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ASD, PDD, NOS. Who can make sense of all this psychological alphabet soup? Honestly, sometimes I think 
mental health professionals are as obsessive as the military with all our codes, abbreviations, and 
psychobabble. So when asked to write an article on ASD, I thought it would be a great time to clear up some 
of the mystery, and speak in clear language about a spectrum of disorders that is growing in prevalence at 
alarming rates. 
 

What Is An Autism Spectrum Disorder? 
 
“Autism” is a general term that refers to a wide array – or spectrum – of disorders. This cluster of disorders is 
referred to as “Pervasive Developmental Disorders” (or PDD, meaning persistent, widely-encompassing 
disorders affecting the developmental process of children), or “Autism Spectrum Disorders” (or ASD, 
meaning a continuum of behaviors or symptoms that alters or interrupts the normal developmental process). 
The term “spectrum” is key to understanding autism, as individuals are affected differently and to varying 
degrees, with a wide range of symptoms and behaviors, several types of ASDs, varying degrees of disability 
and adaptability, and individual variations within each of these categories. As an analogy, think of the “color 
spectrum”, a continuous distribution of colors represented by the varying wavelengths of white light passing 
through a prism. At one end of the visible spectrum are the purples, which blend into the blues as you move 
up the spectrum, then the greens and yellows, ending at the orange and red colors at the opposite end of the 
spectrum. All of these colors are on the color spectrum, though they appear very different.  
 
So it is with Autism Spectrum Disorders, an array of differing degrees of the same general disorder, from very 
mild to very severe, and presenting as widely varying behavioral “colors”, or symptom groups, within the 
same range of observable characteristics. Individuals with ASD share some similar symptoms, such as 
significant social, behavioral and communication-based challenges, depending on the person. The way 
individuals with ASD think, learn, and relate to others varies from severely mentally challenged to gifted or 
genius, from completely withdrawn and detached from others to mildly socially impaired. Some children with 
ASDs may be completely non-verbal or totally asocial. In rare cases, individuals can display “savant” qualities, 
where one of more areas of extraordinary expertise or ability (e.g. music, mathematics, art, memory, etc) is 
contrasted with that individual’s overall (often severe) functional limitations. 
 
According to generally accepted knowledge, ASDs are a group of disabilities caused by a problem with the 
brain. When average people take in sensory visual or auditory information from the environment, the brain 
intuitively filters it, processes it, prioritizes it, and responds in a purposeful way. Unnecessary or low priority 
stimuli recedes “into the background” of consciousness, still present and available only if needed. For 
individuals with ASD, sensory processing works very differently. The information comes in full force, 
without a great deal of filtering, and this can become overpowering to the point sensory overload. Imagine 
having no ability to filter auditory information. Everywhere you go you hear a cacophony of sounds and 
voices, all at high volume. You can see how difficult it would be to focus on one voice, have a conversation, 
or complete a given task with constant, unfiltered sound in your immediate consciousness, with very little 
background in which to transfer unnecessary stimuli. Loud, crowded, unstructured environments can become 
unbearable for an individual with ASD who has not learned to compensate for this lack of filtering. 
 
Researchers still do not know exactly what causes this problem, or even whether there is a single cause for 
disorders “on the spectrum”. Many theories are being investigated by researchers, including hereditary 



factors, genetic abnormalities, immune system deficiencies, environmental factors (such as increasing 
chemicals, heavy metals, etc. in the air, water or food supply). Some believe allergies to certain types of foods 
such as gluten (wheat-based products) or casein (dairy-based products) strongly contribute. Others believe 
individuals with autism have brains that are bigger, or brains that are “wired” differently, than the typical 
brain. Still others believe that increasingly administered early-childhood vaccinations are to blame for the 
rising prevalence of autism. All of these differing theories are supported by at least some empirical evidence, 
so it seems likely that one of more of these factors, or something as yet undiscovered, combine to cause this 
array of symptoms called ASD. 

