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  OVERVIEW

  Introduction

  If you are concerned that your child may have Autism Spectrum Disorder (ASD) or if your child is recently diagnosed with ASD, you likely are emotional, overwhelmed, frightened, and unsure of the future for your child and family. This sourcebook is designed to provide parents information about the diagnosis process as well as some of the treatment options available to help your child with ASD reach his or her greatest potential. If you are concerned about your child’s development, it is important to act right away. Talk to your pediatrician as soon as you suspect an issue. You know your child best; if something seems wrong, do not accept a wait-and-see approach from your doctor or anyone else—no matter how well intentioned. Seek help in getting your child evaluated right away.

  There are many choices for parents to make, and usually not unlimited financial resources, so understanding options is critical in the decision-making process. While the scope of this book is broad, there are so many options available and new treatments developing all the time that it is impossible to catalog all of them. At the end of this book is a resource directory compiled by the editors at Skyhorse containing many national and state resources for families. Every effort has been made by Skyhorse to provide accurate information at the time of publication. For more in-depth descriptions of many treatments discussed here as well as additional treatment options, an excellent resource for parents is Cutting Edge Therapies for Autism, another Skyhorse publication. Inclusion in this book is not an endorsement of any particular treatment or practitioner (nor is exclusion meant to imply a negative opinion). This book is for informational purposes only and does not constitute medical, legal, or other professional advice. Parents should determine, along with the trusted professionals with whom they work, the most appropriate course of treatment for their child.

  Understanding your child’s diagnosis and determining the most appropriate of educational interventions, therapies, and medical or other interventions to meet your child’s unique needs can be daunting, especially to the parents of a child newly diagnosed. In part this is because, as the name implies, there is not one “ASD.” It is a spectrum with a wide range of skills and functional levels. The learning, thinking, problem-solving, and daily life skills abilities of people with ASD can range from gifted to severely challenged, and any individual can also have skills that range widely–for example a child with ASD may be very verbal but have significant repetitive behaviors. Each individual with ASD has a unique constellation of strengths and challenges. The diversity in ASD, both within the ASD population and within each individual, creates challenges for parents and practitioners in determining the most appropriate course or courses of treatment for an individual with ASD.

  About Autism Spectrum Disorder

  Traditionally, autism spectrum disorder was described as a developmental disability. More recently, many who diagnose and treat individuals with ASD are recognizing it as a bio-neurological condition. Many individuals with ASD have medical conditions such as mitochondrial disease or dysfunction, immune system disorders, gastrointestinal disease/digestive disorders, autoimmune issues, allergies and sensitivities (including allergies and/or sensitivities to many foods), asthma, epilepsy/seizure disorders, persistent viral infections, sensory integration dysfunction, feeding issues, sleeping issues, hypothyroidism, adrenal function issues, and other conditions. Consequently, along with traditional therapeutic and educational interventions, more treatments are being offered medically (including integrative treatments) and nutritionally to help improve the health and well-being of individuals with ASD. Practitioners and parents report that when these other conditions are treated, symptoms associated with autism often improve, and in some cases resolve.

  Regardless of how one categorizes it, ASD can cause significant social, communication, behavioral, and learning challenges for the affected individual.

  Early Signs & Symptoms

  Parents are often the first to notice something unusual about a child’s behavior or development. It may be that the child is not meeting developmental milestones or it may be that when a parent compares a child’s development to that of other children, the child’s development or behavior is unusual or concerning. If you are worried about your child’s development, raise your concerns with your pediatrician or other healthcare practitioner right away. Do not take a wait-and-see approach and don’t allow your concerns to be discounted or dismissed. Trust your “mommy gut” or “daddy gut” if you feel that something is wrong. You should work with your healthcare practitioner, but always remember that you spend the most time with your child and will notice things that, in short check-ups, may not be apparent to someone else. The sooner your child can be evaluated to determine if intervention is appropriate, the better. The earlier your child begins to receive services and treatments, the better. The human brain has remarkable plasticity (the ability to heal and change) but plasticity may be greatest at younger ages. That said, there is no window that closes on brain plasticity, so if your child is not diagnosed until a later age, they still have great potential.

  At what age do children with ASD show signs of atypical development? There is no one answer. For some infants, development seems atypical from birth or early infancy—as they go through their first year they are not responsive to normal social cues (for example, they have inconsistent eye contact), they don’t exhibit typical pre-language skills, or they are intensively focused on certain objects. Other children appear to develop normally (often for the first 18–36 months) and then lose skills or plateau in the development of skills and begin exhibiting symptoms of ASD. This is called regressive autism. For some children the regression is slow, for others it is dramatic. For some children, regression appears linked to environmental factors, including vaccinations.

  While each child with ASD will present with different symptoms, symptoms generally fall into the following categories: social impairments, verbal and non-verbal communication challenges, and behavior challenges, including repetitive or stereotyped behavior.

  Social Impairment

  For most children with ASD, everyday social interactions are challenging and communications difficulties exacerbate these social challenges. For example, some children with ASD may:

  •    Make little eye contact, have inconsistent eye contact, or glance sideways rather than straight on;

  •    Not respond to their name or other basic social overtures (such as “hello” or “how are you”);

  •    Not engage in typical reciprocal behaviors such as sharing a toy or pointing something out to someone else;

  •    Have difficulty transitioning to new activities or environments or have difficulty in accepting or adapting to a change in an expected schedule, and;

  •    Have highly restrictive interests.

  According to the National Institute of Mental Health:

  Recent research suggests that children with ASD do not respond to emotional cues in human social interactions because they may not pay attention to the social cues that others typically notice. For example, one study found that children with ASD focus on the mouth of the person speaking to them instead of on the eyes, which is where children with typical development tend to focus. A related study showed that children with ASD appear to be drawn to repetitive movements linked to a sound, such as hand-clapping during a game of pat-a-cake. More research is needed to confirm these findings, but such studies suggest that children with ASD may misread or not notice subtle social cues—a smile, a wink, or a grimace—that could help them understand social relationships and interactions. For these children, a question such as, “Can you wait a minute?” always means the same thing, whether the speaker is joking, asking a real question, or issuing a firm request. Without the ability to interpret another person’s tone of voice as well as gestures, facial expressions, and other nonverbal communications, children with ASD may not properly respond.

  However, there also are reports from parents and others that when children or adults with ASD, particularly those with significant verbal challenges, are able to communicate (through the use of assistive technology, for example), they demonstrate that they were far more observant than studies might suggest. Therefore, important advice to parents of children with ASD is to assume that your child understands what is being said around her and to never say anything about the child in her presence that you would not want her to hear (and don’t allow doctors, teachers, therapists, or others to speak about your child in her presence as if she is not there).

  “Theory of mind” also may present social and communicative challenges to individuals with ASD, regardless of verbal skills. Many children with ASD have difficulty understanding that other people have their own points of view, opinions, and feelings that may differ from those of individuals with ASD. As a simple example, a child with ASD may assume that his favorite scene in a movie is also your favorite scene and have difficulty accepting that this may not be the case. This makes it difficult for children with ASD to understand other people’s behavior when it differs from what the child expects based on her own point of view.

  Communication Impairments

  In addition to social challenges, children with ASD often face significant communication challenges. Language skills for children with ASD range from highly verbal to non-verbal, but even highly verbal individuals often have difficulty communicating.

  Previously it was thought that if a child was not speaking by approximately kindergarten age, he likely would not acquire independent verbal language skills. However, consistent with growing knowledge of brain plasticity, more recent research suggests that many non-verbal children may acquire some language skills in later childhood or even in adolescence.

  Non-verbal individuals who do not have an effective means of communication may become increasingly frustrated, act out to try to get their needs met and to communicate, and may become anxious or depressed. Thus it is important to try to find a way for individuals with ASD to communicate if possible. Interestingly, the use of augmentative and alternative communicative devices, in particular iPads, also seems to help some individuals eventually speak independently. Some theorize that these devices decrease frustration and anxiety, creating an environment more conducive to speech development. However, even if a child does not develop independent verbal skills, these devices give them the opportunity to communicate and interact in ways they previously could not. Using these devices, many people with ASD have shown not only keen intellect but also thoughts, feelings and observations that the outward symptoms of ASD might mask.

  Even where a child with ASD has verbal language, she may have delays or non-typical speech patterns such as:

  •    Delayed language acquisition;

  •    Delayed use of simple phrases or the inability to combine words into simple phrases;

  •    Loss of language skills or a plateau in the acquisition of language skills;

  •    Pronoun reversal issues in older children (note that even typically developing toddlers may have pronoun reversal issues);

  •    Echolalia or “scripting”—repeating words or phrases that they have heard. For example, some children with ASD have incredible abilities to memorize and repeat large portions of movies or television shows. Also parents should be alert for a child using echolalic language to communicate independently (i.e., a child appears to be speaking appropriately but actually is using scripted language). Often a parent may be the only one to realize the echolalic speech in those instances, which could mask a speech delay or the severity of the delay. Other children may use echolalic language to express something where they don’t have the actual language to do so (e.g., describing something that happened in a video, such as “the train went into the roundhouse” to express that he is tired and wants to go to sleep). Thus, echolalic language may serve as an important means of communication or a bridge to more independent speech for some children and, if your child is echolalic, it is important to discuss how to address echolalia with your speech professional;

  •    Use of unusual words or phrases that do not seem echolalic but seem out of place.

