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This information booklet gives a broad background on the nature of High 
functioning Autism (HFA), formerly referred to as Asperger’s Syndrome,  
within the framework of the new Diagnostic and Statistical Manual of Mental 
Disorders (Fifth Edition). 

The DSM V was published in 2013 by the American Psychiatric 
Association, using a dyad of impairments. Severity criteria now differentiate 
between what was once Asperger’s disorder, Pervasive Developmental 
Disorder (Not Otherwise specified) and Autistic Disorder. 

Two core domains are focussed on
– Deficits in social communication and interaction
– Restricted patterns of behaviour, interests and activities

Specify with / without accompanying intellectual and / or language impairment 

The following issues will be mentioned in this section:

1. Identification of HFA

2. Possible causes of HFA

3. Helpful diagnostic tools

4. Differential diagnoses

5. Neuropsychological manifestations

6. Sensory issues

7. Communication difficulties

8. Implications for socialisation

9. Classroom facilitation

10. Behavioural intervention

11. Sexuality and HFA

12. Curriculum Adaptation and Individual Educational 
Programmes

13. Case Studies

14. Writings of Individuals with HFA
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1. Identification of HFA

1.1  DSM-V

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 behaviours 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 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 absence of interest in peers.

Specify current severity:

Severity is based on social communication impairments and restricted repetitive 
patterns of behaviour (see Table 1).

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 or verbal 
nonverbal behaviour (e.g., extreme distress at small changes, difficulties with transitions, 
rigid thinking patterns, greeting rituals, need to take same route or eat 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 interest).

4. Hyper- or hypo-reactivity to sensory input or unusual interests 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 (see Table 2).

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.
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These disturbances are not better explained by intellectual disability (intellectual developmental 
disorder) or global developmental delay. Intellectual disability and ASD frequently co-occur; to  make 
co-morbid diagnoses of ASD and intellectual disability,  social communication should be  below that 
expected for general developmental level.

Note: Individuals with a well-established DSM-IV diagnosis of autistic disorder, Asperger’s disorder, or 
pervasive developmental disorder not otherwise specified should be given the diagnosis of Autism 
spectrum disorder. Individuals, who have marked deficits in social communication, but whose 
symptoms do not otherwise meet criteria for ASD, should be evaluated for social (pragmatic) 
communication disorder.

Specify if:
With or without accompanying intellectual impairment
With or without accompanying language impairment
Associated with a known medical or genetic condition or environmental factor

Table 1: Severity levels for ASD spectrum disorder

Severity level Restricted, repetitive behaviors

Level 3
"Requiring very substantial support”

Inflexibility of behaviour, extreme difficulty coping with 
change, or other restricted/repetitive behaviours markedly 
interfere with functioning in all spheres. Great distress/
difficulty changing focus or action.

Level 2
"Requiring substantial support”

Inflexibility of behaviour, difficulty coping with change, or 
other restricted/repetitive behaviours appear frequently 
enough to be obvious to the casual observer and interfere 
with functioning in a variety of contexts. Distress and/or 
difficulty changing focus or action.

Level 1
"Requiring support”

Inflexibility of behaviour causes significant interference 
with functioning in one or more contexts. Difficulty 
switching between activities. Problems of organisation 
and planning hamper independence.

Reference: American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 
5th ed. Arlington, VA: American Psychiatric Association; 2013.

1.2  Gillberg’s criteria for Asperger’s Disorder

Despite the existence of the new DSM V criteria, it is  felt that the criteria as set out by Gillberg and 
the Australian Scale for “Asperger’s Syndrome” may still be helpful in the identification of HFA.

1.  SEVERE IMPAIRMENT IN RECIPROCAL SOCIAL 
INTERACTION
       (At least two of the following)

(a)  inability to interact with peers

(b)  lack of desire to interact with peers

(c)  lack of appreciation of social cues
(d)  socially and emotionally inappropriate 

behaviour 
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2.  ALL-ABSORBING NARROW INTEREST
       (At least two of the following)

(a)  exclusion of other activities

(b)  repetitive adherence

(c)  more rote than meaning

3.  IMPOSITION OF ROUTINES AND INTERESTS  
       (At least one of the following)     

(a)  on, self, in aspects of life

(b)  on others

4.  SPEECH AND LANGUAGE PROBLEMS  
       (At least three of the following)     

(a)  delayed development

(b)  superficially perfect expressive language

(c)  formal, pedantic language

(d)  odd prosody, peculiar characteristics
(e)  Impairment of comprehension including misinterpretations of literal/implied meanings

 5.  NON-VERBAL COMMUNICATION PROBLEMS  
       (At least one of the following)     

(a)  limited use of gestures

(b)  clumsy/ gauche body language
(c)  limited facial expression

(d)  inappropriate expression

(e)  peculiar, stiff gaze
  
6.  MOTOR CLUMSINESS  
        Poor performance on neuro-developmental examination

HFA is multi-factorial in origin and has been associated with the following:

No  psychological or environmental evidence

Genetic Predisposition

Biochemical Abnormalities

Metabolic Disturbances

Pre- and Post- natal conditions

2. Possible causes of HFA
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3.1  Developmental Scales

3. Helpful diagnostic tools

HFA is a behaviourally defined disorder and no single tool is available to make a quick diagnosis.  It is 
imperative that an in-depth developmental history be taken and that the individual be observed over a 
period of time in both structured and unstructured as well as familiar and unfamiliar situations.

