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Abstract

Autism Spectrum Disorders (ASD) diagnosis in very young children may be delayed due to
doubts about validity. In this study, 77 children received a diagnostic and developmental
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evaluation between 16 and 35 months and also between 42 and 82 months. Diagnoses based on
clinical judgment, Childhood Autism Rating Scale, and the Autism Diagnostic Observation
Schedule were stable over time. Diagnoses made using the Autism Diagnostic Interview were
slightly less stable. According to clinical judgment, 15 children (19%) moved off the autism
spectrum by the second evaluation; none moved onto the spectrum. Results indicate diagnostic
stability at acceptable levels for diagnoses made at age 2. Movement off the spectrum may reflect
true improvement based on maturation, intervention, or over-diagnosis at age 2.
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Introduction

For children with Autism Spectrum Disorders (ASD), early detection and subsequent early
intervention can lead to substantially better prognosis, including improved language, social
relationships, and adaptive functioning, and fewer maladaptive behaviors, all of which
increase the chance of successful inclusion in public education (Harris and Handleman
2000; Jocelyn et al. 1998; Lord 1995; Mays and Gillon 1993; Prizant and Wetherby 1988;
Siegel et al. 1988). However, such children are often referred for evaluation later than would
be optimal. The average age at which caregivers first express concern to their pediatrician is
17 months, but the average age of diagnosis is significantly later, often as late as 4 years or
even older (De Giacomo and Fombonne 1998; Flannagan and Nuallain 2001; Siegel et al.
1988). This may be due to several factors, including the fact that symptom presentation
varies from case to case, social and language deficits may not be noted until children are
observed interacting with peers, and screening and diagnostic instruments for young
children are still relatively new and under development (Baron-Cohen et al. 1992, 1996;
Bryson et al. 2003; Robins et al. 2001).

Another key element in the pattern of delayed diagnosis is doubt about the validity of very
early diagnosis. Previously, the age for earliest reliable diagnosis was thought to be between
4 and 5 years (Howlin and Ashgarian 1999). However, a number of recent studies have
shown that ASD can be accurately detected in children under the age of 3 years (Charman
and Baird 2002; Cox et al. 1999; Eaves and Ho 2004; Lord 1995; Moore and Goodson 2003;
Stone et al. 1999). Such studies have focused on: (1) stability of very early diagnosis, (2)
applicability of specific instruments to very young children, and (3) whether DSM-IV
symptoms (American Psychiatric Association 1994) apply to very young children. Table 1
presents numbers of children who retained, lost, or gained an ASD diagnosis in various
studies. The percent stability reported in the last column represents the number of children
whose diagnosis remained stable across the two evaluations (either ASD or non-ASD).

All of the studies described had high rates of diagnostic stability, with few children moving
onto or off of the autism spectrum. Although failure to diagnose children at a very young
age who then later develop autism is a serious concern, the notion of children no longer
meeting criteria for a diagnosis of ASD is also of interest. Because of the small number of
children in each of the previously described studies who lost an ASD diagnosis, it is
impossible to do any more than speculate as to the reasons why this may have occurred. It
could be that the original diagnosis was in error; several studies have noted that it is very
difficult to distinguish children with ASD from children with severe global developmental
delay at this age (Lord 1995). However, it is also possible that the initial diagnoses were
accurate and that through intervention or because of specific characteristics of the children,
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they moved off the autism spectrum to either another developmental disorder (e.g., language
delay and global developmental disorder) or to no diagnosis.

With regard to specific diagnostic instruments or methods, the currently accepted “gold
standard” for diagnosing children under the age of 5 years is clinical judgment (Volkmar et
al. 2005), despite a number of empirically validated diagnostic measures, which include the
Autism Diagnostic Interview-Revised (ADI-R; Lord et al. 1994), the Autism Diagnostic
Observation Schedule (ADOS; Lord et al. 1999), and the Childhood Autism Rating Scale
(CARS; Schopler et al. 1988).