  Even individuals with ASD who have relatively strong verbal skills often have difficulties with social aspects of language, such as back-and-forth conversation, discussing topics that are non-favored topics, or accepting attempts by others to steer conversation away from the individual’s often narrow interests. These individuals also have difficulty recognizing that their favorite topic may not be of interest to the person with whom they are speaking. Further, some people with ASD present with very flat affect in facial features and voice. Others may communicate in a sing-song voice. The prosody of speech may not only be atypical but also may not match the person’s actual feelings, presenting further communication challenges.

  Behaviors

  Individuals with ASD may face many behavior challenges including repetitive behaviors, narrow interests, difficulties adapting to change or unpredictability in their environment, and aggression.

  Many children with ASD engage in repetitive or stereotyped behaviors. These behaviors can be physical or verbal and range from very noticeable or disruptive to quite subtle. These behaviors are often referred to as self-stimulatory behaviors, or stimming. The following is a non-inclusive list of examples of stimming:

  •    Hand flapping, finger flicking, moving fingers in front of the eyes;

  •    Repeating words or making unusual noises (e.g., screeching, grunting, humming);

  •    Rocking;

  •    Head banging, scratching, or other self-injurious behaviors;

  •    Jumping;

  •    Toe-walking;

  •    Lining up toys (instead of playing with them appropriately) or other objects (e.g., shoes, household objects);

  •    Rolling toys back and forth in the absence of play;

  •    Spinning objects or intense focus on objects that spin or move;

  •    Staring at lights or ceiling fans;

  •    Turning lights on and off repeatedly; and

  •    Repeatedly pressing buttons on electronic toys, in the absence of meaningful play.

  If a child’s stimming activity is disrupted (for example, a ceiling fan turned off or their organization of objects is changed) they may become upset. A child may engage in stimming for various reasons, including to calm himself if his sensory system is overloaded; to excite his system if his system is understimulated; or even to express pain or discomfort (for example, some children with severe gastrointestinal pain may bend themselves over furniture to try to relieve the pain or a child may bang his head in an attempt to relieve severe pain). For any self-stimulatory behavior (or other behaviors, including aggression), it is important to get to the root cause of the behavior rather than to simply try to “unteach” or stop the behavior, particularly in those instances where a behavior is written off as an autism symptom when the child is actually trying to communicate a medical need.

  Many individuals with ASD also have highly focused or narrow interests or persistent preoccupations. While anything can become a focused interest for someone with ASD, some common examples of topics upon which individuals with ASD may focus include trains and train schedules/transit maps, vacuum cleaners, lights/light switches, numbers, and ceiling fans. People with ASD may obtain incredible amounts of knowledge about the subject with which they are preoccupied and may have difficulty accepting that others may not be as interested. Academically, many (though not all, of course) children with ASD gravitate toward numbers/mathematics or science-related topics.

  Individuals with ASD may be challenged by changes in expected routines, transitions from one activity to another, or moving from one environment/location to another. Changes to these routines can be very upsetting and some children may be distraught during these difficult periods. Examples of this inflexibility include needing to take the same route between two places, eating the same foods, and doing activities in a certain order. For this reason, many schools use picture calendars to show a daily routine and review with children each day to prepare for any changes to the routine. Families can also incorporate these picture schedules into the home routine. Individuals with autism also may be distressed by unpredictable movements. For example, movements or noises by unknown dogs are frequently concerning to people with ASD because they may be unexpected and cannot be anticipated. This difficulty could be behavioral but may also have a visual processing or auditory component.

  Some individuals with ASD also have aggressive behaviors. These behaviors may be directed toward themselves and involve self-injurious behaviors such as head banging, hitting, scratching, or pulling out hair/eyebrows/eyelashes. Behavior may also be directed toward others. When a person with ASD exhibits aggression it is critical to not only work toward controlling the behavior but also to try to determine its root cause. Aggression may be the result of physical pain, frustration, anxiety or other underlying reasons and it is important to try to address the cause not just the symptom (the behavior) in order to resolve aggression and address the needs of the individual with ASD.

  What is the Risk?

  How common is ASD? While results of ASD prevalence studies vary, they show that more and more children are being diagnosed with ASD. Boys are at about a four to five times higher risk for ASD than are girls.

  Currently, the most commonly relied upon statistic of autism prevalence in the United States is 1 in 68 (1 in 42 boys and 1 in 189 girls), announced in early 2014 by the United States Centers for Disease Control and Prevention (CDC). This prevalence rate was calculated based on a 2010 survey by the CDC of health and school records of 8-year-old children in eleven U.S. communities. The 1 in 68 prevalence rate is a 30 percent increase over the 1 in 88 rate announced by the CDC in 2012 and an enormous increase over the prevalence rates (as low as 1 in 10,000) in the 1980s.

  Some experts do not acknowledge a true increase in autism, arguing that changes to autism diagnostic criteria, diagnostic substitution, and awareness, among other things, have led to more children being diagnosed with ASD. While these factors likely play some role, many other experts believe that they cannot fully account for the huge increase in the autism prevalence rate over the past few decades and that a significant part of the increase cannot be explained by these factors. Anecdotally, many teachers (and other professionals) report that, until recent years, they did not see in their classrooms (or elsewhere) children with the constellation of symptoms found in ASD. It seems incredible that parents, doctors, and teachers all would have missed massive numbers of children with the severe communication, social, and behavioral challenges frequently seen with ASD.

  Causes

  As the prevalence of ASD continues to rise, causation remains uncertain. Current research suggests that both genetics and environmental exposures contribute to the development of ASD. Epigenetics examines how environmental factors may affect genes, including causing new (not inherited) mutations to genes. This area of research may provide important information concerning both the development of ASD and treatment.

  Prior conventional wisdom held that autism was primarily an inherited genetic condition. While there is still much research to be done on the role of environmental factors in the development of autism, it is becoming more apparent that autism is not solely an inherited genetic condition. Studies in the past several years support the hypothesis that the environment plays a significant role in ASD causation or suggest that environmental factors are important and that heritability (the “proportion of observed variation in a particular trait … that can be attributed to inherited genetic factors in contrast to environmental ones” [www.merriam-webster.com]) is not the sole determinant in ASD causation. Here are just a few examples of recent research. In 2011, a large twins study—the California Autism Twin Study (CATS)—calculated a heritability rate of 37 percent for autism and 38 percent for ASD—rates much lower than prior (and much smaller) twins studies. Importantly, even this rate may be an overestimate because the researchers did not account for the interaction between genes and the environment. More recently, researchers from the University of Chicago examined medical records from more than 100 million people living in the United States and found a strong correlation (at the county level) between autism and intellectual disability rates and incidences of genital malformations in newborn males (which suggest an in-utero exposure altering normal development), suggesting a more significant role for environmental factors in the development of ASD. A study by Canadian researchers just published in January 2015 showed far less genetic similarity than expected by the researchers between siblings who each have ASD. The study involved whole-genome sequencing of siblings and parents and found that in less than a third of cases did siblings share gene variations thought to be relevant to ASD. While this study was not looking at environmental factors, and while the study was relatively small, the results suggest that factors other than heritability are significant in autism causation.

  Genetic Factors

  While genetic factors play a role in the development of autism, it does not appear that, as a general rule, autism can be defined as a solely inherited genetic disorder. The rapid increase in the rate of autism over the past two decades also suggests otherwise. Moreover, despite extensive research, scientists have had limited success in identifying genes or genetic mutations (a change to a gene’s DNA sequence) linked to autism. Currently, only approximately 10 percent of autism cases appear to be related to genetic or chromosomal disorders, including Fragile X Syndrome, Down Syndrome and Tuberous Sclerosis. For the vast majority of individuals with autism, there is no clear cut genetic cause. Even where genetic mutations can be identified, impact by environmental factors cannot necessarily be ruled out because genetic mutations are not only inherited but may arise independently, and may be related to environmental factors.

  It is important to remember that having an increased genetic risk or predisposition does not mean that an individual necessarily will develop autism.

  Environmental Factors

  “Environmental factors” broadly means anything outside our bodies, including, for a developing fetus, the womb. These factors include, for example: food; medications; air; pollutants and toxins; fertility issues, pregnancy complications, and birth trauma; family history of autoimmune disease; allergies; and stress. Some people are more susceptible to the effects of environmental factors than others. Developing fetuses, infants, and young children are particularly vulnerable to environmental insults because they are undergoing rapid physical and developmental growth and changes.

  A number of environmental factors have been or are being studied in connection with autism including pesticides; vaccines; certain pharmaceuticals; freeway proximity; mercury, aluminum, and other heavy metal exposure (including maternal exposure); and lack of or limited use of prenatal vitamins or nutritional deficiencies in pregnancy. It is also important to keep in mind that there are literally thousands of chemicals in our environment, many of which have not been well-studied for harmful effects in general. Moreover, the effects of chemicals in combination often are not well-studied.

  How may these environmental factors be related to ASD? While many more studies of environmental factors need to be done, the total load theory is one possible way to explain the role of environmental factors in ASD causation or contribution. The total load theory posits that each person has a tipping point (and it varies from individual to individual) at which their body can no longer handle the stressors placed on it. For some, the manifestation of having reached the tipping point is ASD.

  Because not much is known yet about who is most susceptible to harm from which particular environmental factors or combinations of factors, some experts recommend minimizing exposures to the extent possible—living a more “green” lifestyle, for example, and choosing, when possible, clean, organic food, cleaning products without harmful chemicals, chemical-free beds and other furniture, low-or no-VOC paints, and non-fluorescent lighting. We cannot control everything in our environment, but addressing issues we can control can have a big impact. Moreover, for some individuals who are sensitive to environmental factors, reducing these environmental stressors may help in reducing the symptoms of ASD. Remember, we are all susceptible to negative impact from environmental factors. If you suspect that your child has ASD or has recently been diagnosed, you are probably under tremendous stress. Reducing negative environmental factors within your control also may help you stay healthy to help your child.


