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Abstract 1|

ABSTRACT

Autism Spectrum Disorder is a spectrum of newetigpmental
disorders occurring in early childhood period,relcterized by persistent
deficits in social communication and interactiorthanestricted, repetitive

patterns of behavior, interests, or activities.

Quantitative design descriptive study was usedssess of nurses
awareness who work in pediatric ward about Autimectrum Disorder
at Public Hospitals in Kirkuk city, from Jun 2016 September 2016.

A non—probability / Convenience sampling techeiquas applied
in the present study. All nurses work in pediatwards in Public
Hospitals were involved .Two hundred nurses werdigygate in the
study sample. They were recruited from (47 nurseadh Teaching
Hospital , 33 nurse/Kirkuk General Hospital , 12Qrse /Pediatric
Hospital)

A questionnaire was designed and constructed bgareher to
measure the variables underlying the present stDdia were obtained
directly by the researcher through interview teghei Content validity
of the instrument was determined through the ofegamwhich involve

(15) experts to investigate the clarity.

To test the questionnaire internal consistencyabwity was
measured using Cronbach’s alpha formula on twentges who are
excluded from the study sample . The results aft mtudy were (0.821),
that indicate reliable of the questionnaire. Stetal analysis was done

usingStatistical Package of Social Sciencgsftware version 22.
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The findings in general indicated that nurseslle¥@wareness in
all items related to all three domains (informati@oncepts and facts
about autism spectrum disorders),(social interacind communication
in children with autism) and (disorder in behaviqgratterns) were in poor
level and recorded low total mean of scores (163%6},(16.7 £ 3.8), and
(16.4 £ 4.0) respectively . Statistically sign#rd relation were found
between nurses level of awareness and nurses weodhgd or closed
relative with this disorders, and nurses who carechild with autism
spectrum disorders previously at P. value < 0.0BiJevno significant
relation were found statistically between nursasl of awareness and
nurses ( age group, gender, work place, level at&ibn, and years of
employment at P . value > 0.05).

The findings of the study researcher recommencbtestruct an
educational program about this important issuetdance nurses level

of awareness and information .
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Chapter One
I ntroduction

1.1 Introduction:

Autism spectrum disorder was first described i3 Dy the
American child psychologist, Leo Kanner. He presdniil children
whose behaviors' were obviously different from tha$ others. Kanner
suspected that they had an inborn feature which gragdented their

regular social contacts (Surmen, et al., 2015).

Autism terms from the Greek word "auto" means tialoofficially
presented by Kanner's 1943. Clinical name, autismmudism spectrum
disorders (ASD), is a complex disorder involves aabmal nervous

system development (Razali, et al., 2013).

Autism is a disorder of neural development, charazed by
impaired social interaction and communication, wistricted repetitive
behaviors. Onsets of this condition at birth orhmtthe first two and a
half years of life (Arif, et al., 2013).

Although behavioral differences in children andcdoee clearer
before age 2 years in most of them, usually diagghas 3 years old or
more (Mandell, et al., 2005).

Even though the etiology and pathogenesis of ASat fully
recognized and fully clarified, various geneticematal, early postnatal,
microbiological, biochemical and environmental €ast have been
implicated in the etiopathogenesis of autism. &, et al., 2015).

Autism have behavioral, medical, and psychologeffécts that

found to be connected to nutrition, many childrethvautism have an
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undeveloped gastrointestinal tract leading to fegdehaviors such as
constipation, regurgitation, rumination and selexti eating. The

underdeveloped gastrointestinal tract has thin sadoming, allowing

food molecules to be absorbed in the blood streematurely it also

causes inflammation and irritation. Behaviors mag & result of

irritability due to inflammation and difficulty d&gting food. The most
common nutrient deficiencies found in children hwiutism include

vitamin A, vitamin C, thiamin, riboflavin, niacirdplic acid, vitamin B6,

vitamin B12, calcium and iron. These missing vitasniand minerals
exacerbate feeding behaviors as well as causeliael@t overall health

(Abd EI- haliem, et al., 2013).

Autism sufferers may have different signs and spmgs, that's
why most of the healthcare provider thinks autisvaapectral disorder .
Some autism sufferers use to have no eye contadtsdan not like hugs
and smile .Children may have varying verbal captasl fluctuating
between nonverbally to advanced speech as welhtalectuality may
vary from mental retardation to superior intelledtly . Some autism
sufferers may show typical advancement in spesKills and may even
show excel performance in specific areas like muart and puzzles.
However, generally Autistics often spend more timesolitary play (
Ullah, et al., 2015).

Autism can present in all races, social statugjioas and classes
of people. It can occur in any child and family,fao the main causes of
this disorder unknown that is why their is no imatlcure completely .
The number of children with ASDs have increasedinduithe past

decade, and prevalence of autism had risen dreafigfi based on
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(Centers for Disease Control, and Prevention) CBi@nates from 2012
autism is seen in 1 of every 88 children (Murrayale 2013).

Not all children with autism are mentally incapgbdome of them
could be smarter than normal children. Howevemany cases, autistic
children tend to have behavioral problems. Soméhefcharacteristics
among the autistic children can present severegmrabfor parents (Jiar,
and Xi Lu, 2012).

Recently, diagnosis of autism has been more frafuenade.
Early diagnosis is quiet important with respect tehabilitation
alternatives, and long term responses, nurses aesseand knowledge
about Autism spectrum disorders utmost importandéemtify the early
diagnosis of children with ADS (Murray, et &Q13).

1.2 Importance of the Study :

Though the number of autistic children in the wordd quite
substantial, yet the levels of awareness abousrauis still very low,
especially in developing countries . Early detettis important because
early intervention services may be more effectivehildren with Autism
than in children with other developmental disaleiit (Upendra, 2013).

The prevalence of autism is about (1-2) per 1,@@bple
worldwide .however, the Centers for Disease Condnodl Prevention
reports approximately (9) per 1,000 children in theited States are
diagnosed with autism spectrum disorder , as a ldevent brain
disorder in children, is still not getting appraia attention. There are
lots of gaps understanding of autism (Abbas, 2013)
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The researcher realizes that nurses must unddrgt@nvarious
aspect of autism spectrum disorder because thel wiga patients
directly, and early detection help to early diaga@hd intervention , that
Is way it is important to conduct this study amaimg important segment
of population in community and hospital, especidiigir is no previous
study conducted about this important issue in egion in order to high

light some aspect of this issue .

1.3 Problem Statement:

Assessment of Nurse’'s Awareness about Autismt&pac

Disorder in pediatric wards at Kirkuk public hogst .

1.4 Objectives of the Study:

1.4.1 General Objective:

To assess Nurse’s Awareness about Autism Speddigorder in

pediatric wards at Kirkuk Public Hospitals

1.4.2 Specific Objectives:

1) To describe the socio-demographic characteristiasurses who
work in pediatric wards.

2) To assess the nurses awareness level about apestnsn
disorder.

3) To find out the relationship between Nurses awassnlevel about
Autism Spectrum Disorder and some related varsasleh as
( age, gender, place of work ,educational leyelrs of
employment in pediatric ward, if he or she hasoage&lrelative with
autism spectrum disorder ,and number of autistid ¢hat he or

she provides care for them) .
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1.5 Definitions of Terms:

1.5. 1 Assessment:
1.5.1a.Theoretical Definition:

"The act of judging or deciding the amount valualdy or
importance of something or the judgment or decidhat is
made"(Oxford University Press, 2016).

1.5.1b.Operational Definition:

Process of data collection concerning knowledgewses who

serve in pediatric wards about autism spectrunrdesa

1.5.2 Nurses:

1.5.2a.Theoretical Definition:

"Nurse is a person who has completed a programasit,
generalized nursing education and is authorizeghéyppropriate
regulatory authority to practice nursing in hisher country"

(International Council of Nurses, 2015).

1.5.2b.Operational Definition:
The provider of nursing care whom serve in the geidi wards at
Public Hospital in Kirkuk city.

1.5.3 Awareness:
1.5.3a.Theoretical Definition:

"Knowledge that something exists or understandinga
situation or subjectat the presenttime based arformation or

experience" (Cambridge University Press, 2016).
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1.5.3b.Operational Definition:
It is appreciation and understanding of nurses wbik in

pediatric ward about Autism spectrum disorders.

1.5.4 Autism Spectrum Disorders:

1.5.4 a. Theor etical Definition:

“Autism Spectrum Disordetis characterized by impairments in
reciprocal social interaction and communication byndhe presence of
repetitive, inflexible behavior “(Zwaigenbaum, &t 2009).

1.5.4 b. Operational Definition:

Autism Spectrum Disordens a deficit of social interaction and

communication, with restricted repetitive patteoh®ehavior.

1.5.5 Pediatric Wards:

1.5.5 a. Theoretical Definition:

A ward is a wing of a Hospital, specialized forhal@ patient, who
iIs dependent upon the care and support of an agoiguardian
(LoveToKnow Corp, 2016)

1.5.5 b. Operational Definition:
A section, department, floor, or room of a Hodpsiet aside for a

particular caring of children.
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Chapter Two

Review of Literature

This chapter deals with literatures related todtuely and it was

categorized intdwo parts as follows:

I: Part one : that focuses on review of literaturerelated to Autism

Spectrum Disorders.

lI: Part two: that focuses on review of literatures related to previous

studies .
I: Part One:

2.1 History of Autism:

The word autism originally comes from the Greekrdvbautos"
meaning (self ) the earliest known documented oaseitism was in the
court case of Hugh Blair in 1747, Blair's youngepther appeared in
court for a decision on Hugh’s mental capacitydaotcact a marriage. He
successfully petitioned the annulment of his mggiao that he can gain
his brothers inheritance. Hugh's argument was that brother was
mentally unstable. There was no proof that Hugh &aiism but there

was clear evidence that he showed traits of auifgkins,2011).

A Swiss psychiatrist, named Eugen Bleuler firseédithe term in
1911. He described the symptoms of mental illnesgesa category. The
term was then confused with emotional problemssamizophrenia until
1943. During the 1940 the two pioneers Leo Karamel Hans Asperger
described children with the characteristics we gate today as being

autistic. Autistic became autism in 1943 when Pmtdlst Leo Kanner
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identified it as a distinct neurological conditiamhout a specific cause.
At that time Kanner invented a new diagnostic catggealled (Early
Infantile Autism) sometimes referred to as the Kaniyndrome (Wolff,
2004).

In 1944, Hans Asperger, an Austrian PediatricianVienna,
published a 5 doctoral thesis and described patigisb using the term
“autistic.” He and Kanner both described similaracteristics of
impaired communication and social interaction. Aitgh both doctors
described a broad range of symptoms, it was Kasraascription that
became the most widely recognized. The term Aspargyndrome”
became worldwide when it was made public in 198&l,aacondition

previously described by Hans Asperger (Atkins, 2011

2.2 Autism Spectrum Disorder (ASD}

Is a complex developmental disorder that can cpusiglems with
thinking, feeling, language and the ability. Itasneurological disorder,
which means it affects the functioning of the brdihe effects of autism
and the severity of symptoms are different in epehson(American
Psychiatric Association, 2016).

2.3 Etiology:

The etiology of autism spectrum disorder hasn a widely
debated issue for several decades. Howeveredaet cause of autism
is still unknown (Russell, et al., 2009) and (Matk , and Kliegman ,
2014 ).
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The are many researcher suggested that ASD maalmed by
genetic factors or environmental and may be a coation of three
factors, genetic factors, environmental factors andurological

development factors (Glasson, et al., 2004).

This wide umbrella of factors has caused uncegtasmong
parents and family members and led to deduce tivair etiology. Some
parents believe that ASD is caused by a combinaifobiological and

environmental factors (Kochel and Myers, 2005).

While many others felt that there is a significaetationship
between vaccines and autism spectrum disorderugthonany studies
around the world have shown that there is no liekveen vaccines and
autism (Russell , et al., 2009).

However the many risk factors have been idewtifia the
research literature that may contribute to thewetigpment. These risk
factors include genetics, prenatal and perinatetiofa, neuroanatomical
abnormalities, and environmental factors. It issiale to identify general
risk factors, but much more difficult to pinpoinpexific factors. Many
other causes have been proposed, such as childimnaghizations, but
numerous  epidemiological studies have shown no ensfic
evidence supporting any link between vaccinatiang autism (Tager-
Flusberg, 2010) .

2.3.1 Genetic :

Genetic factors play a role in the etiology ofismt and other
pervasive developmental disorders. Studies havsistently found that

the prevalence of autism in siblings of autistiddrien is approximately
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15 to 30 times greater than the rate in the gene@ulation
(Ghaziuddin,2005).

In addition, other research suggests that thereaignuch
higher concordance rate among monozygotic twinspewed to dizygotic
twins. It appears that there is no single gene ¢dhataccount for autism.
Instead, there seem to be multiple genes involgadh of which is a risk
factor for components of the ASD (Chaste and Leh@pé?2).

However, in spite of the strong heritability, mastses of ASD
occur sporadically with no recent evidence of fgnhiistory. It has been
hypothesized that spontaneous de novo mutatiotigeifather's sperm or
mother's egg contribute to the likelihood of depalg autism. There are
two lines of evidence that support this hypotheBisstly, individuals
with autism have significantly reduced fecundityey are 20 times less
likely to have children than average, thus curngilthe persistence of
mutations in ASD genes over multiple generationa family. Secondly,
the likelihood of having a child develop autismre&ses with advancing
paternal age, and mutations in sperm graduallyraatate throughout a
man's life (Uher,2009).

The first genes to be definitively shown to cdmite to risk for
autism were found in the early 1990s by researcloedgng at gender-
specific forms of autism caused by mutations onXhehromosome. An
expansion of the CGG trinucleotide repeat in tlormter of the
gene FMRL1 in boys causes fragile X syndrome, andaat 20% of boys
with this mutation have behaviors consistent witlitissn spectrum
disorder. Mutations that inactivate the gene MEC&2se Rett syndrome,
which is associated with autistic behaviors in gjirand in boys the

mutation is embryonic lethal (Hatton, et al., 2006)
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The role of de novo mutations in ASD first becamedent
when DNA microarray technologies reached sufficresblution to allow
the detection of copy number variation (CNV) in theman genome.
CNVs are the most common type of structural varmatn the genome,
consisting of deletions and duplications of DNAtthenge in size from
a kilo base to a few mega bases. Microarray arglyas shown that de
novo CNVs occur at a significantly higher rate iposadic cases of
autism as compared to the rate in their usuallyebbgng siblings and

unrelated controls (Seba,et al., 2004).

