invisible one because in 

majority of these children/adults there are no cosmetic or prosthetic signs 

to suggest that something is amiss. It needs a professional or a 

discerning observer to look for indications that the individual is not fully 

equipped to communicate verbally like his/her normal counterparts.

Communication disorders are seen as a consequence of congenital, 

hereditary or acquired causes in children as well as adults. Developmental 

communication disorders (DCD's) can be manifested at any stage of the 
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child's development. No one fully understands the causes of childhood 

language disorders. Considerable information has been gathered about 

the conditions associated with language disorders, but clear and 

predictable causative patterns have yet to be demonstrated. Genetic and 

early congenital influences, anoxia, infections and trauma around 

birth and infections or accidents after birth contribute heavily to the 

cause of delayed development of speech and language behavior. DCD's 

generally do not present a single etiology. Often, it exists with and 

without demonstrable neurological impairment or structural defects or 

psychological or environmental or functional causes.

DCD's are a broader group of conditions which are related to each 

other as they affect the acquisition of speech and language behavior. DCD 

is a term that represents a heterogeneous group of either developmental 

or acquired disabilities principally characterized by deficits in 

comprehension, production, and/or use of verbal language. Language 

disorders are chronic and may persist across the lifetime of the individual. 

The symptoms, manifestations, effects, and severity of the problems 

change over time. The changes occur as a consequence of context, 

content, and learning tasks.

Some of the common signs and symptoms exhibited by those 
children who fail to acquire the developmental speech and language 
milestones would be as follows:

• problems in comprehending language.

• delays before responding to speaker.

• inappropriate responses.

• needs repetition of verbal instructions.

• failure to understand instructions.

• limited language expression.

• problems learning speech.

• linguistic non-fluency.
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• revision of utterances.

• nonspecific vocabulary.

• problems articulating speech clearly enough to be understood, 

stuttering, or using an inaudible or inappropriate voice.

• problems in learning words.

• short attention span for language-related activities

• difficulty with strategies for learning language and using language 

to learn.

• poor topic maintenance.

• inability to use language to meet daily living needs.

• lack of functional ability to read signs and other symbols and to 

perform functional writing tasks.

• violation of rules of politeness and other rules of social transaction.

• limitations of social interaction.

• limitations of play.

Pervasive developmental disorders: Autism and related disorders

‘Yes! The routine business of commuting to the center for 
disability rehabilitation' by the public transport and the 
surprise (jeering!) looks of fellow travelers. So boring!!
Why not others understand me as my Mom has done ? 
Why this challenge of bringing metamorphosis in me with 
this Herculean special education and therapy? I am happy 
in my own world. You peep into my world for a few

Communication is an active process by which individuals exchange 

information and convey ideas. Language, a set of codes adopted by a 

specific community, is the means by which an individual communicates 

his/her thoughts, ideas and/or feelings through vocal/ non-vocal modality. 

Communication impairment can occur when an individual lacks the ability 

to use the language codes. There are many types of communication 

impairments; the most common among them in children is a condition 

known as 'Autism'.
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Autism* is a disorder characterized by impairments in 

communication and social development. The condition is highly variable 

and may be accompanied by certain behavioral features as well as severe 

learning difficulties. The varied manifestation of this condition makes 

assessment and intervention a challenging task for speech-language 

pathologists / therapists. Over the years, many techniques have been 

employed in the training of children with autism. One such technique is to 

use music as a tool in enhancement of communication skills.

This is probably the unheard soliloquize of a special child with 

'Autism'. The child understands himself much better than anybody else, 

so also the mother. Mothers of such children are often reported to have 

commented about their child being 'special', but are unable to convince 

the 'society' about his/her 'special' skills and finally end up with the 

Herculean task of seeing a metamorphosis in her child. Do we take pride 

in the child for whatever he/she is or are we prejudiced towards the 

'special' child?? Time is ripe to introspect and understand ourselves so 

that we play a fair game with these children.

What is Autism?

Autism and related disorders are a phenomenologically related set 

of neuropsychiatric disorders. These conditions are characterized by 

patterns of both delay and deviance in multiple facets of development. 

Although many explanations for the social, cognitive and linguistic 

symptoms of autism have been explored, the exact mechanism by which 

it operates is still not understood. Typically however, the onset is in the 

first few months of life.

* Individuals with Disabilities Education Act (IDEA, 1991) recognized autism as a distinct disorder The 
definition states that Autism means a developmental disability significantly affecting verbal and nonverbal 
communication and social interaction; generally evident before age three that adversely affects educaoonai 
performance. Characteristcs of autism include-irregulanties and impairments in communication, engagement 
m repetitive activities and stereotyped movements, resistance to environmental cnange or change m daily 
routines and unusual responses to sensory experiences
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What causes Autism?

Recent research report and overwhelming evidences suggest that 

autism is a neurological rather than a psychological disability. Yet, 

traditionally lack of interaction with cold and unresponsive parents and 

certain biological factors in genetics, pregnancy, birth, neurological and 

biochemical development is speculated to lead to autism.

Pervasive Developmental Disorders (PDD's), autism and related 

disorders are a phenomenologically related set of neuropsychiatric 

disorders. These conditions are characterized by patterns of both delay 

and deviance in multiple facets of development. Typically, however, their 

onset is in the first few months of life. Although many explanations for the 

social, cognitive and linguistic symptoms of autism have been explored, 

the exact mechanism by which it operates is still not understood. Yet, the 

following causes have been speculated.

• Lack of interaction with cold and unresponsive parents.

• Biological factors such as those related to pregnancy and 

birth, genetics, neurology and biochemistry.

The typical characteristics seen in these children include:

• Age of onset before 30 months

• Disturbances of developmental rates and sequences in the 

areas of motor, social-adaptive and cognitive skills.

• Disturbances of responses to sensory stimuli. This includes 

hypo or hyper reactivity in audition, vision, touch, motor, 

smell and taste.

• Disturbances of speech-language, cognition and non-verbal 

communication, including mutism, echolalia, failure to use 

abstract terms, pronominal reversals and atypical vocabulary 

development.
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• Disturbances of the capacity to appropriately relate to people, 

events and objects including lack of social behavior, 

affection and appropriate play. Interruption of the 

idiosyncratic or pervasive use of objects will upset the child.

• Normal physical development.

• Good cognitive potential

• Self-stimulatory behavior

• Obsessive desire for the maintenance of 

sameness

• Extreme autistic aloneness and withdrawal tendency.

• Language abnormalities

All the above mentioned qualitative impairments may be grouped into 
three areas:

• Impaired social interaction (including non-verbal 

communication and play)

• Impaired communication (including speech, language and 

pragmatic communication variables)

• Lack of behavioral control, (including stereotypic and 

repetitive sensory-motor patterns and preoccupations)

Autism is only one of the different types of pervasive developmental 

disorder. The other subtypes are:

1) Kanner's syndrome.

2) Non-autistic pervasive developmental 

disorders.

3) Childhood disintegrative disorders.

4) Asperger’s syndrome.

5) Rett's syndrome.

6) Atypical autism.
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Majority of case studies have revealed that children with autism have

• Onset before 30 months of age

• Normal physical development.

• Good cognitive potential

• Disturbances in:

> developmental rates and sequences in the areas of motor, 

social-adaptive and cognitive skills.

> responses to sensory stimuli. Hypo- or hyper- sensitivity in 

audition, vision, touch, motor, smell and taste.

> speech-language, cognition and non-verbal 

communication, including mutism, echolalia, failure to use 

abstract terms, pronominal reversals and atypical 

vocabulary development.

> the capacity to appropriately relate to people, events and 

objects including lack of social behavior, affection and 

appropriate play.

> Emotion with interruption of the idiosyncratic or pervasive 

use of objects.

• ^c:r stimulatory behavior

• Obsessive desire for the maintenance of sameness

• Extreme autistic aloneness and withdrawal tendency.

• Language abnormalities

What are the language abnormalities seen in children with 
autism?

Language is a complex communication activity, which is used as a 

tool for expression of feelings and emotions. This social act of language 

requires coordinated functioning of many faculties including intelligence, 

thought, reasoning, neurological and motor skills. There is much 

impairment in language associated with the condition of autism The

75



most common among them are:

> Impaired verbal comprehension and expression

> Poor understanding of questions

> Echolalia (repetition of messages-immediate, delayed 

and/or mitigated)

> Impairments in use of abstract concepts including 

emotions

> Stereotyped verbal utterances

> Impaired skills in reading, writing and mathematics

A few hints to mothers to care for language impairments in 
children with autism

• Take pride in what your child knows than feeling ashamed of 

what he/she does not know.

• Understand and analyze your child's skills than his/her 

impairments

• Identify the objects, toys, games, edible things, people and 

context that positively reward the child's behavior.

• Set goals according to the child's requirement and not as per 

your requirement.

• Ensure that the goals are realistic and meaningful to the child

• Seek cooperation of the family members, neighborhood people 

and peer group in order to provide diverse activities for your 

child.

• Focus on communication rather than verbal language (i.e. 

speech). All children may not be ready to jump to speech act at 

once.

• Enhance communication with the help of all modalities - seeing, 

hearing, touch, taste and smell. Allow the child to experience 

(cognize) before he acquires the vocabulary for it.

• Repeat the commands/instructions by rephrasing and providing
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ample cues so that the child gets the context for 

comprehension. Allow the child to digest the information. Do not 

hasten-up the process.

• Children with autism generally have problems in understanding 

Wh-questions (What, Who, Which, Where, When Why, etc.,). 

Therefore, avoid questioning with Wh-markers. Instead, 

rephrase your questions without Wh-markers fWhat is this?' 

Could be rephrased, as 'Is this apple?Q. Once the child gests the 

concept of answering, repeat the same with Wh-marker.

• Echolalia (repetition of words/sentences) is generally seen as a 

negative symptom. Children with autism generally show 

dissociation of words with meaning. Therefore, they have the 

tendency to repeat word/sentences as a whole. In such 

circumstances, simulate (create) a situation in order to help the 

child to understand the meaning of the word/sentence and let 

the child experience it. Cognitive experience of the situation 

helps the child to associate the word to the meaning.

• When the child echoes your words/sentences, expand the same 

with alternate words/sentences so that the child understands 

any one or two of them. In course of time, once the child's 

verbal comprehension improves, a reduction iri echolalia would 

automatically follow.

• Take your child through all types of emotional situations so that 

he/she understands the concept. Enact the situation and let 

your child also be a part of it. Concretizing the abstract 

situations as much as possible helps the child to respond to the 

emotions.

• Stereotyped verbal utterances are very typical since they fail to 

be creative. The children with autism are unable to think of the 

ways in which language can be used as a tool (metalinguistic 

and metacognitive skills). Therefore, they generally repeat rote-
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learnt sentences. Accept the verbal stereotypy but provide 

different types of model sentences whenever you get 

opportunities. Also, engage the child in imaginary play, make- 

believe situations in order to stimulate the child's thinking and 

imagination skills.

Help your child with the necessary learning aids if he/she cannot 

read, write and perform calculation. Academic success is not the ultimate 

for a child with autism. Let the child pick-up life skills. Identify the areas 

of strength and guide him/her with the right kind of pre-vocational and 

vocational training and placement.

TAKE PRIDE IN WHAT YOUR CHILD IS

AND

NOT PREJUDICE FOR WHAT YOUR CHILD IS NOTH

*****
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Chapter 8

Intervention Programmes for Individuals with 
Autism Spectrum Disorder - An Overview

Dr S Ramaa

Introduction

The Ministry of Law, Justice and Company Affairs of Government of 

India passed an Act known as the National Trust for Welfare of persons 

with Autism, Cerebral Palsy, Mental Retardation and Multidisabilities Act in 

December 1999.

In this Act, "Autism" means a condition of uneven skill 

development primarily affecting the communication and social abilities of 

a person, marked by repetitive and ritualistic behaviour. Reports on 

disabilities in India indicate different prevalence figures. The report of the 

National Sample Survey Organisation (NSSO 2002) reveals that the 

number of disabled persons is estimated to be 18.53 million that 

constituting about 1.8 percent of the total population of the country. 

From the report it aiau to be understood that about 10.63 persons with 

disabilities have more than one type of disability. This survey has not 

covered disabilities like cerebral palsy, autism and learning disability. 

Different research studies in India reveal that 3 - 7% of school going 

children experience learning disabilities in different academic areas.

WHO states that one in every 500 persons suffers from autism The 

presence of autism may be 0.1% and Asperger syndrome 0.2 to 0.5%. 

Rett syndrome may be 5-15 and childhood Disintegrative Disorder may be 

1-4 for every 1,00,000 individuals. If all the categories of Autism 

Spectrum Disorders are considered the prevalence may be estimated as 

0.3 - 0.7%. This speaks about the magnitude of the problem in a country 
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like India with more than one billion population. To help individuals with 

autistic spectrum disorder, there is an urgent need to train all the 

concerned professionals as well as parents through intensive 

programmes. It is also essential to establish service centres - medical / 

psychological / educational with fairly good infrastructure. Research 

works have to be encouraged in this area - both theoretical and applied.

Though no epidemiological studies have been conducted in India, 

detection of cases of autism spectrum disorders is on the higher level 

compared to earlier days. Around one in 500 cases are diagnosed to be 

affected by any type of autism spectrum disorder instead of the earlier 

figures one in 10,000.

Status of Services in India

Recently there is an increased awareness about the nature and 

problems as well as special needs for individuals with autism. The service 

facilities and conditions are also improved. This can be mainly attributed 

to the tremendous efforts made by parent self-help groups and dedicated 

professionals and academicians working in NGOs. Government 

Institutions and organizations have started showing some concern nowa

days. The Rehabilitation Council of India acknowledged the importance of 

specific training for teachers in 2002 and designed a Diploma level course 

on Autism. Some well established NGOs and National Institutes for the 

Handicapped started offering such courses.

There are about 10 schools in India which are offering Special 

Education exclusively to Autism. Some other centres started offering 

services in Special Schools meant for mentally retarded or cerebra palsied 

children. There are few attempts to mainstream high-functioning 

children with autistic spectrum disorder (Asperger syndrome).
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The acceptance of autism as a spectrum disorder is an important 

turning point in India. This had lead to proper diagnosis of children with 

pervasive developmental disorder.

At present, the teachers who are trained in handling mentally 

retarded children and adolescents only handle students with autism. 

Many of them, however, have received inservice training in the education 

of children with autism. Depending upon the level of symptoms - mild, 

moderate or severe, the individuals with autism are placed in regular 

schools or special schools exclusively meant for autistic individuals or 

meant for mentally retarded individuals. However, the 

educational/training facilities are very much inadequate in the country. 

There is an urgent need in meeting the needs of autistic individuals in our 

country. The parents and all the concerned professionals including media 

professionals have to realise their roles and responsibilities in this 

direction.

Autism Spectrum Disorder

Autism is a complex biological disorder which persists throughout a 

person's life. It occurs during developmental period more specifically 

before 3 years of age. It affects people differently. Individuals with 

autism have a lot of commonality and differences. It is not one condition. 

Instead, it is a group of conditions with a range of similar features. Now- 

a-days, it is accepted as a "spectrum disorder" in different parts of the 

world including India. The term "Autism Spectrum Disorder" (ASD) is 

used in the place of "autism", and describe people with mild to severe 

level of symptoms. Autism is also considered as a ’Pervasive 

Developmental Disorder" as there is a deviation by different aspects of 

development of an individual. The change in the conception of autism has 

led to better diagnosis and intervention of this condition by different 

professionals concerned including special educators. Though initially
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there was disagreement to some extent among psychiatrists, 

psychologists and pediatricians in India as far as the set of criteria 

essential for diagnosis of 'autism', they have accepted the classification 

systems given by Diagnostic Statistical Manual of Mental Disorder (DSM 

IV, 1994) published by American Psychiatric Association and World Health 

Organisation's International Classification of Diseases and Related Health 

Problems (ICD - 10), 1992. The Autism Spectrum Disorder (ASD) 

includes other categories like Childhood Disintegration Disorder, Rett 

Syndrome and PDD-NOS in addition to Classic Autism and Asperger 

Syndrome.

Characteristics of Autism Spectrum Disorders

In order to diagnose a child to be suffering from autism (Autism 

Spectrum Disorder) he/she must exhibit at least six of the twelve 

symptoms included in the definition given by Diagnostic and Statistical 

Manual of Mental Disorders and Statistical Manual of Mental Disorders, 

Fourth Edition, Text version. A child must have at least two symptoms 

included under qualitative impairment in social interaction and one among 

the symptoms relating to qualitative impairment in communication and 

one from among the symDtoms relating to restricted repetitive and 

stereotyped patterns of behaviour, interests and activities.