  SCREENING & DIAGNOSIS

  While children can reliably be diagnosed with ASD by approximately age two (and even younger in some cases) many children still are not diagnosed until they are more than four years old. In some instances, diagnosis is delayed because children are not being screened properly, or because parents are encouraged to take a “wait and see” approach, or because some parents are concerned with labeling their child with ASD or another label. However, the sooner your child is evaluated and can begin receiving services, the better. Early intervention may help improve a child’s outcome and may prevent further worsening of some autism symptoms.

  If you are concerned about your child’s development, push for further evaluation. At the same time, if your child is under three, your pediatrician should refer you to your state’s early intervention program. You also may be able to self-refer to early intervention. You do not need an autism diagnosis to begin receiving early intervention services. Generally, eligibility for early intervention services is based on the significance of a delay in an assessed area or areas rather than a diagnostic label.

  ASD evaluations are often done by a team of professionals that may include a doctor (a developmental pediatrician, a neuropsychologist, a child psychiatrist or psychologist, or a neurologist) and professionals in a wide range of fields, including speech therapy, occupational therapy, physical therapy, audiology, and vision.

  A clinician diagnosing your child relies on the diagnostic criteria in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders (the DSM-5). Our focus here is on warning signs to parents, but you should be familiar with the formal criteria as well. Parents also should be aware that—unlike prior versions of the DSM, which had separate diagnosis criteria for autism, Pervasive Developmental Delay - Not Otherwise Specified (PDD-NOS), and Asperger Syndrome, among others—in the DSM-5 there is a single umbrella diagnosis for ASD. You can learn more about the DSM-5 criteria at autism.about.com/od/diagnosingautism/a/What-Are-The-New-Criteria-For-Diagnosing-Autism-Spectrum-Disorders.htm.

  It is important to note that, while the DSM-5 provides the diagnostic criteria for ASD, there is no one “test” for ASD. Different assessment tools may be used depending on where you live or who conducts the assessment(s). This section is meant to provide information concerning some commonly used assessments and does not represent all possible screening and diagnostic tools.

  A developmental history taken from parents and caregivers also should be a part of the screening and diagnosis process for ASD. This type of history may be taken during an interview or you may be asked to provide it in writing. If you are asked to provide it in writing, you may be asked for a follow-up interview to obtain more detailed information. The following areas are generally covered:

  •    Family medical history (both immediate and extended family), including developmental disabilities, learning differences, emotional/behavioral issues, and medical conditions (particularly autoimmune disorders).

  •    Child’s birth and maternal pregnancy history, as well as any fertility issues and/or treatments)

  •    Child’s medical history, including:
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  •    Developmental milestones, including:

  [image: image]Language/Communication
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  •    Results of previous evaluations, if any

  •    History of interventions, if any

  Developmental Surveillance and Screening

  Screening for ASD is usually a multi-step process beginning with developmental surveillance done by your child’s pediatrician during well-child visits. During any well-child visit, your child’s doctor should determine if your child is meeting developmental milestones across several categories—social and emotional; language; cognitive; and physical—as well as look for signs of atypical development. The doctor should examine your child, engage with the child, and ask you questions regarding the child’s development. If your child’s doctor does not appear to routinely check your child’s developmental milestones, ask that it be done. In addition to regular developmental surveillance at well-child visits, the American Academy of Pediatrics (AAP) currently recommends developmental screenings at 9 months, 18 months, and 24 or 30 months. The AAP also recommends screening specifically for ASD during regular well-child visits at 18 and 24 months. If a child shows signs associated with ASD, if another family member (particularly a sibling) has ASD, or if the child otherwise might be at risk, additional screening might be warranted.

  As a parent, you should also familiarize yourself with developmental milestones. You know your child best and in a short well-child visit your doctor may not get the full picture. There are comprehensive lists of developmental milestones and red flags at http://www.cdc.gov/ncbddd/actearly/pdf/checklists/all_checklists.pdf. While there is a range of “typical” development, these lists are helpful in identifying what children generally are expected to have achieved at 2 months, 4 months, 6 months, 9 months, 12 months, 18 months, 2 years, 3 years, 4 years, and 5 years. In addition, these lists highlight behavior or developmental concerns for parents at each age. You should always let your doctor know if you have concerns about your child’s development. For example, you should alert your pediatrician if:

  •    By 4 months, your child is not smiling at people;

  •    By 6 months, your child is not affectionate with caregivers/familiar people, laughing, or responding to sounds;

  •    By 9 months, your child doesn’t recognize familiar people, doesn’t babble, doesn’t engage in back-and-forth play, or doesn’t respond to his or her name;

  •    By 12 months, your child is not pointing, is not using simple gestures like head shaking or waving, or does not have simple single words (such as “mama” or “dada”);

  •    By 18 months, your child is not showing things to others by pointing, doesn’t have at least six words, is failing to gain new words, and does not seem to notice or care if a parent/ caregiver leaves/returns;

  •    By 24 months, your child does not use meaningful, independent (not echolalic) two-word phrases or cannot follow simple instructions;

  •    Any time your child loses skills she previously had acquired.

  Screening Tools

  Screening tools do exactly what the name implies—they screen for possible issues and risk factors and help determine if further diagnostic evaluation is needed. Screening tools are not diagnostic and should not be used to diagnose ASD. If someone makes a diagnosis based only on the results of a screening tool, ask that your child be referred for a comprehensive evaluation. There are many different screening tools available. Some tools are disorder-specific (in this case, ASD), others screen for delays in a particular area of development (such as screens for social challenges), and others are more general developmental screening tools. Screening tools may be administered in a variety of settings including pediatricians’ offices, homes, schools, and therapists’ clinics or offices. Generally, though not universally, screening tools are relatively short questionnaires completed by parents and scored and explained by a professional (doctor, therapist, etc.).

  The following list is not exhaustive, and other tests may be available and may be appropriate depending on particular developmental concerns. Organizations such as the American Academy of Pediatrics and First Signs (http://firstsigns.org/screening/tools/rec.htm) also have information on their websites about available screening tools.

  The Modified Checklist for Autism in Toddlers, Revised with Follow-Up (M-CHAT-R/F)™

  The M-CHAT-R/F™ targets 16- to 30-month-olds and is designed to be administered during pediatric well-child visits but can also be administered by other professionals. It is a quick screening tool that also can be scored in just a few minutes. It does have a relatively high rate of false positives, meaning that not all children who screen positive will later be diagnosed with ASD. It is a two-stage test and depending on the results of the first stage (a 20-question parent-answered questionnaire) the child can be classified as low risk (no additional action recommended other than later rescreening for children under two at the initial screening); medium risk, which warrants administering the more specific follow-up screen to determine if the child should be referred for diagnostic evaluation and early intervention services; or high risk, which warrants immediate referral for diagnostic evaluation and early intervention services. While this tool is available online and parents can self-administer the screen, professional administration and scoring still is recommended to help the parents understand the results and to make appropriate recommendations.

  Ages & Stages Questionnaires® (ASQ)

  ASQ-3® (ASQ Third Edition) is a screening tool for children from 1 to 66 months of age and is designed to be used both in the home and in medical or clinical settings. The parent fills out an age-appropriate questionnaire (approximately 30 items), which can be scored in just a few minutes. The ASQ-3® screens for a variety of issues associated with ASD including communication, gross and fine motor skills, problem-solving abilities, and social/emotional issues.

  In addition to ASQ-3®, parents can complete the Ages & Stages Questionnaires®: Social-Emotional, Second Edition (ASQ:SE-2™), which focuses on social/emotional issues.

  Brief Infant Toddler Social Emotional Assessment (BITSEA™)

  The BITSEA™ is a screening tool appropriate for children ages 12 to 36 months and is designed to evaluate social and emotional behavior. This parent-completed screening tool can be used in a home or office setting and is quick (approximately 42 items) to complete. The BITSEA™ can be followed up with a more comprehensive screen if the results raise concerns.

  Communication and Symbolic Behavior Scales Developmental Profile™ (CSBS DP™) Infant-Toddler Checklist

  The CSBS DP™ Infant-Toddler Checklist screens in seven areas that may indicate a language delay and is designed to assess children whose communicative abilities (not actual age) range from 6 to 24 months. The CSBS DP™ Infant-Toddler Checklist can be completed by parents or by a professional and is scored by a professional. The entire CSBS DP™ takes approximately an hour to complete.

  Parents’ Evaluation of Developmental Status (PEDS) and Parents’ Evaluation of Developmental Milestones (PEDS:DM)

  PEDS and PEDS:DM are screening tools designed for children from birth to approximately eight years old. PEDS screens for issues concerning language, motor skills, self-help, behavior, social/emotional issues, and academic skills, while PEDS:DM is designed to be more accurate than informal developmental milestone checklists. These screens can be administered together. Parents complete the short questionnaires, which are scored and explained by the professional providing the screening assessment.

  Temperament and Atypical Behavior Scale (TABS)

  TABS is a screening tool for children between 11 and 71 months of age. The 15-item questionnaire can be completed by parents in just a few minutes and scored quickly by a professional. TABS particularly looks at behavior and regulatory issues.

  Child Development Inventory (CDI)

  The CDI is targeted for preschoolers and toddlers. Unlike a number of the screening tools discussed above, the CDI is a longer, approximately 300-item questionnaire. The CDI is completed by parents and is designed to measure eight different areas relating to motor skills, language, social, self-help, and cognitive to provide parents information on a child’s skills and possible challenges as well as to help assess school readiness.

