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This study explored cultural differences on the behavioral symptoms of 

autism among African Americans in the United States and Kenyan school-aged 

children and adolescents with autism. To accomplish this goal, the Gilliam Autism 

Rating Scale (GARS) and the Autism Behavior Checklist (ABC) were used. In 

addition, a Developmental History Questionnaire (DHQ) was designed specifically 

for this study. Eighty individuals (40 African Americans and 40 Kenyans) were 

matched for age and gender. To control for perceptual differences between African 

American and Kenyan raters, 20 typically developing children, 10 from each culture, 

served as a comparison group. 

Multivariate analysis and independent t tests revealed significant differences 

on social interactions, communication, stereotyped behaviors, developmental 

disturbances, and overall behavior disturbances between Kenyan individuals and 

African Americans with autism. There was a clear trend that Kenyans with autism 
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showed more problems on all behavioral symptoms of autism than their U.S. 

counterparts. The individuals with autism were divided into four age groups. At age 

3–7, Kenyans with autism showed fewer problems on sensory subscale of the ABC. 

At 8–12, Kenyans showed fewer problems on social interaction of the GARS. An 

interesting finding was that at age 13–17, behavioral symptoms were fewer for both 

groups but increased at age 18–21 for both groups. Overall, the behavioral symptoms 

of autism increased by age for Kenyans group and decreased with age for African 

Americans. 

There were no significant differences between normal individuals in Kenya 

and the United States on any of the symptoms. Therefore, differences between the 

two groups appear to be actual differences in the behavioral symptoms of autism and 

not a reflection of raters’ perceptual differences in Kenya and the United States. 
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CHAPTER 1 

INTRODUCTION 

 

Autism is a developmental disorder that affects many aspects of 

development, such as social interaction; imagination; communication; and the 

presence of stereotyped behavior, interests, and activities (American Psychiatric 

Association [APA], 2000; Gillberg, 1990; Goodman, 1989; Wing, 1997). However, 

little is known regarding the etiology of autism (Daley & Sigman, 2002; London & 

Etzel, 2000). Signs of autism appear early in life, usually before the age of 30 

months. According to the epidemiological studies, the incidence and prevalence of 

autism is indicated as 16 children per 10,000 for more narrowly defined autism and 

up to 40 children per 10,000 for the more broadly defined group of conditions 

marked by a qualitative socialization deficit (Chakrabarti & Fombone, 2001).Once 

considered rare, autism and pervasive developmental disabilities are now thought by 

some to be the third most common form of childhood disability (Daley, 2002; Frith, 

1997; Murray, 1996). 

Although many researchers speculate that the incidence of autism is constant 

across cultures, there is a paucity of studies in many third world countries (Sanua, 

1986; Daley, 2002). In fact, research on autism within a cross-cultural context and in 

developing countries has received very limited attention both from the fields of 

mental health and anthropology (Daley, 2002). The existing body of knowledge on 

autism was generated primarily in the United States and Europe; therefore, it is 
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uncertain whether its behavioral manifestation is consistent across different ethno-

cultural groups.  

Given the wide range of countries in which autism has been reported, one 

would expect to find a very rich and extensive international research literature base; 

instead, surprisingly little is known about autism within a cultural context (Daley, 

2002). Therefore, it may be questionable to apply definitions and diagnostic criteria 

developed in the West to individuals in non-Western cultures. This suggests the need 

for cross-cultural studies in order to test the generality of the current concept of 

autism.  

