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INTRODUCTION

Autism is one of the pervasive developmental 

disorders, as well as one of the autistic spectrum 

disorders. The understanding of the autistic 

spectrum disorders has undergone signifi-

cant changes in the last decades. Kanner’s [1] 

strict criteria have been replaced by Rutter’s 

[2] criteria and later the classifications of the 

American Psychiatric Association (Diagnostic 

and Statistical Manual of Mental Disorders – 

DSM classification) [3, 4] provided a completely 

different way of understanding and defining 

this disorder. All this contributed to dividing 

autism into several related disorders, which 

have common key symptoms but different spe-

cific symptoms, as well as defining their differ-

ences with respect to the age at onset and the 

progression of the disorder.

According to the current DSM-IV classifi-

cation, the group of pervasive developmental 

disorders includes autism, Rett’s syndrome, 

disintegrative developmental disorder (Heller’s 

syndrome), Asperger syndrome and perva-

sive developmental disorder not otherwise 

specified (PDD-NOS) which includes atypi-

cal autism [4]. The proposed new DSM-V 

classification, according to the reports by the 

Neurodevelopmental Disorders Work Group 

[5], will most probably include one diagnostic 

category, autistic spectrum disorders which will 

include autism, Asperger syndrome and PDD-

NOS. Rett’s syndrome will be listed as a separate 

category or added to genetic disorders, while 

Heller’s syndrome will most probably not be 

listed as a separate disorder as the latest find-

ings have confirmed that the existence of devel-

opmental regression in autism is a continuous 

variable.

The changes of classification and the intro-

duction of the term autistic spectrum disor-

ders emphasize the importance of dimensional 

assessments of autistic disorders. The implica-

tions of future changes are the diminishing of 

diagnostic confusion by forming three different 

levels of the disorder, depending on the intensity 

of pathological expression (similar to the clas-

sification of mental retardation which will also 

change its name to intellectual disability [5].

During the last decades, with the classifica-

tion changes and better understanding of the 

autistic spectrum, the data about the preva-

lence of the autistic disorders and the increase 

of the number of individuals with this disorder 

have changed significantly, which prompted a 

dilemma whether it was the revisions of the 

diagnostic criteria which contributed to the 

‘current epidemics’ of autistic disorders.

AETIOLOGICAL BASES

The bases for including autism in the develop-

mental mental disorders are the behavioural 
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manifestations which characterize this disorder and their 

onset dynamics. Even though the exact aetiology of the 

disorder is unknown, it is, quite rightly, recognised as a 

complex neurobiological disorder, which includes struc-

tural anomalies of the brain, abnormalities of the neural 

links, integration and compliance of brain functions and 

impairments of brain energy metabolism, and which is to 

a large extent genetically conditioned [6-9]. This claim can 

be substantiated by both research and the fact that autism, 

as a condition, is present in various other disorders, such as 

fragile X syndrome, tuberous sclerosis, mitochondriopathy 

(a wider overview is given in Table 1) [6, 7].

The symptoms of autism are related to neural function-

ing disorder in the area of the temporal cortex, mainly 

the left fusiform gyrus, amygdala and the ventromedial 

prefrontal cortex [10]. The above mentioned abnormalities 

manifested by a wide spectrum of cognitive, emotional and 

neurobehavioural disorders with clear impairments to the 

socialisation of such children, their ability to understand, 

verbal production and nonverbal communication, as well 

as restricted and repetitive patterns of behaviour. In other 

words, autism and the autistic spectrum disorders can be 

regarded as conditions characterized by impairments to 

the functioning of those areas of the brain in charge of 

socialisation, communication and the use of language, 

movements and sensory sensitivity [11, 12]. Intellectual 

functioning at the level of mental retardation is present 

in 25-70% of children with autism, and ranges from mild 

to severe [13].

CLINICAL SIGNS

The basic deficit in social interactions is the lack of initia-

tive in social relations due to the underdeveloped or altered 

use of language, absence of joint attention and nonverbal 

communication in general which would allow them to 

show interest in other people [14]. The hardest thing for 

the parents is precisely the fact that their child appears 

not to care what the parents think, want and feel. Also, 

there is a defect in social orientation which implies a lack 

of reactivity in the presence of others, not responding to 

name (despite the fact that hearing is intact) or focusing 

on certain objects for a long time without the initiative for 

eye contact with people [15]. Even if they are focussed on 

a human face, the attention is placed on certain parts of 

the face (usually the mouth), and not the face as a whole. 