  Diagnosis

  If a screening assessment raises concerns and/or other risk factors exist, a child should be referred for a comprehensive ASD evaluation. Often a team of professionals evaluates a child to determine if an ASD diagnosis is appropriate. That team may include a doctor (developmental pediatrician, neuropsychologist, child psychiatrist or psychologist, or neurologist) and likely also will include professionals in a wide range of fields, including speech therapy, occupational therapy, physical therapy, audiology, and vision, depending on the child.

  These professionals will use a variety of methods in determining if your child meets the DSM-5 diagnostic criteria for ASD. They will obtain information from you, likely including a comprehensive family history, as discussed above, and will interact with your child. Certain testing may be performed including:

  •    Hearing tests to determine if a child has a hearing impairment that requires further intervention and could impact communication, socialization, and even behavior;

  •    Vision evaluation;

  •    Speech evaluation;

  •    Occupational and/or physical therapy evaluations;

  •    An electroencephalogram (EEG) to assess for seizure activity or other unusual brain wave activity;

  •    Magnetic Resonance Imaging (MRI) and/or Computer Assisted Axial Tomography (CAT SCAN) to assess for neurological issues or structural changes in the brain;

  •    Genetic testing for conditions such as Fragile X; and

  •    Testing for possible metabolic or mitochondrial issues that may warrant more comprehensive evaluation.

  The professionals diagnosing your child likely also will use one or more of various standardized and specialized tests. These assessments are designed to cover multiple domains to provide a comprehensive picture of an individual’s challenges and strengths. The most commonly used diagnostic tools include:

  The Autism Diagnostic Observation Schedule, Second Edition™ (ADOS™-2)

  The ADOS™-2 is a standardized assessment that takes approximately an hour to administer. It consists of a series of structured or semi-structured interactions between the child and the professional administering the ADOS™-2, giving the evaluator a chance to observe social issues, behaviors, and communication issues potentially associated with ASD. The ADOS™-2 has multiple modules to allow for a choice appropriate to the child’s developmental level and communication abilities. It was revised in 2012 and, among other things, can now be administered to children as young as 12 to 30 months. A highly trained clinician should administer this evaluation.

  The Autism Diagnostic Interview,™ Revised (ADI™ -R)

  ADI™-R is a companion instrument to the ADOS™-2. ADI™-R focuses primarily on social issues, behaviors, and communication issues. The assessor administering the ADI™-R conducts a structured interview with the parents of the child being assessed. The interview includes a full developmental history, as well as current observations concerning development. Like the ADOS™-2, this assessment is standardized.

  Childhood Autism Rating Scale™, Second Edition (CARS™ -2)

  CARS™-2 consists of a 15-item questionnaire completed by a professional evaluator (scores are standardized) and a parent/caregiver questionnaire. There are two different CARS™ questionnaires—a standard form and a high functioning form (used when evaluating children six and older who are more verbal). The parent/caregiver questionnaire is not scored.

  Vineland Adaptive Behavior Scales, Second Edition (Vineland™ -II)

  This standardized tool measures how a child is performing in four domains: daily living skills, communication, socialization, and motor skills. Additionally there is an optional index to measure maladaptive behaviors. The assessment can be conducted through an interview form or a parent/caregiver-completed form. There also is an expanded interview form as well as a teacher rating form that can be administered.

  Regardless of which assessment tools and tests are administered, you likely will receive written reports from the various professionals evaluating your child or a comprehensive report combining testing results and providing information about your child’s diagnosis. You also can expect to meet with either the professional overseeing the evaluation or the team of evaluators to discuss the results and their recommendations for your child. This is an important chance for you to ask questions. No question should be off-limits—you are working to determine the most appropriate course of action to help your child and this is also an opportunity for you to gain more knowledge about the evaluation processes and how results are analyzed. This may be the first time your child is evaluated, but chances are that it will not be the last time. As your child ages, he will likely be evaluated for preschool-aged special education services and re-evaluated regularly to determine appropriate school-aged services. You might also have your child evaluated at later dates to help you determine whether his diagnosis still is accurate or to help you independently determine appropriate interventions.

  Evaluations can be stressful for both children and parents. Children may be in an unfamiliar environment and, even if evaluated at home, will be working with an unfamiliar adult. For children who do not adapt well to change, the pressure can be tremendous and a child’s behavior during evaluations can be challenging for parents as well. Moreover, as parents, we want to paint our children in the best light but it is important to be honest and not aspirational in your responses to parent questionnaires and interviews. Even though it is difficult and emotional to admit to someone the significant challenges your child may be facing, your honesty will help your child to receive the most accurate diagnosis and access to services he may need to help him reach his fullest potential.

  Educational Assessments

  As your child gets older and enters the school system, you will also need to learn to navigate a new set of rules. Based on federal law, including the Individuals with Disabilities Education Act (IDEA), children with disabilities are entitled to a free and appropriate public education. Your child’s eligibility for services from your school district is not based merely on a diagnosis of ASD, rather it is based on your child’s educational needs. Therefore, it is possible that a child would be categorized differently from ASD (for example, speech and language impaired) for educational purposes or, less commonly, could be determined to be ineligible for special education services despite having an autism diagnosis.

  The IDEA was enacted to provide children access to evaluation for and receipt of appropriate educational services. Under IDEA, whether the parent or another person recommends that a child be evaluated, the parent must provide informed written consent. This means that if a school recommends evaluation for your child, the school must explain why, how the evaluation will be conducted, and alternatives considered, and it must provide the parents with information to learn more about their rights and their child’s rights.

  If a parent consents to evaluation and a school district refuses to evaluate or, after evaluation, refuses to provide services at all or at an appropriate level, the parents may avail themselves of their due process rights to attempt to resolve the dispute. Often this may begin with a voluntary resolution session or mediation but may ultimately result in the parents commencing litigation against a school district to attempt to resolve the parties’ differences. The procedure may vary somewhat in different states. For example, in some places there is one level of administrative review before a lawsuit moves to civil court and in some places there are two levels of administrative review. There may be options in addition to public school placement in your school district if your district is unable to offer your child an appropriate program. Some districts will facilitate placement in another public school district that can provide an appropriate placement for your child, districts may agree to fund placement in a private school program, or, if you believe the district has not offered your child an appropriate placement, you may consider placing your child in a private program and litigating against your school district for reimbursement. An attorney who practices in this area of law can be very helpful in the process of negotiating with your district and, particularly, if you eventually need to litigate against the school district. Some parents also use advocates to help guide them through this process. Professionals familiar with your school district can help you navigate this process and provide practical and realistic advice about working with your district. Each district is different and it is important that parents understand their child’s rights to ensure that their child is receiving an appropriate education.


  THERAPIES & INTERVENTIONS

  When a child is diagnosed with ASD, parents are, justifiably, overwhelmed. While they now have a name to put to the issues they have seen in their child and the challenges they have been experiencing as a family, the ASD label does not automatically provide a clear course of action. In fact, each child’s needs are specific to that child’s constellation of strengths and challenges. However, the sooner your child begins to receive services, the better. Keep in mind though that intervention at any age can help a child, so do not think that if you did not get early intervention that your child cannot make significant strides—children can and do make gains at any age.

  For children whose delays are noted before they are three, early intervention is an important avenue to access treatment. Children under three who are at risk of developmental delays may be eligible for services such as speech therapy, physical therapy, occupational therapy, and special education. These services are provided through state early intervention programs. Through your state’s system, you can ask for an evaluation to determine if your child qualifies for services. Your pediatrician should be able to provide relevant contact information. Whether these services are provided for a fee, on a sliding fee scale, or at no cost to the family varies from area to area. A formal ASD diagnosis is not needed to begin early intervention treatment where a particular symptom is noted, such as language delay. Eligibility for early intervention services is dependent on the significance of a child’s delay or delays across multiple domains. Therefore, don’t wait for a formal autism diagnosis to request an early intervention evaluation.

  Depending on the child’s age, you may be requesting services through early intervention, preschool, or school-aged services. Services may be provided in the home, in a therapist’s office, at a school or center-based location, or some combination of these settings, depending on your child’s age and needs and the availability of services in your area. In addition, parents may privately pay for therapy services (possibly seeking insurance reimbursement where available). Many parents also seek additional treatments for their children including medical/biomedical treatments, nutritional approaches, and other therapeutic modalities.

  Types of Treatments

  There are many different types of treatments available for individuals diagnosed with ASD, including:

  •    Educational, behavioral, and communications programs and therapies;

  •    Dietary approaches;

  •    Medical and biomedical approaches, including integrative medicine (we are using this term to broadly describe integrative, complementary, and so-called alternative approaches)

  There are many interventions that parents and professionals have found help may help some children with ASD. As with treatments (whether traditional or more cutting edge) for many health conditions, not every individual with ASD will benefit from every treatment option. Some modalities or treatments have peer-reviewed research to support them but some may not. Many have anecdotal evidence of positive results. With so many options to choose from, families should research which approach or combination of approaches is appropriate for their child and their family. Consideration needs to be given to the cost of various approaches (especially where interventions are not provided through early intervention or school districts and where they may not be covered or reimbursed by insurance), the time commitment for various treatment modalities, and the impact of interventions—time, money, and emotional—not just on the child with ASD but on the whole family. You can consult books and websites about treatment options. Read with a critical eye, especially if something sounds too good to be true. Dig for unbiased sources where available. Ask “tough” questions of practitioners you are considering—legitimate practitioners should welcome the chance to share with an interested parent information about the treatment modality or modalities in which they practice. Some sample questions include:

  •    What is a typical treatment like?