These early gene and CNV findings have shownttietognitive
and behavioral features associated with each ofitlderlying mutations
is variable. Each mutation is itself associatechvatvariety of clinical
diagnoses, and can also be found in a small pagendf individuals
with no clinical diagnosis. thus the genetic diswsdthat comprise autism
are not autism-specific. The mutations themselwescharacterized by
considerable variability in clinical outcome angitally only a subset of
mutation carriers meet criteria for autism. This riafle
expressivity results in different individuals witthe same mutation
varying considerably in the severity of their olsel particular trait
(Stefanssopet al.,2013).

2.3.2Epigenetics :

The term epigenetics was first coined in the 19BQsBritish
embryologist and geneticist "Conrad Waddington" vadescribed it as:
“the interactions of genes with their environmegipigenetic factors can
impact large scale “omics” type cellular procesdesnscriptome,

RNAome, proteome and metabalome (Siniscalco, €2@13).
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2.3.3Prenatal Environment:

Autism risk is associated with several prenatak rimctors
including advanced age in parent, diabetes, blgedind the mother's
psychological use of drugs during pregnancy. Autisema been linked to
birth defect agents acting during the first eighteks of pregnancy

although these cases are rare (Gardener, et @9).20

2.3.3.A Infectious Processes:

Prenatal viral infection has been called the pp@icnon genetic
cause of autism. Prenatal exposure to rubellaton@ygalovirus activates
the mother's immune response and greatly increhgessk for autism.
Congenital rubella syndrome is the most convin@ngironmental cause
of autism. Infection associated immunological esantearly pregnancy
may affect neural development more than infectioms Ilate

pregnancy,(Schaefer, and Mendelsohn, 2013).

2.3.3.B Environmental Agents:

Teratogens are environmental agents that causedafects. Some
agents that are theorized to cause birth defests &Bo been suggested
as potential autism risk factors. These includeosype of the embryo
to valproic acid, thalidomide or  misoprostol, etbb(grain  alcohol)
increases autism risk, as part of fetal alcohotlsyme or alcohol-related
birth defects . All known teratogens appear todging the first eight
weeks from conception, and though this does noludrcthe possibility
that autism can be initiated or affected latensistrong evidence that

autism arises very early in development (Chomiakj.e2013).
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2.3.3.C Other Maternal Conditions:

Thyroid problems that lead to thyroxine deficiemeythe mother in
weeks 8-12 of pregnancy have been postulated tupeochanges in the
fetal brain leading to autism. Thyroxine deficiagican be caused by
inadequate iodine in the diet and by environmeagsnts that interfere
with iodine uptake or act against thyroid hormoneRossible
environmental agents include flavonoids in foodbaimco smoke, and

most herbicides . This hypothesis has not beeadg&oman 2007).

Diabetes in the mother during pregnancy is a Saamt risk factor
for autism a 2009 meta-analysis found that gestatiaiabetes was
associated with a twofold increased risk of autisralso found that
maternal diabetes was significantly associationh an increased risk of
ASD. Although diabetes causes metabolic and horinabaormalities
and oxidative stress, no biological mechanism isowkn for the
association between gestational diabetes and autiskn Maternal
obesity during pregnancy may also increase theofisiutism, (Gardener,
et al., 2009).

2.3.4Perinatal Environment:

Autism is associated with some perinatal andetbstconditions.
In 2007 review of risk factors of autism found asated obstetric
conditions that included (low birth weight) and @g¢®n duration
and hypoxia during childbirth . This associatioresicmot demonstrate a

causal relationship . (Kolevzon, et al., 2007).

2.3.5 Postnatal Environment:

A wide variety of postnatal contributors to autidmve been

proposed, including gastrointestinal or immune eystabnormalities,
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allergies, and exposure of children to drugs, vesi infection, certain
foods, or heavy metals. Proof of these risk facteranecdotal and not
confirmed by reliable studies ( Rutter, 2005).

2.3.5.A Amygdala Neurons:

This theory hypothesizes that an early developahefdilure
involving the amygdala cascades on the developroérdortical areas
that mediate social perception in the visual domaime fusiform face
area of the ventral stream is implicated. The idethat it is involved in
social knowledge and social cognition, and that tdicits in this

network are instrumental in causing autism (Schul205).

2.3.5.B Autoimmune Disease:

The auto antibodies that target the brain or el@m of brain
metabolism may cause or exacerbate autism. Ilaseceto the maternal
infection theory, except that it postulates tha #ffect is caused by the
individual's own antibodies, possibly due to aniemmental trigger
after birth. It is also related to several othepdiyesized causes; for
example, viral infection has been hypothesized dase autism via an

autoimmune mechanism (Ashwood , and Van de Wa084).

Interactions between the immune system and theonsrgystem
begin early during embryogenesis, and successfurodevelopment
depends on a balanced immune response. It is pogbiat aberrant
immune activity during critical periods of neuro@épment is part of the
mechanism of some forms of ASD. A small percentagautism cases
are associated with infection, usually before biRlesults from immune
studies have been contradictory. Some abnormah@we been found in

specific subgroups, and some of these have bedicaten. It is not
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known whether these abnormalities are relevanth® gathology of
autism, for example, by infection or autoimmunity, whether they are
secondary to the disease processes. As autoamsbhack found in
diseases other than ASD, and are not always presemSD, the
relationship between immune disturbances and autesrmains unclear

and controversial ( Stigler, et al., 2009).

2.3.5.C Endogenous Opiate Precursor Theory:

In 1979, Jaak Panksepp suggested a link betwagsmaand
opiates, noting that injecting of minute quantitegopiates in laboratory
animals young stimulate similar symptoms to thdsgeoved in children

with autism (Panksepp, 1979).

Opiate theory hypothesizes that autism is caugsea kligestive
disorder present from birth which causes gluteeggent in wheat-derived
foods) and casein (present in dairy products) todmererted to the opioid
peptides gliadorphin (aka gluteomorphin) and casphia. According to
the theory, exposure to these opiate compoundsoumg children
interferes with normal neurological development twlling sensory
input. Lacking sufficient sensory input, the deyshy brain attempts to
artificially generate the auditory, vestibular,ua$, and tactile input on its
own. This attempt at generating input manifestelfitas behaviors
common to autism, such as grunting or screamindit@y), spinning or
rocking back and forth (vestibular), preoccupatith spinning objects
or waving of the fingers in front of the eyes (\a§yand hand flapping or
self-injury (tactile) (Shattock, and Whiteley, Z)0
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2.3.5.D Gastrointestinal Disturbances:

Parents have reported gastrointestinal (Gl) distices in autistic
children, and several studies have investigatedsilpies associations
between autism and the gut, but the results sartamconclusive. There
IS some research evidence that autistic childremare likely to have Gl
symptoms than typical children. After a prelimindr§98 study of three
children with ASD treated with secretin infusiompogted improved Gl
function and dramatic improvement in behavior. (NhetBon, et al.,
2014).

2.3.5.E Lack of Vitamin D:

There is limited evidence for that vitamin D dediecy plays a role

in autism, and it may be biologically plausibl&yles, et al., 2013).

2.3.5. F Lead:

Lead poisoning has been suggested as a possskldagtor for
autism, as the lead blood levels of autistic ckiidhas been reported to
be significantly higher than typical .The atypiczdting behaviors of
autistic children, along with habitual mouthing guda, make it hard to
determine whether increased lead levels are a causeonsequence of

autism (Zafeiriou, et al., 2007).

2.3.5.G Locus Coeruleus—Noradrenergic System:

The theory assumed that autistic behaviors depéemebast in part
on a developmental dysregulation that results ipaimed function of
the locus coeruleus—noradrenergic (LC-NA) systehe TC-NA system
is heavily involved in arousal and attention ,é. irelated to the brain's

acquisition and use of environmental cues ( Meaer Purpura, 2009) .
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2.3.5.H Mercury:

This theory assumed that autism is associated matttury
poisoning, based on perceived similarity of symgoamd reports of
mercury or its biomarkers in some autistic childrénis view has gained
little traction in the scientific community as ttypical symptoms of
mercury toxicity are significantly different fronymptoms seen in autism
(Nelson , and Bauman 2003).

The principal source of human exposure to orgareccary is via
fish consumption and for inorganic mercury is demt@algams. Other
forms of exposure, such as in cosmetics and vagci@leo occur. The
evidence so far is indirect for the associatiomieen autism and mercury
exposure after birth, Also the meta-analysis phblisin 2007 concluded

that there was no link between mercury and autidg) ét al., 2007) .

2.3.5.1 Oxidative Stress:

The toxicity and oxidative stress may cause autrissome cases.
Evidence includes genetic effects on metabolic wayls, reduced
antioxidant capacity, enzyme changes, and enhabomdarkers for
oxidative stress; however, the overall evidencevesker than it is for
involvement oxidative stress with disorders suckdmszophrenia (Ng, et
al., 2008).

One theory is that stress damages Purkinje cellsi
the cerebellum after birth, and it is possible thlatathione is involved.
Autistic children have lower levels of total glutaine, and higher levels
of oxidized glutathione. Based on this theory antlants may be

beneficial for the treatment of autism (Kern andeky 2006).
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2.3.5.) Refrigerator Mother:

The terms refrigerator mother were coined aroudsi0las a label
for mothers and parents of children diagnosed
with autism or schizophrenia. When Leo Kanner fidsintified autism in
1943, he noted the lack of warmth among the parasitistic children.
Parents, particularly mothers, were often blamed tfeir children's
atypical behavior, which included rigid ritualseggh difficulty, and self-
isolation. Kanner later rejected the "refrigerataother” theory, instead
focusing on brain mechanisms. Instrumental in fregrihe refrigerator
mother theory, it was"Bruno Bettelheim" a Univérsi of
Chicago professor and child development specialiatilitated its
widespread acceptance both by the public and byettperts in the
medical establishment in the 1950s and 1960s. énalisence of any
biomedical explanation of autism's cause afteit¢hi@le symptoms were
first described by scientists, Bettelheim and other
leading psychoanalysts championed the notion thaisra was the
product of mothers who were cold, distant and tajgec thus depriving

their children of the chance to "bond properly” {bh, et al., 2010).

2.3.5 K Vaccines:
Scientific studies refuted a causal link betweaocines and autism

However, some parents believe that vaccinationssecaautism and
therefore delay or avoid immunizing their childrender the "vaccine
overload" hypothesis that giving many vaccinesnaieomay overwhelm a
child's immune system and lead to autism, evengihahis hypothesis
has no scientific evidence and is biologically iendible. Because

diseases such as measles can cause severe desabiid death, the risk
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of death or disability for an unvaccinated chilchigher than the risk for
a child who has been vaccinated (Fombonne, €2@06), (Paul, 2009).

2.3.5.L MMR Vaccine:
The initial concerns that vaccines may cause mutisre related to

the measles, mumps, and rubella vaccine and thgakoontaining
vaccines. In 2004, a comprehensive review by tisétute of Medicine
concluded that the evidence favors rejection of sfies causal
associations between each of these vaccine typabs autism.
Nonetheless, concerns about a possible link betwaecines and autism,
with the latest concern centering on the number ofaccines
administered to infants and young children. A récmvey found that
parents top vaccine-related concerns included adtration of too many
vaccines during the first 2 years of life, admiradbn of too many
vaccines in a single doctor visit, and a possiinle between vaccines and
learning disabilities, such as autism (DeStefata)., 2013).

2.4 Classification:

A revision to autism spectrum disorder (ASD) wasspnted in
the Diagnostic and Statistical Manual of Mental ddders version
5(DSM-5), released May 2013 The new diagnosis epesses previous
diagnoses of autistic disorder, Asperger's disgrdehildhood
disintegrative disorder, and PDD-NOS. Compared whe DSM-4
diagnosis of autistic disorder, the DSM-5 diagnasfisASD no longer
includes communication as a separate criterion, leagl merged social

interaction and communication into one categorylélga, et al., 2014).

Rather than categorizing these diagnoses, the B$iss adopted a
dimensional approach to diagnosing disorders taktuinderneath the
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autism spectrum umbrella. Some have proposed tidiatiduals on the
autism spectrum may be better represented as de sioiggnostic
category. Within this category, the DSM-5 has psmguba framework of
differentiating each individual by dimensions ofveety, as well as
associated features (i.e known genetic disorders] atellectual
disability). Another change to the DSM includeslaps$ing social and
communication deficits into one domain. Thus, adividual with an
ASD diagnosis will be described in terms of seyerdf social
communication symptoms, severity of fixated or niestd behaviors or

interests, and associated features. (Lord, e2@l4).

Asperger syndrome is closest to autism in signd &kely
causes. unlike autism, child with Asperger syndrdraee no significant
delay inlanguage development, according to theeroldSM-4
criteria. (Pervasive Developmental Disorder, Nohédivise Specified
PDD-NOS) is diagnosed when the criteria are notfored more specific
disorder. Some sources also include Rett syndromelildhood
disintegrative disorder, which share several sigrith autism but may
have unrelated causes; other sources differenta® from ASD, but
group all of the above conditions into the pervasievelopmental
disorders. Autism, Asperger syndrome, and PDD-N@sS sometimes
called the autistic disorders instead of ASD, whsrautism itself is often
called autistic disorder, childhood autism, or mifle autism (Freitag,
2007).

Although the older term pervasive developmentabdier and the
newer term autism spectrum disorder largely or relyti overlap the
former was intended to describe a specific set iafjribstic labels,

whereas the latter refers to a postulated speatiisarder linking various
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conditions ASD is a subset of the broader autisemptype (BAP),
which describes individuals who may not have ASDdmhave autistic-

like traits, such as avoiding eye contact (Klin,@D0

2.5 Pathophysiology:

Autism affects the amygdala,cerebellum, and maimgroparts of
the brain.Unlike many other brain disorders, sughParkinson's, autism
does not have a clear unifying mechanism at either molecular,
cellular, or systems level; it is not known whetreartism is a few
disorders caused by mutations converging on a f@wnaon molecular
pathways, or is (like intellectual disability) ada set of disorders with
diverse mechanisms. Autism appears to result fremeldpmental factors
that affect many or all functional brain systems] @0 disturb the timing

of brain development more than the final produag&hwind, 2008).

Neuroanatomical studies and the associations weftid-gens
autism's mechanism includes alteration of brainettgpment soon after
conception . This anomaly appears to start a casoddpathological
events in the brain that are significantly influedcby environmental
factors . Just after birth, the brains of childweith autism tend to grow
faster than usual, followed by normal or relativelypwer growth in
childhood. It is not known whether early overgrowtlecurs in all
children with autism. It seems to be most promingntbrain areas
underlying the development of higher cognitive saleation.
Hypotheses for the cellular and molecular basegathological early

overgrowth include the following:

An excess of neurons that causes local overcomitgcin key brain

regions.
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Disturbed neuronal migration during early gestation

Unbalanced excitatory—inhibitory networks.

Abnormal formation of synapses and dendritic spif@sexample, by
modulation of the neurexin—neuroligin cell-adhesigystem, or by
poorly regulated synthesis of synaptic proteinssriipted synaptic
development may also contribute to epilepsy, wimay explain why

the two conditions are associated(Casanova, 2007).