Autistic children appear not to differentiate between people 

and things. There is also a lack of focus on other people’s 

emotions, most probably as a result of the lack of ability 

to form predictions (theory) about other people’s feelings, 

thoughts, wishes and intentions (abnormal theory of mind) 

[16]. Autistic persons understand what others see, but they 

do not understand what others think, what their intentions, 

wishes and beliefs are.

The second category of key disorders implies abnormali-

ties in communication which can have wide manifestations 

ranging from a complete lack of language development 

(which is not accompanied by an effort to compensate for 

it with alternative forms of communication such as ges-

ticulation, mime, babble), to the specified disorder in the 

ability to initiate or sustain conversations with others (non-

pragmatism of speech) and stereotyped and repetitive use 

of language or forming idiosyncratic language, echolalia 

and paraphasia [16]. Children with Asperger syndrome 

or high-functioning autism (it is a term for a pervasive 

disorder which is diagnostically classified as pervasive 

developmental disorder not otherwise specified, F84.9 

PDD-NOS, but the name itself does not justify what it 

describes because autism in itself is a condition which does 

not imply functionality) show a tendency towards com-

munication which, however, is not reciprocal (they address 

others, but rarely engage in dialogues) [17]. The markers of 

altered communication can be the inability to understand 

sarcasm, idioms, slang as well as to interpret the figura-

tive meaning of fairy tales, which worsens the problems 

in social interactions, especially in adolescence, when this 

type of communication is quite common [14, 16].

It is highly probable that the new DSM-V classification 

will not have the existing three groups of diagnostic criteria, 

as the first two will be fused into a common category – 

social communication deficits [5].

The current third key category (while in the future, it 

will most probably be the second) includes significantly 

restricted (fixed) interests, repetitive activities and ste-

reotyped patterns of behaviour, which are manifested by 

abnormal play and preoccupation with one or more objects 

or activities (depending on the intensity and focus of atten-

tion), stereotyped and repetitive motor mannerisms (e.g. 

flapping or twisting of the arms, hands or fingers, banging 

of the head or complex movements of the whole body). 

It is usual for children with autism not to know how to 

play, not to understand the functional parts of toys, or to 

excessively line up their toys. What is conspicuous is the 

fact that they do not imitate the play of others, which is a 

common feature for children with normal development 

Table 1. Genetic disorders with autistic syndrome

Mitochondriopathy

Phenylketonuria

Fragile X syndrome

Tuberous sclerosis

Williams syndrome

Mucopolysaccharidosis (Type I)

Celiakia

Smith-Lemli-Optiz syndrome

Angelman syndrome

Smith-Magenis syndrome

Landau-Kleffner syndrome

Klinefelter syndrome

Turner syndrome

Lesch-Nyhan syndrome

Cornelia de Lange syndrome

Mobius syndrome

CHARGE syndrome

XYY syndrome

15q11-13 duplication

22q13 deletion
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before turning the age of two. Basically, there are difficulties 

in the skill of executive modulation of behaviour (planning, 

executing and lack of modelling), which is expressed by a 

rigid simple repetitive approach to solving problems and 

guiding behaviour, most probably as a consequence of the 

abnormal functioning of the frontal areas of the brain and 

the mirror neurons [18, 19]. This aspect of behaviour of 

children with autism is usually the most conspicuous one, 

both because of what it looks like, and the time the child 

spends on non-functional activities and interests [15, 16]. 

It is important to know that the change of settings does not 

change the child’s behaviour, which differentiates autistic 

children from children with other developmental disorders.

Children with autism often have other developmental 

disorders as an integral part of the clinical image of autism 

or as a comorbid condition which does not have an impact 

on the diagnosis of autism itself. There are often different 

forms of attention disorders, impulsiveness, hyperactiv-

ity and repetitive behaviour, as separate symptoms or as a 

part of attention deficit hyperactivity disorder (ADHD), 

obsessive-compulsive disorder (OCD), mood disorders or 

tic disorders [20]. Occasional and unpredictable tantrums 

and other emotional reactions accompanied by different 

levels of self-injury are often connected to the change of the 

established routine and rules, as well as different aspects of 

sensory disintegration, sensory hypo- or hypersensitivity to 

proprioceptive and pain stimuli [21, 22]. It is believed that 

the abnormality of sensory processing has a great impact 

on the commonly restrictive and texture-selective intake of 

food, sleep disorder, reduced or increased pain sensitivity 

accompanied by abnormal sensitivity to sound, touch or 

other sensory stimulation, which in itself has an impor-

tant effect on the specific nature of play and behaviour of 

children with autism.