The following are merely helpful tools but should not be seen as diagnostic instruments for HFA per se.

Griffiths Mental Development Scales - 
Extended Revised: 2 to 8 years (GMDS-ER 
2-8)

IQ Test (To determine level of intellectual 
functioning)   

Standardized semi-structured observation 
scale administered to individuals referred 
for possible ASD
Also ADOS T (Toddler Module) more 
appropriate for young children and children 
with developmental ages below 15 months
Consists of four modules which can each be 
administered in 30-40 minutes 
Activities designed for use at different 
developmental level ranging from no 
expressive language to verbal fluency
Only  behaviour observed during 
administration of ADOS may be scored 
Only certain items scored are used to make 
a diagnosis of ASD

Areas of observation:
• communication
• reciprocal social interaction 
• imagination / creativity
• stereotyped behaviours and restricted 

interests

Materials tasks and wording are standardised 
and should be administered as set out in the 
manual

3.2  Autism Diagnostic Scale 
(ADOS)

3.3  Childhood Autism 
Rating Scale (CARS)

Distinguishes between ASD and 
developmental impairment
Indicates mild to moderate, 
moderate to severe behavioural 
and clinical data for all ages

Behavioral Scale items
1. Relating to people
2. Imitation
3. Emotional Response
4. Body use
5. Object use
6. Adaption to change
7. Visual response
8. Listening response
9. Taste, smell and touch response
10. Fear or nervousness
11. Verbal communication
12. Non-verbal communication
13. Activity level
14. Level and consistency of intellectual 

response
15. General

Standardised extensive reporting of family and 
developmental history
Direct observation of the individual remains 
essential

3.4  Autism Diagnostic Interview 
(ADHR)
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Screening tool for detection as young as 18 months 

Section A: parental questions e.g. :
• does your child take an interest in other 

children?
• does your child bring objects to you?
• does your child play with toys?
• does your child use index finger to point? Etc..

Section B: GP or clinic observations e.g. :
• has the child made eye contact with you?

• has the child used pretend play?
• can the child build a tower of bricks?

3.5  Checklist for Autism in Toddlers
(CHAT)

3.6  Autism Detections in Early 
Childhood (ADEC)

The following questionnaire is designed to identify 
behaviours and abilities indicative of Asperger's Syndrome in children during their primary school 
years. This is the age at which the unusual pattern of behaviour and abilities is most conspicuous. 
Each question or statement has a rating scale with 0 as the ordinary level expected of a child of that 
age. 

16 Identified behaviours to best predict ASD
1. Nestling into caregiver 
2. Response to name 
3. Upset when line of blocks is disturbed 
4. Gaze switching (Tigger or car) 
5. Eye-contact game 
6. Functional play(toy telephone/car) 
7. Reciprocity of a smile 
8. Pretend play 
9. Response to everyday sounds 
10. Gaze monitoring – follow point 
11. Imitation 
12. Respond to verbal command 
13. Demonstrates use of words 
14. Anticipatory posture picked up 
15. Use of Gestures: wave/blow kiss 
16. Ability to switch to new task 

3.7  Australian Scale for Asperger’s
Syndrome

A. SOCIAL AND EMOTIONAL ABILITIES 
1. Does the child lack an understanding of how to play with other children? 

For example, unaware of the unwritten rules of social play.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

2. When free to play with other children, such as school lunchtime, does the 
child avoid social contact with them? For example, finds a secluded 
place or goes to the library.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

3. Does the child appear unaware of social conventions or codes of conduct 
and make inappropriate actions and comments? for example, making a 
personal comment to someone but the child seems unaware how the 
comment could offend.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

4. Does the child lack empathy, i.e., the intuitive understanding of another 
person's feelings? For example, not realising an apology would help the 
other person feel better. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

5. Does the child seem to expect other people to know their thoughts, 
experiences and opinions? For example, not realising you could not know 
about something because you were not with the child at the time.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

6. Does the child need an excessive amount of reassurance, especially if 
things are changed or go wrong? 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently
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7. Does the child lack subtlety in their expression of emotion? For 
example, the child shows distress or affection out of proportion to 
the situation. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

8. Does the child lack precision in their expression of emotion? For 
example, not understanding the levels of emotional expression 
appropriate for different people. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

