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Introduction



We Can Do Better


When the pediatrician told Marissa that her beautiful son Sean was autistic, her heart sank to the floor. It took days for Marissa and her husband, John, to confront this diagnosis and to realize its dramatic implications for their beloved, bright-eyed two-year-old child and for their own life together. When they did, and after they had done some research on autism and autistic spectrum disorders (ASDs), the weight in their hearts did not lighten. The information about ASD they gleaned from books and from the Internet was overwhelming, with many different points of view and treatment options. They had to learn a whole new vocabulary just to understand what was going on with Sean, and in the midst of their grief at the diagnosis, they found this very hard to do. Most disturbing of all, they weren’t sure they were getting the right advice on how to treat their son. They wanted a treatment program that would give him the best possible chance to make progress and, they hoped, experience friendship, school, birthday parties, dating, sports, college, a career, and someday, having and raising children of his own.


The first specialist whom Marissa and John consulted told the couple that Sean would probably never be able to relate to other people’s feelings or to think creatively. The best they could expect was for Sean to learn to behave in socially acceptable ways through a treatment approach that focused on his symptoms and behavior. For example, he could learn to memorize scripted phrases to say to another child, and his parents could encourage him to make eye contact with them by rewarding him with food. In the face of this advice, the couple felt hopeless and helpless. They believed their son had more potential than that, and they wanted him to want to relate to them and to think for himself.


Many parents of children diagnosed with ASD feel like Marissa and John. They want a program that will consider their child as an individual, offer personalized treatment, and unleash the child’s potential for meaningful communication and relationships. Such parents also want to be a part of their child’s treatment plan. They want to help and to hope. This book is written with such parents—and their children’s other caregivers—in mind. It presents an approach that can fundamentally change assumptions about autism and ASD and vastly improve the outlook for children with these disorders.


For sixty years, treatments for ASD have focused on the symptoms of the condition, rather than on the underlying problems. As a result, goals for individual children have often been limited to changes in behavior, and the long-term prognosis for many children with the disorder has been deeply pessimistic. Prevailing assumptions about the nature of autism have limited the kind of progress and future expected for these children.


Estimates for the number of children with some form of ASD range as high as 1 in 166. Better futures are now possible for these children. With a comprehensive, individualized approach to assessment and treatment that focuses on the building blocks of healthy development, as described in the following chapters, many children diagnosed with ASD have made progress that goes far beyond what is traditionally described as “high functioning.” The formal name for this new approach is the developmental, individual-difference, relationship-based (DIR) model. It is also often referred to as the “Floortime” approach. Floortime is actually a basic strategy within the DIR model. This book explains the DIR approach for parents, professionals, and other caregivers of children with ASD.


The goal of treatment within the DIR/Floortime model is to build foundations for healthy development, rather than to work only on surface behavior and symptoms. With this approach, children learn to master critical abilities missed or derailed along their developmental path—namely, the ability to relate to others with warmth and pleasure, communicate purposefully and meaningfully (first with gestures and then often with words), and, to varying degrees, think logically and creatively. A significant number of children treated in this way have broken new ground, mastering abilities formerly thought unattainable by children with ASD. They have formed warm, intimate relationships with family and peers and have developed sophisticated verbal skills. They not only have mastered academics but also intellectual skills, such as spontaneous thinking, making and understanding inferences, and empathizing with others.


One of the children who has benefited from the DIR approach is a patient we will call Josh. After Josh was diagnosed with autism, his parents decided not to accept the pessimistic prognosis he was given and started their three-year-old on a comprehensive therapeutic program based on the DIR model. Now, at age seventeen, Josh is a happy student in a demanding, regular private school and is exploring possible colleges. He has lots of friends and even a budding romance. He can discuss his own feelings and is intuitive (perhaps even gifted) at reading and understanding the feelings of others. He can discuss and write logical, coherent essays about a variety of topics. According to his parents, his teachers and peers are not aware of his history of autism and see him as a warm, talented teenager.


Another example is David. At two and a half years old, he was self-absorbed, showing no eye contact or apparent pleasure when relating to his parents or his peers. During his evaluation, David spent most of his time in repetitive and self-stimulatory behavior, such as reciting numbers in a rote sequence, spinning and jumping around aimlessly and randomly, and lining up toys and cars, while making little grunts. In many programs, such symptoms would result in a diagnosis with a limited prognosis and a treatment plan focused mainly on stopping this behavior.


However, we saw that David also had strengths: he was able, when extremely motivated, to show what he wanted; to show affection with some hugs; imitate actions, sounds, and words; and to recognize pictures and shapes. We created a comprehensive treatment program based on his unique developmental profile. David overreacted to sound and touch, so we used soft, low-pitched sounds and words in our interactions with him. Because he liked to repeat letters (he had a great memory), we used this to engage him in play. For example, we “made mistakes” such as repeating his “A-B-C” with “C-A-B?” In response, he shook his head and soon learned to say the word “no.” Through such games, he became engaged and gradually began talking more purposefully and creatively. After a few years of progress, he enrolled in a regular school, where he eventually excelled in reading and English as well as math. Now he has a number of close friends, a sense of humor, and insights into other people’s feelings; his remaining challenges, such as difficulty with fine motor activities and a tendency to become anxious and argumentative in competitive situations, are relatively minor.


Because of a lack of studies on representative populations, we don’t know how many children with ASD are in the subgroup that DIR/ Floortime has helped reach these levels of thinking and social skills. Of the children we have worked with, however, it is a sizable percentage (see Appendix A). We have also observed that the type of treatment that produces better-than-expected progress in this subgroup also helps children who make slower progress to become warmer, more engaged, and more communicative and reach a higher level of thinking than would have been expected in the past.


Harold, a four-and-a-half-year-old boy with neurological challenges, progressed only very slowly to imitating sounds and words, even with a comprehensive program designed to help him learn oral motor skills. He could say one or two words spontaneously when angry or insistent on getting something, but otherwise had to be pressed to speak. Every utterance was extremely difficult, and he would sometimes stare at a caregiver’s mouth to try and form the same mouth movements. His severe dyspraxia (low muscle tone) also interfered with his engaging in pretend play, and he could not use toys creatively, although he did enjoy running around the school yard and the pool with other children.


In the second year of treatment, Harold became able to communicate about what he wanted, such as by pulling his dad over to the refrigerator to find hot dogs. He could even retrieve a few words at such moments—“Hot dog!” and “French fries!” Over time, Harold tuned into more of what was going on around him, using gestures and simple words and making some progress learning letters and numbers. He loved lots of movement and, instead of wandering aimlessly, could now exchange a number of emotional expressions and gestures as part of getting a horsy ride on his father’s back or going up and down “like an airplane.” As we work with him now, he is still limited in his use of imagination, but has become warm, interactive, and purposeful. We expect his gradual and steady progress to continue. The key point about children like Harold is that, in spite of their neurological challenges, they can learn to relate with great joy and warmth and acquire the most important skills of meaningful communication and problem solving.


Outcomes like these cannot be achieved by programs that work only on symptoms or that accept a fixed prognosis of the child’s future potential. Many programs that focus predominantly on symptoms or behaviors rely on the troubling assumption that many children with ASD cannot ever acquire skills for truly intimate relating, empathy, and creative problem-solving.


In contrast, the developmental model described in this book focuses on the underlying deficits that lead to autistic symptoms, rather than only on the symptoms themselves. With help in overcoming these deficits, the child can follow the developmental progression that leads to enjoying relationships and engaging in meaningful communication.


