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• The autistic spectrum disorders (ASD) associated cognitive and neurobehavioral deficits

• Including deficits in socialization and communication, with restricted and repetitive patterns of

behaviors

• The term of “autism” was not formulated until the 1970

• The symptom domains into two: social-communication impairment and restrictive and repetitive

behaviors
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CLINICAL FEATURES OF ASD 
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RESTRICTED, REPETITIVE PATTERNS OF 
BEHAVIOR,

INTERESTS, OR ACTIVITIES

• There is not necessarily an absolute lack of social behaviors, but social communication and

interactions are clearly atypical for the individual’s age and developmental level

• Behaviors range from total lack of responsiveness to other people to an oddly stilted interaction

style or inappropriate approaches and attempts to interact

• Eye contact is diminished and usually is not responsive to another person’s overtures or used to get

someone’s attention
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RESTRICTED, REPETITIVE PATTERNS OF 
BEHAVIOR,

INTERESTS, OR ACTIVITIES
• Deficits in nonverbal communication behaviors are a hallmark of ASD

• Expressive language ranges from essentially nonverbal to verbally fluent

• Nonverbal communication deficits can vary from a total lack of facial expressions and nonverbal

communication to a lack of integration of gestures with verbal communication

• Lack of pretend play or very repetitive “scripted” pretend play is a typical characteristic of children

with ASD
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PERSISTENT DEFICITS IN SOCIAL 
COMMUNICATION

AND SOCIAL INTERACTION
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PERSISTENT DEFICITS IN SOCIAL 
COMMUNICATION

AND SOCIAL INTERACTION

• A common form of repetitive speech is echolalia, which may be immediate or delayed

• Immediate echolalia refers to immediate non-communicative repetition of words or phrases

• Delayed echolalia (or scripted speech) refers to the use of highly ritualized phrases that have been

memorized, such as from television or overheard conversations

• Repetitive questioning and the persistent use of idiosyncratic phrases are other forms of repetitive

speech
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PERSISTENT DEFICITS IN SOCIAL 
COMMUNICATION

AND SOCIAL INTERACTION

• Some children have stereotypical movements (e.g., Florid hand-clapping or arm-flapping)

• Many autistic children are so preoccupied with “sameness” that little can be changed without

prompting a tantrum or other expression of distress

• Restricted and repetitive behavior may take the form of excessive preoccupation with special

interests

by dr Taghizadeh 8



by dr Taghizadeh 9



PERSISTENT DEFICITS IN SOCIAL 
COMMUNICATION

AND SOCIAL INTERACTION

• Many children with ASD overreact or underreact to sensory input (such as pain or temperature) or

may be interested in some sensory aspects of their environment (e.g., Lights, patterns, or

movement) to an unusual degree
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ONSET PATTERNS IN ASD
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ONSET PATTERNS IN ASD

• The onset of ASD may occur early, with abnormalities in social and communication skills becoming

apparent in the first year of life

• Children appear to develop normally until at least 12 months of age, followed by loss or

regression of language and/or social skills

• The prevalence of regression in ASD is about 30%

• Dramatic, rapid regression after a period of normal development, particularly after the age of 2

years and involving more than social communication skills, is rare and warrants a thorough medical

evaluation

by dr Taghizadeh 12



ONSET PATTERNS IN ASD

• Children who experience a regression with onset of symptoms of autism and an epileptiform EEG are

to be differentiated from those with a diagnosis of landau-kleffner syndrome, an acquired aphasia

associated with an epileptiform EEG, and from those with continuous spike waves during slow wave

sleep (CSWS)

• Children with autistic regression have an earlier age of onset and are less likely to have bilateral,

temporal EEG patterns, or electrical status during sleep
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SCREENING AND DIAGNOSTIC
EVALUATION FOR ASD
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SCREENING AND DIAGNOSTIC
EVALUATION FOR ASD

• ASDs can be reliably diagnosed in children in the second year of life

• Early intervention has proven to be beneficial to social and communicative function

• “Red flags” for critical delays in social communication development can be recognized or queried

and should initiate prompt evaluation for an ASD
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DIAGNOSTIC INSTRUMENTS FOR ASD

The modified checklist for autism in toddlers (MCHAT):

• Have 20 questions

• For use between 16 and 30 monthes

• Parent-completed tool

• Eight or more items missed meana to proceed directly to referrals
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DIAGNOSTIC INSTRUMENTS FOR ASD

The communication and symbolic behavior scales developmental profile (CBS DP):

• Parent-complited

• For children from ages 9 to 24 months

The social communication questionnaire (SCQ):

• Parent-complited

• For children 4 years old and older
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DIAGNOSTIC INSTRUMENTS FOR ASD

The Childhood Autism Rating Scale (CARS):

• From age 2 years

• Takes 5-15 min

Standard Version Rating Booklet (CARS-2-ST):

• Between 2-6 years of age or

• Communication difficulties or

• Lower than average estimated IQ

High-functioning Version Rating Booklet (CARS 2_HT)

• From 6 years of age and older, with IQ scores higher than 80
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DIAGNOSTIC INSTRUMENTS FOR ASD

The Gilliam Autism Rating Scale-3rd edition (GARS-3):

• For aged 3-22 years

• Sensitivity and specificity are 97%

The Combined of the Semistructured Autism Diagnostic Observation Schedule™—second edition (ADOS-2) and the

Autism Diagnostic Interview™—Revised (ADI-R) a structured parent interview, are the gold standard for the diagnosis of

autism in research settings

• Requiring a 2 day training workshop

• Takes 45-60 min for the ADOS-2

• Takes 90-150 min for the ADI-R
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RECOMMENDATIONS FOR A CHILD WITH 
NEWLY

DIAGNOSED ASD
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RECOMMENDATIONS FOR A CHILD WITH 
NEWLY

DIAGNOSED ASD

• Definitive hearing evaluation, either audiology or auditory brainstem responses

• For a child 36 months of age and older, refer the child for an intake evaluation at the state’s

agency for developmental disabilities
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THE NEUROLOGIC EVALUATION IN 
AUTISM
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THE NEUROLOGIC EVALUATION IN 
AUTISM

• Large head size and somatic overgrowth:

Head circumferences in children with ASD are shifted upward, with the mean approximately at the

75th percentile,

• Motor disturbances in tone, gait, praxis, and stereotypies:

Hypotonia

Localized to abnormal cadence, and hip and ankle kinematics and kinetics

Motor dyspraxia and motor stereotypies

by dr Taghizadeh 25



CLINICAL TESTING
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CLINICAL TESTING

Definitive evaluation of hearing and vision

• Definitive audiological evaluation or brainstem auditory-evoked potential testing should be performed in all children with

autism

• ASD has been associated with congenital blindness

Lead level

• Children with developmental delay who spend an extended period in the oral-motor stage of play are at increased risk

for lead toxicity

Electroencephalography

• Epileptiform EEG abnormalities and interictal discharges have been reported in children with ASD (up to 30%) but do not

typically correlate with clinical seizure activity
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CLINICAL TESTING

Neuroimaging studies

• If there is neurologic evidence of lateralizing signs or other critical symptomatology, MRI indicated

Metabolic testing

• Metabolic screening is indicated only in the presence of suggestive clinical and physical findings

Genetic consult

• There has been substantial evidence linking ASD to a pattern of familial inheritance, with heritability

ranging from 55% to 90%
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COEXISTENT MEDICAL CONDITIONS
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THANKS FOR YOUR ATTENTION
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