9. Is the child not interested in participating in competitive sports, 
games, activities? 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

10. Is the child indifferent to peer pressure? For example, does not 
follow the latest craze in toys or clothes. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

            B. COMMUNICATION SKILLS 
11. Does the child take a literal interpretation of comments? For 

example, is confused by phrases such as 'pull your socks up', 'looks 
can kill' or 'hop on the scales'. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

12. Does the child have an unusual tone of voice? For example, the 
child seems to have a 'foreign' accent or monotone that lacks 
emphasis on key words.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

13. When talking to the child does he or she appear uninterested in 
your side of the conversation? For example, not asking about or 
commenting on your thoughts or opinions on the topic.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

14. When in a conversation, does the child tend to use less eye contact 
than you would expect?

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

15. Is the child's speech over-precise or pedantic? For example, talks in 
a formal way or like a walking dictionary.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

16. Does the child have problems repairing a conversation? For 
example, when the child is confused, he or she does not ask for 
clarification but simply switches to a familiar topic, or takes 
ages to think of a reply. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

C. COGNITIVE SKILLS 
17. Does the child read books primarily for information, not seeming 

to be interested in fictional works? For example, being an avid 
reader of encyclopedias and science books but not keen on 
adventure stories. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

18. Does the child have an exceptional long-term memory for events 
and facts? For example, remembering the neighbour's car 
registration of several years ago, or clearly recalling scenes that 
happened many years ago. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

19. Does the child lack social imaginative play? For example, other 
children are not included in the child's imaginary games or the 
child is confused by the pretend games of other children. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

D. SPECIFIC INTERESTS 
20. Is the child fascinated by a particular topic and avidly collects 

information or statistics on that interest? For example, the child 
becomes a walking encyclopedia of knowledge on vehicles, 
maps or league tables [for example in 
the U.S., baseball statistics] 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

21. Does the child become unduly upset by changes in routine or 
expectation? For example, is distressed by going to school by a 
different route. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently
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22. Does the child develop elaborate routines or rituals that must be 
completed? For example, lining up toys before going to bed. 

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

E. MOVEMENT SKILLS 
23. Does the child have poor motor coordination? For example, is 

not skilled at catching a ball.

  1  2  3  4  5  6
  |__|__|__|__|__|
  Rarely  Frequently

F. OTHER CHARACTERISTICS F. OTHER CHARACTERISTICS 
For this section, tick [check off] whether the child has shown any of the following characteristics:For this section, tick [check off] whether the child has shown any of the following characteristics:
(a) Unusual fear or distress due to:(a) Unusual fear or distress due to:
• ordinary sounds, e.g., electrical appliances [_] 
• light touch on skin or scalp [_] 
• wearing particular items of clothing [_] 
• unexpected noises [_] 
• seeing certain objects [_] 
• noisy, crowded places, e.g., supermarkets [_] 

(b) A tendency to flap or rock when excited or distressed [_] 
(c) A lack of sensitivity to low levels of pain [_] 
(d) Late in acquiring speech [_] 
(e) Unusual facial grimaces or tics [_] 

If the answer is yes to the majority of the questions in the scale, and the rating was between two 
and six (i.e., conspicuously above the normal range), it does not automatically imply the child has 
Asperger's Syndrome. However, it is a possibility and a referral for a diagnostic assessment is 
warranted. 
(Attwood, T. 1998. Asperger’s Syndrome A guide for parents and professionals. 
London: Jessica Kingsley Publishers) 

4.  Differential Diagnoses

4.1  Autism Spectrum Disorder

Two core domains for ASD
1. Deficits in social communication and interaction
2. Restricted patterns of behaviour, interests and activities.

• Specify with/without accompanying intellectual and/
or language impairment

• Co-morbid diagnosis with Autism Spectrum 
Disorders now allowed

• ASD generally more pervasive than ADHD
• ASD is a central processing disorder
• Theory of mind difficulties in ASD
• Lack of sense of self
• Central Coherence

4.2  Attention Deficit Hyperactivity  
      Disorder

4.3 Normal Variant of 
Personality

High Functioning Autism may shade into 
eccentric normality as people differ in 
their levels of skill and social interaction 
and their ability to read non-verbal social 
skills.  The difference between persons 
complex inner world of one’s own is that 
the latter can take part appropriately in 
two-way social interaction at times and 
are influenced by social experiences 
whereas the person with Asperger’s 
syndrome seems “cut off” from the effects 
and outside contacts and experiences.
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Levels of observationLevels of observation Problems

Observable behaviourObservable behaviour Autism spectrum disorder

Neuropsychological deficitsNeuropsychological deficits Deficits of theory of mind, executive functions, 
central coherence, lack of sense of self

Neuro-physiologyNeuro-physiology EEG abnormalities,epilepsy …

NeurochemistryNeurochemistry Glutamate, Neurotransmitters, hormones

4.4  Schizoid Personality

HFA is often regarded as a form of schizoid 
personality.  The latter is also characterized by lack of 
empathy, single-mindedness, and odd 
communication, social isolation and over sensitivity.

