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This chapter provides basic information about autism spectrum disorder (ASD): what it is, the causes and the main symptoms. The following sections include the specific functioning of a person with ASD. The sensory profile of a child with ASD is briefly discussed, including the specifics of sensory functioning in a person with ASD, as well as stimming (what it is and the reasons why it appears in the behaviour of people with ASD and what it means for the person). The next section presents the emotional and social functioning of a person with ASD and the problems they experience. The following section discusses contemporary perceived and current issues related to ASD, e.g.: diagnosis of girls with ASD - as a challenge for contemporary diagnosticians and therapists, monotropism - as a way for people with ASD to perceive the world, neurodiversity - as an alternative to the medical and pathological understanding of ASD. These are extremely important topics that change the perspective on people with ASD. The text concludes with a section entitled "What is worth knowing?". Here, facts about ASD that often contradict the myths and stereotypes about ASD that operate in society are discussed, as well as basic tips for those who come into contact with a person with ASD. The chapter concludes with a summary that draws attention to the huge diversity of people with ASD and the fact that not all symptoms of ASD are pathological, and that it is worth recognising the potential of those children (people) whose nervous system acts neuroatypically.
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1.1 Autism - general information
1.1.1. Introduction
Autism is a neurodevelopmental disorder. Previously, this disorder was divided into 'autism' and 'Asperger's syndrome', whereas nowadays it is more commonly referred to as autism spectrum disorder (ASD). ASD has its onset in early childhood, although not all people are diagnosed with it in childhood. Many people with ASD recognise autism as part of their identity. These individuals know that ASD causes some difficulties in functioning, but they do not recognise it as a disorder, but simply as a difference. But let's first look at this topic from the historical side.
Autism was first described by Leo Kanner in 1943. The group of children he called autistic was also described by Hans Asperger in 1944. Kanner and Asperger worked independently of each other, but both used the same word - autistic. Both described children with a specific profile of difficulties. These difficulties included isolation, the need for invariability, interest in objects and lack of interest in people, difficulties in communicating and interacting with people. At the time, the emergence of autism was mainly associated with environmental factors - the cause was seen as "refrigerator mothers" and it was the mothers who were accused of "causing" autism in the child. Scientific research and the knowledge that has expanded with it has led to changes in both the perception of autism and the diagnostic criteria. The understanding of people with ASD and the therapeutic approach has also evolved (Silberman 2021).
 
 
Autism was first described as a spectrum disorder in the DSM-IV classification for diagnosis, which was established in 1994. It was then that this classification divided people on the autism spectrum into more specific terms, including Asperger's syndrome, autism, and atypical autism.
Since the 1990s, research has been conducted into the genetic basis of autism. Scientists have tried to find a genetic basis for each individual within the spectrum, i.e. Asperger's syndrome, autism and atypical autism separately. However, this proved impossible to detail. It has not been possible to identify separate causes and ways to adequately support each person presenting a 'different' type of autism. In addition, diagnosticians often found it difficult to categorise symptoms (as autism, atypical autism or Asperger's syndrome). In the latest DSM-V classification, Rett Syndrome was removed from the autism spectrum because it has a known genetic cause. The understanding of autism as a complex spectrum is in line with current knowledge.
Currently, it is noted that more and more children are being diagnosed as having Autism Spectrum Disorder (ASD). These children can be found in different social groups, ASD is diagnosed among children of different races and among boys and girls. It is estimated that ASD occurs in 1 in 54 children. However, all epidemiological analyses indicate that this 'autism epidemic' is apparent. It does not show a real increase in the prevalence of ASD, but rather can be attributed to increased awareness among both the public and professionals. This is leading to a more complete recognition of cases along with an expansion of diagnostic criteria. It appears that people with ASD who are currently diagnosed are also only 30 per cent diagnosed as intellectually disabled. The remaining people with ASD are intellectually normal. Previously, 70 per cent of children with ASD were diagnosed with an intellectual disability (Miles, 2011).
