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Autism at Pre-school

Towards understanding and interventions.

Mick Connelly

PSSC Service

AUTISM AT PRE-SCHOOL

Autism/Asperger Syndrome is a disorder of development of which there is no known single causal factor.  Both Autism and Asperger Syndrome were described in the early 1940’s, autism by Leo Kanner (a psychiatrist working in America) and Asperger Syndrome by Hans Asperger (a paediatrician working in Vienna).  A number of causes may be involved in autism:

· Vaccinations, infections or viral diseases

· Surgical or accidental reasons

· Pregnancy complications

· Problems at the time of birth

· Genetic/inherited reasons

Nonetheless there are some specific factors in autism which indicate commonality.

· It affects boys more than girls.

· A higher proportion of children are left handed.

· There is an increased risk of epilepsy.

Across the spectrum of autism there are about 20: 10,000 children affected (some workers feel that there are many more able (in terms of intelligence) children with autism/Asperger Syndrome than this).

All of the above factors indicate that autism is the result of something going wrong, somewhere, in the developing brain.

Autism has been described as a passage in time.  Probably present from birth, the actual detectable signs do not become apparent until the child is developing.  Parents were asked when they first suspected problems in the developing of their children.

26% said from 1-11 months

39% said from 12-23 months

35% said from 24 months and over

Only 12% were certain of some abnormality before the age of one year.

Parents were also asked which features typically associated with autism were absented in the first year.

73% said not pointing to things to look at, not wanting to share, not taking an active part in baby games.

58% reported an indifference to social approaches.

53% stated that their children had unusual narrow interests.

36% reported that their children were upset by the parents social approaches.

35% stated that their children showed resistance to change and displayed repetitive behaviour.

 What worried parents most about their children’s early development were:

· Language problems

· Rituals and stereotypes

· Motor delay

· Emotional problems

· Medical problems.

(NB Medical diagnosis of the disability lagged behind the first parental concern from 2 to 6 years)

(Source: Frith, Soaves & Wing (1993).  (Research in to Earlier Detectable signs of Autism: What the Parents Say.  Communication.  Vol 27 (3) 1993).

Wing and Gould  describe the common areas in autism as

 “The Triad of Impairments.”

· Impairment of two-way social interaction.

· Impairment of verbal and non-verbal communication.

· Impairment of flexible thinking.

These are the core areas in autism and all three (as described below) must be present for a diagnosis to be made.  In addition there is a widespread intellectual ability within autism.  The following description of the triad reflect this range from children who are also severely intellectually disabled through to children who may be of normal to above normal ability and who are older (The passage in time!).

· Social Interaction 
The child shows a marked lack of awareness of the existence or feelings of others.  He/she may treat a person as if they were a piece of furniture and do not notice another child’s distress.  The older child may not notice another person’s need for privacy.

When the child is distressed he will not come for comfort even when ill, hurt or tired; or they seek comfort in a strange way.  One child, whenever hurt, would say “Cheese, cheese, cheese” as a way of soothing himself.

There is very little imitation skill.  They do not wave bye-bye to mummy as she goes off to work, or copy the parents’ domestic activities around the house – hoovering, washing up, dressing the dolly.  Or there is a mechanical imitation of other action which is often carried out in the wrong place.  One boy constantly imitated “The Wrong Trousers” regardless of being in class or being in church.

There is delay in the development of social play.  They do not actively participate in simple games and may reject the parents early attempts to join in with them but prefer solitary activities.  They may involve other children in their play but only as “mechanical aids”.

There are enormous difficulties for the children in making friendships with other children despite, for some, an interest in making friends.  They do not have the intuitive skills required to understand the conventions of social interaction.  One boy invited “friends to his house (that is what you do) and then read them the phone book.

· Verbal and Non-Verbal Communication

There is no mode of communication such as early babbling, facial expression, gesture, mime or spoke language.

The children’s use of non-verbal communication is abnormal.  Eye-to-eye gaze, facial expression, body posture or gesture is used inappropriately to initiate or modulate social interaction.  The baby does not anticipate being held or stiffens when he is.  The child may not look at a person or smile when making a social approach.  They may not greet parents or visitors and have a fixed stare in social situations.

There is an absence of imaginative activities such as play activity or pretending adult roles, fantasy characters or animals.  The older child will have a lack of interest in stories about imaginary events.

The children’s speech is abnormal in its production.  The volume, pitch, stress, rate, rhythm and intonation is wrong.  They can have a pedantic or monotonous tone.

The content of speech is abnormal.  They may have echolalia – eg.  “Do you want a biscuit?” is parroted “Do you want a biscuit.”

(Prenominal Reversal)

The child may use idiosyncratic words or phrases – “Go on green riding” may mean  “I want to go on the swing.”  They may make irrelevant remarks, such as the boy who questioned the vicar about how the church’s central heating worked, in the middle of the Sunday sermon.

The children have difficulty in keeping a conversation going and having turn-taking abilities.

· Impairment in Flexible Thinking
The child may have strange whole body movements, they may hand flap or twist, they may spin or some may self injure by banging their head.

