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MODULE PLAN 1
Introduction to autism spectrum disorders: Understanding and

Title

recognising Autism

Duration

1 hour

General objective

Participants will understand what autism is and what the most common
traits/symptoms of autism are
● To define autism
● To explain the difference between autism and Asperger’s Syndrome
● To get informed about the more recent stats around prevalence of autism

Specific objectives

● To get informed about the current research related to the possible causes of
autism
● To recognise the most common traits of autism
● To distinguish between truths and myths related to autism
● To be able to justify the reasons why autism training is important for their work
Knowledge:

● Define autism
outcomes
● Define Asperger’s Syndrome
(at least 1 of each):
● Recognise the most common autism traits
Knowledge,
Skills,
Learning

Responsibility

and Skills:

Autonomy

● Provide examples of misconceptions around autism
● Distinguish between Autism and Asperger’s Syndrome

(see
Taxonomy

Bloom’s
● Interpret accurately manifestations of autism traits
Action

Verbs- Annex)
Responsibility and Autonomy:
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● be able to instruct adequately first responders on how to recognize the most
common autism traits

Module summary (abstract – half a page)
Module 1, is the introductory module of the ALERRT Curriculum and aims at introducing participants
to Autism and helping them recognize the most common symptoms and traits. The module goes
through some research related to the causes of autism and also aims to clarify some misconceptions
related to the condition. It ends with the importance of autism awareness and training for First
Responders.
All in all, participants will learn about autism through the following units:
-What is autism?
-What is Asperger’s Disorder?
-Prevalence of autism
-Possible causes
-Most common traits in ASD
-Common misconceptions surrounding autism
-Why is training important?
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What is autism?

Autism is a complex neuro-developmental disorder that is typically diagnosed during early childhood and
can impact a person’s language, perception and socialization (Autism Society of America). It affects the
way a person communicates and how they experience the world around them (Ambitious about Autism).
Therefore, people with autism may have difficulties in communication and social understanding, but they
might also have unusual reactions to sensory input, and may demonstrate what appear to be
inappropriate behaviours.
While autistic people share some similar
characteristics, they are also all different from
each other, which is why autism is considered a
spectrum condition, and is also known as
Autism Spectrum Disorder (ASD), a definition
that

recognizes

the heterogeneity

and

complexity of a lifelong condition, whose
symptoms fall into a continuum and account for
large variations from patient to patient. The autism spectrum isn't linear from high to low but varies, just
as one person might vary from another. Some people with autism are able to live relatively independent
lives but others may face additional challenges, including learning disabilities, which means their support
needs are different (Ambitious about Autism). Autism Spectrum Disorder may manifest as a wide and
diverse range of possible complications, and despite what some may think, individuals within the
spectrum do not all fall into neat little categories. For that reason, the classifications of ASD have changed
significantly over the years.
A number of medical and psychiatric comorbidities ranging from gastro-intestinal and autoimmune
disorders, to ADHD, depression, OCD and anxiety disorders, contribute to challenges in assessment and
treatment of this condition, which requires a multidisciplinary approach. (Hollander and Burchi, 2018)
Previous Autism Spectrum Disorder Terminology
Much of the misconception surrounding ASD comes from terminology that was used prior to 2013. In this
prior classification system, children fell into one of the following three categories:
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●

Autistic Disorder – More severe cases of ASD were previously classified as autistic disorder. The
condition was often defined by communication troubles, repetitive behaviors, and social challenges
among other symptoms.

Signs of Autistic Disorder included:
●

challenges with social interaction

●

communication problems

●

repetitive behaviors
Other signs included:

● tantrums or “meltdowns“
● sleeping and eating disturbances

●

Asperger’s Syndrome – On the opposite end of the spectrum was Asperger’s syndrome which was
characterized by milder symptoms which may impact an individual’s communication or social skills.

Signs of Asperger’s Syndrome included:
having impairment in social interaction
trouble reading facial expressions, body language, and social cues
not understanding irony, metaphor, or humor
showing awkward body language, standing too close, or talking too loudly
lacking eye contact
repeating the same behaviors and activities

●

Pervasive Development Disorder, Not Otherwise Specified (PDD-NOS) – For children who fell in the
middle and didn’t fully meet the requirements for either autistic disorder or Asperger’s, a diagnosis of
PDD-NOS was often given.
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Signs of PDD-NOS included:
● deficits in social behavior
● uneven skill development
● poorly developed speech and language
● difficulty accepting change
● uncommon responses to taste, sight, sound, smell, or touch
● repetitive or ritualistic behaviors
● highly restricted and focused interests

Terminology used today
Neurotypical is a newer term that's used to describe individuals of typical developmental, intellectual, and
cognitive abilities. In other words, it's not used to describe individuals who have autism or other
developmental differences.
Neurodivergent refers to someone who displays some sort of variation in the brain regarding sociability,
learning, attention, mood and other mental functions in a non-pathological sense. Autism, Attention deficit
hyperactivity disorder (ADHD), and Dyslexia are all examples of neurodiversity.

What is Asperger’s Disorder?
Asperger’s was first introduced into the Diagnostic and Statistical Manual of Mental Disorders (DSM) in
1994. It was once considered different from Autism Spectrum Disorder (ASD) or classic autism, as it was
often called. But a diagnosis of Asperger’s no longer exists. According to the latest Diagnostic and
Statistical Manual of Mental Disorders (DSM-5), the signs and symptoms that were once part of an
Asperger’s diagnosis now fall under Autism Spectrum Disorder -ASD (Autism Society of America).
What distinguishes Asperger’s Disorder from classic autism are its less severe symptoms and the
absence of language delays. Individuals with Asperger’s Disorder may be only mildly affected, and they
frequently have good language and cognitive skills. To the untrained observer, someone with Asperger’s
Disorder may just seem like a neurotypical individual behaving differently. In other words, Asperger’s
syndrome was previously considered a “mild” or “high-functioning” form of autism. (Jewell, 2020,
Healthline).
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The DSM-5 Criteria for Autism Spectrum Disorder (ASD)

The full diagnostic criteria for the pervasive developmental disorders are outlined below. As mentioned
above, the diagnostic criteria for the Autism Spectrum Disorders (ASD) are defined by the DSM-5 criteria.
A. Persistent deficits in social communication and social interaction across multiple contexts, as manifested
currently or in history by (examples are illustrative, not exhaustive):
1. Deficits in social emotional reciprocity, ranging, for example, from abnormal social approach and failure
of normal back-and-forth conversation to reduced sharing of interests, emotions, or affect, to failure to
initiate or respond to social interaction.
2. Deficits in nonverbal communicative behaviors used for social interactions, ranging, for example, from
poorly integrated verbal and nonverbal communication to abnormalities in eye contact and body language
or deficit in understanding the use of gestures to a total lack of facial expressions and nonverbal
communication.
3. Deficits in developing, maintaining, and understanding relationships, ranging, for example, from
difficulties adjusting behaviors to suit various social contexts to difficulties in sharing, imaginative play or
making friends, to the absence of interest in peers.
B. Restricted, repetitive patterns of behavior, interest, or activities, as manifested by at least two of the
following, currently or by history (examples are illustrative, not exhaustive)
1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple motor stereotypies,
lining up toys, flipping objects, echolalia, idiosyncratic phrases)
2. Insistence on sameness, inflexible adherence to routines, or ritualistic patterns of verbal or nonverbal
behavior (e.g., extreme distress at small changes, difficulties with transitions, rigid thinking patterns,
greeting rituals, need to take same route or eat same food every day).
3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong attachment to, or
preoccupation with unusual objects, excessively circumscribed or preservative interests).
4. Hyper- or hypoactivity to sensory input, or unusual interest in sensory aspects of the environment (e.g.,
apparent indifference to pain/temperature, adverse response to specific sounds or textures, excessive
smelling or touching of objects, visual fascination with lights or movements)
C. Symptoms must be present in the early developmental period (but may not be fully manifested until social
demands exceed limited capacities, or be masked by learned strategies in late life).
D. Symptoms cause clinically significant impairment in social, occupational, or other important areas of
current functioning.
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E. These disturbances are not better explained by intellectual disability (intellectual development or
disorder) or global developmental delay. Intellectual disability and Autism Spectrum Disorder frequently
co-occur; to make a comorbid diagnosis of ASD and intellectual disability social communication should
be below that expected for the general developmental level.
Note: Individuals with well-established DSM IV criteria or Pervasive Developmental Disorder (PDD)
should be given the diagnosis of ASD. Individuals with marked deficits in social communication who do
not meet criteria for ASD should be evaluated for social (pragmatic) communication disorder.
Specify if:
●

With or without intellectual impairment

●

With or without language impairment

●

Associated with a known medical or genetic condition

●

Associated with other neurodevelopmental, mental, or behavioral disorders with catatonia
There are no subtypes of ASD. The distinction is based on the severity of presentation and the degree
of support required by each individual with ASD. *Level 1: requiring support, *level 2: substantial support,
*level 3: very substation support

Level 1, 2 and 3 of Autism Spectrum Disorder
There are three levels of ASD recognized by the DSMV (Diagnostic and Statistical Manual, 5th edition).
The three levels of severity for ASD include:
●

Level 1: Requiring Support: Problems with inflexibility, poor organization, planning, switching between
activities, which impair independence. Poor social skills, difficulty in initiating interactions, attempts to
make friends are odd and unsuccessful. Atypical response to others in social situations

●

Level 2: Requiring Substantial Support: Marked difficulties in verbal and nonverbal social communication
skills. Markedly odd, restricted repetitive behaviours, noticeable difficulties changing activities or focus.

●

Level 3: Requiring Very Substantial Support: Severe difficulties in verbal and nonverbal communication.
Very limited speech, odd, repetitive behavior; many express their basic needs only.
10

What are the most common traits of autism?
Autism is a hidden or invisible disability which means in most cases you can’t really tell if someone is on
the spectrum just by looking at them. However, there are some behaviours and ways of communication
that a person with ASD might use but these aren't universal as every autistic person is different.
There are three distinctive behaviours that characterize autism, difficulties with social interaction,
problems with verbal and nonverbal communication, and repetitive behaviours or narrow, obsessive
interests. These behaviours can range in impact from mild to disabling. A lot of people with autism also
have sensory problems.
Therefore, although the characteristics of autism vary from one person to another, there are three main
areas of difference:
🢭 Social interaction
🢭 Social communication
🢭 Social imagination
Other common characteristics of autism include:
🢭 Sensory differences
🢭 Extreme Anxiety
🢭 Meltdowns and shutdowns
Social interaction
Usually, individuals with autism find socialising and social interactions a struggle. When interacting with
other people, we follow a lot of unwritten rules which can change in different contexts. Autistic people can
find these rules difficult to remember or confusing because they aren't always applied in the same way.
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herefore, autistic people often have difficulty 'reading' other people - recognising or understanding others'
feelings and intentions - and expressing their own emotions. As a result, people with ASD may:
●

seem insensitive

●

seek out time alone
when overloaded by
other people and thus,
become isolated

●

not seek comfort from
other people

●

appear

to

behave

'strangely' or “socially
inappropriate”
●

find it difficult to form
and keep friendships. (National Autistic Society)

Individuals with ASD don’t lack the skills to interact with other people, they simply need more information
and support to socialise with others. (Ambitious about autism)
All in all, social challenges can include difficulty with:
●

Recognizing emotions and intentions in others

●

Recognizing one’s own emotions

●

Expressing emotions

●

Seeking emotional comfort from others

●

Feeling overwhelmed in social situations

●

Taking turns in conversation

●

Gauging personal space (appropriate distance between people)
Social communication
People on the autism spectrum are just as likely as their typically developing peers to enjoy engaging
with others in activities that interest them. Difficulties with social communication are however a diagnostic
criterion for autism and they present in a spectrum of ways. Some people on the autism spectrum may
seek social opportunities and may initiate social interactions themselves, others may enjoy social
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situations and interactions when they are initiated effectively by others. Many have a genuine desire for
friendship but may find the process of making and sustaining friendships difficult.
There are two particular social communication differences experienced by many people on the autism
spectrum which provide insight into why social interactions are often challenging: predicting and
interpreting others’ behaviour, and receptive and expressive communication differences.
Predicting and interpreting others’
behaviour
Theory of mind refers to the understanding
that other people have different thoughts,
desires and needs to you. It involves being
able to “put yourself in someone else’s
shoes”. Delayed development of theory of
mind may impact on a person’s social
interactions. He/she may have difficulty predicting and interpreting the behaviours of others and may also
have trouble understanding the effects of their own behaviour on the people around them. Individuals on
the autism spectrum often have difficulty recognising and understanding social cues and therefore do not
instinctively learn to adjust their behaviour to suit different social contexts.
Receptive and expressive communication
Communication differences in autism can be divided into two different domains: receptive communication
and expressive communication
Receptive communication
Receptive communication refers to the ability to understand the communicative attempts of others. This
involves the ability to make sense of spoken language, body language, facial expressions and tone of
voice. People on the autism spectrum may have difficulties in this area of communication.
Individuals with autism often understand language literally and have difficulty with understanding and
using the natural rhythm in conversation. This can lead to frequent misunderstandings.
It is helpful when communicating with a person on the autism spectrum to be aware of their likely tendency
towards concrete thinking. They may interpret language very literally and therefore have difficulties
understanding figures of speech and metaphors.
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Expressive communication
People on the autism spectrum may also show differences in their expressive communication – or using
language and non-verbal behaviours to communicate a message or make themselves understood. They
may show a variety of expressive communication differences. Some may experience ongoing significant
delays in obtaining language; others may have a well-developed vocabulary but may use language in
idiosyncratic ways.
Eye contact is another component of expressive communication. Some people on the autism spectrum
may find maintaining eye contact uncomfortable, even painful, and may therefore unintentionally appear
disinterested or rude.
Spoken language development
Some people on the autism spectrum do not develop the ability to use spoken language. However, they
may use other forms of purposeful communication such as vocalisation (including crying and sounds to
draw another’s attention), using gestures (such as signing, eye gaze, or pointing) or augmentative and
alternative communication systems (such as picture based systems (e.g. PECS) or communication
technology.
Speech Generating Devices (SGDs) are an example of an augmentative and alternative communication
system. Specific communication apps have also been developed which may be used on an iPad or
Android tablet.
People with severe vocal communication difficulties often communicate in a different way - using pictures,
sounds or gestures for example. This doesn't mean that they don't understand what is being said. Very
often an autistic person can take in more information than they give out, this creates a disparity in what
someone understands and what they communicate.
All in all, people with autism have difficulties with interpreting both verbal and non-verbal language like
body language, gestures or tone of voice, which can make communication more difficult. There are so
many aspects of communication to take in at once. When we speak with another person, we listen to
them, look at their facial expressions, gestures, tone of voice and think what to say in response. All that
can be too much for an autistic person to process and also respond. (Ambitious about autism). Therefore,
people with autism often have difficulty in maintaining typical back-and-forth conversational style.
Therefore, children and adults with autism have difficulty with verbal and non-verbal communication. For
example, they may not understand or appropriately use:
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●

Spoken language (around a third of people with autism are nonverbal)

●

Gestures

●

Eye contact

●

Facial expressions

●

Tone of voice

●

Expressions not meant to be taken literally
They also may:

● take things literally and not understand abstract concepts
● need extra time to process information or answer questions
● repeat what others say to them (this is called echolalia)
● struggle with following instructions (National Autistic Society)

Social imagination/ Restricted and repetitive behaviours
People with autism often find it hard to understand abstract concepts, such as understanding another
person’s point of view.
They are also characterised by restricted and repetitive behaviors, patterns, activities and interests. As a
result, they can become experts in their special interests and often like to talk about them. (Ambitious
about autism)
Our world is full of unwritten rules, and deficiencies in social imagination makes this world a really
unpredictable and confusing place for people on the spectrum. This is the reason why, they often like to
have set routines for the activities they do, so that they can predict what is happening. Therefore, a
change in those routines can be very distressing for autistic people and make them very anxious.
(National autistic society)
People on the spectrum, may also repeat movements such as hand flapping, rocking or the repetitive
use of an object such as twirling a pen or opening and closing a door. These behaviours, which are called
“stimming”, usually help them calm themselves down, when they are stressed or anxious, but in many
cases they do it because they simply find it enjoyable.
Behaviours related to deficiencies in Social Imagination may include:
●

Repetitive body movements (e.g. rocking, flapping, spinning, running back and forth)
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●

Repetitive motions with objects (e.g. spinning wheels, shaking sticks, flipping levers)

●

Staring at lights or spinning objects

●

Ritualistic behaviors (e.g. lining up objects, repeatedly touching objects in a set order)

●

Narrow or extreme interests in specific topics

●

Need for unvarying routine/resistance to change (e.g. same daily schedule, meal menu, clothes, route to
school)
Sensory differences
The new DSM-5 includes hyper or hypo sensitivity and unusual sensory interests under the domain
‘Restricted, repetitive patterns of behaviours, interests and activities’, however, we believe it is important
to address it separately for this curriculum. A person with autism may experience difficulties interpreting
and organising input from what they see, taste, touch, hear and smell. Sensory perceptions can become
frightening or even painful and can lead to high anxiety and meltdowns.
This is because the way individuals with autism process sensory information differs from that of
neurotypical people. This can have a huge impact on the way they interact with their environment and
also on their ability to interact with other people.
People with ASD can be ‘hypo or’ sensitive in any of the senses – including vestibular- the movement
and balance sense. As a result, sounds, lights, touch and smells can be painful or very uncomfortable.
For this reason, autistic people often might wear sunglasses indoors or wear ear defenders. Some might
prefer not to be touched or only eat specific foods.
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Due to sensory sensitivities, someone with autism might:
●

display unusual sensory seeking behaviour such as sniffing objects or staring intently at moving objects.

●

display unusual sensory avoidance behaviours including evasion of everyday sounds and textures such
as hair dryers, clothing tags, vacuum cleaners and sand.

●

display self-stimulatory (also known as stimming) behaviours e.g. tapping their temples, flapping their
hands, bouncing on their toes.

●

be so intensely engaged with a favourite sensation or activity that they may not detect danger.
Sensory Issues can involve:

●

Sights (For example, Fluorescent lights that flicker or the fluttering of curtains, posters, and wall
hangings)

●

Sounds (For example, Persistent sounds such as lawnmowers, washing machines, ticking clocks,
dripping water, or traffic noises)

●

Smells (For example, Including heavy or distinct smells such as cleaning supplies, new carpets,
perfumes, foods, and cologne)

●

Tastes
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●

Touch (For example, textures of slippery foods or the feeling of mucilaginous glues or gels (although the
intolerance or favoring of textures can vary from one individual to the next)
Alongside the commonly recognised “5 senses” (taste, touch, hearing, sight and smell) a person on the
autism spectrum may also overreact or under-react to two additional senses: the vestibular and
proprioceptive senses. These senses impact balance, motor skills and body awareness.

●

vestibular

●

proprioception
Hyper or hypo?
Many people with autism have difficulty processing everyday sensory information. They can be either
hyper sensitive (over-reactive) or hypo sensitive (under-reactive) to sensory input, or experience
fragmented or distorted perceptions.
A person’s responses to sensory experiences may fluctuate from one day to the next. Some days he or
she may seek out certain sensory experiences but on other days he or she may actively avoid that same
experience.
What is “stimming”?
All people engage in behaviours to help regulate their sensory environment. When these behaviours are
overt they become known as “stimming”. The amount and type of stimming an individual on the autism
spectrum uses varies a lot from person to person. For example, some individuals with autism may just
have mild stimming mannerisms, whereas others spend a lot of time stimming. Most forms of stimming
are repetitive or unusual body movement or noises. Stimming can include:

●

hand and finger mannerisms, like finger-flicking and hand-flapping

●

rocking the body back and forth while sitting or standing

●

posturing – holding hands or fingers out at an angle or arching the back while sitting

●

visual stimulation – looking at something sideways, watching an object spin or fluttering fingers or objects
near the eyes

●

repetitive behaviour like opening and closing doors or flicking switches

●

chewing or mouthing objects

●

listening to the same song or noise over and over.
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If a person with autism is hyper-sensitive to sensory input, stimming can be calming. It may help them to
focus, and thus reduce sensory overload. In the case of people who are experiencing hypo-sensitivity,
stimming may increase stimulation and help them better focus on their environment or the activity at
hand.

Sensory Overload Outside of Autism
If you are a person with normal sensory regulation, you may find it hard to understand why someone
would fly out of control as a result of flickering lights or loud noises. Despite what you may think,
oversensitivity to sensations is not limited to people with autism; it affects all of us. (Acevedo, Aron,
Pospos, and Jessen, 2018)
Even people without autism can be "overloaded" if a car alarm outside of their window continues for 10
to 20 minutes without reprieve. It also explains why some people shave to leave a club or concert when
the noise and clamor are too much to bear.
In the end, every one of us has sensory "settings" that tell us when a sound, sight, smell, taste, or other
sensation is simply too much to bear. It can differ from one person to the next.
And, as we age, our sensitivity to certain sensations such as sound can also increase. (Acevedo, Aron,
Pospos, and Jessen, 2018)
There is even evidence that smaller children may be less able to filter sensations and will respond with
meltdowns. According to a 2018 report published in JAMA Pediatrics, one in six children has sensory
processing difficulties, causing frequent meltdowns that parents sometimes mistake for tantrums or bad
behavior. Kong and Moreno (2018)
When faced with "too much" external stimulus, particularly when it comes from different sources we
cannot filter out, people without autism may respond with symptoms such as: (Schevdt and Needham,
2017)
●

Anxiety and fear

●

Restlessness

●

Loss of focus

●

Feeling overwhelmed or agitated

●

Increased heart rate and respiration
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●

A preoccupation with or inability to ignore the source of the discomfort

●

The strong impulse to leave the source of the discomfort

●

Irritability and anger
Many of these symptoms are no different than those experienced in people with autism.

Extreme Anxiety
Although anxiety is not considered a core feature of ASD, anxiety disorders are the most common
comorbid conditions in these patients. 40% of young people with ASD have clinically elevated levels of
anxiety or at least one anxiety disorder, including obsessive compulsive disorder. (Hollander and Burchi,
2018). While an extensive review of the literature by White et al (2009) revealed that up to 84% of
individuals with autism meet the criteria for clinically diagnosed anxiety disorders. Due to characteristic
communication difficulties, an autistic person may have severe anxiety issues but have a decreased
ability to express it. As noted by Howlin (1997), “…the inability of people with autism to communicate
feelings of disturbance, anxiety or distress can also mean that it is often very difficult to diagnose
depressive or anxiety states.”
Because of the great impact on the course of the disorder, recognizing anxiety and treating it properly is
particularly important for the well-being of these patients. Many adults with autism suffer from stress and
anxiety, especially in social situations or when dealing with change. This can not only affect the individual
psychologically and physically but can also have a huge impact on the quality of their and their family’s
life (National Autistic Society). Moreover, untreated comorbid anxiety has been associated with the
development of depression, aggression, and self-injury in ASD, therefore, an early recognition and
treatment may convey better prognosis for these patients.
It’s not easy to recognize the presence of anxiety in patients with ASD, because of overlapping
symptomatology and altered presentations of symptoms. Patients who are minimally verbal may be
unable to report their internal states (for example if they feel worried) and instead demonstrate anxiety
through disruptive behaviours, while others may be verbally fluent but present with difficulties in
understanding ones’ own emotions and expressing these emotions.
According to Hollander and Burchi, (2018), typically, anxiety may present with different features at
different times in the course of ASD and in association with different demands from environment:

20

●

Specific phobia: a specific phobia, namely an intense, irrational fear of something that poses little or no
actual danger, may arise early in the course of ASD because of over responsiveness to sensory
stimulation, such as a loud environment; specific phobias in these patients usually involve highly unusual
stimuli (e.g. advertisement jingles, balloons popping, vacuum cleaners, toilet flushing, alarms at school),
but may also present fears (e.g. of the dark, insects, needles) that are typical of developing youth.

●

Obsessive compulsive disorder (OCD): characterized by unwanted and intrusive thoughts and
consequent compulsive behaviours, OCD is often comorbid with ASD; identifying comorbid OCD in these
patients is important because while the engagement in repetitive behaviours which is typical of ASD is
unrelated to distress, compulsions are performed as a coping mechanism to relieve anxiety.

●

Social anxiety: as the patient ages and the environment becomes more demanding, social
communication impairment may underline the development of social anxiety, especially if the patient is
high functioning and aware of their social incompetence. Social anxiety, defined as intense anxiety or
fear of being negatively evaluated in a social or performance situation, in turn leads to avoidance of social
situations, therefore limiting the patient’s opportunities to practice social skills, and may predispose the
individual to negative reactions from peers and even bullying.

●

Separation anxiety: social impairment may evoke overprotective reactions from parents that in turn may
strengthen avoidance behaviour in the child; separation anxiety may then arise when the patient has to
separate from attachment figures, for example at the moment of leaving the family for college.

●

Other atypical symptoms of anxiety: youth with ASD often experience symptoms of anxiety that not
necessarily fit within a diagnosis, for example intense levels of distress related to changes in their routine
or environment.