The state of knowledge today allows us to conclude that autism is a developmental disability caused by differences in the brain. When a child with ASD is observed, the following behaviours can be observed:
- problems with interaction with other people, with making contact with others;
- problems with social communication;
- repetitive behaviours, words or phrases;
- little or inconsistent eye contact;
- often the child does not point at objects to show interest;
- even when interested, may be unable to talk, play or make contact with others;
- may sometimes show a lack of interest in others at all;
- the child has difficulty adapting to change;
- some children with ASD have a higher than average sensitivity to smells, noises, tastes, temperature or other sensory stimuli;
- special interests (there are detailed diagnostic criteria based on DSM-5 at the end of the chapter).
Lorna Wing and Judith Gould studied the social behaviour of children with ASD. Their research showed that a triad of autistic disorders is observed in a child with ASD. Firstly, abnormalities in social development. Second, deficits in verbal and non-verbal communication with the environment. And third, the manifestation of rigid patterns of behaviour, interests, and activities (Pisula 2020).
However, autistic people can function in very different ways. No two people with a diagnosis of ASD are identical. Symptom profiles and severity vary widely.
1.1.2. Causes of autism
Since the diagnosis of autism and Asperger's syndrome emerged, their causes have been sought. Although there have been various hypotheses, to this day it is still not known exactly what causes ASD. Rather, ongoing research shows that there is no single simple cause. A variety of both genetic and environmental factors contribute to the onset of autism.
The first suspected causes of autism were familial. It was mainly blamed on mothers, who were considered to be frigid. Later, it was suspected that vaccines were the cause of autistic disorders in children, but this hypothesis has not been confirmed in various scientific studies (for more on this, see the scientific article: Taylor, Swerdfeger, Eslick, 2014).
It is now accepted that the causes of autism are differentiated.
Risk factors for ASD in a child currently include:
- the presence of other individuals with ASD in the family;
- genetic mutations;
- fragile X chromosome syndrome and certain genetic diseases;
- the age of the parents (the older the parents, the greater the likelihood);
- low birth weight of the child;
- prematurity (especially severe prematurity, i.e. birth before 26 weeks gestation);
- multiple pregnancies;
- viral infections suffered by the mother while pregnant;
- autoimmune diseases of the mother;
- medications taken during pregnancy;
- Turner's syndrome, Down's syndrome (Miles, 2011).
The occurrence of risk factors affects the early development of the child, including the child's brain. This is when the pattern of communication between different regions in the brain and the pattern of information transfer by nerve cells is established.
Genes are considered to be the main causative factor in ASD. However, the genetic basis is very complex. As early as the 1970s, the importance of genetic factors was recognised through studies of twins. At that time, it was confirmed that in monozygotic twins there was a 73-90 per cent chance that autism would occur in both children, while in dizygotic twins the concordance was 30 per cent. Further research has identified more than 60 genes with a strong association with autism and more than 200 genes with a weak association with autism. In families of children with ASD, it is common to find people who have traits similar to those diagnosed as ASD. In addition, parents who do not have ASD may have autism-related genes and pass them on to their children. If a child has autism genes and, in addition, there are risk factors in the environment, they are more likely to be on the autism spectrum (Miles, 2011).
Environmental factors include complications occurring during pregnancy, undelivered or carried pregnancies, taking certain medications during pregnancy (e.g. medication for epilepsy), gestational diabetes, hypoxia at birth, low birth weight, a child born after a short interval between pregnancies (Modabbernia, Velthorst, Reichenberg, 2017; Grabrucker, 2013).
It is difficult to distinguish precisely the environmental factors, as it is not easy to eliminate their mutual influences, so it is not possible to answer precisely the question of which factors have a particular impact on the development of ASD.
1.1.3 General characteristics of a student with ASD
Attention - a pupil with ASD may be more interested in objects, paying less attention to people, facial expressions, voice, gestures. In girls, less interest in people is not obvious.
Social motivation - the child may not seek interaction with others and may not feel motivated to share experiences. Such children may prefer to spend time alone or next to other people rather than with them.
Use of social gestures - children with ASD may not use gestures to communicate with others (not pointing to things that interest them), and often do not respond to other people's gestures, appearing as if they do not understand them.
Mimicking others and swapping roles - often children with ASD do not take the opportunity to imitate the sounds or actions of others. They may be less interested in play where interaction with others is important. This trait may be quite different in girls, who may imitate others and thus mask the symptoms of ASD.
