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      Pervasive Development Disorders


Pervasive Developmental Disorders are characterized by pervasive and severe impairment in several areas of development:  reciprocal social interaction skills, communication skills or the presence of stereotyped behavior, activities and interests.  PDD consists of the following:  Autistic Disorder, Rett’s Disorder, Childhood Disintegrative Disorder, Asperger’s Disorder, and Pervasive Developmental Disorder Not Otherwise Specified. (DSM-IV-TR)  

A.  AUTISTIC DISORDER

The essential features of Autistic Disorder are the presence of markedly abnormal or impaired development in social interaction and communication and a markedly restricted repertoire of interests and activity prior to the age of three years.  The examiner may have to assess the presence of the criteria retrospectively to determine whether they were present prior to age three because some students are not diagnosed before that age.  The impairment in reciprocal social interaction is sustained and gross.  The impairment in communication is also marked and sustained and affects both nonverbal and verbal skills.  There may be delays in, or the total lack of, the development of spoken language.  Individuals with autistic disorder have repetitive, restricted and stereotyped patterns of interests, behavior and activities.  People with autism have difficulty interpreting complex sentences.  (DSM-IV-TR)  

Prevalence – The median rate of autism in epidemiological studies is 5 cases per 10,000 individuals with reported rates ranging from 2 to 20 cases per 10,000 individuals.  It is unclear whether the higher reported rates reflect differences in methodology or an increased frequency of the condition.  

(DSM-IV-TR)

“Diagnostic criteria for Autistic Disorder:
A.A total of six (or more) items from (1), (2) and (3), with at least two from (1), and one each from (2) and (3):

(1)qualitative impairment in social interaction, as manifested by at least two of the following:

(a)marked impairment in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial expression, body postures & gestures to regulate social interaction;

(b)failure to develop peer relationships appropriate to developmental level;

(c)a lack of spontaneous seeking to share enjoyment, interests or achievements with other people (e.g., by a lack of showing, bringing or pointing out objects of interests); and

(d)lack of social or emotional reciprocity.
(2)qualitative impairments in communication as manifested by at least one of the following:
(a)delay in, or total lack of, the development of spoken language (not accompanied by an attempt to compensate through alternative modes of communication such as gesture or mime);

(b)in individuals with adequate speech, marked impairment in the ability to initiate or sustain a conversation with others;

(c)stereotyped & repetitive use of language or idiosyncratic language;&

(d)lack of varied, spontaneous make-believe play or social imitiative play appropriate to developmental level.

(3)restricted repetitive and stereotyped patterns of behavior, interests and activities as manifested by at least one of the following:
(a)encompassing preoccupation with one or more stereotyped and restricted patterns of interest that is abnormal either in intensity or focus;

(b)apparently inflexible adherence to specific, nonfunctional routines or rituals;

(c)stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or twisting, or complex whole-body movements); and

(d)persistent preoccupation with parts of objects.

B.Delays or abnormal functioning in at least one of the following areas, with onset prior to age 3 years:  
(1) Social Interaction;

(2) Language as used in social communication; or 
(3) Symbolic or imaginative play.

C.The disturbance is not better accounted for by Rett’s Disorder or Childhood Disintegrative Disorder.” (DSM-IV-TR)

B.  RETT’S DISORDER

The main feature of Rett’s Disorder is the development of numerous specific deficits following a period of normal functioning after birth.  Children have an apparently normal prenatal and perinatal period with normal psychomotor development through the first 5 months of life.  Head growth decelerates between the ages of 5 and 48 months.  There is a loss of previously acquired purposeful hand skills between the ages of 5 and 30 months, with the subsequent development of characteristic stereotyped hand movements resembling hand washing or hand-wringing.  Interest in the social environment diminishes in the first few years after the onset of the disorder although social interaction may often develop later.  Problems develop in the coordination of gait or trunk movements.  There is also severe impairment in receptive and expressive language development, with severe psychomotor retardation.  Rett’s Disorder is often associated with Severe or Profound Mental Retardation.  (DSM-IV-TR)
Prevalence – Data are limited to mostly case series.  Rett’s Disorder is must less common than Autistic Disorder.  Rett’s has only been reported in females.  (DSM-IV-TR)
“Diagnostic criteria for Rett’s Disorder:
A.All of the following:
(1)apparently normal prenatal and perinatal developmental;

(2)apparently normal psychomotor development through the first 5 months after birth; and

(3)normal head circumference at birth.