The immune system is thought to play an importald in autism.
Children with autism have been found by researchtrs have
inflammation of both the peripheral and central uwma systems as
indicated by increased levels of pro-inflammatoyiokines and
significant activation of microglia. Biomarkers adbnormal immune
function have also been associated with increagepairments in
behaviors that are characteristic of the core featwf autism such as
deficits in social interactions and communicati@more, et al., 2012).

Interactions between the immune systemand theonsrv
system begin early during the embryonic stage f&, land successful
neurodevelopment depends on a balanced immunensspio is thought
that activation of a pregnant mother's immune systch as from
environmental toxicants or infection can contribtibe causing autism
through causing a disruption of brain developm@his is supported by
recent studies that have found that infection durjpregnancy is
associated with an increased risk of autism (Leal.£2014).

The relationship of neurochemicals to autism is naell
understood; several have been investigated, wihntbst evidence for
the role of serotonin and of genetic differencegsiransport. The role of

group | metabotropic glutamate receptors (MGluRhe pathogenesis
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of fragile X syndrome. Some data suggests neuramargrowth
potentially related to an increase in several gnowbrmones or to
impaired regulation of growth factor receptors. Alsome inborn errors
of metabolism are associated with autism, but gsgbaccount for less
than 5% of cases (Manzi, et al., 2008).

The mirror neuron system (MNS) theory of autism dthesizes
that distortion in the development of the MNS ifgegs with imitation
and leads to autism's core features of social Mm@t and
communication difficulties. The MNS may contribute an individual's
understanding of other people by enabling the niogelf their behavior
via embodied simulation of their actions, inteniprand emotions
(Williams, 2008) .

Study have tested this hypothesis by demonstrasimgctural
abnormalities in MNS regions of individuals with BSdelay in the
activation in the core circuit for imitation in iniduals with Asperger
syndrome, and a correlation between reduced MN8itgcand severity
of the syndrome in children with ASD. (Hamilton,a8).

From studies based on event-related potentialssiat changes to
the brain's electrical activity in response to silifnthere is considerable
evidence for differences in autistic individualstiwrespect to attention,
orientation to auditory and visual stimuli, novetigtection, language and
face processing, and information storage sevetdliet have found a
preference for nonsocial stimuli e.g, magneto ehakgraphy studies
have found evidence in children with autism of gethresponses in the

brain's processing of auditory signals (Jeste agddxi, 2009).
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2.6 Clinical Feature:
Autism is a highly variable neurodevelopmental digo that first

appears during infancy or childhood, symptoms gaglibegin after the
age of six months, become established by age twree years, and tend
to continue through adulthood, although often inrenmuted form. It is
distinguished not by a single symptom, but by arattaristic triad of
symptoms impairments in social interaction; imp&nts in
communication and restricted interests and repetibehavior. Other
aspects, such as atypical eating, are also comumoar® not essential for
diagnosis. (Rapin and Tuchman,2008) .

2.6.1 Social Development:

Social deficits distinguish autism spectrum disesd&om other
developmental disorders. children with autism haweial impairments
and often lack the intuition about others that mamople take for
granted. Noted autistic Temple Grand in describedt mmability to
understand the social communication of neurotypjcalr people with
normal neural development. Unusual social developmbecomes
apparent early in childhood. Autistic infants shiess attention to social
stimuli, smile and look at others less often, aggpond less to their own
name. Autistic toddlers differ more strikingly frasocial norms e.g, they
have less eye contact and turn taking, and do ae¢ the ability to use
simple movements to express themselves, such awingpiat things.
Three- to five year old children with autism aresddikely to exhibit
social understanding, approach others spontanegostate and respond
to emotions, communicate nonverbally, and take stuwith others.
(Sigman, et al., 2004).
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Most children with autism display moderately lagschment
security than neurotypical children, although thiference disappears in
children with higher mental development or lessesevASD. Older
children and adults with ASD perform worse on tegtace and emotion
recognition although this may be partly due toadoability to define a

person's own emotions (Bird and Cook, 2013).

Children with high functioning autism suffer fromone intense
and frequent loneliness compared to non-autistiergedespite the
common belief that children with autism prefer ® done. Making and
maintaining friendships often proves to be difftdalr those with autism.
For them, the quality of friendships, not the numbgfriends, predicts
how lonely they feel. Functional friendships, swhthose resulting in
invitations to parties, may affect the quality k¢ Imore deeply. There are
many anecdotal reports, but few systematic studi€sggression and
violence in individuals with ASD. The limited datuggest that, in
children with intellectual disability, autism issaxiated with aggression,

destruction of property, and tantrums (Burgess@utstein, 2007).

2.6.2 Communication

About a third to a half of individuals with autisdo not develop
enough natural speech to meet their daily commtinitaneeds.
Differences in communication may be present fromftrst year of life,
and may include delayed onset of babbling, unugesiures, diminished
responsiveness, and vocal patterns that are nahsymzed with the
caregiver. In the second and third years, childw@gh autism have less
frequent and less diverse babbling, consonants,dsyoand word
combinations their gestures are less often intedratvith words.
(Ghaziuddin, 2005).
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Children with autism are less likely to make resjseor share
experiences, and are more likely to simply repetiters’ words
(echolalia) or reverse pronouns. Joint attenti@mseto be necessary for
functional speech, and deficits in joint attentiseem to distinguish
infants with ASD for example, they may look at anpimg hand instead
of the pointed at object, and they consistently tiipoint at objects in
order to comment on or share an experience. Childiéh autism may
have difficulty with imaginative play and with ddgping symbols into

language (Landa, 2007).

The high functioning children with autism aged B-fderformed
equally well as, and adults better than, individuahatched controls at
basic language tasks involving vocabulary and spellBoth autistic
groups performed worse than controls at compleguage tasks such as
figurative language, comprehension and inference pfople are often
sized up initially from their basic language skilteese studies suggest
that people speaking to autistic individuals are rendikely to
overestimate what their audience comprehends @iilli Goldstein and
Minshew, 2006).

2.6.3 Repetitive Behavior:

Autistic individuals display many forms of refste or restricted
behavior, which the Repetitive Behavior Scale-Red{RBSR)

categorizes as follows.

Stereotypy is repetitive movement, such as hanppiie, head
rolling, or body rocking.
Compulsive behavior is intended and appears toviotlles, such as

arranging objects in stacks or lines. e.g arrargetbys in a row
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Sameness is resistance to change; for examplstingsthat the
furniture not be moved or refusing to be interrdpte

Ritualistic behavior involves an unvarying pattefrdaily activities,
such as an unchanging menu or a dressing ritua.iJ klosely
associated with sameness and an independent vahdets suggested
combining the two factors (Johnson and Myers, 7200

Restricted behavior is limited in focus, interestactivity, such as
preoccupation with a single television program, dogame.
Self-injury includes movements that injure or cajuie the person,
such as eye-poking, skin-picking, hand-biting aaddibanging.

No single repetitive or self injurious behavior mseto be specific to
autism, but autism appears to have an elevatedrpait occurrence and
severity of these behaviors ( Bodfish, et al., 2000

2.6.4 Other Symptoms:

Autistic individuals may have symptoms that amdeipendent of
the diagnosis, but that can affect the individual tbe family. An
estimated 0.5% to 10% of individuals with ASD shomusual abilities,
ranging from splinter skills such as the memor@atof trivia to the

extraordinarily rare talents of prodigious autisavants (Treffert, 2009).

Many individuals with ASD show superior skills jrerception and
attention, relative to the general populatiddensory abnormalities are
found in over 90% of those with autism, and aresatered core features
by some, although there is no good evidence thasosg symptoms
differentiate autism from other developmental disws. Differences are
greater for under responsivity (for example, waikinto things) than for

over responsivity (for example, distress from |lowises) or for sensation
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seeking ( e.g, rhythmic movements) An estimated -680%0 of autistic
child have motor signs that include poor musclet@@@eschwind, 2009) .

Unusual eating behavior occurs in about threetgusnof children
with ASD, to the extent that it was formerly a diagtic indicator.
Selectivity is the most common problem, althougtngarituals and food
refusal also occur; this does not appear to r@suftalnutrition. Although
some children with autism also have gastrointektiyaptoms, there is a
lack of published rigorous data to support the thebat children with
autism have more or different gastrointestinal syms than
usual. studies report conflicting results, and te&tionship between
gastrointestinal problems and ASD is unclear ( Beial., 2010).

Parents of children with ASD have higher levelstoéss. Siblings
of children with ASD report greater admiration ofdaless conflict with
the affected sibling than siblings of unaffecteddrien and were similar
to siblings of children with Down syndrome in thespects of the sibling
relationship. However, they reported lower levels aboseness and
intimacy than siblings of children with Down syndre; siblings of
individuals with ASD have greater risk of negatwell-being and poorer

sibling relationships as adults (Orsmond, and 8el2007).
2.7 Diagnosis:

Some children with autism are diagnosed by the timeg are two
years of age. For others, the symptoms are nogrezed until they are
older. Autism is a medical diagnosis that requadsll examination by a
qualified physician. The medical evaluation may dmmnpleted by a
pediatrician, psychiatrist, or a team of medicawvpters. This evaluation
will determine if the child meets the medical oygsological criteria for

autism. While many physicians are hesitant to diagna child younger
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than two, there are benefits to an early diagnd$is.sooner a child starts
receiving treatment, the better his prognosis kelyi to be. A second
evaluation, given by educational personnel willedetine if the child is
eligible for services, such as early interventiervees or speech therapy.
Most states provide services to children with spleneeds from birth
through age 21(Willis, 2006).

There isno single test available to diagnose sautspectrum
disorder (ASD). Instead, diagnosis is based on huagchow a child
plays and interacts with others (current develoginemterviewing
parents, and reviewing the child’'s developmentaktdny (past
development). By using a combination of tools, pssfonals can
diagnose a child with ASD, and determine where ot gpectrum the
child falls. When diagnosing ASD, professionalseligsychiatrists and
psychologists will refer to the Diagnostic and BStatal Manual of
Mental Disorders (DSM-5). This tool breaks down thgns and
symptoms of ASD into categories. It also states heamy of these must
be present in each category to confirm a diagnoSi&SD in children
(Appendix E )( Barton, et al., 2013).

2.7. 1 Current Diagnostic Criteria for ASD and Man
Changes Between DSM-IV-TR and DSM-5 :

Some limitations of the DSM-IV-TR included the kaaf reliability
and robustness of the autism subtypes. One of tst notable concerns
was the validity of the PDD subcategories; sepatatgnoses (e.g., high
functioning autistic disorder vs. Asperger’s dismdwere inconsistently
applied across different clinics and centers Tladidity of some
diagnoses, such as (Childhood Disintegrative Deor@DD), was
another weakness of the DSM-IV-TR whether CDD stidnd considered
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a distinct category had been debated. Vague eitanuld lead to a high
false positive rate and decrease specificity of dheria ( Worley and
Matson, 2012).

In response to such criticism, the fifth editidrttoe DSM (DSM-5)
published in May 2013 included significant modificas to the
diagnostic criteria for ASD with the hope of makitigg autism diagnosis
more specific, reliable, and valid. One major cleengs the merging of a
set of PDD (e.g., autistic disorder, Asperger'sodier, and PDD-NOS)
into one umbrella term, “Autism Spectrum DisordeiThe DSM-5
committee reasoned that this change would helpic@dims be more
precise in their diagnoses and prevent differemtiatans from giving
different diagnoses to the same person . Theyralasoned that autism
should have a single name since it is charactefied common set of
behaviors .Rett syndrome was removed as a sepdisataler with the
reasoning that ASD is defined by a set of behayioct by etiology
(Barton, et al., 2013).

Moreover, CDD was subsumed under a broader AS&yoay.
Another critical change was that the new criterirevdivided into two
domains, social communication/interaction and r&stl and repetitive
behaviors, instead of three domains in the DSM-R/-To diagnose an
individual with ASD, all of the following symptomsust be present in
the social communication/interaction domain:(1) fidifities in
reciprocating social or emotional interaction (e.gmaintaining
conversations and interaction; initiating an intéian; sharing attention,
emotions, or interests with others); (2) problemsaintaining
relationships(e.g., pretend play); and (3) nonverbal communication
problems (e.g., eye contact, abnormal posturealfasipressions, tone of
voice, and gestures ( Worley and Matson, 2012).
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Two of the four symptoms in the restricted angketéive behavior
domain must be present. (1) stereotyped or repetgpeech or motor
movements; (2) excessive adherence to routines, ritualized behavior, or
resistance to change; (3) abnormal restricted interest; and (4) abnormal
reactivity to sensory input or atypical sensoryerast (a new diagnostic
symptom). In addition, the new criteria do not sfyethe age of onset in
ASD that qualify for a diagnosis other than to estdiearly in
developmental period (McPartland, et al., 2012).

The DSM-5 specifies the severity levels within 8D based on
the individual’'s perceived need for support: lete{requiring support),
level 2 (requiring substantial support), and leel(requiring very
substantial support). In addition specifiers, swash with or without
intellectual impairments with or without languagepairments associated
with a known medical or genetic condition or enwmgental factor
associated with another neurodevelopmental, mental behavioral
disorder and with catatonia were included in theVEs Although the
DSM-5 may result in increased specificity, evenobefthe changes were
finalized, researchers were concerned about itsicestl sensitivity.
Researchers reported that 30- 47% of individuagnbsed based on the
DSM-IV-TR criteria would lose their ASD diagnosisitiv the DSM-5
changes ( Barton, et al., 2013).
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DSM-1V (1994 to 2013) DSM-5 (May 2013)
~PDD-NOS

Social Delays
—Asperger’s <O Autism Spectrum Disorder (ASD)
bsessive/repetitive wr . s < =
behaviors A. Social interaction and social communication

1. Social Reciprocity

2. Nonverbal communication

ocial Delays . ] )
3. Social Reciprocity
—Autism Language
bsessive/repetitive B. Restricted, repetitive patterns of behavior,

behaviors interests, or activities

1. Repetitive behaviors/language

Pervasive Developmental Disorder (PDD)
A

Childhood 2. Routines
—Disintegrative 3. Fixated Interests
Disorder ) 4. Sensory Issues
—
~Rett’s

Figure (2.1 ) The Maim Changes Between DSM-IV-TR and DSM-5
(Great Plains Skepti2016) .

2.8 Treatment:

There is no cure for ASD until know, howeveratraent of ASD
Is indicative and multimodal. At present there acetreatments for the
core symptoms of ASD. Antipsychotics are used gmgrassion, agitation,
irritability, hyperactivity, and self-injurious bakior, Anticonvulsants

and lithium can be used for aggression (Marcdamtekdiegman, 2014).