Common wisdom once held that 80 percent of children diagnosed with ASD would still show the symptoms of these disorders many years later. Kathy Lord at the University of Michigan is showing that the old data no longer hold. Our preliminary studies suggest that the prognosis for autistic spectrum disorders must take into account the intervention approach. (Appendix A of this book covers current research in more detail.)


Regional networks of DIR practitioners are now available in most cities and states in the United States and in many cities abroad. The DIR/Floortime model was recently cited by the National Academies of Science (NAS) in their report Educating Children with Autism as one of the main comprehensive models supported by current research. The NAS also acknowledged that modern approaches are moving away from conditioning specific behaviors and focusing more and more on naturalistic (or incidental) learning, fostering the building blocks of healthy development.


In addition, a large field study of the DIR/Floortime model’s emotional milestones, conducted by the Psychological Corporation as part of its development of the new Bayley Scales for Infant and Early Childhood Assessment, showed that these milestones could differentiate infants and young children with developmental and emotional disorders from those without such problems. (The Bayley Scales are the most widely used tool for developmental assessment in infancy and early childhood in the world.) The study also validated the ages at which the DIR model predicts mastery of these emotional competencies and demonstrated that—as hypothesized in the model—mastery of the early stages of emotional interaction is associated with language and thinking skills. The results were so encouraging that the Psychological Corporation published the DIR emotional milestones as the “Greenspan Social-Emotional Growth Chart,” to be used as a separate assessment tool as well as a component of the new Bayley Scales kit.


In the chapters that follow, we describe the DIR/Floortime approach and show how to enter a child’s world and bring her or him into a shared world of relating, communicating, and thinking. Part I presents a new, more accurate way of defining autism and ASD and observing a child’s earliest signs, and describes goals for working with children with ASD and other special needs within the DIR framework. Part II shows how families can take the lead in working with their children toward these goals. In Part III we describe the DIR model’s Floortime technique and illustrate it in various contexts. Part IV looks at how to create a comprehensive treatment plan and how school environments can be modified to support treatment plans. In Part V we address working with specific problems in greater depth. Appendices A–C present research that supports the DIR model.


Note: The profiles of children at the beginning of each chapter are composites of children we have treated or whose parents have contacted us with questions.





Part I
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Improving the Prognosis of ASD


Myths, Facts, Early Signs, and a New Framework
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Chapter 1


Redefining Autism and the Way We Treat It


Autism is a complex developmental disorder involving delays in and problems with social interaction, language, and a range of emotional, cognitive, motor, and sensory abilities. Specific behavior—such as bodily spinning, lining up toys, or repeating words without apparent purpose or meaning—is often observed as well, but as we will show later, these symptoms arise from more fundamental problems in relating, communicating, and thinking. They are not specific to autism. Language, thinking, and social skills for a child with autism or autistic spectrum disorders (ASDs) vary according to where he or she falls on a spectrum.


Basic facts about the disorder such as causes and rates of occurrence are still poorly understood. As we said earlier, some studies estimate the in cidence of ASD to be as high as 1 out of 166. Most also suggest a dramatic increase over the rate estimated a decade ago. While some investigators attribute the higher rate to better identification and diagnosis, many believe there has been an increase in autism and ASD.


Many Paths to Autism


The cause of the increase, like the cause of autism in general, is unknown. A great deal of research supports genetic factors (for example, identical twins are more likely both to have a disorder than are non-identical twins). Historically, the notion has been that these genetic (or more broadly, biological) influences tend to produce the cluster of symptoms associated with autism and ASD. Immunological, metabolic, and environmental factors are also believed to play a role. However, no single cause has been definitely shown to produce the disorder. Therefore, we believe the most useful framework for exploring the underlying causes of autism is what we call the cumulative-risk, multiple-pathway model, which recognizes that many factors interact to cause the disorder. Genetic or prenatal factors, for example, may make a child vulnerable to subsequent challenges including physical stress, infectious illness, and exposure to toxic substances. This newer way of thinking about causation recognizes genetic influences but sees a developmental pathway with many steps, a gradual emergence of the associated problems over time, many variations in the problems, and varying degrees of severity.


A Wide Range of Problems


Autism and ASDs involve difficulties in relating and forming relationships, communicating (whether with gestures, words, or symbols), and thinking. These complex developmental problems can express themselves differently and can appear in different combinations. Not every child under the same general diagnostic label has all of these problems to the same degree. For example, children with Asperger’s Syn drome often have large vocabularies and may be early readers, but have trouble using words meaningfully, in an emotionally relevant way. Instead, they may simply repeat words or understand only the dictionary definition of the word. They may also have problems in relating with others and in communicating with gestures and emotion.


Another variation is seen in children with severe motor planning problems. Some children have oral-motor problems that make it hard for them to move their tongue and the muscles in their mouth in order to speak. Some children with both severe oral-motor problems and general motor problems may appear to have cognitive disabilities and to lack social skills when in fact they are limited in expressing their abilities and skills by their motor impairments. When we help children with oral motor problems communicate through sign language or other augmentative modes such as computer keyboards, we often find that they understand their world to a much more developed degree than we realized.


Core Problems in ASD


Three core or primary problems characterize autism and ASD. Here are the questions we ask to establish the presence of these core problems:


1.Is the child having trouble with establishing intimacy and warmth? Does the child seek out those adults he is really comfortable with, such as a parent or key caregiver? If so, does he show enjoyment of closeness in that relationship?


2.Does the child communicate with gestures and emotional expressions? Does she engage in a continuous flow of back-and-forth emotional signaling with smiles, frowns, head nods, and other interactive gestures?


3.When the child begins using words, does he use them meaningfully? Are the words or symbols invested with emotion or desire, such as, “Mommy, I love you” or “I want that juice,” rather than “This is a table” or “This is a chair”?


If these three basic abilities—establishing closeness, exchanging emotional gestures in a continuous way, and using emerging words or symbols with emotional intent—are not present, we should consider whether the child is showing signs of an autistic spectrum disorder. The degree to which these three core processes or abilities are not functioning in an age-expected manner may indicate, at least initially, the degree of autism affecting the child.



Secondary Symptoms


There are also secondary symptoms, such as the tendency to perseverate (for example, lining up objects repetitively), flap hands, or self-stimulate (for example, staring at a fan, rubbing a particular spot on the floor, and so forth). Similarly, repeating words in a scripted way or reciting whole books that have been read to the child or whole TV shows she has seen are examples of the disorder’s secondary components. Because such symptoms are seen in a number of other kinds of developmental disorders and thus are not specific to autism, they should not be used as the primary criteria for making a diagnosis.


Children who have sensory processing problems, such as being overreactive to touch or sound, but who otherwise have excellent language and relationship skills and can read and respond to emotional signaling, may be self-stimulatory or perseverative because they get overloaded; they may be trying to regulate themselves. These secondary phenomena can also be seen in children with severe motor planning problems. Sometimes children with language deficits or very circumscribed cognitive or learning difficulties may also show some of these symptoms.


Our new understanding of ASD incorporates observed symptoms but organizes this information from a developmentally based perspective. In this new way of defining ASD, the secondary symptoms are kinds of behavior that stem from the core deficits. Some children, for example, lack the ability to engage in what we call “shared social problem-solving” with their toys and to play with them in a flexible way with parents or peers. They are unable to show their toy to a care-giver, flash a big smile, and gesture for a reaction. Rather, they tend to just line up their toys. Thus, the symptoms reflect and result from a lack of mastering the core abilities. Having a narrow range of interests is another such symptom. Because children expand their range of interests through communication with others, when they don’t use gestures in continuing interactions to indicate their wishes and needs, their range of interests remains narrow.