Play - children with ASD may play monothematically. Instead of exploring new objects and using them creatively in play, they remain focused on familiar objects and repeating the same games. The disruption of play is stressful for children with ASD. Often these children prefer solitary play to play in the company of peers.
A child/student with ASD may have more problems than a peer with executive functions (planning and organising activities, working memory, inhibition and impulse control, self-observation and reflection, time management, figuring out the most important things, understanding abstract concepts, using new strategies).
Sensory sensitivity - children with ASD may be hypersensitive to some stimuli (e.g. certain sounds, smells, tastes, tactile stimuli, light) and at the same time sub-sensitive to others. Thus, they may be easily overstimulated on the one hand. On the other hand, a child with ASD may also seek certain sensations due to too few stimuli of a certain type (Rogers, Dawson, Vismara 2015, Furgal, 2022, Hendrickx, 2018).
1.2 Specificity of functioning of a person with ASD
1.2.1        Sensory profile of a child with ASD
Every person has a unique sensory profile, i.e. the way they perceive and process information coming through their senses. Researchers' findings have long pointed to the specific processing of sensory stimuli by people with ASD (Delacato 1995), so it is worth paying more attention to this topic.
The sensory profile of an individual child with ASD describes their responses to visual, auditory, gustatory, tactile and olfactory stimuli, as well as their sense of balance.
In a particular child, it may include his or her hypersensitivity to a particular type of stimulus (e.g. sounds, smells, tastes) and, at the same time, less sensitivity to other stimuli (again, this may include tastes, smells, tactile stimuli, visual stimuli, etc.). This profile can also change dynamically and may not be constant at all times. It is worth taking into account that studies show that the sensory profile of girls is more disturbed than that of boys (Rynkiewicz, Lucka 2018).
This specific way of receiving and processing sensory stimuli means that often a child with ASD may experience sensory overload. Such overload may result in outbursts of aggression, crying, screaming, shutdown, withdrawing from interpersonal relationships. A child with ASD can be sensory overloaded on an almost daily basis. This is very difficult for the child themselves and those around them. As Ewa Furgał (2022) writes, it is not always possible to avoid situations that lead to overload. Sometimes this is hindered, for example, by the place of residence (noisy city or neighbourhood) or by the need to be at school every day in a peer group due to the laws in force in a particular country (the need to fulfil compulsory schooling or compulsory education). Sometimes overload is also caused by the fact that the person with ASD wants to be in certain situations because they are enjoyable. In the case of a child, this may be the desire to spend a long time in the playground with other children. This will be an enjoyable and at the same time overloading experience. Sensory overload will be related to the physiological stress response of the body. Too much stimulus for the body to cope with raises the level of mobilisation and stress hormones. It is therefore important to adapt the environment (as much as possible) to the needs of the individual person with ASD.
It is important to emphasise the fact that not all people with ASD will have the same problems related to sensory functioning. Every child and every person with ASD is different. This is why a 'spectrum' of autistic disorders is referred to.
1.2.2 Stimming
Stimming, i.e. a person's repetitive behaviours, deserve special attention. Every person has behaviours that he or she repeats and that soothe him or her and give emotional relief. This could be tapping one's fingers, moving one's feet, fidgeting in a chair. People with ASD have more stims than the average person.
Examples of stimming in a student with ASD:
- waving hands,
- rocking in different directions,
- rubbing things,
- making different noises (e.g. grunting, singing, mumbling, buzzing, moaning),
- playing with different objects,
- rotating objects in front of their eyes,
- twirling objects.
In girls, stims may take a different form. An intellectually normal girl with ASD can figure out quite quickly which behaviours are not socially acceptable. Often, therefore, girls will replace visible stims with ones that are invisible and do not attract attention. Examples of such behaviours are combing their hair, wrapping their hair around their finger, touching their face, gesticulating excessively, biting pencils and pens, biting their lips or other frequently repeated movements that are not very conspicuous to other people. Some stims may progress to self-aggressive behaviour, e.g. pulling one's hair out, biting the cuticles near the nails, biting one's lips into blood (Furgal, 2022).