Management training for parents is useful in tesgiprotocols to
help their child learn appropriate behavior. Speetucational services
should be individualized for the child. Occupatibrspeech, and physical
therapy are often required (Ghaziuddin, 2005).
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2.8.1 Types of Treatments:

There are many different types of treatments al&l They are

categorized as follows :

2.8.1.A Educational Interventions:

2.8.1.A.1 Applied Behavior Analysis (ABA)

According to reports by the American Academy ofliBgics and
the National Research Council, behavior and comeoatioin approaches
that help children with ASD are those that prowstieicture direction and
organization for the child in addition to family noaipation
(Dillenburger, Keenan, 2009).

A notable treatment approach for child with an A&Dcalled
applied behavior analysis (ABA). ABA has become elydaccepted
among health care professionals and used in mdmgolcand treatment
clinics. ABA encourages positive behaviors and alisages negative
behaviors in order to improve a variety of skillie child’s progress is
tracked and measured. There are different typeABA. as shown in
Table(2.1):-
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Table (2.1) Different Types of ABA. Following aseme examples.

N Type of ABA

Explains

1- Discrete Trial Training
(DTT)

DTT is a style of teaching that uses a series
trials to teach each step of a desired behavi
or response. Lessons are broken down into
their simplest parts and positive reinforceme
is used to reward correct answers and

behaviors. Incorrect answers are ignored.

of

nt

2- Early Intensive Behavioral
Intervention (EIBI)

This is a type of ABA for very young childrer
with an ASD, usually younger than five and

often younger than three.

3- Pivotal Response Training PRT aims to increase a child’s motivation to
(PRT) learn, monitor his own behavior, and initiate
communication with others. Positive change
in these behaviors should have widespread
effects on other behaviors.
4- Verbal Behavior InterventionVBI is a type of ABA that focuses on teaching

(VBI)

verbal skills

(Eikeseth, 2009)

2.8.1.A.2 Communication Interventions:

The inability to communicate, verbally or non-vaif, is a core

deficit in Autism. Children with Autism are oftem@aged in repetitive

activity or other behaviors because they cannoweprheir intent any

other way. They do not know how to communicate rthdeas to

caregivers or others. Helping a child with Autisearn to communicate

their needs and ideas is absolutely core to amyvantion. Children with

Autism require intensive intervention to learn htmwcommunicate their

intent. Communication interventions fall into twoajor categories.
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Social skills have been shown to be effective gating children with
autism. Interventions that attempt to improve comication are
commonly conducted by speech and language thesgp&thlosser and
Wendt, 2008).

2.8.1.B Environmental Enrichment:
Environmental enrichmentis concerned with how htan is

affected by the stimulation of its information pessing provided by its
surroundings including the opportunity to interacicially. Brains in
richer more-stimulating environments, have incrdas@aumbers
of synapses and the dendrite arbors upon which theye are more
complex. This effect happens particularly duringneglevelopment, but
also to a lesser degree in adulthood. With extraagsyes there is also
increased synapse activity and so increased sizé aonmber
of glial energy-support cells. Capillary vasculaticalso is greater to
provide the neurons and glial cells with extra gge(Chisholm, et al.,
2015).

2.8.1.B.1 Massage Therapy

A review of massage therapy as a symptomaticneatt of autism
found limited evidence of benefit. Few high qualgtudies, concluded

that their is no efficacy of massage of therapge( et al., 2013).

2.8.1.B.2 Music:

Music therapy uses the elements of music to lepleeexpress
their feelings and communicate. A study review fibtimat music therapy

may help in social interactions and communicafi®@old, et al., 2006).
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2.8.1.C Parent Mediated Interventions:
Parent mediated interventions offer support aratpral advice to

parents of autistic children. Parent training ca&dl to reduced maternal
depression, improved maternal knowledge of autisth@mmunication
style, and improved child communicative behavioarl{e detection of
ASD in children can often occur before a child reecthe age of three
years old. Methods that target early behavior clnence the quality of
life for a child with ASD. Parents can play impattarole for this
detection by learn methods of interaction and bemawanagement to
assist their child's development (McConachie argh[@, 2007).

2.8.1.D Medical Management:

Drugs supplements or diets are often used to jgtgsiology in an
attempt to relieve common autistic symptoms suchsa@gures sleep
disturbances irritability and hyperactivity that ncainterfere with
education or social adaptation. There is plentyamécdotal evidence to
support medical treatment many parents who try anmore therapies
report some progress, and ability to return tonstaeam education after
treatment, with dramatic improvements in health arelbeing. (Levy
and Hyman, 2005).

2.8.1.D. 1 Prescription Medication:

Many medications are used to treat problems astsakiwith
ASD. More than half of U.S. children diagnosed wi&kSD are
prescribed psychoactive drugs or anticonvulsanits, the most common
drug classes being antidepressants stimulants rdipgychotics. Only
the antipsychotics have clearly demonstrated efficcResearch has
focused on atypical antipsychotics especially rmisjome, which has the

largest amount of evidence that consistently shawsrovements in
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irritability self injury aggression and tantrumssasiated with ASD.
Risperidone is approved by the Food and Drug Adstriaiion (FDA) for
treating symptomatic irritability in autistic chieh and adolescents. In
short term trials up to six months most adversenesvevere mild to
moderate with weight gain drowsiness and high dlsagar requiring
monitoring long term efficacy and safety have nogero fully
determined.It is unclear whether risperidone impeowautism's core
social and communication deficits. The FDA's derisiwas not
recommended for autistic children with mild aggmssand explosive
behavior (Posey, et al., 2008).

2.8.1.D. 2 Dietary Supplements:

Many parents give their children dietary suppleta@m an attempt
to treat autism or to alleviate its symptoms. .ofne studies support the
use of vitamin B6 in combination with magnesiunhagh doses but the
evidence was equivocal and there view noted thesilplesdanger of

fatal hypermagnesemia (Rossignol, 2009).

Dimethylglycine (DMG) is hypothesized to improvpegsch and
reduce autistic behaviors, and is a commonly usgzplement. Two
double blind placebo controlled studies found ragigtically significant
effect on autistic behaviors, and reported few sifiects. No peer
reviewed studies have addressed treatment with thkéated
compound trimethylglycine. Vitamin C decreased esteyped behavior.
(Levy and Hyman, 2005).

Melatonin is sometimes used to manage sleep prsblen
developmental disorders. Adverse effects are géyemeported to be
mild including drowsiness, headache, dizzinessremtea. however an

increase in seizure frequency is reported amongeptible children.
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Several small randomized controlled trials (RCTayéh indicated that
melatonin is effective in treating insomnia in atiag children ( Malow, et
al., 2012).

Although omega-3 fatty acids, which are polyunssted fatty
acids (PUFA) are a popular treatment for childréth \&SD there is very
little high quality scientific evidence supportitigeir effectiveness (Bent,
et al., 2009).

2.8.1.D. 3 Diets:

Atypical eating behavior occurs in about threertpra of children
with ASD to the extent that it was formerly a diaghc indicator.
Selectivity is the most common problem, althougtnegarituals and food
refusal also occur this does not appear to resutialnutrition.(Erickson,
et al., 2005).

In the 1990s it was hypothesized that autism cancd&used or
aggravated by opioid peptides like casomorphine thee metabolic
products of gluten and casein. Based on this hygsmth diets that
eliminate foods containing either gluten or caseinboth are widely
promoted, and many testimonials can be found dmagribenefits in
autism related symptoms notably social engagemedtvarbal skills.
(Millward,et al., 2008).

However the Other elimination of diets have dsen proposed

targeting salicylates ,food dyes ,yeast ,and simspigars. No scientific
evidence has established the efficacy of such dnetseating autism in
children. An elimination diet may create nutritibdaficiencies that harm
overall health unless care is taken to assure progeation (Angle, et al.,
2007).
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2.8.1.D.4 Electroconvulsive Therapy:

Studies indicate that 12—17% of adolescents andy@dults with
autism satisfy diagnostic criteria for catatonia ickhis loss of or
hyperactive motor activity. Electroconvulsive theydECT) has been
used to treat cases of catatonia and related comsliin people with
autism. However no controlled trials have been geréd of ECT iIn
autism, and there are serious ethical and legatacles to its use
(Dhossche, et al., 2009).

2.8.1.D.5 Hyperbaric Oxygen Therapy:

One small 2009 study of autistic children founattdO hourly
treatments of 24% oxygen at 1.3 atmospheres prdvisignificant
improvement in the children's behavior immediatelfger treatment
sessions but this study has not been independemnifrmed (Rossignol,
et al., 2009).

More recent, relatively large-scale controlleddsts have also
investigated HBOT using treatments of 24% oxyget.atatmospheres
and have found less promising results. in 2010 @ostudy compared
HBOT to a placebo treatment in children with autistisorder. Both
direct observational measures of behavioral symgtand standardized
psychological assessments were used to evaluatetréhément. No
differences were found between the HBOT group &edplacebo group

on any of the outcome measures (Granpeesheh, 2040).

A second 2011 single-subject design study alsesigated the
effects of 40 HBOT treatments of 24% oxygen at dt®ospheres on
directly observed behaviors using multiple basslinacross 16

participants. Again no consistent outcomes wereemvesl across any
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group and further no significant improvements wasserved within any
individual participant. Together these studies sstjghat HBOT at 24%
oxygen at 1.3 atmospheric pressure does not resul clinically

significant improvement of the behavioral symptashsutistic disorder.
Nonetheless, news reports and related blogs iredibat HBOT is used
for many cases of children with autism. HBOT castagp to $150 per
hour with individuals using anywhere from 40 to 1I2furs as a part of

their integrated treatment programs (Jepson, ,e2@L1).

2.9 Prevalence

Most reviews tend to estimate a of 1-2 per 1fob@utism and
close to 6 per 1,000 for ASD ( Newschaffer, etz007).

The 11 per 1,000 children in the United StatesA8D as of 2008.
because of inadequate data, these numbers mayestideite ASD's true
rate. (Caronna, et al., 2008).

The Centers for Disease Control and PreventionGQYai@cognizes
that ASD is an urgent public health concern, agprevalence rate has
dramatically increased in the last several decddhes prevalence study
reported that autism now affects approximately B6&children in the
United States The ASD is almost five times mormigmn among boys
than girls: 1 in 42 boys versus 1 in 189 girls. Whehildren are more
likely to be identified as having ASD than are Blac Hispanic children.
(CDC, 2014).

In Baghdad the prevalence rate of Autism amongchilldhood
psychiatric disorders has reached 15.8% (AL- Shyredral., 2011).
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2.10 Co-morbidity:

Autism spectrum disorders tend to be highly cobrmbmwith other
disorders. Co-morbidity may be increase with age aray worsen the
course of youth with ASD and make intervention mgatment more
difficult. Distinguishing between ASD and other gimses can be
challenging because the traits of ASDs often opewdh symptoms of
other disorders, and the characteristics of ASD emdkaditional
diagnostic procedures difficult .The most commondic@ condition
occurring in individuals with autism spectrum dders is seizure
disorder or epilepsy, which occurs in 11-39% ofividuals with ASD.
Tuberous sclerosis, a medical condition in whichn-n@alignant tumors
grow in the brain and on other vital organs, ocauirs-4% of individuals
with ASD (Underwood, et al., 2010).

Intellectual disabilities are some of the most own co-morbid
disorders with ASD. Recent estimates suggest 996 of individuals
with ASD have some degree of an intellectual diggbiwith females
more likely to be in the severe range of an intdllal disability. A
number of genetic syndromes causing intellectusdality may also be
co-morbid with ASD including Fragile X syndrome, ®o syndrome
, Prader - Willi and Angelman syndromes and lidfiis syndrome
(Zafeiriou, et al., 2007).

Anxiety disorders tend to occur with autism spatt disorders,
with overall comorbidity rates of 7-84%. Rates ofrorbid depression in
individuals with an ASD range from 4-58%. The nelaship between
ASD and schizophrenia remains a controversial stihjader continued
investigation. Genetic, environmental, infectiousnd immune risk

factors that may be shared between the two conditiDeficits in ASD
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are often linked to behavior problems, such asiadities following
directions, being cooperative. Symptoms similarthose of Attention
Deficit Hyperactivity Disorder (ADHD) can be part an ASD diagnosis
(Chisholm, et al., 2015).

2.11 Nursing Roles :

More children with this ASD are requiring hospitaliion and have
an extended length of stay once hospitalized. Hukagric nurse is often
unaware of or unprepared to offer the care tha $piecial population
requires. Sharing information obtained through a¢pe encounters with
this population may lead to a less stressful amer $espital stay for the
child with autism, the family, and the pediatricrs®l Items about which
the nurse should be aware when caring for a chitldl autism include the
symptoms of autism spectrum disorder, the impodamnd family
involvement, identifying the best way to communecatith the child,
minimizing change, incorporating the child's horoatine into the stay,
creating a safe environment, identifying emotiondisturbances,
involving a multi disciplinary team of experts odnaission, listening to
the family, and creating a record of this inforroatto be shared among

staff members.

2.11.A Assessment

The assessment of children with a developmensarder should
follow the mental health assessment. Biologic assest should include
a review of physical health and neurologic stagiging particular The
nurse should assess sleep, appetite and actitigrips because they may
be disturbed in these children. Lack of adequaéepsican increase
irritability. Co-morbid seizure disorders are commn those with autism

and depression, the nurse should consider thesditioms in the
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assessment. The child's behavior, need for stestd& communication
style can effect family functioning. Having a childith an autism
spectrum disorder is bound to influence family rattion, and
responding to the child's needs may adversely taféeunily functioning.
For example, sleep disruption in family members vdaoe for these
children may increase family stress (Boyd, 2012).

Communication, behaviors, and flexibility are ical assessment
areas. Direct behavioral observation is importanevtaluate the child's
ability to relate to others, to verify the seleatiof age appropriate

activities, & to watch for stereotypic behaviorgé®inato et al., 2010).

2.11.B Nursing Diagnoses

Assessment data generate a variety of potentigingudiagnosis,
including Anxiety and Disturbed Thought Process.c&mse of the
longterm nature of these disorders, outcomes mangd with time
(Scarpinato et al, 2010).

Assessment data generate a variety of potentraingudiagnoses,
including self care deficits, delayed growth angedlepment, & disturbed
sleep pattern. Treatment outcomes need to be thdilized to the child,

family and social environment (Boyd, 2012).