Symptoms such as these may indicate a broader pattern of an ASD, but should not be the sole basis of a diagnosis. The key to making a proper diagnosis—and to knowing what a child’s real problems are—is to look at the degree to which the child manifests the three fundamental abilities described above. One of the main reasons for the many misdiagnoses of ASD that are made is that not enough time is spent watching the child interact with a parent or other trusted caregiver. In many evaluations, children are in fact separated from parents and challenged to perform various types of developmental tests in a way that fails to take into account the child’s individual differences in processing information. The children thus become stressed and confused, which tends to bring out their lowest level of ability. To make a proper diagnosis, a practitioner also has to see children at their very best; a diagnosis should be based on the whole range of the child’s abilities.


Varied Rates of Progress


Over the past couple of decades, children diagnosed with ASD have shown varied levels of progress. Some, described as “high functioning,” acquire sufficient language to master a variety of academic subjects such as reading and math (often excelling in memory-based learning), but may nonetheless remain somewhat socially rigid and emotionally isolated. Other children make only very modest gains in language and academic skills, learning to gesture and use selective words. Still others make very little progress. They remain self-absorbed, without functional language, and rely on repetitive behaviors and self-stimulation to cope with their environments.


Yet there are others, such as those described in the introduction, who make unusual progress, advancing significantly beyond the “high functioning” level. Through a treatment program based on the DIR model, they have developed intimate relationships with their families and friendships with peers and have learned to think and communicate flexibly and creatively.


For these reasons, ASD should be viewed as dynamic, not static. A static trait is fixed—the child will be this way no matter what the environment, context, or circumstances. A child’s blue eyes are unlikely to change over time or due to changing circumstances; eye color is a relatively fixed trait. Dynamic traits, on the other hand—associated with many factors, including feelings and emotions—are changeable. The three core abilities identified above are dynamic processes: they can and do change—more for some children than for others, and more with certain kinds of treatment programs than with others.


Professionals disagree as to the degree to which these abilities can be favorably influenced, both in general and in any particular child. Our view is that these abilities can change significantly and that a prognosis can be determined by only one factor—the child’s actual progress. Many factors—including home environment, treatment program, and maturation of the child’s nervous system—influence his or her progress. The only reliable indicator is the child’s learning curve over time. The steeper the slope, the better.


Recent studies of how experience, at all stages of life, can change the structure and function of the brain are giving increasing support to the changes seen in autistic children after DIR/Floortime treatment. Newer brain imaging techniques are documenting these changes. They are beginning to offer concrete evidence of the way certain experiences can affect not only the child’s ability to relate, communicate, and think, but also the very architecture of the brain.


If there is no progress at all (which would seem to confirm the validity of earlier views of autism and ASD), it is often because the child is not receiving an optimal program of intervention at home, at school, and with therapists. That learning curve can often be improved by providing the child the right help. That slope of the learning curve may change from year to year depending on various factors; the key thing is continual steady progress. So rather than trying to predict progress based on some fixed diagnostic criteria, the idea is to create the optimal program, then watch the child learn and enjoy his progress.



Treatment Options


Available treatment options for autism and ASDs are based on certain underlying assumptions. The DIR/Floortime model is based on the assumption that we can favorably influence the core developmental foundations for relating, thinking, and communicating, even for children with severe problems, by working with the their emotions, or affect. We describe this model in detail in Chapter 4.


For many years, the behavioral model—which did help some children fit into school and home life—was the only model. Today, with the insights we now have into the way the nervous system develops and the way children acquire their core abilities, deeper change and greater opportunities to lead rich, full lives are possible for children with ASD. When practitioners build a healthy developmental foundation, children may also overcome symptoms. When appropriate, therapists may incorporate behavioral approaches into a DIR foundation-building approach: the DIR model is not a single therapy or intervention program; it’s a way of understanding how each child is unique and designing and orchestrating a comprehensive treatment program. Based on the needs of the child, the program may have various elements.


Clinicians can also incorporate a number of relationship-based approaches into a broader DIR model by following three principles while engaging in particular activities or exercises. These principles are tailoring interactions to the child’s nervous system, building spontaneous interactions, and harnessing the child’s natural interests and emotions as part of these interactions. Many practitioners—especially in speech and language pathology, occupational and physical therapy, education, and psychology—have been exploring dynamic interactive approaches. They are demonstrating that interactions geared to a child’s unique neurological profile can help the child relate, think, and communicate. For example, oral-motor exercises can help with preverbal vocalizing, gesturing, and imitation, thus facilitating language development. Learning to decode sounds can help “phonemic awareness,” a basis for reading.


Yet in spite of this expanding approach, practitioners still tend to focus on symptoms and on only a few of the underlying processing differences. Even though emerging evidence favors a dynamic model, the vast majority of children with ASD have access only to older, static approaches that deal insufficiently with each child’s unique developmental profile and potential for growth. Despite their limited success, many of these approaches have remained unchanged for many years.


The following are examples of widely used approaches that are not fully based on dynamic developmental concepts and therefore have not been sufficiently helpful to most children with ASD:


•Limited educational programs that use repetitive exercises to teach isolated skills, such as matching shapes, rather than essential developmental building blocks. Such exercises have not been shown to be an essential foundation for cognitive or social capacities or auditory processing and language capacities, and higher level thinking skills.


•Behavioral approaches that work predominantly with surface behavior while paying less attention to relationships, individual processing differences, and the building block of thinking.


•Biomedical approaches that are not part of a comprehensive program. They may involve various diagnostic procedures and medication without constructing a complementary, comprehensive intervention program. A diagnostician may give parents their child’s diagnosis, recommend additional tests and/or a particular medication, and then simply tell the parents to contact representatives of their local special education program.


Many parents and programs are combining elements from naturalistic approaches such as DIR/Floortime and more structural behavioral or educational ones, but without a true developmental road map to orchestrate the program. The DIR model provides such a road map. As will be seen, it shows how to use a range of interventions in a truly integrated manner to promote mastery of the developmental capacities needed for relating, communicating, and thinking (see Chapter 20). Our research has shown that relating, communicating, and thinking include such well-documented capacities as using language socially, joint attention (playing with a toy and showing it to Dad), theory of mind (understanding the feelings and ideas of another person), reading complex emotional and social signals, and making inferences (creating new ideas). These, we have shown, stem from mastery of a number of more basic building blocks that will be described in Chapters 3 and 4 and subsequent sections (see also, Appendix B). These capacities are not only the foundations of healthy development, they are the very abilities that are compromised in children with autism. That’s why we developed a comprehensive model, the DIR/Floortime approach, which uses our knowledge of human development to orchestrate the different components of the intervention program. As will be described in the next section, each step along a child’s developmental pathway offers an opportunity to help strengthen the child’s core abilities, rather than allowing those abilities to further erode. If a four-month-old child is beginning to show a lack of sustained pleasure and joy, or a four-year-old has not fully mastered joyful relating, we can address the problem at that point rather than waiting. Similarly, we can help a five-year-old use language meaningfully and play creatively. We can look at what biological or environmental factors are contributing to the problem. While it is best to deal with challenges as early as possible, it is never too late if we work on true developmental foundations. We can take a proactive approach. The remaining chapters in Part I look in more detail at the myths surrounding autism and ASD and the misdiagnoses that result from these myths. We explain how to identify the signs of ASD—in both infants and children—and how caretakers can address the problems before symptoms appear. Finally, we describe the DIR approach to treating ASD.
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Chapter 2


Myths and Misdiagnoses of ASD, Including Asperger’s Syndrome


In redefining autism and ASD, we should also clear up the myths around these disorders, because these myths can lead to misdiagnoses.