Stims can be disruptive to those around them, but it is important to remember that they serve an important function for the person with ASD, namely to reduce emotional tension. If those around the child forbid them from using their own stims, there is a good chance that the child will find another behaviour (not necessarily safe) to help them cope emotionally in different situations.
It used to be thought that a person with ASD should be taught to use stims. It is now rather recognised that this is simply a symptom of neurodiversity. Left-handedness, dyslexia and ADHD, for example, are now seen in a similar way (more on neurodiversity later).
1.2.3. Emotional development and social functioning
Children with ASD often have difficulty describing emotions. In addition, it has been found that they may be more prone to anxiety disorders and depression, problems with anger control and problems expressing positive feelings (love, friendship).
A higher proportion of people with ASD have emotional problems:
·            40 per cent of people with ASD have elevated levels of anxiety or one or more anxiety disorder;
·            30 per cent of people with ASD have a Specific Phobia;
·            17 per cent of people with ASD have Obsessive-Compulsive Disorder (OCD) (Meier et al. 2015).
But it can be difficult to diagnose anxiety disorders due to communication problems in the child / person with ASD, and the fact that anxiety can manifest itself in hitting, tantrums, running away, avoiding new tasks (Sarris 2020).
The statement that people with ASD are less empathic can often be found. Damian Milton (2012) sees this problem more broadly. He notes that people with ASD may struggle to understand neurotypical people, but neurotypical people also struggle to understand people with ASD. Milton places this phenomenon in a wider social context. The problem of dual empathy arises here. It is a problem in the context of the functioning of a society in which both autistic and neurotypical (non-autistic) people live. Problems with socialising may not so much be a symptom of autism as a consequence of being autistic among non-autistic people. People may not understand a child with ASD, the child may experience exclusion and as a result have even more problems with social interactions.
Deficits in social skills are one of the main characteristics of children with ASD. These children have problems in making and maintaining friendships, communicating feelings, self-control in behaviour, controlling emotions, solving social problems, anger management and generalising social skills (repeating them in different environments). Social skills are acquired through learning: observing the behaviour of others, modelling, rehearsing and receiving feedback.
The combination of difficulties in social interactions and difficulties in problem solving makes a child with ASD even worse off. It is therefore important to know ways to support children and young people with ASD. One way that can be used is the POWER method. The steps of POWER-Solving® include:
Put problem into words
Observe feelings
Work out your goal
Explore solutions
Review plan. (zob. Selbst, Gordon 2014)
1.2.4. Special interests of the student with ASD
Pupils/peers with ASD often show an above average interest in certain topics. It is usually noticeable that the degree of interest in a particular subject exceeds the interests/hobbies of the average person (especially a peer of a child with ASD).
Although people with ASD may have a variety of learning, behavioural or social difficulties, they often also have a variety of strengths. These include precisely the degree of involvement in hobbies or interests, creativity, willingness to learn (Kircher, Ruch, Dziobek 2016). It is worth seeing these special interests as a resource and not as an affliction, a symptom of ASD that needs to be addressed.
The special interests of children/people with ASD can vary by gender. In boys these are often technical passions, interests related to numbers, dates, vehicles etc. In girls, on the other hand, the passion may be and typically boyish passion (some specialised interest that transcends age), but also may not be dissimilar to that of neurotypical individuals, but will still vary in intensity (Furgal, 2022).
Often, the passions of people with ASD become a life goal for them, give life meaning, and provide a great deal of satisfaction. The degree of involvement is sometimes referred to as 'fixation' or obsession. Therapists then focus on extinguishing these behaviours. However, it is worth noting that special interests can serve a variety of functions, e.g. they can help to cope with anxiety, provide pleasurable experiences, allow for relaxation, provide predictability of events, help to understand the world (and sometimes create an alternative safe world for oneself), provide opportunities for intellectual development, identity development. Sometimes a person with ASD immersed in deepening their knowledge of a topic that fascinates them experiences states of deep flow (flow) (Csikszentmihalyi, 2022). This is the state in which, as Csikszentmihalyi writes, one feels happiest, on the one hand, and on the other leads to exceptional results from the work undertaken. The ability to enter this state can be a great resource for a person with ASD.