Meltdowns and shutdowns
When a person with autism becomes
overwhelmed, they can go into meltdown
or shutdown. These are both very intense
and exhausting experiences.
A meltdown happens when a situation
becomes too much for someone and they
temporarily lose behavioural control. This
loss of control can be verbal (eg shouting,
screaming, crying) or physical (eg icking,
lashing out, biting) or both.
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A shutdown appears less intense to the outside world but can be equally draining. Shutdowns are also a
response to being overwhelmed, but may appear more passive - eg an autistic person going quiet or
'switching off'. One autistic woman described having a shutdown as: 'just as frustrating as a meltdown,
because of not being able to figure out how to react how I want to, or not being able to react at all; there
isn’t any ‘figuring out’ because the mind feels like it is past a state of being able to interpret.' (National
Autistic Society)

Prevalence of autism
Trying to answer questions about ASD prevalence is extremely difficult, mainly because our
understanding of autism has changed a lot over the past decade. One of the factors that may account for
differences in reported prevalence rates, is the variation in the definition of autism. Especially, after the
introduction of the DSM-IV criteria, when a dramatic increase in the prevalence of autism was observed.
Additionally, the usual health information sources (health surveys, hospital discharges, and registers) are
difficult or not
existing

for

being used to
contribute

to

establish
prevalence

of

ASD. There is
no
recording

central
of

ASD cases in
any EU Member
State and there
are very few
epidemiological
studies on ASD
on which to make appropriated predictions.
However, in the US the Centers for Disease Control and Prevention (CDC), recently released its new
biennial data from the Autism and Developmental Disabilities Monitoring Network (ADDM) on the

22

prevalence of autism in the U.S. The network identified 1 in 54 children as having autism spectrum
disorder (ASD), representing a 10% increase from previous estimates.
Other facts regarding the prevalence of autism:
● Currently, boys are also approximately 4.5 times more likely to have an autism diagnosis than girls of the
same age. However, recent research suggests that girls may not show autism in the same way as boys
and might go undiagnosed because of that.
● About 1 percent of the world population has autism spectrum disorder. (CDC, 2014)
● When analyzing autism rates by country, studies in Asia, Europe, and North American have all
determined an average prevalence rate between 1 and 2%
Possible causes
Until now, there is no known unique cause of ASD.
However, evidence suggests that autism can be
caused by a variety of problems. Both genetics
and environment may play a role.
There is some indication of a genetic influence in
autism, as well as that a virus can cause autism.
For instance, there is an increased risk in having
an autistic child after exposure to rubella during the
first trimester of the pregnancy.
Researchers are currently exploring further whether factors such as viral infections, medications or
complications during pregnancy, or air pollutants play a role in triggering autism spectrum disorder.
However, the causes are believed to be mainly genetic. In most individuals who present with a mild form
of ASD, despite a very extensive workup that may include blood test, urine tests, imaging studies, and
other tests, everything comes back normal. The general consensus is that ASD is a genetic disorder that
sometimes can’t be identified in current genetic testing. This may never become specifically identified
because ASD may represent a variety of genetic abnormalities.
There has been many concerns that vaccines, especially the measles component of the MMR vaccine
and the pertussis component of the DPT shot may cause autism. However, studies provide strong
arguments against a causal relation MMR vaccination and autism. In fact, the original study that ignited
the debate years ago has been retracted due to poor design and questionable research methods.
(EUROPEAN COMMISSION HEALTH & CONSUMER PROTECTION DIRECTORATE-GENERAL,
2005)
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Common misconceptions surrounding autism
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Other common misconceptions about autism

MYTH 1: Autism is a disease
One common misconception among the myths about autism is that it is a disease. Some people think
that autism can be cured with medicine and treatment like an illness and assume that autistic people are
therefore “sick”. None of this is true.
FACT: Autism is not a disease. Autistic people are definitely not ill. Autism cannot be cured with medicine.
Autism is a neuro-developmental disorder that can manifest itself in communication impairment or
difficulty in social skills and interaction. Autistic people can still live completely independent, meaningful,
healthy and productive lives, especially with the aid of therapy and professional intervention.
There are many factors which are considered to contribute to causing autism, from environmental factors
to genetic factors. One thing is for certain: it is NOT a disease you catch!
MYTH 2: Autism is becoming an epidemic
This myth is also a common one. Many people think that autism is becoming more and more common to
the point where it can be considered ‘an epidemic’. Even those who might not go this far in their language
still think that autism is becoming more and more frequent among today’s children.
FACT: While misleading and untrue, this myth is at least understandable in the sense that the number of
people diagnosed with autism has indeed increased over the last two or three decades. What this myth
fails to take into account is that this is actually a reflection of increased understanding of autism spectrum
disorder. As we’ve developed what the definition of autism encompasses over time, there has been an
increased ability in diagnosing autism too. This means more people who previously may not have been
identified as autistic are now being diagnosed and then receiving the support and understanding they
need. In the past, many of these people may have just been left undiagnosed and simply treated as
socially awkward, insensitive, introverted or a combination of them all.

MYTH 3: Vaccines cause autism
One of the most well-known misconceptions about autism is that vaccines cause autism.
FACT: While there is no known single cause of ASD, there is no evidence to support a link between
vaccines and ASD (American Academy of Pediatrics, 2017). Thimerosal, which used to be a common
vaccine ingredient, was once thought to have caused ASD. Since thimerosal has been removed from
vaccines, however, the prevalence of ASD has increased rather than decreased (Center for Disease
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Control and Prevention, 2015). The American Academy of Pediatrics has compiled a list of the research
studies that demonstrate there is no link between vaccines and ASD. Although there is no evidence that
vaccines cause ASD, there are certain environmental and genetic factors that are associated with a
higher risk of ASD due to their effect on brain development. There are currently 61 genetic variations that
are associated with ASD risk, and repeated or deleted sections of DNA and chromosomal abnormalities
have also been implicated (Autism Speaks, 2017). Environmental risk factors associated with ASD
include advanced paternal age (over 34), poor maternal physical and mental health, maternal prenatal
medication use, maternal exposure to chemicals, preterm birth, complications during birth, low birth
weight, jaundice, and post birth infections (Karimi, Kamali, Mousavi, & Karahmadi, 2016). Mumps,
measles, and rubella are among the infections associated with an increased risk of ASD, so the
preventative MMR vaccine helps mitigate the risk of developing ASD from these infections.
MYTH 4: People with autism cannot form relationships.
FACT: Although social interaction is one of the three common impairments in people with ASD, this does
not mean they cannot form relationships with others. Individuals with ASD are able to and do form fulfilling
relationships with family, friends, spouses, and children. Contrary to the previously dominant idea that
they prefer social isolation, recent studies have demonstrated that most people with ASD want to form
relationships with others (Brownlow, Rosqvist, & O’Dell, 2015). Personal testimonies by individuals on
the spectrum support this finding. Despite them wanting to, it is still difficult for people with ASD to interact
with others, create social relationships and understand social cues. Social media and other forms of
online networking can be useful in helping those with ASD form and maintain relationships with others
both on and off the spectrum. In addition, it is important for neurotypical individuals to understand the
perspective of their neurodivergent friends. Individuals with ASD, for example, are quite often more blunt
than others, meaning they will not sugarcoat their thoughts in a way that is expected in typical social
situations, which can often offend others. As long as neurotypical individuals understand the differences
between them and a neurodivergent person, then true and long-lasting social relationships can be formed
between individuals with and without ASD.
MYTH 5: Autism is a mental health disorder
FACT: Autism is a neurological disorder. Studies of the people with autism have revealed abnormalities
in brain structure and neurotransmitter levels. What is commonly overlooked is that individuals with
developmental disabilities are twice as likely to have a co-occurring mental health disorder that also
needs treatment or, at times, may render them in need of acute mental health stabilization, while also
taking into consideration the developmental disability.
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MYTH 6: All autistic people have a savant skill
Another pervasive misconception among the myths about autism, which has only been egged on by pop
culture media like the movie Rain Man and the TV show The Big Bang Theory, is that all autistic people
have savant skills. A savant skill, caused by savant syndrome, is a very rare condition in which someone
exhibits extraordinary and exceptional mental abilities. This might be related to memory, art, music or
rapid calculation.
FACT: The existence of savant syndrome is not a myth. It is a real thing. What is a myth is the assumption
that ALL autistic people have a savant skill. In fact, no more than 1 in 10 (or 10%) of people with autism
display some advanced level of a particular skill. Even among those who do have a ‘savant skill’, the
skills themselves are very varied both in type and degree. Autistic individuals often exhibit very specific
and focused interest in a singular topic, sometimes to the exclusion of everything and anything else. This
means that they might have a higher than average level of knowledge on the specific subject.
Understandably, this might lead to confusion regarding whether they have savant abilities, but in reality
it is more likely than not simply an expression of their keen interest in the topic.

Why is training important?
Police officers and other first responders (medical emergency workers and firefighters) may encounter or
be asked to provide services to a person with autism. In fact, they are 7 times more likely to come in
contact with an individual with ASD than the average person (Prevent-educate.org). In those situations,
recognizing the signs of autism and knowing how to approach the person can minimize situations of risk
or victimization of the individual, as well as the risk to those intervening. However, evidence shows that
first responders aren’t adequately trained to recognise and handle that population
Additionally, given that individuals with ASD have difficulty picking up social cues (social referencing) and
understanding other individual’s thoughts and intentions, they are vulnerable to a range of crimes, from
fraud and theft to more violent crimes. Individuals with ASD are also generally taught compliance from a
very young age, making them easy targets for abuse and victimization. When assisting a crime victim
who is on the autism spectrum, first responders should take specific actions to communicate with and
support the individual.
A survey of individuals with ASD and their families indicated that 35% had been the victim of a crime and
23% interacted with first responders due to wandering or eloping. (Autism Society, 2006). Of that 35%
who had been the victim of a crime, 17% reported physical abuse or assault, 13% reported being the
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victim of sexual abuse, 9% reported property crimes, 8% reported sexual assault, and 8% reported
neglect; 3% reported being coerced to commit or participate in a crime (Autism Society, 2007).
These results indicate the need of a mandatory training for Autism among first responders. First
responders need to have sufficient understanding of ASD, how it may present in an individual, and how
to best handle incidents involving such a person. The following modules will help you understand even
better autistic people, their needs and how to treat them during emergency circumstances.
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MODULE PLAN 2
Title

2. Communication and social interaction in individuals with autism

Duration

1 hour

People with Autism Spectrum Disorder (ASD) may have difficulties in
communication and social understanding and can create dangerous
misunderstandings on the intervention of first responders. The overall

General objective

objective is to provide first responders with knowledge and skills on how
to communicate with persons with ASD.
Learning outcomes of the module:
SO1: describe and identify the core triad of impairments in autism.
SO2: Understand and debate the key concepts related to autism-related
Specific objectives

communication characteristics and social interaction.
SO3: Revise, integrate and employ communication practices to
communicate effectively with persons with ASD.
SO4: Recognizing the great heterogeneity.
Knowledge:
1. SO1 intends to achieve the LO1: knowledge on the core triad of
impairments in autism: social interaction, social communication, and

Learning

outcomes social imagination.

(at least 1 of each):
2. SO2 intends to achieve the LO2: acquire expertise on the key concepts
Knowledge,

Skills, related to autism-related communication characteristics: social

Responsibility,
Autonomy

and interaction and anxiety, eye contact and non-verbal communication,
sensory processing, and processing language, expressive versus
receptive language, prosody, and literal interpretation, and sensory

(see

Bloom’s sensitivities.

Taxonomy
Verbs- Annex)

Action Skills:
1. SO3 and SO4 intend to achieve the LO3: develop, acquire, and training
communication techniques to communicate effectively with persons with
ASD: verbal and non-verbal communication behaviors.
Responsibility and Autonomy:
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1. SO1-SO4 intends to give autonomy in communicating effectively with
persons with ASD and integrating the different features of
communication.
2. SO1-SO4 intends to give responsibility based on evidence to better
decision-making procedures considering the high heterogeneity among
this population, and respect for people's rights and differences.

Module summary (abstract – half a page)
This module discusses the most common communication characteristics of individuals with ASD.
It covers the description and identification of core ASD impairments, the key concepts behind
ASD communication features, and proposes communication practices to effectively
communicate with individuals with ASD. It will lean on audio-visual materials, group discussions,
workshops, and role-playing to address these matters. Overall this module aims to empower
ASD interlocutors with increased autonomy and perception of responsibility in the decisionmaking process.

List of resources, tools, and methods1
Teaching methodologies to include classes with oral exposition with the support of audio-visual
materials (SO1 and SO2), group discussions in a circle, and feedback (SO1 and SO2) workshops and
role-playing (SO3 and SO4).

1

Example: videos; ppt; exercises; check list; case study; etc
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Communication and social interaction in individuals with autism
- The communication characteristics of ASD
- Interacting and communicating non-verbally
- Social interaction
- Communication strategies

- The communication characteristics of ASD
Functional independence in our culture requires a high level of interdependence with others. Even if
individuals don't desire social connections to people, to live and survive on their own, they must be able
to effectively interact with store clerks, service workers, first responders, and work supervisors. This
requires social and communication skills, which of course are at the heart of the challenges of autism
(Loomis, 1997). First responders are a particularly important audience in this regard as they have to
interact with adults in emergency and high-risk situations.
Common Challenges for Adults With Autism (Loomis, 1997, p. 954).

Self-Care
1. Hygiene and grooming
2. Dressing and care of clothing
3. Entertaining oneself without a heavy reliance on video games/television/movies/Internet
4. Managing illness
5. Promoting health (diet, exercise, using primary medical care)
6. Maintaining a schedule (getting up in the morning, structuring one’s time) Managing an Independent
Residence
7. Meal preparation (planning, shopping for groceries, safe storage of food, cooking)
8. Cleaning the house (kitchen, bathrooms, vacuuming/dusting, washing linens)
9. Maintaining the house (making small repairs, operating HVAC/electrical system/plumbing)
10. Safety practices (locking up, fire prevention, dealing with strangers at the door, first aid, and handling
emergencies)
11. Communicating with service people and first responders
12. Managing finances (paying bills, budgeting, investing)
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Functioning in the Community
13. Getting around (driving, public transportation)
14. Interacting with clerks, merchants, and service people
15. Accessing community-based recreation (movies, restaurants, bowling, clubs, religious congregations)
16. Safety decisions (avoiding bad neighborhoods, encounters with strangers)
17. Safely carrying and using money, checks, and ATM/credit cards
18. Communicating with first responders in the community

Social Interactions
19. Appropriate greetings, small talk, and conversation
20. Following the “hidden curriculum” of social rules
21. Making effective invitations
22. Engaging in desired shared social activities (parties, games, meals)
23. Using social technology (calling, texting, e-mail, Facebook)
24. Exhibiting appropriate sexual behaviors and awareness
Most autistic people experience difficulty with interacting with others, initiating interactions, responding to
others, or using interaction to show people things or to be sociable understanding, and relating to other
people taking part in everyday family, school, work, and social life.
Language entails four interrelated systems of linguistic communication: pragmatics, semantics,
phonology, and syntax (Landa, 2007, p. 16; Wilkinson, 1998, pp. 73-74). Phonological conventions
include how we learn to distinguish among heard words and the rules governing pronunciation or
articulation of sounds. Prosody refers to patterns of speech such as intonation, rhythm, and stress.
Prosody not only adds to the variety of speech sounds but also overlays grammar to influence use and
meaning. Morphological rules involve signaling grammatical information at the word level, as when words
are inflected with past tense markers such as ‘‘-ed’’. The syntax is a rule system that guides how words
are combined into sequences and hierarchical structures of phrases and sentences. The semantic
system involves the mental ‘‘dictionary’’ of words and their meanings, how to combine words to form
meaningful relationships such as possession, abstract language processing (including literal and
nonliteral meaning), and formation of gist from a text or discourse. Paralinguistic communication includes
proxemics (e.g., use of space in communication as in distance between speaker and listener), facial
expression (e.g., rolling the eyes to indicate that comment was intended as sarcasm or smiling as criticism
is given to convey tenderness and sincerity so that the listener knows that the comment was made out
of concern rather than merely to criticize), intonation (e.g., using a rising intonational contour at the end
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of a declarative syntactic construction to signal that it is to be interpreted as a question rather than as an
assertion), and gesture. Pragmatics involves discourse management (e.g., topic initiation and
maintenance), communicative intentions (variety expressed and understood, as well as a variety of forms
used to communicate intentions), and presupposition (making judgments about the type and style of
information presentation depending on characteristics of the context, ranging from listener-specific
characteristics to setting).
In typical development, all four systems are synchronized, so that the measured level of skills in any one
domain should be commensurate with the skills in any other (and with the overall level of intellectual
functioning). However, among children with autism each of the individual language domains can be
selectively impaired. Skills can be relatively advanced in one domain (say, semantics) yet delayed or
deviant in another (for instance, syntax). Also possible is for language to be delayed relative to broader
intellectual functioning (Wilkinson, 1998).
Additionally, one of the most salient aspects of deviant speech in autism is the occurrence of echolalia.
Echolalia is the repetition, with similar intonation, of words or phrases that someone else has said. It can
be immediate; for example, a child repeats her teacher’s greeting, “Hi, Susie,” exactly as it was said to
her. It can be delayed, as in the case of a child who approaches his father and says, “It’s time to tickle
you!” as a signal that he wants to be tickled, repeating a phrase he has heard his parents say in the past
(Tager-Flusberg, Paul, & Lord, 1997, p. 346).

Research on the social and cognitive impairments in autism has led to the hypothesis that autism involves
deficits in understanding other minds, referred to as the "theory of mind" (Baron-Cohen, 2001; BaronCohen, Tager-Flusberg, & Cohen, 1993; Tager-Flusberg, 1996). According to this hypothesis, autistic
individuals have profound difficulty interpreting a person's actions within a mentalistic framework, and
there is considerable evidence to support this hypothesis. This hypothesis has been used to explain the
core impairments in both communication and social functioning, which constitute two of the major
symptoms of this disorder.
Children with autism fail to understand false beliefs, but also have difficulty with a wide variety of theory
of mind tasks. They are not only seriously delayed in the acquisition of theory of mind, but may also never
achieve the same endpoint, as deficits remain evident even among high-functioning adolescents and
adults.
Children have problems in understanding that language is a means for interacting with others and in
understanding that communication is about the expression and interpretation of intended meaning.
Children with autism have difficulty taking into account the listener’s perspective, which affects their ability
to engage in conversations in a sustained or meaningful way (Tager-Flusberg, 1996). They rarely
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comment on ongoing or past activity, use language to seek or share attention, provide new information,
or express intentions, volition, or other mental states (Hale & Tager-Flusberg, 2005; Tager-Flusberg,
1996).
According to Rogers, Dawson, and Vismara (2012), the areas in which most children with ASD have
difficulties are paying attention to other people, using social smiles, taking turns and engaging in social
play, using gestures and language, imitating others, coordinating attention (eye gaze) with others, and
playing in typical ways with toys (e.g., toys that easily generate a sensory experience, as by shaking a
clear tube with plastic balls, versus a novel switch activated toy, where the action afforded by the switch
may be novel and is distally related to the effect that it activates). To exhibit more sophisticated and
symbolic play, children with autism often require highly structured contexts, within which therapists may
also stimulate the coordination of play with symbolic language development. The intervention context
provides enriched, scaffolded opportunities for children with autism to practice increasingly symbolic and
decontextualized play and language skills, as well as the integration of these skills (Landa, 2007, p. 20).
Children with autism interact with the world in some ways, which involve some challenges that early
intervention is designed to target. These are some of the common challenges to learning associated with
ASD (Rogers et al., 2012):
● Rather than naturally paying attention to people, including their faces, gestures, and voices, children with
ASD tend to pay a greater amount of attention to objects and other types of non-social information (lights,
patterns, etc.). Instead of frequently seeking out others for interaction and being motivated to share
experiences with others, children with ASD may prefer to spend time alone or to play near but not with
others. When attempting to communicate, children with ASD often don’t use gestures to share their
experiences with others, such as pointing and showing things to others. They tend not to understand or
respond to other people’s communicative gestures, either.
● Imitation and turn-taking: Instead of readily imitating the sounds and actions of others, children with
ASD don’t often imitate others and don’t often engage in back-and-forth toy play. It doesn’t seem
particularly enjoyable to them. Instead of exploring lots of objects and using them in creative ways,
children with autism can often be overly focused on a small set of objects and repeat the same action
over and over. They may become distressed when this pattern of play is disrupted by others. They tend
to play alone with toys, rather than with others. Rather than making lots of sounds and paying attention
to other people’s sounds, young children with ASD may be unusually quiet. They may make only a small
number of sounds. Their sounds may not sound much like speech, and they tend not to use their sounds
to send messages to others.
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● Arousal and sensory sensitivities: In contrast to other children, children with ASD may seem easily
overstimulated or may seem underresponsive to various sensations. They may have unusual sensitivities
to touch, sound, or light (Rogers et al., 2012, pp. 52-53).
● According to Baron (2001, 2008) children with autism also have difficulties in the appearance-reality
distinction. Children tend to commit errors of realism, saying the object is an apple, or is a candle, but
do not capture the object’s dual identity in their spontaneous descriptions. Given that to do this requires
being able to simultaneously keep track of what an object looks like, versus what it is – how you perceive
or think about it subjectively, versus how it is objectively - it is an additional clue that in autism there is a
deficit in the development of a theory of mind.
● Children with autism also have problems in First-order false belief tasks. These tasks relate to the
understanding that different people can have different thoughts about the same situation. Children with
autism have difficulties in shifting their perspective to judge what someone else might think, instead of
simply reporting what they know. They have also difficulties in "Seeing leads to knowing" tests. Another
cornerstone of typically developing children’s theory of mind is understanding where knowledge comes
from so that they can work out who knows what, and more importantly, who doesn’t know what (Baron,
2001, 2008).
● Children have difficulties in recognizing mental state words. Children with autism have much more
difficulty in what goes on in the mind, or what the mind can do. These words include "think", "know",
“dream”, “pretend”, “hope”, “wish”, and "imagine”. These are easily distinguished from other kinds of (nonmental) verbs like “jump”, “eat”, or “move”. Additionally, they have difficulties in the production of the same
range of mental state words in their spontaneous speech. Children with autism produce fewer mental
state words in their spontaneous descriptions of picture stories involving action and deception, and in
their conversational discourse (Baron, 2001, 2008).
● Difficulties in the production of spontaneous pretend play. This might reflect a failure to reflect on
one’s imagination.
● They also have difficulties understanding more complex causes of emotion (such as beliefs).
Emotions can be caused by situations (such as falling over causes you to cry or being given a present
causes you to feel happy). Thus, you can be happy because you got what you wanted, or because you
think you are getting what you wanted. Harris and colleagues found that normal 4-6-year-olds understand
all 3 types of emotional causation. In contrast, studies show that children with autism with this mental age
have difficulty with mental states as causes of emotion (Baron, 2001, 2008; Baron-cohen et al., 2008)
● Difficulties in inferring from gaze-direction when a person is thinking, or what a person might
want. Why do we spend so much time looking at people’s eyes? We now know that from gaze-direction,
children as young as 4 years old can work out when someone is thinking about something (e.g., gaze
directed upwards and away, at nothing in particular, strongly signifies the person is thinking (Baron-Cohen

36

& Cross, 1992 cit from Baron, 2001, p. 8). Children with autism, in contrast, are relatively blind to such
information from gaze-direction, even though they can answer the explicit question “What is Charlie
looking at?”. Mentalistic interpretation of the eyes of another person does not seem to come naturally to
them (Baron, 2001, 2008; Baron-cohen et al., 2008).
● Difficulties of being able to monitor one’s intentions. Working out why people behave as they do is
all about keeping track of people’s intentions, since tracking actions alone describes what people do, but
not why they do it. In a novel test of this, year-old normal children were asked to shoot a toy gun at one
of six targets, stating their intended target. Then, unbeknownst to the child the outcome was manipulated
by the experimenter, such that sometimes the child hits their chosen target, and sometimes they did not.
Normally developing 4-year-olds could correctly answer the question “Which one did you mean to hit?”,
even when they did not get what they intended, but children with autism often made the error of answering
by reference to the actual outcome (Phillips, Baron-Cohen & Rutter, 1998).
● Difficulties of tests of deception. Deception is relevant to understanding other minds simply because
it involves trying to make someone else believe that something is true when in fact it is false. In other
words, it is all about trying to change someone else’s mind. Children with autism, when studied under
experimental conditions, have been shown to have difficulties both in the production of deception, but
also in understanding when someone else is deceiving them (Baron-Cohen, 1992).
● Difficulties in understanding metaphor, sarcasm, jokes, and irony. Figurative speech requires an
understanding of the speaker’s intentions, to move beyond the literal level of simply mapping words onto
their referents. Examples of figurative language include sarcasm (“How clean your room looks today!”,
uttered by an exasperated parent to her child), and metaphor (“she’s got a sharp tongue!”). Results
suggest that this more advanced mind reading test (pitched at the level of a normal 8-year-old) reveals
the subtle mindreading deficits in individuals with high-functioning autism. A similar finding using a simpler
test comes from a study of normal preschoolers based on testing if they can understand someone’s
intention to joke. Children as young as 3 years old heard utterances like “This is a shoe”, spoken by the
experimenter whilst pointing at a cup, and were asked why the experimenter said that. Whereas even
normal children referred to the speaker as “joking” and “pretending”, in their explanation, children with
autism tended to refer to the speaker having got it wrong (“it’s not a shoe, it’s a cup” etc.,) (Baron-Cohen,
1997).
● Tests of pragmatics. Understanding figurative speech and humor is just a subset of pragmatics or the
use of language appropriate to the social context. Aspects of language in autism are considered in more
detail elsewhere (Tager-Flusberg, 1993), but pragmatics includes at least the following:
• tailoring one’s speech to a particular listener;
• adapting the content of one’s speech to what your listener already knows or needs to know;
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• respecting conversational maxims (Grice, 1975/1957) such as being truthful, relevant, concise, and
polite;
• turn-taking appropriately so that there is space for both participants in the dialogue;
• being sensitive to the other person’s contribution to the conversation;
• recognizing what is the wrong or right thing to say in a particular context;
• staying on topic;
• appropriately helping your listener to follow when a topic change is occurring.
Also, Paul et al. (2009) reported that the following areas of pragmatics were most consistently impaired
in speakers with ASD:


use of irrelevant detail



inappropriate topic shifts;



topic preoccupation/perseveration;



unresponsiveness to partner cues;



lack of reciprocal exchange;



Inadequate clarification;



Vague references;



Scripted, stereotyped discourse;



Excessively formal style (for speakers with Asperger syndrome only)

● Tests of imagination. We discussed the relevance of pretend play earlier, and this is one possible way
that imagination can be expressed. More broadly, imagination is relevant to the theory of mind since it
involves an unreal world that exists purely in your mind, and being able to reflect on this virtual world.
The virtual world is the content of one’s mental state of imagining.
● According to the Information Processing theory (e.g., Ozonoff et al., 1994), children with autism also have
difficulties in information processing. The Weak Central Coherence (Quill & Brusnahan, 2017, p. 25)
is one example. Central coherence is the term used to define a cluster of skills that allows people to
process and interpret information in context to determine meaning. An individual processes incoming
information with central coherence to extract the overall meaning of the situation but often at the expense
of attention to and memory for details. For example, when retelling a story, many people find it easier to
accurately recall the gist of the story rather than remember specific details. Central coherence falls under
the broad umbrella of information processing, and the theory of weak central coherence explains many
of the processing challenges in autism. Weak central coherence (WCC) is analogous to the expression
“not able to see the forest for the trees.” In other words, the person processes information in a piecemeal
fashion at the expense of contextual meaning. People with ASD may have an enhanced ability to observe
in a detail-focused way—processing the constituent parts, rather than the whole. Context blindness is
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another term used to describe the cognitive processing style of people with autism. Context blindness is
defined as a failure to use context spontaneously and subconsciously to determine what to mean. The
theory of context blindness focuses on a person with autism who has a keen eye for details without
reference to the context required for understanding. Context is the totality of all observed and inferred
elements that influence perception and meaning. To understand context, an individual must be able to
discover relevant information while ignoring unimportant details. A one-to-one association means that a
person with autism can struggle to make simple comparisons beyond the context in which information is
initially acquired. That initial learning becomes the defining and sometimes singular meaning of that
information.
● Difficulties in detailed meaning. Autism has been described as a challenge with understanding the
meaning of experiences. Detail focus or a propensity toward narrow and restricted conceptual
understanding characterizes the processing pattern observed in autism. People with ASD may attend to
specific, observable information and be less able to look beyond pure perception to assign meaning to
their experiences or the experiences of others. Additionally, children with autism also have problems
when using concrete thinking. Generalized learning occurs when information is analyzed, organized,
stored, and remembered in multiple ways. In a single moment, a person attends to various aspects of a
new experience and then links it to an infinite number of related experiences. This novel information
reshapes and redefines all related knowledge. In contrast, the information processing style of autism is
characterized by concrete thinking. With concrete thinking, there is a tendency to narrowly focus on one
aspect of a situation. Information is processed in a more restricted and thus less typically meaningful way
(Quill & Brusnahan, 2017, pp. 26-27).
● Children with autism also have difficulties in visual thinking. Social and communication interactions
require one to quickly attend to and understand the meaning of fleeting visual and auditory information.
The transient nature of language and nonverbal social information can be difficult for people with autism
to follow and, therefore, contributes to their social and communication challenges. Individuals with autism
may struggle to process the rapid progression of interactions and events inherent in social interaction
(Quill & Brusnahan, 2017, p. 27).
● Difficulties in memory challenges. Memory is the complex process of how information has been
organized and stored for use. Memory tasks vary from short-term (e.g., immediate repetition) to longterm (e.g., accessing from all previously stored information), and it can require recognition (e.g., multiplechoice) or recall (e.g., accessing information without explicit cues). Information that is integrated into
flexible, meaningful ways can also be accessed and used in flexible, meaningful ways (Quill & Brusnahan,
2017, p. 28).
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These social and cognitive impairments in autism can lead to problems with safely operating a motor
vehicle, managing a budget, or handling emergencies. When applied to social situations, these deficits
can get in the way of workplace relationships and dating and can leave the individual vulnerable to the
predatory advances of others. These challenges often undermine success in professional fields such as
teaching, medicine, and management (Loomis, 1997).
Considering the treatment that works, the most well-known form is Applied Behaviour Analysis (ABA),
but there are many versions of this approach. The research on these approaches introduced the term
naturalistic developmental behavioral interventions (NDBI), which includes Pivotal Response Treatment
(PRT), Early Start Denver Model (ESDM), Joint Attention Symbolic Play and Engagement Regulation
(JASPER), and Early Social Interaction (ESI) (Lord et al., 2018; Paul, 2008; Rodgers et al, 2020). For
instance, The JASPER approach is composed of four main targets (Agency for Healthcare Research and
Quality): Joint Attention – The strategies in JASPER promote joint attention skills – coordinating attention
between objects and people for purposes of sharing. Examples include looking between people and
objects, showing, and pointing to show. While joint attention develops naturally in typical children, those
with autism must actively learn these skills. Our studies show that when joint attention skills are modeled
and taught directly, children with autism use more joint attention. This leads to increased engagement
and learning. Symbolic Play – A primary target of JASPER is to increase the diversity of children's play
skills. Appropriate play acts are modeled, joint attention is facilitated within play routines, and greater
diversity in types of play is encouraged. The overall goal is to help the child increase their diversity and
flexibility in play and reach higher levels of play. Although reaching levels of symbolic play is an ultimate
goal, functional play is also targeted depending on the child's developmental level. Engagement –
JASPER utilizes some strategies to improve the child's state of engagement with others during the
intervention. The goal is to scaffold the child from being unengaged or solely focused on objects to higher
states of joint engagement with others, and increase their diversity and flexibility enabling them to reach
higher levels of play. Increases in engagement lead to increased opportunities for social communication
and learning. Regulation – This approach stresses the importance of emotion and behavior regulation. A
series of strategies are employed to handle self-stimulatory behaviors that interfere with learning, lack of
engagement, and dysregulation.
So, what can we do to increase the child’s attention to people (Rogers et al., 2012)
Step 1. Identify what is in the spotlight of your child’s attention.
Step 2. Step onto the “stage”; take your position.
Step 3. Eliminate the competition.
Step 4. Identify your child’s social comfort zone.
Step 5. Join in by following your child’s lead.
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Step 1. Identify what is in the spotlight of your child’s attention.