For the time being, a specific phenotype for the chil-

dren with one of the autistic spectrum disorders has not 

been established, although, some recurring specific mor-

phological anomalies have been observed, as well as more 

common occurrence of internal organ diseases, above all 

of the gastrointestinal tract [22-25]. On the other hand, 

the autistic syndrome occurs significantly more frequently 

with particular diseases and syndromes, which have been 

mentioned in the introductory part of this paper.

DIAGNOSIS

The threshold for making a diagnosis, at any age, is con-

ditioned by the level of everyday functioning and clini-

cal assessment. On the other hand, the backbone of the 

diagnosis is the categorical assessment of autistic disorders 

because, within the same disorder, there is a wide range of 

individual abilities and intensity of a certain deficit, ranging 

from mild, characterised by high functionality, to severe.

The first diagnostic parameter in the clinical diagnosis 

of classic autism is that the abnormal social behaviour of 

the child appears before the age of three. Even though a 

slow or altered development of language most often delays 

the identification of the symptoms, parents are usually the 

first to notice the symptoms of autism in their children as 

early as at the age of 18 months [26, 27]. For this reason, 

a screening algorithm for early detection has been pro-

posed, so as to reveal the deficits in social development, 

communication and imaginative play during the first two 

years of the child’s life. According to the guidelines for 

screening and diagnosis, clinical identification of children 

with autism implies two levels of clinical examination: 1) 

routine development monitoring; 2) specific screening for 

autism, which have been described in a special article by 

the American Neurology Academy [27].

The first level of examination should be applied in all 

children and it should imply the identification of specific 

risks for autism and atypical psychomotor development. 

The second level implies much more specific tests per-

formed in children with previously diagnosed autism 

or children in whom it is necessary to make differential 

diagnostics from other developmental disorders, so as to 

determine the optimal therapeutic strategies based on the 

child’s weaknesses and strengths.

Today, there are numerous researches which offer rel-

evant evidence that, even at the age of 18 months or earlier, 

it is possible and necessary to make the diagnosis and begin 

early therapeutic interventions, because in autistic children, 

even of this age, it is clear that there are impairments of 

attention focus and attention orientation, development 

of language, imitative play and make belief [28, 29]. The 

symptoms have been shown to be stable throughout early 

childhood and preschool period [28]. The need for the 

early diagnosis of autistic symptoms, according to some 

authors [30], can possibly be shifted to the age of 8 months, 

when it is possible to distinguish children with autism from 

children with other developmental disorders. These claims 

have been made on the basis of a retrospective analysis of 

video footage [31].

Unlike autism with early onset, another type of autism, 

the so-called regressive autism has been described. It 

includes periods of clearly normal development, followed 

by a gradual or sudden loss of the acquired social and/or 

language skills and activities, most often between the ages 

of 15 and 30 months [32]. Some authors even describe a 

mixed type of the disorder, which is characterized by early 

slow-down or disharmony of development followed by the 

loss of acquired functions [33]. It is estimated that 25-30% 

of children with autistic spectrum disorders suffer from the 

regressive type of the disorder, which is, in the relevant lit-

erature, often connected to autoimmune processes [34, 35].

The proposed method of early autism diagnosis is 

being introduced in the USA as a routine developmen-

tal screening for all children [27]. In Europe, primarily 

in Great Britain, the strategy of early detection implies 

the selective screening for children based on the warning 

symptoms recognised by experts and parents [36], due to 

the fact that the standardized screening tests for the entire 

children population have not been met with support in 

Great Britain because of their low sensitivity and specific 

nature. There are still no significant studies on the differ-

ences in the efficiency of these approaches, but in the rest 

of the world, what prevails is the approach based on routine 



239

www.srp-arh.rs

Srp Arh Celok Lek. 2012;140(3-4):236-243

screening of all children using standardized tests and the 

education of experts and parents in the recognition of the 

warning symptoms [27].

DIAGNOSTIC INSTRUMENTS

The semi-structured research and clinical questionnaire 

ADOS (Autism Diagnostic Observation Schedule) [37] 

and ADI-R (Revised Autism Diagnostic Interview) [38] 

are recommended as the gold standard in the diagnostic 

observation of an autistic child. ADOS shows non-specific 

features compared to children with mental retardation, 

while the lack of ADI-R is the time needed for administra-

tion (1-3 hours).