2.11.C Planning and Outcome:

After determining nursing diagnosis, identify ocattes that are
important for the child and/or family to achieveesflic to each
diagnosis. These outcomes are behaviors or skils dre necessary to
bring about positive mental health changes. Faamt®, the nurse may
have identified a diagnosis of disturbed sensomgcgeion in a young

child with autism who is highly sensitive to beitguched. The nurse
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could then work with child parents to identify sfiecoutcomes they
would like to achieve, such as the child being atdereceive an
affectionate stroke from the parent or have hair with becoming
agitated and emotionally distressed (Kneisl andadboff, 2009)

2.11D Implementation (Interventions):

Implementation of nursing care depends on thsimgrdiagnosis
for the child and the familyChildren with autism spectrum disorders
often need specific behavioral interventions toucedthe frequency of
inappropriate or aggressive behavior. For examplehild may exhibit
angry outbursts in response routine transitiorthdf tantrum is dramatic,
the consequence may be that the transition doestaket place. By
structuring the environment and using visual coesignal the end of one
activity & the start of another, it may be possibdereduce the number
and intensity of response to transitions. Safetgligays a concern and
children may need to protect from hurting themsehend others
(Scarpinato et al, 2010)

In teaching self-care skills, the nurse needotwsicler the child's
current adaptive skills and Language LimitationgvE&opment a list of
activities for the child to post in his or her bedim may be effective for
some children. Drawings or symbols may be useful rionverbal
children. Physical safety is an important conceyn dhildren who are
cognitively delayed and may have impaired Judgr(@oyd, 2012).

Part Two:-
2.12 Previous Studies:

Many studies discussed the issues of ASD all thesworld, only

few studies were available and mentioned the Avwesgf Nurses
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, below are some of the studies that are relatedaay or another.
(Surmen, et al, 2015): (exploring knowledge, tadies

andbehaviours towards autism among adults agplgrFamily Health

Center in Istanbul) to assess knowledge, awasenashavior and

attitudes towards autism among applicants to a lyakRealth Center.
The result shows that 38.8% of the sample had hiserdvord autism.
They suggested that increase awareness, and krgemiedards autism .

(Ullah, et al., 2015) : (Awareness Regarding Auti; Schools’

Teachers at District Lower Dir, Khyber PakhtunkhWwakistan) to assess

the knowledge and perceptions of schools teaclyardeng autistics, in
public and private schools. the result shows toaly 47.5% teachers
know about autism. so that there is a lack of amese regarding autism
among teachers from both the sectors,. They recomete School
implemented proper training, workshops and semimaes suggest to
train teachers for autism diagnosis and teaching .

(Shaukat, et al., 2014): ( Assessment of knowledit childhood
autism among medical students from private andipulbiversities in
Karachi) The aim of this study is to assess thewkadge about

childhood autism among fourth year medical studentgublic and

private medical universities of a metropolitan citye result shows that
(53.5%) students had knowledge above the mean soar€46.6%) had
lower scores. They recommended that knowledge attolgthood autism
among the study population in order to bridge kmalgke deficit, and

provide education programs.

(Arif, et al., 2013): _(Awareness of Autism in PringaSchool

Teachers) were assessed the knowledge and perceptiwimary school

teachers regarding autism in private and publioslshin their study The
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result shows that 55% of the teachers knew abouis#uthrough the
media and only 9% had formal training through vetwdps on Autism.
They recommended to give formal training to teashesgarding the
differentiating features of Autism, which in turnilwaid in early
diagnosis of the disease.

(Luleci, et al., 2012):_(Autism awareness of fgsade nursing and

medical students in Istanbul, Turkey) .The aimlo$ tstudy is to assess

the level of awareness about childhood autism anfiosiggrade nursing
and medical students. The result shows (78.9%gawniple were aware of
autism, (8%) of them being highly aware and (70.9863erately aware,
whereas (21.1%) were not aware. They recommended-itst-grade
medical and nursing students could be considetatively well aware of
autism as their awareness level was in betweeroftthie general public
and healthcare professionals.

(Igwe, et al., 2011). (Assessment of knowledgeualmhildhood

autism amonq paediatric and psychiatric nursesbinki state, Nigeria

The aim of this study is to assess knowledge abbidhood autism
among paediatric and psychiatric nurses in Ebotaies Nigeria and
determine the factors that could influence sucbvwledge. The result
shows that (22.5%) paediatric nurses had previog®rence nursing
children with childhood autism while (77.5%), haok feen involved in
managing children with autism psychiatric nurs&%4 have participated
in managing children with childhood autism whilg5%) had previously
not been involved. They suggested that Educatiochddhood autism is
needed and can be provided through continuing rae@iducation and
emphasizing childhood autism in their training @uium. This will

enhance early identification and diagnosis of ¢iolnd autism .
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Chapter three

M ethodology
This chapter described methods and the conseqpeocedures

that are used and followed for implementing thislg.
3.1 Design of the Study:

Quantitative design, descriptive study have beamiexl out in
Kirkuk Public Hospitals from period of 20/Aprib t15/ December 2016.
To find out level of nurses Awareness who are wagkn pediatric ward

about Autism Spectrum Disorder.
3.2 Administrative Arrangements:

After getting the approval of the Nursing Colleg€ouncil
University of Sulaimani upon the study (AppendixlD .

The researcher has submitted a detailed descriptiduding the
objective and methods of the study to Kirkuk He&lrectorate in order
to obtain an official permission to carry out thedy (Appendix D-2).

Later the permission was present to Pediatric Hasp Azadi
Teaching Hospital and Kirkuk General Hospital inkgik to ensure their
agreement and cooperation for collected data (AppeD-3,D-4,D-5).

Ethical approval : ethical committee permission $¢hool of
Nursing/Faculty of Medicine Sciences/University oSulaimani
(Appendix B).

3.3 Setting of Study:

The study was carried out in pediatric ward of ¢hngublic
hospitals in Kirkuk city (Pediatric Hospital ,Azatleaching Hospital and
Kirkuk General Hospital ) .
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1) Azadi Teaching Hospital
Azadi Teaching Hospitak considered as one
of the major hospital which is established in 19&3d
located to the north of the city, The building lebspital
consists of (6) floors with (400 ) beds, pediatsards
consist of (64) beds.
2) Kirkuk General Hospital
Kirkuk General Hospital is one of the oldest and
major hospital in Kirkuk city, the building is
constructed in 1945 , located in the center ofcihg it
Is consists of many departments and have (350), beds
pediatric department is one of them which inclu(®y
beds.
3) Pediatric Hospital
Pediatric Hospital also consider as one the old
and major hospital in Kirkuk city, That is estabksl in
1972, It is a special hospital for pediatric thatludes
120 beds , which offers to services exclusively to

children.

3.4 Sample of the Study:

A non —probability / Convenience sampling techniguas applied
in the present study. All nurses who work in padiavards in Public
hospitals of Kirkuk city were involved. Two hundreturses were
constituted the study sample that they were resuirom (Azadi
Teaching Hospital 47 nurses , Kirkuk General H@dpB3 nurses,
Pediatric Hospital 120 nurses )
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According to the last statistics done in (2016) Kigkuk Health
Directorate/ Nurse Department, the number of nuisethree public
hospital mentioned above in Kirkuk city is (179@)oportion of male and
female (54%) and (46%) respectively.

The target population in Pediatric Hospital wasnpdased form
nurses who work in pediatric ward are 12xtually 120 nurses have
been selected randomly out of 175 nurses and #psesent (68.5%)
.while in Azadi Teaching Hospital 65 nurses work padiatric ward
actually 47 nurses have been selected randomlgfcaf nurses and this
represents (72.3). Finally the target population Kitrkuk General
Hospital also comprised form nurses who work idigkic ward that are
45; Actually 33 nurses have been selected randomly out of 45 nurses and

this represents (73.3%) .
Inclusion Criteria

- Nurses who have interest and agree to be involvéae study .
- Nurses who work in pediatric ward .
- Both genders (male and female).

Exclusion Criteria

- Less than one years experience

- Nurses who do not participate in thelgt
3.5 Toolsof Data Collection:

Data was collected from period of 20/ Jun to 3@ptember 2016.
In order to collect the proper information of stutlye questionnaire was
designed and constructed by the researcher to meedlse variables
underlying the present study. Which consist of tokowing parts (
Appendix C-1,C-2,C-3).
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Part One:-

The nurses socio demographic characteristicls 88 (nurses age
,gender , place of work ,educational level , mardi@atus , Years of
employment in pediatric ward). In Addition , quests such as (Do you
have a child with autism spectrum disorder, Do ijaue a close relative
with autism spectrum disorder, Do participate ity &mining course or
workshop related to (ASD) inside the country, A attended any
training course or workshop related to (ASD) owdide country ,During
your time working in pediatric ward , how manyldnen care with who
have autism spectrum disorder) .

Part Two:-

This part is considered as the vital issueshefdtudy regarding

the level of the nurses awareness toward AutisnctBpa Disorders,

which consists of (30) items and has been divaethree domains :

First Domain : Information, Concepts and Facts about Autism
Spectrum Disorderd 0) items.

Second Domain: Signs of impairment in social interaction and
communication in children with Autisd0) items.

Third Domain: Disorder in behavioral patterr{20) items.

3.6 Rating Scales and Scores:
In order to measure the previous items acclyratel statistically
, the researcher has followed scale and scoregnatipart two of the

guestionnaire as the following patterns;
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Each item has been scaled by three level of rtd@les and

scored respectively as follow:

Scales Scores
Yes 3
Don't know 2
No 1

3.7 Patter ns of M eans of Scores Calculation

3.7.1 Total Means of Scoresfor each Domains
The total mean scoring in each domain regardintpéofollowing
patterns:

The maximum scoring for 10 questions in each donsi30)
while minimum score is (10) .

The mean score of 10 questions if equal to (10th6) nurses
have poor Awareness

The mean score of 10 questions if equal to (174B8) nurses
have Fair Awareness.

The mean score of 10 questions if equal to (24H#3®nurses have
good Awareness.

3.7.2 Total Means of Scores of all Three Domains .

The overall mean scoring for 30 questions the marammean
score is (90) while minimum score is (30).

The mean score of 30 questions if equal to (30th8) nurses
have poor Awareness

The mean score of 30 questions if equal to (50H&®Nnurses have
Fair Awareness.
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The mean score of 30 questions if equal to (70H®nurses have
good Awareness
3.8 Validity:

Once the questionnaire for the study is prepatednust be
validated. This validation aims at assessing qomestire according
comprehension, relevance to their intended topeféectiveness in
providing useful information and the degree to whibe questions are
interpreted and understood by different individuals

Content validity of the instrument was determiiecbugh the use
of panels (15) experts (Appendix A) to investigéte clarity of the
guestionnaire.
relevancy and adequacy of the questionnaire areireghin order to
achieve the present study objectives . Their resgomdicated that all of
them had agreed upon the questionnaire contentycleglevancy, and
adequacy. Then the questionnaire was consideredl afér taking into
consideration their suggestions and recommendationsnodification
(Appendix C-1).

3.9 Pilot Study:

A pilot study was conducted on (20) nurses in d\ZBeaching
Hospital ,Kirkuk General Hospital and Pediatric Sgwal / pediatric
ward . It was carried out between 25 May 2016tést and 10 June
2016 for retest. The selected nurses for pilatystuere excluded from
the study sample. Objectives of the pilot studyude the following:

1- To identify the barriers that may face the aesker during data
collection .

2- To examine the cooperation of study sample

3- To estimate the time required for each nursa\mew

4- To determine the stability and clarity of queshaire or study tool
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Before data collection began, pilot test was coted to assess the
general of administering the instrument, and camass of the questions.
3.10 Rédiability:

To test the questioner reliability internal catsncy was
measured using Cronbach’s alpha formula on tweniyses who is
excluded from the original study sample . The restilpilot study was
(0.821), that indicate reliable of the questionmaiand it is acceptable
and adequately to measure and assessment of thesagnawareness
level . The following formula was used for reliatylestimate of stability
of a measure (polite and hungler, 1999).

nyxy-x)Cy)

VI(nEX" (20" ] [Ny -(2y)"]

r = the correlation coefficient for variableard y
n = number of sample

x = an individual score for variable x

Y = an individual score for variable y

> =the summation of.

3.11 Method of Data Collection:

Researcher made interviews with mangers of eaphblic
hospital to get his cooperation and facilitate the process of data
collection, The interviewing was done by the reskar with each
selected nurse who work at pediatric ward in ate¢hpublic hospital
mentioned above to get his /her response and tofycldhe items

mentioned in the questionnaire form of the studiach interview took
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approximately (20-30) minutes with each nurse. gdirticipants were
informed that the information will be kept confid&l and used just for
a scientific purpose. Data was collected betweerdtte /2016 to 10
September of 2016.

3.12 Statistical Analysis:

All the data were coded and entered to the companid using Spss
software version 22. In this study the data weraly@ed by using the

basic statistical methods which include:
3.12.1 Descriptive statistics:

This approach is employed through:
a- Frequency Distribution

b- Percentage

Frequencies
sample size

Percentagdbt = x100

c- Mean of Score

D Fixs
M.S= 2

ZFi

Mean of score were calculated from the ordinal datording to the
three levels scales as (3,2, and 1) the highdbkiedacore indicated the
severity of the problem .
According to level
Good level = 2.5-3
Fair level = 1.8-2.49
Poor level = 1-1.79
(polite and Hungler, 1999).
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d- Independent T. test.

e-Standard Deviation

SD= \/—Z (Xgﬂy)z f

3.12.2 Inferential Statistical Methods:
It was used to determine the significant differenlocetween the

level of Awareness and sociodemographic data oty

population, the most appropriate measure is:
* |ndependent T. test.
* OneWay Analysisof Variance (ANOVA).
3.13 limitation of the Study:

1- Time was critical for the researcher.

2- Shortage of the research studies on this topic.
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Chapter Four

Results and Discussion

This chapter discusses and interprets the resiulke study
and compare it logically with international studlydings if present .

Part One :- Socio Demographic Characteristics othe Study Sample

Table (1) Distribution of the Sample According taSocic

Demographic Characteristics

Socio- Demographics Frequency Percentages
Characteristics
Gender
Male 85 42.5 %
Female 115 57.5%
Total 200 100 %
Age groups
20-29 Years 75 37.5%
30-39 Years 77 38.5 %
40-49 Years 39 195%
50 and above 9 4.5 %
Mean = 33.28 SD =+1.71
Marital status
Single 59 29.5 %
Married 132 66%
Divorce 6 3%
Widow 3 1.5%
Total 200 100 %
Place of working
Azadi Teaching Hospital 47 235 %
Kirkuk General Hospital 33 16.5 %
Pediatric Hospital 120 60 %
Total 200 100 %

Continue Table (1)
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21 10.5%
94 47 %
85 42.5%
200 100%
41 20%
75 37%
39 19%
23 11%
22 11%
200 100%
Mean = 8.6 SD £1.24
200 100 %
200 100 %
24 12 %
176 88 %
200 100%
174 87 %
23 11.5%
3 15%
200 100 %
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Table (1) demonstrates that majority of the sangke females
(57.5 %).while the rest were male and represeht4).