Inability to Love?


Perhaps the most influential myth relates to the ability of children with ASD to love and form loving relationships. When autism was first identified as a disorder in the 1940s, it was characterized by “autistic aloneness,” an inability to form intimate, warm, nurturing relationships. Leo Kanner—known as the “father of autism” for authoring some of the first systematic descriptions of children with ASD—formulated that concept as part of his theory. Since then, the idea of an inability to form intimate bonds or warm, loving relationships has persisted in all subsequent definitions of autism. It is found in the American Psychiatric Association’s Diagnostic and Statistical Manual (DSM), in all editions including the current one. Whereas initially children with ASD were thought to have a fundamental autistic aloneness, currently the ability to form intimate relationships is viewed as a continuum. But the notion persists that children with autism will never be able to relate as fully, richly, or as deeply as typically developing children can.


The ability to love, to be comfortable in an intimate relationship, involves experiencing pleasure in emotional closeness with another person. We assume a four-month-old baby’s beatific smile at her mother or father reflects a deep, warm sense of engagement that will grow into more and more love and intimacy over the course of the next several months. But when we see a two-and-a-half-year-old child with ASD become scared and run into her grandmother’s arms and hold tight, is that any less a sign of love or warmth or intimacy? When we see a four-year-old who has been diagnosed with autism give a big, warm smile when Mommy rubs his back, is Mommy simply an object to him? Or is he experiencing intimacy and counting it as important that it’s Mommy who’s giving the back rub?


Evidence from our work with children with autism indicates that they feel a personal sense of love, specifically with their mother, father, or other primary caregiver, because other adults often won’t produce in the child that same degree of intimacy, or of comfort in a moment of fear or need. In fact, after treatment, the children not only show no sense of aloneness but may become more loving than their typically developing peers. Sometimes parents complain that the children become too dependent: “He won’t let me go!” they say. I tell them, “That’s great news!” because if a child has been isolated in his own world, nothing is better than to have him want to be with a parent or care-giver “too much.” Once children are in relationships, we can gradually help them learn to be independent.


With a DIR/Floortime approach that engages with the child’s pleasures, even if they seem perseverative or self-stimulatory, the first element that develops is not language or communication, but a sense of relatedness. It comes quickly, often within the first three to four months of treatment. The fact that relatedness emerges so quickly, even in children who have little of it before, suggests to us that it’s there already in some form.


In a recent study (described in more detail in Appendix A), we compared the first part of our initial session with children diagnosed with ASD to the second part of that session and saw significant differences in the children’s relatedness from one part to the next. During the session, we coached the parents on reading the child’s emotional signals and tuning into his nervous system. For example, if he was hypersensitive to touch and sound, we helped the parents become more soothing. If he had a pattern of self-stimulatory behavior, such as opening and closing a door, we showed the parents how to enter his world and turn the activity into a shared interaction. As we coached the parents, we often saw children who at first seemed self-absorbed brighten up and show robust pleasure and even seek out a parent for affection or play.


So from the first session through the first year of treatment, intimacy emerges and grows as parents are better able to understand their child’s nervous system and tune into her world. Almost all the parents tell us about wonderful, warm, intimate moments with their children at home, and say they would like more of these moments and wish their child could verbalize love and warmth. We show the parents how to create such moments by helping the child communicate his emotions more effectively.


This evidence convinces us that the ability to love deeply is present in children with ASD, whether or not it can easily be expressed. In fact, studies are showing that many children with autism can be very emotional but become so overwhelmed by their feelings that they avoid contact so as to control the intensity of their emotions. Other children are very underreactive and thus do not express emotion, because they haven’t been sufficiently enticed into the joys and pleasures of relationships.


The confusion about the ability of children with ASD to love and feel strong emotions comes from the fact that many of these children have trouble communicating their emotions. Typically, at four to ten months, children are engaging in back-and-forth emotional interactions through sounds, body posture, and facial expressions: a smile leads to a smile, sounds lead to sounds. In children without developmental problems, this reaches a complex pattern by twelve to sixteen months: they may come up to Mommy or Daddy and reach out their arms, grinning; they may make inviting sounds, even say a word or two; they may giggle and smile, and playfully copy what a parent is doing. There are many exchanges of emotions in a row.


This type of rapid exchange of emotional signals is much harder for children with ASD. We believe this is due to a primary biological challenge in connecting their emotions to their motor systems or motor planning. Because they can’t sequence their actions under the guidance of their desires, they may want closeness but can’t figure out how to translate that desire into action. In terms of language, even if they can memorize or repeat some words, it’s difficult for them to invest words with a feeling, to connect the emotion or affect to the verbal symbols, and say, “I love you” or “Mommy, give me a big hug.” We don’t believe, however, that this difficulty represents a permanent limitation. With appropriate treatment, children with ASD can not only experience love but also learn to express it.


Inability to Communicate and Think Creatively?


A related myth is that children who have ASD can’t learn the fundamentals of communicating and thinking and that the best we can hope for is that they will change their behavior and memorize scripts. As stated in the previous chapter, however, children with autism or ASD can get involved in shared problem-solving and use ideas creatively and logically. Our outcome studies (see Appendix A) have shown that a high percentage of children can reach all the fundamental emotional and developmental milestones.


Once caregivers get past the myths about lack of relatedness and communication and help the child build these skills, undesirable behaviors such as perseveration, echolalia, aggression, and mood instability tend to recede.



Inability to Think Abstractly?


Another, related myth is that children with ASD can’t learn to think abstractly and make inferences. We have also found this not to be true. While not all children are capable of reaching the level of abstract thinking (because of the language and cognitive capacity it requires), a follow-up study we conducted (see Appendix A) showed that in a DIR program which worked on foundations and on emotional signaling and cueing, children who made the most progress learned to make inferences, master theory-of-mind tasks, and have empathy. These findings challenge old assumptions and open the door for new research.


Inability to Read Emotions?


Another myth holds that children with ASD can’t read the emotions of other children or adults. Earlier research suggested that when children with ASD see expressions of emotion on a human face, they process that information in a different part of the brain than does an individual without ASD. This seems to support the idea that the brains of children with ASD are different. But when Morton Gernsbacher and her colleagues at the University of Wisconsin, Madison, replicated one of these studies, they realized that the subjects of the original study may not have even been looking at the faces of others. When their subjects were encouraged to look at faces, the same areas of the brain that process facial images in subjects without ASD lit up in the brain scans. The subjects were able to process facial expressions in the way that people without ASD process them. In other words, the results of the earlier study reflected the tendency of children with ASD not to look at faces, rather than indicating different brain physiology.


One insight from Gernsbacher and her colleagues’ study is that children and adults who overreact to sensation may find it stressful to look at someone else’s face too quickly. In fact, when Gernsbacher’s subjects looked at the faces of others, they grew anxious. In working with children with ASD, we can help them not only overcome such stressful reactions but take great pleasure in other people’s faces and emotional expressions.