4.5  Schizophrenia

Careful observation of speech is crucial in 
the diagnosis of schizophrenia as 
opposed to HFA.  In HFA speech may be 
irrelevant but this is due to a tendency to 
become stuck in well-worn conversational 
grooves rather than to produce original 
ideas.  Individuals with schizophrenia 
experience thought echo substitution or 
insertion voices talking to each other or 
commenting on the individual’s actions. 
There exists thus a marked contrast 
between the “woolliness” of schizophrenic 
thought and the pedantic and concrete 
thoughts found in HFA.

4.6  Psychotic Syndromes

As individuals with HFA tend to be over sensitive of 
the fact that they are misunderstood and made fun of, 
this disability could be mistaken for a paranoid 
psychosis.

4.6  Obsessional Neurosis

Individuals with obsessional neurosis are very aware of their illogicality as opposed to individuals with 
HFA who are not necessarily aware of their own repetitive interests and actions.

Withdrawal and lack of facial expression in HFA is often confused with a depressive illness.  Distress 
in unfamiliar situations may appear to be an anxiety state.  Because individuals with HFA reflect 
excited talking about certain topics, it may appear to be due to hypomania. Careful investigation of the 
full clinical picture and early developmental history could clarify the diagnosis.  It is however possible 
that a double diagnosis of HFA and an affective condition can be made.

5.  Neuropsychological Manifestations



11                                                                    Copyright Dr.J.C. Lombard

5.1  Theory of Mind

Another area of difficulty which affects individuals with 
HFA has become known as Mind Blindness, which 
means that they are unable to think about other 
people’s thinking- and, further, to think about what 
they think about our thinking or even to think about 
what they think we think about their thinking.  This 
ability underlies much of our interaction with others, 
informing our understanding of others’ behaviour and 
influencing our actions towards others.  This is an 
ability everyone appears to have; in fact it is so 
common as to have escaped specific investigations 
until quite recently.  In psychological terms, this is 
described as the ability to appreciate that other people 
have mental states such as intentions, needs, desires 
and beliefs, which may be different from our own. This 
empathetic ability to “enter into others thoughts” 
develops from the age of around four years and 
enables individuals to understand that other people’s 
states of mind influence and explain their behaviour.

It appears that the route understanding other people’s 
minds, and even becoming aware at all that other 
people think and feel, is much more difficult for 
individuals with HFA can be linked, in degree of 
severity, to the difficulties experienced by dyslexic 
individuals in learning to read.  In contrast, people 
without this condition understand others so effortlessly 
that they seem to have been born with this ability.

5.2  Executive Functioning

These functions involve planning, 
motivation, impulse control as well as the 
inner experience of time. Neuro-typical 
individuals have the capacity to move from 
one activity to the other with relative ease. 
However, persons with HFA think about 
these transitions more often and find it 
extremely stressful to move from one 
activity to the other.

5.3  Central Coherence 

This  term is  used for the drive in normal 
development to try to piece things together 
and integrate a large number of stimuli. 
Persons with HFA struggle to look at things 
as details in a gestalt that forms a whole.

“Further, my mind constantly revises general 
concepts as I add new information to my 
memory library; it’s like getting a new version 
of software for the computer…”

       Temple Grandin (1995)

5.4  Lack of Sense of Self

Although individuals with HFA may be active participants in an activity, they seem to have difficulty in 
reflecting on what they have learnt. They may be able to perform rote memory tasks extremely well, but 
have a detached form of any sense of self and subsequently do not necessarily internalise experiences.

6.  Sensory Issues

Individuals with HFA also display hypersensitivity. There seems to be almost no 
exception to the rule that people with HFA have problems with some of their senses.  
Extreme sensitivity to some kinds of stimuli is common among individuals withHFA. 

Sensory Integrative Dysfunction can be described as the Abnormal responses to one or a 
combination of the following sensory input;
Vestibular (balance and equilibrium), Proprioceptive (Co-contraction of muscles), Visceral (internal organs),
Touch, Smell, Sound, Taste and Visual stimuli
It can be argued that having a heightened sensory awareness can explain HFA as “simply an internal 
human ‘normality’ with the volume turned up”.