Most young children with ASD are interested in objects and toys and spend much of their time
manipulating and playing with them. If this is true for your child, then it will probably be easy for you to
find interesting materials for play. Young children are often very motivated to obtain objects, to handle
favorite objects, to create interesting effects with objects, and to get help with objects they enjoy. Most
also enjoy lively physical games their parents create— roughhousing, moving in time to music, running,
bouncing, and swinging. By including materials that relate to your child’s interests and preferences
(whether it be a favorite toy such as trains, a favorite cartoon character, or a preferred activity such as
tickling), you can create learning situations in which your child is likely to attend to you and interact with
you, thus learning from you. In addition, building social interactions into your child’s interest in specific
objects will allow you to increase your child’s social skills. Social interactions will become linked with
favorite activities and become more rewarding for your child (Rogers et al., 2012, pp. 65-66).
Step 2. Step onto the Stage; Take Your Position Rationale.

Social communication occurs especially through eyes, faces, and bodies. We want children to look at us;
to make repeated eye contact; and to have clear views of our faces, expressions, gaze patterns, and
mouths as we talk. In general, having children sit down when we play with them helps us get in their
spotlight or focus of attention. Sitting down helps focus your child’s attention because the chair provides
support and keeps your child from moving away easily. Sitting in front of your child to read a book or play
with a toy may seem like an odd way to position yourself, but holding a child in your lap to read won’t
allow you to engage in face-to-face interaction and limits social exchange. Once you get used to reading
books and playing in front of your child, it will become a habit, and you won’t have to think about it
anymore. If you use a bean bag chair or any chair that has arms and provides support, your child will be
more likely to stay focused on the interactive activity (Rogers et al., 2012, p. 70).
Step 3. Eliminate the Competition

Rationale. The physical environment can be a powerful pull for your child’s attention. Observing your
child will tell you what the attentional magnets are in a particular space. Video or computer images,
mechanical toys, and moving objects can compete strongly with parents who are trying to capture their
children’s attention. You may need to control and engineer the environment so that you have less
competition for your child’s attention (Rogers et al., 2012, p. 74).
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Step 4. Identify Your Child’s Social Comfort Zone

Rationale. All people, including children, have different reactions to the physical closeness of other
people. Some people need more social distance than others. Others love to be close. To attract your
child’s attention to your face and body, it’s important to determine your child’s comfort level with physical
closeness (Rogers et al., 2012, p. 79).
Step 5. Join In by Following Your Child’s Lead

Rationale. Following children’s attention as a way of teaching them may seem “unnatural” or “backward.”
We are very used to teaching by instructing and directing our children. However, many studies have
taught us that children, especially young children in the language-learning years, learn language more
easily if parents and others follow their children’s attention and talk about what the children are already
attending to. Redirecting their attention breaks their concentration and runs the risk of losing it altogether.
The following activities use the four main techniques that we employ in ESDM to follow children’s
attention. These are major teaching skills that you will use again and again as you follow these chapters
along, so practice them until they come easily and naturally to you. The watchword for Step 5 is this:
“Where you lead, I will follow.” Instead of trying to change your child’s activity or focus of attention, try to
follow your child’s attention into her current activity and join your child in it. You can use the objects, toys,
or activities your child is focused on to build an interaction (Rogers et al., 2012, pp. 81-82).

Interacting and communicating non-verbally
Nonverbal social-communication and imitation skills develop quickly and naturally in typically developing
children during the first years of life. Nonverbal social-communicative interactions are important
milestones in the development of cognitive, social, and communication skills. According to Quill and
Brusnahan (2017, pp. 35-36), the early nonverbal social-communicative interactions can be classified as
behavioral regulation skills, reciprocal social interaction skills, and coordinated joint attention skills.
Regulation Behavioral regulation skills are nonverbal social-communicative interactions used to regulate
another person to express intent. An important aspect of nonverbal interaction is the intentionality of the
individual. Intentionality is an awareness of the effect that a communicative behavior will have on others
and the ability to persist in that behavior until the desired effect is obtained. Children acquire a repertoire
of conventional gestures and sound to express intentions before using words. The development of social
interaction begins when adults infer intentionality from a child’s nonverbal behaviors. Young children
begin to “regulate” others to communicate requests and get needs met. For example, a child may request
by pulling an adult toward something, vocalizing a sound, and reaching or pointing toward the desired
item. Intentionality on the child’s part is observed when he or she directs nonverbal behaviors toward
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others. Examples include when a child reaches for an adult’s hand to be tickled or the child protests by
pushing an object or person away. By 12 months, a child generally uses simple gestures, like shaking
the head “no” or waving “bye.” When a child shares gestures, sounds, or other behaviors to deliberately
achieve a goal, he or she is intentionally communicating. These early intentional gestures and sounds
are critical because they demonstrate the child’s growing knowledge of the shared meaning and are the
foundation for the development of communication. These intentional behaviors are used to influence the
responses of others to meet one’s needs (i.e., regulation) and contribute to an individual’s ability to
sustain interaction with others (i.e., reciprocal interaction) and share interests (i.e., shared attention).
People with autism may not demonstrate intentionality as typically expected, and their style of interaction
may be expressed in unconventional ways. For example, children with autism may use various gestures
to make requests and may acquire the ability to respond to others, but self-initiated commenting and
demonstrating coordinated attention may be specifically challenging. It is not that children with autism do
not communicate intent but rather that they may not readily communicate for social purposes. Children
with ASD may communicate predominantly or exclusively to regulate the behavior of others (e.g.,
requesting something, protesting something, attempting to get their needs met) rather than to share a
social experience. For example, eye gaze and gestures may be observed when a child is being tickled,
but these behaviors are less likely to be observed when he or she is required to reciprocate by tickling
the other person. This pattern of communication is not a characteristic of children with specific language
or general developmental delays (Quill & Brusnahan, 2017, pp. 37-38).
Reciprocity is the use of nonverbal social–communication skills to initiate and/or maintain turn-taking
interactions with another person. Reciprocal social interaction skills include behaviors such as eye gaze,
gestures, facial expressions, simple actions, or vocalizations. Early reciprocal interactions include
smiling, waving “bye-bye,” and reaching to be picked up. These nonverbal reciprocal interactions—
exchanging eye gaze, gestures, and facial expressions—begin to develop during infancy and lay the
foundation for social and communication development. With reciprocal interaction, the child and social
partner have a back-and-forth dialogue by taking turns initiating or responding to nonverbal
communicative messages grounded in a shared focus of attention. The use of eye gaze plays an
important role in social interactions because it signals attention and social interest in another. Typically,
by age 9–12 months, children can play turn-taking games such as Peekaboo. During these turn-taking
interactions, individuals share affect and emotions (Quill & Brusnahan, 2017, pp. 37-38).
Children with autism may make requests for objects, actions, and social routines but have difficulty
initiating and sharing awareness of an object or event with another person. The interaction may be
challenging for children with autism due to their restricted learning patterns and difficulty maintaining the
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natural pace of social encounters. In the absence of understanding the process of reciprocal interactions,
children with autism may interact in atypical ways or demonstrate shared attention in more limited
contexts. As children with autism acquire effective means to interact with others, they are more socially
motivated to maintain their success (Quill & Brusnahan, 2017, p. 38).
Considering the attention, joint attention skills are coordinated nonverbal social-communicative
interactions used to share attention with another person. Joint attention is the set of skills two individuals
use to jointly attend to or communicate about a third entity such as an object or event. These skills include
1) responding to another’s cues by following the person’s visual line of eye gaze (attention) and/or a
gesture such as pointing, 2) coordinating eye gaze and gestures with the other person, and 3) using eye
gaze and/or gestures to direct the other person’s attention to events or objects. Simply stated, joint
attention is a three-point exchange that consists of coordinating attention among oneself, another person,
and an event or object (Quill & Brusnahan, 2017, p. 38).
Personal accounts by adults with autism (e.g., Temple Grandin) have suggested that people with ASD
experience atypical responses to environmental and social stimuli. Unusual sensitivities to visuals,
sounds, smells, taste, touch, and movement can reduce the individual’s ability to respond to and be
comfortable with social interactions. A lack of joint attention skills has been described as an early warning
sign, and these deficits can be strong, distinct indicators that differentiate young children with autism from
children with other developmental disorders. Joint attention can be an area of challenge in individuals
with autism regardless of age and developmental or intellectual level. People with autism may display
challenges with eye-gaze shifting, difficulty with gestural joint attention, and fewer responses to joint
attention bids. They may infrequently or rarely alternate eye gaze between an interesting object and
another person, show objects, or point to objects to share their interest. Even when an individual with
autism can coordinate eye gaze, gestural communication, and turn-taking, the skills for monitoring and
sharing joint interests in an object or event may be lacking. People with autism can experience challenges
responding to others (e.g., looking in the direction where another person is pointing), initiating joint
attention (e.g., showing, pointing), and specifically using joint attention for indicating and commenting
(Quill & Brusnahan, 2017, p. 38).
In autism, imitation challenges are hypothesized to be connected with the earliest developmental stages,
with early disruptions in imitation affecting cognition and learning. Imitation delays can negatively affect
the quality of life and are correlated with restricted levels of social relatedness, reciprocity, play, and
language. Imitation challenges can have a cascading effect in children with autism. People with autism
vary significantly in their ability to imitate what others do and have been found to imitate less than other
populations (Quill & Brusnahan, 2017, p. 39).
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Social interaction
Effective communication cannot take place in isolation from social interaction. Some ability to control
attention focus is necessary to learn from people and situations and to develop communication skills.
Social interaction encompasses every aspect of daily living, and social competence is necessary for a
child to function in all home, school, and community environments. In children with autism, the quality
and quantity of interactions with adults may differ significantly from peer interactions. Social pretend to
play and leisure progresses from parallel activity (e.g., two children pretending to drive their school bus,
two children playing at a sand table with their buckets and shovels) and evolves into associative (e.g.,
children playing together at the sand table with each building own castle but sharing shovels and buckets)
and then cooperative play (e.g., one child is the driver while the other children are the passengers on the
same bus, children building a sandcastle together). When children first begin to interact directly with
peers, they create joint or associative projects with objects but engage in limited social exchanges. As
cooperative play develops, children can interact and coordinate both their activity and social behaviors
with others. Integrating social imitation and imaginative play is essential for this level of peer interaction
(Quill & Brusnahan, 2017, p. 45).

Reciprocal Communication
Communication with peers is naturally embedded into social interaction. Children use nonverbal and
verbal means to initiate and maintain interaction as well as to respond to others. Getting a peer’s attention
and peer entry strategies are primary communication skills that are key to social success. Toddlers initiate
contact through eye gaze, gestures, and physical proximity. Objects and toys are the focus of shared
attention. Preschoolers elicit peer attention by looking at peers, pointing to objects, and showing objects.
Although they use verbal means when interacting with adults, preschool children call their peers’ names
or use other verbal messages to initiate interactions less often. Thus, nonverbal communication is vital
for initiating and sustaining peer interaction among young children (Quill & Brusnahan, 2017, p. 45).
Prosocial Behavior: Prosocial behavior is another important element of peer interactions. Prosocial
behaviors are “acts of kindness” that characterize socioemotional development. Examples of prosocial
behavior include expressing positive attention, giving and sharing objects, providing assistance, giving
affection, noting approval through words or emotion, and compromising. In addition, eye contact, the
emotional response through smiles and laughter, and physical proximity are key cooperative acts that
contribute to successful peer interactions. It is important to note that conversational abilities are not
considered a primary means to receive positive responses, nor are they necessary to engage in
successful social interactions (Quill & Brusnahan, 2017, pp. 45-46).
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Children with autism may lack nonverbal and communication skills, interact primarily with adults and in
solitary play, acquire skills in uneven sequences, engage in restricted and repetitive routines, and lack
cognitive flexibility, all of which can have an impact on social engagement with peers. Atypical eye gaze,
difficulty shifting attention, and weak imitation skills are among the social qualities that characterize
autism (APA, 2013). Some of these social behaviors, such as eye gaze within a social-communicative
context, may not be observed during the development of an individual with autism at any age without
intervention. Without these skills, children with ASD miss out on numerous interactions, and the most
basic peer social interactions can be problematic (Quill & Brusnahan, 2017, p. 47). Some children with
autism may not use verbal communication skills as a primary means to receive positive peer responses
or engage with peers, thereby missing out on a primary avenue of interaction. Children with autism may
appear to prefer to play alone, but their aloofness may be the result of skill deficits. In autism, there can
be uneven development within the social domain, which can impact play and peer interaction. Children
with autism appear to acquire some social skills out of sequence, whereas other social skills are absent.
For example, the ability to play simple interactive games is an early developmental skill that is difficult for
children with autism, yet playing games with rules, a developmentally more advanced form of play, is an
easier skill for some individuals with autism to acquire. This would be referred to as possessing splinter
skills—the child possesses an advanced skill but lacks some of the prerequisite background knowledge
in the skill area (Quill & Brusnahan, 2017, p. 47).
- Communication strategies

According to the Autism Society, a person with autism may:
1. Not respond to a uniform, badge, or other emergency response symbols. Autism may limit a person’s
ability to recognize and differentiate uniforms and other common symbols. Pointing out these items to
allow the person to focus is helpful.
2. Avoid eye contact. People with ASD often have difficulty making eye contact. Do not insist on eye
contact or misinterpret lack of eye contact as disrespect or guilt.
3. Make repetitive motions or sounds. Repeated movements or sounds may be a signal of distress but
may also be the person’s means of securing comfort. Unless the person is causing injury or damaging
property, do not stop these behaviors.
4. Become upset when touched. Avoid touching if possible. If you have to have physical contact with the
individual, explain in simple terms what you are going to do and why. Try saying, “I want to help you, but
I (explain what you intend to do).”
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5. Not providing I.D. when asked. Be patient and speak slowly and calmly. Keep questions simple and
allow time for answers. Repeat or rephrase. The person may not be able to speak. Check for ID jewelry,
an ID card, or ID sewn into the individual’s clothing.
6. Lack awareness of danger. Gently persuade or remove the person from the dangerous situation. Offer
an alternative to the dangerous action. Be aware that if the person is anxious there is a risk they could
bolt without warning.
7. Continues to do something after being told to stop. Demonstrative, non-threatening gestures may
communicate more effectively than a verbal command. Demonstrate what you want the person to do.
Repeat the behaviors and instructions. Use a communication board if possible and allow time for the
processing of information before responses are given.
8. Appear to be under the influence of alcohol or drugs. The actions of people with ASD can appear to
be odd or inappropriate. When asked about drug use, the person may admit to having taken drugs if they
take prescribed medications. Avoid making assumptions about alcohol or drug use.
9. Become self-injurious. Under stress, an individual may become self-injurious. Use the least invasive
technique possible to ensure the individual’s safety.
10. Become aggressive. Restraints should only be used if the individual’s or other’s safety is at risk.
Individuals with ASD may have a poorly developed upper trunk area. Positional asphyxia could occur so
it is critical to ensure that a prone position is not used and the person has moved to a secure and quiet
place away from distractions. Deescalation techniques to calm or distract the individual are safer and
more effective.
According to the National Autism Society (2021), some communication strategies can be applied to
communicate more effectively with autistic persons.
Getting and keeping their attention. Always use their name at the beginning so that they know you are
talking to them.
Make sure they are paying attention before you ask a question or give an instruction. The signs that
someone is paying attention will be different for different people.
Use their hobbies and interests, or the activity they are currently doing, to engage them.
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Processing information
An autistic person can find it difficult to filter out the less important information. If there is too much
information, it can lead to ‘overload’, where no further information can be processed. To help: say less
and say it slowly use specific keywords, repeating and stressing them pause between words and phrases
to give the person time to process what you’ve said, and to give them a chance to think of response don’t
use too many questions use less non-verbal communication (eg eye contact, facial expressions,
gestures, body language) use visual supports (eg symbols, timetables, Social Stories) if appropriate be
aware of the environment (noisy/crowded) that you are in. Sensory differences may be affecting how
much someone can process.
Avoiding open-ended questions. Keep questions short. Ask only the most necessary questions.
Structure your questions, e.g. you could offer options or choices. Be specific. For example, ask “Did you
enjoy your lunch?” and “Did you enjoy maths?” rather than “How was your day?”.
Ways to ask for help. If appropriate, give autistic people a visual help card to use to ask for help.
Being clear. Avoid using irony, sarcasm, figurative language, rhetorical questions, idioms, or
exaggeration as autistic people can take these literally. If you do use these, explain what you have said
and be clear about what you mean to say.
Distressed behavior. Use a behavior diary to work out if the behavior is a way of telling you something.
Offer other ways of expressing ‘no’ or ‘stop’.
Reactions to “no”. Try using a different word or symbol. Autistic people may be confused about why
you said no. If it’s an activity that they can do later on that day or week, try showing this in a timetable.
'No' is often used when someone is putting themselves or others in danger. If it’s a safety issue, look at
ways of explaining danger and safety.
If you are saying 'no' because someone is behaving inappropriately, you may want to change your
reaction to their behavior. Try not to shout or give too much attention, a calm reaction may help to
decrease this behavior in time.
Set clear boundaries and explain why and where it is acceptable and not acceptable to behave in certain
ways.
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SUMMARY AND CONCLUSIONS

The communication impairment in autism is universal, appears early, and affects multiple aspects of
development. Communication intervention for children with autism covers many aspects of development,
including social engagement, social reciprocity, joint attention, imitation, play, language, social
interaction, and communicative abilities. We also explored common challenges for adults with autism. A
multiplicity of approaches are available for use in targeting and strength communication and related goals,
with evidence-based results, including strategies to communicate. These data can help clinicians and
first responders to have resources to improve communication among children with autism. Recognizing
the signs of autism and knowing effective ways to communicate can minimize situations of risk or
victimization of the individual, as well as the risk to those intervening.
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MODULE PLAN 3
Title

Sensory processing, perception and cognition in individuals with autism

Duration

1 hour

Participants will understand what are the differences between
Hypersensitivity and Hyposensitivity; they will also learn how people with

General objective

Specific objectives

autism manage the sensory environment.

●

To define Hypersensitivity;

●

To define Hyposensitivity;

●

To explain the difference between Hypersensitivity and Hyposensitivity;

●

To know how people with autism manage the sensory environment.
Knowledge:

●

define Hypersensitivity

Learning

outcomes
● define Hyposensitivity;
(at least 1 of each):
● Recognise how people with autism manage the sensory environment.
Knowledge,
Skills,
Skills:
Responsibility
and
● Distinguish between Hypersensitivity and Hyposensitivity
Autonomy
●

(see

Bloom’s

Taxonomy
Verbs- Annex)

Interpret accurately how people with autism manage the sensory
environment.

Action
Responsibility and Autonomy:
be able to instruct adequately first responders on how to manage the sensory
environment.

Module summary (abstract – half a page)
●

This module discusses the most common characteristics about sensory processing, perception, and
cognition in individuals with autism. It covers the description and identification of Hypersensitivity and
Hyposensitivity, to know how people with autism manage the sensory environment.
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List of resources, tools and methods2
This chapter includes: exemplifying enumerations; compare-contrast examples; indicative case
studies of manifestations of behaviours that challenge; techniques to improve communication;
guidelines on correct conduct towards individuals manifesting behaviours that challenge in
emergency situations; lists of tailored practical advice to diverse categories of first responders.

2

Example: videos; ppt; exercises; check list; case study; etc
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Sensory processing, perception and cognition in individuals with autism
The ability to reflect on our own and others’ thoughts and emotions (that is, theory of mind) is a defining
characteristic of human cognition. Children with autism spectrum conditions (ASCs; henceforth ‘autism’)
show delays in the development of this capacity, with knock‐on consequences for cognitive empathy across
the lifespan. Interestingly, these alterations in social cognition are accompanied by a very different perceptual
experience of the world. Atypical sensory experience is estimated to occur in as many as 90% of autistic
individuals and to affect every sensory modality:
-

Taste;

-

touch;

-

hearing;

-

smell;

-

visiοn.
A central challenge of autism research is to identify the common thread that unites these various aspects of
cognition and sensation. What neurobiological alterations might affect processes as disparate as social cognition
and sensory perception?
This challenge is highlighted by the latest international diagnostic criteria for autism, which now include sensory
sensitivities as a core diagnostic feature.
Although sensory symptoms were noted in early reports of the condition, they have historically been construed
as secondary aspects of autistic cognition rather than as primary phenotypic markers.
As well as having clinical implications for creating autism-friendly environments, understanding the importance
of sensory differences in autism is crucial for neurobiological accounts of the condition.
Because the neural computations underlying sensory processing are relatively well understood in typically
developing individuals and are conserved between humans and other animals, studies of sensory behaviour
have considerable potential for shedding light on autistic neurobiology. Further, as precursors to developmental
milestones in social cognition, sensory symptoms could potentially serve as early diagnostic markers.

Hypersensitivity
Most individuals with autism experience at least one form of hypersensitivity from the five senses. These
alterations in sensory-related behaviors can lead to profound limitations on an individual’s ability to work, interact
with family and participate in leisure activities. Furthermore, these atypical responses to otherwise normal
sensory stimuli may be closely associated with the core symptoms of autism, such as social deficits and
repetitive behaviors. Despite the importance of sensory abnormalities in the pathogenesis of autism, how the
brains of individuals with autism receive information from the five senses at the subcortical level and how such
information becomes transformed into aversive responses has not been investigated.

Hyposensitivity
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Sometimes the senses of autistic children are in ‘hypo’, so that they do not really see, hear or feel anything. To
stimulate their senses they might wave their hands around or rock forth and back or make strange noises.
Children with hypovision may experience trouble figuring out where objects are, as they see just outlines, then
they may walk around objects running their hand around the edges so they can recognise what it is. These
individuals are attracted to lights, they may stare at the sun or a bright light bulb. They are fascinated with
reflections and bright coloured objects. Having entered an unfamiliar room they have to walk around it touching
everything before they settle down. Often they sit for hours moving fingers or objects in front of the eyes.
Children with hypohearing may ‘seek sounds’ (leaning their ear against electric equipment or enjoying crowds,
sirens and so on). They like kitchens and bathrooms – the ‘noisiest’ places in the house. They often create
sounds themselves to stimulate their hearing – banging doors, tapping things, tearing or crumpling paper in the
hand, making loud rhythmic sounds.
Individuals with hypotaste/hyposmell chew and smell everything they can get (e.g. grass, play dough). They
mouth and licks objects, play with faeces, eat mixed food (for instance, sweet and sour) and regurgitate.
Those with hypotactility seem not to feel pain or temperature. They may not notice a wound caused by a sharp
object or they seem unaware of a broken bone. They are prone to self-injuries and may bite their hand or bang
their head against the wall, just to feel they are alive. They like pressure, tight clothes, often crawl under heavy
objects. They hug tightly and enjoy rough and tumble play.
Children with vestibular hyposensitivity enjoy and seek all sorts of movement and can spin or swing for a long
time without being dizzy or nauseated. People with vestibular hyposensitivity often rock forth and back or move
in circles while rocking their body.
Those with proprioceptive hyposensitivity have difficulty knowing where their bodies are in space and are often
unaware of their own body sensations, for example, they do not feel hunger. Children with hypoproprioceptive
system appear floppy, often lean against people, furniture and walls. They bump into objects and people,
stumble frequently and have tendency to fall. They have a weak grasp and drop things.
Hypersensitivity vs Hyposensitivity

We experience the world and interact with our environment through our eight senses. These eight senses or
sensory systems (visual, auditory, tactile, olfactory, gustatory, introception, proprioception and vestibular
system) collect information; but sometimes dysfunction in processing such sensory input occurs in individuals
with a sensory processing disorder.
As the name indicates hypersensitivity is a hyper reaction (or overreaction) to sensory stimuli. Hypersensitivity
is evident when a child has an extreme reaction to the sensory input in their environment. Difficult behavior or
volatile emotions may be a response to lights, sounds, smells and touch— neutral sensory input that sends their
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nervous system into overdrive. Such kids do well with sensory aids like sunglasses and noise cancelling
headphones.
Hyposensitivity is found at the other end of the sensitivity spectrum. Hyposensitivity occurs when an individual
displays an under-sensitive reaction to sensory stimulation. It is entirely possible for a person to display
hypersensitivity in some contexts and hyposensitivity in others. Hyposensitivity is often evident when there is
extreme sensory seeking behavior to compensate for feeling underwhelmed.
Sensory issues often accompany autism. In 2013, the American Psychiatric Association added sensory
sensitivities to the symptoms that help diagnose autism.
Autism’s sensory issues can involve both hyper-sensitivities (over-responsiveness) and hypo-sensitivities
(under-responsiveness) to a wide range of stimuli.
These can involve:
-

visual stimuli;

-

Sounds;

-

Smells;

-

Tastes;

-

Touch;

-

Balance;

-

Body awareness (proprioception).
For example, many people on the spectrum are hyper-sensitive to bright lights or certain light wavelengths (e.g.
from fluorescent lights). Many find certain sounds, smells and tastes overwhelming. Certain types of touch (light
or deep) can feel extremely uncomfortable.
Hypo-sensitivities are likewise common. A low sensitivity to pain is a classic example. Another is underresponsiveness to the body signals that help control balance and physical coordination. This can result in
clumsiness, which has long been associated with autism.
How can I help someone with autism-related sensitivities?
Awareness and accommodation can help ease related discomfort.
Remember each person with autism is unique, and this includes their personal sensitivities.
Examples of accommodations for hyper-sensitivities:

-

Dimmed lights;

-

Incandescent versus fluorescent lighting;

-

Sunglasses or visor to block overhead fluorescent lighting;

-

Ear plugs or headphones in noisy environments;

-

Closed door or high-walled work areas to block distracting sights and sounds;

-

Avoidance of strongly scented products (perfumes, air fresheners, soaps, etc.);
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-

Food options that avoid personal aversions (e.g. intensely spicy, textured, cold, hot, etc.);

-

Clothing that accommodates personal sensitivities (e.g. to tight waistbands and/or scratchy fabric, seams and
tags);

-

Request for permission before touching.
Examples of accommodations for hypo-sensitivities

-

Visual supports for those who have difficulty processing spoken information;

-

Sensory-stimulating toys (e.g. safe chewies and fidgets);

-

Opportunities for rocking, swinging and other sensory stimulating activities;

-

Strong tasting and/or textured foods, cold beverages, etc;

-

Firm touch (according to preference);

-

Weighted blankets;

-

Fun opportunities to practice physical skills (catching, dancing, jumping, running, etc.);

-

Furniture arrangements that reduce chances of bumping into sharp or hard surfaces.
What therapies can help with sensory issues?