It is therefore worth seeing the positive side of the special passions of people with ASD and supporting them. They can be the basis for future professional activities, for example.
1.3 ASD - new challenges
1.3.1. Autism Spectrum Disorder in girls
It is worth noting that ASD is diagnosed less frequently in girls. Previously, the profile of a person with ASD developed by autism researchers only took into account its male pattern. However, it has been increasingly mentioned by experts in the field that there should be a deeper understanding of autism spectrum disorders in women and girls (Lai et al. 2011). Learning more about the girl profile of ASD will enable girls to be diagnosed more accurately and given the necessary support in their development. Research and observations in recent years have shown that the symptoms of ASD in girls and women differ from those in boys and men. Diagnostic tools have been found to diagnose boys most readily and to overlook some girls' ASD symptoms (Lockwood et al. 2021). A particularly difficult situation is caused by the high masking of ASD symptoms by girls. Because social and communication skills were considered a marker of ASD, and girls typically score higher in these ranges, only girls with lower IQs were diagnosed. These girls were less able to mask the symptoms of ASD (Furgal 2022). The breakthrough came with Donna Williams' autobiographical book 'Nobady Nowhere: The Extraordinary Autobiography of a Autistic Girl' published in 1992. Also important for understanding ASD in girls was Liane Holliday Willey's book 'Pretending to be Normal: Living with Asperger's Syndrome' (2014, first edition published in 1999). In this book, the author showed the assimilation strategies of girls with ASD.
Research (Kopp and Gillberg, 2011) has shown that certain behaviours typical of ASD are more frequently observed in girls. These include avoidance of demands, lack of attention to physical superficiality, tremendous determination, and making contact mainly with children younger than oneself. In contrast, Lai and colleagues (2011) found that those diagnosed with ASD in childhood were - regardless of gender - similarly autistic. But in adulthood, women with ASD showed less difficulty in social communication. The authors speculate that this is the result of compensatory strategies. However, it can be difficult for a girl or woman with ASD to maintain this type of behavioural style at times of stress, in unexpected situations or for long periods of time. These situations make it difficult for a girl/woman with ASD to maintain the 'facade', the appearance of neurotypical behaviour. This proves to be an emotionally costly strategy (Hendrickx, 2018, Cridland et al. 2013, Hull et al. 2020).
It is characteristic of girls with ASD that problems in social interactions increase with age. Over time, relationships with peers become more complicated. This is particularly evident in adolescence. Neurotypical girls develop increasingly diverse relationships, and girls with ASD stop keeping up with these changes and with their peer group. Characteristically, girls with ASD remain focused on their own interests. Girls with ASD are able to maintain a semblance of neurotypicality for a long time, but, as Zener's (2019) research shows, girls with ASD's perception of their lives is different. Female respondents with ASD saw their lives as frightening, unpredictable, and reported that various events overwhelmed them and caused confusion. Girls with ASD often experience isolation, loneliness, which affects their self-esteem, feelings of being misunderstood, and lowers their self-esteem.
Additionally, girls are prone to anxiety and depressive disorders. They are hospitalised more often than boys for this reason (Rynkiewicz, Lucka 2018). Disorders that are more common among females on the autism spectrum also include eating disorders, autoimmune diseases, ADHD (attention deficit hyperactivity disorder), ADD (Attention Deficit Disorder).
1.3.2. Monotropism
If we want to deepen our understanding of how people with ASD learn about the world, we should pay attention to the concept of monotropism. Well, it is a cognitive strategy that is considered to be typical of autistics. The mind of such a person focuses attention on a small number of stimuli or interests at any one time. At such a moment, other stimuli are overlooked and are considered unimportant (they remain outside the tunnel of attention). 
The theory of monotropism was developed in the 1990s by Dinah Murray, Wenn Lawson and Mike Lesser. It was published in the journal Autism in 2005 (Murray, Lesser, Lawson 2005). This way of focusing attention affects the whole functioning of a child, a student or a person with ASD in general. On the one hand, it is related to the omission of stimuli outside the 'attention tunnel', the difficulty to focus on another activity or to shift attention to another task. On the other hand, such focus can lead to intense experiences, triggering deep thinking, experiencing the flow states mentioned above. Pulling a person out of a deep monotropic state (e.g. by attempting to verbally make contact) can be unpleasant, hence Murray et al. (2005) conclude that some people, in response to this experience, shut down communication. 