A number of current studies have addressed the applicability of these instruments, as well as
the diagnostic criteria from the DSM-1V and ICD-10, to the diagnosis of very young
children (see Table 1). One major criticism of using the ADI-R to diagnose toddler age
children is that it only diagnoses Autistic Disorder, and not PDD-NOS. Since to show
Autistic Disorder, a child must show deficits in all three areas (socialization,
communication, and stereotyped/repetitive behaviors), and many young children only show
problems in the first two areas, using the ADI-R may fail to diagnose such children with an
ASD (Charman and Baird 2002; Cox et al. 1999; Ventola et al. 2006; Lord 1995; Stone et al.
1999). Conversely, many children with severe global developmental delay meet diagnostic
criteria for autism on this measure because they are engaging in a number of repetitive
mannerisms, even at a very young age (Lord 1995). A toddler version of the ADI-R is in use
that contains additional questions relating to early childhood behaviors, however, the scoring
criteria remain the same as for the standard ADI-R (Lord et al. 2004). Finally, there are no
current sets of criteria for diagnosing either PDD-NOS or Asperger syndrome with the ADI-
R. Probably for all of these reasons, a recent study on diagnosis of 2-year old (Ventola et al.
2006) found good agreement among clinical judgment, ADOS, and CARS, but insufficient
agreement between the ADI and the other three measures. Cox et al. (1999) found that early
diagnosis based on the ADI-R showed good specificity, in that all children diagnosed with
autism at 20 months met diagnostic criteria at 42 months. However, it showed poor
sensitivity in detecting autism at 20 months, in that a high proportion of children later found
to have ASD were missed at 20 months.

This issue is less of a problem with other diagnostic measures, such as the CARS and the
ADOS, because these measures allow for a diagnosis of PDD-NQOS that does not require
repetitive and stereotyped behaviors. This may help increase the negative predictive power
of these measures for children in this age range as the presence of repetitive behaviors does
not differentiate children with autism and children with other developmental delays
(Baranek 1999; Lord et al. 1993; Osterling and Dawson 1994; Stone and Hogan 1993).
Eaves and Ho (2004) reported that despite a change in individual scores on the CARS
ranging from +14 to —14 points between the two evaluations, there was no change in mean
scores and a correlation between CARS scores in the two evaluations was 0.76.

Several groups have found that symptoms from the DSM-IV diagnostic criteria may be
either developmentally irrelevant in very young children, such as impaired conversational
ability or stereotyped and repetitive use of language, or not often seen in very young
children, such as inflexible adherence to routines and rituals (Charman and Baird 2002; Cox
et al. 1999; Eaves and Ho 2004; Lord 1995; Moore and Goodson 2003; Stone et al. 1999). It
is likely that these results reflect the developmental level of toddlers, and many of these
behaviors may emerge later in the developmental course of autism. Despite the
inappropriateness of these items for very young children, the DSM-1V diagnostic criteria
remain the standard against which all other measures are compared. This may not be
problematic for diagnoses of Pervasive Developmental Disorder-Not Otherwise Specified or
ASD since a symptom from the category of restricted and repetitive behaviors is not
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required. It may, however, create problems for the validity of Autistic Disorder since a
behavior from this domain is required.

In summary, a number of studies have shown that diagnoses of Autistic Spectrum Disorder
made at the age of 2 years are generally reliable and stable throughout the preschool years.
Both the ADI-R and the DSM-IV diagnostic criteria are not fully applicable to children in
this age range and may need to be adjusted based on clinical judgment of age appropriate
behaviors. Samples have been rather small, and there are marked inconsistencies among
studies in whether the source of instability is children moving onto the autism spectrum or
children moving off the spectrum. In addition, they have not directly compared the
diagnostic stability of different instruments.

The aim of the current study is to investigate the diagnostic stability of DSM-IV based
clinical judgment between the ages of 2 and 4, and compare it to the stability of three
additional diagnostic tools (ADI-R, ADOS, and CARS) in a large sample of children
recruited from a study of early identification of ASD.