Children with autism exhibit certain typical symptoms as follows :

• Lack of eye contact

• Difficulty in expressing needs or wants verbally or non-verbally.

• Repeating words or phrases rather than responding to questions.

• Making repeated self-stimulatory movements such as rocking or 

hand or finger flapping or twisting, or complex whole body 

movements.

• Displaying a strong preference to routine, disliking any change in 

a daily routine.
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• Displaying emotions, pleasure or distress for no apparent reason.

• Unusual response to sensory stimuli.

• Not responding to questions by appearing not to hear.

• Displaying no interest in playing with children of the same age.

• Lack of imaginative or 'make believe' play.

• Apparently inflexible adherence to specific, non-functional 

routines or rituals.

• Sometimes engaging in self-injurious behaviour

• Persistent preoccupation with parts of objects.

Diagnosis of Autism Spectrum Disorder

Unlike other developmental disorder, autism does not have exact 

methods of early diagnosis or intervention. Though it remains as a life 

long disorder, the individuals affected by autism can learn and function 

productively through a comprehensive training programme and 

treatment.

In evaluating a child, behavioural characteristics which are listed in 

DSM - IV R are useful. However, it has to be understood that all the 

characteristics may not be apparent in the same time. Some of them 

appear in the first few months after birth. Still others may appear at any 

time during the early years.

The diagnosis requires a two-stage process. The first stage involves 

developmental screening by using different checklists. The second stage 

should consist of a comprehensive evaluation by a multidisciplinary team, 

who aim at assessing the strengths and weaknesses of each child with 

autism in detailed manner. It is necessary to identify different types of 

ASD for the sake of proper intervention programmes.
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Distinguishing Features of Children with different types of Autism 

Spectrum Disorder:

The classification is based on the onset, number and extent of 

autistic features among the individuals.

a) Childhood disintegrative disorder is characterised by normal 

development for at least 2 years followed by lots of previously 

acquired skills in different aspects of development.

b) Rett disorder is characterised by normal development for 7-18 

months followed by rapid deterioration of metal status and 

behaviour; declaration of previously normal head growth; lots of 

previously acquired skills; the appearance of poorly coordinated 

gait or trunk movements and psychomotor retardation; abnormal 

sleep pattern at the age of 4 months is evident.

c) Asperger disorder can be considered as a milder version of 

autism. They demonstrate much less impairment in cognitive 

development and have no significant general delay in language 

development Some of them may possess extraordinary abilities 

in certain areas eg. Mathematical skills.

d) PDD-NOS is diagnosed when a severe and pervasive impairment 

in relation to others is obvious. In addition to that either (i) 

verbal or non-verbal communication difficulties or (ii) 

stereotyped behaviours or interests are also evident.

Early indicators of Autism Spectrum Disorder

Early diagnosis and intervention can enable the child to develop 

expected adaptive skills to a greater extent. In addition to the specific 

disorders included in DMS IV - TR, the following observations made in 

genetic studies may also be useful in early detection of probable cases of 

autism spectrum disorder.
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i) Many family members of autistic persons exhibit a) less severe 

stereotyped repetitive behaviours, b) more subtle social deficits, c) 

normal intelligence and language development, d) lack of 

association with epilepsy, e) presence of autism in siblings in 2-6% 

of the cases.

So the families who have members with the above characteristics 

may be alert to the possible symptoms of autism spectrum disorder 

among their children. Any deviation from the normal development 

should be considered seriously in such cases. Asperger syndrome 

may follow a familiar transmission. Seizures are less common in 

them.

ii) Physical appearance may be normal except in cases with comorbid 

disorders like fragile X syndrome or Tuberous sclerosis.

iii) Head circumference may be either greater than 97th percentile (in 

the case of children with classic autism) or lesser than the normal 

as in the case of Rett disorder.

iv) Motor clumsiness may be observed especially in the case of 

Asperger syndrome.

v) An estimated 3 - 9% of those with autistic traits have chromosome 

aberrations, and these abnormalities have been reported on everv 

chromosome.

vi) Most frequently fragile X syndrome can also be noticed in about 2- 

4% of individuals with autism. Tuberous sclerosis seems to be the 

next most common chromosomal anomaly in autism which is 

estimated to be present in 1-4% of the cases.

Concomitant autism - fragile X (AF RAX) has been reported to occur 

mainly in boys, but it may occur in girls also. Among males, the following 

characteristics may be noticed.

• Tend to have a long narrow face with a high forehead and long low 

set ears.
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• Have a high arched palate.

• Show poor muscle tone with delay in fine and gross-motor 

development.

• After puberty have larger sex organs.

In the case of girls with (AFRAX) the physical characteristics are as 

follows :

• Slight mongoloid slant of eyelids, big ears, adherent ear-lobes.

• Thin feet

• Squint, slight sight problem but refuse to wear glasses.

• Fusty hair

• Presence of epilepsy

• Mental retardation is present

vii) Neurological examination can help in detecting possible inborn 

metabolic errors and degenerative diseases. Parents of autistic 

children stress alimentary problems among ' their children. 

Neurophysiological examination may reveal increased levels of 

urinary bioactive peptides (compounds formed by the union of two 

or more amino acids).

Reichlet and his associate have identified three types of autistic 

syndromes based on onset and inborn defects in metabolising either/or 

wheat (gluten) and milk (casine) during early developmental period. 

Salient features of different types of ASD are as follows :

Type A :

Typically starts after a period of normal development.

Shows increased galvanic skin conductance fluctuations.

Very high levels of spontaneous fluctuations and 

Very poor habitation to sensory stimuli.

Benefited by gluten-free/ gluten reduced diet.
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Type B :

Characterised by neonatal onset of hypotonia, which gradually

worsens,

The autistic symptoms are less dominant 

Benefited by both gluten and milk free / reduced diet.

Type B2

Present from the early neo-natal period onwards.

Shows increased skin conductance, on average, lower than type 

A.

Exhibits poor sensory habitation.

Benefited by milk free / mild reduced diet.

Dietary treatment help in reducing not only some autistic features, 

but also reduces the frequency of epileptic fits. The problems due to 

allergies like skin rashes, itching may also be totally eliminated,

viii) Abnormal electrocephalogram can be found in as many as 43% of

individuals with autism, particularly in those with lower IQs.

Mental retardation is present in 75% of affected individuals. So 

children with mental retardation have to be screened for presence of 

autism also.

Treatment Options

There is no single best treatment package for all children with 

Autism Spectrum Disorder. Early intervention can produce very 

rewarding results. Most individuals with ASD respond well to highly 

structured, specialised programs.
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Among the many methods available for psychological treatment and 

education of people with autism, Applied Behaviour Analysis (ABA) has 

proved to be an effective method. ABA methods are very effective in 

reducing inappropriate behaviour and in increasing communication, 

learning and socially appropriate behaviour. They help in understanding 

their learning style. Children above 3 years of age should have school- 

based, individualised special education.

Relatively new intervention technique for children with ASD in the

Developmental, Individual Difference, Relationship-based Model 

(DIR):

The treatment programme based on such a comprehensive model should 

include the following principles and strategies.

• follow individual education plan

• build on the child's interests

• ’ functional academics

• provide scope for predictable schedule

• systematic task analysis and appropriate chaining

• enabling the child to focus attention in highly structured 

activities

• regular reinforcement of behaviour

• parental training and sustained involvement

• provide counselling to parents by following self-help group 

models which can offer inspiration, hope, encouragement and 

support to them.

• Target specific deficits in academic learning, language, 

imitation, attention, motivation, compliance and initiative of 

interaction.

• include behavioural methods, communication, occupational 

and physical therapy as well as social play intervention and 

include socially useful productive work.
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• Include physical activities like games, recreational activities 

like music, dance, etc.

• Emphasise social skills training, community living, using public 

transport in later stage

• Provide scope for placement in either or in special school, 

integrated school or inclusive school depending on availability 

of opportunity, feasibility and possibility.

• Scope for academic Learning for Higher-functioning of 

children.

• Yoga therapy for emotional strength and stability.

Other Interventions

In addition to psychological and special educational interventions, 

the dietary treatment are also essential medication and effective in 

certain cases. Medicines are used for treating anxiety and depression, 

behavioural problems, seizures, inattention and hyperactivity.

Living arrangements for the Adults with ASD.

a) Independent/ semi-independent living

b) Foster homes and skill development homes

c) Supervised group living

d) Institutions
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Chapter 9

Autism-Communication Problems And Management

Dr Swapna Sebastian

Communication Disorders

When it deviates from the community that it

1. Interferes with the transmission of messages

2. Stands out as being unusually different

3. Produces negative feelings within the communicator

Delayed Language Development

Child might be acquiring the same features of language in the same 

sequence as her / his peers but simply more slowly.

Deviant Language

Not only do not show the linguistic pattern generally found in normally 

developing children, they also are atypical or eccentric form.

Eg Autism.

Autism . Essential features

Marked abnormality in

1.Social interaction

2. Communication

3. Restricted repertoire of activity and interest

Manifested before the age of 3 years

Social Interaction

Eye -eye gaze 

Facia! expression 

Joint attention 

Imitation of action
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Symbolic play

Cooperative play

Development of affect

Communication

Delay / mute / regression

Atypical vocabulary growth

Names of film stars, vehicles

Ideosyncratic use of words. Eg. 'commandment' for 'praise' 

Literal in understanding 

Pronoun reversal

Difficulty with deixis- aspect of language that codes shifting of reference 

between the speaker and listener or a third party.

This - that

Come - go

Here - there

Intonation - parrot like or wooden like

Conversational clumsiness

Place a tightly sealed ice cream on the table.......walk over to the table,

turns over the container, tries to pull open the top, bites on the container 

and drops it on the table. He walks away for few moments, walks back to 

the table and picks up the container. He brings it to the clinician and puts 

it in your lap. He walks away and looks at the clinician across the room. 

Approaches the clinician ,takes her hand and places it on the ice cream. 

Does not take cue from the situation

Hyperlexia -Highly developed word recognition skills, with little or no 

comprehension
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Echolalia - Immediate 

-Delayed 

-Mitigated

Management 

Facilitated Communication

Adult facilitator provides physical support at the hand ,wrist during a 

typing process

How or why facilitated communication works?????????????

Applied Behavioral Analysis (ABA)-Lovaas

Getting the root of the behavior

Analysing Antecedent, Behavior, consequence

Eg suppose the child has a tantrum when the TV is on

Behavior-Temper tantrum

Antecedent-Sensory overload from the TV

Consequence-you turn off the TV

Breaking actions into little steps

To teach buttering the bread

l.Open the cabinet

2. Take a plate

3. Keep the plate on the table

4.Open the bread box.

5.Take a piece of bread and place it on the plate.

6.Open the fridge

7. Take the butter and keep it on the table

8. Pick up the knife

9.Slice off butter with the knife

10.Wipe the knife across the surface of the bread
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Applied Verbal Behavior(AVB)

Language Development 

Teaches children to

Imitate ,follow instruction ,match,and manding-i making request by using 

vocalisations, signs etc

Daily Life Therapy(DLT) (Dr Kiyo Kitahara)

Physical Conditioning

Starts the day jogging or learning to ride a cycle, gymnastics 

Regular exercise helps to reduce aggressive bahaviors, promote better 

sleep habits and better emotional stability

Emotional regulation

Fine arts and music training

Academics

Teachers strive to teach autistics as close to grade level as possible

Social communication Emotional Regulation Transactional Support Model 

It is a Philosophy rather than an approach

Social communication

Joint attention

Emotional regulation

Normal people learn better when we are free of distracting thoughts and 

interference from the environment. People with autism find it much 

harder to ignore stimuli from the environment

Train the child to indicate when the sensory stimulus cannot be tolerated

Transactional Support

Act between the professionals and parents

93



Treatment and Education of Autistic and Communication 

Handicapped Children

A philosophy of treatment rather than a specific method started in North 

Carolina

Organization of physical environment

Whether at school, home or work place boundaries are made wherever 

activities take place eg the child may need areas delineated for play, 

school work, eating etc

Predictable sequence of events

Increase the predictability by implementing a daily schedule or a 

preplanned series of steps for activities

Routines with flexibility

Eg add some variation in food or the plate used or the placement at the 

table

Visual Schedules

Provide a picture or written schedule of what you have previously 

communicated orally

Inclusion : to be or not to be?

Successful inclusion occurs when proper support and planning, the special 

child benefits from being in the presence of other child

If not inclusion places a child in an environment that fails to meet his 

special needs.

Inclusion Is A Spectrum

•Child spends most of his time in a regular classroom. He spends rest of 

the time in a resource room.

•Child divides his time equally between the regular classroom and 

resource room
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•Child spends most of his time in the resource room, but has lunch with 

or arts, music and physical education classes with regular children

Keys to success in Educational Interventions

Small teacher -to-child ratios

*Learning through all the senses-multi-sensory environment 

Visual-eg-a posted schedule of the days activities, place pictures that 

depict the seasons

Touch-touching the letters, soft and hard-i by feeling 

Sound

Smell and taste 

Kinesthetic

•Maintaining routine and predictability

Classroom

Classroom should be organised to create a warm, inviting place for 

students to learn and grow

Layout-enough space to walk around, at the same time should have easy

line of sight between teacher and students

Ventilation

Appropriate noise levels

Comfortable lighting-Natural lighting should be given as much as possible 

Appropriate furniture 

Clean and Tidy

•Encourage the child to play with other children

•Speak slowly and clearly and repeat the instructions

•Don't force eye contact.

•Explain the problem of the child to other children-explain why you are 

more lenient to special child

•Walk him through social situations-going to a restaurant, hospital, movie

Deciding which method is best for your child :

There is no one right answer.
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Chapter 10

Role of Teacher : Inclusion of Children With Autism in Schools

Dr. B. Sreekumari Amma

Introduction

From time immemorial, the Indian Philosophy of education is not 

just the delivery of information. In the Gurukula system, the Gurus or 

teachers and the pupils lived together. Education was not just for 

material gains, but for liberation from bondager. "Ya Vidya Sa Vimukti" 

(Education is that liberates) was the motto and continues to be so, even 

today.

Caring, sharing and volunteering are the main core of special needs 

education is an inclusive environment. A school should be a 'welcoming 

school'. A school should celebrate diversities.

Drawing upon the inspirations from the community and family 

togetherness, the Central Advisory Board of Education (CABE) has 

recommended that the facilities for the 'handicapped* should from an 

essential part of the national system of education.

The Indian Education Commission (Kothari Commission, 1964) also 

recommended for the education of children with special needs. The PWD 

Act 1995 has full chapter on the education of children with special needs 

and calls upon the Govt, to assure free and compulsory education for 

children up to 18 years of age.

"Education for all" is not only the national, but the universal goal. 

No child should be rejected from an educational opportunity. A child with 

Autism has many difficulties in language and speech, communication, 

social etc. It is estimated as 75% of children with Autism are mentally 

retarded while about 25% have average and above average intelligence
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(Jayalekshmi, 2004). It is the attitudes, values and actions that support 

inclusion of children with Autism.

Ways to Support Students

There are nine major ways to support students with Autism while 

promoting inclusive education.

1. Recognise differences.

2. Interrogate the use of labels.

4. Reconfigure expertise

4. Preserve students dignity

6. Look for complexity in learners

6. Serve as an advocate and teach advocacy

8. Act as teacher and learner

8. Listen

9. Practice subversive pedagogy, if necessary.

1. Recognise Differences

All children should get the opportunity to learn in accordance with their 

abilities. The concept of inclusive education has made a paradigm shift in 

the field of education. Respecting diversity and admitting differences of 

children in the class room is to be valued, if effective teaching- learning 

process is to take place. As (Stain back-2000) has put- "The view that 

differences among individuals in education pose difficulties and need to be 

fixed, improved or made ready to fit is replaced by the recognition that 

differences are valuable assets to capitalise on". Mainstreaming is not 

intended that an autistic child will change very well and fit into the regular 

school, but rather as changing the nature of the regular class room. So 

that it is more accommodating to all children, Recognising the differences 

in children and accepting and proceeding accordingly is the success of a 

teacher.
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2. Interrogate the use of labels

Educators fall into the trap of using labels or simple description of 

students. For eg. The IED student- Usha teacher's student- the autistic 

child in class V, the mentally retarded child in class. VI and so on. The 

labeling of these children is a challenge. During busy classroom days 

teachers may rely on stereotypes, assumptions and perceptions in their 

daily social interactions with students. The teachers fail to see the ability 

in them rather they see the deficiency in them. The teacher must see 

each student as an individual and make other see that every child is a 

child. The teacher should consciously speak about the person with autism 

as an individual. Instead of comparing and categorizing descriptions of 

student with autism and talking about these learners as if they are one 

homogeneous group. Teacher must resist the overuse of labels and share 

with others the abilities of Vijay, the success of Yadu Krishnan and the 

participants of Maya.