                 Copyright Dr.J.C. Lombard                                                                             12

7.1  Semantic

Theory of mind : The research of Uta Frith (1989) indicated that individuals with 
HFA have an impairment to “mind-read”.
Difficulty with cognitive flexibility: Rigid thinking patterns are demonstrated e.g. one track minded.  
HFA individuals do not adapt to change or failure and unfortunately often do not learn from their 
mistakes 
Learn through observation: it is  difficult for individuals with HFA and they have difficulty in generalising 
and application of acquired knowledge
Literal interpretation: The  HFA individual seem to be less aware of implied, hidden or multiple 
meanings such as are related to idioms and metaphors
Need for predictability
Mental representations: behaviour  has direct influence on those around us but individuals with HFA - 
pretence and imagination: actions a duplication of original sources
Joint attention: gestures impaired or absent

7.2  Pragmatic

Difficulty in monitoring the listener’s 
informational needs. How much or how little 
information is needed. What are the interests 
or background of the listener.
Pedantic speech. Pedantic speech might 
increase with age, as persons with HFA tend 
to specialize in idiosyncratic interests. Over 
time some of them gather enormous 
amounts of factual information that they tend 
to use in social situations with no regard to 
the interest of the listener
Impaired use of non-verbal communication 
Non-verbal communication also reflect an 
impairment in social behaviour e.g. the 
limited use off gestures, clumsy body 
language, limited facial expression and 
peculiar stiff gaze
Social rules to observe the rules of politeness 
and to understand social amenities. They 
may appear ill mannered e.g. might not use 
“Thank you” and “Please”
Peculiar topics that are of little or no interest 
to the listener or suited to the social situation.
Difficulty understanding humour or sarcasm.

Dysfluencies e.g. hesitations,  false starts, 
reformulation
Prosody peculiar voice intonation and often 
inappropriate inflection
Lack of variation in pitch and stress

Due to the processing difficulties mentioned 
earlier e.g. “whole processing” some 
individuals with HFA tend to memorise 
language rather than develop it according to 
a rule based system
Pronoun reversals
Difficulty in responding to open-ended 
questions. They perform better with forced 
alternatives e.g. “Did you swim or did you 
play soccer today?” As opposed to “Tell me 
about your day” or “What did you do at school 
today?”
Memorisation

7.  Communication Difficulties in HFA

7.3  Syntax

7.4  Phonology
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8.1  Socialisation

To a great extent, society appraises its 
individual members according to how 
they look, behave and talk.  Individuals 
with  HFA have no distinctive physical 
features but are primarily viewed by other 
people as different because of their 
unusual or idiosyncratic quality of social 
behaviour and conversation.  Persons 
with HFA are at a clear disadvantage in 
coping with their social world.

Individuals with HFA  often have severe 
difficulties in interpreting the emotional 
cues and clues present in the facial 
expressions, intonation and body 
language of those with whom they 
interact.  Yet, individuals with HFA  are 
not necessarily indifferent and may 
overreact or under-react to the emotional 
behaviour of others.  The affected 
individuals seem to have no schemata 
upon which to scaffold emotional 
behaviour patterns, and although they 
are capable of learning emotional survival 
skills they will never totally internalise the 
vast repertoire of social skills neurotypical 
individuals assimilate as a natural 
process of social development.

Peer relationships
Regulation of social interaction
Disadvantage in coping in our world
May over or under-react
Little “ scaffolding” for emotional 
behaviour patterns
Lacks total internalisation vast 
repertoire of social skills 
Predicting behaviour of others: 
Avoidance of interaction with others
Reading the intention of others
Explaining own behaviour
Lack of motivation to please others

8.2  Social Intervention

Little assimilation of natural process of social 
development BUT
Capable of learning emotional survival skills.
Level of cognitive ability and development should be 
taken into account.
Wide range of variation in the severity of social 
difficulties experienced – corresponding spectrum of 
provision
No single “ treatment” with permanent effect
Foster tolerance and understanding in the community
Parents and caregivers should recognize subtle 
difficulties in comprehension of abstract language and 
compensate accordingly Counselling to give concrete 
explanation, reassurance and discussion of fears and 
social difficulties
Social skills training in context
Social stories
Teach rules of a conversation
Create opportunities for friendships with structured 
activity
Gradual exposure to group activities
Build flexibility into rules ( mostly, sometimes..)
Video to demonstrate inappropriate behaviour
Visual schedules ( special times for special interests)
Label emotions
Mimic and dramatize facial expressions

Predictability through visual schedules, diaries to lower 
anxiety and make them more “open” to learning

8.3 Social Stories

Social situations, i.e. relevant social cues/correct 
responses in a non-threatening format.
Present social information to individuals with HFA to 
emphasize and personalize social skills.
Translate goals into understandable steps.
Explain fictional qualities in movies/commercials.
Teach routines/ accommodate changes in routines.
Teach academic material realistically.
Minimize social aspects of teacher/learner 
interaction that is used in teaching.

