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This report aims to diagnose Childhood autism through suggesting characteristics, symptoms and possible treatment for the disorder. Furthermore, channels in healthcare which can be considered for diagnosis and treatment, specialised teaching arising from educational needs, available therapies for the disorder and historical links frame the topic of discussion in this report. Subsequently, methods for overcoming and rehabilitation will be introduced in context with the classification of the named mental disorder above, according to the International Classification of Diseases (10th revision). In the journal article ‘Diagnosis and management of autism in childhood’ in the British medical journal the authors provide strong emphasis on dealings with autism in childhood and presents profound insight on how to manage children diagnosed with autism (Blenner, Reddy and Augustyn, 2010). Evans states that there is a rising number of children and adults who diagnose with autism along with growing media representation and a popularization of the disorder in the United Kingdom (Evans, 2017).  The authors Zafeiriou, Ververi and Vargiami point to the facts that the probability for autism to be inherited lies above ninety percent and although the strong association between the disorder and genetic factors is long known, the exact genetic background of it remains unclear (Zafeiriou, Ververi and Vargiami, 2006). 
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Healthcare professionals from all occupational areas in England such as psychology, psychoanalysis and psychiatry identified the term autism with an inaccessibility to a person’s ‘inner life’ from the 1920’s until the 1950’s. The psychiatrist Eugen Bleuler defines autistic thoughts as an attempt to escape dissatisfying realities and substitute them with fantasies and hallucinations. However, in the 1960’s and 1970’s professionals in child psychology in the United Kingdom confronted this theory and redefined the meaning of autism through pushing the narrative the other way around. For instance, instead of associating an autistic individual with going through episodes of excessive fantasies, an autist is viewed as someone who does not fantasize at all. In this context, renowned child psychiatrist Michael Rutter from England described childhood autism as a deficiency of fantasy rather than an excess (Evans, 2013). 
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Definition and Classification

According to the International Classification of Diseases (ICD-10 Version:2019) Childhood autism is described as a form of autism in “pervasive developmental disorders” also known as autism spectrum disorders (ASD). Furthermore, in chapter five under F84.0 “Childhood autism” (F84 “Pervasive developmental disorders”) this disorder is also defined by the appearance of impaired development before the age of three years and the typical type of abnormal functioning present in the areas of repetitive behaviour, communication and reciprocal social interaction in psychopathology. In addition to the aforementioned diagnostic features, other issues known as sleeping troubles, eating disturbances, phobias, outbursts of anger and self-inflicted aggression are common to this mental disorder (ICD-10, World Health Organisation, 2019). 
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	The DSM-5’s sole purpose is intended for mental disorders. It provides in depth knowledge for the assistance of healthcare providers and offers accurate diagnosis and classification on mental health conditions.  
	However, the ICD-10 does not present information on mental disorders in the same depth as DSM-5 does and contains knowledge in relation to the entire human physiology.

	Most rules for forming the diagnoses (nomenclature) in the DSM-5 are quite similar to the ICD-10. 
	Most rules for forming the diagnoses (nomenclature) in the ICD-10 are rather similar to the DSM-5. 



The DSM 5’s coding system has the intent of providing a common language for all clinicians. DSM-5 codes are not strictly reimbursable by insurance payers. If therapists hand in DSM-5 codes on insurance claims their claims will be rejected. 



As for the ICD-10, its coding system  aims for reimbursement in claims processing (Claim approvals from insurance payers for e. g. therapists). ICD-10 codes are strictly reimbursable by insurance payers. If therapists hand in ICD-10 codes on insurance claims their claims will be approved.

Moreover, not all diagnoses in these manuals directly correlate to each other as for example in the DSM-5 dementia is characterised as a “neurocognitive disorder” but in the ICD-10 dementia is not noted this way. Additionally, the above comparison of the code sets of these manuals is for the reason that they have a significant practical difference. DSM-5 codes  are used for the purpose of diagnosis and treatment, whereas as explained in the above table, ICD-10 codes are intended for reimbursement (Therapy Brands, 2019).
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According to Dover and Le Couteur it is common knowledge and expected for parents to be the first to notice any flaws in their children’s early development (Dover and Le Couteur, 2006). More likely than not, they take action and raise these issues with their general practitioner or health visitor (when the child is below the age of five). 
1) The following step should then introduce the child to a general developmental assessment after a referral is arranged. Very often the referral is made to a local or general paediatrician but depending on the area the referral may go directly to speech and language therapists. 
2) Furthermore, a paediatrician will then learn about the history of general development of the child, perform a physical examination and depending on clinical procedure arrange suitable medical investigations. Should at any point of the assessment the suspicion arise that the child may suffer from autism spectrum disorder, an assessment of more comprehensive scale is needed. 
3) The patient is then transferred to an examination called Multidisciplinary Multiagency Assessment. This assessment’s main purpose is to perform a thorough investigation of the family and child’s functioning. 
4) The child is then guided through a series of medical appointments with at least one professional across a number of settings. These steps of assessments and contributions of several professionals are discussed, and a proposed diagnosis is presented to the child’s family. 
5) Ultimately, once the proposal is brought to the attention of the parents or legal guardians, they are to make the final decision on accepting the treatment plan. 