3. Reconfigure expertise

Students with Autism are told about their lives misted of having 

opportunities to craft their own stories. In order for inclusive education to 

thrive, teacher must be curious about and interested in the expertise and 

experiences of children with Autism. Teacher must act on the education 

they receive from students. For eg: a child who always flags his hands - 

must utilize the situation for kite flying, playing with balloons etc. Teacher 

should take into account the gifts and strengths that children with autism 

bring into the classroom. Inclusive education looks at all students as 

individuals who can benefit from each other and understand the 

uniqueness of each child.

4. Preserve Students Dignity

During busy classroom days although the teacher wanted to profit 

students and help them to build self respect and self-esteem, these goals
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are sometimes put aside. This means that we have neglect our personnel 

relationships with them. It is when we level our ears to our students and 

listen to them and understand what they need, we do the most to 

facilitate their learning. According to Hutchinson, 'dignity requires that the 

creating of one's life be honored' and marginalisation is the antithesis of 

dignity. Dignity can be preserved when educators cultivate and maintain 

personal relationship with students.

5. Look for Complexity in Learners

Teacher's build experiences from student's strengths so that the 

learners with autism would succeed. As a result all students in the 

classroom community would be able to appreciate those strengths. There 

is a need to work to an agenda about learning the complexity in learners. 

Teachers should constantly consider the following questions (A year 2001)

Who is the student ?

Under what circumstances does this student thrive ?

What gifts / abilities this student have ?

What is this student's awareness of himself or herself as a learner ?
What effort or potential does this student bring ?

How can I help this student find success ?

What prevents me / help me to see this students competence ?

How does this student learn ?

What does this student value ?

How and what can I learn from this student ?

6. Serve as an Advocate and Teach Advocacy

The teachers are responsible for answering the questions that 

families, PTA or the local bodies may pose about inclusive education. For 

this the teachers are to update their knowledge and aware of the current 

situation in the field. They need to attend Seminars and workshops and 

be familiar with the websites relating to inclusion. Then only they can
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become the advocates of inclusion. Teacher must promote student 

advocacy. It is the most important role a teacher can adopt. Self 

advocacy involves students acting or speaking on their own behalf or an 

behalf of others with disabilities. To encourage self advocacy, teachers 

might encourage students to run for student council, give them 

opportunities to present information about autism to teachers or to 

community members.

7. Act as Teacher and Leaner

Teachers are always learners. They learn from each other and also 

from students. Same teachers prefer to learn though professional 

development seminars. Workshop and seminars on Inclusive Education 

build their competencies as a teacher. Web - based discussions also help 

the teacher to learn. Book clubs for teacher and staff members also help 

the professional development.

8. Listen

Teacher must find time and space to listen to students. Teachers 

and students in the inclusive classroom will need to consider to they 

might listen fully and generously to those who do not speak. Teachers 

must work with students to create listening adaptations in order to 

encourage the voices of all. Adapting to all learners might also mean 

working as a group to learn more about the diverse communication styles 

and approaches in the classroom. Teachers who participate or who go in 

the playground can learn about students in more holistic ways what make 

students excited ? worried interested ? afraid of ? etc.

Teacher may find keys to teaching and learning and discover ways 

to better support students by listening carefully and respect fully during 

informal but important moments.
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9. Practice Subversive Pedagogy

Syamala, a teacher I know, was asked to set up a behaviour 

management programme for Nikhil, one of her students with autism. She 

was told by a specialist to ignore Nikhil, if he bit his hands or screamed. If 

the boy was able to refrain from biting his hands and screaming for more 

than 30 member, Syamala was to reward her with a cricket ball.

Syamala refused to implement the program. She believed that the 

students hand biting and screaming was happening because he was 

uncomfortable and scared of his new school. Syamala was very concerned 

about her student and was determined to learn what was causing the 

behaviour. She felt that ignoring the behaviour was cruel and she worried 

that this approach would negatively affect the student

In rejecting the specialist's programme, Syamala was practising 

what might call subversive pedagogy. It is rejecting common institutional 

practices in favour of those she saw as more humane and appropriate
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Chapter 11

Autism Spectrum Disorder : Sources and Services 

Dr B Sreekumari Amma

Introduction

For a resource teacher, it is very much essential to know the 

various sources of information and services available at the national and 

international levels. They must be thorough with these information so 

that they can improve their own professional competencies and also do 

the referral service wherever necessary. Below are given some of the 

important associations which cater to the needs of children with autistic 

spectrum disorder.

THE NATIONAL AUTISTIC SOCIETY (NAS), http://www.nas.org.uk

This is a natural starting point for the facilities in UK. Like many 

sites it has a good explanation of what autism and Asperger's syndrome 

are. The home page is simply laid out with a comprehensive range of links 

to other sites and resources.

This is a particularly good site for support for parents, careers and 

children, which is not surprisinc as this was the main purpose for the 

formation of the association back in 1962. Interaction is encouraged with 

e-mail links, chat rooms and conventional postal links. You can find your 

own local branch from one of the hot links on the site, 

http://www.oneworld.Org/autism_uk/nas/network.html#list.

CENTRE OF STUDIES OF AUTISM, http://www.autism.org

Located in Oregon, USA and linked to the Autism Research Institute, one 

gets the impression that this is a more research based than support based 

site. This said, there are many useful and informative items here and links 

to other helpful sites. It starts with a clear and easy to use table of 

contents, each item being a 'hotlink' that takes you to another part of the
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site. These are sorted into categories, an overview of autism, subgroups 

and related disorders, issues, interventions, Temple Grandian, Sibling 

Centre, interviews and other information. The final item is other autism 

related resources on the internet, which has a further vast range of links 

to more sites.

A postal address but no e-mail link is offered.

Advocacy, Networking and Support

AUTISM EUROPE, http://www.autismeurope,arc.be and WORLD 

AUTISM ORGANISATION, http://worldautism.org

Both of these sites hope to advance the rights of people with autism and 

their families. They are typical of sites that have a more political or 

advocacy role. Both sites start by inviting the user to choose which 

language they want to operate in. World Autism usefully has a searchable 

world map to link you to organizations world wide.

AUTISM CONNECT, http://www.autism99.org

Claims to be a new free non-commercial website that aims to be the first 

port of call for anyone interested in autism^ providing news, events, world 

maps, and rapid access to other websites with information on autism. 

Autism connect aims to be a worldwide, interactive, personalized forum 

for the sharing of information by people whose lives are touched by 

autism. This includes people with autism, their parents, friends, educators 

and therapists, as well as researchers.

DIMENSIONS SPEECH, LANGUAGE, AND LEARNING SERVICES 

NORTH, http://www.dimensionsspeech.com

A site that concentrates on computer-based therapy for individuals with 

autism. It has some good links and articles also.

D. MURRAY AND MIKE LESSER'S SITE, www.shifth.mistral.co.uk/autism

On autism and computing, with short video clips to illustrate the
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different issues such as self-esteem, turn taking, communication and 

sociability.

The Websites

The national Autistic Society (NAS) http://www.nas.org.uk

Centre for Studies of Autism http://www.autism.org

Autism Europe http://www.autismeurope.arc.be

World Autism Organisation http://worldautism.org

Autism Connect http://www.autism99.org

Dimensions Speech, Language, and Learning Services North

http://www.autism99.org

D. Murray and Mike Lesser's site www.shifth.mistral.co.uk/autism

The AZ Method www.cypnet.com

The Geneva Center of Autism www.autism.net

Autism Today http://www.autismtoday.com

Xplanatory http://www.canterbury.ac.uk/xplanatory/supply/supply.htm 

British Educational Software Data ba sehttp://besd. becta.orq.uk

Inclusive Technology

SEMERC (Grananda)

http://www.inclusive.co.uk

http://www.granadaleaming.co.uk/school

Gaining Face http://www.ccode.com/gaining face

My Friend Ben http://www.asliesp.com

Dimensions Speech, Language, and Learning Services 

Northhttp://www. dimensionspeech.com
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Chapter 12

Children with Autism Spectrum Disorders in Inclusive School

Dr Gowramma I.P.

I
1. Indication of the Problem

When Manas was born, his mother silently noticed that he would not 

stretch his body as usually other children do. His developmental 

milestones were slightly delayed. Mother was sensitive towards this as 

she could compare Manas with his elder brother Just two years older to 

him. He turned down by 5th month. Started crawling at 8cn month. There 

was a severe attack of fever when he was 8 months old. He suffered for 

15 days. He used to play and laugh while sleeping. When parents took 

him to functions or to crowded places, he cried continuously for hours 

together, till he was taken out of the crowd. But strangely, he used to 

listen to music for long duration. He used to stop crying when music was 

played.

He turned l’/z years but still he was not able to walk. 

surprisingly, while lying down, he would balance the big light weight 

plastic ball between his legs lifted high. He would perfectly recognise his 

father's scooter sound from many such vehicles on the road.

2. Knocking at doors for help

By the age of two he used 8-10 words only . [appa, kaka, etc] 

Parents regularly showed him to a paediatrician for these reasons. When 

he was 2 years old, the paediatrician suggested a CT scan. With the 

report, they discussed with a neurologist. The report did not suggest any 

abnormality. When he turned three, they moved to a big city to get help 

to Manas. There he was diagnosed as having motor coordination problem
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and was given massages. As per the doctor's suggestion they tried 

dietary treatment. The treatment included pure vegetarian food, reduced 

sweet items, and juice of brahmi leaves. According to the mother, the 

child showed improvement in terms of learning language, he started 

using the language learnt occasionally when required. But spontaneous 

speech was totally missing.

When he turned four, his problem was diagnosed as 'Autism'. Since 

then he received regular intervention for behaviour modification and 

intensive language training. Mother did these religiously at home too. 

With this effort he picked up 100 words. His body balance was still poor. 

He would not play by himself.

3. Manas goes to school

He was put in a school. Parents discussed his problems with the 

authorities. They were treating him with care. Father got transferred and 

they had to move to another city. They transferred the child to the school 

in the new locality. There also, parents informed the teachers about his 

problem. He was going to school regularly. One day since he did not 

write, a teacher beat him in the class. The impact of the incidence was so 

deep that he unlearnt the vocabulary which mother had taught him 

painstakingly. He turned stubborn and hated school. Since then, he 

showed very negative behaviour in the class like bullying others and being 

aggressive. He refused flatly going to school. It was a major headache 

for the mother to prepare him to school daily morning. She spoke to the 

Head of the school, the class teacher, but they were not ready to provide 

any support in terms of "acceptance''. The child was ignored and rejected 

by most of the staff in the school. They insisted that they remove the 

child from the school as other children are disturbed because of him. 

The school authorities were bothered because other parents complained 

regarding his aggressive behaviour. Finally parents removed the child
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from the school. They continued on therapy for his language 

development and social skills.

4. Special/ Peculiar features of the Child

Peculiar feature of the child was that he was very fond of music. He 

made all possible efforts through his gestures and body language that the 

piano in his granny's house be back on the table which he had seen 6 

months back. He was just four years old then.

He was fond of cycling. He learnt riding cycle within 2 months of 

getting it by himself at the age of 6 years. He uses computer at home, 

effortlessly.

Once when mother was ill, father took care of Manas. He got very 

much attached to his father. When mother recovered after two months, it 

was difficult for her to get him back to work with her.

5. Let us learn from them

What is required for children like Manas is unconditional love and 

acceptance. They just cannot take rejection and hatred. This incidence 

gave me an insight that caning children must be avoided especially we 

should decide whether it is alright to use it for a particular child. Some 

children are extra sensitive to touch (Biologically - especially children 

with autism and other PDD). Beating them will leave a scar both physical 

and emotional, [autistic children are hyper sensitive to touch]. They just 

cannot enjoy hugging, kissing, etc. which normally small children like. 

Their reaction to this stimuli is irritation instead of the normal happiness. 

We teachers must keep this in mind before using any kind of physical 

abuse, leave alone cane!
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In the mean time, a school next to their house offered to take him. 

It is a very mediocre school compared to the one which he was going 

earlier, in terms of physical structure, trained teachers, etc. But the 

teachers were very supportive to the needs of the family and to the child. 

They loved the child and he started enjoying his return to school routine. 

The school has taken his mother as a teacher in the school. Manas is 

enjoying the company of his age mates. Most of the learning takes place 

at home. He is able to read, write and comprehend.

Luckily, due to positive environment now in school, his attitude 

towards school has changed, his social skills improved.

Manas is very slow in learning some academic related skills. His 

expressive language is much below that to the expected level. Writing is 

also below average to his age. But strangely he has some extraordinary 

skills in remembering things dating back to his childhood, especially 

relating to visual memory.

6. The effort continues

Parents now are worried about one of his behaviours. He hits his 

mother if his requirement is not fulfilled instantly. He throws temper 

tantrum to the extent of beating his mother continuously. Usually once or 

twice in a month, he exhibits this irrational behaviour. But the solace is 

that it happens only at home and only with his mother. She is trying to 

ignore such moments and reasoning latter, which might yield positive 

results.

Mother takes him for language therapy regularly, after school hours, 

helps with his academics with love and care. He is enjoying his schooling 

like any other child, in spite of having special needs.
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II
1. Before Diagnosis

When Pawan was born as a second male child to the family, little did they 

realise the problems born with him. As he was a full term baby, with 

above average birth weight there were a few reasons to suspect his 

’‘normalcy*. He was growing well and a very plumpy child. Every one 

liked the child who eats, drinks and sleeps well. When the child did not 

turn over even by 5-6 months, grandparents and parents did not react! 

Though they had a first child in the family whose developmental 

milestones were normal, they did not compare it with Pawan's. It is sheer 

bad luck, as parents are educated. When the child was nine months old, 

grandmother felt there is some peculiarity in his reactions to stimuli. The 

grandmother took the child to the nearest health care centre. The doctor 

told that the child will grow normally and give him some time. The child 

turned two but did not stand on his own and did not utter a single word. 

The same doctor suggested them to go to city for further evaluation.

They came to a city. The child was diagnosed as having mental 

retardation They were asked to stay in the city and attend therapy daily. 

This continued for a year behind closed doors. Mother would accompany 

the child daily but did not know what was the treatment given lo the 

child. When asked, she got the reply that she cannot expect results so 

soon. She pulled on for another year to see results, but in vain.

They come across other professionals in the field. The child was 3 

years old and did not react to any external stimuli, be it auditory or 

visual. They started with physiotherapy, occupational therapy, language 

stimulation and listening training, as per expert guidance. His problem 

was finally diagnosed as Autism with mental retardation and hearing loss.

2. After Diagnosis

i) Physiotherapy : A daily session of physiotherapy was given to 

Pawan. Mother would do the same at home too. As a result, his limbs
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became strong enough to stand and walk slowly. By 5 years, he walks by 

himself but lacks stability and coordination.

ii) Speech and Language Therapy :After regular speech language 

therapy, now the child can communicate through pictures by pointing to 

them. But for few irrelevant sounds coming out from his mouth, speech 

is absent.

iii) Social Behaviour: Through behaviour modification, mother

was successful in reducing his repetitive, undesirable behaviours slowly. 

Now he has completely stopped the repetitive behaviours like playing with 

fingers continuously for a long period and rubbing two fingers aimlessly.

iv) Listening Training : He has been prescribed a hearing aid. 

Listening training was given for a short duration. Now he is able to 

recognise sound and its source. Pawan is suffering from periodic ear 

infection which forces his mother to remove the hearing aid often. 

Doctors nave advised a surgery to him, which the mother is postponing 

for various reasons.

v) Family Support : The family members are very supportive to the 

rehabilitation process of Pawan. As they were in a joint family, mother 

did not have much problem in coming out to the city to get treatment. 

Tne first two years she stayed with Pawan in a relative's place in the city. 

After that she brought her elder son, put him in a school in the city and 

moved to an independent stay.