8.   Social
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Different Types of Social Stories

Checklist Stories Teach a sequence of 
activities

Curriculum Stories
Assists to apply 
academic skills to real 
life situations

Generic Outline to keep up with 
demands

Other social story 
variations

- Goal stories
- Judgment stories
- Aggression
- Fears
- Obsessions and 

compulsions
- Question & 

answer stories
- Media stories
- Group stories

Individualized decision depending on 
framework of difficulties
Everybody is different
Emphasize strengths
Practical solutions: Time out, schedules, 
diary of social situations
Identify physical reaction of the body
Calming strategy
Self-monitoring
Reward system

8.4 Introducing HFA and 
Socialisation to the Individual

9.  Classroom Facilitation

Because of the wide range of variation in the severity of the difficulties experienced by people 
diagnosed as having HFA, there should also be a corresponding spectrum of provision. As yet, 
there is no known treatment that has a permanent effect on the basic impairments underlying HFA 
but difficulties can be diminished by appropriate management and education. These individuals 
respond best if there is a regular, organized routine. 

A visually based teaching system advocates organising the learning environment and producing 
autism-friendly processes and styles
It accommodates the learner’s strengths, abilities, interests and deficits
Visually clear instructions are provided according to the learner’s learning style, development of 
thinking and understanding
Visual information provides more meaning and clarity of what the outcome of an activity is meant to 
be, and at the same time learning and working more independently is enhanced.
The approach also addresses management of difficult behaviour by considering the cognitive skills, 
needs and interests of the learner, and adjusting or adapting the environment
By providing a predictable routine, anxiety levels may be reduced
It increases understanding and presents as a receptive communication system
Visual cues help the students to learn more efficiently 
It promotes independence and improves self esteem
Behaviour management: It teaches appropriate behaviours which can be generalised into other areas

9.1 Visual Structure
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9.2  Setting up Structure

Assessment:
• Observe
• Develop individualised teaching objectives

Physical Structure
• Visual boundaries e.g. furniture, mats
• Minimise visual auditory visual distractions
• Organise materials, clear labelling

Identifying teaching areas
• Group, one on one, independent, transition, 

free time leisure, eating
• Daily Schedules
• Object/ picture/photo/symbols/written
• Part day/whole day
• Location of schedule

Work Systems:
• Type?
• Where?
• What?
• How?
• Organisation
• What happens next?

Have the ability to understand some words but 
not the complex meanings behind them
May be frequently distracted from the purpose 
of the activity
Have poor listening and attention skills
Find it difficult to work or function in groups
Have difficulty talking about something that 
has happened in the past, or putting 
themselves in an imaginary situation
Resist changes of routines, environments or 
activities
Are determined to do what they want to do 
and not what they are asked to do
Find it difficult to share, wanting things their 
way
Inability to understand the rules, or rules are 
followed rigidly
Have excellent rote memory but do not 
understand what has been learned
Develop difficult behaviour because of anxiety
Hold obsessive conversations with regard to 
certain topics and talk at people rather than 
with them
Find it difficult to generalise skills they have 
learned with regard to other situations
Develop dependence on particular adults or 
routines
Insist on sitting where they want and not 
where they are supposed to sit
Show distress when an error is made by 
themselves or someone else
Find it difficult to understand cause and effect

9.3 Other considerations for 
HFA Individuals in the 

Classroom

Communicative intent
Preverbal  Skills
Receptive & expressive 
language

Good visual Skills

Restricted interest Not easily bored
Lack of sequencing 

ability
Good visual skills

Short term memory Good rote memory
Obsessions Special interests
Perseverance Perseverance

Rigid behaviours and 
thought process Love of routines

Social Isolation Ability to work alone

9.4  Strengths and 
Weaknesses of Individuals 

with HFA
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Work systems help individuals to organise each specific 
activity to learn and work independently, and also to work in 
pairs and small groups. Individualised work systems provide 
four aspects of visually clear information to individuals namely
• What work they are supposed to do
• How much work they will have to complete in a specific time
• How they know they are making progress and when they 

have finished
• What happens after the work is completed
• Reward
Visual materials that play a large role in allowing for 
independence

Visual Structure for Vocational skills
• Self help
• Sorting
• Office
• Domestic
• Food preparation

Work Habits
• Working with co-workers
• Staying in a designated area
• Structured play
• Asking for help
• Following the work rules
• Accepting supervision 

Individuals with HFA can settle in open employment in jobs 
with regular routine. Ideally employers and workmates should 
be tolerant and knowledgeable of the individual’s 
eccentricities, fears and social inadequacies

Appropriate education is of particular 
importance as it may assist in the 
development of special interests. 
There is no type of school that is 
particularly suitable for those with 
HFA. Educational progress depends 
largely on the severity of the child’s 
impairments as well as the 
understanding and skill of the 
teachers and caregivers.

Individuals with HFA have the 
intelligence to compete in regular 
education, but they often do not have 
the emotional resources to cope with 
the demands of the classroom. 
These individuals are easily stressed 
due to their inflexibility. Self-esteem 
is low, and they are often very self-
critical and unable to tolerate making 
mistakes. Accordingly, these 
individuals, especially adolescents, 
may be prone to depression. Rage 
reaction or temper outbursts in 
response to stress and frustration are 
common. They also rarely seem 
relaxed and are easily overwhelmed 
when things are not as their rigid 
views dictate they should be. 
Interacting with people and coping 
with the ordinary demands of 
everyday life takes continual effort.