Attention, however, is most often focused on what activates it most at that moment. This causes difficulties in those situations where a wide range of attention is needed, and this is the case in social situations and interactions with other people (even the typical, conventional ones).
Let's look at what difficulties monotropic students may experience. In school, students are often expected to process multiple stimuli at one time. Multitasking is also often promoted. In the older grades it seems obvious that students should take notes while listening, and for students with ASD this can be a huge challenge (Bogdashina 2003). People with ASD may find it difficult to simultaneously understand what someone is saying to them and read their facial expressions. These difficulties may result in avoidance of environments with multiple sensory stimuli, especially as these individuals often have a variety of sensory hypersensitivities (Bogdashina 2003). In such children, there is a tendency to deepen interests rather than broaden interests.
If we consider that the diagnosis of ASD includes the occurrence of restricted and repetitive behaviour, it can be seen that a monotropic cognitive style leads to exactly that. The monotropic person has difficulty shifting attention to another object or activity. Externally, this may look like obsessing over an object or creating rituals (the monotropic focus of attention in some people is so strong that they may not even feel pain).
Due to the above-described peculiarities of how a monotropic person functions, they offer the following tips:
„1. Motivate connections with other people, and positive views about society, through the individual’s interests: ‘Start where the child is.’
2. Ensure connections are acquired through the pursuit of an individual’s own interests; endogenously motivated links will be stronger and more stable.
3. Improve understanding in order to correct false or partial connections.
4. Reduce task demands in complexity, time pressure and irrelevant stimuli.
5. Make tasks meaningful: if tasks and ideas are conveyed in small portions, ensure that the overall relatedness of the parts is understood”. (Murray et al., 2005, p 153)
1.3.3. The concept of neurodiversity
Neurodiversity is a term that was introduced by sociologist Judy Singer in 1996. She is a researcher who herself lives with ASD. She initially used the term in her thesis, and later the term 'neurodiversity' was promoted by the American journalist Harvey Blume. It was intended to show the diversity of human neural circuits, which leads to different ways of functioning in different spheres (e.g. social life, learning, attention, mood, mental functions). Later in 2015, Steve Silberman's book ('Neurotribes: The Legacy of Autism and the Future of Neurodiversity') was also published. These were important turning points in the perception of ASD.
The promotion of neurodiversity aimed to draw attention to the diversity of people (including people with ASD) and to reduce the tendency to pathologise different ways of functioning.
This view is also linked to the emergence of a social model of disability alongside the previously prevalent - medical model of disability (Barnes, Mercer, 2008).
In the medical model of disability, the aim is to identify the symptoms in a person with a disability, find the causes and then reduce the symptoms, eliminate the deficits that are characteristic of the type of disability. With this approach, the condition of the person with a disability is often determined by external symptoms (e.g. behaviour), and almost all decisions are put in the hands of professionals and parents (or other family members), disregarding the opinion of the person with a disability.
The social model of disability, on the other hand, draws attention to the fact that some of the difficulties experienced by people with disabilities are not due to the difference itself, but to the social situation in which these people find themselves.
The neurodiversity movement emphasises the need to accept difference without denying the existence of difference. Initially, the term was mainly used by selfadvocates with ASD. Nowadays, the term 'neurodiversity' is increasingly appearing in scientific research as well as in media coverage.
According to proponents of neurodiversity, the brain of a person with ASD is not pathological, it just presents a different pattern of functioning, a different way of processing information, a different way of processing sensory stimuli, different ways of emotional functioning, different learning and memory processes. 'Neuroatypical' people include people with ASD, people with ADHD, dyslexia, left-handedness people, persons with speech disorders, with Tourette's syndrome, dyscalculia, intellectual disabilities, psychiatric conditions (schizophrenia, bipolar affective disorder, schizoaffective disorder, dissocial personality, obsessive-compulsive disorder) etc. The movement promotes the acceptance, understanding and inclusion of people with ASD (and other neurodiverse nervous system patterns) into the normal stream of life while offering them support. People who talk and write about neurodiversity also show what the positive effects of being a different person can be (Kapp et al. 2012).