CHAT questionnaire (The Checklist for Autism in 

Toddlers), which represents the most often used tool for 

screening children aged up to 18 months, is, for the time 

being, reliable and has been validated for a number of 

years [28], while the Autism Screening Questionnaire for 

children aged 4 has proved its validity on a large sample 

of children. CHAT questionnaire is less sensitive to the 

more functional forms of pervasive disorders (Asperger 

syndrome, atypical autism, high-functioning autism).

The use of standard intelligence tests while perform-

ing psychological testing has indicated significantly lower 

scores for cognitive functioning, bearing in mind that 

around 2/3 of children with autism have a problem with 

language development and verbal communication. The 

most recent recommendations state that children with 

autism should be tested using Raven’s progressive matri-

ces, which give a more reliable picture of a child’s cognitive 

abilities, as the test is based to a larger extent on the assess-

ment of other communication and behavioural aspects 

(primarily nonverbal) [39].

DIFFERENTIAL DIAGNOSIS OF PERVASIVE 

DEVELOPMENTAL DISORDERS

Until the new classification and new diagnostic criteria 

are introduced, the existing classification still recognises 

categorical differences between the pervasive disorders.

• Classic autism includes the above mentioned deficits in 

all three behavioural domains: reciprocal social interac-

tions, communication, interests and activities.

• Asperger syndrome includes an almost normal develop-

ment of language and intelligence, with a characteristic 

deficit in social interactions, narrow range of interest 

and ideomotor dyspraxia.

• Pervasive developmental disorder not otherwise spec-

ified (PDD-NOS, high-functioning autism) in the 

DSM-IV classification includes atypical autism which 

is a separate entity according to the ICD-10 classification 

[40]. Unlike children with classic autism, these children 

have better developed language and intelligence, they 

are less dyspractic but also less sociable than children 

with Asperger syndrome. Basically, this category refers 

to children with autistic features [16].

• Atypical autism implies that criteria are not met for 

a more specific pervasive disorder, where the subject 

shows signs of significantly altered reciprocal social 

interactions and verbal and non-verbal communica-

tion with the disorder onset at the age which is atypical 

for autism or when autism develops parallel to severe 

mental retardation as the primary disorder. Only ICD-

10 classification recognises this entity.

• Disintegrative developmental disorder (Heller’s syn-

drome) involves a previous completely normal psy-

chomotor development, while the disorder develops 

through symptoms of massive regressions at the ages 

of 2 to 10 (usually between the ages of 3 and 4) result-

ing in a severe form of autism [41]. By definition, this 

condition excludes the existence of a degenerative brain 

disease or early child schizophrenia.

• Rett’s syndrome is a genetic disorder affecting girls 

almost exclusively (several cases of Rett’s syndrome 

in boys with genetic mosaicism have been described) 

[42, 43]. This syndrome is characterized by psychomo-

tor regression between the ages of 5 and 18 months, 

deceleration of the rate of head growth including micro-

cephaly, apraxia of the arms with specific stereotyped 

hand gestures, severe mental retardation with multiple 

neurological disorders which worsen in the course of 

the four described phases of disorder progression. Rett’s 

syndrome will most probably disappear from the list of 

autistic disorders, as it will be moved to the category of 

genetic syndromes [5].

The most common dilemmas in the differential esti-

mate are related to the disorders from the autistic spectrum 

themselves (Table 2), that is, autism, Asperger syndrome 

and PDD-NOS, but also in relation to mental retardation 

and the language development disorders (Table 3).

EPIDEMIOLOGICAL DATA – DILEMMAS AND 

WARNING SIGNS

According to past beliefs, there is an equal global preva-

lence of autism and there are no greater differences in 

the frequency of occurrence with respect to geographical 

position, racial and ethnic origin, which is today consid-

ered an unjustified generalisation as it is not supported by 

sufficient epidemiological studies [44]. Also, from today’s 

perspective, we are faced with the fact that there are few 

studies which take into account the specific nature of envi-

ronmental impacts which are increasingly emphasized as 

significant factors in the aetiology of the disorder.

The prevalence of autistic spectrum disorders has 

changed drastically in the last four decades and from the 

previous 4 per 10,000 people, today’s prevalence estimate 

is around 1%, while the estimated trend goes even up to 

2%, i.e. current speculations are made with the prevalence 

of 57-94 per 10,000 (0.6-1%), depending on the year of 

research and the research methods [44, 45, 46]. The pre-

viously observed disbalance among the sexes is sustained 

and ranges from 4-8:1 in favour of men.
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The prevalence of classic autism as a separate category 

has also increased rapidly during the same period of obser-

vation, so that the present data reach the range of 22-40 

per 10,000 in Europe and the United States, with the ratio 

of 2:1 in favour of men [47].