  •    What is required of the child during treatment?

  •    What range of results does the practitioner see?

  •    Are there categories of individuals who seem to respond (or not respond) to the treatment and why?

  •    Are there people for whom the treatment would be inappropriate or contraindicated?

  •    What are the true costs of the treatment (for example, are there add-ons a parent will be encouraged to buy that increase the cost)?

  •    How long is treatment expected to last?

  •    How soon do patients/clients generally see results?

  •    Is there any carryover therapy to do at home? If so, is specialized equipment needed? What is the time commitment? Cost?

  •    Does the practitioner have any patients you can speak with about their experiences?

  •    Are there studies of this treatment? If not, what support is there for the effectiveness and safety of the treatment?

  When you are exploring treatment options, other parents also can be a very good resource but you also need to consider that each child and family is unique and what works for one family may not work for yours. Nonetheless, valuable insight can be gained from other parents. Many times, parents are able to provide a tip, a resource, a new therapist or modality that you might otherwise not have heard about. When discussing a treatment, ask other parents for specific information. Try to determine how your child is similar or dissimilar from their child. Ask what changes they saw and why they attribute the changes to the intervention you are considering. Ask for the positives and negatives about the treatment from the parent perspective—this can provide a balance to information the practitioner provides. For example, if there is a home carryover component, the practitioner may share what he truly believes is the time commitment or compliance level required but a parent may have a different experience. Ask parents about the costs, in terms of time, money, and balancing family life.

  Another note of caution: It is tempting to want to start to do many things all at once so that your child can make progress as quickly as possible. However, it is important to keep in mind that you want to be able to, as best you can, determine which treatments work and which do not. If several new treatments are started at once, you will be less able to attribute either good or poor results to one thing and determine what you should keep in your program and what should be changed. Work with your trusted professionals to determine for each intervention how to approach introducing that intervention and subsequent treatments.

  Every effort has been made to accurately describe the treatment modalities discussed herein. However, if you are considering any of the modalities, please discuss them with professionals trained in those areas, who are able to provide the most accurate and timely information. Keep in mind that many individual practitioners also will adapt methods or protocols in their practices. The descriptions herein are provided for informational purposes only and not as medical, educational, or otherwise professional advice. In some instances, we have provided websites for general information but also encourage you to explore further.

  Educational and Behavior Approaches

  Applied Behavior Analysis (ABA)

  Perhaps the most well-known treatment approach with respect to ASD is applied behavior analysis (ABA). There is not one “ABA,” rather ABA provides basic principles designed to reward positive and reduce negative behaviors. ABA programs can be used to change negative or maladaptive behaviors and establish positive behaviors, teach new skills, and generalize skills or behaviors between different environments. ABA providers take data to track progress toward specific goals.

  Some children receive comprehensive ABA programs. These programs can take place in a school or center-based setting, in the home, or in some combination thereof. Comprehensive ABA can take 20 or 30 (or more) hours a week and last for years. A comprehensive program will work toward improved functioning overall.

  In addition, some children, either as part of a comprehensive ABA program or separately, receive focused ABA to address discrete issues, such as a difficult to resolve behavior. These programs may be shorter in both regular time commitment and duration needed.

  Discrete Trial Training (DTT) is perhaps the best-known form of ABA. As its name implies, DTT uses a series of trials designed to teach each step of a learning objective. DTT takes place in a very controlled one-on-one student-to-therapist teaching environment. Trials are repeated to teach the objective. DTT uses positive reinforcement to reward a student for a correct answer or positive response/behavior. ABA therapists use instructions, prompting, and other methods to help students reach their established goals.

  In addition to in-person ABA instruction, ABA programs are available through web-based programs. While live ABA instruction is preferable, it is not always available for the amount of time needed or may not be available in some geographic areas. These programs can be valuable resources, for example, to parents who live in under-served communities or parents who want to augment the school or home services a child already receives.

  Parents should make sure of the qualifications of their ABA providers and those who supervise the therapists. Many insurance companies that may provide coverage for ABA may expect supervisors and/or therapists to have certain qualifications, such an advanced degree or board certification in ABA. You should determine what your insurance requirements are if this is an issue for you. Moreover a qualification like board certification helps to ensure (but of course cannot guarantee) that ABA is being appropriately implemented with your child.

  More information about ABA can be found at www.abainternational.org.

  Pivotal Response Treatment (PRT)®

  PRT® is based on ABA principles but is a more natural method designed to, in particular, improve socialization and communication for children with ASD. PRT® “targets pivotal areas of a child’s development, such as motivation, responsivity to multiple cues, self-management, and social initiations. These skills are pivotal because they are the foundational behaviors upon which learners with ASD can make widespread and generalized improvements in many other areas. By targeting these critical behaviors, PRT® results in widespread, collateral improvements in communication, social, and behavioral domains.” (http://www.autismprthelp.com/about-prt.php). While ABA frequently relies on reinforcers such as candy or another treat to reward positive behavior, PRT promotes the use of natural reinforcers related to an activity. For example, if a child is working toward requesting a specific object, the reinforcer is that object, rather than something unrelated to the task.

  Family plays an important role in PRT, providing insight into what motivates an individual learner and also in providing social situations that allow the child to generalize skills.

  More information is available at www.autismprthelp.com.

  Verbal Behavior Intervention (VBI) or Verbal Behavior Therapy (VBT)

  VBI/VBT focuses on communication skills, such as the purposeful use of verbal and non-verbal language to communicate requests (known in VBI/VBT as “mands”) and communication to share information (known in VBI/VBT as a “tact”). VBI/VBT applies the work of B. F. Skinner and principles of ABA in developing communication skills. As with ABA, reinforcers are an important part of VBI/VBT. Learners are given positive reinforcement not just for communicating but also for efforts toward communicating. Prompting is also an important part of VBT, scaffolding for the learner and reducing prompts over time, so that she can work incrementally to reach a language goal.

  Developmental, Individual Differences, Relationship-Based Approach (DIR® and Floortime methods)

  Floortime-based therapies (such as DIR/Floortime® and the Greenspan Floortime Approach™), based on the work of Dr. Stanley Greenspan and Dr. Serena Wieder, generally are designed to help children reach six key developmental milestones, focusing on the social-emotional and intellectual, to help children form relationships and encourage intellectual/cognitive growth. These milestones relate generally to self-regulation and interest in the world around the child rather than

  an inward focus; engagement with others; and increasingly more complex communication and social-emotional involvement, including more creative play, problem-solving skills, logical thought, and forming links between ideas for more complex learning. While the Floortime methods are not themselves speech therapy, occupational therapy, or educational methodologies, many professionals with specialized training in speech, OT, special education, and child psychology also receive training in Floortime methods and Floortime methods often are incorporated with these therapies.

  Learn more about DIR® and Floortime methods at www.icdl.com and www.stanleygreenspan.com.

  Early Start Denver Model (ESDM)

  As its name suggests, ESDM is a method focused on early development in the infant and toddler years. It is based on ABA as well as developmental psychology and, like ABA, usually focuses on one-on-one teaching. It also emphasizes parent training and involvement to generalize learning. Therapists and parents use ESDM not only in a clinical setting but also as part of a child’s daily life, with the goal of improving overall function. ESDM encompasses more natural, play-based activities.

  Learn more about ESDM at www.ucdmc.ucdavis.edu/mindinstitute/research/esdm.

  Relationship Development Intervention (RDI®)

  RDI®, developed by psychologist Steven Gutstein, PhD, aims to improve a child’s social/emotional well being, her life skills, cognitive function, and relationships, especially with parents and caregivers. RDI® capitalizes on brain plasticity and challenges the brain to grow and develop to help those with ASD (and other challenges) to be able to function in a more “typical” way. As such, it does not just seek to teach mechanisms to help those with ASD cope despite their challenges but to actually change the brain. Certified RDI® consultants can develop a child-specific plan, provide therapy and also teach parents and caregivers ways to apply RDI principles in daily living.

  More information is available at www.rdiconnect.com.

  Son-Rise Program®

  The Son-Rise Program® was created by Barry Neil Kaufman and Samahria Lyte Kaufman initially to help their son, who was diagnosed with severe autism. The program developed from the premise that autism is a neurological disorder affecting a child’s ability to relate, not merely a behavioral disorder. The program is heavily dependent on parent involvement. Therefore, parent training is a key component of the Son-Rise Program®. Ideally the program takes place in a space created in the home to minimize distractions and sensory overstimulation. Son-Rise® is play-oriented and focuses on socialization and building relationships. Under the Son-Rise Program®, you identify a child’s motivators and then use those to encourage the child’s participation. The program does not discourage a child’s stimming but instead encourages the parent to join the child in stimming—meeting the child where he is as a way for him to begin to relate to the world. Many families recruit a team of volunteers or staff to help immerse the child in the Son-Rise Program®.

  More information is available at www.autismtreatmentcenter.org.

  Treatment and Education of Autistic and related Communication-handicapped Children (TEACCH®)

  TEACCH® is a structured approach to education for those with ASD. It provides a framework for learning but is not a specific curriculum. The TEACCH® approach focuses on acceptance and support to help people with ASD achieve the most independence possible. Using visual and written information to teach skills, and providing support for socialization and communication, it is individualized and can be adapted to a person’s age and developmental level.