-

Occupational therapy uses physical activities and strategies to help each person meet their sensory needs and
better process sensory input in everyday environments;

-

Autism feeding programs can address aversions to tastes and food textures, as well as under- and oversensitivities that can hamper chewing and swallowing;

-

Speech therapy can include both sensitivity-reducing and sensory-stimulating activities that improve speech,
swallowing and related muscle movements;

-

Cognitive behavioral therapy can help gradually increase tolerance to overwhelming sensory experiences.

How to manage the sensory environment
Over the past few years, more and more people have asked themselves how they can create an autism-friendly
environment. Architects have written about designing autism-friendly buildings and families have remodelled
rooms to provide positive sensory experiences.
It is clear from listening to people who have an autistic spectrum condition that they can experience the world
very differently to others. This can be both debilitating and empowering. In creating an autism-friendly
environment we must try to reduce the negative effects of sensory differences and enhance the positive effects.
Every individual on the autism spectrum will experience the world differently from a sensory point of view;
therefore, the points below are very generic and, where possible, attention needs to be paid to each individual’s
preferences.
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It is important when considering the questions relating to the senses to remember that people with autism can
be either hypersensitive (receive too much sensory information) or hyposensitive (receive too little sensory
information). They can also be both hypersensitive or hyposensitive, requiring less stimulus at times and more
at others.
The questions we should ask ourselves when trying to create an autism-friendly environment deal with:
-

Visual sense (Sight);

-

Auditory sense (Hearing);

-

Touch and pressure sense;

-

Olfactory sense (Smell);

-

Taste sense;

-

Vestibular sense(Balance);

-

Proprioceptive sense (Space);

-

Who will use the space?

-

What will the space be used for?
Questions dealing with visual input:

-

What is the lighting like in the rooms, both natural and artificial?

-

What colour are the walls?

-

How many things are in the room that would require visual awareness/recognition?

-

Are curtains, carpets and furnishings patterned?
Lighting plays a large part in the sensory experiences of many autistic people. We now know that fluorescent
lights can be distracting to the point of debilitating for some people because they can see the lights flickering at
60 flashes per second (60Hz). Some fluorescent lights have a flicker rate of 120 Hz.
Natural lighting also plays a part, especially with sleeping patterns. One reason is melatonin (a hormone which
helps to regulate sleep/wake patterns). Usually melatonin rises during darkness and dips during daylight hours.
If people with autism are experiencing sleep problems, one of the many strategies to try is to ensure that there
is darkness during times of sleep.
Paying attention to colour is also important. Different colours have different effects on us. As an example, the
colour red has the longest wave length and, therefore, can stimulate us and raise our pulse rate. Yellow also
has a long wavelength and can stimulate. Light blues can calm the mind and aid concentration. Green can be
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restful. Think about the room you are designing – are you trying to create a stimulating environment or a calming
one?
How cluttered or minimalist rooms are should also be taken into consideration. Many autistic people are
particularly observant of every detail and can become overwhelmed by too much visual information to process.
Others need more visual stimulation.
Patterned fabrics can be particularly distressing to some individuals with an autistic spectrum condition. Patterns
can be distracting and overwhelming and can even cause visual distortion.
Questions dealing with auditory input:
-

Are there regular external sounds, such as traffic, children playing or building works?

-

Are there regular internal sounds, such as clocks ticking, refrigerators humming, music?

-

Is it possible to reduce external sounds from permeating to the inside?

-

Is there a way of reducing sounds for each individual, such as earplugs?
Many people with autism tell us that they can hear sounds at many decibels above those others can hear. They
can hear sounds that are a lot further away and the intensity of sounds can be deafening. They can be listening
to rock music on high volume and still hear a conversation in the room next door.
Questions dealing with touch and pressure:

-

Is there an area that provides for different textures to be felt or stroked?

-

Are there items to provide different feelings on the skin, such as sand or water?

-

Are there items to provide pressure if needed, such as wooden massagers?
Some autistic people shun touch unless they are in control of it. Others need extra pressure to feel calm and
safe and benefit from items such as weighted blankets if used appropriately. Some people need extra stimulation
to feel, if they are particularly hyposensitive (filter out too much sensory information as opposed to too little).
Questions dealing with the sense of smell (Olfactory):

-

Are there any smells outside of the room or building that permeate through the walls, windows or doors?

-

Are there any smells from indoors that can cause distress, such as cleaning products, perfumed products or
foods?

-

Some people with autism find smells so overwhelming that they cause extreme nausea. Some will even smell
the product long after it has been removed from the room or cupboard.
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Questions dealing with taste:
In creating an environment where the sense of taste will be used, such as dining rooms, it is worth remembering
that sometimes we can assume a distaste for a flavour when the distaste could be something else. It is possible
that distaste can come from a discomfort from the texture of the food, or the appearance of the food. Questions
to ask would be:
-

Have we created an environment where choice is available and clear to see?

-

Are choices of foods shown pictorially as well as in words?
Questions dealing with balance (vestibular) and space (proprioceptive):

-

Are there opportunities for swinging?

-

Are there opportunities to balance on beams or boards?

-

Are there opportunities to bounce or climb?

-

Are there opportunities for a person to sit with their backs against the wall?

-

Are there opportunities to sit where a person can see the whole room?

-

Are there quick exit routes?
Some autistic people find it difficult to have a sense of themselves in relation to the physical world around them.
Rocking, swinging and balancing can help them gain a sense of self. Having too much room in front of them or
behind them can cause anxiety if they need to have something directly behind them or in front of them to gain a
sense of themselves. In addition, some people with autism experience anxiety if they cannot see what is
happening or where sounds are coming from and they find this very disorientating.
Many people with autism need space around them and feel overwhelmed by crowds or clutter. They can feel
hemmed in by corridors and need to know there is a quick escape route.
Who will use the space?
This might seem an obvious question to ask; however, it is important to think the answer through. The
environment might need to be different for children or adults. You might also need to consider whether the same
environment will be used by others who might have sensory differences, or by a group with very differing sensory
needs. If there is a risk of sensory overload; is there somewhere else a person can go to escape from the
overload?
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What will the space be used for?
Some spaces are used for large groups of people, such as school halls or open-plan offices. Other spaces are
for single use or small groups. Yet, other spaces are intended for transition, e.g. corridors or lifts.
Transition spaces can be difficult for people on the autism spectrum, because it can sometimes be difficult to
move from one space to another or one activity to another.
Therefore, consideration needs to be made as to how to make transition spaces easier to deal with. Some
questions you can ask are:
Can there be a natural flow from one space to another without using a corridor? Are there less claustrophobic
ways to go up or down a building than the use of lifts?
If spaces are being used for large numbers of people, are there smaller spaces available for retreat if necessary?
If spaces are small and intimate, are there opportunities to go easily to a more open space?
Can you create a map of where individuals with autism seem to become most anxious? Are there alternative
routes?
There are architects who specialise in designing buildings that are autism-friendly such as Maria Luigia Assirelli
Dott. Arch (Rome) ARB, partner in GA Architects and Magda Mostafa, associate professor in the Department of
Construction and Architebtural Engineering in Egypt. However, we can all play a part in providing an autismfriendly environment by taking into consideration sensory differences and the need for structure.

Although every individual on the autistic spectrum will have their own environmental needs, there are some
general questions we can ask ourselves to create a physical environment that will reduce anxieties as opposed
to increasing them. We need to pay attention to all seven of the senses – visual, auditory, olfactory, taste, touch,
vestibular and proprioceptive. We also need to pay attention to space and how it is used.
Addressing everyone’s personal preferences will always be difficult; however, some thought and consideration
can make all the difference to some.

Sensory-Friendly Home Modifications for Autism and Sensory Processing Disorder
When you have a child or family member on the autism spectrum, creating a safe and functional home
environment is an important task. Autism can have a huge impact on an individual’s development, lifestyle, and
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social connections. People on the spectrum can be particularly sensitive to lights, sounds, and other stimuli.
Many crave order and routines to make sense of the world. Safety can be a concern for those who wander, are
drawn to water, or are prone to head banging or self injury.
● According to the Autism Society, about 1 percent of the world’s population has autism spectrum disorder, and
the condition affects about 1 in every 59 children born in the United States. This means that in America, 3.5
million people are on the autism spectrum. This number is growing as diagnostic criteria are becoming better
understood.Children and adults with autism often struggle with sensory integration, the neurobiological process
of interpreting and managing the sensory input they receive. It can be hard for them to make sense of sights,
sounds, smells, and other sensory information.There are three main sensory systems that may be affected when
an individual has autism. Understanding these three sensory systems is key to understanding individuals with
autism and how they interact with their home environments:
The tactile system, which is the sense of touch, pain, temperature, and pressure
● The vestibular system, which involves movement, balance, and head position
● The proprioceptive system, which involves a person’s awareness of body position.
For some individuals on the autism spectrum, sensory input is completely overwhelming. They have a very
difficult time dealing with noisy or chaotic environments. For others, sensory input is hardly felt, leading them to
crave additional input. In the autism community, these two extremes have different names. “Sensory seeking”
refers to those people with autism who crave additional sensory input. “Sensory sensitivity” or “sensory avoiding”
refers to those people with autism who are prone to sensory overload, which causes confusion, anxiety, and
withdrawal.
In either case, for people with autism or sensory processing disorder, living in a world designed for neurotypical
people can be challenging. Thankfully, families who have autistic family members can make their homes more
accommodating. Home modifications, including simple changes and more complex ones, are an excellent way
to create a comfortable retreat for people with autism.Here is a closer look at some of the home modifications
that can help someone who is living with autism feel more comfortable and at peace in the home environment.
While many of these are geared toward parents with a child who has autism, they often apply to adults as well,
as the challenges of neurodiversity do not have age limits.
➢ Consider Visual Stimuli
When an individual with autism has a dysfunctional sensory system, the visual input they receive can be difficult
to process. Lighting and colors can easily overwhelm an individual with autism. In your home, you can take
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measures to reduce visual stimuli in order to lessen this effect, helping your loved one feel more comfortable at
home. Here are some tips to help you do this.
➢ Look at the Lighting
Choose lighting that is as close to natural light as possible. Lighting comes in different color temperatures, and
highly sensitive individuals may find artificial colors uncomfortable. This means you want to invest in bulbs with
a color rendering index (CRI) as close to 100 as possible.
Avoid lights that flicker. Many types of artificial lighting flicker slightly. This may not be noticeable to a neurotypical
person, but an autistic person may find the flickering unbearable. Fluorescent lighting, including CFL lighting,
often has trouble with flickering. LED lighting can remove this problem.
Consider the sound the lighting makes. Lighting can also make a very low sound, which most people do not
hear. Again, the buzz of a light can be painful to someone with autism. Again, fluorescent lighting is a main
culprit here.
Install dimmable lights to make it easier to control the level of light in the home. This will give you a measure of
control when the level of light is too intense for your autistic loved one, but will allow you to brighten up the space
on days when light sensitivity does not seem to be too high.
Be aware of the struggle glare can cause. Glare from outdoor sunlight, glare on computer screens, and even
glare off of reflective, hard surfaces, like hardwood flooring, can also be problematic, so look for ways to reduce
this. Window tinting or anti-glare coatings might help.
➢ Use Calming Colors
Avoid decorating with bright colors. Many individuals with autism see colors with greater intensity than
neurotypical people. Too many bright colors can be overstimulating for children and adults with autism. Avoid
having walls or large pieces of furniture painted in bright, bold colors. Red, in particular, is too bright and intense
for many individuals with autism.
Opt for muted colors, with a neutral color palette. Pale pink seems to be one of the most calming colors for
people with autism. Cool colors are also soothing.
Use a monochromatic color scheme. If you put wall hangings on the wall, keep them simple without bright
designs that will intrude on the individual’s senses.
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Reduce reflections off windows. Whether through the installation of blinds that can block outdoor light or by
adding window film to reduce reflections and glare, consider areas in hour home that could cause distracting
and distressing reflections from windows.
➢ Keep the Home Organized
Reduce clutter in your home. The chaos created by clutter makes it difficult to function with sensory sensitivities.
Go through each room of your house on a regular basis and purge excess items that are no longer needed. This
will not only help your loved one with autism, it can relieve stress for other family members as well.
Organize your home to make routines easier. Children and adults with autism generally thrive when they have
routines in place. To make life easier for them, keep your home organized. Establish distinct places where
objects belong and put them back immediately after use.
Install shelves or built-in bookcases to make storage easier. Having a place for everything is a key to reducing
visual stimuli in the form of clutter. Bookcases with organized storage containers are a helpful way to do this.
Built-in bookcases can be seamlessly integrated into the home’s design, which will better reduce clutter and
improve organization.
Use a bin system to make organization and tidy living automatic. Separate different types of supplies and toys,
take photos of them and paste or tape those photos onto a bin, so items are easily stored and can be found
quickly when desired.
➢ Consider Open Concept Home Design
Remove barriers that can break up the line of sight when possible. Open concept floor plans are easier for
people with sensory processing concerns. Removing non-load-bearing walls and opening up the home’s floor
plan can help make the home more comfortable. This also allows the individual with autism to preview a space
before entering it, which can improve the individual’s comfort in the home.
Avoid cluttering the open design with too much furniture. Again, clutter is distressing to people with autism, so
remove as much as possible when considering the design of your floor plan. Arrange furniture so that your
autistic child can easily transition from one activity to the next without a visual or physical barrier.
Create an in-home walking loop. Once you have an open design, map out a walking loop inside the home that
the individual can use for pacing behaviors. Pacing can reduce stress significantly, and an open concept design
makes this type of behavior possible.
➢ Pay Attention to the Sounds in Your Home
Auditory stimuli can be just as distressing as visual stimuli to people with autism. Your home should be a tranquil
retreat. Often, children and adults with autism will have heightened senses of hearing, and they may pick up on
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sounds that you cannot hear or find themselves uncomfortable with sounds that seem at a normal level to you.
This can lead to problems, especially if the individual is unable to communicate what they are hearing.
Though devices like noise-canceling headphones can help, you may wish to take additional measures to ensure
your child is comfortable at home.
Here are some ways to modify your home to reduce unwanted sounds and the stress they can bring:
Address the Flooring
Replace hard flooring with noise-dampening carpeting. The sound of footfalls on hard surfaces can be quite loud
and distressing to an individual with autism. To dampen the noise, use carpet instead of wood, tile, or laminate
flooring.
Invest in a high quality carpet pad. The pad can reduce the noise from the flooring even more, so do not skimp
on this area.
Use rugs to dampen sounds on hard flooring. If you need or desire hard flooring, consider using area rugs to
add a dampening effect on the flooring. Soft textures absorb sounds much better than hard surfaces.
Evaluate risk factors for falls. Falling at home is a risk for senior citizens and individuals with special needs who
have balance or motor coordination issues. Handrails and no-slip flooring can make a big difference.
Protect from Outdoor Noise Pollution
Protect your child from sounds from the outdoors that can be stressful or disrupt sleep cycles. Remember that
you may not hear all the sounds that your child can hear. Whether it’s ordinary city sounds or construction noise,
it can affect your loved one with autism. Insulated windows are good at blocking noise.
Install sound absorbing insulation. Specially designed insulation that dampens and absorbs sounds can keep
those outdoor sounds from entering your home.
Consider an extra layer of drywall if insulation is not possible. This will have the same effect as sound-dampening
insulation and may be easier to do.
Be aware of the problem of echoing in large, open spaces. Though open spaces can be helpful for individuals
with autism, they can create echoes. These sounds are stressful for autistic children, even if they are barely
noticeable to you. You can protect from this by adding soft textures to the floor and walls to reduce the echo.
Strategically placed soft furnishings can also help.
Focus on the autistic individual’s bedroom first. If your budget does not allow you to do all of the rooms in your
home, make sure you insulate your autistic family member’s bedroom first to reduce or eliminate outside sounds.
Install thicker windows to dampen outdoor noise pollution. Look for windows with thick glass, laminated layers,
and space between the window panes. Also, secondary glazing and specifically produced noise reduction glass
are features that can help.
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Additional Considerations for Noises at Home
Choose high-quality home audio equipment. The subtle differences in sound quality between different types of
audio equipment can be painful for individuals with autism. Invest in higher quality equipment that produces
good sound quality.
Understand that some individuals with autism will ignore sounds. This presents challenges of its own, because
alarms in the home, such as smoke detectors or CO alarms, may be ignored. Consider investing in visual alarms
if this is the case.
Reduce the Number of Smells in Your Home
Like the sense of touch and the sense of hearing, an autistic individual’s sense of smell can be stronger than
that of a neurotypical individual. Sometimes, scents and odors can trigger meltdowns or distress, even when
they seem mild to other members of the family. There are measures you can take to reduce the input from smells
in your home, particularly when you are remodeling to make it more autism-friendly. Here are some
considerations to keep in mind.
Choose Low-Odor Finishes and Building Supplies
Understand the role of volatile organic compounds on your home and its occupants. VOCs are gases that solids
and liquids emit in your home, and many finishes, including paints and varnishes, contain VOCs. These are
items that individuals with autism can be highly sensitive to, and the lingering odors are noticed long after
neurotypical family members no longer smell them.
Choose low VOC paints and varnishes. These items will have less odor than their traditional counterparts. Using
them will help keep the individual with autism calmer during the home renovations.
Choose low-odor building materials when performing home modifications. Paints and varnishes are not the only
items that can have VOCs or other types of odors. Flooring, boards, drywall, and adhesives all contain odors as
well. When possible, choose low-odor options. When not possible provide ample time for the space to air out
with fresh air to remove the odors.
Opt for natural fibers instead of synthetic. Natural materials tend to have fewer offensive odors than synthetic
materials, so choose them when possible. Even if it does have an odor, it will be from non-toxic materials, which
will be easier for the individual with autism to process.
Add Proper Ventilation
Invest in proper ventilation for the home. Ventilation will reduce not only the home’s odors from the renovation
project but also the general odors in a home including cooking smells. Choose ventilation mechanisms that are
properly insulated to protect from noise pollution.
Use HEPA filtration methods. Invest in certified HEPA filters for your home’s HVAC system to further remove
and neutralize VOCs and other odors.
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Avoid air fresheners and chemical scents. Air fresheners and candles can add more confusion to your autistic
family member’s sensory input, so avoid adding them to the home environment while you seek to battle odors.
Make the Home Tactile-Friendly
The sense of touch is something that affects many people with autism intensely. Some find themselves overly
sensitive to textures and things they can feel, while others find themselves craving tactile input. Some individuals
with autism will experience both of these intensities. This is one area where home modifications can make a big
difference. By creating touch-friendly spaces in your home, you can make it more inviting and calming for an
autistic child or adult who lives there.
Focus on Textures
Add a variety of textures into the space. This can help those who are sensory-seeking find ways to self-calm.
Add textures in furnishings, floor coverings, wall coverings, and accessories added to the home. Be aware that
individuals with autism may have strong aversions to specific textures, so be sensitive to your loved one’s unique
needs.
Remove and replace textures the individual finds upsetting. If something is too rough or too smooth, remove it
from the environment and replace it with something more tolerable.
Make the Home Durable
Understand that children with autism are going to touch everything. Make sure your home is friendly to this type
of behavior. Remove items that could be broken by a pair of curious hands.
Prepare for repetitive behaviors by purchasing durable materials and furnishings. One of the common traits of
autism is repetitive behaviors. Closing the same door over and over, walking the same path repeatedly, or
stimming in a certain area of the home are all possibilities. Make sure your home can stand up to these types of
repeated behaviors.
Bring Nature Indoors
Add plants that are safe for the individual to interact with. Houseplants and an indoor garden can soothe
individuals with autism and bring part of nature indoors, which is calming. This also provides something else to
touch and feel. Be cautious about plants that are potentially poisonous, because individuals with autism may
wish to interact with plants differently than neurotypical people do.
Make space for a sensory garden outdoors. Bringing nature inside is a good idea, but it does have its limits.
Plant a sensory garden outdoors that will stimulate all five senses, and allow the autistic family member to spend
time in the garden often.
Assess Tactile Challenges in the Bathroom
Understand the challenges the traditional bathroom creates. Cold toilet seats, harsh cleaning chemicals, slippery
floors, and poor ventilation can make bathrooms challenging areas for individuals with autism. Focus on home
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modifications that reduce these risks. Some are simple, like adding a cushioned toilet seat or soft, warm rug,
while others may require some actual home modification.
Add non-slip surfaces to the tub and bathroom floors. When individuals with autism struggle with balance and
the vestibular system, slippery floors are dangerous. Add non-slip surfaces to slick bathroom and tub floors.
Improve ventilation in the bathroom. Poor ventilation can make bathrooms smelly, which makes them
uncomfortable spaces for individuals with autism. Invest in better ventilation. If the bathroom is on an outside
wall, consider adding a window to improve the comfort of the space.
Create a water play area, because individuals with autism are naturally drawn to water. Water plan is another
favorite activity for many individuals with autism. Make the bathroom a place where water play is safe. Consider
installing a floor drain and protecting surfaces in the bathroom in case the individual with autism chooses to play
in the faucet or tub.
Add safety features to the bathroom like grab bars. Again, when individuals with autism struggle with balance
due to vestibular system concerns, having something to grab can be helpful.
General Considerations for Your Home
Children and adults on the autism spectrum, as well as others with sensory processing concerns, need special
considerations at home to help them with their sensory processing and overall functioning. Some home
modifications do not fit into categories for specific senses, like taste or hearing. However, these modifications
can make a tremendous difference to a child or adult who is battling over-stimulating environments.
Create a Sensory Room
Build a room that has the sensory materials your child needs. These are very helpful for families who have
autistic family members as they provide a place to meet sensory needs that are different than the neurotypical
population. What your home’s sensory room contains will be unique to the needs of your child or family member.
Add a swing to the room. Swinging is quite calming for individuals with autism and can help with self-regulation
of senses and emotions. Safely mount a swing in your sensory room by mounting it to a ceiling joist. Make sure
the swing is strong enough to handle different weights, so it can be used by a young child as well as an adult. A
hammock can also help with this need.
Add play equipment that allows for large motor movement. Rocking, sliding, and jumping are all movements that
individuals with autism sometimes crave. Find out what your child or loved one needs, then add the furniture
and equipment that will allow them to safely engage in these behaviors. A small indoor trampoline, indoor slide,
or rocking furniture can all be helpful additions to a sensory room. If you do not have the space for these, consider
exercise balls, bouncy seats, and similar small items that allow for proprioceptive input and large motor
movement.
Install or purchase furniture that allows for deep pressure. Bean bags and similar furniture that a child or autistic
adult can pile on and around themselves can help create a calming sensory experience that is helpful for those
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with autism. Deep pressure is important for individuals with autism that crave sensory input or who have
proprioceptive sensory needs.
Add a ball pit. Ball pits are a helpful sensory experience for those with autism, and they can be installed to a
sensory room. If the budget is limited, you can use an inflatable pool with balls inside for the same effect.
Add a variety of calm, soothing lighting options. In addition to the regular overhead lighting in the space, add
mood lighting, twinkling Christmas lights, spotlights, and more to create the right ambiance. Ensure that the
room has the right electrical breaker service to support these lights.
Install an air conditioner. The addition of extra lights can make the room hot, and that can be unbearable to an
individual with autism. Install a room air conditioner to compensate.
Fill the room with tactile and sensory items, but keep it organized. It is easy for a sensory room to become
overstimulating if too many items are added without proper organization. Use shelving and bins to add tactile
and sensory items in an organized, uncluttered way.
Build a climbing wall. A climbing wall is also an important tool in a sensory room for individuals with autism who
are prone to climbing furniture. Build one to give a safe place for climbing inside your home.
Turn your child’s bedroom into the sensory room if another space is not available. Sometimes you won’t have
room in your home to make a separate sensory room. If this is the case, build these ideas into your autistic child
or loved one’s bedroom.
Create a sensory corner. Another option if a dedicated room is not available is to create a sensory corner that
contains many of the sensory input items. To help the individual with autism block out the sounds and visual
impact of the rest of the home, use noise-canceling headphones and physical barriers to portion off this part of
the room.
Build a Cool-Down Room
Build a cool-down room if the autistic individual is prone to meltdowns. This provides a safe place to have the
meltdown where the child and the home will not be damaged, even if the behaviors turn violent. This can be part
of the sensory room but often is better as a separate space.
Strengthen the windows in the cool down room. This will prevent windows from being broken in the midst of a
meltdown.
Add soft mats to the walls and flooring so the individual with autism can safely crash into them. This can have a
calming effect in the middle of a meltdown. Sensory crash pads also help with proprioceptive input, which is
necessary for people with autism
Ensure all objects in the room, including furniture, are soft or have softened edges. If the child is experiencing
violent movements during a meltdown, this will add protection.
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Control lighting through a dimmer switch. Lower lighting may be important during a meltdown, but may not be
necessary at all times in this room.
Hang drapes, not blinds, and use Velcro instead of curtain rods. This will prevent damage to the walls if the child
pulls on the window coverings.
Invest in a Generator
Purchase and install a generator. Power outages can disrupt the routine of your home and eliminate the
electronic devices that can be soothing to your autistic loved one. Installing a generator ensures that you always
have access to these items, even if you lose power.
Use the generator to keep up with routine. Having your routine stay the same, even during an electrical power
outage, is critical to helping your autistic loved one stay comfortable at home.