The meaning behind thorough assessment and diagnosis is to have both the child and it’s family learn about an action or intervention plan they are advised to consider (Dover and Le Couteur, 2006).  
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· A trained Autism Spectrum Disorder (ASD) professional learns about ASD specific developmental history in the family
· Assessments of observation: Accurate observations in a number of settings such as kindergarten or personal home
· Cognitive assessments: The individual’s unique skillset is assessed, and difficulties of the child are examined 
· Communication assessments: Speech and language assessment
· Behaviour and mental health assessment
· Family assessment, undertaken by a key worker: 
In some areas the participation of a key worker during treatment and before diagnosis might provide assistance to the family which may go through a difficult time. 
· Medical investigations and physical examinations
· Other assessments such as occupational therapy or physiotherapy in order to identify sensory issues and needs, and coordination problems
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Paediatrician plays a key role

Paediatricians contribute a major role in MMA assessment of a child with suspicion on suffering from Autism Spectrum Disorder, take responsibility for any medical examinations undertaken and the early detection and identification of comorbidity in early-years education. Particularly, at the time of initial diagnosis and re-evaluation of developmental progress as the paediatrician’s insight to the family and more importantly the child, is crucial and indispensable. Moreover, other responsibilities of a paediatrician in this process include if required, a reassessment of needs, medical reviews and the management of any further emergences of health problems such as epilepsy for instance (Dover and Le Couteur, 2006).
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Matson, Matson and Rivet suggest activities and exercises which require a number of people to participate in order to function (Peer mediation) and assist the service user in dealing with autistic behaviour. In addition to that, they argue that based on their research especially five categories which they decided on are available for treatment of children with autism (Matson, Matson and Rivet, 2007). They go as follows:
· Modelling and reinforcement,
· peer mediated interventions
· reinforcement schedules and activities
· scripts and stories and
· miscellaneous.
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	It is a method considered to be pivotal for training social skills as it is efficient and effective. Two participants (one is the child, participant one, and the other either an adult or child taught in how to answer, participant two) demonstrate a social situation that aims to draw out a response from participant one. Behaviours such as fluent and sensible speech, eye contact and voice volume are rated. Feedback on participant one’s performance is given in in relation to the response’s accuracy and appropriateness, altogether with a proposal on improvement for the future. Further attempts of practice often follow the provided feedback (Matson, Matson and Rivet, 2007). 
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	This method, although very popular, raises the ethical issue of whether or not children are suitable as “trainers” for other children. According to the authors this method is widely utilised in significant numbers of studies which thus points to its high demand. Other than that, the risk of coercion in an adult-child learning environment is always present and should be observed. The freedom for the child to end participation deserves attention and needs to be closely monitored. It is a technique likely to experience further application as typically school teachers or therapists work to teach children (peers) about acquiring appropriate social behaviours for children who suffer from autism (Matson, Matson and Rivet, 2007). 
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	As it is the case with previously mentioned modelling and reinforcement, and peer mediated interventions, reinforcement schedules and activities do not require advanced conceptual skills. 
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	This method’s aim is to achieve social-skills training in the form of an educational programme or much rather comparable with curriculums in educational institutions. The learning topics revolve around various classes on socialization through means of reading from books, presentations illustrated on a computer, via listening to music or visual symbols. In addition to that, exercises are frequently included and may involve having children take social stories to their private households in order for the parents or legal guardians to be read by or exercise the behaviour as written in the stories. This design of treatment is especially suitable in learning environments such as schools as the format shows similarities with what is instructed in school settings and numerous other classroom activities (Matson, Matson and Rivet, 2007). 
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	According to the authors Matson, Matson and Rivet, researchers in the field of children coping with autism test various strategies for treatment such as communication skills and other skill sets of similar nature. Furthermore, parents can be of great assistance and teaching for their children struggling with autistic behaviour. The authors emphasise that parental support that can be transferred to personal home space and other natural surroundings seems to be an area where much more resources should be invested in.



According to their journal article interventions and techniques such as social games, social-skills groups, circle of friends and pivotal response training support autistic children in their behavioural development (Matson, Matson and Rivet, 2007).
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