According to age groups, the greatest percestad the sample
present among (30-39),(20-29) years old which atiso{88.5%),(37.5%)
respectively, with Mean and SD (33.2,+1.71), Thalssst proportions of
the sample (4.5%) their age ranged between (5G#&)s old, and most
of them (66%) were married. In the same table theirfg reveals that
the study sample of nurses who work in pediatricdsan Kirkuk city,
more than half of the sample (60%) were from peididtospital, While
(23.5% ) of the sample were from Azadi Teachingpial, and the rest
which account (16.5%) were from Kirkuk General htap

About (10.5%) of our sample has higher degreea¢hBlor in
Nursing ,while majority of sample (47%) were grathd from Technical
institutes / Diploma in Nursing, followed by (42.%%f the sample
finished Secondary School of Nursing .Relative the years of
employments highest percentage of sample repré3@m) have (1-
5)years of employments, followed by (20%) of shkempave less than
one year of employments. Only 11% of sample heitteer (11-14) the
lower percentage of sample (11%) in the (11-1éaryof employments

or 14 and more years of employments .

The same table represents that all of the sardpés not enroll or
participate in any nursing training courses or v8adps which related to
ASD, vast majority of sample (88%) have no clodative child with
ASD, only (12%) of sample have close relative chidth ASD.
Regarding caring for child with autism, the highasiportions of sample
(87%) does not provide nursing care to any chikth WSD during their
services in hospital , only (11.5%) of samplemafor (1-4) patient with
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ASD ,and (1.5%) of sample caring and for (5-9) ¢hilave Autism
Spectrum Disorders.

Part Two:- Distribution of the Sample Regardinglevel of
Awareness.

Table (2) Distribution of the Sample according tdevel
of Awareness in terms ( Information, Concepts and &cts
about Autism Spectrum Disorders)/Domain One

Yes Don’t Know No
N Iltems Mean Level
F % F % F %
Autism is a neurodevelopmental disorders
characterized by impaired socialinteraction, verba
1- o ) 14 7 120 60 66 33 1.74 P.L
and non-verbal communication, and restricted and
repetitive behavior
2- Autism spectrum disorders is unknown causes 15 7.5 105 53.5 80 40 1.69 P.L
Four to five times more common in males than
3- 12 6 119 59.5 69 345 1.72 P.L
females
4- Teaches autistic child in special education classes| 13 6.5 115 57.5 72 36 1.71 P.L
5- Autism is not treatable using medication alone 14 7 88 44 98 49 1.58 P.L
6- Signs of Autism show between 1- 3 years 11 55 89 44.5 100 50 1.56 P.L
7- Autism is defined as a Childhood Schizophrenia 15 7.5 86 43 99 49.5 1.58 P.L
Autism could be associated with Attention Deficit
8- L 14 7 87 43.5 99 49.5 1.58 P.L
Hyperactivity Disorder(ADHD)
9- Autism is hereditary causes 12 6 99 49.5 89 44.5 1.62 P.L
Autism could be associated with Mental Retardatign
10- . 12 6 125 62.5 63 315 1.75 P.L
or Epilepsy
Total Mean & S.D 16.5+3.6

F = Frequency, % =Percentages , P.L=Poor level,lE=Fair level, G.L = Good level

Table (2) reveals level of awareness of nurses wiook at
pediatric wards regarding Information, Concepts Bacts about Autism

Spectrum Disorders. It shows that the mean ofescaras poor level in
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all items related to domain one which includes t#ins that ranged
between (1.56-1.75) M.S with total M.S (16.5 +)3.@his indicated that
nurses awareness regarding Information, Concepfsutism Spectrum

Disorders were insufficient and poor .

Item number (10) which states Autism could be essed with
Mental Retardation or Epilepsy, has got the highmean of scores
(1.75) and it was in the first order of the rarfkllowed by item number
(1) the second order of the rank which has gotikan of scores (1.74)
Item number (3 and 4) becomes third and fortteoad the rank which
got (1.72) and (1.71) mean of scores respectiwsyile item number
(2) come in the fifth order of the rank and it ¢foe# mean of scores (1.69)
which states that Autism spectrum disorders is omkn causes. It is
worth to mention that item number (6) recordeel tlowest mean of
scores (1.56), which states signs of Autism shotwéen 1- 3, years
followed by items number (5,7,8) which account®8) means of scores

for each one of them .

In addition, to item number (10) has got highpstcentage of
respondents (62.5%) they do not know the (co-nadsbiof Autism
could be associated with Mental Retardation oilepgy), followed by
item number (1) they do not know the meaning ofigxa it is a neuro-
developmental disorders characterized by impas@cial interaction,
verbal and non-verbal communication, and restliceend repetitive
behavior (60%) of respondent, itis worth to tr@nthat unfortunately
very few percentages of sample were aware oe hawowledge about
all items that include domain one in general hwihnged between
(5.5%-75%).

Results of our present study disagree with testuldy done by

(Eseigbe, et al., 2015) " Knowledge of childhoodisam and challenges
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of management among medical doctors in Nigeria"o widicate that
only (31.1%) of respondent do not know the (co-rmaityp of Autism
could be associated with Mental Retardation or dfgy), while in our
finding (62.5%) of respondents do not know (co-nmditip of Autism
could be associated with Mental Retardation ordfsy)

A study has done by (Luleci, et al., 2012) airteedssess the level
of awareness about childhood autism among firstdegraursing and
medical student in Istanbul, Turkey, mentioned tHd0.6%) of
respondent do not know the definition of the Aoti Spectrum
Disorders is a neurodevelopmental disorders cheniaetl by impaired
social interaction, verbal and non-verbal commatmn, and restricted
and repetitive behavior , which disagrees with finding that (60%)
of our respondents were not aware about tms ite

(Muhammad et al 2013) in the study conducted a@moare
providers which is highly incompatible with the ding in the present
study that only (56.5%) of our respondents wewara that the correct
age of the appeared of autism signs and symptobetugeen 1-3 years.

The researcher found only one previous study Hgrees with the
result of present study regarding item (6) , whaakried out by (Ullah, et
al., 2015) who found that the Minority (17.2%) weaeare and have
knowledge about that Signs of Autism appear betwie 3 years.
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Figure (1)) Distribution of the Sample according to ttal
level of Awarenessn terms of Information, Concepts and
Facts about Autism Spectrum Disorders /Domain One

The figure (1) shows overall Nurses Awareness level dre#igg
Information, Concepts and Facts definitions anauati\utism Spectrum
Disorders in three level good, fair and poor . r&lthan three quarters
of sample (77.5%) had poor level of awareness @myg (7.5%) of
sample had a good awareness about total item#tiiaties domain one.
This current result tends to be nurses total |@fehwareness is poor
rather than fair or good , and can be explaineth@sieficiency of nurses
awareness and knowledge regarding Information, @uaiscand Facts

about Autism Spectrum Disorders.
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Table (3) Distribution of the Sample according to
Nurses level of Awareness in terms (Signs of Impairent in
Social Interaction and Communication in Children with
Autism) / Domain Two

Don'’t
Items Yes No.

N Know Mean | Level

Doesn't make eye contact with
1 , 16 8 | 123| 615 61| 30.p1.78| P.L
those around him

2 | Laughing in a strange way 19 | 95| 103 515 78 39 171| PL
3 | Doesn't want to be cuddling 18 9 1p2 51 80 43 69| P.L
4 | Not responding to his name 17 85 97 485 86 4366| P.L
S | Acting like a deaf or dumb 14 | 6 | 117| 585 69| 34.561.73| P.L
6 | Isolated from the others. 16 75 110 55 15 3715570 P.L
7 | Angry and unknown reasons 18| 9 | 92| 46| 90| 45 164| P.L

Child fails to develop peer
8 | relationship appropriate for 20 | 10| 71| 355 109 545156 P.L
developmental age

9 Delays in speech or in development 16 8 87| 435 97| 485160| PL
of spoken Language
Repeats the same words or
10 | phrases and does not know its 19| 95| 98| 49| 83| 41b5168| P.L
meaning
16.7 + 3.8

Total Mean & S.D

F = Frequency, % =Percent , P.L=Poor level, F.L.=Ralevel, G.L = Good level.

This table demonstrates the nurses level of awasmnegarding
impairment in social interaction and communicationchildren with
ASD.
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In general the findings show that most of thaga were in poor
level of awareness in all items related to domaumber two ,which
consists of (10) items that ranged between (1.38)1means of scores
with total M.S 16.7 + 3.8This indicates that nurses who work in pediatric
wards in all three public hospitals had a very plewel of awareness
regarding ASD in terms of (impairment in sociateraction and
communication in children with ASD). Mean of scorsnm in  number
(1) which states that autistic child does not malke contact with
those around him, recorded the highest mean eésdollowed by item
number (5) gots (1.78,1.73) mean of scores resfadyti

Items number (2,and 6) come in the third andtfoorder of the
rank and they got means of scores (1.71,1.70) c&sply, which states
that autistic child laughing in a strange way, @&uflated from the others.
In addition, item number (3) which states that @&hilith ASD does not
want to be cuddling, and items number (10) whictest that repeats the
same words or phrases and does not know its meanimg in the fifth,
and sixth order of the rank in this domain and tgey (1.69,and 1.68)
means of scores respectively, which indicated tr pevel of means of
scores and poor awareness of nurses about allktite/ledge. Items
number (4,7, and 9) come in seventh ,eighth anthnorder of the rank
and got (1.66, 1.64, and 1.60) means of scores fiember (8) which
states Child with ASD fails to develop peer relasbip appropriate for
developmental age, recorded the lowest mean oésard come last or

tenth order of the rank which got (1.56) meancoirss.

The result in the present study disagrees wite résults in the
previous study done by (Luleci, et al., 2012) aswfound that only
(13.1%) of the sample Don't know the Autism ipamment of non-

verbal behaviors such as eye contact, facial ingpyas, gestures,
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postures and body languages, While in our study506) of the sample
Don't know the Autism is impairment of non-verlb@haviors such as

eye contact, facial impressions, gestures, posamé$ody languages.

Also in the same study done by (Luleci, et @12) conducted on
first grade nursing and medical students in Istariburkey, mentioned
that (43.4%) of respondents Don't know the ASDcAitting like a deaf
or dumb. While in the present study more than béalsample (58.5%)
Don't know the ASD child Acting like a deaf or dumb

The sample of this study who work in pediatric dgain all three
public hospital have poor awareness about #mastthat mentioned in

domain number two.

Based on the findings in the study carried out (Blartley-
McAndrew, et al., 2014) who mentioned that (46%j respondents
agree or aware to ASD child that fails to devefmer relationship
appropriate for developmental age in ASD, whil¢he present study the
results in the same item recorded only (10%) whoeveavare or agree
that autistic child fails to develop peer relaship appropriate for

developmental age .

According to the researchers' point of view timdicates that
nurses who work in pediatric wards in all three lmubhospital may be
familiar with word of Autism, While they do not &w the specific
characteristics of ASD and that means nurses haehapoor level of
awareness regarding ASD in terms of (impairmensanial interaction

and communication in children with ASD) .
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Figure ( 2) )Distribution of the Sample according to total
level of Awareness in terms of (Signs of Impairmenin
Social Interaction and Communication in Children wih

Autism) /Domain Two .

Figure ( 2) represents the overall nurses awareleeel regarding
signs of impairment in social interaction and caimioation in children
with Autism. In three levels ( poor, faire , andodo), proportion of poor
level of awareness regarding items that consistagorntwo accounts
heights percentage (76.5%) as compare to other lewels of
awareness. Unfortunately, proportion of good |lefehwareness record
a very few percentage (7.5%), and the rest of saimgVe a fair level of
awareness which consist (16%). This finding canekglained as the

lack of nurses

information regarding Signs of impairment in séargeraction and

communication in children with Autism Spectrum Diders.
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Table (4) Distribution of the Sample according to
Nurses level of Awareness in terms (Disorder in Bealvioral
Patterns) / Domain three.

Don't
Yes No

Know

N ltems Mean | Level

1 Stereotypgd and repgtitive mgvgme s | 75| 124] 62 61| 305177| P.L
(Hand or finger flapping or twisting)|

2 | Eatingis very restricted 18 9 110 55 72 36 1.73| P.L
3 | likesthespin objects 13 6.5 | 104 52 83| 41b5165| P.L
4 | prefers events module 13| 6.5 | 100 50 87| 43b163| P.L

5 | Refusing to change the routine 12 6 89| 445 99| 49b5157| PL

6 have high or low sensitivity of visual, 13 | 65 03| 465 94| 47

. . S 160 P.L
auditory, tactile, or olfactory stimuli

7 | Appears aggressive behavior and 14 7 07| 488! 89| 44

e £1.63| P.L
self injury

8 | Hyperactivity and little comfort 20| 10 | 76| 38| 104 52 158| P.L

9 | Suffering from a sleep disorder 28| 14 | 74| 37 98| 49 165| P.L

10 | Does not appear a sense of pain | 27 | 13.5| 82 41 91| 45b168| P.L

Total Mean & S.D 16.4+ 4.0

F = Frequency, % =Percent , P.L=Poor level, F.L.=Ralevel, G.L = Good level.

Relative to disorder (Behavioral Patterns), itemgomain three,
Table (4) explores that in general means of saoredl items recorded a
very low mean of scores which range between (1.58) with over all
M.S 16.4% 4.0, that indicates to poor level of aavesss of sample /nurses

who work in pediatric wards in three public hoshitaKirkuk city .
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Item number (1) which states Stereotyped angetiteve
movement (Hand or finger flapping or twisting),ltpt the highest mean
of scores (1.77 ) and it was in the first ordeths rank. Item (2) which
states that Eating is very restricted, accoum3)lmeans of scores , and
item (10) which states that Does not appear aesehpain, got a (1.68)
means of scores come in the third order of the.rdakns (3) and (9) got
the same mean of scores (1.65) and take the fotar of the rank. Also
items (4) and (7) got the same mean of score8)T@me in the fifth
order of the rank . Followed by the last and lowastan of scores (1.57)
which states Refusing to change the routine.

On the other hand the stereotyped and repetitio@ement in
behavioral patterns two-third 124 (62%) of thesp@ndents do not know
the stereotyped and repetitive movement (Hand mgefi flapping or
twisting). More than half 110 (55%) of the sampule not know the ASD
child have very restricted eating ,while only B24) of the respondents

agreement to ASD child Refusing to change thameuyt

Few percentage of sample were aware about thns i(®, 10, 8, 2)
which accounted (14%, 13.5%, 10%, 9%) respectiviilowed by
items (1, and 7) which recorded ( 7.5%, and 7% )eetvely. In addition
to that, items (3,4,6,5) record nearly the sameeweages regarding their
awareness which accounts (6.5% , and 6%) ragphct All of the
results pointing to poor level of awareness of sample in the present
study . While majority of sample in most itemstimis domain either
have no idea about this disorder or have wrongrmétion about

this disorder. Items (1,2,3,4,and 7) which stafisreotyped and
repetitive movement (Hand or finger flapping ordting), Eating is very

restricted, likes the spin objects, Prefers everadule, and Appears



73
CHAPTER FOUR RESULTSAND DISCUSS ONS

aggressive behavior and self injury. Approximatbebif or more than

half of sample which account s (62%, 55%, 52%, &0¢d 48.8%)

respectively do not know or have no idea , &mg (8,5,9,6, and 10),
the majority of the sample have a wrong answdrickvrecord (52%,

49.5%, 49%, 47%, and 45.5%) respectively.