A Finnish study from 2000 [48] even emphasizes a very 

rapid trend of prevalence increase as there is a significant 

difference with respect to the subjects’ age. In their sample, 

the adolescents aged 15 to 18 had the lowest prevalence 

of 6.1 per 10,000, while the children aged 5 to 7 had the 

highest prevalence for autism of 20.7 per 10,000.

The reasons for such an ‘epidemiological’ increase of 

prevalence are still unknown and have been researched 

from several different aspects. The epidemiological stud-

ies from the period between 1967 to 1982, which used 

Kenner’s diagnostic criteria, registered the prevalence of 

4.5-5 per 10,000 [1], while later studies which used Ratter’s 

criteria registered an increase of 5.6-10.8 per 10,000 [2]. 

A significant leap of prevalence was registered parallel to 

the introduction of the DSM-IV classification, as a more 

precise division between the autistic spectrum disorders 

and other conditions, above all mental retardation, could 

be made to a larger extent. However, journal articles only 

managed to point out the difficulties in understanding the 

trend of prevalence increase with respect to the changes of 

diagnostic criteria, but could not confirm that the change 

of criteria was the reason for such a significant increase 

of prevalence [48]. In other words, it is certain that the 

increase of prevalence cannot be explained only by better 

recognition on the part of experts and parents, or by wider 

diagnostic criteria.

A research carried out on 1200 families with children 

suffering from autism shows that the average age of a child 

at the time of autism diagnosis ranges between 3 and 6 

years of age [26, 28, 49]. The world-wide experience shows 

that autism diagnosis is most often given at least two or 

three years after the recognition of the first symptoms 

[28]. The most common reasons are trying to avoid child 

stigmatisation or previous incorrect diagnoses [49]. This 

way, families fall behind with initial intensive interven-

tions, planning further treatment protocols, education of 

the child and the parents and their involvement in family 

counselling, educational and support groups, as well as 

family and individual psychotherapy. Special significance 

is given to forming support networks between medical, 

social and non-government sectors towards protection 

and realisation of the rights of these children and their 

families [50].

CONCLUSION

Based on its increasing trend and the increased prevalence 

of nearly 1%, autism and the autistic spectrum disorders 

have shown the greatest expansion, leaving behind juvenile 

diabetes and children malignant diseases. The logical and 

cautious approach is aimed towards acknowledging the 

warning signs that this is an urgent public health problem 

and that autism no longer represents a rare disorder (the 

prevalence of less than 5 per 10,000 categorizes a disorder 

as rare), even with the use of the strictest criteria.

There is great heterogeneity of clinical phenotypes of 

the autistic spectrum disorders, with variations of the 

dominance of the key symptoms and their severity. The 

generally accepted attitude is that early detection ensures 

early intervention during the period when the therapeu-

tic window is wide open and when it is necessary to give 

psychosocial support to the family [26, 51].

Observations and concerns by parent are of vital impor-

tance, as it has been proved that most parents notice that 

something is wrong with their child as early as at the age 

of 18 months, while less than 10% of children with autism 

are medically and diagnostically assessed before the age of 

two. More than 50% of parents emphasize the fact that the 

educational system and other parents proved to be a better 

support system than the medical system [27, 52]. For this 

reason, previous recommendations that autistic spectrum 

disorders should not be diagnosed before the age of three 

have been abandoned while the new guidelines for screen-

ing and diagnosis which emphasize the earliest possible 

detection of the critical symptoms have been offered [53]. 

Apart from the behavioural and clinical assessment, the 

increasing significance is given to the detection of genetic, 

neurodevelopmental, neuroinflammatory, immunological 

Table 2. Differential diagnostic features of autism spectrum disorders (Table adapted from Levy S, Mandell D, Schultz R. Autism. Lancet. 2009; 
374(9701):1627-38).