 

Statement of the Problem 

Autism is a childhood disorder that occurs at a rate of 16 children per 10,000 

for more narrowly defined autism and up to 40 children per 10,000 for the more 

broadly defined groups of conditions marked by qualitative deficits in socialization 

(APA, 2000; Chakrabarti & Fombone, 2001). African Americans and other minority 

groups as well as populations of other countries are said to be affected in the same 

proportion despite lack of demographic characteristics of autism in regard to race 

and ethnicity. Therefore, it may help to consider autism within a cultural frame of 

reference to determine the essence of effective education and intervention programs 

for individuals with autism. This is especially true given that minority groups tend to 

underutilize mental health services (Lopez, 1989). Lopez argued that current mental 

health programs are not culturally sensitive. Furthermore, because culture is a part of 

the social environment that shapes the family’s perception and attitude towards 
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disability, individuals deal with the concept of disability based on their personal, 

cultural, and societal worldview. Therefore, understanding the cultural differences on 

autism is essential for helping students from different cultural groups. Often, 

culturally mediated behaviors are misunderstood for pathology; as a result, treatment 

and intervention efforts may be misdirected.  

Recently, disability studies in non-Western cultures have gained attention as 

a significant area of research (Retish & Reiter, 1999; Whyte & Ingstand, 1995). 

However, most of these studies focused on conditions for which prevention is a 

priority. Yet, disability researchers Whyte and Ingstand asked equally important 

questions relevant to autism as well as disabilities such as visual impairment, such as 

how mental and physical impairments are managed in different cultures and how 

identity is shaped by disability. Those interested in mental health in non-Western 

countries have investigated areas such as the social consequences and social context 

of mental illness, which are as applicable to autism as they are to schizophrenia and 

depression (Desjarlais, Eisenberg, Good, & Kleinman, 1996). It is possible that 

autism has fallen through the cracks of disability research and mental health fields, 

viewed by one as a problem related to schizophrenia and by the other as similar to 

mental retardation (Daley, 2002). 

Reports from several researchers have attested only to the presence of autism 

throughout the world (Autism Society of America [ASA], 2003) and have left many 

questions unanswered—most importantly, to what degree the clinical presentation of 

autism is consistent across cultures. The lack of cross-cultural research may reflect 

that some researchers assume that autism is rare in non-Western cultures (Egdell & 
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Nikapota, 1991; Sanua, 1981, 1984; Varma & Chakrabarti, 1995) or is an “illness of 

modern civilization” (Sanua, 1984, p. 163). Other researchers have claimed that there 

is little variation in behavioral manifestation of autism (Campbell, 1996) and that it 

is constant across cultures, ethnicity, and social class (Cuccaro, Wright, Rownd, 

Abramson, Waller, & Fender, 1996). Morgan (1996) argued that not only are the 

same behavior patterns seen, but also “the problems of the individuals and their 

families are virtually the same, and the required responses are quite similar” (p. 9). In 

effect, why travel to other countries to study children with autism if they are just like 

the children in the United States?  

Despite prevailing assumptions about the universality of autism, there are 

compelling reasons from both a scientific perspective and more pragmatic and 

humanitarian concerns to study autism in non-Western countries and among different 

ethno-cultural groups. Regardless of the scarcity of research, there are valid 

theoretical reasons to examine autism within a cultural context. For example, 

according to “OSER’S 23rd Annual Report to Congress on the Implementation of the 

IDEA” (U.S Department of Education, 2001), public school students in the United 

States who identify themselves as being of African American background continue 

to be overrepresented across all disability categories. In fact, in the 1999–2000 

school year, 34.5% of African American students were classified as having mental 

retardation, while 30.5% were classified as having developmental delay and 20.5% 

as having autism. Evidently, these numbers exceeded their national representation 

among the resident population (14.5%). In fact, African Americans’ representation of 

all 13 disability categories exceeded their national resident population estimates. The 
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issue of overrepresentation was addressed by Dunn’ (1968) classic article when he 

characterized the population of “educable mentally retarded” as follows:  

In my best judgment, about 60 to 80 percent of the pupils taught by these 
teachers are children from low-status backgrounds—including Afro-
Americans, American Indians, Mexicans, and Puerto Rican Americans; those 
from nonstandard English speaking broken, disorganized and inadequate 
homes; and children from other nonmiddle class environments. (p. 5)  
 

The subsequent examination of this problem focused on the ethnic 

overrepresentation, largely ignoring the main effect of poverty and the interaction of 

poverty and ethnic group. The underlying assumption is that the proportion of 

different ethno-cultural groups in any disability category or educational program 

should be equal to the proportion of that ethnic group in the general school 

populations if there is no discrimination. Similarly, if the proportion of a particular 

ethnic group enrolled in a given category exceeds the proportion of that ethnic group 

in the national population, that disproportion suggests discrimination or 

misclassification (MacMillan & Reschly, 1998).  