  More information is available at www.teacch.com

  Rapid Prompting™ Method (Soma® RPM)

  Soma® RPM was developed by Soma Mukhopadhyay, the mother of a severely affected young man, to allow learners with ASD to improve academic skills. In the process, students also are able to better communicate using the teaching tools of Soma® RPM, which can simply be paper and pencil. Soma® RPM encourages increasingly sophisticated responses as the learner’s cognition and motor skills improve. Soma® RPM is based on the presumption that individuals with ASD are able to learn. Using Soma® RPM, students are given exposure to a wide variety of interesting and appropriate information and a way to learn and communicate what they have learned.

  While Soma® RPM uses prompting, it is not facilitated communication. A teacher using Soma® RPM provides a variety of intensive prompts (non-touching) designed to get the student to respond and to compete with the student’s self-stimulatory behaviors.

  More information is available at www.halo-soma.org.

  The Miller Method®

  The Miller Method®, developed by Dr. Arnold Miller, PhD, and Eileen Eller-Miller, M.A., focuses on what it sees as a challenge to those with ASD in building systems and organizing behavior in increasingly complex ways, which is necessary for development. The Miller Method® determines the significance of atypical behaviors and turns those behaviors into functional ones. The Miller Method® uses activities designed to fill gaps in a child’s development. It is an approach that also relies heavily on parent involvement for generalizing what is learned into the home and other environments.

  More information is available at www.millermethod.org.

  Communications

  Even students with relatively strong verbal skills frequently require speech and communication interventions. Further, finding an effective means for individuals with limited verbal capacity to communicate is important to reduce stress, frustration, and possibly anxiety and depression. There are a number of communication methods that may help children with ASD.

  Speech Therapy

  Speech therapy is an integral part of services for children with ASD. Children with ASD often need help with both the production of speech and the pragmatic use of language. Even children who have relatively strong speech skills often struggle with social language. Speech therapy is intended to improve communication skills. For some, this may be verbal speech; for others, it may be speech through assisted or augmentative communication devices, or gestures. Speech therapy can be delivered in a wide variety of settings and may be 1:1, dyads (2 children with one therapist), or a small group, depending on a child’s needs and goals.

  Many speech therapists also work with children using oral motor exercises and tools. This is especially helpful for children who have low tone or motor planning difficulties that may inhibit speech production. Oral motor activities often use simple items or food found around the home (e.g., straws, bubbles, whistles) and there also are more specialized oral motor tools (e.g., chewies, vibrating tools, horns, texturized tools, brushes, special straws) that a therapist may recommend. Activities can include: blowing, sucking, and other lip-related activities, tongue-related activities (such as licking and other tongue movements, sound activities), and activities to strengthen the jaw (such as chewing).

  Some speech therapists also are trained in a method known as PROMPT©. PROMPT© stands for “Prompts for Restructuring Oral Muscular Phonetic Targets.” PROMPT© therapy involves touching cues to the jaw, tongue, and lips to help a child develop motor control and teach the movements necessary to articulate phonemes, words, phrases, and sentences. PROMPT© is used for a wide variety of communication-related challenges including ASD and apraxia/dyspraxia. Learn more about PROMPT© at www.promptinstitute.com.

  The Picture Exchange Communication System (PECS™)

  PECS™ uses picture symbols to systematically teach communication skills. Students are taught to initiate communication by giving a picture in exchange for an object—encouraging the child to make a connection between the two. As skills build, the use of pictures in exchange for objects is made more sophisticated and more demands are placed on the child. While initially PECS™ is often taught without use of verbal language, language is introduced to provide prompts to the child as demands increase, as well as to model language. PECS™ can be used to teach students increasingly complex and abstract communications skills, including emotions. PECS™ is often used both in homes and schools/centers to help children navigate their daily schedule.

  Learn more about PECS™ at www.pecs-usa.com.

  Augmentative/Assistive Communication Devices

  There are a variety of devices, software programs, and apps that enable individuals with no or limited verbal communication to effectively communicate. These include devices solely devoted to language output as well as smart phones, computers, and tablets. In particular, iPads have become very popular communication devices and there are many apps and programs available for the iPad to provide communication support for individuals with ASD. Some apps and programs are as simple as a two-choice option where a child can choose yes or no, or can choose from milk or juice when asked what they want to drink. Other apps and programs are very sophisticated programs allowing conversational communication with a huge variety of words/symbols available. Moreover, there are many apps and software programs geared toward improving sentence structure, conversational language, vocabulary, and other aspects of speech that can support verbal children with language challenges. As noted above, some non-verbal children become verbal (to varying degrees) while using these devices. Use of these devices also can lessen frustration, anxiety, and even depression, that may be experienced by those who want to communicate but cannot.

  Occupational Therapy

  Occupational therapy can be use to help individuals with ASD develop important life skills and skills of daily living. In children this may include things like dressing, eating and use of utensils, cutting with scissors, writing, bathing/showering, and personal hygiene. Occupational therapists also work on helping individuals to improve socialization and therapy may be delivered with a peer for this purpose. Occupational therapy is provided in clinical offices, in schools, in homes and in sensory gyms, which contain equipment to help address sensory integration challenges faced by many individuals with ASD.

  Sensory integration therapy is a critical aspect of occupational therapy for many individuals with ASD. Many children with ASD have difficulty processing and reacting to various sensory stimuli. Individuals can be hypersensitive to some things—such as a tag on a shirt, noise, and lights—or hyposensitive causing them to seek stimulus, like jumping or other movement. Among other things, sensory integration therapy uses the person’s vestibular (balance and spatial orientation), tactile (touch/texture), and proprioceptive (where your body is in space and where your body parts are in relation to each other) systems to help regulate sensory processing. Some tools used in sensory integration therapy may include swings, brushing, weighted vests, and stability balls, among many others.

  Often children with ASD use a sensory diet to help them better function. A sensory diet is a plan of sensory activities custom designed to address a person’s sensory needs in the situations in which they are challenged. A sensory diet can be used at home and in school, as well as in other environments. Sensory diets can address a wide range of issues including: proprioceptive, auditory, tactile, smell, taste, visual, and vestibular challenges. Classrooms may have sensory toolkits with various tools to address children’s sensory needs to help them better attend and learn.

  Physical Therapy

  Some children with ASD also require physical therapy to address challenges relating to movement, including walking, stair climbing, coordination, and balance. Therapy can be delivered in a clinical setting, at school, or at home.

  Other Therapeutic Interventions

  Vision Therapy

  Vision is more than just how well you see, it also includes how well your visual processing skills function. In fact, some of the symptoms of autism in a child may be related to difficulties with visual processing, including, but not limited to poor eye contact, side glancing rather than looking straight forward, hyperfocus, academic struggles, difficulties with transitions, difficulties with unpredictable movements, awareness of one’s body in space, sensory sensitivity to light, and impulsivity. While different providers use different methods of testing, as a general rule, a patient’s visual acuity will be tested along with a variety of tests to determine eye tracking, whether or how well the eyes work in tandem, and other issues. Some of the tests may be conducted using testing equipment, computers, or physical tests that allow the clinician to observe adaptive behaviors and other indicators in the child that suggest vision challenges. Some tests also may be conducted using lenses, such as prism lenses, that disrupt vision. Recommended therapy will vary both depending on the clinician and the testing results. Some therapies may be computer-based and other therapies may involve hands-on or physical activities. In some cases, therapies may involve a combination of the two. Therapy may take place at home or in a clinician’s office or both. As a general rule, programs are closely monitored and regularly adjusted to meet the patient’s changing needs.

  Neurofeedback

  Neurofeedback is a treatment modality that provides direct training to help improve efficiency of brain and central nervous system function and self-regulation. Neurofeedback can be used to treat many issues that involve brain disregulation, including ASD and ADHD. Individuals often are assessed prior to neurofeedback and at intervals during treatment using a specialized form of an EEG called a QEEG, a type of “brain mapping” that may assist in administering more targeted treatment. In neurofeedback, electrodes are attached to particular spots on the scalp and brain activity is analyzed and the neurofeedback program then provides feedback, often targeting specific frequencies, to the brain, which uses that feedback to improve efficiency and self-regulation. This training and repetition allows the brain to change, taking advantage of brain plasticity. There are several different types of neurofeedback used; some require the active participation of the patient—for example, manipulating an object on a computer screen—and others are more passive.

  Service Dogs

  Many families of children with autism are finding that trained autism service dogs are a true asset to their families. These dogs can help reduce the stress that people with ASD are under in interacting in a world that assaults their sensory systems and often places stressful social and communications demands on them. Some service dogs are able to sense when a child may have a seizure or, if a seizure begins, can alert those nearby. Dogs also can help with sleep issues. Service dogs can help prevent wandering, a serious and life threatening issue for children with ASD. Unlike people, who may, even unintentionally, make judgments about individuals with ASD, dogs do not judge. As a general rule, trained service dogs can enter public places and travel with the person they assist. In some instances, autism service dogs may be able to attend school with the child they assist, helping to reduce stress and encourage social relationships with peers.

  Individuals with ASD may also benefit from interactions with a therapy or companion dog, either individually or in a group setting. These dogs can provide non-judgmental companionship, reduce anxiety, and help with socialization/communication and other issues but do not have the same extensive training and skill sets as service dogs and do not have the same public access rights as service dogs.

  Art, Music, Dance and Drama Therapies

  Art, music, dance, and drama can be powerful tools in helping individuals with ASD both in a clinical, therapeutic setting and as a creative outlet. It is not unusual for people with ASD to be artistically or musically talented or gifted. Many parents, for example, report that their child with ASD has perfect pitch.

  Trained music, art, dance, and drama therapists can use their artistic modalities in a therapeutic setting to address some core challenges faced by individuals with autism, including social-emotional challenges, communication, sensory issues, gross and fine motor skills, organization and attention, and cognitive issues. Moreover, the therapy may also capitalize on and strengthen artistic skills that an individual may have. In this more formal, clinical setting, patients are assessed and individual treatment protocols developed to address individual challenges and goals.