This research shows how complex and subtle some of the problems associated with ASD are and how even good research can lead to incorrect conclusions if the investigator doesn’t raise all the alternative hypotheses. The most solid evidence about the abilities of children with ASD is that many of these children do develop higher-level thinking capacities. It’s easy to say that maybe such children never deserved an ASD diagnosis in the first place, but that would be circular reasoning. These are children who originally met the criteria of the DSM IV-R for ASD and who have achieved high levels of abstract and reflective thinking.


Primary Problem or Downstream Effect?


It is easy to assume or conclude that individuals with autism have chronic or fixed deficits related to unchangeable brain differences. However, such conclusions are often based on insufficient data. One of the most difficult questions to answer is whether an observed behavioral, emotional, or brain function difference is a primary problem or a “downstream effect.” For example, according to a recent finding from brain imaging, individuals with autism tend to have problems forming connections between the different parts of their brains. As we said earlier, we believe the primary problem in individuals with ASD is a biological difficulty in connecting emotion to motor actions and, later on, to symbols. Our research suggests that emotions link different types of mental functioning. When these linkages are not properly formed early in life, a variety of downstream effects may occur, including difficulty with giving purpose and meaning to actions or words and forming age-expected pathways between the different areas of the central nervous system (see Appendix B).


Because very little research has been done on the development of children showing signs of autism during their infancy and early childhood years, it is difficult to know what is the result of some earlier problem and what is a primary deficit or difficulty. Complicating matters further, much of the research compares children with autism to children without challenges or children with cognitive or language deficits. Very few studies have compared children with ASD to children who do not have ASD but do have the variety of motor and sensory processing problems often seen in children with ASD (that is, very interactive, creative, verbal, abstract-thinking children with lots of motor and sensory problems).


It is best to view ASD in a dynamic framework that considers all the factors that influence the child’s development over time. We advocate considering ASD (including Asperger’s Syndrome) not as a fixed disorder that you either have or don’t have, but as a dynamic process in which certain biological or neurological challenges affect development. The degree of progress possible depends on the amount of neurological impairment, but rather than assuming a fixed disorder, practitioners should try to move each child through the stages of emotional and intellectual development to the best of the child’s ability.


Myths About the Value of Repetitive Exercises


The myths surrounding autistic children’s inability to develop intellectually have led to myths about the effectiveness of certain treatment programs. Clinicians and parents may be tempted to select a program that focuses on repetitive activities that appear to teach the child specific skills, such as matching or sorting shapes. This temptation is particularly strong when the child seems to be making little or no progress. As the focus on repetitive activities increases, however, the child’s progress in engaging or interacting may slow down—or even reverse.


Advocates of repetitive exercises such as matching shapes believe these activities teach children to classify. However, children making very slow progress whom I have observed doing such repetitive practice aren’t really learning classification. Although they may learn a specific task they are usually unable to classify a novel shape or color or demonstrate an understanding of the differences between square and round shapes, for example. Equally important, there is no compelling evidence that these sorts of repetitively practiced activities develop the fundamental building blocks of cognition. These particular tasks were originally selected because they were skills that many children could do and it was assumed, therefore, that it would be useful to teach them to children with challenges. Yet the many skills that children without challenges perform easily are quite likely the result of their having mastered important foundations of cognition, language, and social development (see Appendices A and B). We’ve learned over the years that when children are making little or no progress, the best approach is to redouble our efforts on the developmental basics. More intensive, more skillful work on the fundamentals, taking into account the child’s unique biology (as outlined in Part II), helps optimize the child’s progress, even if it’s slow and steady.


The Myth of a Single Cause


Much confusion still surrounds the causes of autism, especially as more children are being diagnosed with it now than in the past. While some attribute this increase to more accurate diagnoses, broader diagnostic categories, and improved early case finding, others believe it results from autoimmune reactions; environmental stressors (such as lead, PCBs, or dioxins) that are more prevalent than in the past; overexposure to TV, computers, and other technology early in life; and so forth. As we note in chapter 1, research going on all around the world appears to confirm a multicausal model whereby many factors work together to produce cumulative risk. According to this model, multiple paths lead to an ASD. Along each of these paths lie associated cumulative risk factors. We may eventually find that a variety of genetic and other biological challenges are interacting, creating certain types of susceptibility.


Again, it is important to look at causation in a dynamic, developmental framework. The symptoms of autism, such as self-absorption and difficulty with emotional signaling and creative and abstract reasoning, may well lie along a pathway having many different sources. As an analogy, consider a fever or an inflammatory reaction such as swelling. We know that many different causes can lead to fever or inflammation—both are among the body’s limited number of responses to an infinite range of challenges. The mind (and the brain) may work in a similar fashion. It, too, may have a limited range of responses to a variety of challenges. It is, therefore, important not only to look at these downstream common effects but to search earlier in the developmental sequence for the critical processes and factors that influence them. As the following chapters show, the DIR/Floortime model offers a dynamic developmental framework to facilitate such explorations.


Misdiagnosis and Inadequate Assessments


The myths surrounding autism often lead to misdiagnosis. Our fundamental premise is that, to determine how a child is functioning and whether he or she deserves a diagnosis of autism, we need to know the child. The typical evaluation process involves structured standardized tests, with only brief observation of the child’s interaction with parents or familiar caregivers. Quite often an evaluation begins by separating the child from the parent; then the child interacts mainly with new individuals—the assessment team or the primary clinician in charge of the team. Thus, the team does not observe the child at his best nor see his real ability to relate or even communicate. Instead, they observe, in part, how the child responds to this new set of circumstances, which for some children are very stressful.


For children who overreact to sensation or find transitions and new situations difficult, just the separation from parents can provoke enormous anxiety and cause the child to hide under a chair, go off into a corner, or refuse to talk to anyone. In different circumstances, the same child might talk very nicely with someone. We saw one child in this situation shut down and refuse to talk; he was diagnosed with a severe developmental disorder in the autistic spectrum. Later on in the day, when he saw his mother upset, he asked her, “Why are you having hurt feelings?” He gave her a hug and was interactive and verbal, even eloquent, yet he was unable to show those wonderful abilities during the assessment because of his anxiety at being separated from his mother.


Some may argue that the boy should have been able to cope with the situation more easily, but that’s not the issue: he was being assessed not for separation fears but for language and overall developmental problems to determine whether he had an ASD. The clinicians did not see him at his best. That could have easily been remedied by having the child play with his mother for the first forty-five minutes, with the clinical team simply observing the interaction on the sidelines while the boy got comfortable with the situation and the new setting. With his mother he routinely used lots of language and was very interactive. This child’s developmental problems had to do with subtle issues.


In our review of two hundred cases evaluated at different leading medical centers, clinics, practice settings, and educational programs, over 90 percent of the evaluations included no more than ten minutes of observing child-caregiver patterns of communication. Most of the assessment was conducted with other adults who were unfamiliar to the child, and the child was observed interacting with parents only while participating in a structured assessment or while the developmental history was taken. In other words, the child’s interaction with a parent was never the primary focus for more than just a few minutes.


Parents often observe their child to behave differently in the clinical setting than he or she does at home. Thus, it is important for the clinical team to see videotapes from the home setting, make a home visit, or simply listen very carefully to what parents report. If parents insist that the child’s behavior is different at home, the clinical team should continue making observations until a consensus is reached between parents and clinicians. When there is a discrepancy in observations between parents and professional evaluators, the parents are more likely to be right because they have seen the child over longer stretches of time.