Parameter Autism Asperger syndrome PDD-NOS

Age at recognition (diagnosis) 0–3 years (3–5 years) >3 years (6–8 years) Variable

Psychomotor deployment
About 25% (social development or
communication)

No Variable

Sex ratio (male:female) 2:1 4:1 male>female; variable

Socialisation Poor; >2 DSM-IV criteria Poor Variable

Communication
Delayed development, changed, 
undeveloped

No early developmental delay; 
delayed qualitative and pragmatic 
difficulties

Variable

Behaviour
More impaired than in Asperger’s 
syndrome or PDD-NOS (also 
including stereotypy)

Variable (limited interests) Variable

Intellectual disability >60 Mild to normal intelligence Mild to severe

Cause Probably of genetic predisposition Variable Variable

Seizures 25% over lifespan Roughly about 10% Roughly about 10%

Outcome Poor to fair Fair to good Fair to good

PDD-NOS – pervasive developmental disorder not otherwise specified
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and biochemical abnormalities. The standard multidiscipli-

nary diagnostic approach includes the use of ICD or DSM 

diagnostic criteria, medical history of the disorder, the use 

of standardized questionnaires and psychological tests and 

the diagnosis of comorbid conditions [54]. The preven-

tion of delay in autism diagnosis and better professional 

recognition of the autistic spectrum disorders in regional 

health centres impose themselves as important issues in 

further planning of general prevention in these groups of 

developmental disorders by the public health sector.

REFERENCES

1. Kanner L. Autistic disturbances of affective contact. Nervous Child. 
1943; 2:217-50.

2. Rutter M. Incidence of autism spectrum disorders: changes over 
time and their meaning. Acta Paediatr. 2005; 94(1):2-15.

3. American Psychiatric Association. Diagnostic and Statistical Manual 
of Mental Disorders. 3th ed. Washington, DC: American Psychiatric 
Association; 1980.

4. American Psychiatric Association. Diagnostic and Statistical Manual 
of Mental Disorders. 4th ed. Washington, DC: American Psychiatric 
Association; 2000. 

5. Swedo S. Report of the DSM-V Neurodevelopmental Disorders 
Work Group. Arlington: American Psychiatric Association; 2009. 
Available from: http://www.psych.org/MainMenu/Research/DSMIV/
DSMV/DSMRevisionActivities/DSM-V-Work-Group-Reports/
Neurodevelopmental-Disorders-Work-Group-Report.aspx.

6. Lakic A. Bilogy case of autism. In: Bojanin S, Pijaso Dž, Glumbić N, 
editors. Autism Today. Belgrade: University of Belgrade, Zavod za 
udžbenike i nastavna sredstva; 2001. p.217-29.

7. European Commission. Some elements about the prevalence of 
Autism Spectrum Disorders (ASD) in European Union. Luxemburg; 
2005.

8. Zamurovic N, Culjkovic B, Stojkovic O, Zamurovic B, Romac S. 
Comparison of the number of CAG repeats in the gene for 
androgen receptors in a control Yugoslav population and in 
patients with schizophrenia. Srp Arh Celok Lek. 2000; 128(3-4):71-4.

9. Lakic A. Genetics in child and adolescent psychiatry. Ital J Psychiatr 
Behav Sci. 2004; 14:64-78.

10. Raznahan A, Toro R, Daly E, Robertson D, Murphy C, Deeley Q, et al. 
Cortical anatomy in autism spectrum disorder: an in vivo MRI study 
on the effect of age. Cereb Cortex. 2010; 20(6):1332-40.

11. Belmonte MK, Allen G, Beckel-Mitchener A, Boulanger LM, Carper 
RA, Webb SJ. Autism and abnormal development of brain 
connectivity. J Neurosci. 2004; 24(42):9228-31.

12. Sparks BF, Friedman SD, Shaw DW, Aylward EH, Echelard D, Artru 
AA, et al. Brain structural abnormalities in young children with 
autism spectrum disorder. Neurology. 2002; 59:184-92.

13. Dawson M, Mottron L, Gernsbacher MA. Learnig in autism. In: Byrne 
JH, editor. Learning and Memory: A Comprenhensive Reference 2. 
New York: Elsevier; 2008. p.759-772.

14. Charman T, Swettenham J, Baron-Cohen S, Cox A, Baird G, Drew A, 
et al. Infants with autism: an investigation of empathy, pretend 
play, joint attention, and imitation. Dev Psychol. 1997; 33:781-9.

15. Baron-Cohen S. The cognitive neuroscience of autism. J Neurol 
Neurosurg Psychiatry. 2004; 75:945-8.

16. Baron-Cohen S. Autism and Asperger Syndrome: the Facts. Oxford: 
Oxford University Press; 2008.

17. Krasic D, Vukicevic J, Jovanovic G, Mitic M, Stankovic M. 
Pseudoretardations – Asperger syndrome. In: Abstract book. First 
Congress of DEAPS, Zlatibor, 2007; p.53.