B.Onset of all of the following after the period of normal development:

(1)deceleration of head growth between ages 5 and 48 months;

(1) loss of previously acquired purposeful hand skills between ages 5 & 30 months w/the subsequent development of stereotyped hand movements (e.g. hand washing or hand-wringing);

(2) loss of social engagement early in the course (although often social interaction develops later);

(3) appearance of poorly coordinated gait or trunk movements; and

(4) severely impaired expressive & receptive language development w/severe psychomotor retardation.” (DSM-IV-TR)
C. CHILDHOOD DISINTEGRATIVE DISORDER  


The main indication of Childhood Disintegrative Disorder is a regression in numerous areas of functioning after a period of at least 2 years of normal development.  After the first 2 years of life, but before age 10 years, the child has a significant loss of previously acquired skills in at least two of the following areas:  adaptive behavior or social skills, expressive or receptive language, bowel or bladder control, play or motor skills.  Acquired skills are lost in almost all of the areas, usually. (DSM-IV-TR)

Prevalence – “Epidemiological data are limited, but Childhood Disintegrative Disorder appears to be very rare and much less common than Autistic Disorder, although the condition is likely underdiagnosed.  Although initial studies suggested an equal sex ratio, the most recent data suggest the condition is more common among males.”  (DSM-IV-TR)
 
“Diagnostic criteria for Childhood Disintegrative Disorder:
A.Apparently normal development for at least the first 2 years after birth as manifested by the presence of age-appropriate verbal & nonverbal communication, social relationships, play and adaptive behavior
B.Clinically significant loss of previously acquired skills (before age 10 years) in at least two of the following areas:

(1) expressive or receptive language;
(2) social skills or adaptive behavior;

(3) bowel or bladder control;

(4) play; and

(5) motor skills.

C.Abnormalities of functioning in at least two of the following areas:

(1) qualitative impairment in social interaction (e.g., impairment in nonverbal behaviors, failure to develop peer relationships, lack of social or emotional reciprocity);

(2) qualitative impairments in communication (e.g. delay or lack of spoken language, inability to initiate or sustain a conversation, stereotyped and repetitive use of language, lack of various make-believe play) and

(3) restricted, repetitive, and stereotyped patterns of behavior, interests, and activities, including motor stereotypies and mannerisms.

D.The disturbance is not better accounted for by another specific Pervasive Developmental Disorder or by Schizophrenia.” (DSM-IV-TR)
D. ASPERGER’S DISORDER

“The essential features of Asperger’s are severe and sustained impairment in social interaction and the development of restricted, repetitive patterns of behavior, interests and activities,” (DSM-IV-TR)  “lack of empathy, naïve, inappropriate, one-sided interaction, little or no ability to form friendships, pedantic, repetitive speech, poor non-verbal communication, intense absorption in certain subjects, intense feelings of anxiety, clumsy and ill-coordinated movements and odd postures, the classic silent and aloof child.”  (Attwood, 1995)  The disturbance must cause clinically significant impairment in social, occupational or other important areas of functioning.  During the first 3 years of life, there are no clinically significant delays in cognitive development as manifested by expressing normal curiosity about the environment or in the acquisition of age-appropriate learning skills and adaptive behaviors (other than in social interaction).  Finally, the criteria are not met for another specific Pervasive Developmental Disorder or for Schizophrenia.  This condition is also termed Asperger’s Syndrome.  “The disorder is diagnosed much more frequently (at least 5 times) in males than in females.” (DSM-IV-TR) 
Some children with Asperger’s syndrome have hallucinatory experiences associated with their circumscribed interests.  “Their preoccupations with dinosaurs, trains, road maps, numbers and so forth are not delusions.  However, if they are associated with bizarre ideation and poor reality testing, they are delusions.” (Lewis, 2002)  

Prevalence – “Definitive data regarding the prevalence of Asperger’s Disorder are lacking.” (DSM-IV-TR)  There appears to be six pathways to diagnosis of Asperger’s Syndrome, the first having a previous diagnosis of autism.  {The six pathways are as follows:  1.Diagnosis of autism in early childhood;  2. Recognition of features when first enrolled at school;  3.An atypical expression of another syndrome;  4.Diagnosis of a relative w/autism or Asperger’s Syndrome; 5.A secondary psychiatric disorder; and 6.Residual Asperger’s Syndrome in an adult.  (Attwood, 1995)}

 
“Diagnostic criteria for Asperger’s Disorder:  
A.Qualitative impairment in social interaction, as manifested by at least two of the following:

(1) marked impairment in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial expression, body postures, and gestures to regular social interaction;

(2) failure to develop peer relationships appropriate to developmental level;

(3) a lack of spontaneous seeking to share enjoyment, interests or achievements w/other people (e.g., by a lack of showing, bringing or pointing out objects of interest to other people) and

(4) lack of social or emotional reciprocity.

B.Restricted repetitive & stereotyped patterns of behavior, activities & interests as manifested by at least one of the following:

(1) encompassing preoccupation w/one or more stereotyped & restricted pattern of interest that is abnormal either in intensity or focus;

(2) apparently inflexible adherence to specific, nonfunctional routines or rituals;

(3) stereotyped & repetitive motor mannerisms (e.g. hand or finger flapping or twisting or complex whole-body movements); and

(4) persistent preoccupation w/parts of objects.