A study done by (Luleci, et al., 2012) disagreeth our study
result among Stereotyped and repetitive movemeriiahavioral patterns
who indicated that 58 (33.1%) of the respondentsndb know the
Stereotyped and repetitive movement. While thegmestudy (62%) of

the respondents do not know the Stereotyped araditigp movement.

On the other hand (Luleci, et al., 2012) agredh our result
about ASD child eating is very restricted it ismathan half ( 51.4%) of
the sample do not the ASD child have abnormal ngatiand very

restricted, while our result recorded (55%) refipely .

A study has done by (Ullah, et al.,, 2015) taaraine the
Awareness Regarding Autism in Schools’ Teacher$akistan, this
study disagrees with our present study results f@bod that nearly half
of the sample (37.4% ) agree to ASD child Refusiaghange the
routine ,while our result only (6%) of the sampbgree to ASD child

Refusing to change the routine.
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Figure ( 3) Distribution of the Sample according tototal
level of Awareness in terms (Disorders Behavioral &terns
in ASD) /Domain three.

Figure (3) represents the overall Nurses Awarenés/el
Regarding Disorder Behavioral Patterns in childneth Autism. more
than three quarter (78%) of the sample have pbamareness . While
(15.5%) of the respondents have fair level of awass ,and the rest of
the sample / nurses who are working in pediatricdwa three public
hospital in Kirkuk city have good level of awaess which accounts
only (6.5%). This finding to that in general nigsevareness regarding

items that consist the domain three ware poor .
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Table (5) Disturbance of Sample according to tota
mean scores Patterns in all Three Domains regarding

Nurses level of Awareness .

Domain possible score  Number of Mean +SD  Awareness

ltems Level

Domain 1 (10-30) 10 16.5+ 3.6 Poor
Domain 2(10-30) 10 16.7 + 3.8 Poor
Domain 3(10-30) 10 16.4£ 4.0 Poor
Total mean score (30-90) 30 49.7+ 10.38 Poor

Table (5) explains the total mean scores for edomain
separately and mean of scores for all three danain all total three
domains mean of scores dose not reach (17) thathis level of
awareness in each domain was poor which accolirfi$, 16.7, 164) in
all three domain respectively. Total mean of ssaneall three domains
together accounts (49.7) which indicates to catmda means of scores
for each domain separately and in all three don@gether in chapter
three Methodology page ( 63-64 ) . This finding present study
indicated that nurses who participated in thigdgtdid not get any
information about ASD ,while they were nursesistus and after their
graduating or during their services as a nursallithree hospitals. This
is what the researcher look for and should beligigted especially for
nurses who work in  pediatric ward, it is verypontant to be aware

about this disorder .
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Part Three:- Relationship between Nurses Awareness

level about Autism Spectrum Disorder with some of

Socio demographic characteristics.

Table (6) Distribution of Sample according to
Relationship between Nurses Awareness level and Age
Group .

Age Group F p. Value Sig. Level
Domains
Total Domain 1 1.12 .340 N.S
Total Domain 2 .62 .600 N.S
Total Domain 3 .32 .810 N.S

N.S=Non significant S= significant H.S= Highly gjnificant

Table (6) demonstrates the relationship betweemseasutevel of
awareness in all three domains regarding ASD amgge groups. The
finding in this table shows that there is no siguaiht relationship
between nurses level of awareness and their agepgron all three

domains (P. value 0.05).

The results in the present study agree withreélalts of previous
study done by (Shaukat, et al., 2014) which mestiothat there is no
significant relationship between nurses level ofasmess and age
groups, but it's worth to mention that our findsigagrees with the study
curried out by (Bakare et al., 2009) who said tih&ir is a significant

relationship between nurses level of awarenesagadjroups.
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Table (7) Distribution of Sample according to
Relationship between Nurses Awareness level and Giar .

Domains Sig.
N Mean S.D t P- Level
Gender : value
Male 85 16.71 3.46
Total domain 1 .613 .966 N.S

Female 115 16.38 3.84

Male 85 16.58 4.04
Total domain 2 .418- .483 N.S
Female 115 16.81 3.76

Male 85 16.08 3.94
Total domain 3 1.191-| .687 N.S
Female 115 16.77 4.05

N.S=Non significant S= significant H.S= Highly gjnificant

Table (7) explores the relationship between nurks®l of
awareness in all three domains regarding ASD anud&e, as it show
above there is no significant relation betweemses gender whom
work at pediatric ward and level of awarenesshake domains (p.
value 0.05).

The finding in the present study disagrees with thsults of
previous study done by (Luleci, et al., 2012) tiadicates there is
significant relationship between nurses level ofasemess and gender

about autism .
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Table (8) Distribution of the Sample according to

Relationship between Nurses Awareness level
Educational level .
Educational level
F p. value | Sig. Level
Domains

Total domain 1 1.09 .353 N.S

Total domain 2 1.24 .293 N.S

Total domain 3 73 535 N.S

N.S=Non significant S= significant H.S= Highly gjnificant

and

Table (8) demonstrate the relationship betweersazulevel of

awareness in all three domains regarding ASD andattbnal level .

Although  high level of educational must affecte timurses

awareness and knowledge positively, but in theecdr study

the

findings show that there is no significant relatbip between nurses

level of awareness and their educational levellirthesee domains (P.

value 0.05), this indicates that nurses did nogixecenough knowledge

and information when they were students and dutiregr services in

hospitals regarding this issue.
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Table (9) Distribution of Sample according to
Relationship between Nurses Awareness level and B& of
Work .

Place of Work F p.value | Sig. Level
Domains

Total domain 1 .48 .618 N.S
Total domain 2 A7 .843 N.S
Total domain 3 .23 791 N.S

N.S=Non significant S= significant H.S= Highly ginificant

Table (9) shows that there is no significant relaghip between
level of Nurses Awareness and their Place of Wbi(p. value 0.05).

The results in the present study disagree withe risults of
previous study done by (Bakare, et al., 2009) Wwinnentioned that there
Is significant relationship between nurses levewareness and place of
work, also the findings study done in Nigeria bywe et al., 2010) which
disagree with our present study they found thajpthee of work greatly

influenced by the knowledge of healthcare workers.
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Table (10) Distribution of Sample according to

Relationship between Nurses Awareness level and Yeaof

Employment
Years of Employment
F p. value Si
ig. Level
. 0.05
Domains

Total domain 1

2.13 077 N.S

Total domain 2 .64 628 N.S

Total domain 3 1.13 344 N.S

N.S=Non significant S= significant H.S= Highly gjnificant

The above table demonstrates the relationshipasstwurses level

of awareness in all three domains regarding ASD @&edrs of

employment.

The finding shows that there is no significanatieinship between

nurses level of awareness angkars of employment at (p. value 0.05).

This result is supported by the result of previstugly done by (Igwe, et

al., 2011) they found that statistically no sigsaht relationship between

nurses level of awareness angars of employment .while the present

study disagrees with the results of previous studyied out by (Bakare,

et al., 2009)mentioned that their is a significant relatiopshetween the

healthcare knowledge about child hood autism anar y# working

experience.
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Table (11) Distribution of Sample according to
Relationship between Nurses Awareness level and Nas
who have Close Relative Child with Autism

Domains
N | Mean| S.D T | p. value] Sig. Level
Close Relative Child ASD

Yes 24 | 20.46| 5.47 | 6.06( 0.000 H.S
Total domain 1

No 176 | 15.98( 3.00

Yes 24 | 21.00( 6.46 | 6.32| 0.000 H.S
Total domain 2

No 176 | 16.13| 2.95

Yes 24 | 19.83| 6.74 | 4.58| 0.001 H.S
Total domain 3

No 176 | 16.02| 3.25

N.S=Non significant S= significant H.S= Highly gjnificant
Table (11) explores the relationship between rmursel of
awareness in all three domains regarding ASD amnsesuvho have close

relative child with autism.

The finding shows that there is highly significamationship
between nurses level of awareness atlitbse nursewho have close
relative child with autism at (p. value 0.05), tinesult is supported by
the result of previous study done in Northernamnel by (Dillenburger, et
al., 2013) found a significant relationship betwdevel of awareness

and their have close relative child with Autism.
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Table (12) Distribution of Sample according to
Relationship between Nurses Awareness level and Nas
who Caring to ASD Child .

Care to ASD Child
: F p. value Sig. Level
Domains
Total domain 1 23.00 .000 H.S
Total domain 2 12.70 .000 H.S
Total domain 3 21.61 .000 H.S

N.S=Non significant S= significant H.S= Highly gjnificant
The above table demonstrate the relationship eztveirses level
of awareness in all three domains regarding ASDrandes who caring
to ASD child .

The finding shows that there is highly significamationship
between nurses level of awareness and nurses wimg ctéheirto ASD
child previously at (p.value 0.05), this result is supported oy result
of previous study done by (Eseigbe, et al., 201&)troned that their is a
significant relationship between knowledge of mgpents about child
hood autism and their management to ASD Childy alg” present study
results agree with the results of previous studgedby (lgwe, et al.,
2011) who found significant relationship betweenrses knowledge
about child hood autism and caring to ASD chilévoously. more
contact with ASD child due to more experience awdreness
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Chapter Five

Conclusion and Recommendations

This chapter includes the most important finding and conclusions
of the study. In addition to that ,its involve the recommendations that
should be taken in to consideration.

5.1 Conclusion:

The main conclusionsin this study are :-

Magjority of the sample are female ,most of them there age ranged
between (30-39,and 20-29)years old ,and proportion of married record
higher percentage .

More than half of the sample working in pediatric hospital, and
very few percentage of the sample gain bachelor degree in nursing ,most
of them graduated from secondary school and medical institute.

No one of the nurses in the study sample were participate in any
training course or work shop related to ASD inside or outside the country.

Very few percentage of sample have a close relative child with
ASD ,and caring for child with this disorder.

Nurses awareness level in genera regarding ASD in all three
domains (information, concepts and facts about autism spectrum
disorders),(social interaction and communication in children with
autism), and (disorder in behavioral patterns) was insufficient and very
poor .

No significant relationship were found between nurses leve of
awareness and age groups, place of work, gender, level of education, and

years of employment .
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Significant relationship were found between nurses level of

awareness and nurses who have close relative child with ASD, and

nurses that caring autistic children .
5.2 Recommendations:

5.2.1 Construct an education program to enhance nurses information,
this will also improving their clinical ability to early recognize children
with symptoms of Autism Spectrum Disorders in this environment

5.2.2 Review and updating pediatric nursing curriculum in nursing

collage and ingtitute to focus more on developmental disorders like ASD.

5.2.3 Further studies conducted among all health care provided and larger

sample on this disorder.

5.2.4 Future studies aiming at providing baseline data to guide policies
and planning on healthcare delivery system to children with childhood
autism and other developmental disorders in Kirkuk should focus on
these issues.

5.2.5 Build public specialized center for children with autism spectrum

disorder in Kirkuk city .
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6. | Dr SadounD.Ahmad | ooy Kirkuk\(psychiatrist)
. . Consultant . . . o
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Appendix (C-2)

INSTRUCTIONS:

This questionnaire contains some questions abotisrAUSpectrum Disorders . |

kindly requesting you to listen to the questionisedsby the interviewer carefully
and provide the necessary information by giving rappate response. The
information collected from you will be used only fine purpose of the study and

kept in confidential.

Researcher

| drees Hasan Mohammed




- Part | : Demographic data Form number |:|

The socio-demographic characteristics of pediatric nurses

1-Age

2- Place of work Azadi Teaching pitasl [ ] Kirkuk General Hosl[]
Ped@atdospital 1]

3-Gander Md_] Femd ]

4- Marital status Sing_] Married ] DivorcL_1  Widow []

5- Educational level C_J High certificate 1 Bachelor

—1Diploma 1 Secondary
6-Years of employment in pediatric ward Less than one years 1-5 years

16-and more

6-10 years 11-15 years

7- Do you have a child with autism spectrum disorde

Yes [] NC]

8-Do you have a close relative with autism spectdisorder
Yes [ \ -

9- Are you participate to any training course arkshop related to (ASD) inside the country

no participate participate in 2

participate inl participate in 3 and more

10- Are you attended to any training course or \8hdp related to (ASD) outside the country

no participate participate in 2

participate in 1 participate in 3 and more

11 -During your time working in pediatric ward ,homany children have you care with who

have autism spectrum disorder .

[ no one

(1-4chlidren)

(10+ children)

[ (5-9 children)

— A A A




1- Domain 1

Information, Concepts and Facts about Autism Spectrum

Disorders .

N ltems Yes | Don't Know | No

1- | Autismis aneurodevelopmental
disordercharacterized by impairesbcial
interaction verbalandnon-verbal
communicationand restricted and
repetitivebehavior

2- | Autism spectrum disorders is unknown
causes

3- | Four to five times more common in males
than femals

4- | Teaches autistic child in special education
classes

5- | Autism is not treatable using medication
alone

6- | Signs of Autism show between 1- 3 years

7- | Autism is defined as a Childhood
Schizophrenia

8- | Autism could be associated with Attentipn
Deficit Hyperactivity Disorder(ADHD)

9- |Autism is hereditary causes

10- | Autism could be associated with Mentall

Retardation or Epilepsy




2- Domain 2

Signs of impairment in social interaction and communication

.in children with Autism

N ltems Yes Don’t Know No

1- | Doesn't make eye contact with
those around him

2- Laughing in a strange way

3- | Doesn't want to beuddling

4- | Not responding this name

5_ | Acting like a deaf or dumb

6- Isolated from the others.

7- | Angry and unknown reasons

8- Child fails to develop peer
relationship appropriate for
developmental age

9- Delays in speech or in
development of spoken Languag

10- | Repeats the same words or

phrases and does not know its
meaning




3- Domain 3

Disorder in behavioral patterns

N ltems Yes Don’t Know No

1- Stereotyped and repetitive
movement (Hand or finger
flapping or twisting).