18. Dapretto M, Davies MS, Pfeifer JH, Scott AA, Sigman M, Bookheimer 
SY, et al. Understanding emotions in others: mirror neuron 
dysfunction in children with autism spectrum disorders. Nat 
Neurosci. 2006; 9:28-30.

19. Pardo CA, Eberhart CG. The neurobiology of autism. Brain Pathol. 
2007; 17:434-47.

20. Rogers SJ, Ozonoff S. Annotation: what do we know about sensory 
dysfunction in autism? A critical review of the empirical evidence. J 
Child Psychol Psychiatry. 2005; 46(12):1255-68.

21. Stankovic M. A preview of announced changes in the classification 
of pervasive development disorders in the new DSM-V 
classification and presentation of the strategic action plan for 
autism in the public health of Europe. Abstract book, Mental Health 
of Children and Adolescents – Contemporary Courses, Society for 
Child and Adolescent Psychiatry and Related Professions 
Symposium, Nis, Serbia, 2011; p.8.

22. Muhle R, Trentacoste S, Rapin I. The genetics of autism. Pediatrics. 
2004; 113(5):e472-86.

23. Wakefield AJ, Murch SH, Anthony A, Linnell J, Casson DM, Malik M, 
et al. Ileal-lymphoid-nodular hyperplasia, non-specific colitis and 
pervasive development disorder in children. Lancet. 1998; 
351:637-41.

24. Erickson CA, Stigler KA, Corkins MR, Posey DJ, Fitzgerald JF, 
McDougle CJ. Gastrointestinal factors in autistic disorder: a critical 
review. J Autism Dev Disord. 2005; 35(6):713-27.

25. Lakic A, Jovanovic A. Infantile autism concepts: between old and 
new. WPA Regional Meeting Materials, Tradition and Innovations in 
Psychiatry, WPA Regional Meeting, St Petersburg, Russia, Jun 2010; 
p.395-6.

26. Howlin P, Moore A. Diagnosis of autism. A survey of over 1200 
patients in the UK. Autism. 1997; 1:135-62.

27. Filipek PA, Accardo PJ, Ashwal S, Baranek GT, Cook EH, Dawson G, et 
al. Practice parameter: screening and diagnosis of autism. Report of 
the Quality Standards Subcommittee of the American Academy of 
Neurology and the Child Neurology Society. Neurology. 2000; 
55:468-79.

28. Baird G, Charman T, Baron-Cohen S, Cox A, Swettenham J, 
Wheelwright S, et al. A screening instrument for autism at 18 
months of age: a 6-year follow-up study. J Am Acad Child Adolesc 
Psychiatry. 2000; 39:694-702.

29. Honda H, Shimizu Y, Nitto Y, Imai M, Ozawa T, Iwasa M, et al. 
Extraction and refinement strategy for detection of autism in 
18-month-olds: a guarantee of higher sensitivity and specificity in 
the process of mass screening. J Child Psychol Psychiatry. 2009; 
50:972-81.

30. Stefanatos GA. Regression in autistic spectrum disorders. 
Neuropsychol Rev. 2008; 18(4):305-19.

31. Werner E, Dawson G, Osterling J, Dinno J. Recognition of autism 
spectrum disorders before 1 year of age. A retrospective study 
based on home videotapes. J Autism Dev Disord. 2000; 30:157-62.

32. Ozonoff S, Heung K, Byrd R, Hansen R, Hertz-Picciotto I. The onset 
of autism: patterns of symptom emergence in the first years of life. 
Autism Res. 2008; 1(6):320-8.

33. Johnson CP, Myers SM. Identification and evaluation of children 
with autism spectrum disorders. Pediatrics. 2007; 120(5):1183-215.

34. Rogers SJ. Developmental regression in autism spectrum disorders. 
Ment Retard Dev Disabil Res Rev. 2004; 10(2):139-43.

35. Krstic D, Pop-Trajkovic S, Stankovic M, Mirkovic Lj, Marinkovic D, 
Dimitirijevic R. The influence of prenatal stress on neurobehavioral 
development of fetus and child. Acta Facultatis Medicae Naissensis. 
2007; 24(3):113-20.

36. Tebruegge M, Nandini V, Ritchie J. Does routine child health 
surveillance contribute to the early detection of children with 
pervasive developmental disorders? An epidemiological study in 
Kent, UK. BMC Pediatr. 2004; 4:4-11.