9.5  Work Systems to Facilitate 
Vocational Training

10.  Behavioural Intervention

• Functional analysis of behaviour – reveals that individuals engage in behaviours that meaning 
only for them. From their perspective tasks may serve no function.  They may resist because 
they are anxious or confused.

• Assess strengths, weaknesses, communication abilities, social/emotional needs, perceptual 
abilities and learning style.

• Assess preferences, frustrations, likes, dislikes rituals, compulsions, physical and mental states.
(Eating, sleeping, toileting anxieties, depression, PMS etc.)

10.1  Assessment and Analysis
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• Behavioural data collection = Detailed observations of how the current behaviour of the 
individual interacts with the environment.

• Behavioural assessment = Seeks to discover critical factors which may influence the targeted 
behaviour of a learner.

• Ongoing behavioural analysis= Evaluate effectiveness of any intervention programme as well as 
progress of learner.

Antecedent Behaviour Consequence

Work given in class Throws chair Gets a break

Lining up for tuck shop Hits other children Goes first

The ABC can aid in answering questions such as
1. Are there common patterns?
2. Can some stimuli be changed?
3. Were there times the behaviour did not occur?
4. Why?
5. Where and with whom did the behaviour occur?
6. Was the purpose of the behaviour accomplished?

! Recognize relationship 
between displayed behaviour 
and individual’s ability or 
inability to adequately 
communicate their intent in a 
situation.

! Often frustrated individuals 
use immature ways to 
communicate

! Determine function of 
behaviour.

! Replace with more 
appropriate but equally 
functional behaviour.

! Too difficult may inadvertently 
reinforce inappropriate 
behaviour.

10.2  Antecedent, Behaviour, Consequences 
of Behaviour

10.  Sexuality and HFA

Sexual and gender development in individuals with HFA may be prolonged because emotional and 
cognitive changes are often delayed or prolonged 
Individual’s with HFA go through the same hormonal changes but do not experience them in the same 
way.
Individuals with HFA may be physically and cognitively equipped for changes but may lack the “know-
how” of developing and maintaining relationships. Emotionally and socially they are unable to cope.
Attempts to acquire a partner might be primitive and may lead to serious problems, even if overt sexual 
behaviour is not involved. E.g. infatuations with individuals.
Individuals with HFA find it difficult to manage social expectations related to sexuality and are less likely 
to learn these social rules from friends 
Individual’s behaviour will continue into adulthood if it is not addressed, as it arises.  They will not stop 
taking off their clothes just because they turned 14.
Inform parents of the content of sex education program
Receive informed consent from the SGB
Two members of staff should be present during sessions
Visual support should be line drawings not photos
Use a pointing stick when referring to pictures
Never physically touch a children or engage in role play with them
Constantly be guided by the child’s ability and interest in the topic
Handle more complex questions individually
First teach concepts of privacy, private body parts and body changes before engaging in more sensitive 
sexual topics.
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12.  Curriculum Adaptation and Individual Educational 
Programmes

Theoretically individuals with HFA should be able to go through specific grades at the normal 
chronological ages. However, as many of these individuals present with specific learning 
difficulties as well as social demands, it may be appropriate in certain cases to consider 
curriculum modification to suit their individual needs and to allow them to work at their own 
individual pace. 

As all individuals with Autism Spectrum Disorder vary with regard to their experience of barriers 
to teaching and learning and priorities for support and treatment, an IEP is the backbone of 
curriculum delivery, recording and reporting

An IEP is drafted in a collaborative, trans-disciplinary team consisting of:
educator, parent,  occupational therapist, speech therapist, psychologist, hostel caregiver / 
school nurse, principal / deputy principal / other SMT – members and with parental consent, any 
other person who might be a stakeholder in the process

! The team is trans-disciplinary and not merely multi-professionals, there should be no 
rigid boundaries between the contributions and functioning of team members

! The role-release model needs to be implemented
! Assessments by professionals are not done for the sake of assessments or solely to 

establish functioning levels
! Assessments serve to enlighten our understanding of individuals and the knowledge 

gained needs to be integrated into operational recommendations and outcomes for them
• There are only informal pre-discussions of individuals before an IEP-session
• The IEP session is a dynamic interaction between the team members and they feed their 

contribution into the process where applicable

The IEP is formulated in positive outcomes based terms

SMART is the acronym used in guiding IEP formulations :

Specific (Simple) Elaborate exactly on what is expected. E.g. To be able to sit in his chair for 
5 minutes without physical prompting.
Measurable – Through which methods will this be assessed? E.g. Photographs,  clinical 
observation etc. 
Attainable (Context) – Limitations of the environment (Both School and Family) e.g  can 
parents financially support horse riding therapy?
Realistic - Keep the Individual Abilities of the learner in mind
Time bound  - How much time the eductor  allows the learner to achieve the goal.  After said 
timeframe the goals will be lowered or replaced.