Arriving at a consensus is important not only for making a proper assessment but also for planning treatment, because parents and other caregivers will not carry out therapies they feel don’t address the problems they see at home. Only parents’ reports or clinicians’ observations of the children interacting with the parents can reveal how the child actually functions. To make sense of those reports or observations requires expert opinion and guidance, but no sound conclusion is possible without accurate firsthand information. Parents, though not qualified to make medical diagnoses, know their children best. Parents need to trust themselves and their instincts and to find professionals who will take the time to share information and reach consensus with them.


Confusion about a diagnosis may arise when a child who manifests disturbing behaviors or has obvious developmental delays nevertheless scores well on developmental tests. We urge parents and professionals alike not to base conclusions solely on the results of structured tests. Though there is a long tradition of relying on such tests, they are not as revealing as observation. They can be used as part of an evaluation, but not as the sole criterion for determining whether a child is on the autistic spectrum. A common mistake is that children with Asperger’s Syndrome have normal or even precocious language skills. Yet a child diagnosed with Asperger’s has, by definition, difficulty reading and responding to subtle emotional and social cues and using language creatively and abstractly in a variety of social situations (that is, pragmatic language). This mistake is perpetuated by confusion about how a child performs on structured, memory-based language tasks such as matching pictures to words, defining words, or even doing simple reasoning exercises with words, sentences, and paragraphs. Such structured tasks do not reveal the child’s social and emotional use of language, which is central to healthy or typical language development.


It is inaccurate to assume, therefore, that children deserving of an Asperger’s diagnosis have healthy language development. Instead, their language strengths, including certain types of memory-based capacities and circumscribed reasoning capacities, should be recognized but harnessed to broaden the child’s overall mastery of language, including verbal inferential thinking and pragmatic language. Children with Asperger’s Syndrome are often not provided with enough opportunities to practice creative, spontaneous language exchanges with peers and adults. In later chapters, we describe approaches for helping children practice aspects of language that most challenge them.


Recognizing Primary Symptoms


A second, related issue concerning misdiagnosis arises from disagreement over the symptoms of autism and ASD. As discussed in chapter 1, we often fail to distinguish between primary and secondary symptoms. A study done by Nancy Minshew and colleagues at the University of Pittsburgh compared children diagnosed with autism with children without autism. When children from each group were matched for verbal ability, capacity to participate in a standardized test, and performance in processing and responding to test questions, the researchers found that what most distinguished children without ASD from those with ASD were abilities such as making inferences (thinking abstractly and coming up with a new conclusion or hypothesis), reciprocal emotional cueing (socially interacting by reading and responding to another person’s signals), showing empathy (understanding what another person is feeling), and trusting in and engaging with others.


No single symptom should ever lead to a diagnosis; however, the absence of the primary abilities outlined in Chapter 1 strongly suggests ASD. As we said earlier, secondary symptoms such as the tendency to repeat action, echolalia, and self-stimulatory behavior are all common in children with ASD but are not specific to ASD. So, in diagnosing autism and ASD, we have to distinguish the primary symptoms from the secondary symptoms. Information available on the Internet about ASD may not always make this distinction. This is understandable; it is not an easy distinction to make. But distinguishing between primary and secondary symptoms is critical to making more secure diagnoses. If the only symptoms are secondary, we can consider alternative diagnoses. Thus a child who is very warm and interactive, who can use even a few words meaningfully, but who overreacts to sensation, stares off into space sometimes, and does repetitive actions may evidence developmental challenges, but not autism.


We have developed a parent questionnaire to assess the functional emotional capacities of children—capacities whose presence suggests healthy development and whose absence indicates a possible developmental challenge that requires a further evaluation. This resource, mentioned earlier, the Greenspan Social-Emotional Growth Chart and Questionnaire, has been field-tested, showing excellent reliability and validity. Published by the Psychological Corporation (see References), it is part of the new Bayley Scales package.


Of course, while we want to avoid a misdiagnosis that ignores a child’s true strengths, the secondary symptoms may still require therapy. During a clinical assessment process, a competent assessment team will coach the parents on how to interact with the child in a way that takes into account how her nervous system works. What sensations is the child sensitive or underreactive to? Does she primarily use vision or sound to orient to the world? How well does she plan actions? Can she carry out three-, four-, or five-step action patterns? Clinicians can help parents work with their child’s unique nervous system to pull him into optimal interactions. Only then is it possible to see how well he can engage, exchange social signals, and if he has some language, use ideas meaningfully.


Overdiagnosing Autism and Asperger’s Syndrome


One of the most common misdiagnoses is to conclude that a child who has strengths in the core abilities (relating, reciprocating social and emotional signals, and thinking creatively and abstractly) is nevertheless “on the spectrum” (has ASD) because he has certain symptoms seen in ASD. Perhaps the child has a great deal of social anxiety and becomes disregulated and has meltdowns very easily. When overloaded, he may become rigid or stubborn. This tendency to overdiagnose ASD is compounded when clinicians study a child’s core abilities while he or she is interacting with peers or in busy and noisy school settings, rather than in the ideal, supportive setting of play with a trusted caregiver. The child may have trouble with flexibility, with using his abilities in a variety of age-appropriate settings, and may even become avoidant or have meltdowns in these challenging settings. To see whether an ability exists, therefore, it is vital to observe the child under the most favorable circumstances. If the child can demonstrate it under these conditions, he has the ability. He may have problems that require work, but the diagnosis should be based on his true challenges.


The Vital Role of Observation


We always begin an evaluation by simply observing the child; we conclude by coaching parents to bring out the best the child can do. Every child operates within a wide range of abilities. The key point is that the diagnosis has to be based on the top of the range. If the child can walk sometimes, the child can walk. She may fall sometimes, but she can walk. If the child can relate with others sometimes, he can relate, and we can help him to relate more. Understanding what the child can do at her or his very best is necessary to making the diagnosis.


Often, assessment conditions—noise in the room, a stranger the child has to deal with, various assessment tasks, and so forth—show the child only at the bottom of his range. That’s important information: it helps an assessment team understand the child’s individual differences and unique patterns. Once a team has identified both the top and bottom of a child’s range and observed the primary symptoms we have described here to be present even in a situation comfortable for the child, it may diagnose ASD. Or the team may notice that the child can relate, communicate, and think creatively and abstractly, but not in a noisy environment. It may then assess the child for a regulatory disorder that leads him to lose his abilities under certain conditions of stress—a very different diagnosis than autism.


Often, a team has to follow and work with a child over a few months to see what kind of growth is possible for her. Growth in these cases may result from treatment, but it shows what the child can do in a proper environment and a proper program. Therefore, we prefer to make an initial provisional diagnosis and reserve a more conclusive one until we have seen the child respond to the intervention program for a period of time.


The correct diagnosis informs the selection of the appropriate treatment program, because the program needs to work on the child’s primary symptoms. As we explain in greater depth in subsequent chapters, you get what you practice in a treatment program. If treatment addresses only surface behavior, this behavior may improve, but the progress will probably not generalize to the deeper levels of relating, communicating, and thinking, which is what most parents want for their children.


In making a diagnosis, clinicians make a big mistake by thinking only in terms of whether a young child is or is not on the autistic spectrum. The question is much too limiting. Rather, healthy development can be imagined as a scale from one to ten, and a child’s placement on that continuum is not fixed. The more a child is fully engaged, showing real intimacy and warmth, with parents and caregivers; communicates with gestures in a continuous flow of back-and-forth interaction; and talks meaningfully (at whatever level), the closer the child is to a ten on the continuum. The child may still have a language or motor problem, but he is moving along a healthy developmental trajectory.


