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DIAGNOSTIC ASSESSMENT
There is no specific diagnostic test for
ASD. Diagnosis is based primarily on the
recognition and interpretation of
behavioural symptoms.28 According to
the NICE guidelines, diagnostic
assessment should start within three
months of referral. Information from all
sources (i.e. medical history, parental
concerns, clinical judgement) should be
used to diagnose ASD based on 
ICD-10 or DSM-IV criteria. It is not
advisable to rely on any one autism-
specific diagnostic tool alone to
diagnose ASD. 

Based on physical examination,
clinical judgement and the child or
young person’s profile, genetic tests
may be performed if there are specific
dysmorphic features, congenital
anomalies and/or evidence of intellectual
disability. EEG may be useful if epilepsy
is suspected.5 Parents should have an
opportunity to discuss the risk of ASD
occurring in siblings and future children.

The minimum age at which ASD can
be reliably diagnosed remains uncertain.
There is a wealth of evidence concerning
the manifestations of ASD between the
ages of one and three years.29,30 In
children under two years typical ASD
behaviours may not, however, always be
evident. Some of the very early
symptoms of autism include deficits in
reciprocal social interaction and
communication, repetitive behaviours,
deficits in imitation, spontaneous and
pretend play, and joint attention.31-33 The
possibility of diagnosis should not be
ruled out in the absence of typical ASD
behaviours.34

Accuracy of assessment tools
There is a multiplicity of structured
autism diagnostic assessment tools see
box 1, above. Assessments of intellectual
ability and/or receptive and expressive
language also complement these
assessment tools.5

The combination of ADI/ADI-R and
ADOS is accurate in diagnosing autism
in preschool children and children with
an intellectual disability. 

Overall, evidence supporting the use
of autism-specific diagnostic tools,
either individually or in combination, is
poor, so the clinical benefits of using
these tools remain uncertain. The NICE
guidelines nevertheless acknowledged
that both an autism-specific semi-
structured interview and observation are
effective in implementing a structured
means of collating information to aid
diagnostic assessment.

The Checklist for Autism in Toddlers
(CHAT) or the modified version 

 
  

Box 1 
Assessment tools 
Structured autism diagnostic
assessment tools
•Autism Diagnostic Interview and
Autism Diagnostic Interview –
Revised (ADI/ADI-R)
•Developmental, Dimensional and
Diagnostic Interview (3di)
•Diagnostic Interview for Social
and Communication Disorders
(DISCO) 
•Autism Diagnostic Observation
Schedule (ADOS)

Checklists
•Checklist for Autism in Toddlers
(CHAT) 
•Modified version of CHAT 
(M-CHAT)

(M-CHAT) are simple checklists that can
be used for the assessment of young
children in primary care by GPs or health
visitors when ASD is suspected. They
can identify clinical features indicative of
increased risk but should not be used to
rule out ASD.6 The M-CHAT is a
promising instrument for the early
detection of ASD.35 It fails to recognise
15% of children with the condition.36

INTERVENTIONS 
A comprehensive evaluation of speech
and language and communication skills
of all children and young people with
ASD should be carried out in order to
inform intervention. An individual’s level
of comprehension may be at a lower
developmental level than that
suggested by their expressive language
skills. There is often a range of further
impairments in intellectual,
neuropsychological and adaptive skills
and so occupational therapy and
physiotherapy assessments should be
considered where relevant.6

The majority of intensive behavioural
programmes for ASD are based on the
principles of behaviour modification
using applied behavioural analysis
(ABA). These programmes can be very
intensive and expensive, usually
involving 20 to 40 hours of intervention
per week for preschool children. The
Lovaas programme37,38 is the best
known ABA. Further interventions are
designed to support social
communication and interaction directly,
e.g. visual timetabling, operationalising
through short stories or the use of
speech bubbles or cartoons. Published
evidence for these interventions is
generally weak.39,40 
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Autism is a disorder of social communication, originally 
described as a triad of impaired social interaction,
communication, and imagination, associated with a rigid,
repetitive pattern of behaviour. More recently the core
deficit has been described as a lack of social instinct. The
term autism spectrum disorder (ASD) includes autism,
atypical autism and Asperger’s syndrome. ASD was once
believed to be relatively rare but is now thought to occur
in about 1% of children.

The two primary diagnostic classification systems 
currently in use are the ICD-10 and the DSM-IV. The ICD-10
is the most commonly used ASD classification system in
the UK and forms the basis for the SIGN guideline.
According to the NICE guidelines, diagnostic assessment
should start within three months of referral. Information
from all sources (i.e. medical history, parental concerns,
clinical judgement) should be used to diagnose ASD
based on ICD-10 or DSM-IV criteria. It is not advisable to
rely on any one autism-specific diagnostic tool alone to
diagnose ASD.

Diagnosis is based primarily on the recognition and 
interpretation of behavioural symptoms. The Checklist 
for Autism in Toddlers (CHAT) or the modified version 
(M-CHAT) are simple checklists that can be used for the
assessment of young children in primary care by GPs or
health visitors when ASD is suspected. They can identify
clinical features indicative of increased risk but should not
be used to rule out ASD. The M-CHAT is a promising
instrument for the early detection of ASD, but it fails to
recognise 15% of children with the condition.

There is a substantial genetic basis with strong heritability. 
Approximately 70% of individuals with ASD also meet
diagnostic criteria for at least one other mental and
behavioural disorder. GPs should be aware of the
importance of considering comorbid problems in children
and young people with ASD.

The decision to refer should be made on the basis of signs 
or symptoms. Children younger than three years should
be referred to an autism team if there is regression in
language or social skills. In children older than three,
referral should be to a paediatrician or paediatric
neurologist. Irrespective of any earlier assessments, 
re-referral for further ASD assessment should be
considered at any age. ASD should not be ruled out
because of: good eye contact; smiling and showing
affection to family members; reported pretend play or
apparently normal language development.

The majority of intensive behavioural programmes for ASD 
are based on the principles of behaviour modification
using applied behavioural analysis.