- Long term goals  e.g.  To be able to go on holiday with  parents.
- Short term goals  e.g. To sit quietly in car for a 2 hour drive
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13.  Case Studies 

Sam continuously rolls a pencil rapidly 
and noisily between his hands – 
distracting the other children in his 
primary class.

Original Intervention
• Had the aim of eliminating pencil 

rolling behaviour.
• Rewards were offered but were 

ineffective.

The HFA lens of interpretation
Reasons why

• Pencil rolling is obsessional
Things to do

• Sam is allowed to roll his pencil 
during transition times when 
children are moving and 
classroom is noisier

Aged 6, Adam is noisy and uncooperative. 
He has “deliberately” broken the computer.

Original intervention
Teacher rebukes Adam, frequently raising 
her voice.

The HFA lens of interpretation
Reasons why

• Adam sits next to musical 
instruments in class

• He has a loud voice and is unaware 
of the disruptive effects

• He is unnerved by the teacher’s 
frequently raised voice

• With raised stress levels he 
becomes more noisy and less 
cooperative and manageable

Things to do
• The principles for structured teaching 

are explained to the teacher
• Musical instruments are placed 

elsewhere
• Teacher is offered in-service training 

and encouraged to use different tone 

At 8h00 Phillip is wrapped around the 
gatepost at his secondary school 
entrance. He says he can’t walk.

Original Intervention
Fellow pupils try to pull Phillip off the 
gatepost and drag him into school. 
Teachers quiz him about where the pain 
is.

The HFA lens of interpretation
Reasons why

• Phillip experiences motor 
difficulties. 

• He is not good at PE and the 
teacher is not empathetic. 

• Today the first lesson is PE
Things to do

• Liaise with HOD. 
• Provide alternative to PE in order 

to reduce stress. 
• Give Phillip the opportunity to 

teach a less able pupil computer 
skills. 

• Offer staff in-service training

Whenever Thabang sees a baby, he hits 
it. This causes particular problems at 
the end of a school day, when many of 
the Moms are waiting with babies in 
their prams.

Original intervention
A school counselor attempts to counsel 
Thabang. They make a scrapbook 
about babies and the counselor explains 
how vulnerable they are. She tries to get 
Thabang to reflect on what he was like 
as a baby. He becomes more obsessed 
with hitting babies.

The HFA lens of interpretation
Reasons why

• Thabang lacks the empathy and 
imagination to understand how a 
baby feels, and how limited its 
communication is. 

• He is angered by babies’ crying 
and is possibly hypersensitive to 
loud, unexpected sound. 

Things to do
• Thabang is given the rule: “no 

hitting babies”.
• He leaves school via a different 

door - no longer confronted by a 
row of prams. 

• Develop empathy
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When I was in a buoyant 
mood, I spoke about the 
subjects which interested my 
without stopping … I waited 
neither for a reply, nor     
     for the opinion of others.”

I didn’t communicate by 
talking, not because I 
was incapable of 
learning to use 
language but because 
of simply didn’t know 
what talking was for.”

14.  Writing of Individuals with HFA

“My mind is completely 
visual … If I have to 
remember an abstract 
concept I see the page of the 
book in my mind and read 
information from it”.

“People do not appreciate how 

unbearably difficult it is
 to look 

at a person.  It d
isturbs my 

quietness and is terribly 

frightening – though the fear 

decreases with increasing 

distance”.

To speak loud enough 

to be heard by others 

hurt my ears, and I 

preferred to whisper 

which annoyed people.  

So it was better not to 

talk.”

“Like everybody 
else, I thought I 

was all normal”.

Malibongwe prompted by fellow learners, and to their great amusement, was producing 
indecent notes on a school computer, and handing round copies. He quoted some of the 
overtly sexual statements to female members of staff

Original intervention
Staff expresses shock and consternation. Warning of expulsion is given but the behaviour 
continues. A set of behavioural targets and a reward system is introduced. 

The HFA lens of interpretation
Reasons why

• Malibongwe is naïve about sexual matters
• He is anxious to have friends and is pleased that the other boys are laughing
• He does not realize that the boys are laughing at him: he thinks they are now his 

friends
Things to do

• The material is taken off the word processors
• Explanations are given about acceptable language and behaviour in sexual matters
• Malibongwe’s social unease is recognized
• His wish to have friends is addressed
• Malibongwe’s mom is involved in discussions about the need to talk to him about the 

nature and implications of Asperger’s Syndrome
• A modified behavioural plan is introduced, focusing on completing classwork 

satisfactory and bringing the correct equipment to the lesson 
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