A total of 77 children participated in this study (66 males, 11 females; mean age Time 1: 2
years, 3 months, SD 5 months, range 1 year, 4 months—2 years, 11 months; mean age Time
2: 4 years, 5 months, SD 8 months, range 3 years, 5 months—6 years, 10 months). All
children were part of a larger study aimed at developing an effective screening tool for ASD
for toddler age children in both the general population and in high-risk populations, the
Modified Checklist for Autism in Toddlers (M-CHAT; Robins et al. 2001). Individuals were
screened between the ages of 16 and 30 months at (1) well-child visits with their primary-
care provider (n7=9), (2) intake visits with an early intervention agency (7= 67), or (3) if
they were the younger sibling of a child diagnosed with an ASD (n7=1). Children in the
study came from Connecticut, Massachusetts, Rhode Island, and New York. Seventy-four
children were Caucasian, one Asian, one African-American and one Puerto-Rican. All
children lived in homes where English was the native language spoken.

Exclusionary criteria were: (a) they had already received a diagnosis of an ASD or other
disorder (e.g., global developmental delay) prior to screening, (b) they were older than 30
months or younger than 16 months when their caregiver filled out the screener, (c) they had
severe physical impairments that prevented the use of standardized evaluation instruments
(e.g., blind, deaf, unable to sit independently), and (d) the family were not fluent in English
(a sample of Spanish-speaking families is currently being collected).

Clinical judgment by experienced clinicians is considered to be the “gold standard” for
autism diagnosis (Volkmar et al. 2005). In the current study, the clinicians used the DSM-1V
criteria for Autistic Disorder (APA 1994) on which to base their clinical judgments. A child
could be diagnosed with Autistic Disorder, with PDD-NQOS, or as not on the autism
spectrum; if the last, they could be given no diagnosis, or a diagnosis of language disorder,
global developmental delay, or other condition. Asperger’s Disorder was not considered for
the Time 1 diagnosis, given the young age of the children, and no children at age 4 received
a diagnosis of Asperger’s.

The ADI-R (Lord et al. 1994) is a semi-structured clinician-based interview for caregivers
that evaluates the child’s communication, social development, play, and restricted,
repetitive, and stereotyped behaviors. The interview yields separate scores for each of the
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three diagnostic domains. The child must meet the scoring criteria in each of the three
domains in addition to demonstrating symptoms before age three, in order to meet
diagnostic criteria for autism. The ADI-R has a scoring algorithm that is based on the DSM-
IV criteria for autism that yields a classification of either autism or non-autistic; it does not
diagnose PDD-NOS or other ASDs. For some children in the study, the Toddler version of
the ADI replaced the ADI-R at Time 1 and the Short version of the ADI-R replaced the
ADI-R at Time 2. See Tables 2 and 3 for the number of children receiving each version. The
algorithm items remain the same for all three versions, and as only the algorithm items are
used when making diagnostic judgments, the children receiving the different versions were
collapsed for data analysis. The Toddler version contains additional questions relating to
early childhood behaviors and eliminates questions designed for use with older children, for
example those relating to certain peer interactions. The Short version contains a subset of
questions from the ADI-R including all of the algorithm items.

The ADOS (Lord et al. 1999) is a semi-structured assessment of communication, social
interactions and relatedness, play, imagination, and stereotyped or repetitive behaviors. The
assessment consists of planned social interactions to encourage social initiations and
responses. There are also opportunities to engage in imaginative play. This measure yields
scores in the social domain, communication domain, and a combined score. Diagnostic
classification is made by exceeding cut-off scores in these three areas (social,
communication, and combined). A child can be classified as having Autistic Disorder or
PDD-NQOS, or as non-autistic.

The CARS (Schopler et al. 1988) consists of 15 items intended to measure the presence and
severity of ASD. The child is rated on each item based on the clinician’s observation of the
child’s behavior throughout the evaluation as well as on the parent’s report. The CARS
includes items on socialization, communication, emotional responses, and sensory
sensitivities. The CARS classifies a child as having mild, moderate, or severe autism, or no
autism, with a cutoff of 30 for the presence of autism. The cutoff of 30 was used in the
present study to calculate diagnostic agreement between Times 1 and 2, but scores in the
high 20s were considered consistent with a clinical judgment of PDD-NOS.