On the other hand, the more self-absorbed and in-his-own-world a child is, the less able he is to get continuous back-and-forth gesturing going, and the more his language is scripted rather than used meaningfully to convey needs, wants, or feelings, the more the child tends toward the autistic end of the spectrum. Again, though, this is a dynamic process. A child who is a four on the developmental continuum— perhaps engaging a little bit but also a bit self-absorbed—won’t necessarily be that way always. A comprehensive program may well help the child shift—become more engaged—from a four to a six or even to a nine or a ten on the scale.


So parents who are wondering if their child is on the autistic spectrum or not need to remember that it’s not an all-or-nothing decision. If a child has delays, parents need to ask, “How do I make sure my child is moving ahead in a healthy way?” That outlook will keep all doors open for the child’s emotional and intellectual growth.
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Chapter 3


Early and Ongoing Signs of ASD


Identifying and Helping Babies and Children at Risk


One of the benefits of the developmental model described in this book is that it encourages early commencement of treatment. Rather than waiting to see full-blown symptoms before setting up a treatment program, caregivers and clinicians pay attention to difficulties in the early stages of development. If they spot problems in the ways a baby learns to look, listen, and move, all together in a rhythmic pattern; and to relate to caregivers; and to read and respond to emotional signals, they can begin to address them immediately. The earlier children at risk for or already showing symptoms of ASD begin treatment—before longer periods of healthy development are missed and symptoms become more debilitating—the better their chances for developing normally in the long run.


Our own research, as well as that of our colleagues, has identified the core deficits of ASD described in Chapter 1. By observing both typically developing infants and young children, and infants and young children on a developmental pathway leading to ASD, we’ve defined these deficits. By studying home videos of children who went on to develop ASD and those of children who did not, we have analyzed more fully the essential foundations of healthy development and the core deficits. We’ve also conducted studies of at-risk and typically developing populations to fine-tune our definitions and analysis. Our observations suggest that the core deficits of ASD express themselves gradually, beginning in early infancy, and can be identified as they emerge. By watching a child’s progress toward certain healthy milestones, we can distinguish children developing normally from those with ASD and other developmental disorders. (The Green-span Social-Emotional Growth Chart, which is now also part of the Bayley developmental scales kit and was validated on a representative population of 1,500 children [see References], can be used to determine an infant or young child’s capacity to master healthy developmental foundations.)


In this chapter we describe the earliest signs of ASD, in contrast to the signs of healthy development, and outline the signs of ASD in children of any age. These signs indicate developmental difficulties that families and collaborating professionals can begin working on right away, even while a formal evaluation and intervention program is being organized. (In Part II we spell out what parents can and should do to help children overcome these difficulties.)


Biologically based challenges hinder the progress of children with ASD on the path of healthy functional emotional development. Depending on the severity of these biological challenges, a child with ASD begins to show delays in one of the first four developmental stages. Some master the first three stages before they show signs of a disorder; others get delayed in stage one. Young children who seem to have regressed (who have been developing normally but lose some of their abilities) often show clear problems in the fourth developmental stage, and sometimes show earlier vulnerabilities as well. Table 3.1 outlines the basic developmental stages and the earliest signs of ASD in infants related to each stage. The associated symptoms are also outlined.


Table 3.1 Early Signs of ASD in Infants and Young Children






	Foundations for Relating, Communicating, and Thinking


	Early Signs of Core Deficits of ASD


	Associated Symptoms







	
Shared attention and regulation (begins at 0-3 months)


Calm interest in and purposeful responses to sights, sound, touch, movement, and other sensory experiences (e.g., looking, turning to sounds)



	Lack of sustained attention to different sights or sounds


	Aimless or self-stimulatory behavior







	
Engagement and relating (begins at 2-5 months)


Growing expressions of intimacy and relatedness (e.g., a gleam in the eye and joyful smiles initiated and sustained)



	No engagement or only fleeting expressions of joy, rather than robust, sustained engagement


	Self-absorption or withdrawal







	
Purposeful emotional interactions (begins at 4-10 months)


A range of back-and-forth interactions, with emotional expressions, sounds, hand gestures, and the like used to convey intentions



	No interactions or only brief back-and-forth interactions with little initiative (i.e., mostly responding)


	Unpredictable (random or impulsive) behavior







	
Long chains of back-and-forth emotional signaling and shared problem-solving (e.g., joint attention) (begins at 10-18 months)


Many social and emotional interactions in a row used for problem-solving (e.g., showing Dad a toy)



	Inability to initiate and sustain many consecutive back-and-forth social interactions or exchanges of emotional signals


	Repetitive or perseverative behavior







	
Creating ideas (begins at 18-30 months)


Meaningful use of words or phrases and interactive pretend play with caregivers or peers



	No words, or rote use of words (e.g., mostly repeats what is heard)


	Echolalia and other forms of repetition of what’s heard or seen







	
Building bridges between ideas: logical thinking (begins at 30-42 months)


Logical connections between meaningful ideas (“Want to go outside because I want to play.”)



	No words, or memorized scripts, coupled with seemingly random, rather than logical, use of ideas


	Irrational behavior or illogical or unrealistic use of ideas









Earliest Signs of ASD at Each Stage


Now, let’s look in more detail at these signs, which an infant or very young child with ASD will show at one stage or another.


Stage One


A typical infant connects his emotions to his actions and sensations. For example, he sees his mother’s big smile and hears her warm voice, and turns his head to see her. An infant at risk for ASD is often unable to form complete links between his emotions and his sensations and motor actions. Signs of this difficulty appear at a number of levels. First, he finds it hard to use movements purposefully to do things like turning to see his mother. Second, he may find it hard to regulate and coordinate movements in general. Movements may lack an organized pattern and may seem random. Third, the infant may have difficulty synchronizing his movements with his caregiver’s.


Stage Two


At this stage, infants who can’t connect sensory to emotional and motor experiences are unable to engage with others as richly and fully as infants without these problems. They may feel pleasure and experience a deep sense of intimacy, but demonstrating these feelings with joyous smiles and facial expressions and focused, pleasurable interest in their caregivers is difficult. Consequently, such interactions are briefer and the children take little initiative. Caregivers, without the magic of the baby’s smile and joyful sounds, may be less drawn in and motivated to keep engaging and playing with him or her. However, if they can intuitively sense the baby’s underlying delight (in spite of his difficulty in showing it), they may be able to woo the infant and sustain intimacy.


Stage Three


The delightful wordless dialogue that we usually see at this stage, involving the rapid exchange of facial expressions and other gestures, requires that a baby continually connect a sensation with the emotion the sensation produces and then connect the emotion to an appropriate motor response. Take a simple game: spotting the pacifier in Mother’s hand, taking it, looking at it, and offering it back when mother holds out her hand. The baby must link the sight of the pacifier to the emotional response of pleasure or interest and then use the feeling of delight to initiate the motor response of reaching.


This is where we often see clearer signs of trouble in children at risk for autism, because such a continuous flow of back-and-forth signaling and gesturing is too difficult for children lacking the sensory-affect-motor connection. Infants at risk for autism may show fleeting responses and interactions, but find it hard to initiate and sustain them.


Stage Four


Children at risk for ASD almost always show clear signs of difficulty at this stage of social interaction and problem-solving. Even toddlers with marvelous receptive skills such as understanding words and even recognizing letters or numbers may have significant trouble with sustaining a chain of emotional and social communications. At most, they can sustain five or six exchanges, not the thirty-plus often required to solve a problem with someone else. The lack of this basic ability interferes with all the core skills that develop at this stage, including recognizing patterns, forming a sense of self, and beginning to construct and use symbols.