37. Lord C, Risi S, Lambrecht L, Cook EH Jr, Leventhal BL, DiLavore PC, 
et al. The ADOS-G (Autism Diagnostic Observation Schedule-
Generic): a standard measure of social-communication deficits 
associated with autism spectrum disorders. J Autism Dev Disord. 
2000; 30:205-23.

38. Le Couteur A, Rutter M, Lord C, Rios R, Robertson S, Hoidgrafer M, 
et al. Autism diagnostic interview: a standardized investigator-
based instrument. J Autism Dev Disord. 1989; 19:363-87.

39. Dawson M, Soulieres I, Gernsbacher MA, Mottron L. The level and 
nature of autistic intelligence. Psychol Sci. 2007; 18(8):657-62.

40. World Health Organization. The ICD-10 Classification of Mental and 
Behavioral Disorders: Diagnostic Criteria for Research. Geneva: 
WHO; 1994.

41. Bernstein BE. Pervasive developmental disorder: childhood 
disintegration disorder. eMedicine. 2009.

42. Rett A. On a unusual brain atrophy syndrome in hyperammonemia 
in childhood. Wien Med Wochenschr. 1966; 116(37):723-6.

43. Topçu M, Akyerli C, Say A, Toruner GA, Kocoglu SR, Cimbi M, et al. 
Somatic mosaicism for a MECP2 mutation associated with classic 
Rett syndrome in a boy. Eur J Hum Genet. 2002; 10(1):77-81.



243

www.srp-arh.rs

Srp Arh Celok Lek. 2012;140(3-4):236-243

КРАТАК САДРЖАЈ
Аути зам је је дан од по ре ме ћа ја из аути стич ног спек тра, по-
ред Аспер ге ро вог син дро ма, ати пич ног аути зма и пер ва зив-
ног по ре ме ћа ја ко ји ни је дру где кла си фи ко ван. Ови по ре ме-
ћа ји су свр ста ни ме ђу мен тал не по ре ме ћа је, јер се ма ни фе-
сту ју кроз ши рок спек тар ког ни тив них, емо ци о нал них и не-
у ро би хеј ви о рал них не нор мал но сти. Кључ не ка те го ри јал не 
од ли ке по ре ме ћа ја су: ја сно оште ће ње раз во ја со ци ја ли за-
ци је де те та, раз у ме ва ња и про ду ко ва ња вер бал не и не вер-
бал не ко му ни ка ци је, те огра ни че ни и по на вља ни обра сци 
по на ша ња. Де мар ка ци о не гра ни це ни су ја сне ни уну тар са-
ме гру пе по ре ме ћа ја из спек тра аути стич ног по ре ме ћа ја, ни-
ти у од но су на аути стич не цр те по на ша ња у оп штој по пу ла-
ци ји. Због то га тер мин „спек тар” ука зу је на зна чај ди мен зи-
о ног са гле да ва ња аути стич них по ре ме ћа ја, што ће нај ве ро-
ват ни је би ти осно ва и у но вом ди јаг но стич ком кла си фи ко ва-
њу по ре ме ћа ја из са да шње гру пе пер ва зив них по ре ме ћа ја 

раз во ја у но вој кла си фи ка ци ји DSM-V (Di ag no stic and Sta ti sti-
cal Ma nual of Men tal Di sor ders, пе то из да ње) Аме рич ког удру-
же ња пси хи ја та ра (Ame ri can Psychi a tric As so ci a tion – APA). Раз-
у ме ва ње по ре ме ћа ја из аути стич ног спек тра, али и пре ва-
лен ци ја по ре ме ћа ја, ко ре ни то су се ме ња ли у по след ње че-
ти ри де це ни је. Та ко се пред ви ђа ња пре ва лен ци је од че ти-
ри обо ле ла на 10.000 осо ба да нас кре ћу од 0,6% до око 1%. 
Ово по ве ћа ње пре ва лен ци је не мо же се об ја сни ти ис кљу чи-
во бо љим пре по зна ва њем по ре ме ћа ја од стра не струч ња-
ка и ро ди те ља, ни ти ши рим ди јаг но стич ким кри те ри ју ми-
ма. Оп шти је за кљу чак да по ре ме ћа ји из аути стич ног спек-
тра ви ше ни су рет ка ста ња и да је пот пу но оправ дан при-
ступ усме рен ка при хва та њу упо зо ре ња да је реч о хит ном 
про бле му јав ног здрав ства.

Кључ не ре чи: аути зам; аути стич ни спек тар по ре ме ћа ја; 
DSM-V кла си фи ка ци ја; епи де ми о ло шки по да ци
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