They may become totally preoccupied with parts of objects, eg sniffing or smelling objects, the feeling of textures of materials, spinning the wheels of a toy car, watching the washing machine with fascination or fear.  They may have an odd attachment to unusual objects.  One doctor’s daughter had to carry an X-ray sheet wherever she went.

The child may show distress over changes to trivial aspects of their environment, eg when a picture is moved from its usual position.

They may wish to follow the same routines in precise detail – always going to the shop the same way; always drinking from the same cup.

They may have a very restricted range of interests – lining up pieces of lego (never building creatively), amassing facts about meteorology or in pretending to be one fantasy character over and over again.

In summary, the three core areas of the impairment can be identified amongst able people living and working freely in society and can also be seen amongst the least able and most highly dependent members of society.

Autism can therefore be seen as a spectrum (or a landscape!) disorder which passes through all sectors of human society, varying only in terms of the intensity of the disability and interaction of the triad and the course of development.

A causal chain for the manifest behavioural difficulties are that the triad of impairment causes perceptual difficulties which reinforces the young child’s lack of understanding.  The child is unable to predict outcomes and events which results in a high level of insecurity and anxiety and the adoption of stress reducing behaviour or coping strategies. 

It is important which pre-school children to address the triad rather than just the manifest behavioural symptoms.

Simon Baron - Cohen and his colleagues have described an assessment protocol which can perhaps indicate a possible autistic presentation in children aged 18 months.

Can autism be detected at 18 months ?
(Baron - Cohen, Gilberg et al)
‘The needle, the haystack and the CHAT.
CHecklist
for
Autism
in
Toddlers.
1. At 18 months screening = motor, intellectual and perceptual development.
2. CHAT considers;

A. Pretend play ( objects having other properties; dev @ 12 - 15 mths)

B. Joint attention behaviour ( dev @ 9 - 14 mths)

C. Referential looking and protodeclaritive pointing ( dev 8 - 15 mths)
Implications
1. autism can be detected at 18 months.
2. early detection = early support.
3. treatment could be started immediately after detection.
Limitations
1. False negatives remain unknown.
2. CHAT is not diagnostic
3. We don‘t know the value of early intervention!!!!
Section A: Ask parent:
1.
Does your child enjoy being swung, bounced on your knee, etc?
2.
Does your child take an interest in other children?
3.
Does your child like climbing on things, such as up stairs?
4.
Does your child enjoy playing peek-a-boo/hide and seek?
5.
Does your child ever pretend, for example, to make a cup of tea using a 

toy cup and teapot, or pretend other things?
6.
Does your child ever use his/her index finger to point , to ask for something?
7.
Does your child ever use his/her index finger to point, to indicate interest

in something?
8.
Can your child play properly with small toys (e.g. cars or bricks) 

without just mouthing, fiddling, or dropping them?
9.
Does your child ever bring objects over to you (parent), to show you

something?
Section B.  GP‘s or health visitor‘s observations:
i.
During the appointment, has the child made eye contact with you?
ii.
Get the child‘s attention, then point across the room at an interesting object

and say "Oh look!  There‘s a [name a toy]!"  Watch the child‘s face.

Does the child look across to see what you are pointing at?
iii.
Get the child‘s attention, then give child a miniature toy cup and teapot and

 say "Can you make a cup of tea?"  Does the child pretend to pour out tea,

 drink it, etc?
iv.
Say to the child "Where‘s the light?" or "Show me the light".

Does the child point with his/her index finger at the light?
v.
Can the child build a tower of bricks?  (If so, how many?)

Number of bricks ................).
Interactive Approaches with the Young Child

Leading on from the above it is our understanding of the fundamental difficulties faced by the child at a psychological level which is crucial to developing a curriculum and teaching approach that addresses the child’s need.

A number of workers feel that the fundamental difficulty is that there is a problem in developing understanding of others mental states.  The children cannot put themselves into other people’s shoes and do not understand that people are thinking or feeling.  (This usually occurs at around age 3 / 4 in normal development).

Therefore:

1.
Difficulty in predicting behaviour = finding people aversive.

2.
Difficulty in understanding emotions = lacking empathy and poor emotional expressions.

3.
No understanding of what others can be expected to know = language is pedantic or ambiguous.

4.
No idea that they can affect how others think or feel = no conscience, no motivation to please, no communicative interest, lack of spontaneity

5.
No sharing of attention = idiosyncratic reference

6.
Lack of understanding of social convention including conversational strategies = no signalling with eyes, poor turn taking, poor topic maintenance.

POOR SOCIAL/COMMUNICATIVE INTERACTION (JORDAN)

“A four year old boy in a church escaped his father and mother.  Paul had a great interest in dates and number so the parents worked out that he had gone in the graveyard to look at the headstones and went to get him.  Not so.  As the parents went out the front door, Paul appeared in the pulpit and in front of the congregation as the bell was ringing for the Eucharist began to question the priest as to how the central heating system works”.

These difficulties do improve over time but persist at a fundamental level.  One 6 year old boy said to his father:  “People talk to each other with their eyes and I don’t understand what they are saying”.  (See Autism at KS 3 and 4).