A child with ASD will perceive the world differently and may behave differently. However, in recognising his or her right to be different, it would be important to consider how his or her potential can be realised without pressure to become like neurotypical people.  Diversity advocates promote support systems, for example: integration-oriented services, communication support and provision of assistive technology, vocational training and support for independent living. The aim is to support people with ASD in such a way that they can continue to be themselves and express themselves, without treatment or being forced to adopt the norms and standards of the majority.
Research shows that taking a different view (changing from a medical/pathological view of ASD to a social model and recognising neurodiversity) makes a huge difference to people with ASD themselves, as well as their families and society at large. For example, an online survey was conducted by the team of Kapp et al. that included people with ASD, their families, friends of people with ASD, professionals, as well as people not related to the ASD community (a total of 657 people participated in the survey). Through the survey, the evaluation of the concept of autism in the medical model as well as perceptions of the neurodiversity movement were tested. It was found that perceptions of autism as neurodiversity were associated with a positive identity that does not require treatment. The research team concludes that it is important to recognise a deficit-as-difference conception of autism, in which individual neurological conditions may represent important aspects of human diversity (Kapp, Gillespie-Lynch, Sherman, & Hutman, 2012). In another study, Griffin and Pollak (2009) examined 27 individuals with autism, dyslexia, coordination disorder, ADHD and stroke. Semi-structured interviews conducted among these individuals showed two categories of identity as 'neurodiverse'. The first neurodiversity was seen as a difference incorporating a set of strengths and weaknesses. The second neurodiversity - 'medical/deficit' view -where neurodiversity was seen as a disadvantageous medical condition. Although all students reported a variety of school difficulties (e.g. exclusion, bullying, abuse), findings showed that students in the first group showed higher self-esteem and confidence in their abilities. Many of those with ASD had high career ambitions and clear life goals. Many of these students were also in contact with neurodiversity advocates through online support groups.
1.4 What is worth knowing?
1.4.1 Facts about ASD
Autism is a different way in which the brain functions. However, there are many myths around autism or such knowledge that have already been corrected by ongoing research and by people with ASD who are aware of their difference and can communicate how they see the world. The following are facts about ASD that are not necessarily known - sometimes these facts even have to compete with entrenched stereotypes, myths, and false beliefs (in creating the section on facts about autism, I used guidance from Dariusz Chojnowski - a person with ASD, teacher and therapist for children and young people with ASD, and I would like to thank him sincerely for gathering and pointing out this information).
Fact 1
People with ASD are many. Some people think there are more and more, but the fact is that we now have better and better diagnostic tools. It is now easier to diagnose the autism spectrum and help a child or even an adult.
Fact 2
Autism occurs in both boys and girls. Previously, ASD was mostly diagnosed in boys because doctors recognised the 'boy profile of ASD'. Now we know more and more about the specificity of ASD in girls and women.
Fact 3
Autism does not pass with age. A child with autism will also be autistic in adulthood. What can be done is to help him or her understand themselves, understand the world they live in and learn to cope with it.
Fact 4
There is no 'other' person inside a person with ASD. A person with ASD is simply a different person from a neurotypical person.
Fact 5
Autism is not an intellectual disability. People with ASD may have an intellectual disability, but they may also be intellectually normal as well as above normal. A person with ASD may also have other developmental difficulties such as a learning impairment or attention deficit/hyperactivity disorder (ADHD), a mental health disorder such as depression, OCD, PTSD or agoraphobia, or a behavioural disorder such as oppositional defiant disorder or conduct disorder. These additional disorders may (but do not necessarily) exacerbate the difficulties associated with ASD.
Fact 6
Not everyone with ASD is exceptionally gifted or has outstanding abilities. Among people with ASD, there are those who have outstanding abilities, but there are also those who do not have them and function completely average.
Fact 7
People with ASD do not form a homogeneous group. Each person with ASD is different, each with their own individual sensory profile (hypersensitivity and less sensitivity to certain sensory stimuli), talents, limitations, passions.
Fact 8
Vaccines do not cause autism.