Stages Five, Six, and Beyond


Because children at risk for ASD seldom master stage four, they often do not advance into the creative use of words and symbols. They tend, at best, to use words repetitively or in a rote or scripted manner. Some do not talk at all. Some learn to use pictures or other visual symbols or to type. Higher levels of imaginative, creative, and logical thinking in subsequent stages, however, are possible only if the child learns to exchange emotional and social signals and use ideas in an emotionally meaningful manner.


In the following chapter and in Parts II and III, we offer detailed guidelines for encouraging healthy learning at each stage at the earliest possible time. As Part II reveals, if parents or other caregivers believe a child to be at risk, much can be done while waiting for a formal assessment.


Older Children and Adolescents


The signs of ASD in children beyond the toddler years and in adolescents and adults are similar to those described above. Table 3.2 shows the healthy traits that typically develop at each stage, the signs of ASD, and the associated symptoms.


We encourage parents and professionals who want to strengthen each of the core capacities in older children and adolescents to build on the activities described in Part II. Interactions with the child should be based on observations of what brings him or her pleasure and how he or she responds to touch, sound, sight, and movement. (Also see Part III, especially Chapter 15.)


Early Intervention


As more is learned about the developmental pathways leading to ASD, opportunities will increase for early identification of at-risk infants and young children and for starting treatment programs before severe symptoms and chronic patterns become established. Following are general guidelines for helpful early identification and treatment.


Early identification efforts, including screening, should involve the full range of the infant’s emotional, social, intellectual, and related motor and sensory functioning so that risks for ASD and other developmental challenges can be ascertained. This approach prevents specialists from prematurely focusing on a presumed “magic window,” that is, a specific behavior or physiologic response that determines a diagnosis. Researchers are nowhere near finding a magic window for ASD. In addition, appropriate screening practices (which look at the full range of expected functioning that is compromised in ASD) provide an important opportunity to identify a variety of related risks to healthy emotional, social, and intellectual development.


Table 3.2 Signs of ASD in Older Children, Adolescents, and Adults






	Foundations for Relating, Communicating, and Thinking


	Signs of ASD (Core Deficits)


	Associated Symptoms







	
Attention, engagement, and emotional interactions


The ability to focus warmly on and pleasurably relate to another person and to initiate interactions



	Fleeting, intermittent, or no engagement and interaction


	Aimless, unpredictable, random, or self-stimulatory behaviors, or self-absorption or withdrawal







	
Continuous purposeful social interactions and shared problem-solving, including joint attention


A combination of gestures and/or words employed as part of a continuous flow of social interaction in order to find something, negotiate, play with someone, or meet a new challenge. This includes joint attention and reading the social and emotional intentions of others.



	Only a few back-and-forth interactions, with little initiative taken (i.e., mostly responding), or no interactions at all


	Impulsive or repetitive (perseverative)behaviors







	
Creative and logical use of ideas


Ideas used to understand and express needs, wishes, intentions, or feelings. In an older child or adult, this may be seen in meaningful conversation. This involves the ability to connect ideas together logically so that pretend play or conversations make sense.



	Inability to use ideas, or ability to use ideas only in a fragmented or piecemeal way (no logical connections)


	Echolalia, scripted language, or other forms of repetition of what’s heard or seen, or illogical or unrealistic use of ideas







	
Abstract and reflective thinking


The use of higher-level thinking skills, including giving multiple reasons for feelings or events, dealing with degrees of feelings or thoughts, reflecting on one’s own and others’ feelings and thoughts, and making inferences (drawing new, reasoned conclusions)



	Thinking is rigid and concrete, lacking subtlety or nuance.


	Exaggerated emotional reactions or avoidance of social and emotional situations (in part due to misperceptions or misreading of complex social interactions)








Early identification and intervention programs have a special role in work with infants and very young children. When risk factors or problems are detected early, the intervention program has two goals: to alleviate the identified risk or problems and to facilitate overall healthy emotional, social, and intellectual functioning. If an early intervention program focuses on particular behavior or symptoms but does not encourage—or impairs—healthy caregiver-child interactions that promote overall adaptive functioning, the program could create additional developmental challenges. For example, consider a nine-month-old baby who repetitively touches a toy. Intervention that focuses simply on discouraging that particular type of touching ignores the promotion of healthy, age-appropriate skills, such as exchanging smiles, vocalizations, and other gestures. On the other hand, an approach that seeks to transform the child’s problem behavior into spontaneous interactions—for example, making a game out of alternately letting the child touch the toy and covering the toy—would not only help the infant overcome the problematic behavior but also promote healthy development.


The earlier the signs of ASD can be spotted and the earlier appropriate treatment started, the greater the chances of facilitating the foundations for healthy relating, communicating, and thinking—in other words, reversing the core deficits of autism.
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Chapter 4


New Goals for Children with ASD


The DIR/Floortime Model


In the past, as we pointed out in Chapter 2, two models guided interventions for ASD. One, the behavioral model, was geared toward modifying surface behaviors and symptoms, such as aggression or non-compliance. Although this approach showed encouraging signs at first, a recent study indicates that children treated according to this model make only modest educational gains and realize little to no social or emotional benefits (see Smith, Groen, and Wynn, 2000, and Shea, 2004, in References). In addition, the model does not sufficiently take into account the individual ways children process information and respond to sensation (e.g., sensory processing and motor planning).


The other approach was to work on circumscribed cognitive skills as guided by the abilities expected at each age. Because it was thought that children with autism and other developmental problems learned best through repetition, they were drilled to memorize certain sequences, such as “This is a square; this is a circle.” Although children taught this way could then reproduce a shape in a structured situation, they lacked a full understanding of the shape and what it meant. A child without developmental challenges, on the other hand, is often able to generalize concepts, to apply the concept of a square or a circle to many different squares and circles, and eventually to master geometry.


We have been able to go beyond these earlier approaches. Because every child and every family is unique, with their own special strengths and challenges, we developed an approach tailored to each child and involving families much more intensively than they have been in the past. Our DIR/Floortime model synthesizes the most reliable and current information about how the mind and brain develop and sets new standards of care for children with ASD and related developmental disorders. Three primary insights form the cornerstones of our work with infants, children, and adults:


•Language and cognition, as well as emotional and social skills, are learned through relationships that involve emotionally meaningful exchanges.


We know now that the mind and brain grow most rapidly in the early years as a result of interactions with caregivers. These interactions, as we have described, have several critical features, including warmth and security, regulation, relatedness and engagement, back-and-forth emotional signaling and gesturing, problem-solving, use of ideas in a meaningful and functional way, and thinking and reasoning. Most essential to the development of the mind and brain are multiple interactions that provide a fundamental sense of relatedness. Children who are deprived of this relatedness (for example, in some orphanages) are held back in language and cognitive development and even, in severe cases, in their physical growth.


Emotions lead development all the way, even to advanced abilities such as abstract thinking. To learn concepts such as fairness, children first need to have had the emotional experience of being treated fairly and unfairly. For example, giving a child a cookie while giving three cookies to his sibling quickly teaches a child what unfairness is. He then can abstract from that experience, creating categories of things that are fair and things that are unfair. Language, cognition, and mathematical and quantity concepts are all learned through emotionally significant interactive experiences and relationships. In other words, emotions are the forces that enable us to learn. Teaching all children—particularly those with special needs—requires working with them in the contexts of the family and community, because it is within these contexts that relationships and emotional interactions occur.
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