2- | Eatingis very restricted

3- likes the spin objects

4- | Prefers events module

5- Refusing to change the routine

6- have high or low sensitivity of
visual, auditory, tactile, or
olfactory stimuli

7- | Appears aggressive behavior ar
self injury

8- Hyperactivity and little comfort

9- | Suffering from a sleep disorder

Does not appear a sense of pai
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Appendix E
DSM-5 AUTISM SPECTRUM DISORDER

A. Persistent deficits in social communication and social interaction
across multiple contexts, as manifested by the following, currently or
by history

Al. Deficits in social-emotional reciprocity, ranging, for example, from abnormal
social approach and failure of normal back-and-forth conversation; to reduced
sharing of interests, emotions, or affect; to failure to initiate or respond to social
interactions.

(A1 reflects problems with social initiation and response)

» Problems with social approach
o Unusual social initiations (e.g. intrusive touching; licking others)
0 Use of others as tools
» Limited or impaired back and forth use of language
o Poor pragmatic/social use of language (e.g. does not clarify if not understood;
does not provide background information)
o Failure to respond when name called or when spoken directly to
o Does not initiate conversation
o One-sided conversations/monologues/tangential speech
* Reduced sharing of interests
o Doesn't share
o Lack of showing, bringing, or pointing out objects of interest to other people
o Impairments in joint attention (both initiating and responding)
» Reduced sharing of emotions/affect
o0 Lack of responsive social smile (note: the focus here is on responding to
another person’s smile; other aspects of emotional expression should be
considered under A2).

o Failure to share enjoyment, excitement, or achievements with others
o Failure to respond to praise

o Does not show pleasure in social interactions

o Failure to offer comfort to others

o Indifference/aversion to physical contact and affection

e Lack of initiation of social interaction

o Only initiates to get help; limited social initiations
» Poor social imitation

o Failure to engage in simple social games

A2. Deficits in nonverbal communicative behaviors used for social
interaction, ranging, for example, from poorly integrated verbal and
nonverbal communication; to abnormalities in eye contact and body
language or deficits in understanding and use of gestures; to a total lack of
facial expressions and nonverbal communication. (A2 reflects problems with
non-verbal communication)

e Impairments in use of eye contact

* Impairment in the use and understanding of body postures (e.g. facing away
from a listener)

« Impairment in the use and understanding of gestures (e.g. pointing, waving,
nodding/shaking head)

» Abnormal volume, pitch, intonation, rate, rhythm, stress, prosody or volume in
speech



» Problems with use and understanding of affect (note: responsive social smile
may be considered under Al, while affect that is inappropriate for the context
may fall under A3)

o Impairment in the use of facial expressions (may be limited or exaggerated)

o Lack of warm, joyful expressions directed at others

o Limited communication of own affect (inability to convey a range of emotions
via words, expressions, tone of voice, gestures)

o Inability to recognize or interpret other’'s nonverbal expressions

» Lack of coordinated verbal and nonverbal communication (e.g. inability to
coordinate eye contact with gestures)

A3. Deficits in developing, maintaining, and understanding relationships, ranging, for
example, from difficulties adjusting behavior to suit various social contexts; to
difficulties in sharing imaginative play or in making friends; to absences of interest in
peers. (A3 reflects problems with social awareness and insight, as well as with the
broader concept or social relationships)

» Deficits in developing and maintaining relationships, appropriate to
developmental level

(0]

Lack of “theory of mind”; inability to take another person’s perspective

« Difficulties adjusting behavior to suit social contexts

(0]

(0]

Lack of response to contextual cues (e.g. social cues from others indicating
a change in behavior is implicitly requested)

Inappropriate expressions of emotion (laughing or smiling out of context)
(note: other abnormalities in the use and understanding of emotion should
be considered under A2)

Unaware of social conventions/appropriate social behavior; asks socially
inappropriate questions or makes socially inappropriate statements

Does not notice another’s distress or disinterest

Does not recognize when not welcome in a play or conversational setting
Limited recognition of social emotions (does not notice when he or she is
being teased; does not notice how his or her behavior impacts others
emotionally)

« Difficulties in sharing imaginative play (Note: solitary imaginative play/role is
NOT captured here)

(0]

Lack of imaginative play with peers, including social role playing (>4 years
developmental age)

» Difficulties in making friends

[0)
[0)
0

(0]

(0]

(0]

(0]

(0]

Does not try to establish friendships

Does not have preferred friends

Lack of cooperative play (over 24 months developmental age); parallel play
only

Unaware of being teased or ridiculed by other children

Does not play in groups of children

Does not play with children his/her age or developmental level (only
older/younger)

Has an interest in friendship but lacks understanding of the conventions of
social interactions (e.g. extremely directive or rigid; overly passive)

Does not respond to the social approaches of other children

« Absence of interest in others

(o]

OO O0OO0O0OOo

Lack of interest in peers

Withdrawn; aloof; in own world

Does not try to attract the attention of others
Limited interest in others;

Unaware or oblivious to children or adults
Limited interaction with others

Prefers solitary activities



B. Restricted, repetitive patterns of behavior, interests, or activities as
manifested by at least 2 of 4 symptoms currently or by history

B1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g.,
simple motor stereotypies, lining up toys or flipping objects, echolalia, idiosyncratic

phrases).

» Stereotyped or repetitive speech

(0]

(o]

(]

o

Pedantic speech or unusually formal language (child speaks like an adult or
“little professor”)

Echolalia (immediate or delayed); may include repetition of words, phrases, or
more extensive songs or dialog

“Jargon” or gibberish (mature jargoning after developmental age of 24 months)
Use of “rote” language

Idiosyncratic or metaphorical language (language that has meaning only to
those familiar with the individual’s communication style); neologisms

Pronoun reversal (for example, “You” for “1”; not just mixing up gender
pronouns)

Refers to self by own name (does not use “I”)

Perseverative language (not: for perseveration on a specific topic, consider
B3)

Repetitive vocalizations such as repetitive guttural sounds, intonational noise-
making, unusual squealing, repetitive humming

» Stereotyped or repetitive motor movements

(0]
(0]

O O0OO0OO0O0Oo

(o]

Repetitive hand movements (e.g., clapping, finger flicking, flapping, twisting)
Stereotyped or complex whole body movements (e.g., foot to foot rocking,
dipping, & swaying; spinning)

Abnormalities of posture (e.g. toe walking; full body posturing)

Intense body tensing

Unusual facial grimacing

Excessive teeth grinding

Repetitively puts hands over ears (note: if response to sounds, consider B4)
Perseverative or repetitive action / play / behavior (note: if 2 or more
components, then it is a routine and should be considered under B2)
Repetitive picking (note: may also be sensory; consider B4)

» Stereotyped or repetitive use of objects

(o]

(0]
(0]
(0]

Nonfunctional play with objects (waving sticks; dropping items)
Lines up toys or objects

Repetitively opens and closes doors

Repetitively turns lights on and off



B2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns of
verbal or nonverbal behavior (e.g. extreme distress at small changes, difficulties with
transitions, rigid thinking patterns, greeting rituals, need to take same route or eat
same food everyday)
» Adherence to routine
o0 Routines: specific, unusual multiple-step sequences of behavior
o Insistence on rigidly following specific routines (note: exclude bedtime routines
unless components or level of adherence is atypical)
o Unusual routines
* Ritualized Patterns of Verbal and Nonverbal Behavior
0 Repetitive questioning about a particular topic (note: distinguish from saying
the same word or phrase over and over, B1)
o0 Verbal rituals — has to say one or more things in a specific way or requires
others to say things or answer questions in a specific way
o Compulsions (e.g. insistence on turning in a circle three times before entering
a room) (note: repetitive use of objects, including lining up toys, may be
considered under B1).
» Rigid Thinking
o Inability to understand humor
o Inability to understand non-literal aspects of speech such as irony or implied
meaning
o0 Excessively rigid, inflexible, or rule-bound in behavior or thought

B3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g.,
strong attachment to or preoccupation with unusual objects, excessively
circumscribed or preseverative interest)

Note: Consider B1 for some forms of perseverative speech

» Preoccupations; obsessions
o0 Interests that are abnormal in intensity

o Narrow range of interests

o Focused on the same few objects, topics, or activities
o0 Preoccupation with numbers, letters, symbols

0 Being overly perfectionistic

o0 Interests that are abnormal in focus

0 Excessive focus on non-relevant or nonfunctional parts of objects
o Preoccupations (e.g. color; time tables; historical events; etc.)
0 Attachment to unusual inanimate object (e.g. piece of string or rubber band)
0 Having to carry around or hold specific or unusual objects (not common
attachments such as blankets, stuffed animals, etc.)
o Unusual fears (e.g. afraid of people wearing earrings)

B4. Hyper- or hypo-creativity to sensory input or unusual interest in sensory aspects
of the environment (e.g. apparent indifference to pain/temperature, adverse response
to specific sounds or textures, excessive smelling or touching of objects, visual
fascination with lights or movement) (B4 includes sensory seeking and sensory
aversion)
» High tolerance for pain
» Poking own eyes
» Preoccupation with texture or touch (includes attraction/aversion to texture)
0 Tactile defensiveness; does not like to be touched by certain objects or
textures
o Significant aversion to having hair or toenails cut, or teeth brushed
* Unusual visual exploration/activity
o Close visual inspection or objects or self for no clear purpose (for example,
holding things at unusual angels) (no vision impairment)
o Looks at objects, people out of corner of eye
o Unusual squinting of eyes



o Extreme interest or fascination with watching movement of other things (e.g.
the spinning wheels of toys, the opening and closing of doors, electric fan or
other rapidly revolving object)

» Inall domains of sensory stimuli (sound, smell, tests, vestibular, visual),
consider:

o0 Odd responses to sensory input (e.g. becoming extremely distressed by the
atypical sound)

0 Atypical and/or persistent focus on sensory input

» Unusual sensory exploration with objects (sound, smell, test, vestibular)

o Licking or sniffing objects (note: as part of a ritual, consider B2; licking or

sniffing people consider Al

C. Symptoms must be present in the early developmental periods (but may not become fully
manifest until social demands exceed limited capacities, or may be masked by learned
strategies in later life)

« Early primary caregiver report no longer essential

« “Early Childhood” approximately age 8 and younger (flexible)

D. Symptoms together limit and impair everyday functioning.

» Select one severity level specifier for Social Communication AND one for
Restricted Interests and Repetitive Behaviors

* Minimal social impairments: “Without supports in place, deficits in social
communication cause noticeable impairments. Has difficulty initiating social
interactions and demonstrates clear examples of atypical or unsuccessful
responses to social overtures of others. May appear to have decreased
interest in social interactions.” (from DSM 5 severity rating)

 Minimal RRB impairments: "Rituals and repetitive behaviors (RRB's)
cause significant interference with functioning in one or more contexts.
Resists attempts by others to interrupt RRB'’s or to be redirected from
fixated interest.” (from DSM 5 severity rating)



DSM 5 Autism Spectrum Disorder

Persistent deficits in social communication and social interaction across multiple
contexts, as manifested by the following, currently or by history

____A1. Deficits in social-emotional reciprocity, ranging, for example, from
abnormal Social approach and failure of normal back-and-forth conversation; to
reduced sharing of interests, emotions, or affect; to failure to initiate or respond to
social interactions.

____A2. Deficits in nonverbal communicative behaviors used for social interaction,
ranging, for example from poorly integrated verbal and nonverbal
communication; to abnormalities in eye contact and body language or deficits in
understanding and use of gestures; to a total lack of facial expressions and
nonverbal communication.

____A3. Deficits in developing, maintaining, and understandings relationships,
ranging, for example, from difficulties adjusting behavior to suit various social
contexts; to difficulties in sharing imaginative play or in making friends; to
absences of interest in peers.

Restricted, repetitive patterns of behavior, interests, or activities as manifested by
at least 2 of 4 symptoms currently or by history

____B1. Stereotyped or repetitive motor movements, use of objects, or speech
(e.g. simple motor stereotypies, lining up toys or flipping objects, echolalia,
idiosyncratic phrases)

____B2. Insistence on sameness, inflexible adherence to routines, or ritualized
patterns of verbal or nonverbal behavior (e.g. extreme distress at small changes,
difficulties with transitions, rigid thinking patterns, greeting rituals, need to take
same route or eat same food everyday)

___B3. Highly restricted, fixated interests that are abnormal in intensity or focus
(e.g. strong attachment to or preoccupation with unusual objects, excessively
circumscribed or preservative interest)

____B4. Hyper — or hypo-reactivity to sensory input or unusual interest in sensory
aspects of the environment (e.g. apparent indifference to pain/temperature,
adverse response to specific sounds or textures, excessive smelling or touching
of objects, visual fascination with lights or movement)

Symptoms must be present in the early developmental periods (but may not
become fully manifest until social demands exceed limited capacities, or may be
masked by learned strategies in later life)

Symptoms cause clinically significant impairment in social, occupational, or other
important areas of current functioning. (minimum = level 1)

____Social Communication Severity Level (1, 2, or 3)

____Restricted Repetitive Behavior Severity Level (1, 2, or 3)

These disturbances are not better explained by intellectual disability (intellectual
development disorder) or global development delay.

Patient meets criteria for ASD (criteria A-E satisfied)



SEVERITY LEVEL FOR ASD

Social-Communication

Restricted Interests & Repetitive

Behaviors

Level 3 Severe deficits in verbal and nonverbal Inflexibility of behavior, extreme
‘Requiring | social communication skills cause severe difficulty coping with change, or other
very impairments in functioning, very limited restricted/repetitive behaviors
substantial | initiation of social interactions, and minimal markedly interfere with functioning in
support’ response to social overtures from others. all spheres. Great distress/difficulty

For example, a person with few words of changing focus or action

intelligible speech who rarely initiates

interaction and, when he or she does,

makes unusual approaches to meet needs

only and responds to only very direct

social approaches
Level 2 Marked deficits in verbal and nonverbal Inflexibility of behavior, difficulty
‘Requiring | social communication skills; social coping with change, or other
substantial | impairments apparent even with supports restricted/repetitive behaviors appear
support’ in place; limited initiation of social frequently enough to be obvious to

interactions; and reduced or abnormal the casual observer and interfere

response to social overtures from others. with functioning in a variety of

For example, a person who speaks simple contexts. Distress and/or difficulty

sentences, whose interaction is limited to changing focus or action

narrow special interest, and who has

markedly odd nonverbal communication
Level 1 Without supports in place, deficits in social Inflexibility of behavior causes
‘Requiring | communication cause noticeable significant interference with
support” impairments. Difficulty initiating social functioning in one or more contexts.

interactions, and clear examples of
atypical or unsuccessful response to social
overtures of others. May appear to have
decreased interest in social interactions.
For Example, a person who is able to
speak in full sentences and engages in
communication but whose to —and-from
conversation with others fails, and whose
attempts to make friends are odd and
typical unsuccessful

Difficulty switching between
activities. Problems of organization
and planning hamper independence.
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