3. Embarrassing situations

Even now, Pawan continues his sudden outburst of laughter which 

goes on uncontrolled for 15 minutes to 30 minutes at a stretch. Earlier it 

used to be frequent outbursts of twice/once a week. Now atleast once a 

month he exhibits this behaviour. Mother feels embarrassing especially if 

it occurs while travelling or when she is in a function in the crowd. The 

best solution to this problem would be that we all understand his problem 

and care for the child and the family. Unless the society accepts the
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child, no rehabilitation effort is meaningful. If the teacher, the peer 

group, the school accepts the child's behaviour as to some of his problem 

there is no solution, what more is required.

4. Progress

5 years of hard work and independent stay has given the mother 

enough courage and confidence. Though Pawan cannot speak, he can use 

gestures for basic needs. Physically he is independent. He can walk 

alone and reach the house from bus stop, go to classroom, etc. He can 

socialise to the extent that he recognises familiar faces. Academics is 

restricted to recognising known vocabulary by pointing.

The family has accepted the child as he is. The elder brother is the 

only friend to Pawan. He has been trained to take care of his younger 

brother. There is exchange of love between brothers which is expressed 

occasionally. He is used to travel by bus with an escort. Toilet training is 

achieved. He can manage it by himself.

5. School

It was not easy admitting him to the school. Teachers directly said 

we cannot teach "this type" of children. After convincing them that there 

is no need to "teach" him, mother will take care of it, they reluctantly 

agreed to keep him in the class. He is well adjusted to school and learnt 

to follow rules of school by observation and imitation. It is a great relief 

to his family that he is going to school and spending time there like any 

other child of his age.

The burden of the family will be reduced only when the society 

accepts the child with all his problems. The child's peculiar physical 

features and behaviour must be accepted. This acceptance can come only 

and only through education to the mass. This education can easily begin
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and spread through teachers. If as teachers we accept these children in 

the classroom and provide to their special need in whatever way possible, 

they get mainstreamed. We, teachers can take every opportunity to 

counsel the peer group regarding their problem and tell them to accept 

them as one among them.

Well begun is half done. We shall make a good beginning by 

accepting them under our wings in the mainstream schools. This is sure 

to achieve our mission.

Ill
1.

Bijo was born to a young couple in a foreign land. In spite of total 

lack of help, parents managed him in the initial years of his development 

with frequent telephonic suggestions from their parents. Father works 

in an office which took most of his wakeful hours. Mother was all alone at 

home bringing up little Bijo. His developmental milestones were normal, 

picked up speech and language normally. He had a very good vocabulary 

when he was 2 years old. His reasoning ability and logical thinking were 

also much above his age. He once asked his mother why dogs walk with 

four legs, when we all are waiking with two legs. He also asked once we 

all can talk, but why these animals cannot talk. Why animals make only 

some sounds? Mother was unable to answer most of his questions and 

she would just say, it is God's creation.

2. Onset of the Problem

In between 2 and 2 1/2 years, Bijo deteriorated in his developmental 

milestones. His language usage did not progress. He slowly stopped 

talking. He preferred crawling to walking. Parents were taken aback at 

this regression. Doctors could not guide them satisfactorily. They took 

the decision of coming to India, to be with their family and take 

professional help. They took various consultations of allopathy, ayurveda, 
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yoga, etc. Took all the treatments like medication from NIMHANS, dietary 

intervention and ayurvedic tonics for brain development, etc. They got 

tired and came to the decision that there is no help to this situation which 

has come as a curse to them because of some karma of previous birth. 

Father was forced to go to the foreign country to his old job to earn a 

livelihood. Mother and Bijo stayed with grand parents. In the mean time, 

Bijo got a baby sister. By this time, he was 4 years old. His expression 

was restricted to answer to anybody's question. He would answer any 

question in a unmodulated, stereotyped voice, but correctly. He stopped 

giving eye contact while talking. Staring at the oblivion, he would smile 

if any one greeted him and say hello with a blank look at the air. At 

times, his activity level would rise and he runs, touch everything on his 

way, pull out objects and throw them. Mother struggled to keep this 

behaviour under control. Helplessly, she used to beat him or lock him up 

in a room. After running around for some time, he used to calm down 

and then mother would open the door.

3. Intervention

As per doctor's recommendation, she started giving medicines to 

keep him calm. As per doctor's suggestion, she started language therapy 

and social skill development under professional guidance from his 4th 

year. His reading and writing skills are excellent above his age level. He 

can spell any word by himself, even if he is listening to it for the first 

time. This is an extraordinary ability in him. He is very much attached to 

his mother, on whom he is totally dependent. He is yet to get included in 

normal school.

4. Need

Parents are desperately looking for an atmosphere which would take 

him whole-heartedly. His deviant social behaviour of abruptly running 

aimlessly must come under control before he can be included or the class
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teacher must have the knowledge of his problem and skill to handle him. 

If any school is willing to train their teachers in these skills and accept 

this child who is diagnosed as PDD not otherwise specified, many more 

Bijos would benefit. More than anything else, many more parents would 

have a sigh of relief and feel contented. Inclusion in normal school is a 

must to any child for the feeling of being accepted. More than any body, 

parents would have the pride of saying that my child is going to school.

5. Little ahead if we go

If we are capable of utilising his extra ordinary abilities in spelling, 

mathematics and memory, he may contribute positively to the society. 

We become incompetent to prick the child at the right point. As 

professionals, we are not just concentrate on curbing his deviant 

behaviour but we must enhance his positive attributes too.

IV
1.

Sheetal was a very pretty, no non-sense child But her 

grandmother was amazed at the child's behaviour when she went to 

Kuwait to her daughter. The cute little child was on her own like an adult1 

Eats ana uiiiiks at regular intervals when elders fed her, would tic down 

silently, fascinated by the rotating fan. Parents bought her a tricycle 

when she turned one. To their surprise, she was not interested in sitting 

on the seat like any other normal child would do. Strangely, she preferred 

to turn it upside down and rotate the wheel constantly. She used to be 

engrossed in this activity. Sheetal's parents approached a paediatrician 

when she was 1 ’Z2 years. The paediatrician advised them to meet a 

speech language pathologist or clinical psychologist as early as possible.

Parents realised the gravity of the problem with the doctor's advice 

on to go to the specialist as early as possible. At once, they took a
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decision to wind up their flourishing business in Kuwait and return to India 

in search of professional help.

2. Timely guidance and help

They were guided by well-wishers and they met a clinical 

psychologist who diagnosed her disability as autism. Immediately they 

started the intervention with language stimulation. They had not realised 

till then, that 1 1/2 years is late, Sheetal had not begun to talk like other 

children!

Intensive intervention for two years brought her to a level, wherein 

she would communicate when required. She started asking for food and 

water when required. The therapists told the mother not to provide for 

her needs immediately. She had to learn to ask. This really helped her to 

ask for eatables. Parents were informed to keep eatables out of sight, 

because if it is visible she will only look at it or go near it and parents 

used to give it to her. With all these simple techniques, she started 

verbalising but in words. This was further developed to use simple 

sentences.

3. In the School

Now she is 5 years old. Her language comprehension is age 

appropriate, her expressible ability is below her age level. As this was 

her major area of weakness, therapy was given to her to develop on 

reading and writing. She picked it up well and is included in a 

preparatory school. Her behaviour in school is very strange for her 

teachers. She does not converse with her classmates. Avoids activities 

involving motor coordination especially, running, climbing and jumping. 

Parents take lot of effort to convince the teachers that she is like that 

because she has a problem. The first year of preparatory school she is 

managing well. She should get understanding teachers and peer group
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throughout her school years so that she can continue her school 

education smoothly.

4. Uniqueness

She avoids crowd and noise. She shows inconvenience on her face 

when there is loud noise around her. As of now, she does not know to go 

away from the place. She remains there till it settles. This disturbs her 

for quite some time as she shows it behaviourally like refusing to follow 

any instruction after that. Probably as she grows up, self-monitoring 

skills must be taught to her to overcome her specific behaviours.

****
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Chapter 13

Autism : Experience of a Parent 

Mrs Kalaivani Hemnath

My charming young girl was born in 1987 after so many prayers 

and after ten years of our married life to me (Kalaivani) and my husband 

(Hemnath).

First unusual incident happened in January 1, 1988 when my 

mother was putting that 'auspicious smoke' over the baby, nearer was the 

burning charcoal, accidentally hit the baby's buttocks, the reaction was 

only a small cry and not more than that which made us think 'something 

wrong'.

Days went by where the baby was sleeping for the whole day i.e. 24 

hours. When forced to take milk took only once or twice. But the next 

day she will be normal and took milk for 4 or 5 times. When consulted 

with a paediatrician he simply said to force the baby to take milk or else 

she will lack nutrition. This was another peculiar feature. Days passed 

on, baby smiled at seeing my face sometimes and not all the time. Made 

sound herself without proper respond to the voices made by the family 

members, next though the head and neck was in position, sometimes 

head shook slightly. She did not cry when hit to the ground.

That year Deepavali came, crackers sound was heard all around the 

house but the baby sometimes cried on hearing and not all times. So we 

referred to ENT doctor who diagnosed as milestone delay or may be due 

to slight retardation. But I did not take it seriously because she sang 

songs which I sang (4 lines with perfect pronunciation, with correct tune 

and tone also).
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She started walking by 1 ’A years. At the age of two, she talked 

only three words or little more as Mom, car, water, etc. Next at the age of 

3 ’/j she went to a normal school just for a week where the teachers said 

that they cannot control her and take her to psychologist. Then 

psychologist diagnosed as 'Mentally Retarded and the IQ to be moderate'.

Then I searched for a special school through doctors and found one, 

but training only for two hours in the afternoon. She was now 4 Vz years. 

For the first time, she cried loudly and calling 'want mom'. But in ten 

minutes she was with playthings.

Now about some habits
1. Once in a week I will go to my mother's place which is in the 

same city. Once she took a picture book of my nephew's and 

was seeing on particular picture and keeping in her hand for 

hours. Left the book in a cupboard and came to my house. The 

next week when I went to my mother's house when that 

cupboard was opened, she correct without any hesitation took 

the same book and kept near her for hours. That was the first 

time she was in a same place or otherwise shall be wandering 

Here and there, smelling objects and around Hit plact. This 

book habit began only after she went to school.

2. She was very mischievous. Two times when I had gone out for 

shopping leaving her to my in-laws, she ran out of the house and 

in the road. For half an hour all servants searched and at last 

found in a cycle rolling by a carpenter who was coming that side. 

When one of my servants found and said this baby is ours and 

got the baby from them who were taking her. Another time she 

ran behind my servant maid who had gone to my aunt's house 

for giving something. In my aunt's house, they were wondering 

how such a small girl of 3 years not talking frequently to anyone 

came by herself and rang to us. We brought her to our house.
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After these incidents I made her to sit before me and to asked in 

to see my eyes. If not, gave a pinch till she saw me. Then 

advised her that she must not go by herself and made her to say 

'sorry'. I then thought how she could have gone out. Then 

found an answer that her grandfather (my father-in-law) used to 

take her for a walk daily to my aunt's house before. As he was 

not well, he was not taking her from then.

3. We are all in a joint family. As my daughter Advaitha was born 

after so many years, all her cousins (1 brother and 2 sisters) 

were very fond of playing with her. They petted her. When I go 

for a shopping, they (cousin sisters [twins] 7 years elder] will 

look after her. When she was very mischievous, I used to call 

her cousin (12 year elder) brother and make him warn her in 

loud voice. From that day onwards she was afraid to go near 

him, at the same time obeyed his orders such as bringing a 

glass, a spoon, keep the towel near the table, etc. Another thing 

she liked was that a ride in car driven by grandfather.

4. She also liked to hear music sung by grandfather. Sometimes 

she will start a song by saying first word of the song and make 

him sing to sing. Sometimes sing with the grandfather 

unexpectedly. But when asked she will not repeat.

5. While walking her hands will be near her stomach, down the 

breast.

6. She had a habit of pressing pillows in the bed for ten minutes or 

so. After that she will feel brisk as if she had finished some body 

exercise, (like pranayama or long breathing exercise). Doctors 

said that it is a behaviour pattern. I tried her to ride two 

wheeled cycle with helping stands, but when she went out once I 

stopped that training.

7. She liked to see same tree or same object for a few minutes 

consciously.
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8. For some days she watched 'Tom and Jerry' cartoons in the 

television with her cousins. I introduced these characters from 

the newspaper cuttings, (her cousin brother will hold her tightly 

making her to sit in a place).

9. Next came the behaviour of waving hands. Now she forgot to 

press pillows at the age of 10 but she liked to smell objects and 

particularly the hair of her doll and move her lips slightly.

10. She liked and likes even now to touch her eye lashes and mine.

11. While sleeping from small (2 years) till now (19) she wants to 

hug with the pillows and touch or feel me or my husband or 

anybody else (known persons such as grandparents or 

caretakers). If we make her sleep alone in a room she will wake 

off in the midnight and know at our bedroom and will sleep near 

me and my husband.

12. Once when we took her in the train when she was 10 years, in 

the night train, she did not like the sound so she was trying to go 

to the compartments (One way we managed her to take (from 

Madurai to Tirumala) and on the other way (From Tirumala to 

Madurai) she somehow when we were all sleeping by 4.00 a.m. 

ran to the compartment and was sitting near an old lady. She 

did not answer for any questions. All the people in that 

compartment decided to give her in the police custody in the 

next station. Just before the train reaching the next station, my 

relatives and I began to search her. At last found in the train 

itself. From the day we stopped travelling in train with my 

daughter.

Now the education part from 4 1Zz to 10 years. First of all I want to 

tell about the teachers (Special Education in school). They were 

and are and will be friend, philosopher and guide to both the 

students and the parents.
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Teacher's advise to parents or (parents' training from teachers).

1. Accept the child's disability and make her do the activities or make

her learn what they teach continuously daily. Keep a time for doing 

home-works as other normal children have (time-table) at home. 

At one time, I felt that my daughter's progress was less and 

consulted another psychologist he gave me a home-work for one 

month as such, note all the activities of the child from morning to 

night till she slept. Then one can find out about the child's 

condition. 5 days school and 2 days holidays in a week. In 

holidays, I will make her do her daily activities such as waking up, 

toileting, eating slowly without a rush. But her tendency will be the 

same as such as in other days. She will be expecting school van 

(sometimes even now). For that I made her to learn 7 days and 

name of the 7 days in a week which she says regularly. As soon as 

she wakes up (even now) I will wish her Good morning (English), 

Namaste (Vanakkam in Tamil) and shake hands (English) with 

actions. While brushing she likes to take paste more than what is 

needed and eats without spitting out. Gargling is better now. 

About the daily activities, as noticed (in homework) was in a stereo 

type manner (e.g.) toileting must be done within 8.30 a.m. and 

then the breakfast and then started to ask for the van (even in 

holidays). But did not insist on uniform dress. Eating habits as per 

schedule - breakfast 8.30 to 9.00 a.m., 12.30 to 1.00 p.m. lunch 

and dinner only changed in school days 7.00 p.m. In holidays 7.30 

p.m.

Before starting with home work the Special Educators insisted to stick to 

one language that too in the regional language (Tamil). Tamil should be 

talked even at home by all the family members to her. That was very 

much useful in the beginning stage.
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Special Educators (S.E.) insisted on one more thing as early as you 

bring the child, the result will be more good in the future (Early 

Intervention E.I.). Even if you come to know the baby is retarded in one 

year, train her in the early intervention centre. Formerly, this E.I. was in 

villages only. Now a days it is becoming popular as Pre-schools in normal 

children. Even M.S.Chellamuthu trust has this facility now.

Only the S.E. found my daughter to be an autistic child noting the 

behaviours, she made, at the age of 4 ’Zz and when I admitted her in the 

special school.

3. From the first day, they tried to make her sit in a place for half an 

hour (which was very difficult at that time) (which was very difficult 

at that time) and then to talk as say the name, address, parents' 

name, etc.

4. Next came the eye hand co-ordination with a play as pushing two 

blocks with one finger. After 3 years learnt, threading the beads.

5 in these years after coming home, I used to ask what your teacher 

said. I think this question will remain in her mind. After a while 

she will sit in an isolated place and will recall what teacher said, 

may be the comments as 'You are like a beautiful doll' or' why are 

you dull'. I will ask the teacher next day. That will be perfect 

correct. (Pronunciation will be perfect that too in Tamil). But only 2 

or 3 sentences and sometimes songs.