Elizabeth Newton relates how a psychologist was visiting Marc at home for the first time and was worried how he would react to a stranger.  “Within three minutes she found herself involved with Marc in a complex number game where she was expected not only to keep rules she did not know but also to threat all Marcs fives as sevens and sevens as fives (a quirk of his that he did not explain).  Her first impression was of an unusually sociable child; after half and hour she realised that Marc’s surface sociability was entirely at the expense of other people’s confusion of which he was not even aware”.

Rita Jordan notes that these children will still have difficulty and extreme delay in understanding about mental states and this will often lead to confusion, distress and even asociability when the child seeks to avoid what is not understood and is therefore frighteningly unpredictable to him.

The interactive approach in an approach rather than a discrete therapy which only a specially trained person can undertake by withdrawing into their room.  It is assessable in all living situation and the process is most important.  When working with a child on a 6 piece jigsaw the process of his making communicative eye contact before being handed each piece will be of greater importance than the product of finishing the jigsaw.

You will have seen above that parents report that they feel most ‘in tune’ with their child during rough and tumble play.  Children exercise their social skills in developing turn taking and dialogue through physical play routines, lap games, pulling, pushing and lifting up and down give the child clear parameters for turn taking and social trust.  Simple, repetitive tickling, chasing games that can be built up to a dramatic conclusion can aid the child to experience anticipation and reciprocal social timing.  I.e. London Bridge is falling down- with a pause in the sequence of the rhyme, shows the child that he must do something for the continuation of enjoyable conclusion.  He must look, vocalise, gesture – JOIN IN THE SOCIAL COMMUNICATION EITHER VERBALLY OR NON VERBALLY.

Wendy Prevezer has undertaken some exciting and original work in this area and a summary of her strategies are :-

1. Following/imitating/extending what the child does.

2. ‘Running Commentary’ songs.

3. Flexible action songs.

4. Short repetitive routines (with pauses).

5. Set rhymes and action songs (with pauses)

Phil Christie sees this approach as not being an alternative to a structured approach but a development and extension of it.

“We need to widen our pre-conception about what constitutes teaching and appreciate the significance of the pre-verbal stages of communication development”.

Wendy’s work is based on the model of developing communicative and social interaction skills in early infant-care giver interactions.

1. Pre intentional – Infant displays action patterns, vocalisations and facial expressions which are interpreted by parents.  This process of inputting meaning results in the baby’s first attempts at intentional communication.

2. Intentional – non – verbal – A well synchronised dialogue develops with turn taking of movements, exaggerated facial expressions and sounds, e.g. varying pitch and intonation.

3. Linguistic Communication – words are slotted into the already existing “Conversation” that is taking place, through gesture, facial expression, movement and vocalisation.

Wendy uses music to assist interaction consisting of songs or instruments (You don’t have to be Eric Clapton) to facilitate the interaction interpreting and reacting to every contribution.  The interactions are therefore based on the patterns of interaction between parents and babies in the first months of life.  I.e.  Short repetitive play routines and imitative games.

1.
FOLLOWING THE CHILD

Join in with child’s spontaneous sounds or movements, walking, rocking, rolling, vocalising.  Let him lead.

You may support his actions by clapping, beating a drum in time with his actions, stopping when he stops.

You may give him a simple instrument or toy following the sounds and movement he makes with it.

DECIDE LIMITS!  (e.g. not to imitate banging windows, screaming etc.)

2.
RUNNING COMMENTARY ON SONGS

Sing about what the child is doing, e.g. “Spinning round and round”.  Use a familiar or made up tune, fill in with “la la”.  Stop when he stops the action and use the word “stop” in your songs.

Sing about everyday actions, e.g. Mulberry Bush – but use simple language, e.g. “wash, wash, wash your hands”.

3.
FLEXIBLE ACTION SONGS

Choose an action the child likes doing and build up a verse of a song, e.g. “Skip to my lou” whilst clapping.  Then for the next verse pick on anything he does, intentional or not, e.g. “rock, rock, rock to and fro” acting as if he suggested the idea, taking turns to lead a verse.

4.
SHORT REPETITIVE ROUTINES

Build up little games from things he likes, e.g. swinging, fiddling.  Then when he enjoys it begin to build anticipation – “I’m coming to ………………… tickle you”.

Once the game is familiar – PAUSE – before tickling or make a sign of expectation – trying a big dramatic gasp yourself if he shows no sign on anticipation.  Use “Peek a boo” games and songs which can make eye contact fun and therefore more likely to occur, more meaningful and more sustained.  Similarly, finger rhymes “This little piggy” can build up anticipation.

5.
SET ACTION SONGS

Any action songs which allows turn taking can be used.  Find something, even if just a word or action in a song that captures his attention.  PAUSE before a favourite bit, waiting for a look, smile, or sound BUT accept any sign of anticipation in the early stages.  Include songs involving physical contact, starting with whatever the child finds acceptable, e.g. arms and legs for “up and down”, “ride a bike” song.

For further information please contact.

Mick Connelly. mick.connelly@blackpool.gov.uk
01253 476640
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