Vineland Adaptive Behavior Scales (VABS; Sparrow et al. 1984) is a widely used parent
interview scale that assesses adaptive functioning in the areas of communication, daily
living, socialization, and motor skills, as well as yielding an adaptive behavior composite
score.

Mullen Scales of Early Learning (Mullen 1995) is a test of developmental functioning. The
subscales of visual problem solving, fine motor skill, receptive and expressive language
were administered. It also yields an early learning composite which is an estimate of overall
developmental quotient.

Bayley Scales of Infant Development, Second Edition (Bayley 1993) is a test that measures
mental and psychomotor development. It yields a developmental index score (mental
developmental index) of the child’s overall development.

Differential Abilities Scales (DAS; Elliot 1990) tests general cognitive functioning and
generates scaled scores in the areas of non-verbal and Verbal abilities as well as a composite
score (GCA) which is an estimate of full-scale intelligence.

All children received the VABS, a semi-structured interview to review DSM-1V criteria, and
a developmental, medical, and intervention history, at both time points. The CARS was also
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administered at both time points. Seven children were missing the CARS at Time 1 and 12
children at Time 2; a total of 58 children had the CARS at both time points.

For the first 42 Time 1 evaluations, and 17 Time 2 reevaluations, children received the
Bayley or the DAS, depending on age and functioning level. For the remaining 35 Time 1
evaluations and 60 Time 2 re-evaluations, the Bayley was replaced by the Mullen for all
children within its age range (older children were given the DAS). For these 35 Time 1 and
60 Time 2 evaluations, the ADOS and the ADI-R were also added. Thirty children received
the ADOS and ADI-R at both time points.

Families were recruited from one of the three sources listed previously. The child’s
caregiver filled out the M-CHAT between the ages of 16 and 30 months. If the child failed
the screener and subsequent phone follow-up interview, they were invited to receive a free
developmental and diagnostic evaluation. All children who received an initial evaluation
were invited back to receive a follow-up evaluation between the ages of 42 and 54 months.
However, some children did not receive the follow-up evaluation until after 54 months (n=
28) due to difficulties in scheduling, difficulty locating families, and parents initially
declining the re-evaluation and then deciding to participate.

A team of investigators performed the evaluations at the University of Connecticut
Psychological Services Clinic, including one licensed clinical psychologist (DF, SH, or
MB), or developmental pediatrician (TDM) specializing in autism and one graduate student
also experienced in autism assessment. One of the team members collected history
information and completed the caregiver interviews while the other member of the team
evaluated the child, usually in the same room. A blind assessment was not considered
possible, as all children presenting for an evaluation had failed the M-CHAT, indicating
some developmental concern, and at Time 2 many parents requested to see the same
clinician as at Time 1. However, the graduate student testing and playing with the child at
Time 2 was kept blind to Time 1 diagnosis whenever possible. Clinical DSM-IV based
diagnosis was arrived at by discussion of the team.

At Time 1, children were diagnosed as having (a) Autistic Disorder, 7= 46, (b) Pervasive
Developmental Disorder-Not Otherwise Specified, 7= 15 or (c) having a non-autistic
developmental delay or other condition (language delay n = 10; global developmental delay
n=3, or other n=3). All children met criteria for some type of developmental disorder at
the initial evaluation. Group characteristics are found in Table 2.

Analysis of variance (ANOVA) indicated significant group differences on all items except
the Mullen scores and the VABS Motor scaled score. The Autistic Disorder group showed
the most impairment and severity of symptoms.

At Time 2, children were diagnosed as having (a) Autistic Disorder n= 34, (b) PDD-NOS, n
=12, (c) a non-autistic developmental delay or other condition (language delay, n=7,;
global developmental delay, 7= 6, or other, 7= 8), or (d) not meeting diagnostic criteria for
any disorder, n=10.

Analysis of variance indicated significant group differences on all measures; with the
Autistic Disorder group showing the most impairment and severity of symptoms (see Table
3 for characteristics).