6. After few days I could not look after her at home because all the 

time I should be behind her. So I put her in K.G. class in the 

mornings in a nursery school. They looked after her patiently for 3 

or 4 hours (age 5 to 9). But alas one day from there, she went out 

to a biscuit shop not knowing where to go? So they said that they 

cannot keep her there. But for the plus points she was able to say 

some ten rhymes, Numbers 1 - 100 in English and the National 

Anthem. Pronunciation in English was also as clear as the crystal.
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7. Only now, I tried for a full day school, 2 hours training was enough 

for her but was hard to look after her in the morning hours and was 

very tired if I had to look after her for the whole day. I needed 

relaxation. As I was interested and know a little to sing Carnatic 

music, I took veena class twice a week in morning hours. Her 

presence at that time was disturbing. But while I practised those 

songs she used to sing some songs, she even found what tune 

(what raga) that song was. From then I used to sing songs while 

she was just lying on bed. We had group song (Carnatic songs) 

class in my house. At that time she will hear songs wandering from 

one place to another. Till 10 years all of us in the house somehow 

managed to make her sit in a place. If not holding tightly to sit 

near us.

8. At last I found a day care centre and that was M.S.Chellamuthu 

Trust Day Care Training Centre with 10 training students in 1997., 

the person charge said she can keep her only in the morning hours 

first. But I requested for a full day, then she asked me to permit 

her to tie her up for 15 minutes or so if she (Advaitha) disturbs her 

teacher. In the training centre, they were making chalk pieces, 

Advaitha used to put hands in that things which they could not 

control I think and there were no separate rooms. The students 

were also increased after months so they shifted to a bigger place 

always with care taker and got interested in drinking tea and 

preparing tea. Once in my house she was eager in preparing tea. 

As a result, she dropped all the tea powder in a vessel containing 

milk which was over the stove or burner, when I was just attending 

a door-bell. Again I had to be careful and now began to search for 

a care taker. After 10 years training now the Day Care Centre 

became (Aakash School - Aakash Training Centre with 40 to 50 

students. Regular school timings from 10 a.m. to 3 p.m. Teachers 

(S.E.) always keeping Advaitha near them found difficult. Therefore
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I found a care taker. She was a trained nurse from Red Cross 

Society from Kerala, but the nurses were changed for every 3 to 6 

months. But were very useful in training Advaitha both at home 

and school.

9. Now she was able to thread beads herself for half an hour, look at 

pictures and name them (but 1 picture in 1 card), two colours she 

came to know. From 5 years I tried writing but she could not 

achieve that. So I tried on for eye, hand coordination and more 

concentration. I read books about autism and accordingly if she 

needs more concentration she has to be in a separate classroom 

with 2 or 3 students and not more than that. Only now I got the 

facility and trying to make her avoid distractions.

10. Now I went for dressing skills which she got after a year form S.E. 

and care takers.

11. She was affectionate to the class teacher and care takers While 

the care takers changed she found difficult to mingle with new'ones. 

Now I had to find a same whole time care-taker and that I got when 

she was sixteen. Skills such as the reading has been reduced but 

other skills such as pressing buttons have come. But after 16 years 

she is getting fits due to lack of sleep at night so the skills and 

patience has been decreased.
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Chapter 14

Autism : Behavioural Intervention

J.Venkatarathnam

Definition of Behaviour Therapy:

A system that includes many different techniques all broadly related 

to learning, but learning with a particular intent, namely clinical treatment 

and change:

Problems seen in childhood are

Externalizing disorders 

Internalizing disorders 

Pervasive developmental disorders

Externalizing disorders : Conduct disorder, behavioral problems 

Internalizing disorders : Emotional disorders

Pervasive developmental disorders : Include Mental Retardation and 

Anxiety disorder.

Functional characteristics of behavioural disorders:

Problem behaviour are learned the same way all other behaviour

Can be significantly reduced using interventions derived from operant

conditioning.

Analysis of behaviours:

All behaviour in environmental context occur with stimulate and events 

preceding following it.

Measurement of behaviour is important to find out the transactional 

nature.

Behaviour analysis - involves progress of the problem behaviour 

and to control it

Identification of problem behaviour and controlling variables.

Systematic and repeated measurement of those behaviour

Evaluation of the durability of treatment gain's after intervention
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How will you identify problem behaviour

Observational methods

Interviews

Self report (only for normal child)

Frequently asked questions:

What is the Childs current behavioural repertoire including maladaptive 

responses?

What is frequency, intensity rate and duration?

What are the antecedents and consequences?

What are all the environmental conditions then to fix the target 

behaviour?

Techniques to increase deficit behaviour

Modeling and guided participation

Identifying (or) establishing reinforcing events 

Shaping, strengthening low rate of behaviours 

Verbal instructions and physical prompts and fading 

Contingency contracting

Techniques to decrease excess behaviour

Extinction

Differential reinforcement of other behaviour 

Physical punishment and reprimands 

Response cost and deprivation of privileges 

Time out from positive reinforcement and it variations 

Over correction (Resituational and positive practice)

CHILDHOOD AUTISM
Fail to an extreme in

Social

Emotional and 

Intellectual development
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The boundaries between these children and retarded children are blurred

Characterized by gross deficiencies in behaviour

Do not react to sensory stimuli in normal fashion

Social reinforces - including physical affection are unimportant (or) 

aversive

Smiling and laughing totally absent 

Few self help (or) play skills are present 

Immune perceiving danger

Speech is totally absent (or)

Echolalia repetitious of what is said to child

Behavioural surfeits

Self stimulation repetitive stereotypic acts

Rocking

Repetitive humming

Hand flapping

Prolonged looking of an abject

Tantrums self mutilation behaviours are present in extreme.

Pulling the nails off the fingers

Tearing skin from the body

Behavioural intervention aimed at

Altering self destructive behaviour

Altering self stimulatory behaviour

Developing language

Increasing self care skills

Increasing social interaction

Decreasing aggressive and disruptive behaviour

The same procedure as that of normal children
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Differential reinforcement 

Time out 

Response cost

Presentation of aversive events 

Over correction

Differential reinforcement:

Differentially reinforcing the child's other behaviour except the target 

behaviour

The target behaviour is placed on an extinction schedule.

It is possible to reinforce alternate incompatible behaviours

Advantage of using a DRO schedule is resulting response reduction is 

durable.

Time out:

Mild form of punishment

Undesirable response is followed by a short period during which 

customary ongoing reinforcement is withheld 

Moderate time interval

Witn Pre-To warning as nonverbal sign

Response cost:

Engaging in a specified prohibited behaviour, produces a loss of 

reinforcing stimuli and events.

Presentation of aversive events

Presentation of aversive events immediately after the undesirable event

Complex procedure

k reprimand is provided (do not tear up papers)

Followed by the child to make amends for any damage done

To over correct (or) improve the original state
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Called resituational over correction

Used incase of tic & self stimulation

Decreasing self stimulatory behaviour

Over correction generally effective procedure with positive practice 

of appropriate behaviours.

(e.g.) Classic autistic behaviours such as hand clapping, socially 

unresponsive

Functional movement training

(e.g.) clapping

When began clapping functional movement training for five minutes

Instructed to move his hand to one of five positions above his head, 

strait out in front, into his pockets, held together (or) held behind his 

back.

If failed to respond

He/She is physically guided

The verbal warning procedure is initiated 

parental training also needed 

over correction is successful in 

Head weaving

Object mouthing

Hand mouthing

Decreasing self injurious behaviour:

A combination of required relaxation hand awareness training 

procedure and positive reinforcement for outward directed activities is 

successful

□ Presenting of aversive event is employed

Increasing self care skills

Lack in dressing themselves
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Brushing their teeth

Washing and feeding themselves

Task analysis:

A step by step program in which tasks are carefully sequenced is effective 

Careful task analysis is first required 

Teaching techniques must then selected

Task analysis with steps: ex

Pick up and hold the tooth brush

Wet the tooth brush

Remove the cap from the tooth paste

Apply the tooth paste to the brush

Replace the cap on the tooth paste

Brush outside surface of the teeth

Brush biting surface of the teeth

Brush inside surface of the teeth

Fill the cup with water

Rinse the mouth

Wipe the mouth

Rinse the tooth brush

Procedures for training behaviour

Verbal instruction - a statement is made describing the behaviour 

Demonstration in addition to verbal instruction 

Physical guidance (or) physical assistance to complete the step 

The individual is given opportunity to perform step without assistance. 

Training is fade if the individual is sufficiently trained.
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Social Interaction :

Verbal instruction (or) physical prompts are used with reinforces.

(e.g.) Eye contact procedure - food as a reinforce

The therapist holds a spoonful of food near eyes and calls to the child to 

look up.

Small food rewards will be given if the child spontaneously looks at. 

gradually the prompting of holding up the food is faded with only verbal 

control.

Developing language :

Central aspect - training program

Initial establishment of control over the child attending responses 

Complex behaviours are gradually established by modelling in small steps 

Physical guidance is employed

Physical guidance are gradually withdrawn and reinforcement for 

prompted behaviour is later withheld to counteract passive responding.

Training parents of autistic children

Confronted with a wide variety of tasks

Attitudes about the child's problem

First step:

Parents are to get knowledge about principle of learning

Then to record the child's behaviour as parent record

Parents observed training sessions between teacher and their child is 

needed

Parents have to train how to record appropriate behaviour

Individualized training session for each parent is needed

Very simple tasks has to be selected initially and later to the complex 

tasks

Parental counseling is needed to decrease ambivalent thinking
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Chapter 15

Approaches to Educational Intervention for Students with 
Autism Spectrum Disorder (ASD)

Dr M S Kumari Indira

Autism is a developmental disability that affects a person's ability to 

communicate, understand language, play and interact with others. 

Autism is a behavioural syndrome, which means that its definition is 

based on patterns of behaviours that a person exhibits. Autism is not an 

illness or a disease. It is not contagious and as far as we know, it is not 

acquired through contact with the environment. Autism is a neurological 

disability that is presumed to be present from birth and is always 

apparent before the age of three. Although autism affects the functioning 

of the brain, the specific cause of autism 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 sub-types of autism. Future research 

will help us understand the etiologies of autism.

Autism Spectrum Disorder (ASD) is an increasingly popular term 

that refers to a broad definition of autism including the classical form of 

the disorder as well as closely related disabilities that share many of the 

more characteristics. ASD includes the following diagnoses and 

classifications : 1. Pervasive Developmental Disorder - Not otherwise 

Specified (PDD-NOS), which refers to a collection of features that 

resemble autism but may not be as severe or extensive; 2. Rett's 

syndrome, which affects girls and is a genetic disorder with hard 

neurological signs, including seizures, that become more apparent with 

age; 3. Asperger syndrome, which refers to individuals with autistic 

characteristics but relative intact language abilities and 4. Childhood 

Disintegrative Disorder, which refers to children whose development
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appears normal for the first few years, but then regresses with the loss of 

speech and other skills until the characteristics of autism are conspicuous. 

Although the classical form of autism can be readily distinguished from 

other forms of ASD, the term autism and ASD are often used 

interchangeably.

Individuals with autism and ASD vary widely in ability and 

personality. Individuals can exhibit severe mental retardation or be 

extremely gifted in their intellectual and academic accomplishments. 

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 autism appear lethargic and slow to 

respond, but others are very active and seem to interact constantly with 

preferred aspects of their environment.

Behavioural Description

Individuals with autism are characterized primarily by 

developmental difficulties in verbal and non-verbal communication, social 

relatedness and leisure and play activities. All individuals with autism 

experience substantial problems with social interactions. In addition, 

people with autism often exhibit unusual repetitive and perseverative 

movements (including stereotyped and self-stimulatory behaviours), 

resistance to changes in routines and in other features of their 

environments, apparent oversensitivity or undersensitivity to specific 

kinds of stimulation and extreme tantrums, aggression or other forms of 

acting out behaviour. It is also observed that individuals with autism 

have uneven patterns of skill development. Some people display 

superior abilities in particular areas (such as music, mechanics and 

arithmetic calculationsO while other areas show significant delay.
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Diagnosis and Evaluation

The principal source for diagnosing autism is the Diagnostic and 

Statistical Manual of the American psychiatric Association, Fourth Edition 

(DMS-IV, 1994). Although children affected by autism are being 

identified at earlier ages than was the case previously, the diagnosis 

usually does not occur until sometime between two and three years of 

age. Diagnosticians are often reluctant to issue a formal diagnosis before 

the age at which complex language is expected to emerge. However, 

early intervention services can still be provided on the basis of 

developmental delay, even without a formal diagnosis of autism.

A diagnosis of autism is often provided by developmental 

pediatricians, psychologists, child psychiatrists, or neurologists. At the 

time of (or prior to) diagnosis, a comprehensive evaluation is typically 

arranged. Such an evaluation usually includes a neurological 

examination, tests for biochemical abnormalities, and other assessments 

designed to rule out physical and diagnostic conditions. A battery of 

developmental and educational evaluations is also conducted to help 

develop an appropriate early intervention plan. Family involvement is 

integral tot his entire process.

Prevalence

In 1997, the Centers for Disease Control and Prevention (1999) 

estimated that a broad definition of autism may be present in as many as 

one person out of every 500. This estimate suggests that there are 

roughly 500,000 people in the United States who could be described as 

having autism or autism spectrum disorder. It is well established that 

autism occurs in four times as many boys as girls (NICHCY, 1999) and 

that there are no known racial, social, economic or cultural distinctions. 

Although it is possible that there are some genetic linkages with some 

forms of autism, there are no associations with particular familial or
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cultural histories or practices. Earlier theories that implicated parents' 

behaviour in the occurrence of autism have been thoroughly discredited.

There have been occasional speculations about clusters of autism in 

some areas of the country and it has been suggested that such clusters 

may be dissociated with environmental contaminants or regional medical 

practices. To date, however, there have been no clear data that support 

these speculations.

Intervention Strategies

Since autism was first identified as a syndrome more than 50 years 

ago, a variety of intervention strategies have been suggested. These 

interventions and treatments have risen from a range of theoretical 

positions, but most have not proven to be effective with large numbers of 

children. This pattern continues today, with a large number of diverse 

treatment approaches being touted as uniquely effective in resolving 

patterns of autistic behaviour. For the most part, such claims have not 

been substantiated in controlled research. The message for families, 

teachers and other consumers is to be cautious when considering new, 

grandiose testimonials, and to be very thoughtful and selective when 

constructing plans for intervention and support. Even though autism has 

attracted an array of spurious treatments, a good deal of real progress 

has occurred and some very credible approaches have been demonstrated 

repeatedly to be effective in improving the behaviours and adaptability of 

people with autism. Interventions that are derived from an educational 

and behavioural orientation have been shown to help children and adults 

affected by autism, primarily by teaching new skills that enable the 

person to function more successfully in the daily world of home, school, 

work and community interactions. Years of research and experience have 

produced some relevant guidelines for providing instruction and 

intervention for individuals with autism. For example, it is important that
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interventions be developed on an individualized basis. The label of autism 

by itself is not prescriptive. It does not indicate what intervention should 

be provided or how intervention should be provided.

As a set of general rules, it is widely agreed that people with autism 

respond better in a contest where there is structure and clear guidelines 

regarding expectations for appropriate and inappropriate behaviour. It is 

also recommended that the environment includes systems or materials 

such as written or picture schedules that can help the person to 

comprehend and predict the flow and sequence of activities. The focus of 

intervention and instructional efforts should be to develop functional skills 

that will be of immediate and ongoing value in the context of daily living. 

This typically includes strategies for enhancing a person's ability to 

communicate, to understand language, and to get along socially in 

complex home, school, work and community settings.

Another important guideline for intervention pertains to family 

involvement. To the greatest extent possible, family members should be 

encouraged to participate in all aspects of assessment, curriculum 

planning, instruction and monitoring. Parents and other family members 

very often have the most useful information about an individual's history 

and learning characteristics, so effective intervention and instruction 

should take advantage of this vital resource. Furthermore, because 

families are so essential in the lives of people with autism, family support 

that helps strengthen the family system is regarded as a vital element in 

providing effective intervention for people with autism.

Students with autism are, first and foremost, students. They have 

many more similarities to other students than they do differences. 

Although some students with autism present genuine instructional 

challenges, they learn well with appropriate, systematic and individualized 

teaching practices.
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Some General Considerations of the Instructional Context

To provide effective instruction for students with autism, some 

general considerations should be addressed :

• Ensure that the student is in good health, free from pain and 

irritation and in a safe, stimulating and pleasurable setting.

• Provide structure in the environment, with clear guidelines 

regarding expectations for appropriate and inappropriate 

behaviour.

• Provide tools such as written or picture schedules to ensure that 

the flow of activities is understandable and predictable.