  Moreover, art, music, dance, and drama can be used in non-clinical settings to help individuals with ASD address some of their challenges as well as to capitalize on their strengths (for example, children who are verbal but echolalic may succeed at memorizing lines in a drama class and children with musical talent might feel more comfortable and have more fluency while singing). These inclusive programs can help children develop stronger communication skills, social-emotional connections, improve their self-esteem, and simply have fun in a safe and sensory-sensitive environment.

  Hippotherapy and Therapeutic Horseback Riding

  Hippotherapy and therapeutic horseback riding are two different treatment modalities both using horses to benefit children with ASD.

  Hippotherapy is used by a variety of therapists (such as speech, occupational, and physical therapists), integrating movements of a horse in providing sensory and motor input while the therapist provides therapy to the patient within their practice area. Therapists who incorporate hippotherapy should have additional training beyond their core practice area.

  Rather than operating as an adjunct to other therapeutic modalities, therapeutic horseback riding focuses on teaching equestrian skills. Horses are gentle, non-judgmental companions for children in therapeutic riding programs and this environment helps children to not only learn equestrian skills but also to work toward additional rider-specific goals such as balance, coordination, focus/attention, and socialization and communication.

  Social Skills Interventions

  There are numerous methodologies and tools available to address social challenges, one of the core issues faced by individuals with ASD.

  Social Stories™ and similar programs use simple stories and illustrations to help individuals with ASD understand a myriad of social situations and can often be personalized to help make the lessons more concrete. Many parents and professionals use these stories to help teach individuals what to expect and how to behave appropriately in social situations, which is often not intuitive for individuals with ASD. It may also benefit children with ASD to act out scripts, facilitated by therapists, teachers, or parents, addressing particular social situations. The scripts can be used to show children different options in a social situation and what might happen depending on choices made.

  There are a number of books and workshops for parents and professionals to learn ways to improve social skills for those with ASD. Two of the most well-known experts are Michelle Garcia Winner, MA, CCC-SLP, and Jed Baker, PhD.

  Social Thinking® is a program developed by Michelle Garcia Winner to improve social thinking in individuals, including those with ASD, who face challenges in their social thinking abilities. Social Thinking® is often used in school settings to help students learn to process complex social information, but books and workshops make the program accessible to parents and all types of professionals as well, allowing it to be used in many situations.

  Dr. Baker is the director of the Social Skills Training Project and gives presentations and workshops internationally focusing on social skills and challenging behaviors. He has authored several books, including The Social Skills Picture Book and Social Skills Training for Children and Adolescents with Asperger Syndrome and Social Communication Problems.

  Programs and apps available for computers and mobile devices can help teach social and communication skills, including reading visual (facial expressions/body language) and verbal (such as tone of voice) cues in interpreting social situations. Videos also can be used to teach social skills and include videos that model social interactions. Moreover, in addition to the social scripts mentioned above, children can be videotaped while enacting a social situation and the video can be used as a teaching tool for the child.

  Professionally moderated/guided social skills groups also may benefit children with ASD. These groups can be conducted in a school setting or privately and can be comprised of children with social challenges or be an integrated group including typically developing children and children with ASD. Many activities can be used in a group setting to facilitate social skills development—for example, board games, cooperative activities, role playing social scripts, and brainstorming on how to address a social challenge that arises in the group.

  Auditory Therapies

  Similar to our visual system—which is more than just visual acuity—our auditory system is more than just our ability to hear well. In addition to hearing well, a person must be able to process what she hears. Many children with ASD have difficulty with auditory processing, sound sensitivity and other sensory issues, attentional issues, speech and communication, and executive function. Auditory therapies may help by stimulating the brain in specific ways to help an individual better process sensory input.

  There are a number of auditory therapy programs available, including but not limited to: Tomatis, Auditory Integration Training, Berard AIT, The Listening Program®, Solisten®, Therapeutic Listening®,, Samonas™, Fast ForWord®, Earobics®, EnListen®, Rhythmic Entrainment Intervention (REI®), Interactive Metronome®, and EASe listening programs. Some auditory therapies are delivered in a clinical setting, others in a home setting, though even many of the home programs are overseen by a therapist trained in auditory therapy to ensure that the program is properly implemented. Often auditory therapy is based on music that has been manipulated (such as filtering the music or adjusting frequencies) but not all therapies are music based. Specialized headphones also may be used (such as bone-conducting headphones).

  Brain Gym®

  Brain Gym® is a program based on a series of 26 activities that work on coordinating the eyes, ears, hands, and body. These movements are intended to help coordinate the right and left brain hemispheres. Many exercises are done on each side of the body or across the midline. Brain Gym® can help with a variety of challenges faced by children with ASD including attentional issues, academics, coordination, organization, anxiety, and others. Some schools even incorporate Brain Gym® activities in the classroom. Brain Gym® was developed by Paul E. and Gail E. Dennison.

  HANDLE®

  HANDLE® is an acronym for Holistic Approach to Neurodevelopment and Learning Efficiency. In the HANDLE® model, behaviors are treated as communications and provide insight into which systems of the body, particularly challenged neurological systems, need to be treated. HANDLE® practitioners do thorough assessments to determine the root cause of challenges presented by an individual and, based on the results, develop a highly individualized program of HANDLE® exercises. HANDLE® believes in a system of Gentle Enhancement® to address challenges to systems, strengthen them, and avoid undue stress, thereby reducing the behaviors with which an individual presents. HANDLE® was developed by Judith Bluestone.

  Craniosacral therapy (CST)

  Craniosacral therapy may help relieve stress, improve the function of the nervous system, and improve immune system function, all of which are challenges for many individuals with ASD. The practitioner gently uses her hands to balance cerebrospinal fluid as well as membranes and tissues surrounding the spine and brain by releasing restrictions in the tissues. CST is not massage, it is done with a much lighter touch. Parents of children who receive this therapy often report that their children are more relaxed and socio-emotionally connected following therapy.

  Chiropractic and Chiropractic Neurology

  Most people hear the word chiropractor and think of manipulation or adjustment of the spine or other joints and soft tissue either by hand or using specialized instruments, and this treatment is an important part of what chiropractors do and may benefit some with ASD. Chiropractic corrections can be used to positively impact neurological function, relieve pain, and treat other conditions. But chiropractic care extends further. Chiropractors frequently also advise patients on nutrition, nutritional supplements, and general healthy lifestyle counseling.

  Chiropractic neurology is a specialty within chiropractics requiring additional training and it focuses on the treatment of the brain and central nervous system. In addition to traditional chiropractic treatment methods such as manipulation/adjustment and nutritional consultation, chiropractic neurologists may use a combination of eye/vision exercises, physical activities (especially those aimed toward improving balance and coordination), activities for sensory regulation, cognitive activities, and others. There are many independent practitioners in this field who treat patients with ASD. Some well-known practitioners include Dr. Scott Theirl in Wisconsin, and Dr. Robert Melillo, who established the Brain Balance® Achievement Centers, which are located around the country.

  Kinesiology/Applied Kinesiology

  Applied Kinesiology uses manual muscle testing to evaluate patients. Essentially the practitioner is looking for feedback from the body to show where there are imbalances or other issues, looking at structural, chemical, and mental aspects of health. The practitioner may find issues related to one or more of these aspects. Treatments are patient-specific and can include joint manipulation, nutrition, lifestyle counseling, acupuncture or acupressure techniques based on the meridians, myofascial release (a hands-on technique involving stretching of the fascia), craniosacral therapy, and other treatments.

  Reflex Integration

  Some parents find various therapies that address integration of primitive reflexes helpful. There are a variety of automatic movements in infants that are necessary for the development of more controlled movement and postural reflexes. These primitive reflexes are some of the building blocks of a well-functioning central nervous system. As infants and young children grow and develop more control over movement, these primitive reflexes should integrate. For many children this happens naturally, but for some children these primitive reflexes fail to integrate and the failure of these reflexes to integrate may contribute to ASD and other related disorders. Primitive reflexes may fail to integrate for many reasons, including birth trauma, lack of movement during infancy, and stress or trauma to the body (including illness, environmental insults, or injury). There are a variety of methodologies practiced to help children integrate these primitive reflexes. These therapies may be delivered as a stand-alone therapy or may be introduced as part of other therapies, such as occupational therapy.

  Additional Therapies

  Additional therapeutic modalities that families have found helpful include:

  •    Acupuncture

  •    Acupressure

  •    Anat Baniel MethodSM

  •    BodyTalk™

  •    EFT™ – Emotional Freedom Technique

  •    Light therapies (or phototherapies)

  •    Movement therapies

  •    Reiki

  •    Reflexology

  •    Various forms of energy medicine

  Nutritional Approaches

  Like anyone else, individuals with ASD should eat a healthy diet. Food can be an important means of providing a child with critical nutrients. This can be a real challenge for a family whose child is a “picky” eater, as many children with ASD are. There are many reasons for food difficulties. Some “pickiness” is sensory, some is resistance to change, which is often difficult for individuals with ASD. Some may stem from food allergies or sensitivities. Children may also experience gastrointestinal issues that are caused or exacerbated by the foods they are eating. These challenges make the introduction of new foods difficult.

  Speech and occupational therapists may be able to help address certain feeding issues so be sure to mention any feeding issues to your therapy team. In more extreme cases, a child may require out-patient or in-patient feeding therapy.