J Autism Dev Disord. Author manuscript; available in PMC 2013 April 14.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Page 7

Diagnostic Stability

Clinical diagnoses based on DSM-1V criteria were stable over time. After combining the AD
and PDD-NOS groups into an ASD group, 80% of the children remained in the same
diagnostic category, with 46 of 61 children retaining an ASD diagnosis (see Table 4). When
looking at specific ASD diagnoses, 46 were initially diagnosed with Autistic Disorder. Of
these, 32 maintained their diagnosis (70%), whereas seven children moved from AD to
PDD-NOS (15%), four from AD to a non-autistic developmental disorder or other condition
(9%), and three from AD to no diagnosis (6%). Five of the 15 children who were initially
diagnosed with PDD-NOS maintained their diagnosis (33%). Two children moved from
PDD-NOS to AD (13%), five from PDD-NOS to a non-autistic developmental disorder or
other condition (33%), and three from PDD-NOS to no diagnosis (20%). None of the
children who were diagnosed with a non-autistic developmental disorder or other condition
at the initial evaluation was diagnosed with an ASD at the re-evaluation.

Diagnostic stability for children who received the AD/-Rwas at 67% (see Table 5). Five
children retained the diagnosis of autism between Times 1 and 2, six children no longer met
criteria for the diagnosis, and four children gained the diagnosis. Fifteen children did not
meet diagnostic criteria on the ADI-R at either time. Diagnostic stability using the ADOS
was 83% when collapsing the categories of Autistic Disorder and PDD-NOS, with 21
children retaining an ASD diagnosis, five children no longer meeting criteria for the ASD
diagnosis, zero children gaining an ASD diagnosis and four children receiving no autism
diagnosis at either evaluation (see Table 6).

When breaking down the diagnostic groups, of the 22 children with an initial diagnosis of
AD, 17 (77%) retained the diagnosis, 1 (5%) moved from AD to PDD-NOS and 4 (18%)
moved from AD to no autism diagnosis. Of the four children with an initial diagnosis of
PDD-NOS, three children (75%) moved from PDD-NOS to AD and 1 (25%) moved from
PDD-NOS to no autism diagnosis.

On the CARS, diagnostic stability was 76% (see Table 7). Using the CARS cutoff of 30 to
separate autism from non-autism, 42 were initially diagnosed with autism and 16 with non-
autism. At Time 2, 30 children initially diagnosed (71%) retained a diagnosis of autism, and
12 children (20%) no longer met criteria for the diagnosis. Of those diagnosed with non-
autism, 2 (12.5%) gained the diagnosis and 14 (87.5%) continued not to meet criteria for
autism.

Discussion

In this study, 77 children were evaluated at two times: initially around the age of 2 years,
and then again around 4 years. Diagnostic stability based on DSM-IV clinical judgment was
high, with 80% of children remaining in the same diagnostic category at follow-up; this
figure is quite consistent with what has been reported in previous studies with smaller
samples. Fifteen children (20%) changed from having a diagnosis on the autism spectrum to
either having a diagnosis of a non-autistic developmental disorder or having no diagnosis.
Also consistent with other studies, a diagnosis of Autistic Disorder was more likely to
persist than a diagnosis of PDD-NQOS: 85% of children who received an initial diagnosis of
Autistic Disorder retained a diagnosis on the autism spectrum at age 4, whereas 47% of
children initially diagnosed with PDD-NOS retained an ASD diagnosis. Similarly, fewer
children with an initial diagnosis of Autistic Disorder moved to meeting criteria for no
developmental disorder than children initially diagnosed with PDD-NOS (6% vs. 20%). No
children who were diagnosed as non-ASD at age 2 were diagnosed with ASD at follow-up,
as we did not expect to identify any children who demonstrated regression after initial
screening. Of the 46 children who retained a diagnosis of ASD, only two moved from PDD-
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NOS to AD, whereas seven moved from AD to PDD-NOS. Thus, both in movement on and
off the ASD spectrum, and movement within the spectrum, there was a general trend toward
milder impairment between the ages of 2 and 4; symptomotology was more likely to
improve than to worsen over time Fig. 1.