Prevalence of ASD 

The prevalence of ASD is increasing at an alarming rate (10%-17% per year). In a February 2007 report, the 
CDC (Centers for Disease Control and Prevention), concluded that the prevalence of autism had risen to 1 in 
every 150 American children, and almost 1 in 94 boys. Parents who have a child with an ASD have a 2%–8% 
chance of having a second child who is also affected. ASDs cut across all lines of race, class, and ethnicity. 
Obviously, this class of disorders affects not only the person diagnosed with an ASD, but significantly impact 
marriages and other children in the family in multifaceted ways. Children with ASD, by nature, place a variety 
of social, financial, emotional and other practical demands on families. An increasing part of my private 
practice is teaching parents of special needs children how to nurture their marital relationship and more 
effectively meet the emotional needs of the other family members while facing the challenges ASD children 
bring. 

Diagnosis of ASD 

The DSM-IV-R (Diagnostic & Statistical Manual of Mental Disorders, 4th edition, revised) is a diagnostic 
“bible” of sorts for all mental health professionals. Published by the American Psychiatric Association, it is 
the widely accepted, definitive list of all currently recognized mental disorders. Each disorder has its own 
diagnostic code along with the diagnostic criteria associated with each disorder. A professional clinician 
cannot diagnose an individual with any specific mental disorder unless these specific criteria are met. All 
disorders and diagnostic criteria are occasionally reviewed and updated by recognized professionals, and peer 
reviewed by experts and researchers, before each major revision is released. Until then, here is an overview of 
the three major types of ASDs, which the DSM-IV-R outlines under the heading of Pervasive Developmental 
Disorders (PDDs). 
 
 Autistic Disorder (also called “classic” autism)  

This is what most people think of when hearing the word “autism.”  People with autistic disorder are 
characterized by significant language delays (both receptive and expressive), interpersonal and social 
challenges, unusual, “quirky” or idiosyncratic behaviors, and often unusual interests that can rise to the 
level of obsessive. People with autistic disorder can also have intellectual deficits, or even have duel 
diagnoses such as Down Syndrome. 

 
 Asperger Syndrome 

People with Asperger syndrome usually have some milder symptoms of autistic disorder.  They typically 
have social challenges and unusual behaviors and interests.  They are less likely to have problems with 
language or intellectual disability, and often display remarkable abilities in one or more academic, artistic 
or musical area. 

 
 Pervasive Developmental Disorder – Not Otherwise Specified (PDD-NOS; also called “atypical 

autism”) People who meet some of the criteria for autistic disorder or Asperger syndrome, but not all, 
may be diagnosed with PDD-NOS. People with PDD-NOS usually have fewer and milder symptoms 
than those with autistic disorder.  The symptoms may cause only social and communication challenges.  



 
It should be clarified that, though listed in the DSM-IV-R as a “disorder”, this does not imply that people 
with ASD suffer from a “mental illness”. Without understanding this distinction, people with autism can be 
socially stigmatized because of their behavior. Even with increasing awareness and understanding of ASD, 
many parents still face society’s judgment and unspoken stigma as old myths about autism linger. One of 
these myths is that autism is caused by poor or abusive parenting. To the contrary, we now know that autism 
is a neurobiological disorder, meaning it is a medical condition, and is not caused by a lack of nurturing or 
poor socialization. Many, many parents today still struggle with disclosing to others that their child has 
autism, thus depriving them of desperately needed social support. 

Because awareness of ASD is growing in proportion to the increasing prevalence of these disorders, more 
proactive diagnosis and treatment methods are being refined by the professional community. Most ASDs are 
diagnosed between the ages of 3 and 6; Often, however, 15 to 18 months is the time parents first notice loss 
of skills or delays in development. Research has shown that a therapeutic “window of opportunity” exists 
(from first onset of symptoms through age 5 or 6), during which radical changes and improvements are quite 
possible with intensive, individualized treatment. After this admittedly ambiguous window closes, spectrum 
behaviors become so entrenched that radical change becomes more difficult, if not impossible. This is 
especially true in the area of communication deficits. Therefore, the sooner appropriate treatment is 
implemented, the better the progress towards realizing maximum potential. Formal diagnoses of ASDs 
should only be made by a comprehensive evaluation process utilizing a multi-disciplinary, collaborative team 
approach; at a minimum, assessments should be conducted by a Licensed Psychologist, a Speech-Language 
Pathologist, an Occupational Therapist and an ABA-trained Behavior Specialist. 

Recognizing ASD 

Raising societal awareness of the characteristics of ASD is important for several reasons.  

1) As the prevalence of ASD continues to increase, we will all find ourselves interacting more and more with 
functional adults with ASD in the workplace and throughout our communities. 