Consider Important Safety Concerns
Individuals with autism, particularly children, require additional protections that may not be a concern for the
neurotypical world. When considering home modifications for autistic family members, make sure to consider
safety in the midst of the other considerations and changes you make. From protecting your autistic child from
wandering to ensuring the flooring is safe, there are steps you can take to protect your loved one from some of
the challenges that neurodiversity can bring.
Concerns About Wandering
Understand that individuals with autism sometimes wander away from home. In one study, nearly half of parents
with autistic children indicated their child had tried to wander away from home after the age of four, and of those,
53 percent were missing long enough to make the parents worried. An additional 65 percent involved close calls
with vehicles. Wandering is a serious safety risk for individuals with autism, with children being at particularly
high risk.
Install fencing so children with autism can play outdoors safely. Individuals with autism, including children, often
enjoy being outdoors. However, the tendency to wander can make outdoor play dangerous. Protect your child
by installing a fence with a locking gate, and ensuring that the gate’s lock is inaccessible to the child.
Choose fencing that adds a visual barrier. Sometimes the distractions of other people’s homes and yards can
detract from the enjoyment of the outdoors, so choose privacy fencing that adds a visual barrier from these
distractions.
Select fencing that cannot be climbed. Children who want to wander may climb chain link and even many types
of wood fencing. Choose fencing options that are too slick to climb, and avoid placing outdoor toys close enough
to the fencing to provide a climbing opportunity.
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Use proximity alarms and doorway alarms to alert caretakers when an individual with autism tries to leave the
home. Install alarms on all doors that will provide an instant alert if the door is opened without permission, so
you can stop your loved one from wandering before a serious event occurs.
Install door chimes over all doors if an alarm system is not possible. This is an inexpensive way to give yourself
an alert if your child or autistic loved one leaves the home.
Add more locks to the doors. In addition to deadbolts, add key-based locks and insist that doors are locked at
all times. Remember that people with autism are often skilled at opening locks, so use multiple types. Flip locks
are also helpful for reducing the risk of wandering.
Install locks or barriers on windows. Autistic children sometimes climb out of windows, so install tamper-proof
locks or other barriers on windows to prevent this risk.
Install sloped window sills to prevent climbing. This can deter children from trying to climb up to or out of windows.
Consider creating a self-contained apartment within your home for a young adult with special needs. Some
children with autism are not able to leave home when they reach adulthood. However, you might be able to give
them some more independence while keeping them safely under your roof.
Concerns about Burns and Scalding
Reduce the risk of burns and scalding. individuals with autism with their increased sense of touch can be more
prone to discomfort from hot temperatures.
Lower the water heater temperature. You may need to lower the water heater temperature below recommended
levels to prevent discomfort for your autistic loved one. Keep the water temperature at 50 degrees C or less to
avoid scalding or burns.
Protect the water heater from tampering. Whether you lock the basement or install a barrier around the water
heater, make sure the autistic family member cannot change the water heater temperature.
Add locks to stove knobs. Make sure the individual with autism cannot use the stove knobs unless the individual
is high functioning enough to cook safely.
Consider installing an induction cooktop. Induction cooktops do not create a hot surface. This can be the safest
cooktop for a home with an individual with autism because it is practically impossible to burn your hands by
touching the cooktop. Also, if the individual with autism turns the cooktop on and leaves it on, the fire risk is
minimal.
Protect Children from Furniture
Tether bookcases and other furniture to the wall to prevent them from tipping. Autistic children may climb
furniture that others would leave alone, and if the furniture is not anchored properly to the wall, it could tip over
and hurt or kill the child. Falling furniture is actually a risk to all children, but because of the way autistic children
interact with the world around them, it can be a greater risk to these kids.
Install built-in shelving when possible. This further reduces the risk of having the furniture tip onto the child.
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Mount media equipment to the wall at a high level. A media center is a tipping risk as large televisions can easily
fall off of a shelf or entertainment center. Mount these securely to the wall instead.
Remember to bolt dressers to the wall as well. Dressers can easily tip over, particularly when all of the drawers
are opened. Use wall mounting systems to protect your autistic loved one.
Use two anchors when anchoring furniture to the wall. If one anchor fails or if it is not strong enough to keep the
furniture secure, you will have a backup piece.
Install anchors into wall studs or solid wood. Anchors can pull out of drywall or particle board furnishings easily,
so make sure they are mounted securely.
Protect Children from Drowning
Understand that many autistic children are fascinated by water. Because of this, all sources of water need to be
protected from the child. This includes swimming pools as well as toilets and bathtubs.
Add a fence around any outdoor pools, lakes, or bodies of water. Even if the water seems shallow, it must be
fenced to properly protect an autistic child. Remember, all it takes is an inch of water for a child to drown, and
autistic children are drawn to water.
Install a pool alarm. A pool alarm will alert you if someone, like your autistic loved one, falls into the pool
accidentally. If you have a backyard pool, you must have a pool alarm.
Additional Safety Considerations
Protect your child from self-injury when head banging. Many people with autism will stim, which refers to
performing repetitive movements that help soothe and calm an individual with autism. Some types of stims, like
head banging, have the potential to create injuries. Provide a space place in the home where these stims can
take place. If you notice that your autistic child or loved one has a favorite place to stim, make that place safe
by adding cushions and padding.
Consider any other self-injuring behaviors. Each individual with autism is unique, and the potentially self-injuring
behaviors that one individual experiences will be different for another individual. If you notice self-injuring
behaviors that the home environment could help avoid, make the necessary changes.
Install locks on all dangerous storage areas. Medicines, household cleaners, sharp items, electronics that could
be dangerous, and other family members’ personal spaces should all be locked and inaccessible to provide an
added layer of protection. Keep in mind that simple childproof locks may not be sufficient to help protect autistic
children from these risks.
Add plexiglass over TVs and picture frames. Shattered glass is a serious safety hazard, so protect your
belongings and your autistic loved one from this risk.
Consider installing security cameras. If self-injury or wandering are serious concerns, security cameras can give
caretakers peace of mind as they consider the best interests of their autistic loved ones. This will give you a tool
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to use to provide your autistic loved one with some independence within the home, without sacrificing safety.
You can always check in on what they are doing, even while allowing them a measure of independence.
Take extra measures during renovation or construction, when normal safeguards might not be in place. Home
renovations can disrupt your normal routines and introduce new risks to your loved one with autism. Be
especially cautious during these times and assess any dangers.
Example of practical activities related with the sensory processing

As you learn to think like a detective about your child’s behavior, your observations (or the FBA) are likely to
show that behavior occurs at specific times, with certain people or in particular environments. You and your
team will need to tune in, learning to recognize the signs of increasing tension, anxiety or frustration that
eventually lead to challenging behaviors.
Often there is a ramping up, or escalation period, and learning to recognize that early and using many of the
approaches here can help to calm a situation and prevent behavioral outbursts. Sometimes these signs may
be very subtle—red ears, a tapping foot, heavier breathing, higher pitched speech—but it is essential that
everyone on the team responds to the importance of tuning in and working towards de-escalation.
Changing the environment can often reduce behavioral episodes. Expand situations, relationships, places and
opportunities that are successful. If possible, try to adjust or avoid situations that are triggers for challenging
behavior. Incorporate ways to reduce frustration and anxiety and increase understanding. Below are some
things to consider when working to create a more successful environment:
Organize and provide structure:
Provide clear and consistent visual schedules, calendars, consistent routines, etc. so that the person knows
what is coming next.
Inform transitions and changes:
Recognize that changes can be extremely unsettling, especially when they are unexpected. Refer to a
schedule, use countdown timers, give warnings about upcoming changes, etc.
Use Visual Supports:
Pictures, text, video modeling and other visuals are best for visual learners, but they are also critical because
they provide information that stays. The ATN Visual Supports Tool Kit provides a step-by-step, easy-tounderstand introduction to visual supports. Provide a safe place and teach when to use it: A calming room or
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corner, and/or objects or activities that help to calm (e.g. bean bag) provide opportunities to regroup and can
be helpful in teaching self-control.
Remove or dampen distracting or disturbing stimuli:
Replace flickering fluorescent lights, use headphones to help block noise, avoid high traffic times, etc.
Pair companions or staff appropriately for challenging activities or times:
Some people are more calming than others in certain situations. If going to the store with dad works better
than with mom, focus on that and celebrate successes.
Consider structural changes to your home or yard:
These changes might address some of the specifics of your situation to increase independence or reduce the
risks when outbursts occur. Making Homes that Work includes a range of potential changes that can be made
to reduce property damage, improve safety, and increase choice and independence.
“One of the barriers that we often find for children with autism in toilet training has to do with the condition of
the bathroom itself. Often times we find that people with ASD can be very tactfully defensive so the space itself
needs to be as neutral as possible. There needs to be enough room around the toilet so people don’t feel too
confined. It is really helpful if the space is warm and you address other types of sensations around the toileting
experience. For example, is it cold, is there a fan running, is the light too bright, or not bright enough? You can
sometimes help encourage people to use the toilet if the bathroom is a friendly place for them to be"
– George Braddock, President, Creative Housing Solutions LLC
Free games
Have the child pull a cart, push wheelbarrows, let him bring large boxes, put objects of different colors inside
and have him put them in containers scattered along the way.
Have them collect objects from the containers and bring them back to the end of the path
Shaker with paper plates ( View, touch, Sound)
Take two sturdy paper plates (the stronger the better). Put some seeds or beans on one plate and put the other
plate on top of the first so that both parts on which you eat look at each other. Use adhesive tape to stop the
dishes together. Have them decorated by the child with markers, glitter, paper or ribbons. When everything has
dried, shake them. Shake them to make music, shake it every time you take a step. Shake, shake, shake!!!! You
can also create other sounds by attaching bottle caps to cards.
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Leaf rubbing (Sight, Touch, Sound)
Have the child put a leaf under a piece of paper and rub the paper with chalk, and the shape of the leaf will
appear. It works best with green leaves. Listen to the sound it makes.
Print with balloons (View, Touch)
In a baking dish, pour 3 to 5 teaspoons of colored tempera spaced apart. Inflate a balloon to measure so that it
fits in the palm of the child's hand. Show the child how to dip the balloon in color and press it hard onto a piece
of paper. Let the baby mix the colors, or use one color at a time. It gets dirty but the result is wonderful.
Dry or wet (touch)
Let the child touch a variety of different wet or dry materials. Let the child guess if they are wet or dry.
What does it taste like? (Taste)
Choose 4 or more foods with different tastes. Blindfold the child and ask him to taste the food and identify what
it is. (Warning: Some children may have allergies or be on a diet, please keep this in mind when choosing the
food to taste. Products with peanuts, strawberries and meat may be the ones to avoid.)
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MODULE PLAN 4
Title

Autism and Anxiety

Duration

1 hour

Understand the difficulties and problems that people with ASD face in
General objective

stressful situations and how to de-escalate such a situation.
1.

Know the criteria for autistic spectrum disorder

2.

Understanding gender differences: Why girls with autism often go

unnoticed
3.

Know how a relative can tell us that the person who is in an

emergency or difficult situation in which emergency personnel must intervene
Specific objectives

4.

Understand some commonly misunderstood behaviors that may

have medical causes of a person with ASD
5.

Understanding a person’s sensory problems with ASD

6.

Understanding strict eating habits in spectrum people

7.

Understanding the meaning of repetitive movements

8.

Learn some behavioral treatments for autism

9.

Learn to work with some role play tools for autistic spectrum disorder

Knowledge:
1. Identify criteria for autistic spectrum disorder
2. Recognise some commonly misunderstood behaviors that may have medical
Learning

outcomes causes of a person with ASD

(at least 1 of each):
3. Understand the relationship between anxiety and autism
Knowledge,

Skills, Skills:

Responsibility

and
1. Apply some behavioral treatments for autism

Autonomy
(see

2. Working with some role play tools for autistic spectrum disorder
Bloom’s Accountability and Autonomy:

Taxonomy
Verbs- Annex)

Action
1. Prepare your work properly to understand and act correctly when a relative
realises that person with ASD is in an emergency or difficult situation in which
emergency personnel must intervene
2. Practice with situations of some commonly misunderstood behaviors that may
have medical causes of a person with ASD
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Introduction

Behavioral Treatments for Autism
Behavioral treatments have been created to help children in the autistic spectrum build skills that do not
develop automatically, and reduce behaviors that interfere with learning and communication.
Here are several common types of treatment:
Analysis of the applied behaviour:
What is: Applied Behavior Analysis (ABA) has been shown to help autistic children develop the necessary
skills and minimise unwanted behaviors, such as self-harm, and has proven to be successful for children
across the spectrum of autism. Its effectiveness is supported by hundreds of studies.
How it works: ABA is an evidence-based behavioral therapy that can take many forms, but all of them
are based on the same simple concept: reinforced behaviors will increase, non-strengthened behaviors
will be reduced and eventually disappear.
Functional Communication Training (FCT).
What is: The FCT involves teaching an individual a reliable way to express their desires and needs with
language, signs or images. It is called “functional” because it not only teaches children to label an article
(such as associating the word “red” to the image of an apple), but it focuses on using words or signs to
get something that is needed or desired: a food, a toy, an activity, a trip to the bathroom, a break from
something. The FCT uses positive reinforcement to teach children to communicate effectively with others
to meet their needs and reduce problem behavior.
How it works: Initially, the therapist asks the child to use the word, sign, or image and get the reward.
This communication of support is repeated, resulting each time in the reward won, until the child is able
to succeed with fewer and fewer indications from the therapist. Once children reliably use functional
communication for that element when it is present, the next step is to “generalise” or use it outside the
specific situation in which they have been taught, such as communicating with people other than the
therapist.
Verbal Behavior Approach (VB):
What is: The ABA-based verbal behavior approach emphasises language teaching and other skills in a
child-centred learning environment.
How it works: Therapists who use a VB approach teach children language in a way that links language
to its different purposes or functions. Initially, therapists using the VB approach focus on combining the
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learning environment with activities and elements that the child enjoys, so that the learning environment
is in the place the child wants to be. This may mean that the therapist gives the child fun toys or snacks
for free (without having completed any task). The therapist then teaches children to ask for these things
(what VB therapists call the command (to mand)). Once children independently request the things they
want, the therapist gradually begins to teach other language and skills goals (such as labeling and
answering questions). The VB approach is used with children who communicate with spoken language,
as well as with children who communicate in other ways, such as sign language. Books like The Verbal
Behavior Approach: How to Teach Children With Autism and Related Disorders provide more information
about this teaching approach.
Parent training for disruptive behaviors in autistic spectrum disorder:
What is: This evidence-based treatment, by RUBI Autism Network, is based on the principles of the ABA.
It addresses challenging behaviors in young people with ASD, including non-compliance, aggression,
outbursts of anger, and difficulties with transitions.
How it works: The therapist works closely with parents to teach them techniques (such as prevention
strategies, daily schedules, reinforcements, compliance training, functional communication training) to
reduce their children’s challenging behaviors and to encourage more appropriate behaviors.
Relational Skills Education and Enrichment Program (PEERS®)
What is: Peers® is an evidence-based social skills intervention for young people with social difficulties.
How it works: The intervention is done in a group format (parent and youth groups) to teach practical
social skills, for example, how to start and finish conversations, select appropriate friends, handle
mockery and bullying, handle discussions with peers, and show good sports spirit.
Face Your Fears (FYF):
What is: Facing Your Fears is a group cognitive-behavioral treatment designed to help young people with
ASD who in turn have symptoms of anxiety.
How it works: Facing Your Fears helps children learn to identify their concerns and develop healthy
adaptation strategies they can rely on when they feel anxious. Children also have the opportunity to
practice these new strategies within their group. In addition to the group of children, there is a separate
group for parents to learn how to help their child with ASD and the anxiety that accompanies it.
Occupational therapy:
What is: Occupational therapy, known as OT, is designed to help children acquire the skills needed to
perform the activities, or “occupations,” of daily life.
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How it works: Occupational therapists work with children to develop a variety of skills or skills. This may
include fine and gross motor skills, help with feeding problems or sensory problems, or with the
development of essential self-help skills, such as brushing your teeth, dressing, going to the bathroom,
and more.

Anxiety and autism
There is a growing concern to evaluate and treat the co-occurrence of psychiatric conditions in people
with autistic spectrum disorders (ASDs), with anxiety being one of the most common. In recent years,
clinicians have become aware of the significant number of people diagnosed with ASD who struggle daily
with anxiety.

From universal anxiety condition to clinically significant anxiety

Anxiety is a universal and pervasive condition for all people, which sinks its roots into such a basic and
primary emotion as fear is. It is not, therefore, this anxiety that is clinically concerned. Fear arises as a
healthy manifestation of the instinct of preservation, which allows the human species to survive and
perpetuate itself. At the moment we perceive a real threat that can compromise our physical or
psychological integrity, our nervous system triggers a defensive mechanism of flight or fight. That’s fear.
Fear responds to a specific stimulus and tends to have a short duration, disappearing once the threat
has dissipated. ‘Fear is a primitive automatic neurophysiological state of alarm that entails the cognitive
assessment of an imminent threat or danger to an individual’s physical or psychic security’.
Such threats are sometimes misunderstood by the person as real, when the situation could actually be
described as neutral or not potentially dangerous. The ‘fear’ mechanism of flight or fight manifests itself
in this second case with the same intensity and results in a disadaptive response that, far from preserving
the physical and psychological integrity of the person, deteriorates it. That is the anxiety clinically worrying
and on which the focus is placed, which can be experienced in the absence of a direct physical threat
and persists much more in time than fear. Some researchers call it a ‘state of sustained fear’.
Anxiety is a complex system of behavioral, physiological, affective and cognitive response, which is
activated by anticipating events or circumstances that are judged to be very aversive because they are
perceived as unpredictable, uncontrollable events that could potentially threaten an individual’s vital
interests. In order to recognise this maladaptive anxiety, referring to an excessive and clinically significant
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fear, five questions must be raised that mark the border – always unstable and blurred – between adaptive
anxiety and pathological anxiety:
Is fear or anxiety based on false assumption or erroneous reasoning regarding the threat or danger
potential of a given situation?
Does fear or anxiety interfere with the person’s ability to cope with aversive or difficult circumstances?
Is anxiety present for a long period of time? This question refers to the persistence of anxious behavior
in time more than would be expected
Does the person experience false alarms or a crisis of distress?
Is fear or anxiety triggered by a relatively wide range of situations that present a slight potential for threat?

Alterations in the recognition of one’s own and others’ emotions (dysleximitia)
Difficulties in identifying needs identified by emotion, to differentiate one emotion from another, not only
with respect to one’s own feelings, but also to the emotions of others in their voices, facial expressions,
postures. The term ‘dislexitimia’ comes from the Greek roots dis (alteration), lexis (word) and thimos
(aphecto), i.e. alteration of words for affections.
Deficit in mental skills
Difficulty to attribute mental and emotional states to others; to anticipate behaviors, intentions, intuition
or know what motivates them, ignoring key social information to deal with this situation; to grasp the clues
and keys that govern the social world, usually complex, changing, often unpredictable and unconsistent;
to identify social situations or safe or unsafe people, which can put you at risk, etc.
Executive dysfunction
Difficulty in planning, choosing, designing, creating and maintaining information that is useful for the
development of a task; cognitive flexibility or ability to transition to a different thought or action depending
on the changes that occur in each situation; and difficulties in setting goals, predicting things that haven't
happened but that we are able to imagine and represent in our minds and then pose the right goals with
the proper planning to meet them.
At the time when the expression of the symptoms of autism conflicts with social expectations and
demands – or when they can provoke rejection of others – the person feels confused and overwhelmed
in social contexts, some even wear the mask’ and learn to hide their symptoms and pretend ‘that they
are normal’, avoid problematic situations, exacerbate interpersonal difficulties, increase the feeling of
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isolation and loneliness. Negative social experiences and repeated failures in their interpersonal
relationships can contribute to the emergence of anxiety.
High levels of anxiety in people with autism have also been associated with increased presence of
repetitive behaviors Τhe manifestation of repetitive behaviors and restricted interests tends to have a
function of reducing anxiety and, therefore, resulting from anxiety.

Neurobiological hypothesis of the allostatic charge
Instinctive reactions to threatening anxiety-generating situations and their consequent regulatory
responses respond to a dialogue between bottom-up and top-down processes. Let’s give an example:
we‘re going down the street and we’re facing a bulldog. Our initial response is alert (bottom-up process),
but the coping response to the threat is mediated by the observation that it does not pose an immediate
danger, as it is strapped (top-down control). The context is a critical determinant, since if we found the
bulldog alone, without a belt or master to control it, we would possibly initiate a blocking response followed
by a flight response (flight or fight).
People with ASD have a significantly higher risk of stress, which affects the development of the amygdala.
Since the hippocampus has an important regulatory effect on the activity of the amygdala through a dense
network of reciprocal connections, it is plausible that the hippocampus also increases in response to the
increased activity of the amygdala. In the case of autism, the enlargement of the amygdala and
hippocampus would be an effect of the adaptation effort made by the person with autism, resulting in a
greater activity of these structures during childhood and adolescence. Everyday life, with its social
demands and constantly changing situations, causes serious stress in children with autism.
We talk about Anxiety and its triggers
Anxiety on its own is neither good nor bad. It is present in all people and has as its basis an emotion:
fear. It appears when we perceive a situation in which our physical or psychological integrity is
compromised. We could say that anxiety is the anticipation of the threat (APA, 2013).
The problem arises when threats are misunderstood by the person as something real when the situation
is potentially not dangerous, and results in a disadaptive response, a clinically worrying anxiety that
persists much more in time than fear.
We can observe that many people with ASD present behaviors that could be considered as the ways in
which anxiety manifests: cover your ears, tighten your jaws, move your legs quickly, shake your hands,
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bite the knuckles of your hands or fingers, etc. We also know from reports of people with autism or
Asperger syndrome that in certain situations feel very dislike and discomfort.
Stories of the experiences of people with ASD are examples of frustration, bewilderment, and confusion.
Stories that invite the reader to put themselves in the place of these people and to understand the heavy
burden they experience during so many years of struggle against fear, stress or anxiety.
Everyday life, with its social demands and constantly changing situations, causes severe stress in people
with ASD. Over the years, what was previously an alert reaction or hypersurveillance to social stimuli,
has become a generalised anxiety that puts them in a state of alert even to harmless situations that
should not generate any anxiety.
“Then Shaznia burst into the class with a bunch of invitations in hand, and my world goes from <<try to
be normal>> to <<infierno>>. My world crumbles and I'm terrified. Anxiety has slipped into class along
with Shaznia, jumped over my back and is shattering my throat and nerves.
Everyone gets up from their tables and chairs and tries to get one of the envelopes held by Shaznia.
They increase class decibels and the noise is similar to the squeaking of a car’s brakes. Sirens and
alarms sound! And everything is so sudden, so strident! I notice that a sharp pain goes through my
eardrum.
(“M of autism”. The students of Limsfield Grange and Vicky Martin. Edits: The Blue Star. Avila
autism. April 2016).

Triggers of an anxiety attack in people autistic spectrum disorder
In people with ASD, anxiety is often triggered by multiple factors, and usually it does not occur because
of it, for no reason or cause. In the vast majority of people with autism or Asperger syndrome there are a
number of triggers that activate anxiety. There is no doubt that people with ASD have altered the abilities
that allow social development, alterations in communication and language and alterations in the
capacities of anticipation and mental and behavioral flexibility.
In most cases, we can prevent and control anxiety as long as we are able to name the triggers that cause
it. Only from a good assessment of the causes that trigger anxiety can we guarantee a good quality of
life for people with ASD.
To do this, it is essential to perform a good analysis by observing the behavior of people with autism or
Asperger syndrome, as an example can be used as a guide the following questions:
●

What happens before the onset of the nervous breakdown?

●

What’s the situation?

●

What people were they?
Below, we refer to those triggers that are more common and prevalent in people with ASD.
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As we have mentioned above, if we make them visible and recognised, it will be much easier to foresee,
stop, avoid or control them.

Alterations of sensory integration
Sensory overstimulation crises are involuntary. The body reacts to sensory stimuli. The person with ASD
cannot withstand overstimulation and bursts into a nervous breakdown: body swings, covering the ears,
disruptive or avoidance behaviors, etc. Situations such as showering, going to a hairdresser, going to the
dentist, going to a shopping mall, aspects related to food, dress, etc., can become a torture for the person
with autism or Asperger syndrome and thus for his or her family.
School environments, for example, have a very considerable level of noise at certain times. It should be
borne in mind that although people with ASD have adaptive abilities in other aspects, they may be
suppressed by the enormous discomfort they may feel in the face of certain sensory stimuli.
The noise makes me feel as if someone cut off the top of my head with a knife, leaving my brain
uncovered. Looks like a balloon about to burst”
(“M of autism”. The students of Limsfield Grange and Vicky Martin. The Blue Star. Avila autism. April
2016).