The exception to this trend was the emergence of repetitive behavior and resistance to
change in some children. For the two children who moved from PDD-NOS to AD, both had
no reported/observed problems with stereotyped/repetitive behaviors at the Time 1
evaluation but by the Time 2 evaluation began engaging in these types of behaviors,
prompting the change to the AD diagnosis. Similarly, the children who moved from non-
autistic to Autistic Disorder on the ADI-R generally did so because of the emergence of
repetitive behaviors or resistance to change. In the studies summarized in Table 1, it is
generally the case that studies that found a significant number of children moving onto the
ASD spectrum used the ADI-R as a key diagnostic instrument, whereas the other studies
found few or no children moving in this direction. Probably for this reason, the ADI-R had
lower overall stability than the other three measures in the current study.

Although the children who gained an AD diagnosis generally did so because of the
development of repetitive behaviors, the seven children who moved from an AD diagnosis
to a diagnosis of PDD-NOS were heterogeneous in their behaviors and no clear pattern
emerged to suggest a specific way in which symptoms were abating.

On the CARS, 2 children moved from having a score that was not on the spectrum at Time 1
to a score that was on the spectrum at Time 2. In each case, the Time 1 scores were within a
few points of cutoff criteria for ASD and moved to just at cutoff criteria (from 26 to 30 and
27 to 30, respectively). This was not the case with the ADI-R; more children gained a
diagnosis of autism for the specific reason that they developed repetitive and stereotyped
behavior. Until a specific scoring algorithm is created for use with children in this age range,
or scoring criteria for PDD-NOS are developed, it may be prudent to use the ADI-R in
conjunction with other measures for children in this youngest age group.

Another factor that differentiated the ADI-R from the other instruments was that it was
based on parent report only. The ADOS, in contrast, is based on direct child observation,
whereas the CARS and DSM-1V-based clinical judgment incorporate information gleaned
both from child observation and parent report. Although parents are generally excellent
reporters, especially when asked about specific behaviors, and although parent report is
crucial in providing information that may not be directly observable in an evaluation (e.qg.,
reactions to peers), there were a few instances in this study where parents denied the
existence of either a pathological behavior or a skill that was directly observed during the
evaluation. Therefore, supplementing or modifying the ADI-R results with direct
observation will result in a more accurate diagnosis. We conclude, therefore, that diagnostic
stability of ASD diagnoses is high between ages 2 and 4, especially when using DSM-IV-
based clinical judgment, ADOS, or CARS. Stability is also good for the ADI-R, except for
children who do not meet criteria for Autistic Disorder because of few or no symptoms in
the repetitive behavior domain. Were an algorithm for PDD-NOS to be derived from the
ADI-R, stability would likely be high. When children move diagnostically, it is likely to be
in a positive direction, both with and across the boundaries of the autism spectrum.

Sutera et al. (2007) examined in detail the children who moved off the autism spectrum
between ages 2 and 4, to determine whether child characteristics at age 2 could predict this
diagnostic change. Contrary to expectations, the children who retained the ASD diagnosis
were very similar to those who moved off the spectrum on most variables, including
receptive and expressive language, non-verbal problem solving, and number and severity of
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DSM-IV autism symptoms. Motor development, however, both by parent report and child
testing, was different, with the improved outcome children showing significantly better
motor development at age 2.

Several limitations to the current study should be noted. First, a truly blind assessment at
Time 2 would be preferable. This was not feasible in the current study, partly because
parents sometimes requested to see the same clinician, and because feedback to parents
involved comparing developmental and diagnostic results between the two assessments.
However, developmental and ADOS testing was done by student clinicians who were
generally blind to initial assessment results, and who followed specific behavioral rules for
diagnosis. As reported by Ventola et al. (2006) for the current sample of children, reliability
between the ADOS, scored by the student clinicians, and the DSM-IV-based clinical
judgment of the experienced clinician, was very high.

Another limitation was that the sample was drawn from Connecticut and surrounding areas
in Massachusetts, Rhode Island, and New York. Early intervention services are more
intensive in these areas than in many parts of the US and other countries. Future analyses
will examine the relationship between type and intensity of intervention and outcome in our
longitudinal sample, but the extent to which intervention played a role in the generally
positive movement of the children in our sample is not yet known. In addition, the extent to
which our findings can be generalized to other geographic areas is not clear.