It should be noted that in clearly biologically determined disabilities like 

blindness and deafness, there are no dramatic deviations from the proportions 

expected. This would mean that overrepresentation is evident in less clearly 

biological disorders in which subjective judgment by teachers and other 

professionals influence decisions. Harry and Anderson (1994) speculated that 

overrepresentation occurs because most teachers are White females faced with 

inflexible school expectations and a lack of knowledge about the learning styles and 

patterns of African American students. As a way out, instead of collaborating with 

families in order to recognize the strengths of all students, most seek special 
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education services for perceived disabilities. It is not known whether this is the case 

with autism, where overrepresentation is evident. The problem of overrepresentation 

was emphasized by Patton (1998), who maintained that the problem is even bigger 

because some of these students are misidentified and placed in special education. In 

turn, they receive limited exposure to the core academic education curriculum, are 

stigmatized, bear a negative label and become low achievers which decrease their 

likelihood of postsecondary education. Is it possible that some culturally mediated 

behaviors which deviate from the norm are seen as pathology? 

 

Purpose of the Study 

 The purpose of this study was to investigate the cultural differences on the 

expression of behavioral symptoms of autism in Kenya and the United States. To 

explore the differences, the investigator chose Kenyans and African Americans as 

participants. This study used two standardized instruments: the Gilliam Autism 

Rating Scale (GARS) (Gilliam, 1995) and the Autism Behavior Checklist (ABC) 

(Krug, Arick, & Almond, 1993) to compare symptoms manifested by individuals 

with autism in Kenya and the United States. In addition, a Developmental History 

Questionnaire (DHQ) was designed specifically for this study to explain the findings. 

To help readers understand the context of this study, the investigator provides a brief 

overview of the social, demographic, cultural, and educational aspects of the 

education of children with disabilities in Kenya.  
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Background of the Study 

Although schools provide education to children with autism in Kenya, 90% 

of them are operated by private entities or by religious or philanthropic 

organizations. In fact, 75% of Kenyan individuals with special education needs are in 

special schools, with only 25% in special units within mainstream schools (Muuya, 

2002). Generally, children with mental disabilities are placed in these units, whereas 

those with physical disabilities and hearing impairments are placed in special 

schools. Additionally, the education placement for children with autism depends on 

the severity. Specifically, children with mild to moderate symptoms of autism are 

placed in special units (similar to the special class model in the United States), 

whereas those with severe to profound symptoms are placed in residential-type, 

segregated schools (Mutua, 1999). The curriculum within each type of placement, 

although largely mediated by the overall goals of the respective funding agency, 

conforms to recently adopted national education policies geared toward achievement 

of self-sufficiency by all students in Kenya (Eisemon, Ong’esa, & Hart, 1988).  

The overriding ethic of education in Kenya is one of developing attitudes and 

skills that will enable the student to pursue either postsecondary education or 

employment upon graduation from secondary school (Sifuna, 1992). Within this 

framework, the education of children with disabilities in Kenya has been oriented 

toward the achievement of outcomes that lead to self-sufficiency, including adult 

responsibilities, community membership, and educational participation (Mutua, 

1999). Regarding autism, Kenya opened the first class for children with autism in 

2003 with the formation of Autism Society of Kenya (ASK) (Okwemba, 2003a, 
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2003b). This class has 24 children ages 4–18, a licensed physical therapist, a 

certified teacher from one of the universities, teacher assistants, and parent 

volunteers. Parents run this class with very little assistance from the government. 