  Special diets are very popular for children with ASD and many children with ASD improve with dietary interventions. Working with a nutritionist familiar with a wide variety of diets and ASD is very helpful in making the right choices and ensuring that your child is getting the nutrients she needs. Allergy testing can be an important first step in determining foods that should be removed from or reduced in a person’s diet. In addition to food allergies, many children with ASD also have food sensitivities, which can affect digestion, behavior, and cognition. It is not uncommon for a child with food allergies or sensitivities to have dark circles under their eyes. These are known as “allergic shiners.” Some practitioners will run laboratory tests for food sensitivities, yeast overgrowth, and related imbalances. Others use different approaches such as NAET (an allergy elimination protocol), or eliminate likely offending foods and then, after a period of time, challenge with those foods one at a time to see if any cause a reaction.

  Parents often report improvements in many of the symptoms of autism as well as improvements in gastrointestinal health when dietary changes are made. In addition to dietary changes, many doctors and nutritionists may recommend vitamins, minerals, and other supplements, such as probiotics, to support a child’s nutritional status. Many children also improve when dietary enzymes are introduced. There are many different types of enzymes, targeting a narrow or broad range of foods. A nutritionist or doctor familiar with enzyme therapy can help you make the right choices and establish a sound protocol to address your child’s particular needs.

  While each child is unique, some foods that commonly cause problems for children with autism include gluten (a protein found in wheat and elsewhere), casein (a dairy protein), soy, corn, potato, foods containing phenols and salicylates, and foods containing artificial colors and flavors. There is no one “autism diet” that is right for every child but there are many choices. Again, working with a professional familiar with dietary interventions for children with ASD can help cut through much of the guesswork and help you to a establish the appropriate protocol for your child and adjust that protocol as needed over time. Some of the diets used with children on the autism spectrum include:

  The Gluten-Free/Casein-Free Diet

  The Gluten-Free/Casein-Free (GFCF) Diet (also frequently soy-free) is probably the most popular “autism” diet and is a usual starting point for families trying nutritional intervention. This diet removes wheat and other gluten-containing foods and casein (a protein in dairy). Many foods popular with children contain one or both of these proteins, including crackers, breads, cookies, pasta, milk, cheese, butter, yogurt, and ice cream. Many families also find it is necessary to remove soy from their child’s diet to see more complete benefits of the GFCF diet. If you remove soy, it is important to recognize that many packaged food products that are “GFCF” contain soy. While there are many gluten-free and casein-free substitutes for favored foods now available, some families also find it possible to move toward a more whole-food diet such as the Paleo Diet or the Weston A. Price Diet (both discussed below) and avoid packaged foods, even if the packaged foods are diet compliant.

  The Body Ecology Diet™ (BED™)

  The Body Ecology Diet™ was created by Donna Gates and is a diet that helps to establish healthy gut flora. Many families find it particularly useful for children who have yeast overgrowth, finding that the diet’s focus on principles such as low sugar foods, cultured foods, food combining, and balancing acid and alkaline foods helps to establish a healthier balance of gut flora. BED™ is implemented in stages, with foods being added in as gut health improves. The initial stage of the diet is the most restrictive.

  The Feingold Diet

  The Feingold Diet, developed by Dr. Ben F. Feingold, removes phenols and salicylates. For some children, these compounds—which occur both naturally in some plants, especially fruits, and artificially in artificial flavors, coloring, and preservatives—cause behavioral, learning, and health issues. The FAILSAFE Diet (Free of Additives, Low in Salicylates, Amines, and Flavor Enhancers), is another low salicylate diet and removes salicylates and additives, as well as amines (some of which occur in foods, others are a result of the breakdown of protein or fermentation) and glutamates.

  The FODMAPs Diet

  FODMAPs are Fermentable Oligo-Di-Monosaccharides and Polyols—certain short-chain carbohydrates/sugars. It is important to note that not all carbohydrates are FODMAPs. FODMAPs may cause gastrointestinal symptoms such as cramping, gas, diarrhea, and bloating—common symptoms in many children with ASD. The list of foods high in FODMAPs is quite long and different individuals may be more sensitive to some than others. The FODMAPs diet is also used to treat irritable bowel syndrome and similar gastrointestinal disorders.

  Ketogenic Diet and Modified Atkins Diet

  The Ketogenic and Modified Atkins diets are both used to improve seizure control, often in the case of intractable seizures, and should be implemented under medical/dietary supervision after determining that they are an appropriate intervention to ensure that proper caloric requirements, fat to carbohydrate/protein ratios, and nutritional needs are being met and to otherwise monitor the patient’s health. The “classic” ketogenic diet generally calls for a 4:1 ratio (or sometimes a 3:1 ratio) of fats to carbohydrates and protein. Fat sources may include oils, creams, and butter. In addition to high fat intake, the diet eliminates sugary foods and high carbohydrate foods such as grains and potatoes. Food preparation and consumption is critical in successfully implementing a strict ketogenic diet—down to weighing out food. There are modifications to the classic version of the diet with 2:1 or 1:1 fat to carbohydrate/protein ratios and the modified Atkins diet is approximately a 1:1 ratio of fat to carbohydrates/protein. The modified ketogenic and Modified Atkins diets are more liberal than the classic ketogenic diet and are sometimes tried before a strict ketogenic diet or used as a step-down from a strict ketogenic diet.

  The Low Oxalate Diet

  The Low Oxalate Diet as used in children with ASD is based on the work of Susan Owens and reduces intake of high oxalate foods. A low oxalate diet typically limits or omits foods such as many beans, beets, nuts, spinach, raw carrots, fruits (such as certain berries and kiwi), buckwheat and millet, sweet potato, and chocolate/cocoa. Children with a leaky gut may absorb more oxalates than most people, which may result in oxidative damage, inflammation, glutathione depletion, and painful urination. Oxalates also may exacerbate an already leaky gut.

  The Paleo Diet

  The Paleo diet avoids a number of categories of foods including grains, dairy, legumes (such as peanuts and beans), soy, refined sugar, certain vegetables (potatoes, corn, and peas, for example), and processed foods. This diet encourages eating “whole foods.” The Paleo diet currently is very popular generally (not just with respect to ASD) and there are many books and websites available both explaining the diet and providing recipes (including kid-friendly recipes). There is some variation from Paleo sources about what may or may not be included/excluded from the Paleo diet, particularly with respect to some starchier vegetables. There also are many versions of the Paleo diet tailored to address specific health concerns such as inflammation, autoimmune conditions, gastrointestinal issues, fat loss, neurologic health, and heart issues—to name just a few.

  Specific Carbohydrate Diet™ (SCD™) and Gut and Psychology Syndrome™ (GAPS™) Diet

  The SCD™ and the GAPS™ Diet both eliminate certain carbohydrates in order improve gastrointestinal healing and health. These diets probably have fewer carbohydrates than most people’s standard diets but are not traditonal low carb diets. These diets are very popular for families with children with ASD. Elaine Gottschall (Breaking The Vicious Cycle) made SCD™ famous and Dr. Natasha Campbell McBride, expanding on SCD™ with, among other things, additional healthy foods and supplements, created GAPS™. These diets seek to eliminate foods that gut pathogens feed on, such as starches and complex sugars.

  The Weston A. Price Foundation® Diet

  The Weston A. Price Foundation® Diet, sometimes called the Nourishing Traditions diet (after the book Nourishing Traditions, written by Sally Fallon, who founded the Weston A. Price Foundation®), encourages a return to eating whole foods and avoiding additives, most soy, and refined sugar. Followers of this diet eat animal protein from high-quality sources (pasture-raised or grass-fed), good oils and saturated fats, fermented foods, bone broths, raw dairy, and soaked and sprouted grains/beans/seeds. Even if you do not follow the Weston A. Price Foundation® Diet specifically, many techniques (such as making bone broths, soaking/sprouting nuts and seeds) recommended under this diet are helpful to followers of other diets as well.

  In addition to the diets above, many families also incorporate elements of raw diets and juicing of fruits and vegetables into their children’s dietary regime for the health benefits of those protocols. There are many sources, both online and in books, for information about these diets. A good starting place online for learning about nutritional interventions for children with ASD is www.nourishinghope.com, the website of Julie Matthews, a certified nutrition consultant, who works with many families of children with autism and related conditions. Her descriptions of many of the diets available helped inform the descriptions above.

  Integrative Approaches for the Treatment of Autism

  Many parents of children diagnosed with ASD use integrative medical approaches in treating their children. Many different types of practitioners treat children on the autism spectrum including MDs, osteopaths, psychiatrists, naturopaths, homeopaths, practitioners of eastern medicines, nutritionists, and herbalists, among others. It follows that there are many treatment options addressing numerous conditions that appear to be more prevalent in children with autism. Some conditions treated may include:

  •    Adrenal dysfunction

  •    Allergies/sensitivities

  •    Anxiety, including social anxiety

  •    Autoimmune conditions

  •    Behavior issues, including repetitive behaviors and self-injurious behaviors

  •    Epilepsy/seizure disorders

  •    Gastrointestinal issues

  •    Hypothyroidism or other thyroid dysfunction

  •    Immune system dysfunction

  •    Low cholesterol

  •    Lyme disease and related conditions

  •    Mitochondrial disease or dysfunction

  •    Parasites

  •    Sleep issues

  •    Yeast overgrowth and other “gut bugs”/pathogens

  Every practitioner uses different protocols and treatments. We have tried to include many of the commonly used integrative approaches to treating children with ASD. Keep in mind that these modalities may be used differently by different practitioners and, in addition to the uses listed below, may be used by practitioners for additional or different purposes. Some treatments may show beneficial results for some patients across multiple domains.
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