Lack of control and understanding of the ambiguities of the environment
The feeling of not controlling what happens is usually a trigger for anxiety in people with ASD. The less
control over what surrounds them, the greater the need they feel to increase control behaviors to reduce
anxiety.
This need for control by people with ASD can be observed in the bindings they present by their order, by
patterns that they establish and which give them a sense of control and safety. Behaviors such as
repetitively watching movie sequences, aligning objects, performing the same chain of actions as a
routine to certain situations, are examples that indicate the need for control of the environment of people
with Autism or Asperger’s Syndrome.
Everything that’s chaotic exhausts me because I‘m trying to find a meaning that doesn’t have it. Leonardo
(Page 74)
“The ambiguity puts me off and I try to make sense of it. I need accurate data. Leonardo (Page 78)
Anxiety in autism. Understand it and treat it. Paula, Isabel. Alianza Editorial, S.A. Madrid, 2015.
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Alteration in communication and language
Difficulties in pragmatics. Misunderstandings resulting from a literal interpretation of language. Difficulty
understanding metaphors, jokes and ironies. Poor conversational skills, such as respecting shifts in a
conversation. Detecting the interest or not of the other person in relation to what is counted. Not to
understand what people want from them, what they have to do or say. Unable to contextualise what the
other person is explaining.
Anxious behaviour may occur as a result of these difficulties. Giving a lot of verbal information, talking
too much or not when it comes to people with ASD, giving them ambiguous answers such as: “we'll see”
or “depend how you behave” dislocate these people. For example, a “no” can be a trigger for anxiety
crises because in reality it doesn‘t describe anything, it doesn’t specify anything.
The triggers on a social level.
These can be very varied. It should be borne in mind that people with ASD have difficulty understanding
the perspective of others. Understand the emotions that occur in the face of a certain social situation and
adjust their behavior to that situation and the intensity of emotion. In a social world, which is constantly
changing and in which most of the time the most important thing is not said, it leads the person with
autism and Asperger syndrome to a state of permanent misunderstanding and consequently to a
permanent state of anxiety.
The social world is unpredictable, chaotic. It is normal that they feel confused, lost and overtaken on
many occasions. Similarly, social rejection is a clear trigger in many people with ASD, especially in people
with Asperger syndrome. They show states of anxiety and fear of being judged or humiliated by others.
They often perceive rejection and mockery by others accentuating the feeling of loneliness in those with
ASD who want to have friends and want to relate.
We want to conclude this article with words of “M”, extracted from: “M of autism“. The students of Limsfield
Grange and Vicky Martin. The Blue Star. Avila autism. April 2016).
Welcome to my world. He’s sweet and bitter, and he’s tangled. Anxiety is like a beast that stalks
me everywhere and prevents me from having a normal life. I want a normal life. I want to be like
the other girls my age, what they know to say and what to do. I want to be with Lynx, the love of
my life, with fleshy lips and sticky hair. Why does it seem that I exist on a plane completely
different from that of others? And what’s that “normal” thing supposed to mean?
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Summary and Issues

The simulation, carried out in the course as a training tool for emergency and first aid professionals, is a
more effective method to learn how to make decisions, acquire technical skills and work as a team than
traditional teaching methods. In addition, acquired skills are transferred to the work environment, resulting
in improved results. All this without putting people with ASD at risk.
Therefore, at the end of the course, we use the learning method of debriefing, defined as the conversation
between several people to review a simulated event, in which participants analyse their actions and reflect
on the role of thought processes, psychomotor skills and emotional states to improve or maintain their
performance in the future. While experience is the basis for adult learning, Kolb’s learning theory shows
that it cannot happen without rigorous reflection to examine the values, assumptions and basic knowledge
that guide professionals’ performance. In other words, accumulating experience does not amount to
becoming an expert.
Debriefing emerges as an effective strategy to provide training assessment (during learning) and facilitate
professional development. It uses inquiry to reveal mental frameworks that explain the difference between
expected and observed performance (which may be positive or negative). It allows to provide specific
doses of feedback adapted to the individual needs of the participant, and to help him develop new mental
models that allow him to develop new and more effective actions in similar clinical situations in the future
In this final exercise, each participant openly manifests his critical judgements about the performance
observed without hurting feelings or provoking a defensive attitude in his/her peers. That is, to allow us
to perform an effective and wise debriefing (debriefing with good judgment), which will reveal to us the
mechanisms of thought by which we understand the reasons for acting as acted and maintain or improve
clinical performance in the future.
The co-occurrence between anxiety and autism puts in question the concept of comorbidity between both
clinical manifestations. When we talk about real comorbidity between anxiety and autism, we are
confirming that such anxiety is phenotypic and etiologically identical to what such anxiety would entail in
people with neurotypical development. Indeed, are the prototypical manifestations of anxiety present in
the person with ASD related to the same biopsychosocial variables evidenced in people without ASD? It
doesn't always seem like that.
Anxiety in people without autism is related to a number of variables, such as poor social relationships or
low self-esteem, which impairs the social functioning of the person compared to the neurotypical
population without these disorders. In contrast, in people with ASD, anxiety is usually related to:
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Demands from others, which do not allow them to develop their restricted routines or interests.
Difficulties in understanding the perspective of others.
Mockery and rejection they receive from others (bullying).
Alterations of sensory integration: hyper or hyporeactivity to sensory stimuli or unusual interest in sensory
aspects of the environment, among others.
Evidence suggests that people with autism usually have an overreactive response in situations where
they feel outside their comfort zone. They are hypervigilant, nervous, unable to relax, annoying, restless,
and this can trigger an excessive anxious response.
Practically, you could say that anxiety is for many of them a natural state, because it is part of their
‘neurological makeup’. The constant need for hypermonitoring creates a level of natural anxiety as the
primary means of self-preservation. Anxiety simply becomes an instinctive reaction and not a learned
behavior. Unfortunately, we often consider these reactions as behavioral alterations, challenging or
disobedient, when, in fact, it is an adaptive instinctive behavior of response to stressors or triggers of
distress.
To understand why people with ASD manifest anxiety in seemingly harmless everyday situations, it is
necessary to understand how they perceive the world. Routines and rituals usually govern their daily life
activities, so it helps them to have patterns of situations that ‘guide’ their lives. In a society in which
precisely everything is unpredictable and is constantly changing – often without any logic behind these
changes – it is normal for people with autism to feel confused, lost and overtaken on many occasions.
The social world is unpredictable and chaotic: sometimes what is said is not fulfilled, or it is not true, many
questions do not have clear answers, plans can change, there is deception, misunderstandings,
unpredictability. Complicated ingredients for people who most need logic, planning, predictability,
situational invariance. Sometimes something as simple for us as the transition from one activity or
situation to another can be an obstacle for the person with ASD. I'm reading the paper and the phone
rings. I stop reading and I listen to him. Shifting focus in your case can be a problem and, when you feel
pressured to do so, the symptoms of anxiety are triggered.
If we add to this the alterations of sensory integration, which makes the environment too noisy, too
luminous, too overstimulant, the chances of feeling threateningly stressed are very high, even if these
situations are objectively neutral for neurotypical people.
One could say that the person with autism lives in a world of absolutes, without grays, where the questions
that arise can only be solved in a dichotomous manner. There is a reason for everything and everything
has a reason. Therefore, because of the impossibility of offering them that world of safety, the
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neurotypical social world is very little ‘friendly’. Generally, clarifying a communicative situation that you
have not understood, manipulating an environmental or sensory stressor, or clarifying a demand or
question may be sufficient to, momentarily, lower anxiety levels. These are the preventive strategies that
will minimise future anxious episodes. The treatment of crises must therefore be proactive and not
reactive.
The boundary between what is a real comorbidity or anxiety specific to certain pathogenic processes in
autism can be confusing. How far can we talk about social phobia or separation anxiety, among other
anxiety disorders, or an effect of ‘social error’ on people with ASD? The fact that the prevalence of
clinically significant anxiety is very high in the population with autism, but not universal for all people with
the diagnosis, raises the question of whether we will be talking about subtypes of ASD rather than a true
comorbidity.
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MODULE PLAN 5
Title

Recognising and Supporting individuals with ASD in an emergency

Duration

1 hour

The general objective of this module is to educate first responders on how
General objective

to best recognise and support autistic individuals in case of an emergency.
Learning outcomes of the module:
SO1: Different types of first responders to understand general evidencebased strategies when interacting with individuals on the autism spectrum.
SO2: Firefighters to understand and employ specific job-related evidencebased strategies to properly interact with autistic individuals.

Specific objectives

SO3: Police officers and law enforcement agents to understand and employ
specific job-related evidence-based strategies to properly interact with
individuals on the autism spectrum.
SO4: Medical emergency/ambulance workers to understand and employ
specific job-related evidence-based strategies to properly interact with autistic
individuals.
Knowledge:
1

First responders have evidence-based working knowledge of autism to

recognise a person on the autism spectrum as such.
outcomes
2 First responders know good practices of general interactions with autistic
(at least 1 of each):
individuals that are evidence-based, cater to their needs, fully respect their
Knowledge,
Skills,
rights, empower them and if needed also involve their support persons.
Responsibility
and
3 First responders know that they might have to adapt standard protocol to
Autonomy
Learning

interact with autistic individuals in case of emergency without endangering
(see

Bloom’s

Taxonomy
Verbs- Annex)

anyone by choosing adequate techniques and types of support tailored to the

needs of the particular persons.
Action
4 First responders know how to monitor and evaluate the progress and the
results of their interaction with autistic individuals aiming to continually
develop and improve their practices.
Skills:
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1

Police officers and law enforcement agents have specific-job related
evidence-based practical skills for interacting with individuals on the autism
spectrum in case of an emergency that allow them to adapt standard protocol
without endangering anyone by choosing adequate techniques and types of
support tailored to the needs of the particular persons.

2

Fire-fighters have specific job-related evidence-based practical skills for
interacting with autistic individuals in case of an emergency that allow them
to adapt standard protocol without endangering anyone by choosing
adequate techniques and types of support tailored to the needs of the
particular persons.

3

Medical emergency/ambulance workers have specific job-related evidencebased practical skills for interacting with autistic individuals in case of an
emergency that allow them to adapt standard protocol without endangering
anyone by choosing adequate techniques and types of support tailored to the
needs of the particular persons.

4
Responsibility and Autonomy:
1

All SOs give different types of first responders the autonomy to interact
independently with individuals on the autism spectrum in case of an
emergency by fully respecting their rights, empowering them and if needed
involve their support persons.

2

All SOs give different types of first responders the responsibility to interact
independently with autistic individuals by fully respecting their rights,
empowering them and if needed involve their support persons.

Module summary (abstract – half a page)
This module discusses how different types of first responders recognise as such and support autistic
individuals in case of an emergency. It will rely

on evidence-based adaptation of job related standard

protocols for the respective type of first responders (fire fighters, police officers and medical
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emergency/ambulance workers). The module is using interactive ways such as activities, case studies
and assessment tests for all first responders’ types.
Overall, this module aims to give these different types of first responders the autonomy and
responsibility to interact independently with individuals on the autism spectrum in case of an
emergency by fully respecting their rights, empowering them and if needed involve their support
persons.

List of resources, tools and methods
Teaching methodologies include teacher-centered instruction with support of audio-visual materials
(SO1 – SO4), but also group discussions among module participants in circles where feedback is
provided (SO2 – SO4), as well as workshops and role play (SO2 - SO4).
The following audio visual materials are recommended:
While completing section 5. make use of:
WFSB 3 (2021) Program enhancing first responders' knowledge of handling autistic patients in
emergency. Please click here: https://www.youtube.com/watch?v=lDNeUuVlU3s (US local news
report)
HBO (2017) Dennis Debbaudt Teaches First Responders About Autism | Night Of Too Many Stars.
Please click here: https://www.youtube.com/watch?v=35DAtZ9GHJ0 (excerpt from US fundraising
telethon for autism)
While completing sections 5.1. to 5.4. make use of:
Economic and Social Research Council (2019) Research makes police custody more 'autism-friendly'.
Please click here: https://www.youtube.com/watch?v=qAoW5U54bXM (synopsis of findings of UK
based research)
Ohio Department of Developmental Disabilities (2019) Recognize and Respond: Police Interactions
with

Individuals

with

Autism

Spectrum

Disorder.

Find

more

here:

https://www.youtube.com/watch?v=9X1eJsT3okQ
Allegheny County Chiefs of Police Association (2014) Encountering People with Autism: A First
Responders' Training. Find more here: https://www.youtube.com/watch?v=xtDRIYslWXA (US local
training course)
AutismSocietyNC (2019) Autism Training for First Responders: The Fifth Question. Please click here:
https://www.youtube.com/watch?v=nIflwT7Thpg (US state training course: the firth question is: what is
it/why TODAY? referring to the triggers of the emergency that involves an autistic person.)
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Introduction
Depending on the type of first responders, they learn when professionally trained, how to use specific
job-related standard practices to resolve cases of emergency. Autistic people subject to or involved in
(potentially) life-threatening

emergencies might not be able to be properly supported by employing

above mentioned standard protocol actions for emergencies. The reasons for their lack of understanding
are as diverse as the people representing the autism spectrum. As any non-autistic individual, people on
the autism spectrum in an emergency might be involved in an accident, or have been the witness to,
victim or perpetrator of a crime.

Autistic people in an emergency situation might:
● not understand what first responders want from them
● appear deaf
● be unable to speak or speak with great difficulty
● avoid eye contact
● not respond to their name, verbal commands or questions
● need time to process these questions or demands
● engage in seemingly repetitive behavior. A repetitive behavior appears in many forms as mouth the
objects, flap their hands or display repetitive finger movements.
● act upset for a reason not apparent to first responders
● appear in- or oversensitive to pain, touch, noise, light, taste, etc. Oversensitivity to touch, such as
unexpected touch, can be distressing. Oversensitivity to noise might make it difficult to ignore background
noise or tune. Certain loud or unexpected noises might be experienced as painful or stressful e.g. sirens
and alarms. Oversensitivity to bright lights or shiny surfaces may be also challenging to tolerate.
● be anxious or nervous
● engage in self-stimulating behaviours e.g. rocking, pacing, spinning, hand-flapping or repeating phrases
(echolalia = meaningless repetition of another person's spoken words as a symptom of psychiatric
disorder /scripting = repetition of words, phrases, intonation, or sounds of the speech of others), looking
at things from a particular angle, watching things spin, acting out scenes from a particular video, insisting
that something need to be done in a certain way, insisting that stories must always be the same, etc.
● hold hands over their ears to counter sound sensitivity
● avoid or resist physical contact
● have unusual fear or obsession e.g. with flashing lights, sirens, etc.
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● wander, run and/or hide from the situation as another possible coping mechanism. Coping strategies are
how autistic people manage their thoughts, feelings and actions in order to tolerate, minimise and deal
with stressful situations of difficult emotions in their daily life.
● appear to be under the influence of drugs or inebriated
● not be properly dressed for the weather/climate/elements
● be masking or camouflaging their behaviour (especially women). Camouflaging strategies may include
hiding behaviours associated autism, using explicit techniques to appear socially competent, and finding
ways to prevent others from seeing their social difficulties.
● not know they are autistic (undiagnosed, missdiagnosed).

That in turn is why it is paramount to adapt standard emergency protocols when interacting with an
individual on the autism spectrum. This module was created by Autism-Europe to facilitate

training

for first responders by giving specific suggestions for different types of first responders (fire fighters, police
officers and medical emergency/ambulance workers in the module) to recognise as such and support
autistic individuals by adapting standard protocol in case of an emergency.

(Autism Society of America. Tips for First responders on Interacting an individual with autism; National
Autism Association. First Responder Toolkit: A Guide to Searching for Missing Persons on the Autism
Spectrum; adapted)
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Assessment test 5. Recognising and Supporting individuals with ASD in an emergency:

Q1 First responders always have to use the job-related standard protocols when interacting with autistic
people in case of an emergency. Yes No

Q2 People on the autism spectrum in an emergency situation might not only be victims. Yes No

Q3 Autistic people in an emergency will always respond immediately to their name, verbal commands or
questions. Yes No

Q4 People on the autism spectrum in an emergency might avoid or resist physical contact. Yes No

Q5 Autistic people always understand that they are in an emergency so they wander, run and/or hide
from the situation to safeguard themselves. Yes No

Q6 People on the autism spectrum in an emergency might engage in self-stimulating behaviour. Yes No

Q7 Please list at least 4 example of self-stimulating behaviour of autistic people.
-

Q8 Please list at least 5 other ways in which people on the autism spectrum might also behave in an
emergency.
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
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5.1. General Strategies for First Responders

The introduction section above already mentioned why the different types of first responders need to
adapt their standard protocol when interacting with individuals on the autism spectrum in case of an
emergency. It laid out possible behaviours of autistic people due to their disability. It should be
understood, however, that autism is a spectrum and as a result every autistic person acts differently.
Therefore, there is no one size fits all strategy.

What can go wrong when first responders interact with autistic people
without adequate training or information?
Inadequate response by first responders due to lack of awareness about autism might cause a series of
unwanted exaggerated behavior, high stress levels and anxiety to the autistic person. Indeed, it is
important to understand how autism might affect each person differently in emergency situations.
Physical aggression, disruptive behavior, running away and hurting oneself are some behaviours that
can happen when first responders are not trained on how to treat and address autistic people. Reactions
to anxiety states may lead to challenging behaviour, violence and self-injury. Phobias may be masked by
panic reactions and the individual may be seen as aggressive, challenging or socially avoidant.
Depression may be misinterpreted as social withdrawal or regression. Furthermore, autistic typical
behaviors like eye-contact avoidance, not responding to commands, or reacting differently to sounds and
lights, may be mistaken for non-compliance or drug/alcohol use and lead to unsafe interactions.

Missing Persons on the Autism Spectrum and First Responders
As the following categories are not explicitly referring to autistic people going missing, this section will
highlight some immediate actions first responders need to follow once an autistic person is missing.
Finding and safely recovering a missing autistic person presents unique challenges for first responders
due to behaviours and actions of the person which differ from other missing people.
Autistic people may:
-

Wander away or escape from a safe environment

-

Present a diminished sense of fear engaging in high-risk behavior such as seek bodies of water like
streams, ponds, lakes, rivers, basins, public fountains, public swimming pools

-

Hide from first responders

-

Be unable to communicate and respond to the rescuers
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-

Exhibit interests or fascinations as going to busy roads, railways, roadway signs, bright lights

-

Face weather of environmental hazards, dehydration, lack of food, traffic related injuries, falls, etc.
The NAS First Responder Toolkit for Missing Persons on the Autism Spectrum presents some core steps
first responders should follow when an autistic person in missing.
If Person with Autism is Missing:

o Treat each case as critical. Those with autism can have an impaired sense of danger and often go straight
to water or traffic.
o Ask the caregiver if the person wears a personal tracking device, if so, immediately initiate tracking
measures.
o Search Water First! Even if the child or adult is said to dislike water, search any type of nearby water,
including waste water.
o Ask about other dangers that the person may be attracted to; busy roads/highways/construction sites,
etc. and immediately dispatch personnel to secure those areas.
o Ask about individual’s likes that may assist in search efforts – Will they be drawn to certain music, favorite
characters, fire trucks, mom’s voice, etc.
o Ask about individual’s dislikes and fears or sensory issues that may hinder search efforts. (dogs, sirens,
aircraft, lights, shouting.)
o Ask if the individual will respond to his/her name when called.
o Issue an Endangered Missing Alert.
Once you find the person:
o Maintain a calm and relaxed environment
o Keep the person from running avoiding use of restrains
o Bring a parent or guardian immediately to the recovery site
o Approach the person at his/her level, kneeling if necessary, and speak in a normal of voice using simple
phrases
o Explain that a parent/guardian is on the way
o Avoid assuming the person understands everything being said and done at the recovery scene
o Use communication aids, written instructions, drawings or prompts if possible
o Check for any identification such as medical bracelet or tracking device.
(based on National Autism Association (2017) First Responder Toolkit: A Guide to Searching for
Missing Persons on the Autism Spectrum)
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Before diving into strategies for specific types of first responders this section will give some general ideas
on how all of them should interact with people on the autism spectrum.
Activity I: Brainstorming exceptions from standard protocol in cases of emergency (total 12 minutes)

The whole group splits up into teams of 2 people. Each of them recalls the standard protocol of their type of
first responders and comes up with at least 3 exceptions should be made to accommodate autistic people (6
minutes)
Group comes together as a whole and presents their idea and discusses among themselves (6 minutes)
Teacher draws mind-map with suggestions.

Teacher uses the following as backup for mind map in case the participants missed some suggestions
or cannot come up with any:
Suggestions to interact with autistic people could be:
Communications aspects:
Clear communication
● Ask the patient the best way to communicate with them
● Use visual aids where appropriate
● Give the option for the patient to give written information as well as verbal
● Give plenty of processing time
Check understanding, don’t assume it
● Including for those who are verbally articulate
● Ask to repeat back any key points or actions that need to be taken
● Consider a follow up phone call to ensure understanding
Give follow up information
● Be specific about what the next steps are
● Written summary of appointment provided afterwards
● Details of how to find out more information or where to ask questions
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Sensory issues:
● Consider the environment and potential triggers for sensory overload
● Minimise sensory input: avoid sudden touch, noise, bright lights, strong smell, etc.
● Not physically blocking self-stimulating behaviour as it might be a necessary coping mechanism
● Explain what you are going to do
● Show the person any equipment you are going to use and allow them to touch the items
● Ask if the person is ready.
Behavioural issues:
● Giving them more time and space if their life is not in danger
● Maintaining a calm, patient and relaxed demeanor
● Getting down on their level
● Keeping up commitment, dedication
● Giving reassurance
● Check on how the person feels
● Recognising them when undiagnosed, masking or camouflaging their disability (especially women)
● Looking for the contact information of a support person.
Stress management:
● Showing clarity and predictability. Predictability is a way for someone on the spectrum to ease their
anxiety over the unknown, and empower themselves into their daily tasks.
● Asking them what they need
● Tailoring to the individual (with complex support needs, children, women, etc.)
● Explaining the next steps of the process.
(Autism Society of America. Tips for First responders on Interacting an individual with autism; National
Autism Association. First Responder Toolkit: A Guide to Searching for Missing Persons on the Autism
Spectrum; and based on needs of autistic people and their support persons, adapted)
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Assessment test General Strategies for First Responders:
Q1 There is no one size fits for all strategy for first responders interacting with autistic people in an
emergency. Yes No
Q2 There no need for first responders to minimise sensory inputs because people on the autism spectrum
in an emergency can easily self-regulate. Yes No
Q3 First responders should avoid technical language when interacting with an autistic person in an
emergency. Yes No
Q4 First responders should always block self-stimulating behaviour of people on the autism spectrum
when encountered them in an emergency. Yes No
Q5 First responders might use written information and visual aids when interacting with autistic people in
an emergency Yes No
Q6 First responders should always assume they know what people on the autism spectrum need. Yes
No
Q7 First responders should recognise autistic people even when undiagnosed, masking or camouflaging
their disabilities. Yes No
Q8 Please list at least 5 more general strategies how first responders should interact with people on the
autism spectrum in case of emergency.
This section deals with strategies for fire-fighters interacting with autistic people in an emergency.
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Activity II: Teacher introduces fire-fighter specific suggestions by means of handout (total 15 minutes)
Fire-fighters should:
▪
▪
▪
▪

▪
▪
▪
▪
▪
▪

▪

deescalate the emergency situation
approach the person on the autism spectrum in an emergency quietly and
non-threateningly
identify themselves as firefighters
consider removing their face coverings or protection if possible and
outside dangerous situations to not come across as too threatening to the
autistic person in an emergency
be aware of hypo- and hyper-sensitivities of persons on the autism
spectrum in an emergency
offer to wrap autistic people in a blanket to minimise their sensory
sensitivities or to restrain them, if needed
ask the person on the autism spectrum to move to a quieter area in order
to explain the emergency if they witnessed it
be aware that autistic people may be attracted by shiny objects, e.g.
badges, protection gear/equipment
monitor the person on the autism spectrum in an emergency
stop autistic people from going back into their familiar location if this would
lead to another emergency (e.g. houses they lived in and familiar to them
now on fire)
be aware when searching locations which could cause autistic people
imminent danger that they might deliberately hide from fire-fighters under
beds, in closets, cabinets, or even dryer machines, etc.

(compiled from various existing training and based on the needs of autistic people)
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Activity III: role play fire-fighter’s interaction with people on the autism spectrum (total 12 minutes)

The participants choose roles as fire-fighters and autistic people.
(Alternatively: Teacher lets participants draw lots for their roles.)
Participants team up in two or three (at least on with the role of fire-fighter and one with the role of autistic
person) and prepare for one of 3 scenarios (6 minute) (if participants cannot decide they have to be
appointed to a scenario). Then they each group acts out their scenario (6 minutes, max. 2 min. per group)
Scenario 1: The burning house
A grown up autistic person is alone next to a house on fire. Fire-fighters are called by neighbors. The
autistic person is not inquired and waiting on the front lawn gazing at the fire. It is unclear whether autistic
person set it on fire or it was an accident. Make sure to secure the autistic person and ask how what
happened.
Scenario 2: The accident
An autistic minor is caught up in a car that ran against a tree on the side of the road. His support person
was on the wheel and is unconscious and slightly injured. The autistic person is heavily injured, cannot
move, but doesn’t cry for help or in pain. A by-passer called the firefighters to the scene but is unaware
of the pain of the autistic minor. Make sure to check the minor for pain. Is he non-verbal?
Scenario 3: The witness
An autistic teenager sees a cat on a tree and calls the fire-fighter to rescue the cat. He is able to speak
but not able to express properly what is the case of emergency. The cat is meowing heavily in the
background. The emergency number call center agent can hear the cat loud and clear though the
telephone. The teenager is heavily disturbed and sadden but his voice appears normal. The emergency
number call center agent tries to figure out the situation.
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Assessment test of Strategies for Fire-Fighters:
Q1 Fire-fighters interacting with autistic people do not have to identify themselves as they have badges
and protection gear/equipment. Yes No
Q2 People on the autism spectrum might be threatened

by the face coverings or protection of fire-

fighters so they should consider removing them when not in eminent danger Yes No
Q3 Fire fighters should never stop autistic people from going back into their familiar location even if it
would cause them danger. Yes No
Q4 Please list at least 5 more strategies on how firefighters should interact with autistic people
-
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This section is on strategies for police officers and law enforcement agents when interacting with autistic
people in case of an emergency. The National Autistic Society (NAS) based in the United Kingdom, a
member organisation of Autism-Europe, has published a recently updated brochure containing a long list
of does and don’ts for police officers and law enforcement agents when interacting at large with people
on the autism spectrum.