1.4.2 Basic guidelines when interacting with a person with ASD
1) Get to know that particular person with ASD - don't assume you know them because you have knowledge of ASD. Recognise his or her individuality.
2) Accept their differences (e.g. characteristic stims, hypersensitivity of certain senses, need to provide themselves with certain tactile, auditory, visual stimuli).
3) Try to get to know and understand her different way of seeing the world.
4) Notice positive traits and behaviours. Some of these are also a symptom of ASD and at the same time are valued qualities (e.g. loyalty, perseverance, honesty, integrity, intelligence).
5) Discover the strengths of the person with ASD.
6) Examine why the child/young person with ASD is having problems in a particular situation. Try to discover the cause. If successful, eliminate the causes of the difficulties first and then correct the behaviour.
7) Remember that a child with ASD is also influenced by other factors such as age, gender, personality, character, inherited traits, talents, people around them.
8) Provide opportunities to develop interests and passions (music, computers, books, etc.). Use these passions in other areas of the child's life (e.g. learning, motivation).
9) Use visual information, reinforce statements with pictures, captions.
10) Emphasise the uniqueness and uniqueness of each person (including people with ASD).
Summary
Autism spectrum disorders (ASD) are associated with differences in communication, learning and behaviour, although they may look different from person to person. People with ASD may have a wide range of strengths, abilities, needs and challenges. For example, some people with autism are able to communicate verbally, have a normal or above average intelligence quotient and live independently. Others may not be able to communicate their needs or feelings, may struggle with disabling and harmful behaviours that affect their safety and wellbeing, and may depend on the support of other people in all (or selected) areas of their lives. Additionally, for some people with autism and otherness may not cause any suffering for themselves. However, their suffering may result from barriers imposed by social norms, causing social exclusion and inequality.
Supporting neurodiversity in school can be very important. Barriers usually arise as a result of ignorance, stigma and lack of appropriate infrastructure (e.g. school organisation, classrooms). Understanding and embracing neurodiversity in society, in schools, in various other places can improve the inclusion of all people. It is important to create environments that foster neurodiversity.  It is also important to recognise neurodiversity and provide individual support to meet needs, as well as highlighting the individual strengths of people with ASD.
Modern technology provides great opportunities to adapt educational materials to the specific needs of students with ASD. This provides the opportunity to capitalise on different learning styles, cater for different needs, and respect different behaviours.
Diagnostic Criteria for Autism Spectrum Disorder
To meet diagnostic criteria for ASD according to DSM-5 (American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed.), a child must have persistent deficits in each of three areas of social communication and interaction (see A.1. through A.3. below) plus at least two of four types of restricted, repetitive behaviours (see B.1. through B.4. below).
A.            Persistent deficits in social communication and social interaction across multiple contexts, as manifested by the following, currently or by history (examples are illustrative, not exhaustive; see text):
1.            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.
2.            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.
3.            Deficits in developing, maintaining, and understand relationships, ranging, for example, from difficulties adjusting behavior to suit various social contexts; to difficulties in sharing imaginative play or in making friends; to absence of interest in peers.
Specify current severity:
Severity is based on social communication impairments and restricted, repetitive patterns of behaviour.
B.            Restricted, repetitive patterns of behaviour, interests, or activities, as manifested by at least two of the following, currently or by history (examples are illustrative, not exhaustive; see text):
1.            Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple motor stereotypes, lining up toys or flipping objects, echolalia, idiosyncratic phrases).
2.            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 every day).
3.            Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong attachment to or preoccupation with unusual objects, excessively circumscribed or perseverative interests).
4.            Hyper- or hyporeactivity 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).
Specify current severity:
Severity is based on social communication impairments and restricted, repetitive patterns of behaviour.
C.            Symptoms must be present in the early developmental period (but may not become fully manifest until social demands exceed limited capacities, or may be masked by learned strategies in later life).
D.            Symptoms cause clinically significant impairment in social, occupational, or other important areas of current functioning.
E.             These disturbances are not better explained by intellectual disability (intellectual developmental disorder) or global developmental delay. Intellectual disability and autism spectrum disorder frequently co-occur; to make comorbid diagnoses of autism spectrum disorder and intellectual disability, social communication should be below that expected for general developmental level.
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