• Base the curriculum on the student's individual characteristics 

not on the label of autism. A diagnosis of autism does not 

indicate what or how to teach.

• Focus on developing skills that will be of use in the student's 

current and future life in school, home and community.

• Carefully plan transitions to new placements and new school 

experiences usually require careful planning and assistance.

• Encourage parents and other family members to participate in 

the process of assessment, curriculum planning, instruction, and 

monitoring. They often have the most useful information about 

the student's history and learning characteristics, so effective 

instruction should take advantage of this vital resource.

Communication Issues

Students with autism have significant challenges in understanding 

and using language for communication. Classroom environments must 

provide students with information on events, activities and expectations in 

a manner that students with autism can easily understand. Visual activity 

schedules may be used to provide students with an overview of the 

instructional day and information on tasks that will be assigned. Many
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teachers also find mini-schedules helpful : they provide a visual analysis 

of the steps in a task or assignment that need completion by the student. 

In addition to providing supports for understanding classroom 

expectations, many students will also need supports for communicating to 

others. While most students with autism will learn to use speech to 

communicate, many still have great difficulty in expressing their needs 

and desires. They may need to use visual systems, sign language, or 

augmentative devices as an additional form of expressive communication.

Motivational Issues

It is important that the classroom environment provides activities 

and materials that are interesting and motivating. Actively engaging the 

student within instructional activities is critical to effective instruction. 

The teacher should observe the student in multiple activities and 

interview family members to identify the motivating activities or objects 

for the student. These preferred objects and activities may be used for 

instruction, or as reinforcers for activity engagement or completion. 

Instructional arrangements should also provide opportunities for choice- 

making to the student. Research has shown that when students have an 

opportunity to choose the activity, location or materials for an 

instructional task, they are more likely to be engaged in the activity. 

Providing the student with frequent and personally meaningful 

reinforcement is often critical to sustaining motivation to engage in 

instruction and persist with activities.

Instructional Formats

Discrete trial training is an effective instructional format for teaching 

specific skills in an intensive, efficient manner. Skills are taught within a 

highly structured, one-to-one format providing clear and concise 

instruction, an additional prompt (as necessary), and an explicit reinforcer 

(reward) for performing the skill successfully Discrete trial training
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typically uses a least-to-most prompting hierarchy, moving from a verbal 

prompt to physical guidance when verbal and non-verbal prompts are 

inadequate. Trials of instruction are provided on a single behaviour in a 

massed fashion (one after another) with only a brief pause between trials.

Activity-based instruction describes the instruction of targeted skills 

within activities and routines that are meaningful for the student. 

Instructional trials are embedded within student-initiated routine or 

planned activities. Skills are taught within relevant activities and across 

contexts, increasing the probability that the student will generalize the 

skill to non-instructional activities and environments. For example, an 

arrival routine for a study may include putting his backpack away, finding 

his desk and taking out his daily work folder. If the student were learning 

how to greet others, request help and follow a visual schedule, skill 

instruction could be embedded in the arrival routine and within multiple 

activities over the day so that an adequate number of instructional trials 

are provided to the student. Systematic instruction is used within each of 

those activities to provide instruction on the embedded skill.

Students with autism may also be taught effectively in small 

groups. In inclusive classrooms, non-disabled peers have been effective 

in providing instructional support. Cooperative learning groups also 

provide a format for including the student with autism who may be 

learning skills that are different from his peers.

Positive Behaviour Support

Some students with autism may exhibit excessive passivity, while 

others display patterns of disruptive or even destructive behaviours. 

Years ago, the common response to these behaviours was punishment, 

time out or exclusion to stop or suppress the behaviour problems. The 

currently preferred approach is known as positive behaviour support
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(PBS), a proactive, constructive educational approach for resolving 

behaviour problems. It is based on extensive research as well as 

principles regarding the rights of all students to be treated with dignity 

and to have access to educational opportunities. The PBS approach is 

supported by the discipline regulations of the Individuals with Disabilities 

Education Act (IDEA).

PBS involves a functional behaviour assessment (FBA) and the 

subsequent development and implementation of an individualized 

behaviour support plan. The FBA process gathers information about the 

purpose or "function" of the behaviour and the circumstances associated 

with its occurrences and non-occurrences. The results of the FBA 

contribute to the individualized behaviour support plan which usually 

includes procedures for teaching alternatives to the behaviour problems, 

and alterations to the environmental and instructional circumstances most 

associated with the problems. Such alterations can involve aspects of the 

curriculum, instructional techniques, social milieu or other feature linked 

by the FBA to behaviour problems. The PBS intervention helps prevent 

problems from occurring, and helps the student acquire more effective 

desirable ways for interacting with the environment.

Age Span Consideration

The focus of instruction shifts as students with autism move from 

early childhood programs through elementary school to secondary 

settings. In the early years, instruction focuses on developing 

communication, social interaction, and adaptive behaviour. As the child 

ages, elementary programs may focus more on academic instruction in 

addition to teaching language and social interaction skills. In secondary 

programs, instruction should shift to preparing the student for adulthood.
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Instruction for young children should begin as soon as the disability 

is identified. Effective early intervention programs are ones that directly 

teach early communication and social interaction skills, use a functional 

approach in addressing problem behaviour, provide intensive and 

systematic instruction, provide parent instruction and family support and 

provide transition support as the child enters pre-school.

In elementary school, instruction should support the child's growth 

in skill areas that are delayed and promote growth in areas of strength. 

Curriculum adaptations may be used to assist students in progressing in 

the traditional academic areas. School programs should also focus on 

helping the student learn how to negotiate social environments and 

develop friendships.

In the secondary and high school years, instruction should focus on 

the areas identified in the transition plan. The transition plan addresses 

post-school outcomes for work, community living, community 

participation and recreation activities. Instruction for the transitioning 

student may include community work experience, using public 

transportation and learning skills that will be important for living in the 

community. In high school, instruction may continue with general 

education settings although an individual student's schedule may reflect a 

greater emphasis on the importance of learning relevant post-school 

skills. For example, a student's schedule may include classes in 

computer, cooking and chorus instead of courses in chemistry, algebra 

and American literature.
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Developmental Disability

The term developmental disability commonly refers to a severe and 

chronic disability that is often attributable to a mental or physical 

impairment that occurs prior to age 22.

A developmental disability can be expected to continue indefinitely 

and often presents significant challenges to children and families. There 

are five diagnostic categories associated with the term developmental
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disability. They are Mental Retardation, Cerebral palsy, Epilepsy, Autism 

and Neurological Impairments.

A developmental disability can result in functional limitations in 

some of the following areas : self-care, learning; language and 

communication; mobility and movement; socialization, independence, 

self-determination.

Although developmental disabilities generally fall into these 

categories, there are many different conditions and diagnoses that are 

also defined as developmental disabilities, including spina bifida, muscular 

dystrophy, deafness, visual impairments, brain and spinal cord injuries 

and others.
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Chapter 16

Dramautism: coping with Autism through Drama

Prof Parasuram Ramamoorthi

V is a ten-year-old girl from a middle class family in Andhra 

Pradesh. Her parents are educated and father is an officer in the Police 

department. She has twin siblings four years younger. She, the mother 

says, was normal until one year but now diagnosed as an individual with 

Autistic Spectrum disorder. When she walked into my room with her 

mother, she had no fear or hesitation. She sat comfortably for a few 

minutes and then jumped on to the bed close by. Started looking around 

for objects, found a moisturising cream, a book, a pen, a key, and started 

playing with those. Of course in an inappropriate way. She was restless 

and when I spoke to her she uttered a few sounds. When I asked her 

name she mumbled and the mother constantly interpreted her sounds. V 

is a highly motivated roller skater and swimmer. She imitated her mother 

(dispelling the myth that autistic individuals had poor imitation skills). She 

was not averse to touch, mother's and even mine. She smiled when I 

touched her head. Mother reported that she hugs her siblings too some

She recited one sloka completely which mother had Luuyiil i.<=r.

What is the problem then? She cannot understand concepts. She cannot 

read. She cannot write. She can count up to one hundred She named all 

the seven days of the week. She named the months of a year. Yet she 

has difficulty in comprehending and speaking. Now she goes to a 

Remedial clinic three days a week where she is given speech therapy.

R is twelve year old, again of middle class parents. He utters a few words 

and he showed signs of ASD at the age of two and now branded as 

Autistic. He likes music but hates the sound of mixers, grinders and 

starting of a scooter. Mother is concerned: how to live without a
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mixer/grinder or a scooter on the road. He is also comfortable with his 

sibling.

M is five plus and went to a regular school where the teachers noticed 

that something was different with M and found him a problem to manage 

and hence removed him from the school. The parents had problems of 

admitting in any school and they went to a pediatrician who directed them 

to a psychiatrist who told the parents: looks like autism but he 

pronounced it as Otism. The mother a doctor looked in the medical 

dictionary for the word Otism and did not find any such word or disease. 

Later guessed that the psychiatrist's accent misled her and looked at the 

word Autism and found what t means. Since then it has been an endless 

journey of raising her son, educating, making him socialize.

All the three instances (with their names changed) are signals to poor 

awareness about Autism and the help available for such individuals in 

India. It is really a pity that many parents complained that even doctors 

/pediatricians were not aware of ASD and teachers in schools had never 

heard of such a disease. I think we all need to work hard to make people, 

common people, know what is Autism.

I chanced into Autism research when I was asked to design a workshop 

module for Autism at the University of Rostock, Germany in 2006 and 

since then it has been a fascinating journey for myself, knowing the 

history of the disability and what kind of research is happening, where are 

the major centers of Autism research and how Drama can help Autistic 

Individuals. I proposed a tentative model workshop called Soundscape

The use of sounds for communication at a one to one level between the 

autistic individual and the parent/teacher/sibling.
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Dramautism is concerned with one area of impairment: communication 

difficulties for Autistic individuals. I believe that if Communication 

disability is set right then the social skills might improve. The world 

regards Communication as speaking/writing /understanding at least one 

language (Mother tongue). So if I cannot speak or write or understand 

then I am supposed to have communication problems. True many autistic 

individuals do not speak or write in any language. So my concern in the 

workshop centered on how we can communicate without a language. Yes 

we could try Body language, But Autistic individuals are not good at 

understanding the Body language too because they do not have social 

skills. I hit on the idea that the sounds are primary modes of 

communication, which we human used, in the early stages of civilization 

and as individuals in the first few months of their life. I went back to my 

actor training workshop modules especially Third Eye Opens workshop 

and found that some of the exercise could be used for Autistic individuals. 

Human beings understand sounds and the meanings of sounds much 

better than language. Children and parents often communicate through 

sounds; mothers understand the sounds children make and imitate.

We recognize individuals by their sounds. You know some one is up in the 

next room by the sounds we hear through thin walls. We make sounds all 

the time. Laughing is a sound. Giggling is another sound. Crying is 

another. Our life is full of sounds and we make sounds all the time. I 

exploited this basic truth about human life in the Soundscape workshop 

and systematized some of the sounds we make, creating almost a 

Dictionary of sounds for Autistic individuals, which any one should be able 

to understand. Research should further take me in the direction of almost 

finding something like the Braille or sign Language which other 

differently- abled persons use and now universally accepted.

The soundscape workshop begins with warm ups; warm ups though 

sounds, identifying the sound energy in various parts of the body. We
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make the same sounds in different pitches when we produce sounds from 

the navel and from the throat. If you let a sound emerge from the lip and 

notice the tenor and differentiate it from the sounds coming from your 

deep throat you will notice how sounds mean different things.

The participants feel the vibrations of sounds at different parts of the 

body like the temples, chest and the navel

Each participant utters a sound and he/she is identified with the sound. I 

begin saying I am Ram and make a sound BAM something sounding 

similar to my name. I am remembered by the sound BAM. Each 

participant repeats the sound and tries to identify the sound with my 

face/self. It is a good way of introducing one's self. Some participants 

hesitate and they keep thinking about what sound to use. I tell them that 

it does not matter at all. It need not rhyme with their name at all. The 

whole group starts working with the sounds as a warm up. Sounds 

commonly heard are Aha /Oho . It is no surprise to me. They are beautiful 

powerful vibrating sounds. I have used them in the Madurai Prison during 

my workshops. Those days the participants at the workshop used to greet 

each other, instead of saying Good Morning, with Aha and respond with 

Oho

Here for instance Aha and Oho mean the same: greetings.

Vowels and basic emotions

We tend to use mostly vowels to express basic emotions, joy, sadness, 

and anger, wonder.

This is the case with autistic individuals too. The workshop trains 

participants to exploit the use of sounds, especially vowels. When asked 

to express a sound for joy most participants chose Aha, or 

Oooooooooooooo (long vowel). Vowels are elongated to express joy, 

happiness and wonder. Similarly when asked to express sadness or low 

feelings the vowels are shortened. A/oh/ This is also similar to the body 

gestures we notice when we experience joy or sadness. When we express

147



joy or happiness our eyes open wide and body expands. When we are sad 

our body shrinks. Fearful situations force us to crouch. When I fear 

something I may scream but still it will be short screams

Shrieking sounds.

We also use sounds which are not vowels to express happiness: hurray, 

yummy, yippee

And even long breathing sounds. Use of mmmmm for something delicious 

and thereby happiness also can be seen in autistic individuals.

The process is to identify what sounds children use and relate it to their 

feelings. Also train them to use sounds, which are intelligible to parents 

and teachers, siblings and fellow autistic individuals. Though autistic 

individuals do not use large gestures, though they do not read facial 

expressions, through sounds we can try to help them to express basic 

emotions.

Combination of sounds: vowels and consonants: one of the problems 

the parents/teachers face is the toilet training for kids with ASD. We may 

try combining vowels and consonants to express the need to go to toilet. 

Pee as in ordinary people and

Similar sounds can be created. We almost build a private dictionary of 

sounds, private between the autistic individual and the parent/teacher.

Sounds and Objects: Most autistic individuals have a strong visual 

memory and this can be exploited too. Colored balls may be used and for 

each color a sound may be created.

Green: nnnnnnnnnnnnnnnnn

Blue: llllllllllllllllllloooooooooooo

Red: Ddddddddddddddddddddddddrrrrrrrrrrrrrrr

Orange: ooooooooooooooooooooooooooaaaaaaaaa

Yellow: eeeeeeeeeeeeeeeeeeyyyyyyyyyyyyo
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White: iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieeeeeeeeeeeee

These are arbitrary sounds. Language itself is arbitrary, every linguist 

would agree.

So there is no logic or rationale in the choice of sounds.

Distinguishing colors and colored objects become possible through 

sounds.

For instance there are two objects, White shirt and white ball 

How to distinguish the ball from shirt.

Here the creativity of the teacher and parent comes to play. The basic

sound for white is: iiee

Add for shirt another consonant: iieemm

Add a different consonant for ball: iieell

In this way we build a dictionary of sounds. It requires patience, 

concerted effort and some creativity.

Sound of Music and visual scenes

Many theoreticians and scientists declare that autistic individuals lack 

imagination. Temple Grandin (Thinking in Pictures Vintage 1995 ISBN: 

0307275655) speaks of her difficulty to think in metaphors. However 

some autistic individuals have become painters/artists and poets. Donna 

Williams an autistic individual has been writing poetry since ten years and 

she has published many volumes of poetry. Her autobiographical writings 

are interesting for they provide hope for every autistic individual. Her 

books Nobody Nowhere, Somebody Somewhere: Breaking Free from the 

world of autism, Everyday heaven: Journeys beyond the Stereotypes of 

Autism are recommended for enthusiastic parents and teachers who want 

to use arts as a means of expression to autistic individuals. David 

Eastham is another poet who has, in spite of his autistic condition, has 

published Silent words: Forever Friends. (Trade Cloth, Oliver pate, 1992. 

ISBN:0969601204) Wendy Lawson is another excellent example of an
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autistic individual who has written poems that offer evocative glimpses of 

the Asperger experience in her recent volume As Poetry: Illustrated 

Poems From an Aspire Life (Jessica Kingsley, 2006 ISBN: 1843104180) 

Lisa Janice Cohen another poet with ASD speaks of how she could connect 

thought and feeling through poetry. She uses concrete imagery to evoke 

emotions and she can articulate how she wrote each poem too as she 

does in her paper " Poetry, Asperger's Syndrome, and Emotional Literacy: 

A Poet's Experience',(Autism and Representation at the Case Western 

Reserve University, Cleveland Ohio October 2005)

Krishna Narayan has written his autobiography Wasted Talent: Musings of 

an Autistic (Vite Trade Paper 2003 ISBN: 0970654138) We also know of 

another Indian Tito Mukhopadhyay has beautifully written philosophical 

prose and poetry in his volume called Mind Tree: A miraculous child 

breaks the silence of Autism (Arcade: Trade Cloth

2003.ISBN: 1559706996) The reason I cite so many instances is that we 

need to convince ourselves autistic individuals mav be able to turn 

themselves into artists of high standards and training in this field is 

essential. First we need to identify the interest of the autistic individual in 

the particular Field of art. To identify the chosen field we may use some of 

tne methods in actor training. One of the methods I have adopted in my 

actor training is called Third Eye opens where the actors use all the other 

senses than eyes to touch/feel/hear/smell and see pictures. This method 

has been used in many workshops.