What can go wrong when police officers interact with autistic people?
Autistic people are likely to experience difficulties during their interaction with police officers due to the
different ways they communicate and process sensory information. The police custody, the detention,
the questioning, the biometrics and the searching are some standard interactions with the police officers
which can be really challenging for autistic people.
The sensory demands associated with the custody environment and custody process may be particularly
challenging for them. Added anxiety can make it even more difficult to manage these demands and to
cope with being in detention. In some cases, this can have a negative impact on their wellbeing and
prevent them from participating in the custody process.
When autistic people struggle to cope with sensory information in the environment:
• they may become stressed, overloaded or anxious, and may even experience physical pain
●

their anxiety may lead them to become agitated or disruptive; if their anxiety increases, they may even
lash out
• they may find it difficult to concentrate, listen to and process information or to respond appropriately
• they may have a ‘meltdown’, becoming completely overwhelmed by their current situation and
temporarily losing behavioural control or a ‘shutdown’ where they withdraw from what is happening
around them
After custody, the first questioning may be also challenging as autistic people experience difficulties
communicating information. They may feel overwhelmed when they are asked lots of questions and if the
questions are unclear or use too much technical language, they may be confused about how to answer.
This can make them feel anxious, especially if they need to ask for clarification. Some autistic people
may also take longer to process what is being said or to answer questions.
There is a risk that some autistic people may waive their legal rights without appreciating the
consequences. This is because they may not understand what their rights are and why they are important.
They may also think this will be the quickest way to get out of police custody, especially if they think there
will be a long delay and do not understand why.
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Police officers may also process biometrics data from the autistic people in the police custody. An autistic
person does not often understand actions such as

fingerprinting, DNA sample taking, drugs testing,

photographs or video capture and Smartwater test. This can make the person feel anxious about what is
going to happen to them.
These different procedures also present many sensory demands for autistic people which they may find
difficult to cope with. There may be a lot of bright lights from the machines, loud noises and physical
contact involved during these processes. This may make them feel overwhelmed or distressed.
Being searched can also create difficulties for autistic people. They may be anxious about what will
happen during this process. In some cases, they may lash out if you approach them unexpectedly from
behind. Some autistic people may also be very sensitive to touch and the search may make them feel
uncomfortable or distressed.
Activity IV: Teacher introduces police officer specific suggestions by means of handout (total 15 minutes)
The NAS brochure spells out concrete options for action of officers and agents who should among
others:
▪ turn off sirens or flashing lights, if possible
▪ check the autistic person for injuries, being as non-invasive as possible
▪ allow extra time for the person on the autism spectrum to respond
▪ keep physical contact to a minimum, avoiding the use of handcuffs or other
restraints, if possible
▪ check whether the autistic person carries any information about their
needs, read it and follow it
▪ call ahead to warn the custody staff if the person on the autism spectrum
appears to be distressed
▪ tell the custody staff that the detainee is autistic and explain any related
concerns
▪ remain alert to the possibility of undiagnosed or undisclosed autism
▪ ask the autistic individual directly whether they have any sensory
sensitivities
▪ detain the person on the autism spectrum in the quietest area possible and
try to be reassuring
▪ make sure the adequate safety measures are in place to minimise risk of
self-harm and other injury
▪ make sure the autistic person understands why they are in custody
▪ avoid being specific about timings if there is no need for it or if there are
foreseeable changes
▪ avoid technical language where possible or explain what this means
▪ offer frequent breaks and ‘time out’ if needed.
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However, according to the NAS brochure police officers and law enforcement agents should not
among others:

remove an object that the person on the autism spectrum may be carrying for comfort

misinterpret lack of response as a failure to cooperate

misconstrue the autistic person avoiding eye contact as rudeness or a cause for
suspicion

rush into arresting a person on the autism spectrum unless it is the only option

overcrowd the autistic person

make loud, sudden noises, or assume that an individual on the autism spectrum is
being purposefully evasive or difficult if they do not provide the correct information

touch the autistic person without preparing them for what will happen as this may cause
them to lash out from fear or anxiety

(based on National Autistic Society (2020 update) Autism-a guide for police officer and staff)
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Activity V: role play police officers’ interaction with people on the autism spectrum (total 12 minutes)

The participants choose roles as police officer and autistic people.
(Alternatively: The teacher lets the participants draw lots for their roles.)
The participants team up in two or three (at least on with the role of police officer and one with the
role of autistic person) and prepare for one of 3 scenarios (6 minute) (if participants cannot decide
they have to be appointed to scenario). Then they each group acts out their scenario (6 minutes, max.
2 min. per group)
Scenario 1: The trespasser
An autistic adult is caught in action by a passing police vehicle for trespassing. The police officers get
out of the car and call the autistic person get of the private property. The autistic person runs away.
The police officers chase the autistic person and catch him and try to get hold of him. The police
officers try to clear the situations.
Scenario 2: The shop lifter
An autistic teenager took a bottle from a kiosk without paying. The shop owner calls the police but
doesn’t pursue the autistic person. The autistic person stays around and drinks from the bottle. The
police arrive to the kiosk and ask the person on the autism spectrum why it took a bottle. Then the
autistic person runs away. The police officers chase the person and once they g him the bottle is
gone. Police officer try to understand why the autistic person took the bottle without paying.
Scenario 3: The arrest
An autistic adult was arrested and is brought to the police station. She is not resisting and let’s
everything happen without any word. Police officer try communicate with her but no answer. Figure
out if she is non-verbal, masking, camouflaging, etc.
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Assessment test of Strategies for Police Officers:
Q1 Police officers and law enforcement agents should remove any object that the autistic person may be
carrying for comfort. Yes No
Q2 Police officers and law enforcement agents should consider turn off sirens or flashing lights, if
possible, when encountering a person on the autism spectrum in case of an emergency. Yes No
Q3 Police officers and law enforcement agents should always construe avoiding eye contact by an autistic
person as rudeness or cause for suspicion. Yes No
Q4 Police officers and law enforcement agents should consider avoiding the use of handcuffs or other
restraints, if possible, on people on the autism spectrum in case of an emergency. Yes No
Q5 Police officers and law enforcement agents should always assume that an autistic individual is
purposefully evasive and difficult if they do not provide the correct information in case of an emergency
Yes No
Q6 Police officer and law enforcement agents should never rush to arrest the individual on the autism
spectrum unless it is the only option.

Yes No

Q7 Police officers and law enforcement agents may always touch the person on the autism spectrum
without preparing them for what will happen. Yes No
Q8 Please list at least 5 more strategies on how firefighters should interact with autistic people.
-
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Strategies for medical emergency/ambulance workers
This section deals with strategies for medical emergency/ambulance workers when interacting with
autistic people in case of an emergency.
Medical examination

Medical examination of autistic people is a challenging process for the medical staff. In case of
emergency, medical examination is getting more difficult as autistic people cannot be prepared for the
process and their stress may lead to challenging behavior. In the following section, a comprehensive
approach on medical examination of autistic individuals is presented.
Taking a medical history
Autistic people may have a poor or incomplete memory of their childhood and it may be necessary to ask
for another source of this information. Questions about childhood diseases and infections may not be
understood; give fuller information if you can. They may have very accurate information on dates and
times when they needed to be admitted to hospital, but a sketchier memory of why. If this information is
needed it may need to be followed up.
Practical Strategies
●

Keep your voice even and measured.

●

Ask factual questions to help determine patient circumstances e.g. ‘Have you had this rash before?’ or
‘Have you recently been abroad and where?’

●

Do not ask for information that requires interpretation.

●

If the person does not know, ask them for another source, e.g. a family member.

●

Avoid questions that require them to surmise or take someone else’s point of view.
Physical Examinations
The patient may need a physical examination. Ask the patient or their parent/carer if they have had that
procedure before, e.g. an ear, nose and throat examination. This will help to establish whether the patient
knows what to expect in this examination and will give you guidance on whether they may react adversely.
It will be helpful for the patients see what implements are to be used and to know the order in which they
are going to be used. Using simple words, check if they have had that type of physical examination before.
If yes:

●

Recap on the basic procedure and tell the patient the order in which it is going to proceed.

●

Show the patient the basic implements and ask if he/she is ready.

●

Explain one task at a time and keep it simple to avoid causing stress.

●

Talk quietly to the patient telling them what you are doing as you undertake the task.
108

If no:
●

Show each implement in turn and explain where it will be placed and what for, in simple terms.

●

Put each implement in a visual order so that the patient can anticipate what is coming next.

●

Use numbers/colours to reinforce that order if needed.

●

Start with the least intrusive implement/examination.

●

Repeat and reinforce the order of the examination in clear simple terms as it proceeds.

●

Remove each item in the visual order as it is used.

●

Be prepared to postpone the examination if the patient becomes distressed.
Types of Physical Examination
The same general principles apply whatever kind of physical examination is to be carried out;
For example: Blood pressure checks
The taking of a blood pressure reading can follow the basic guidelines of asking, checking, explaining
and reinforcing. The feeling of the cuff, whether manually or electronically inflated, may need a
demonstration and further explanation in order to prepare the patient for the constriction of his/her arm.
Show the patient the equipment and explain in simple terms what is going to happen. Ask the patient to
tightly squeeze his/her arm to demonstrate how the cuff will feel. If using a manual device, it may be
helpful to demonstrate the noise the monitor will make when it is used. Take guidance from the patient
or their parent/carer on how to proceed. For patients who can understand, a basic explanation about the
instrument may also be beneficial.
For example: Temperature checks
Measuring body temperature in emergency situation will be greatly eased by using one of the types of
non-intrusive thermometers. Children will be familiar with the use of forehead checking in the home, but
it may be wise to check with their parent/carer first on how temperature is taken. As with other procedures,
ask, check, explain and reinforce before beginning the taking of temperature.
For example: Visual checks
For visual checks on eyes, hands, nails or glands, make sure the patient knows what is going to happen
before you approach them to start the examination. Practitioners need to show the patient
by demonstrating on themselves or the patient’s parent/carer exactly where they will be looking and
where they will be placing their hands.
Full Physical Examination
A full physical or intimate examination requires a degree of intrusion which can make the patient feel
vulnerable or uncomfortable, and may cause pain or discomfort. The patient may require preparation in
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advance, particularly if the situation is unfamiliar. Give a double appointment to ensure that there is
enough time to conduct the procedure and to minimise any stress which could prohibit a successful
examination.
Supporting the patient
It is important that you as a practitioner secure the comfort and confidence of an autistic person before
you start a procedure. In case of emergency, failure to do that may mean that the procedure can be quite
difficult to manage, if the person is too upset. Take the lead from patients, checking if they are able to
articulate how they are feeling, and that they know how to stay calm. Always ask the patient first, but if
that does not work, ask the parent/carer how to approach the patient.

Stress, autism and medical staff
Stress and anxiety are common among autistic people, especially when they are feeling different or ill.
The symptoms of any acute illness may lead to additional anxiety and stress because the individual does
not understand what is happening and because the symptoms cause changes in appearance and
sensation (e.g. rashes, sore throat).
Effects of Stress and Anxiety
Effects of stress and anxiety may interfere with the way a consultation is received and understood, for
example:
Visits to a surgery or clinic will cause stress, which can make it harder for the person to take in what is
said and may lead to new, or exacerbation of old, symptoms and signs (e.g. further raising blood pressure,
dilating pupils and causing sweating). Patients will require even more time than usual (and much more
time than others) to make sense of what they are told by practitioners in conditions of stress.
Giving written information to the patient and/or parent/carer will help.
Symptoms of Stress and ASD
The interaction between symptoms of stress and the symptoms of autism will affect identification and
treatment:
-

Reactions to anxiety states may lead to challenging behaviour, violence and self-injury.

-

Phobias may be camouflaged by panic reactions and the individual may be seen as aggressive,
challenging or socially avoidant.

-

Depression may be misinterpreted as social withdrawal or regression.
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Case study
There is a 30-month old girl on the autism spectrum who attends the appointment with her childminder.
She has been rubbing her eyes a lot and has developed an infection in both eyes. The girl’s parents and
childminder do not know why she has been rubbing her eyes so much, but it is often when they go into
brightly lit places – like the local supermarket and the shopping mall.
Practical Strategies
-

An eye examination needs to be undertaken.

-

Before examination, allow the girl to feel and hold the equipment with her childminder’s help.

-

Use your judgement on how to approach her – ask, check, explain, repeat - and discuss your approach
with the childminder.

-

Discuss details of when she is rubbing her eyes and where she is looking as she does it.

-

Suggest that the childminder and parents keep a log of the exact circumstances when Honey rubs her
eyes in order to establish patterns, identify possible environmental causes and monitor whether she
seems uncomfortable or stressed when it occurs.

-

Discuss possibility of visual sensory overload.

-

If possible sensory overload, discuss whether she needs to visit such venues and/or mediation of the
effects e.g. wearing baseball cap, sunshade or sunglasses or providing an activity for the girl that might
mediate the effects of bright lighting.
Indicators of Stress Include:

-

Repetitive actions

-

Head banging

-

Rocking

-

Twiddling twirling

-

Obsessions and special interests

-

Extremes of emotion

-

Need for the familiar
(adopted from NHS Scotland, Web Resource on Autism Spectrum Disorders (ASDs) For General
Practitioners and Primary Care Practitioners)
The Autism Society of America lists some relevant strategies on a fact sheet on how paramedics and
emergency room staff should interact with autistic individuals in case of an emergency.
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Activity VI: Teacher introduces to ambulance workers specific suggestions by means of handout (total
15 minutes)
The fact sheet of the Autism Society of America includes for medical emergency and/or ambulance
workers:
 to move slowly, performing exams on person on the autism spectrum distal
to proximal
 to presume the autistic person’s competence as even when they are nonverbal they might understand
 to speak in simple phrases and avoid medical terminology
 to notify the awaiting emergency room staff
 to request a private quiet area for the person on the autism spectrum
Medical emergency and ambulance workers should be aware
 of co-occurring conditions and disabilities of autistic people (e.g. developmental, mental, and
physical health conditions, intellectual disabilities, tuberous sclerosis, epilepsy, ADHD,
anxiety, depression, bipolarity, behavioural and motor issues, diabetes, hypertension,
obesity, cardiovascular issues, etc.)
 that the expression of these co-occurring conditions and disabilities might be different from
non-autistic people with the same conditions and disabilities
 that people on the autism spectrum might not be aware of their co-occurring conditions and
disabilities
 that autistic people have a different pain reception than non-autistic people
 that patients on the autism spectrum are likely to be anxious, may have difficultly explaining
their symptoms and absorbing information
 that the above mentioned difficulties may require a longer consultation than is usual








that visits to the emergency department might cause people on the autism spectrum stress, which can
make it harder for them to take in what is said and may lead to new, or exacerbation of old, conditions
(e.g. raising blood pressure, dilating pupils and sweating)
that reactions to anxiety states may lead to challenging behaviour, violence and
that phobias may be masked by panic reactions and the individual may be seen as aggressive, challenging
or socially avoidant
that depression may be misinterpreted as social withdrawal or regression
that a level of anxiety is chronic but can increase and lead to additional high anxiety states, which may
manifest as phobias, separation anxiety, obsessive compulsive behaviour, eating and sleep issues of
sensory sensitivity of autistic people on the way to and in the emergency room.

(adapted from among others Autism Society of America. Information for paramedics and emergency
room staff)
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Activity VII: Role play medical emergency workers’ interaction with people on the autism spectrum (total
12 min)

The participants choose roles as police officer and autistic people.
(Alternatively: The teacher lets participants draw lots for their roles)
Participants team up in two or three (at least on with the role of medical emergency worker and one
with the role of autistic person) and prepare for one of 3 scenarios (6 minute) (if participants cannot
decide they have to be appointed to scenario). Then they each group acts out their scenario (6
minutes, max. 2 min. per group).
Scenario 1: The emergency consultation
An autistic minor with his support person is brought into the emergency department of the pediatric
hospital. He screams and appears frightened but has no bruises . Try to figure out what happened.
Is he screaming in pain? Really frightened? Are sensory sensitivities the reason? What does the
support person know? The medical emergency worker has to find it out!
Scenario 2: The accident
The ambulance workers are called to the scene of an accident. the see a car crash. An autistic adult
is on the wheel. He doesn’t seem to be injured at first glance but he is sitting in his totally demolished
car and peacefully rocking on his driver seat. He stops rocking when he sees you and initiates
conversation. “Hello! How are you? I am fine!” he says. “The ambulance workers ask: “Are you
injured?” “Just hit my head at bit!” He speaks calmly and doesn’t seem to be in shock. When the
ambulance workers approach the notice his left leg is stuck inside his demolished car and blood runs
down from it. How do the ambulance workers react?
Scenario 3: The call
An autistic person calls the emergency ambulance. The ambulance emergency call center agent
hears nothing but heavy breathing and sighing. What should the ambulance emergency call center
agent do next?
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Assessment test of Strategies for medical emergency/ambulance workers:
Q1 Medical emergency and ambulance workers should perform exams on autistic persons distal to
proximal. Yes No
Q2 Medical emergency and ambulance workers should presume persons on the autism spectrum do not
understand them when they are non-verbal. Yes No
Q3 Please list at least 4 further strategies on how medical emergency and ambulance workers should
interact with autistic people.
Q4 Co-occurring conditions of autistic people are expressed in the same way as by everyone else. Yes
No
Q5 People on the autism spectrum have a different pain reception than non-autistic people Yes No
Q6 Autistic people may always need the same time for medical consultation as non-autistic people. Yes
No
Q7 People on the autism spectrum may have difficultly explaining their symptoms and absorbing
information. Yes No
Q8 Please list at least 5 co-occurring conditions of people on the autism spectrum:
-
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MODULE PLAN 6
Title

Behaviours that challenge

Duration

1 hour

General objective

Educate VET trainer of first responders on how to recognise and react to typical
ASD behaviours that challenge
● Provide information on behaviours that challenge (traits, triggers, manifestations,
techniques for good intervention, etc.);
● Teach about the differences between ASD behaviours that challenge and
mainstream inappropriate behaviours;

Specific objectives

● Present detection and deflection methods recommended when dealing with
displays of behaviours that challenge;
● Present clear examples of behaviours that challenge and their causes and
manifestations;
● Introduce VET trainers to a series of good practices they can teach first
responders (firefighters, policemen, medics, etc.).
Knowledge:
1. recognise diverse manifestations behaviours that challenge;
2. distinguish between behaviours that challenge and misbehaviour;
3. recollect the triggers conducive to behaviours that challenge;

Learning outcomes (at
4. know de-escalation and deterring techniques to prevent and/or alleviate the
least

1 of each): manifestation of behaviours that challenge;

Knowledge,

Skills,
5. retain good practices to be shared with first responders assisting individuals with
Responsibility
and behaviours that challenge.
Autonomy
Skills:
1. demonstrate correct knowledge of behaviours that challenge;
2. interpret accurately manifestations of behaviours that challenge;
3. intervene adequately towards manifestations of behaviours that challenge, either
directly or via proxies/carers;
4. provide indicative examples of behaviours that challenge and how to correctly
operate as a first responder;
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5. prepare first responders to understand and act with due care and cognizance
when dealing with behaviours that challenge.

Responsibility and Autonomy:
1. be accountable for the knowledge and skills on behaviours that challenge that
can be transferred from VET trainer to first responder;
2. be responsible for the clear and correct communication between VET trainer and
first responder within the educator-learner dynamics;
3. be able to instruct adequately first responders on how to deal with behaviours
that challenge;
4. be capable of inspiring learning autonomy in trained first responders so that the
latter continue learning outside of the VET training;
5. be critical in the assessment of the developed knowledge and skills in the first
responders and offer guided improvement, if needed.

Module summary (abstract – half a page)
E+ ALERRT VET curriculum module “Behaviours that challenge” is designed for VET trainers to
recognise and react to individuals displaying ASD behaviours that challenge. This chapter offers selected
information meant to educate VET trainers so they can subsequently instruct first responders. The
content is presented in a user-friendly language, structured to allow for easy navigation, combines
theoretical information with concrete examples, and offers tailored advice for the following categories of
first responders: police officers; firefighters; staff of emergency centres, emergency medical services,
hospitals; search and rescue personnel; judicial system personnel; and teachers and administrators. The
sections of this chapter provide data on:
- manifestations of autism in children, youth, and adults;
- common characteristics of behaviours that challenge;
- underlying conditions and triggers of behaviours that challenge;
- core differences between behaviours that challenge and non-autistic misbehaviours;
- purposes of engaging in behaviours that challenge;
- examples of behaviours that challenge and their reasoning;
- prevention and early intervention techniques;
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- practical advice for first responders.

List of resources, tools and methods3
This chapter includes: exemplifying enumerations; compare-contrast examples; indicative case studies of
manifestations of behaviours that challenge; techniques to improve communication; guidelines on correct
conduct towards individuals manifesting behaviours that challenge in emergency situations; lists of tailored
practical advice to diverse categories of first responders.

3
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Common behaviours and characteristics – What is happening?
Understanding the characteristics and common traits of autistic behaviours can become essential when
it comes to deal and interact with people in need of assistance in order to not harm themselves nor the
patient. As some research as shown, people on the autistic spectrum, regardless of their age, have a high
rate of police contact at all ages. Encounters with the police can happen in different settings, including
calls for serviesservices, court appearances, and time in juvenile jail. Individuals with disabilities are 2.5
times more likely than their non-disabled counterparts to be victimized, with those with cognitive
disorders—such as ASD—having the greatest rates of violent victimization among disabled people. Due
to this high possibility of ASD people to enter in contact not just with caregivers, educators, trainers but
also of police force, it is important that a broad training surrounding autism and behavioural challenges
needs to is provided, considering that the presence of a parent, guardian, or paraprofessional during an
encounter does not eliminate the possibility of injury.
As specified by the Centres for Diseases and Control prevention, autism is a developmental disability that
can cause significant social, communication and behavioral challenges. People with ASD can
communicate, connect, behave, and learn in ways that are different from most other people, even if they
do not appear to be different. Indeed, ‘the term autism can be used to describe behaviors marked by
qualitative variations in a person's mutual social contact and social communication, as well as a limited
range of interests and static and repetitive behaviors, which can typically be observed over a lifetime.
Autism may be diagnosed at any age, regardless of the patient's age (children, youths and adults).
Autism's seriousness and severity can differ depending on the presence of other conditions and cognitive
levels. Individuals may have a variety of disorders, with some having extreme and impeding intellectual
disabilities and some having an Intelligence Quotient that is normal or above average. A diagnosis of ASD
now covers autism disorder, chronic developmental disorder not otherwise defined (PDD-NOS), and
Asperger syndrome, which were previously diagnosed separately. These conditions are now all inserted
within the broader definition of autism spectrum disorder.
Autism manifests itself differently at various ages, and as a result, any individual's symptoms can change
over time as they develop, in response to environmental demands, treatments, and coexisting conditions.
The core autism behaviours are typically present in early childhood, although some features may not
manifest until a change of situation, for example, the start of nursery or school or, less commonly, the
transition to secondary school.
Around 70% of people with autism also meet diagnostic criteria for at least one other, often unrecognized,
psychiatric disorder that further impairs psychosocial functioning, for example, attention deficit
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hyperactivity disorder (ADHD) or anxiety disorders. Intellectual disability (IQ below 70) coexists in
approximately 50% of children and young people with autism.

Children and young people with autism
Children and young people with autism often experience a variety of cognitive, learning, language,
medical, emotional, and behavioral issues, including:
a need for routine;
difficulty interpreting other people's intentions, emotions, and perspectives;
sleeping and eating disturbances; and a lack of social skills;
anxiety, depression, concentration disorders, self-injurious behavior, and other frustrating, often violent
behavior are all examples of mental health issues.
The core autism behaviors are usually present in early childhood, but some characteristics may not
appear until a change in circumstance, such as starting nursery or kindergarten or, less generally,
transitioning to high school.

Autism in adult individuals
In adults, autism can manifest itself through:
·

Persistent problems in social contact

·

Difficulties in social interaction

·

Problems obtaining or maintaining jobs or education

·

Difficulties initiating or maintaining social relationships

·

Stereotypic (rigid and repetitive) attitudes, resistance to improvement, or resistance to interests

·

Finding it difficult to comprehend what others are saying or feeling

·

Finding it difficult to make friends or preferring to be alone without meaning to seem blunt, rude, or

uninterested in others
·

Finding it difficult to express themselves,

·

Taking things very literally,

·

Doing the same routine every day and being nervous if it changes

Common characteristics in behaviour
Autism does not trigger challenging behaviors; however, certain biological mechanisms that contribute to
autism can result in behaviors that are beyond a person's control, such as impulses that a person cannot
directly control. Furthermore, certain behavioral responses are just reflexes.
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In people with autism, behavioral responses occur because they act as a mechanism that produces an
effect, such as eating satisfies appetite, or because behavior acts as a means of communication in other
situations, as we well see in detail in the next section.
It's important to note that, given his or her abilities, education, physical and emotional state, and previous
experiences, each person is doing the best he can in each situation. Certain habits are labeled as
challenging because they are difficult for us as individuals or as a group to embrace. It will be critical
therefore, to develop the skill of being a keen observer and working to comprehend the motivations behind
behaviors. Indeed, it is important to understand why difficult behaviors occur in order to respond
appropriately.
The intensity, frequency, and severity of the behaviors can vary greatly, but the following are the most
common ones:
●

Disruption

●

Elopement

●

Incontinence

●

Non-compliance

●

Obsession

●

Compulsion and rituals

Among the less common ones, we can find:
●

Fecal digging

●

Food refusal

●

Pica

●

Rumination

●

Purposeful or self-induced vomiting

It's worth repeating that, while these habits are all difficult, they shouldn't be dismissed as simply
behavioral or purposeful. As previously said, they are often learned responses. Often there is a biological
root or trigger that needs to be looked at or treated in order to make the person feel more at ease and
develop adaptive skills. Even if therapy is ineffective right away, learning that a behavior has a medical or
psychological cause will affect how you think about it and respond.
ASD is characterized by social communication impairments and the existence of restricted and repetitive
behavior patterns, as well as atypical sensory responses. An individual with this diagnosis can respond
to the stimuli and demands of an emergency situation quite differently.
These problems pave the way for erratic conduct. An individual with ASD may have poor communication
skills, making it difficult for them to respond to orders, provide information about their internal states, or
engage in risky behaviors like running or violence against self and others.
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Sensory stimuli such as lights and sirens may be misinterpreted as threatening or aversive by the human.
Strangers dressed in unfamiliar clothing with equipment that intrudes on personal space can set off a
chain of events. Tactile defensiveness (aversion to being touched or touching things) may create
significant barriers to a physical examination or the use of vital-signs-taking equipment.
Even the most reasonable adults will struggle to stay calm and orderly in an emergency situation. The
parent or caregiver may be preoccupied with soothing the individual with ASD, making it difficult for them
to provide history to the EMS provider. In addition, taking into account the complexity of these encounters,
most police personnel are untrained in dealing with people who have ASD. Indeed, first responders might
overestimate their ability to recognize and communicate with people with ASD, this is why challenging
behaviours should be understood in their entirety and treated carefully.
Challenging behaviour
Many behaviors that family, teachers, and other supporters find problematic are displayed by people with
autism spectrum disorder. Those persons, on the other hand, frequently see the world as a task and the
conduct of the people in it confusing. ASD patients might feel alienated and misunderstood by the outside
world, but this does not mean that communication cannot be instaurated. What distinguishes a person
with an ASD from his or her "normal" peers in terms of behaviors and ways of taking in the outside world?
Although these will vary depending on the severity of a person's autism and their age, most persons with
autism spectrum disorder face the same challenges.
What is the concept of challenging behavior?
A person's behaviour can be defined as "challenging" if it puts them or those around them, for example
their carer, or people interacting with them at risk, or leads to a poorer quality of life. These behaviors also
impact one’s ability to join in everyday activities. Usually, common characteristics in challenging
behaviours include:
Tantrum behavior
Disruptive Behavior
Noncompliance
Repetitive behavior/stereotypy
Aggression
Self-injury
Property damage
As a caregiver, try to comprehend why the person you're providing for is acting this way. They may be
nervous, bored, or in pain, for example. You will be able to avoid behavioural outbursts if you can
recognize the early warning signs. It is important to take into account when dealing with these behaviours
that one of the most difficult areas for people with ASDs is communication and language, given the
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severity of the social difficulties they encounter. Indeed, all forms of communication, verbal and nonverbal,
are social. It will be difficult to acquire communication skills and use them naturally not focusing on faces,
not paying attention to human voices, or not tuning in to verbal and nonverbal input from other people.
This could compromise also the understanding of body language, facial expressions, and other nonverbal
communication techniques that are common in a culture. The social difficulties that these individuals face
do indeed limit their understanding of social and verbal communication, therefore talking, explaining and
interacting with them is often complicated, as a result, providing assistance when challenging behaviours
occur gets even more complicated.
The type of language and communication issues a person faces will likely depend on where they lie on
the autism spectrum, but there is little doubt that they will exist. Those who care for someone with an ASD
must remember that the person they love has difficulty not just with language, but also with remembering
that language is in the end communication and connection between various brains, but it is important to
do it in the right way.
Aggressive Behaviour
The behavioural responses of people affected by ASD disorders might also include aggressive reactions.
Aggressive behaviour problems are common in children with Autism Spectrum Disorders but are little
understood, and they are likely to co-vary considerably with comorbid issues. Indeed, despite the
relevance of aggressive behaviour, little study has been done to determine firstly, what are the normative
levels of aggressive conduct in children with ASD, and secondly if these normative levels differ from peers
with intellectual or other developmental disabilities. Furthermore, what the normative patterns of
aggressive development in children with ASD are, and if the aggression expressed by children with ASD
falls into the same subtypes displayed by typically developing children. However, paying close attention
to subtypes of aggressive actions is one advantageous method that might be useful to discern between
"deliberate" and other aggressive acts. Aggression could either be:
Physical
Reactive
While physical aggression is possibly the most visible of all the subtypes, owing to the fact that it is the
most socially costly of aggressive actions. Adolescent and adulthood physical aggression is frequently
traced back to early childhood behaviour. On the other hand, reactive aggression is traced back to the
favourable outcomes of external provocation, and it is characterized by action that emerges from external
provocation without attention to personal advantage. Reactive aggressiveness is linked to hostile
attributions and strained peer relationships, whereas proactive aggression is linked to social dominance
and subsequent delinquency and disruptive behaviour.
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Children with ASDs might engage in aggressive behaviours, and compared with childrenschildren that
have other disorders, they do show higher rates of certain behaviours. These acts are troublesome in any
social situation, regardless of the level of intent to cause discomfort to the other person. As a result, while
some of these behaviours may not be "aggressive" in the traditional sense, they are still significant and
need to be assessed carefully.
Addressing the issue of aggressive behaviours is essential because it has negative consequences for
caregivers, but it may also be a risk factor for poor outcomes later on. For example, violent behaviour in
childhood is associated to other maladaptive behaviours such as delinquency/conduct issues, emotional
dysregulation, low peer acceptance, and peer rejection in the general population.
Pathological Demand Avoidance
Challenging behaviours can also result in Pathological demand avoidance. This is an autism behaviour
profile characterized by resistance to daily demands, which do variate according to each single individual.
However, we could generally state that people with a PDA personality are compelled to escape daily
duties and expectations to the greatest extent possible. Demand avoidance is frequently, even though
this is not always the case, accompanied by significant levels of anxiety.
The demand avoidant profile is regarded to be rather uncommon, despite the lack of a prevalence
research. However, it's critical to recognize and comprehend this different profile since it affects how a
person is best supported. Moreover, avoidance could also lead to challenging situations for the caregivers.
Demand avoidance isn't simply found in people with a PDA profile; it may also be seen in people with a
variety of other characteristics, variating across two major dimensions:
how a person interacts with others
the desire for consistency, which typically manifests itself in repetitious or rigid beliefs and behaviours.
Persons with a PDA profile may appear to have superior social comprehension and communication
abilities than other autistic people, which they can often exploit. These apparent social qualities, on the
other hand, can hide difficulties processing and understanding communication and social settings, thing
that it has to be taken into consideration when interacting with these individuals.
Usually, a person with PDA can be described by the following actions:
rejection and avoidance of the rigors of everyday life;
employment of social skills such as diverting and making excuses as avoidance strategy;
lack of comprehension;
presence of mood swings and impulsive actions
comfort with role-playing and deception
obsessive behaviour
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When people are worried, they can appear to be too domineering and dominant. When they are secure
and in control, though, they may be confident and engaging. It's critical to recognize that these individuals
have a concealed disability.
People with this profile are likely to need a lot of support. The sooner the caregiver recognizes the
problem, the more efficient the help s/he can provide. When assisting someone with a PDA profile, it's
crucial to remember that they aren't purposefully opposing the helper; they're having trouble adapting and
conquering their need to be in control of their surroundings. Having the correct support may so increase
their trust and self-confidence, as well as their ability to manage more flexibly with life's daily challenges.