A final question which is raised by the present findings is the youngest age at which a
reliable diagnosis can be made. The mean age of our sample was 27 months, with children
as young as 16 months; can reliable diagnosis be made earlier than that, and what percent of
children as young as 16—17 months can be reliably diagnosed? To some extent, this will
depend on the degree of developmental delay; we feel that children with all skills (motor,
language, and cognitive) under a 12-month developmental level cannot be diagnosed with
ASD using DSM-1V criteria. Should children under the age of 16—17 months chronological
age, or 12 months developmental age, be diagnosed with ASD, using criteria developed
specifically for this age group, or should the question of possible autistic development be
raised without a firm diagnosis being made? These are questions for ongoing longitudinal,
prospective studies of children at high risk for developing ASD to consider.
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Time 1 Evaluation

AD 46

Time 2 Evaluation| AD 34

Fig. 1.

Movement between diagnostic categories between Times 1 and 2 evaluations
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Mean scores on measures at Time 1

Table 2

Autistic (n =46) PDD-NOS(n=15) Non-autistic DD (n = 16) F
Age at evaluation (in months)  27.06 (6.43) 24.74 (2.89) 27.44 (3.95) 1.39
ADI-R total 9 (n = 32) 30.83 (6.77)0 2857 (5.82) 18.33 (1.15)0 510"
ADOS (AB score) (7= 34) 18.1 (2.98)a0 10.87 (5.91)4 6 (4.24)0 20137
CARS (n=70) 36.05 (4.69)%0  30.30 (5.44)4C€ 22.64 (4.29)0¢ 42117
DSM-1V number of symptoms 7 33 (1.66)2 4.50 (1.41) 1.44 (1.74)0 9.50 %%
FSIQ (Bayley or Mullen)€ 53.24 (7.34)0 62.33 (16.19) 71.06 (25.20)2 8.56™"
Mullen VR 24 (6.24) 28 (10.84) 35.75 (18.40) 2.65
Mullen FM 25.4 (8.93) 27.57 (14.52) 31.25 (18.13) 0.45
Mullen RL 20 (0) 24.85 (8.47) 28.0 (13.85) 4.05
Mullen EL 21.55 (3.44) 28.57 (9.65) 24.66 (5.03) 4.20
Mullen ELC 54.31 (7.52) 62.84 (19.55) 68.50 (13.07) 1.76
Bayley MDI 5231 (7.22)0 61.33 (13.60) 74.33 (26.81) 701"
VABS Com 62.81 (5.76)2 67.50 (6.41)C 76.68 (13.25)7 1750
VABS DL 66.34 (6.07)0 68.85 (6.54) 75.75 (12.35)0 8.316™
VABS Soc 64.70 (7.60)0 68.71 (8.24)¢ 81.00 (8.80)0 244177
VABS Mot 78.15 (12.25) 81.64 (9.70) 86.62 (12.74) 3.01
VABS ABC 62.06 (5.33)0 66.07 (5.18)¢ 74.93 (10.44)0 21.55™
*p< 0.05
**p <0.01

aGroup difference between autistic and PDD-NOS

b . - -
Group difference between autistic and non-autistic DD

c . -
Group difference between PDD-NOS and non-autistic DD

d16 children received the ADI-R and 16 children received the Toddler version of the ADI-R

642 children received the Bailey and 35 children received the Mullen
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Table 4
Diagnostic stability of DSM-1V (80%)

DSM-IV Timel DSM-IV Time2

Non ASD
Non 16 0
ASD 15 46
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Table 5
Diagnostic stability of ADI-R (67%)

ADI-RTimel ADI-RTime2

Non  Autism

Non 15 4
Autism 6 5
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Diagnostic stability of ADOS (83%)

ADOSTimel ADOSTime2

Non ASD
Non 4 0
ASD 5 21
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Table 7
Diagnostic stability of CARS (76%)

CARSTimel CARSTime2

Non ASD
Non 14 2
ASD 12 30
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