2) As stated, the earlier ASD is diagnosed and intervention begun, the better the long-term prognosis and the 
greater the potential for developmental gains. 

3) As with any widespread public health concern, awareness ultimately translates into research funding, which 
leads to treatments, possible cures, and/or prevention methodologies. 

Because early identification, diagnosis and treatment are critical to achieving maximum results, it is important 
for people who spend a great deal of time around children to become familiar with the potential indicators of 
ASD. It is common for pediatricians and family physicians, dentists, daycare providers, teachers, therapists, 
parents and others to dismiss the “red flags” of ASD. It is understood that there are great variations in 
reaching developmental milestones, and few of us feel comfortable making such judgments about another’s 
child. Whether from compassion or optimism, we convince ourselves that the child is “just a little slow” and 
will “catch up.” 

Children with ASD do not progress through developmental stages as do typical children. Again, according to 
NIMH, “problems in communication and social skills become more noticeable as the child lags further 
behind other children the same age. Some other children start off well enough. Oftentimes between 12 and 
36 months old, the differences in the way they react to people and other unusual behaviors become apparent. 
Some parents report the change as being sudden, and that their children start to reject people, act strangely, 
and lose language and social skills they had previously acquired. In other cases, there is a plateau, or leveling, 



of progress so that the difference between the child with autism and other children the same age becomes 
more noticeable.” 

According to a National Institute of Mental Health (NIMH) publication entitled “Autism Spectrum Disorders: 
Pervasive Developmental Disorders”, “all children with ASD demonstrate deficits in three primary categories: 1) 
social interaction, 2) verbal and nonverbal communication, and 3) repetitive behaviors or interests. Each of 
these symptoms runs the gamut from mild to severe. Each child will display communication, social, and 
behavioral patterns that are individual but fit into the overall diagnosis of ASD.”  

Social Symptoms 

Children with ASD can be contrasted with typically developing children by what is clinically described as 
“deficits in social reciprocity.” Typically developing infants are, from the beginning, social beings. Early social 
reciprocity may include a range of back-and-forth actions, such as gestures, sounds, focused play, gazing at 
others, grasping a finger, attending to a voice, smiling and even rudimentary conversation. By contrast, most 
children with ASD seem to have tremendous difficulty learning to engage in the give-and-take of everyday 
human interaction. They may display active avoidance of human interaction and eye contact, reject affection 
or resist physical touch. They may seem indifferent to other people, and display a preference for being alone. 
Research indicates that children with ASD form bonds of attachment to their parents, but the expression of 
this attachment is subtle and often difficult for parents to read, leading many to conclude there is no real 
attachment with their child. This experience can cause deep and lasting pain as normal parental hopes and 
dreams fade. 

To children with ASD, typical non-verbal social cues are often missed. The ability to attend to and interpret 
gestures, facial expressions and body language allows typical children to learn the subtleties and complexities 
of human communication. Without this ability, the world of social interaction and interplay seems confusing 
and nonsensical to the ASD child. Smiles, winks, frowns, grimaces, facial expressions of all kinds reflecting 
dozens of shades of emotion and meaning, mean little to the untrained ASD child. Further, children with 
ASD have great difficulty understanding the reality, feelings, motives and perspectives of other people. This 
results in a lack of predictability and understanding of the actions of others, and is experienced inwardly as 
confusion and chaos, relationally speaking. 

Another common trait of individuals with ASD is the difficulty they experience in regulating their emotions. 
For all the reasons we have discussed thus far – i.e., difficulty filtering and processing a variety of stimuli, 
misunderstanding or ignoring the significance of social cues, developmental delays, etc. – it becomes more 
understandable that children with ASD tend to outwardly display their emotions in ways considered socially 
unacceptable. All behavior has meaning, even if not fully understood by an observer. Especially when in a 
strange or overwhelming environment, or whenever fear, confusion or frustration becomes too stressful, 
these children are more likely than typical children to have emotional outbursts, tantrums and screaming fits, 
or to throw objects, break things, engage in aggressive acts towards others, or exhibit self-injurious behaviors. 
This is an effort to control their environment, manage their inner cognitive or emotional world, or attempt to 
meet physical or emotional needs. Understandably, when observed in public settings, these behaviors can 
easily be misinterpreted as the acts of a spoiled or indulged child. 