C.The disturbance causes clinically significant impairment in social, occupational or other important areas of functioning.

D.There is no clinically significant general delay in language (e.g., single words used by age 2 years, communicative phrases used by age 3 years).

E.There is no clinically significant delays in cognitive development or in the development of age-appropriate self-help skills, adaptive behavior (other than in social interaction, and curiosity about the environment in childhood).

F.Criteria are not met for another specific Pervasive Development Disorder or Schizophrenia.” (DSM-IV-TR)
E.PERVASIVE DEVELOPMENTAL DISORDER-NOT OTHERWISE SPECIFIED

“This is used when children meet some, but not all of the criteria for the
other subtypes of PDD.  PDD-NOS is also referred to as atypical autism and is the diagnosis of choice if uncharacteristic or mild symptoms of the other subtypes are present.  Characteristics of Pervasive Developmental Disorders must still occur in the form of disordered communication, interests, socialization and activities.  The entire constellation does not need to be present, however.” (Heflin, 2007)

The capability to detect and define the disorders that make up the autism spectrum has improved dramatically in the last few decades.  However, numerous issues continue to make the diagnosis of this a challenging endeavor.  There is currently no biological marker or medical test to diagnose ASD.  The disorders are behaviorally defined disorders that are diagnosed based on observing behavior and interviewing others about the person’s behavior.  However, none of the behaviors seen in any of the spectrum disorders is unique to the autism spectrum. (Heflin, 2007)

“Children with pervasive developmental disorder not otherwise specified also could meet criteria for formal thought disorder because of their impaired communication skills.  The following will guide the clinician toward the PDD diagnosis:  the presence of a qualitative impairment in reciprocal social interaction and nonverbal and verbal communication, as well as a restricted repertoire of interests and activities.” (Lewis 2000)

(Education & Treatment on one of the PPD Disorders, Aspergers):


Education Strategies:  Insist on compromise;


Teach the concept of time and schedules to teach the order of activities;


Lower the child’s level of anxiety.  (Attwood, 2000)


In our classroom where I teach students with PPD, we have a very structured classroom with a visible schedule displayed in the classroom.  Rules are displayed, and consistency is provided and maintained.  Routines are imposed to make the students’ school life as predictable as possible to lower anxiety.


The most important qualities are the personality and ability of the class teacher and their access to resources and support.  Teachers must have a calm personality, be flexible with their program, be predictable in their emotional reactions and see the positive side of the child.  The teacher should utilize different planning methods and strategies for each individual student.  
(Attwood, 2000)


Treatment:  Treatment of a person with Aspergers is similar to a person who is educable mentally retarded.  Everything must be very concrete in their directions to the student.  For example, when you meet someone, put your hand out, shake their hand, etc..


When someone with Aspergers is becoming increasingly agitated or anxious, an option may be to start an activity that uses physical activity.  For young children, this could be to ride their tricycle, use the swing or trampoline or go for a long walk.  The strategies are simple procedures for managing anxiety and stress.  (Attwood, 2000)  In our classroom, we utilize a chill out chart for the student to visually see and chart what method they would like to use to deescalate.

Cognitive Behavior Therapy can also be used by a clinical psychologist to deal with severe anxiety and panic attacks as well as anxiety and fear combined with a specific situation such as exams or panic associated with seeing a particular animal or object.  C.B.T. involves changing the way a person thinks about and reacts to anxiety.  The approach treats the fear much as someone would treat the fear of anyone who has a phobia.  (Attwood, 2000)


Children with Asperger’s Syndrome are often very skilled at using the keyboard and computers.  The child could have special ability to type rather than write homework.  The ability of their work is then similar to the other children.  (Attwood, 2000)


We see this with our student.  Although he is in the 9th grade, he is unable to write in cursive.  He prefers the usage of the computer, and this is an effective method of handing in written work.

Eventually, the person with Aspergers does learn to improve their ability to converse, socialize, and understand the feelings and thoughts of others.  They can subtly and accurately express their own thoughts and feelings.  (Attwood, 2000)


I have been working with PPD students for two years after having worked with students with autism for three years.  While the position is tough, it is very fulfilling.  I am proud of myself for the work I accomplish with my students.  I love helping the underdog and could not imagine doing any other work.  With my own three daughters graduating, I wonder how graduates know what they want to do with their life.  Recently, I located a letter I wrote to my Mother when I was in college.  In the letter, I relayed I was lucky I knew what I wanted to do, to work in special education.  I was shocked when I realized I knew at that age what I wanted to do the rest of my life.  How lucky I was, indeed.  And, to have three bonuses, my daughters!  
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