The participants relax with music and have enough space and time 

to enjoy the piece of music. The same piece of music is repeated and 

during the second time participants are divided into small groups and 

participants choose a partner to work with.

One group will listen to the music in terms of a narrative. This group 

will try to create a narrative out of the music. Another group will listen to 

the music and start sketching, drawing or painting with colors. When
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there are two partners one partner can narrate and the other will draw or 

paint. There are other possibilities too. One group can improvise on the 

music ;one group may create a movement based on the Music.

It is interesting to note that many participants enjoyed the music 

for the sheer joy of music and some were able to see clearly pictures and 

certain personal emotions also surfaced while listening to music. While 

choosing the piece of music, care must be taken not to include songs or 

lyrics. The music should be pure sounds: instruments and I used 

L.Subramanyan's twin concert. Any such piece may be used. Santoor, 

violin, piano, flute and soft music will greatly help the autistic individuals.

Music has a healing effect and music therapy centers are available 

in some hospitals like Apollo Chennai and music therapists may be 

effectively used in training autistic individuals. Similarly there are 

movement therapists in India like Tripura Kashyap who may be engaged 

in teaching autistic individuals /training parents to help autistic 

individuals.

Can we touch sounds? Yes we can touch sounds. We can see music 

and touch music. Many autistic individuals have problems with Touch of 

human beings. They refuse physical touch, hugs and close contact. Music 

can introduce them to the sense of touch too. They can feel the vibrations 

coming from a music system. This has been effectively used in a recent 

Tamil film MOZHI (Language) where the heroine, hearing and speech 

impaired girl touches waves of music emanating from a music system and 

begins to respond.

However we need to exercise care in introducing sounds. Loud noisy 

sounds have to be avoided. Sounds, soft, can stimulate the autistic 

individuals to hear/see/touch. There is no need to force any individual to 

engage In any particular activity. Recall the famous words of Henry David 

Thoreau: If a man does not keep pace with his companions, perhaps it is
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because he hears a different drummer. Let him step to the music he 

hears, however measured or far away".

Objects and sounds

We can help autistic children identify objects through sounds. Each object 

may be given a specific sound and associated objects may be given a 

prefix sound or post fix sound

For instance Table is given a sound say Ta

Tablecloth may be given Ta ta

Similarly if sounds could be added we can even coin sentences.

Combining colors and objects are also possible in this game.

Eye Contact through sounds

Just as we train actors to establish eye contact through trust games 

we can also help autistic individuals to establish eye contact through 

sound games. Whenever they lack attention the sound game could be 

played.

This game is on a one to one basis. Try a sound and attract the attention 

of the autistic individual. It could be Aha or Oho or any predetermined 

sound.

The sound need to be positive signal and not a command or negative 

sound. If the individual catches the attention and come face to face (a 

distance of one feet between the players in the game is recommended) 

then repeat the sound and draw the eye contact. If the individual 

responds then the player can move a little far away, two feet away and 

still maintain eye contact. If this game works well with one autistic 

individual, we could even try moving away to another part of the room 

and make the sound and still establish eye contact. Even cymbals could 

be used instead of making human sounds for eye contact.

Day to day activities: waking up, brushing teeth, toilet training, eating 

breakfast, dressing for school, carrying school bags and lunch box,
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watching TV, playing games in the computers, or video games, listening 

to music, changing clothes, sleeping all could be communicated through 

proper training on the use of cymbals or whistles. The individual may be 

trained to use the cymbal for various activities. One could mean: I need 

to go to toilet (just an example) two beats could mean I need water 

The parents and teachers can build similar signals.

Summation

There are interesting experiments happening all over the world on 

Autism and Arts. Autism Art exhibition at UC Davis M.I.N.D. Institute's Art 

exhibition encourages children with ASD and conducts an annual contest 

too. There are music groups and theatre groups working with individuals 

suffering from ASD. In India we need to establish a system by which we 

may encourage Autistic individuals to express themselves through art. My 

workshop Dramautism is a small beginning in that direction.

We need to expose and train our autistic individuals in Music/painting/ 

sculptures/.They may be able to play keyboards, tabla, violin, veena and 

any musical instrument they can handle. Similarly painting may be a 

soothing and very rewarding art form for autistic individuals. Our 

education for autistic individuals must include Art forms and training in art 

forms of their choice. Art has to be a major subject in the curriculum not 

an extra activity. We may be able to find an MF Hussain, AR Rehman, 

Ilayaraja, Pandit Shiv Kumar Sharma, and Hari Prasad Chaurasia among 

the autistic individuals and it is the responsibility of parents and teachers 

to identify these talents. Earlier I had stated that many autistic individuals 

are writing their autobiographies and poems. Our education needs to 

focus on tapping the creativity of the autistic individuals.

Drama means connecting with people and Dramautism helps me to 

connect with a special class of people through a primal system of 

communication. In the beginning was Sound.
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Dictionary of sounds

Aha : to express joy/happiness/ to say Good morning

Ddddddddrrrrr: red colour

Eeeeeeeeeyyyyyy: yellow

Iiiiiiiiiiiiiieeeeeee: white

Iiiiiiiiiiiiiieeeeeeemmmm: white shirt 

Iiiiiiiiiiiiiieeeeeeelllllllllllhwhite ball

Oho : to express joy /wonder and a response to 

hello/hi

Mm : something nice 

Nn : something not nice 

Nnnnnn: Green colour 

Pee: to go to toilet

Ta : table
Ta ta : table cloth

This is only a simple list and we need to work closely 

with autistic individuals and create a Dictionary of 

Sounds which they can use easily and effectively for 

communication
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Report of the Training Programme on Autism Spectrum Disorders 

for Resource Teachers of Kerala

26.2.07 to 2.3.07

Venue : SCERT, Thiruvananthapuram, Kerala

Programme Schedule

Date Session I 
10.00 am - 
11.15 am

Session II
11.35 am - 1.00 pm

Session III
2.00 pm to 3.15 

pm

Session IV 
3.30 pm to 5.00 

pm

Session V 
5.00 pm to 

5.30 pm
28.2.07 Registration 

Inauguration 
Assignment of 
duties
Course Briefing

Concept of Autism
Dr S Ramaa

Diagnostic Cntena 
for Autism
Or S Ramaa & Or
B Sraekumah
Amma

Clinical feature of 
Autism
Dr M K C Nair

Feedback and 
Discussion
Or B Sreekumari 
Amma and Dr
S Ramaa

27.2.07 Group work 
based on video 
presentation 
(AKAASH school, 
Madurai)
Or S Ramaa

Group work, 
discussion and 
presentation.

Management of 
physical problems 
in Autism
Dr S4 R C .Voir

Role of Resource 
teachers group 
work and 
presentation
Dr B Sreekumari 
Amma

Feedback and 
Discussion
Dr B Sreekumari 
Amma and Dr
S Ramaa

28.2.07 Group work on 
NCF created with 
(WSN) with 
special 
referenced to 
autism
Dr B Sreekumari 
Amma

Medical management 
in Autism
Dr RamMubrahmanlan

Practical
Experience - 
Interview with 
parents of Autistic 
Children
Dr B Sreekumari 
Amma and Mr J 
Venkatarathnam

Behavioural 
problems of 
autistic children
Mr J Venkata
rathnam

Continued

1.3.07 Sensory And
Motor
Charactenstics
Of Individuals
With Autism Dr S
Ramaa

Management of 
behavioural problems 
of children with 
autism
Mr J Venkata- 
rath n am

Developmental 
therapy for autistic 
children
Mrs Prasanna

Strategies for 
handling autistic 
children in 
inclusive set up
Or B Sreekumari 
Amma

Continued

2.3.07 Managemental 
sensory and 
motor problems 
in individuals in 
autism
Dr S Ramaa

Development of 
Communication skills 
in autistic children
Dr Swapna Sebastian

Management of 
behavioural 
problems of 
autistic children
Dr M S Kumari 
Indira

Feedback and 
Discussion
Or B Sreekumari 
Amma and
Or S Ramaa

Valedictory

Training Strategies Adopted

26th February 2007

Afternoon session was started by Dr Ramaa, Professor of Special 

Education, RIE, Mysore at 2 0' clock. She continued the demonstration 

with C.D. She explained the characteristics of autism. She gave us an 

idea about how to identify an autistic child.
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There were three groups of characteristics. There were four 

qualities in each group. From the first group out of four characteristics at 

least two (2), from the second group atleast one (1), from the third group 

also atleast one(l) characteristic should be there, for a child to be defined 

as an 'autistic child*.

She mentioned bout the social relations of autistic children.

• lack of eye to eye gaze, facial expression, body postures.

• Rarely initiating interactive play with others.

• Rarely greeting others.

• No peer friendships in terms of sharing of interests, activities, 

emtions.

Abnormalities in communication

• No spoken language, gestures or mimirig

• Failure to respond to the communication of others.

• Use of 'you* when 'I* is meant.

• Idiosyncratic use of words.

• Abnormalities in pitch, stress, rate, rhythm and intonation of 

speech

• Lack of 'make-believe* play.

Restricted, repetitive and stereotyped patterns of behaviour

• Attachment to unusual objects

• Compulsive rituals

• Distress over changes in small details of the environment.

Sensory deviation

Vision

Inability to recognise things seen 

Use of peripheral vision
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Visual avoidance

Hearing

• Apparent non-reaction to noise

• Special interest in certain noises.

Other Senses

• Indifference to pain, cold, etc.

• Unusual tastes or interests in usual smells.

Then we had a break. After break, Dr M K C Nair, Director, CDC 

Trivandrum started the class. He interacted with the participants and 

created a good atmosphere. He started with attitudinal change. For a 

good professional should have knowledge, skill and attitude. A resource 

teacher should be a good manager, possessing the qualities like

a) reality perception

b) consistency and

c) best mediator

An enabling environment should be created by the resource teacher. 

Enabling environment is one in which an average person will perform 

well.,

He discussed about autism. He said, the emotional content, 

reflected in the eye is simply not there. Autistic children are withdrawing 

themselves to their own world. They have all capacities but they have no 

capacity to connect the things. There are three associated things with 

autism. They are

a) excessive T.V. watching below 3 years

b) poor parent child communication

c) lack of siblings of same age.

C Ramakrishnan, IED RT Kasaragod.

157



27th February 2007
2na day session was started at lO'O Clock. Sreekumari Amma and Dr 

Ramaa were there for the session. We started with the documentation 

morning session was documented by Miss.Jesheena and afternoon session 

by Mr Ramaknshnan.

After the documentation, Dr Ramaa started the class. Class was a 

continuation of the previous day. The demonstration with CD of AKAASH 

School for special education Madurai was done. Madam asked us, not 

only to find out the charactertistics of autistic children, but also to notice 

the different activities given by the teachers.

Then we observed the children. First of all Adiatia, a 19 years old girl 

who has autistic characteristics, was observed. There were two teachers. 

They were calling her by name but she had not paper response. The 

teacher used different objects, to get her attention, but she was not able 

to concentrate. The second child we observed was Remya. She seemed

to give more responses, than Advaita. She clapped, has a smile... etc.

The third case was named as Sarala. She had a doll always in her hand 

and she was not willing to leave it.

After that we observed different classroom situations, children were 

pl2v;-.r with blocks and puzzles, they seemed to be happy A qro-wn up 

child, who was mentally retarded was controlling the class, as a teacher. 

Then madam told us that girl was a student there and now she is an 

instructor.

Physiotherapy session also was observed. After that she divided us in five 

groups. Each group was assigned different works.

First group had to discuss on speech therapy and language used by 

teachers they brought the points like

• Therapist and the child were in front of a mirror. As a motivation,

she asked body parts like head, eyes, nose ...etc. With proper

reinforcement the child was able to do. She used tactile feedback 

for proper response.
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• Used honey for easy movement of tongue.

• In almost all the activities teachers used language with the help of 

flash cards, pictures, etc.

Second Group had given Physiotherapy 

They presented like

• Students with CP and MR suspected to be with fragile x syndrome 

and with hypotonic condition, were shown. The therapist was in a 

pleasant way, gave exercise for ankle joint, writ joint and finger 

joints. This helps to improve muscle strength and range of motion.

They used parallel bars for

• Improving eye-hand co-ordination

• Improving muscle strength

• Motivating for walking

The therapist was helping the students for the movement by giving 

stimulation.

Third group had to observe Advaita

• She was withdrawn to herself.

• Gave responses, but not correctly.

• She used to smell everything.

Fourth group had to observe Remya and Sarala

They presented like

• The objective of the teacher was making colour concept in Remya. 

They used different colours and asked the child to show it. For 

proper response positive reinforcement was given.

• In Sarala's case the objective of the teacher was matching, i.e., the 

object with its name.

Fifth group had to work on co-operation and play

• Children were swinging and paying on seizo. They were co

operative while playing.
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After the madam showed us CD's about special school activities in UD. 

She said it is possible to educate autistic children. There were even 

computer engineers, in abroad. Who are autistic with that the morning 

session was over.

SCERT, Trivandrum

Afternoon session started by Dr Ramaa (Prof. Special Edn, RIE, Mysore) 

at 2'0 Clock. She continued the demo with C. She explained the 

charactertistics of autism. She gave us an idea about how to identify an 

autistic child.

There were three groups of characteristics. There were four qualities in 

each group. From the first group out of four characteristics atleast two 

(2), from the second group atleast one (1), from the third group also 

atleast one (1) charactertic should be there, for a child to be defined as 

an 'autistic child'.

She mentioned about the social relations of autistic children.

Lack of eye to - eye gaze, facial expression body postures

Rarely initiating interactive play with others

Rarely greeting others

No peer friendships in terms of sharing of interests, activities, emotions.

Abnormalities in communication

No spoken language, gestures or miming

Failure to respond to the communication of others.

Use of 'you' when I is meant.

Idiosyncratic use of words

Abnormalities in pitch, stress, rate, rhythm and intonation of speech.

Lack of'make believe' play

Restricted, repetitive and stereotyped patterns of behaviour

Attachment to unusual objects

Compulsive rituals

Distress over changes in small details of the environment

Sensory deviation
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Vision

Inability to recognize things seen 

Use of peripheral vision 

Visual avoidance 

Hearing

Apparent non-reaction to noise 

Special interest in certain noises.

Other senses

Indifference to pain, cold..........etc.

Unusual tastes or interests usual smells.

Then had a break.

After break Dr M K C Nair, Director C.D.C. Tvm started the class. He 

interacted with the participants and aerated a good atmosphere.

He started with altitudinal change. For a good professional should have. 

Knowledge skill and attitude.

An enabling environment should be created by the resource teacher,' 

enabling environment is one in which an average person will perform well. 

He discussed about autism. He said, the emotional content, reflected in 

the ye, is simply not there. Autistic children are withdrawing themselves 

to their own world. They have all capacities but they have no capacity to 

connect the things. There are three associated things with autism they 

are.

a) excessive TV watching below 3 years.

b) Poor parent child communication.

c) Lack of siblings of same age.

C.Ramakrishnan (IED RT), Kasargod

Shiny Kurian, IED Resource Teacher, Kottayam DIET

The last session of the training started at 2 p.m. by Dr.Indira, Topic 

was Autism Management. She said that if it is very important to diagnose 

the autistic child with certain symptoms, there are some common
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behaviours but it may not be autistic. We may have to follow certain 

classification. 1. DSM - Diagnostical and Statistical Manual of Mental 

Disorder. There is a parallel classification system in existence. ICD - 

International Classification of Disorders. Infantile Autism, Rett's 

syndrome childhood disintegrated disorder, Aspergers syndrome are 

autism like disorders. We can identify infantile autism within 2 or 3 

months. Speech may be developed in infantile autism. Usually the DSM 

symptoms appear before 3 years. There are 3 criteria for DSM (i) Social 

and emotional reciprocity, (ii) Decreased social and emotional reciprocity. 