Communication Difficulties 

Typical children reach fairly predictable milestones in communication as they progress through the early 
stages of babbling and random vocalizations, mastering purposeful single words or simple combinations of 
words by their first birthday. By age 3, most children are well on their way to learning functional language as 
they gain sophistication, vocabulary and proficiency. The ability to understand spoken language (commonly 
known as “receptive language”) and to speak in an understandable manner (referred to as “expressive 



language”) is critical to navigating the world of social interactions. Language is the primary vehicle through 
which we understand others, make our needs and desires known, deepen bonds and attachments with others, 
and share our experiences and emotions. Language is a bridge that connects one individual to another, or an 
individual to a family, a group or an entire community of others. Language is an amazing process that delivers 
a measure of predictability, gives our lives deeper meaning and enriches us as social beings. 

As important as language is to the human developmental process, it is an area of almost universal challenge 
for children with ASD. Retrospectively, parents of many children with ASD report that normal vocalizations 
were present in their child’s infancy, only to taper off or stop abruptly at some point. Many children on the 
spectrum have obvious receptive and/or expressive language delays, but “catch up” years later. Some 
demonstrate proficiency with receptive language, but never develop expressive language, remaining virtually 
mute their entire lives. 

On the other hand, many children with ASD rapidly develop vocabulary far beyond their developmental age, 
yet lack the ability to effectively communicate in interpersonal relationships. Truly effective social 
communication must also be “pragmatic”. Pragmatic language is the appropriate use of language in social 
situations, or communication with a purpose. A child with ASD may use a large vocabulary of words, and use 
complex sentences and correct grammar, but if the rules for social language have not been mastered, 
communication problems result.  

According to the American Speech-Language-Hearing Association (www.asha.org), pragmatic language involves 
three major communication skills: 

1.  Using language for different purposes, such as…  
 greeting (e.g., hello, goodbye) 
 informing (e.g., I'm going to get a cookie) 
 demanding (e.g., Give me a cookie) 
 promising (e.g., I'm going to get you a cookie) 
 requesting (e.g., I would like a cookie, please) 

 
2.  Changing language according to the needs of a listener or situation, such as…  

 promising (e.g., I'm going to get you a cookie) 
 requesting (e.g., I would like a cookie, please) 
 talking differently to a baby than to an adult 
 giving background information to an unfamiliar listener 
 speaking differently in a classroom than on a playground 

 
3.  Following rules for conversations and storytelling, such as… 

 taking turns in conversation 
 introducing topics of conversation 
 staying on topic 
 rephrasing when misunderstood 
 how to use verbal and nonverbal signals 
 how close to stand to someone when speaking 
 how to use facial expressions and eye contact 

Just as “deficits in social reciprocity” is a common attribute among people with ASD, people “on the 
spectrum” have great difficulty understanding the expectation of “give and take” in communication. The 
pragmatic language skills listed above often elude even those who are highly verbal. Language is used in 
unusual ways; some seem unable to combine words into meaningful sentences and speak only single words, 
others engage in repetitive word groups or nonsensical phrases. Some ASD children engage in “echolalia”, or 
the parroting of what others say to them. Some can carry on extensive monologues on a favorite subject or 
obsession, giving no opportunity for others to reply or comment. As with social cues, those with ASD often 
miss the subtle nuances of communication such as tone, voice modulation, tempo, volume or accompanying 



facial expressions. As such, they very literally interpret what others understand as satire, humor, figures of 
speech or sarcasm, and miss the true meanings being communicated. 

Conversely, it is often difficult for others to understand what ASD children are saying, and often their body 
language, facial expressions, movements and gestures are incongruent with their words. Their tone of voice 
can present as inappropriately high-pitched or “sing-songy”, or flat, robotic and devoid of any emotion. More 
highly verbal children with advanced language skills and vocabulary may converse like little adults, but fail to 
grasp the ever-evolving slang or “kid-speak” in which their typical peers engage. 

These language deficits leave many with ASD no effective means of communicating their needs to others. 
Understandably, behavior becomes the only strategy of communication for meeting needs. Again, all behavior 
has meaning, even if not understood. Screaming, aggression, self-abuse, running away and tantrums are all 
adaptive tactics designed to communicate what is lacking in words. Unless or until structured language 
acquisition and social skills training teaches ASD children acceptable and effective skills for expressing needs, 
they do whatever they can to get through to others. As people with ASD grow older, they can become 
increasingly aware of their own receptive, expressive and pragmatic language difficulties, and as a result they 
can become more frustrated, anxious, depressed and isolated. This is why early, intensive language acquisition 
therapy is so critical if children with ASD are to maximize their individual potential. 