How do we understand Challenging behaviour?
Behavior is functional; it has a reason for existing. Patients that participate in challenging activities do so
for a specific reason. The persistence of challenging conduct is due to the fact that it fulfillsfulfils an urgent
need. Children's behaviors continue because they want/need to get something or flee/avoid something.
Challenging actions are used to communicate with others.
It is context-dependent; it does not happen in a vacuum.
Perform a functional analysis (FBA) when analyzing challenging behaviour. FBA is a behavioral
technology that identifies the variables that influence target behaviors. FBA has made a significant
contribution to therapeutic intervention for people with intellectual disabilities who have difficult behaviour.
By maintaining function-based care and continuous analysis of treatment outcomes, it has increased the
effectiveness of behavioral intervention. This method recognizes the activities in the environment that
regularly precede and accompany challenging actions in people with developmental disabilities such as:
·

physical disorders.

·

the social atmosphere (including family, spouse, caregiver(s), and friend relationships)

·

the physical world, which includes sensory input

·

co-occurring mental illnesses (including depression, anxiety disorders and psychosis)

·

Issues with communicating

·

alterations to one's routine or personal circumstances

FBA is classified into three categories: (a) indirect methods, which include interviews, rating scales,
checklists, and questionnaires; (b) direct methods, which include evaluation and descriptive analysis, as
well as antecedent-behavior-consequence tracking and scatterplots; and (c) experimental methods, also
known as functional analyses or analog assessment.
How to conduct an FBA?
●

Interviews Multiple informants

●

Direct observation Conduct across multiple settings, multiple observers

●

Contextual Assessment Inventory (CAI)
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●

Functional analysis

●

Experiment to verify function of behavior

●

Functional Assessment:

Example of Some Interview Questions:
●

In clear, concrete, observable terms, what is the behavior?

●

Where, when, & with whom does it occur most often?

●

Is the behavior triggered by specific events or conditions?

●

Are expectations for this person realistic?

●

Does the environment provide opportunities for achievement, control, & mastery?

●

Does the environment support self-efficacy & self-esteem?

●

Does the person know a better way (sometimes behave & cope well)? Under what

circumstances?
●

Does the person need to develop new skills (a better way)? What skills are needed?

●

How can we motivate this person?

Misinterpreted behaviour
It's not always possible to distinguish between autistic and non-autistic misbehaviors. Sensory,
communication, and behavioral problems are the most common causes of autistic behaviors. Anything as
simple as the buzz from fluorescent lights can be a sensory challenge.
Sensory difficulties may also be the cause of "misbehavior" in a packed or noisy auditorium, or when
squeezed between people.
How do you know if sensory problems are the source of a problem?
Follow these steps:
1.

Inquire. If the patient is articulate, he might be able to justify their actions if asked.

2.

Keep an eye on things. If the patient is covering their ears and bolting from the room, it's safe to

assume that the sound in the room is the source of the problem.
3.

Keep track of your actions. If you have knowledge of the personal behaviour of the person in

specific situations, for example, if a child is normally able to manage church but becomes noisy or leaves
the room on one occasion, it's likely that something specific has happened to cause the action. However,
if the behavior is persistent, the environment could be presenting a sensory challenge.

Social Communication Challenges
Everyone with autism has a tough time with social communication at one level or another. It can be difficult
or even impossible to "read" others' emotions, or it may be very difficult to avoid overreacting to others'
feelings. It can be very tough to "watch and imitate" others' behaviors.
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For an autistic individual, the fact that others are sitting still and quiet can go unnoticed. How can you say
if this means that there is a trouble communicating socially?
Take note of the patient intentions. Due to difficulties with social communication, it can be difficult for a
child with autism to recognize whether his behaviors are potentially harmful. Walking away because you're
bored or want to do something different might seem cruel, but there's a good chance your child doesn't
realize how his actions can affect others.
Be mindful of the manner in which instruction is delivered. Children with autism need clear guidance on
behavioral expectations since they seldom learn by imitation. For example, Marta is misbehaving at
recess, according to a teacher, by pushing in line, taking extra-long turns on the swings, and so on.
Did the teacher really explain the rules of recess to Marta? Did the teacher use any visual aids or social
stories? How was Marta expected to know the rules if that wasn't the case?

Behavioral difficulties
"Autistic" traits are normally self-evident because they vary from normal behaviors in many ways. As a
consequence, you should be able to say whether you're dealing with misbehavior or autism symptoms at
a glance. Here are some things to keep an eye out for:
Self-stimulation (stimming): Many people with autism use odd physical movements to relax themselves
and remain focused, such as rocking, pacing, flicking fingers, and humming. You can almost always be
certain that such habits are not misbehavior when you see them.
·

Lack of eye contact: Making eye contact can be difficult, if not impossible, for many people with

autism, particularly during a conversation. Although it is possible to teach a person with autism to maintain
eye contact, it is not considered misbehavior if they do not do so. According to one study, avoiding eye
contact is a way for autistic people to cope with uncomfortable stimuli brought about by an overactive
brain region
·

Self-abuse is common in some cases, especially (but not exclusively) among people with severe

autism. Head banging, skin picking, and other disruptive habits are not deliberate, but they should be
addressed.
·

Lack of concentration or attention: People with autism can find it easy to concentrate on one thing

but difficult to concentrate on others.
·

Noise-making or bolting: While children with autism are perfectly capable of making noise or bolting

simply to offend others, it is more likely that they are doing so for other reasons. They might be screeching,
humming, or chattering to calm down, or they might be bolting from the room to get away from a
bothersome situation. You'll normally be able to tell the difference.

CAUSES - why is this happening?
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All challenging behaviours occur for a reason. It may not be easy to see at first. It is the child’s or adult’s
best attempt at telling you something.
In many cases, challenging behaviour is a way for the person to control what is going on around them, to
get their needs met in order to make their confusing world more predictable. They also might be ill or in
pain, or want to get something. In times of change, disruption or stress, your family member’s behaviour
can increase.
Trying to understand the causes for engaging in challenging behaviours can help us develop strategies
for young people to overcome behaviours that could be harmful to themselves and the people around.
Below, the most common causes of displaying challenging behaviours will be outlined.

Most common causes of challenging behaviors
Inability to communicate
The importance of communication
Many people with learning disabilities find some parts of communicating hard. Some people may have
little or no language. They might find it hard to:
Understand what other people say
Tell other people what they want or how they feel
As they cannot express their needs verbally, they must use other ways to get their needs and wants
understood and met. If you can’t tell other people what you want (or don’t want), challenging behavior
may occur.
Behind the communication problems
Problems with communication can in turn result from a couple of reasons:
Misunderstanding more complex words or sentences
Some people might understand one or two key words in a sentence. Some people might need simple
sentences. For example, saying ‘you can have a drink after you've tidied your room’ might turn out difficult
for an ASD person, since In English, what we say first is usually what we want the person to do first. That
may result in the person’s upsetting, when he/she is expected to tidy her room and has not yet had her
drink. This, in turn, may result in displaying challenging behaviour.
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Moreover, abstract words are particularly difficult to understand for some people. Sentences with abstract
concepts such as negatives (e.g. “not”, “don't”) or time concepts (e.g. “yesterday”, “this afternoon”) in them
can be easily misunderstood.
Taking things literally
Some people with ASD may not sense a subtle, or even a less subtle sarcasm widely used in everyday
language. There are lots of phrases that must sound very strange if taken literally and make people very
confused.
Hearing loss
Lots of people with learning disabilities have hearing loss. This can make communication even more
difficult.
Difficulties in sending messages
People with learning disabilities may have a hard time expressing their needs and desires. This could
include things like:


Not being able to speak or only having a few words, signs or gestures



Having speech, signs or gestures that are very unclear



Struggling with the social rules e.g. making eye contact,



Not knowing when to speak and how much to say



Not being able to say ‘no’



Not being able to say ‘I don’t understand’



Not being able to express feelings

People displaying challenging behaviours related to communication have specific aims of doing that. The
main functions they are ‘using’ the behaviors are to:


Request an object, activity, person



Request help or assistance



Obtain attention



Request social interaction



Request information



Request sensory stimulation



Escape demands, activity, person



Escape anxiety



Escape sensory stimulation



Comment, protest
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Reassurance/predictability

Pain/illness
Health issues can contribute to challenging behavior because we are more sensitive to our surroundings
when we are anxious or in pain, and we may react in ways that are out of character. We may lose our
cool more easily, refuse to go out, crave attention, or prefer to be alone. As a result, a person with a
learning disability may exhibit challenging behavior.
That is why it is important to rule out any underlying medical issues first. If a person is in pain or discomfort
and is unable to communicate this to caregivers, challenging behavior may occur. Professionals frequently
miss health conditions when attribute a person's behavior to their learning disability, due to "diagnostic
overshadowing."
Next to physical health issues, untreated mental health conditions in people with severe learning
disabilities can cause or increase challenging behaviour. Like physical problems, mental health conditions
should be explored, and people should get the treatment that they need.
Change
It is also worth considering whether the person's life has undergone any significant changes that could be
contributing to their challenging behavior. Is there a brother or sister who has moved out? Has there been
a death in the family, a divorce, a move to a new home or school, or the departure of a favorite caregiver?
These are significant issues, and the individual may require assistance in understanding and dealing with
them, since leaving them unresolved may result in displaying challenging behaviors.

Purposes of challenging behaviors
When challenging behaviour happens it may seem as though there is no obvious reason, but there is
always something that has triggered it. For example, a child may engage in them because he is anxious
and doesn’t know how to calm himself, frustrated and can’t communicate it, wants attention and doesn’t
know how else to get it.
There are four common purposes for it happening:
I.

Social attention
Some people may discover that acting in a certain way is the easiest way of attracting attention from
others.
Example:
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1. Jane loves 1:1 adult interaction, but at school Sarah Jane must share the teacher or assistant’s time
with the rest of the class. Sarah Jane is sitting unattended.
2. Jane wets herself.
3. The teacher or assistant takes Jane out of the classroom to help her clean up and change into dry
clothes.
4. Jane gets 1:1 time with an adult. She learns that when she wants attention from an adult at school that
she wets herself then she gets attention.
II.

Tangibles
Sometimes the desire for certain things (e.g., food, drink, objects or activities) provides the motivation for
the behaviour. While it is normal to want them, it becomes a problem when the person learns to act
inappropriately to get it.
Example:
1. John is thirsty.
2. He finds a cup and throws it at someone.
3. John is given a drink.
4. John has learned that when he wants a drink he throws a cup and he gets a drink.

III.

Escape (when someone wants to be left alone)
Some people will behave in a way that helps them to avoid/escape situations or activities that they don’t
like or don’t find that rewarding.
Example:
1. Maddie doesn’t enjoy/like group activities.
2. Maddie hits the person in the group sitting nearest to her.
3. The teacher takes Maddie to sit out in the quiet corridor.
4. Maddie learns that when she wants to be taken out of a group activity, she hits someone and gets
removed from the class.
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IV.

Sensory (coping with unpleasant negative feelings such as boredom or anxiety)
Sometimes behaviour is internally rewarding, or self-reinforcing, i.e., what is happening around the person
(externally) is not as important as what is happening inside the person.
Example:
1. FarhanPaul has been on his own in the sitting room for 20 minutes, he is unable to occupy himself.
2. Farhan rocks back and forth and hums loudly.
3. Farhan likes the feeling he gets from this, he can do this for a long time.
4. Farhan learns that when he has nothing to do he can stimulate himself by rocking and humming.

The behaviour displayed may appear pointless, annoying or distressing to the observer. However, for the
person themselves, the behaviour may serve the function of helping them cope with unpleasant negative
feelings such as boredom or anxiety.

Setting events
Whatever the purpose of the behavior, there will be times and situations when you can predict that a
person is more likely to engage in challenging behavior. These situations are called ‘setting events’ or
‘triggers’ and noticing and understanding them is very important in attempts to prevent the unwanted or
dangerous behaviors.
I.

Setting events
Anything that increases a person's anxiety or makes them more sensitive to and less tolerant of people,
environments, and situations is referred to as a setting event. ‘Slow triggers’ are another term for setting
events.
A setting event can be something that occurred in the past (for example, being near someone who was
upset or angry; or not getting enough sleep the night before), or it can be something that is currently
occurring (for example, feeling ill, hungry, or thirsty; or entering a crowded/noisy room).
Setting events accumulate over time, increasing a person's anxiety or sensitivity. The more setting events
there are, or the more anxiety they cause, the more likely someone is to respond to a 'trigger' by displaying
challenging behavior.
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For example, on a good day, it might be fine to ask a young person to put their shoes on, but on a day
when many setting events have happened, such as they are sick and have had little sleep, the same
request might elicit a response such as throwing the shoes.
II.

Identifying triggers
A trigger is the event that happens immediately before the challenging behaviour to ‘cause’ it. This is also
known as an ‘antecedent’.
Recognizing potential triggers for challenging behavior can be the first step toward reducing it. It's easier
to prevent triggers if you know what they are. If you can't stop them, it can help you predict when difficult
behavior is more likely to occur so you can help the individual cope more effectively.
The most common triggers include:
● Being asked to do something - or told to stop doing something
● Being told you can’t have or do something you want
● A particular individual or activity
● Entering a noisy, hot, or crowded place
● Being bored, or not being spoken to or involved
● Not understanding what you are being asked to do
Knowing the triggers for the person you care about can assist you in putting things in place to help them
feel less anxious. If someone dislikes crowded places, for example, you could find quieter times to go
shopping and teach the person a way to express their anxiety and desire to leave. Providing the person
with more control over their environment as well as a means of communication may aid in their
management of the situation.

SUPPORT – what can be done?
Unfortunately, challenging behavior is not a sort of an infection that can be treated with antibiotics for a
short period of time. There will likely be no "magic bullets" in many cases; change will take time (especially
where the behavior is well-established), will almost certainly require changes in the way other people
behave, and there will almost certainly be a relapse of the behavior. There is, however, a great deal that
can be done to reduce the incidence of challenging behaviour, with prevention and early intervention as
the most effective ones.
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Prevention and early intervention
I.

Prevention
Where challenging behaviour arises from a medical condition, a sensory impairment or similar, the more
such conditions can be remedied, the better.
However, if the challenging behaviors tend to stem from communication issues, it is essential to support
the development of communication and independence, so that people are also given the opportunities
and the skills to get things for themselves independently or to ask for them rather than their always being
available “on a plate”. People with learning disabilities will be in a much worse position if they don't have
the opportunity to exercise such control when they are expected to fend for themselves and speak up for
themselves more (as they will inevitably be).

II.

Early intervention
If prevention has failed, early intervention is the next best thing. Parents should take the child's challenging
behaviour seriously especially if it is different to that seen in typically developing children. Where help is
not available or slow to arrive, the following actions should be considered by carers:
● Considering early visits to the doctor or dentist to detect potential medical problems as soon as possible,
since the behaviour may be an evidence of a previously undetected health issue.
● Considering what the child or adult might be trying to say with their behaviour. Could they be trying to
say “I can’t do this” or “can you help me” or “please can I have…”?
● Checking things out for yourself. If you change something does that stop the behaviour? Can you
teach the person to tell you what they want without challenging behaviour? For example, does the
behaviour happen when you ask the person to do something? If so, is what you are asking too difficult for
them, can you give them more help until they are more used to it? Have they understood what you are
asking them to do?
● Keeping some sort of record of when the behaviour happens and the things you have done to try to
figure out what’s going on.
● If (and only if) it is safe to do so, “ignoring” the behaviour - responding as if they were not displaying
the behaviour (not commenting on it, not telling them off, appearing not to notice it) and changing the
situation (distract, divert) as quickly as you can.
● Responding as calmly and unemotionally as possible to prevent the person hurting themselves or
others.
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Supporting the communication
Many people with learning disabilities find some parts of communicating hard. Some people may have
little or no language. Making communication better can reduce challenging behaviours.
In a situation when you need to obtain information from a person having issues with communicating, the
following steps may help you:
● Make sure you gain the person’s attention before you communicate
● Use short and simple sentences
● Give the person plenty of time to process what you have said
● Use additional communication where you can. This might be using symbols, signs, photographs or
gestures (e.g. pointing to someone’s shoes when asking them to put them on)
● Give the person lots of opportunities to communicate and give them lots of time to respond
● Repeat what the person says back to them – it may help let them know that they have been heard and
understood
● Make sure everyone knows how to communicate with the person
● Try to respond consistently to any of the person’s attempts to communicate
● Ensure that everyone involved in a person’s care are communicating in the same way, to ensure
consistency

Practical advice for first responders
ASD is defined by social communication impairments and the presence of restricted and repetitive
patterns of behavior paired with atypical responses to sensory stimuli. A person with this diagnosis may
react very differently to the stimulation and demands of an emergency situation. A person with ASD may
have limited communication skills impacting their ability to respond to commands, provide information
about their internal states or resulting in behaviors that increase risk such as running or aggression to self
and others.
Emergency situations may trigger the person’s challenging behaviour even more, with the lights, sirens,
presence of unfamiliar people and equipment. Since these behaviors can create tremendous risk to all
involved, they should be addressed by both prevention and response tactics, with first responders playing
a huge role in the latter.
Below, you can find guidelines for communicating with people with ASD in emergency situations.
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I.

Police officers
● Be patient and give the person space
● Use simple and concrete sentences
● Give plenty of time for person to process and respond
● Be alert to signs of increased frustration and try to eliminate the source if possible as behavior may
escalate
● Avoid quick movements and loud noises
● Do not touch the person unless it is absolutely necessary
● If available, use information on how to best respond from the person’s caregiver

II.

Firefighters
● Speak in short clear phrases - “Get in.” “Sit Down.” “Wait here.”
People with autism may take longer to respond to directives, and that can be because they don't
understand what's being demanded of them, or even just because they're scared, they may not be able
to process the language and understand a directive when fearful.
● When restraint is necessary during a fire emergency, be aware that many people with autism may have
a poorly developed upper trunk area
Positional asphyxiation could occur if steps are not taken to prevent it: frequent change of position, not
keeping them face down. People with autism may continue to resist restraint during a fire emergency.
● Perform closets, under bed and behind furniture checks during search and rescue. Adults with autism are
just as likely to hide, like children, in a fire situation
● Always stay with the person with autism or hand off to another caregiver. People with autism are a
wandering or bolt risk after rescue

III.

Emergency centers
● First of all, determine if the person you are talking to on the phone has autism or the person who is in
need of emergency personnel has autism
● Listen very carefully to how the person is speaking. Listen for key words and phrases.
● A person with autism may speak differently. They might repeat the same words or only say one word or
short phrases and the call may sound very different from all other calls the operator receives
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● Make sure to take each call seriously and listen as intently as possible, even if at first you might think the
individual on the phone is incoherent or impaired in some way
● Per normal procedure, make sure to find out as much as you can – who, what, where, when and how
● Try to get information from the caller about the person – what they are afraid of or, what to do, and what
to avoid
● Remember that a high percentage of people on the autism spectrum are non-verbal, so make sure to
clarify this and ask if the individual in question will answer to their name
● Advise a supervisor and proper personnel that the person they are attending to has autism and remind
them to respond accordingly

IV.

Emergency Medical Services
● Move slowly, performing exams distal to proximal. Explain what you plan to do in advance and as you do
it. Explain where you are going and what they may see and who might be there. This may avert
unnecessary anxiety and/or outbursts or aggressions from the patient. People who appear not to
understand may have better receptive language, which is not entirely evident
● Expect the unexpected. Children with autism may ingest something or get into something without their
parents realizing it. Look for less obvious causality and inspect carefully for other injuries
● If possible, ask a caregiver what level of support the person with autism needs, then treat accordingly.
Stickers, stuffed animals and such which are used to calm young children may be helpful even in older
patients
● Attempt to perform exams in a quiet spot if at all possible, depending on the severity of injury and safety
of the scene. Demonstrating what the exam will consist of on another person first may help the person
with autism have a visual knowledge of what your intentions are.

V.

Hospital emergency staff
● When providing emergency services to individuals with ASD it is important to establish what is typical
behavior and communication for the individual. This is vital and will assist you in monitoring levels of
anxiety or stress
● If there is a need to move or transport persons with ASD, explain what will be happening and use gestures
so individuals can follow where they will need to go
● Presume the person’s competence. If they cannot speak, this does not mean they will not understand you
and comprehend what you say. Adjust your language level as necessary. If unable to speak, make sure
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individuals have a method of communication familiar to them, such as a communication device, paper
and pen, picture symbols, etc.
VI.

Search and rescue personnel
● Make sure you understand the degree of autism of the missing person. It will make a difference in
interacting with the person when located
● Find out if there has been anything that has attracted the attention of the person within the past 24 hrs.
Have they been obsessed with a location or object, at a location, within that time
● Do not expect the person to reply if you are calling their name. You’ll most likely have to make visual
contact to locate them. On many of the searches we have had, the person has hidden from search teams
● Check any location that has water, such as, pools, ponds, lakes, rivers, et al. immediately. These are
points of attraction for those with autism
● Remember that someone with autism will, most likely, not experience fear, as we do. Don’t discount
searching any location

VII.

Judicial system personnel
● The diagnosis of an autism spectrum disorder (autism, autism spectrum disorder, pervasive
developmental disorders, Asperger Syndrome and related disorders) is ALWAYS relevant and needs to
be explained to police and legal personnel
● If a person has been assessed to have “autistic tendencies,” providers and families need to explain the
features of ASD that the person does have. It is safest to do the same type of explaining as you would if
the person carried an official diagnosis of an ASD
● A diagnosis of an autism spectrum disorder is as relevant to police and legal proceedings as a diagnosis
of mental retardation or mental illness would be, no matter how bright, high functioning, and/or verbal the
person may be
● A diagnosis of an ASD means that the person does have a developmental disability if criteria for
developmental disability are met, even if there is no cognitive impairment
● If a person with an ASD is involved in legal or police matters, others who know the person well need to
quickly provide information about how the person thinks, communicates, interacts and understands
others. Always provide that information in writing AND in person to all involved authorities
● Assess to determine impact of autism on the person – each person with an autism spectrum disorder is
unique. However, they share some common features
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● The person will usually be responding to the best of her or his neurological ability at that time and in that
place. Responses to others may be driven by internal state, material from various media, sensory input,
and previous learning
● People with an ASD respond and perform neurologically inconsistently depending on emotional state,
familiarity with the people and situation and various sensory experiences. For example, they may be very
talkative in one setting at a particular time and later be UNABLE to speak well in the same setting
VIII.

Teachers and administrators
● Educate Yourself
You must have a working understanding of autism and what that means for your particular student(s).
Your education about autism will evolve as your relationship with the family and the student develops and
your knowledge about the disorder and skills in dealing with its impact on the classroom grows.
● Reach Out to the Parents
Parents are your first and best source of information about their child. Establish a working partnership
with your student’s parents. Building trust with the parents is essential. After that, establishing mutually
agreed modes and patterns of communication with the family throughout the school year is critical.
● Prepare the Classroom
There are ways you can accommodate some of the needs of children with autism in your classroom that
will enhance their opportunity to learn without sacrificing your plans for the class in general. Of course,
there are practical limitations on how much you can modify the physical characteristics of your classroom,
but even a few accommodations to support a child with autism may have remarkable results.
● Educate Peers and Promote Social Goals
You must make every effort to promote acceptance of the child with autism as a full member and integral
part of the class, even if that student only attends class for a few hours a week. As the teacher of a child
with autism, you must create a social environment that encourages positive interactions between the child
with autism and his or her typically developing peers throughout the day.
● Collaborate on the Implementation of an Educational Plan
Since your student with autism has special needs beyond academics, his or her educational plan is
defined by an Individualized Education Program (IEP). The IEP is a blueprint for everything that will
happen to a child in the next school year.
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● Manage Behavioral Challenges
For students with autism, problem behaviors may be triggered for a variety of reasons. Such behaviors
may include temper tantrums, running about the room, loud vocalizations, self-injurious activities, or other
disruptive or distracting behaviors. The key is to be consistent with how you react to the behaviors over
time and to use as many positive strategies to promote prosocial behaviors as possible.

General rules – First Responder Checklist
1. Maintain a sense of urgency when searching for a missing person with autism! Even if he or she has
wandered before, the challenges related to autism can put them at great risk.
2. Speak to the parent or caregiver to learn about likes and dislikes and places the person with autism may
seek or avoid.
3. Determine how the person communicates and if he or she will respond to his or her name.
4. SEARCH WATER FIRST! Identify nearby bodies of water (pools, ponds, rivers, etc.).
5. Warn the person when you are going to touch him or her before doing so and allow extra time to process
questions/statements.
6. Avoid interrupting repetitive behaviors unless they are a threat to safety.
7. Avoid using lights and sirens when possible.
8. Be calm and patient, speaking simply when giving directions.
9. Give lots of praise and encouragement
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