Explained other characteristic features also. It is very difficult to identify 

lack of conversational speech. Stereotype behaviour purposeless 

behaviour. Make belief play is absent. Very systematic and allergy to 

change. At a new place tantrum can be seen. Incessant crying. Keep on 

observing fingers. Tip toe walking can be seen. Six criteria for 

identifying. If six are observed we can include them autistic. Autism is 

manifested within three years. In families speech defects are more.

Causes may be genetic and neurological disorder. Autism is 

increasing. Rett's syndrome predominantly in girls. Changes occurred in 

motor movements. Aspeger's syndrome no problem in speech. Example 

of one boy who has now become a musician. The boy is able to say the 

lessons by heart. Difficulty in maths. So he could not go for higher 

studies. Functional assessment can be done in autism.

Autistic children are intelligent, shows exceptional behaviour. A is 

associated with M.R. epilepsy and sometimes become Schizo phrenic.

If a case occurs the history is collected from teachers and parents. 

No panesia for this. With the cooperation of RT a better change can be 

made. Functional behavioural analysis should be done i.e. through 

interview and observation. Holding therapy should be given for certain
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cases. Daily activities are to be trained in home. Brushing, taking milk, 

washing the body, etc. If a child becomes violent in the class, take him 

away from the class to resource room. If the parents are literate the 

mode of training is to be imparted to them. Positive behavioural support 

is to be given. Sensory integration can be done by occupational therapist. 

Hyperactivity can be channelised. Target behaviour are to be chosen and 

try to modify the behaviour. The session ended at 4 pm. The session 

was useful and informative. The programme ended at 5 p.m.

Usha, Lecturer 
DIET, Chengannoor

Morning Session 28.2.2007

Dr.Sreekumari Amma started the classes with presenting 

documentation of the previous day. She started with the topic 'Education 

for All' and discussed about curriculum - is the total experience that a 

child gets inside and outside the classroom. She asked us whether the 

present curriculum need to be changed. If so, in what all areas and how ?

Then Madam divided us into 3 groups and gave a questionnaire to 

each group. And asked to prepare a note on each of the questions.

The second session started with Dr.Ramasubramaniam, Professor 

and HOD of Govt. Rajaji Medical College (Psychiatry), Madurai. He 

provided a class on autism.

Autism : 1st identified in 1943 by Loo Kanner. Part of pervasive 

Developmental Disorder. Life long complex, developmental disability. 

Typically appears during the 1st 3 years of life. 4 out of 5 are males. No 

race, class or nationality barrier. Can often have accompanying Mental 

Retardation.
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Definition : Result of neurological disorder that affect the brain impacting 

development in the areas - social interaction and communication skills.

Developmental disorders
1. Autistic Disorder

2. Asperger's Syndrome

3. Childhood degenerative disorder

4. Rett's disorder

5. PDD - not specified

Causes of autism

No known is single, abnormality in brain, hereditary, common in 

people with fragile X'syndrome, congenital Rubella, PKV, etc. Hazards 

chemical exposure during pregnancy. MMR vaccine, not a mental illness.

Characteristics of Autism

Describes trial of impairment of social relationship, communication, 

imaginative thoughts.

Social Integration

Difficulty in social relationship, appearing aloof, indifferent of other 

people.

Social Communicative

Difficulty with verbal and non-verbal communication.

Not fully understanding meaning of common gestures, facial expressions 

or tone of the voice.

Imagination

Difficulty in development of interpersonal play and imagination, limited 

range of imaginative activity.
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Common traits

Insistence on sameness, resistant to change.

Difficulty in expressing needs 

Repeating words and phrases 

Indiscriminate laugh/ crying 

Aloof manner

Tantrums

Over/under activity

Over/under sensitivity to pain

Clinical Features

Difficulty in mixing with other little or no eye to eye contact 

Spinning objects 

Pronominal(renewal) behaviour.

Behavioural Problems in autism

Can be mild to severe due to problem in communication.

May include

Hand flapping

Finger snapping

Rocking

Placing objects in one's mouth

Head banging

Self injurious behaviour

Impairment of Communication

Absent speech - echolalia or repetitive

Classic Kanner type little or no speech.

Poor understanding of non-verbal communication.
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Impairment of Imaginative Thought

Using things or objects for sensation only unimaginative, use of 

large mouthing, spinning, parting to age.

Learn the Signs

Every person is unique.

Can be aggressive sometimes

Presentation in Adulthood

Behavioural disturbances and mood imbalance

Sexual development is delayed

Sexual behaviour

Mental retardation

Increase anxiety, depression

Developmental screening

Does not babble or cry by 12 months

Does not gesture by 12 months

Does not say single word by 16 months

Does not say two word phrase by 1 to 12 months.

Medical Tests

Hearing and visual

EEG

Metabolic screening eg. lead

MRI

Genetic testing

Therapy evaluation

Speech and language therapy

Occupational

Direct observation

Functional assessment
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Play based assessment

Therapy Support

Medication is not sole help with the HCP of autism 

Clear communication 

Controlled environment 

Relaxation

Living with autism

Worst sufferers are the family members

Stress in the family.

Resources to help

Safety in the home

Sibling issue

Planning for the future

Famous people with Autism

Albert Einstein

Leonardo Da vinci

Thomas Jeffereon

John Kannan

George Washington

Doctor also provided guidelines to manage epileptic patients and 

guideline to identify a psychiatric problem at the early stage. So ends the 

morning session.

Usha Devi T.

Date : 28.2.2007 Documentation (Afternoon session)

Afternoon session started by 3 0 clock. Dr. Sreekumariamma made 

four groups and two groups were assigned to observe two autistic boys.
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Vijay and two groups were assigned to interview their parents. First 

group observed Vijay and second group observed, third and fourth groups 

made interview schedule and interview grandparents of Vijay and parents 

respectively.

After the break, Dr.Venkatarathnam, Clinical Psychologist, M.S. 

Chellamuthu Trust and Research Foundation, Madurai cleared the doubts 

of the participants about autism. He said we have to know the intellectual 

capacity and present condition of the child before setting the goal.

According to Dr.Venkatarathnam, we can easily identify autistic 

from their social interaction. 75% of the autistic are mentally retarded. 

He also added that incase of severe autism remedy measures may not 

make much difference. We can decrease the hyperactivity by using 

medicines. Autism is not curable. There is no proof that children of 

autistic parents also will be autistic. By 5 O' lock doctor wound up the 

session. After that Dr.Ramaa asked Smt. Shiny from Kottayam to 

summarise the topic which Dr.Venkatarathnam handled and she did so. 

Afternoon sessions got over by 5.30 p.m.

Syfha K
Resource Teacher, Kollam

1.3.2007 Afternoon

The afternoon session started at 1.30 p.m. by Mrs Prasanna, Dental 

Therapist, CDC, Medical College, Thiruvananthapuram. Before entering 

into the details she gave a brief introduction about CDC. The aim of CDC 

is early detection and intervention of autism. She added some points 

related with the techniques for identification and the modalities applied 

for new born babies and adolescence. Babies of lower weight are to be 

observed and it is to be continued till one year. At Risk babies are
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observed in two months. For children pre-school test is to be conducted 

after nursery evaluation is essential. She also mentioned about the scales 

to identify children. She told that even though some children show 

autistic features they cannot be labelled as autistic because the labelling 

can be done only after excluding all other conditions like M.R., epilepsy, 

etc. She pointed out the example of children from Gulf countries show 

certain features. After the treatment of one month drastic changes can 

be seen in them. A baby was lacking face regard. After one month very 

noticeable change occurred. The CDL is not at all applying specific 

treatment modality. But as incorporated therapy is applied.

Dr.Ramaa asked her to share the experiences of specific cases. She 

gave the case of Sankeshav 4 year old boy in detail. He came from 

America. He showed the following features. Socially aloof, tantrums 

behaviour, hyperactive, no communication, no concentration but he has 

no sensory problems.

Initially she gave beads to thread. Too much time was taken to 

thread five beads. Parenting circle, bilateral activity, water pouring, etc. 

was given. The enforcement was also given. In order to understand 

speech therapy was also given. In learning, he does not know the name 

of things. Common objects were taught regularly, no difference in objects 

should occur. He identified colour, sometimes confusion with green and 

black cup, flowers and animals he learned fast. She explained the 

methodology also.

Identify the present status.

Fix a target at any area

What should be expected outcome ?

What is the adaptation ?

The target is to be achieved in a systematic way step by step.

Eg. glass, the child has to achieve the concept of glass.
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Show a glass and tell the word.

Say the word firmly and repeat it. Evaluation also done. Then fix two 

targets.

Obey simple commands

Using his own effort the activity for pointing can be given. As an 

advantage stage the pictures can be used in walls. The eye contact 

should be done very earlier. The items which is more interested to him 

can be given as reinforcement. In the case of Kesav after 4 V2 years he 

could identify primary colours. For achieving number concept, 3 beads of 

the same colour were given. The same context should be repeated. 

Visual learning should be promoted. His answers to questions and no 

spontaneous communication and now he is going to normal school.

Autistic children may have the sensory integration problem i.e. 

hypersensitivity, hyposensitivity and kinesthese. She told the example of 

a 8 year old baby who cannot walk. If a thin stick or string is shown, he 

will touch it and try to walk. That means he needs a support for walking.

The autistic children feel comfortable when they are doing certain 

activities e.g. one boy always sway his hands. Some pressure is applied 

in the joint, it became reduced. Most of them show characteristics like 

running, bouncing, clapping, etc. Then give push activities, pressure, 

pulling, etc. according to the nature.

She added that if the children are bouncing and running give more 

chance for doing the activity and then can be reduced. After creating a 

sensory organisation learning should be done. Arun told the example of 

using rope, Ramakrishnan arose a doubt i.e. if a child has a comfortable 

position, it may not be comfortable for others. Why do we try to change 

the situation? Why cannot we give activities for example at that 

particular condition. Dr.Ramaa clarified that it is somewhat an
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involuntary activity. We have to understand the purpose and change it 

according to the way but it should not create tension and we have to help 

them relax. Mr Surendra also wanted clarification. He asked if the nature 

is self injurious, it is to be resisted. Don't try to bring them our own way. 

For this again Mr.Ramakrishnan wanted more clarification. If a child feels 

comfortable running or bouncing position and he tries to communicate 

well in that position, why cannot we use that time for learning. He quoted 

the example of Yadu. Dr.Ramaa added that for everything there is limit 

in which we can do things. Find out what is going to do well and what is 

not.

Mr.Venkita Rathnam tried to clear it with the example of a marriage 

party. If a child shows such type of behaviour, what would be the 

condition of his parents and others. So make the child to concentrate in 

things and decrease the problem. He asked another question, will a 

teacher be able to tolerate a boy who is playing in the class while training. 

So stereotyped activity attention is difficult. Hyperactivity should be 

subsided. Should be given functional movement training. Repeated 

reinforcement should not be used, he put another question. When will 

the learning situation take place ?

Everything is parallel. Social interaction stimulate things. One by 

one we cannot. Whatever you do parental training also is given.

One of the participants asked about one child who is turning her 

neck side to side. She should not listen. Venkataratnam told that make a 

chart for every child. Select one behaviour. She is particular in one 

colour. Select it and show physical guidance and continuous 

reinforcement. He told that task analysis should be done clearly. Then 

decide the therapy. Dr.Ramaa quoted the example of one boy who is
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smelling the hair of his mother. She quoted the example of Bindi. How a 

blind person recognises a person ?

The person is depended on something. She clarified with explaining 

the taste buds. Grading of the problem stepwise.

Jashina asked that change in environment the boy will become aggressive 

what we will do ? Gradual correction by diverting the environment. With 

this Venkatarathnam concluded.

Mrs Prerana explained the four scales in detail. The session ended 

at 4 pm.

The next session was done by Dr.Sreekumari amma. She explained 

the role of teacher. She also gave details of websites relating with 

Autism. She asked the participants to write the details of two children in 

groups. She presented the students regarding the role of teacher. It was 

very informative. The session ended at 5.30 p.m. she asked the group 

works should be completed on the next day.

The afternoon session were very useful and informative.

Objective session : to give an awareness about developmental therapy to 

resource teachers.

Strategy - participatory approach.

2nd March 2007

The 5th day of the training programme was started with the 

documentation presentation of the previous day. Immediately after the 

presentation by Ms. Jasheena, Mrs Mary Helen, Resource Teacher from 

Kollam raised a question that what are the expectations of the parents of 

Yedhu Shgankar, an autistic boy, whose case study was done on the 

previous day. Ramaa Madam told that it was to understand the special
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needs of the child. To provide vocational rehabilitation to the boy was the 

expectations of the parents.

Then Smt Usha, Resource Teacher from Thiruvananthapuram 

explained her experiences (in the general classroom setting) with an 

autistic boy named Vijay in a genuine way. The way she explained her 

experiences was inspiring.

Sri J Venkatarathnam, Clinical Psychologist started the class on 

behavioural interventions for autism. He started with behaviour therapy. 

Behaviour Therapy is defined as a system that includes many different 

techniques, all broadly related to learning but learning with a particular 

intent viz. clinical treatment and change. He talked about the different 

problems seen in childhood such as

• externalising disorders

• internalising disorders and

• pervasive developmental disorders

Behaviour therapy is based on operant conditioning. Also discussed about 

the functional characteristics of behaviour disorders.

For behaviour analysis :

• identify the problem in the child

• systematic and repeated measure of these behaviour

• evaluation of the durability of treatments given after 

intervention.

How will we identify problem behaviour :

• Observation, in direct or indirect manner

• Interviews

• Self reports (for autistic child not possible)
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Certain questions should be asked to find out behavioural problems.

What is the child's current behavioural problems 

including maladaptive responses?

What is the frequency, intensity rate and duration ?

What are the antecedents and consequences ?

What are all the environmental conditions then to fix the 

target behaviour ?

What are the techniques to increase deficit behaviour ?

• Modelling and guided participation

• Identifying reinforce environment

• Shaping strengthening low rate of behaviour

• Verbal instructions and physical prompts should be fading.

• Techniques to decrease excess behaviour

• Extinction

• Differential reinforcement of other behaviour

• Physical punishments

• Time out from positive reinforcement and its variation.

Childhood Autism is an extreme failure in social, emotional and 

intellectual development.

Behavioural Problems are

Pulling the nails of the fingers 

Tearing skin from the body 

Prolonged looking of an object 

Tantrum

Self mutilation behaviour

Aims of Behavioural Interventions

Altering self destructive behaviour
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Altering self stimulating behaviour 

Developing language 

Increasing self care skills, etc.

Self injurious behaviours should be increased. Also task analysis should 

be done i.e. step by step. He explained about four procedures for training 

each behaviour i.e.

verbal instruction with demonstration 

physical guidance

child should get opportunity to perform without assistance 

training should be faded if the individual is sufficiently trained.

He said also parental training should be given.
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List of Resource Teachers

SI No.

1.

2

3

4.

5.

6.

7

8.

9.

10.

11.

12.

13.

14.

Name, Designation and 
Address

G. Chandran 
DIET, Kottayam

N K Pushpam 
BRC Kunnamal

A Jashina Adelulla 
BRC Vellangattur 
Sreeja P
GUPS, Thiruvannur

Priya P
GHSS, Aroli, Kannur

Shiny Jacob
IED Resource Teacher
Idukki

Ushakuma T R 
DIET, Chengannur

Surendran N 
DIET, Pathamthitta

L Sudharma
IED Resource Teacher
DIET, Chengannur

Smitha V J
DIET. Sulthan Bathery 
Wayanad

Radhalekshmi C 
DIET, Anakkara

Beena P V
Resource Teacher 
DIET, Emakulam

Mercy Helena Y D 
DIET, Kottarakkara

Syfha.K
DIET, Kottarakkara
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15. Dileep G Krishnanan 
DIET, Pathamthitta

16. Augustine Jose
BRC, Thodupuzha

17. Subha.S
DIET, Attingal
Trivandrum

18. Ramakrishnan.C
GHSSMangalpud
Kasagod

19. Ushadevi.T
DIET, Attingal
Trivandrum

20. Shiny Kurian
Govt VHSS,
Kothoala
Kottayam

21. Sheeba M L
Resource Teacher
Sree Krishna High School 
Anandupuram

22. Najeeba T P
GHSS Kuzhimanna 
Malappuram

23. Ajaykumar DL
BRC, Palicle, 
Thiruvananthapuram

24. Arunkumar S S
BRC, Paia
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