Repetitive Behaviors 

Children with ASD usually appear physically normal, but often engage in repetitive motions and behaviors 
that appear unusual, odd or idiosyncratic. These strange and often fascinating behaviors set them off from 
typical peers, and should be examined closely as first-stage, informal evaluation of possible ASD. Sometimes 
these behaviors are extreme and blatantly obvious for all to see; at other times the might be less apparent or 
very subtle. Examples of these repetitive behaviors are hand-flapping, arm-flapping, walking on tiptoes, 
staring at lights or fans, or fixating on any object of fancy. These self-stimulating behaviors (commonly called 
“stimming”) are thought to serve as surrogate stimuli filters for children without internal filtering 
mechanisms. Perhaps by intensely focusing on one particular object or movement, overwhelming sights and 
sounds are kept at bay. In this way, seemingly random, meaningless behavior becomes a stimuli management 
tool, or a soothing, emotional security blanket of sorts in a world of chaos. 

Repetitive behavior can take the form of a persistent, intense preoccupation. In my private practice I have 
worked with ASD children who were completely obsessed with learning all about elevator systems, vacuum 
cleaners, bus routes, wood-working tools, maps and street names. As well, some clients have displayed great 
interest in numbers, mathematics, formulas, puzzles, symbols, and sports statistics – virtually anything that 
presents a pattern, is predictable and unchanging, and screams “sameness”. Higher functioning people with 
ASD typically excel in hard, rule-based sciences and mathematics instead of more subjective courses like 
literature, social sciences, political science or creative writing, though notable exceptions are not uncommon. 

Some ASD children spend hours lining up toys or other objects instead of engaging in more appropriate play 
as do their typical peers. These children have little interest in playful interaction with others, and can become 
quite frustrated, upset and emotional when the structure or pattern they have created is moved or altered. 
Normal transitions from one activity to another can send a child with ASD into a nuclear meltdown, 
emotionally speaking, and these children almost always have extreme difficulty adjusting to even slight 
changes in routines, schedules or travel routes. Understandably, turnover in teachers, staff or caregivers can 
be highly disturbing. It is as if order, structure and sameness equates to stability, predictability, security and 
comfort for children with ASD. Conversely change, asymmetry, disorder and newness are experienced as 
fearful, overwhelming, disturbing, and confusing. ASD children need and, behaviorally, loudly demand 
absolute consistency in their environment. 



 

 

Conclusions 

So there you have it, a brief, concise primer on ASD. Okay, maybe longer than brief, and perhaps not very 
concise. But a summary of such a complex constellation of disorders deserves a bit more time and ink to raise 
awareness, promote understanding, and develop compassion for those individuals and families who struggle 
with ASD. While I have attempted to address this topic thoroughly and honestly, I in no way wish to leave the 
negative impression that having a child diagnosed “on the spectrum” is a hopeless, horrible affair. There is no 
“cure” for ASD; it is a lifetime condition. And the condition brings many challenges to the individual with 
ASD and his or her family. But many, many individuals with ASD are living interesting, productive, even 
fascinating lives. Their unique and diverse qualities, and often extraordinary abilities, are enriching families, 
communities and society as a whole in unimaginable ways. 

In a follow-up article, I hope to describe some of problems associated with ASD (like sensory issues and 
seizure disorders), to describe the best ways to advocate for and access appropriate services, and to discuss 
the best treatment modalities and strategies research has shown most effective in addressing the symptoms of 
ASDs. Amazing gains can be realized through intensive early intervention, parent education and involvement, 
early focus on language acquisition, and highly structured behavioral programming. [For one such success 
story, I suggest reading In The Eye of The Hurricane, by Juli Liske. To learn more about comprehensive early 
intervention programs, explore www.TheBrownCenter.org.]  

Let us continue to learn together, aspire to greater levels of understanding and treatment, and embrace with a 
spirit of inclusion all those with special needs, especially those in the ASD community. 

 © Copyright 2009, B. Kerry Brown, LCSW. All rights reserved. This material can be reprinted and distributed in its entirety, but cannot be used for 
commercial gain or profit without written permission from the author. 
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