Their main focus is sensory and diet therapy. Although the class is housed in a public 

primary school (Grades 1–8), it is fully segregated. 

 Kenya relies heavily on external sources to finance education and, in turn, 

often must conform to the criteria set by the funding agencies. For example, the 

recommendations of the World Bank related to accountability for utilization of funds 

and other austerity measures in developing countries (Lauglo, 1996) led to a system 

of cost-sharing in education (Swandener, Kabiru, & Njenga, 1995). This greatly 

increased families’ financial burdens (Gakuru, Koech, & Nduati, 1995; Nkinyangi & 

Van der Vynckt, 1994). The lack of policies and proper funding, along with negative 

cultural attitudes toward disabilities, suppress attempts to address important issues 

related to education of children with disabilities in Kenya and other third world 

regions (Mutua & Dimitrov, 2001; Obiakor, Maltby, & Ihunnah, 1990).    

 

Significance of the Study 

This study aims towards a better understanding of autism’s behavioral 

symptoms in a cultural context. The specific research question addressed in this 

study is whether there are significant differences in the behavioral symptoms 

exhibited by children with and without autism from Kenya versus the United States 

of America. Kenya and the United States of America are appropriate contexts in 

which to study this issue because both countries possess salient similarities and 
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differences that make cross-cultural studies meaningful. In both countries, parents 

appear to value education for their children (World Health Organization [WHO], 

2002) as evidenced by the documented enrollment in public schools. However, the 

two countries have contrasting cultures, reflecting different values. For example, 

American culture and Kenyan culture may differ in their child-rearing practices, 

interpersonal relationships, views of disabilities, and adult tolerance and expectations 

for behavioral problems among children (Akande, 1998b; Mutua & Dimitrov, 2001; 

Nixon-Cave, 2001). Specifically, African Americans belong to the Western culture, 

which is individualistic in nature (Westman, 2001). However, although community 

membership among African Americans is a priority, they are still influenced by the 

mainstream American culture. On the other hand, Kenya is a collective culture. In 

the collective model, children are viewed as starting life as asocial creatures and as 

achieving increasing social responsibility and interdependence as they grow older 

(Greenfield, 1994). In this model, infants are usually indulged, whereas older 

children are socialized to comprehend, follow, and internalize directives from elders, 

particularly parents. In the individualistic model, infants and young children are 

viewed as independent of their parents and as achieving increasing independence 

from their parents as they grow older. The developmental outcome of a collective 

model is the interdependent self; the developmental outcome of the individualistic 

model is the independent, individual self.  

In fact, several studies on mother–infant interactions in countries such as 

Kenya and the United States have shown distinct caregiving differences between the 

caregiver and the infant (Dixon, Tronick, Keefer, & Brazelton, 1981; LeVine, 
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Dixion, LeVine, Richman, Leiderman, Keefer, & Brazelton, 1994; Richman, Miller, 

& LeVine, 1992). Whaley, Sigman, Beckwith, Cohen, and Espinosa (2002) found 

that Kenyan mothers talked less and engaged in less mutual visual regards with their 

infants, behaviors that were observed frequently among the American mothers. 

Further, in Kenya, child care is often shared among other members of the household 

and the community, with older siblings assuming major responsibilities for child 

rearing (Harkness & Super, 1992; Munroe & Munroe, 1971; Sigman, Neumann, 

Carter, Cattle, D’Souza, & Bwibo, 1988; Weisner & Gallimore, 1977). Looking at 

the similarities between Kenyans and African Americans, family includes extended 

family, which has been regarded as one of the strongest resources protecting against 

mental distress. In both groups, transmitted cultural heritage and wisdom from 

grandparents provide an asset to build a strong ethnic identity (Robert, Phinney, & 

Masse, 1999). Another similarity is religiosity, which is regarded as source of 

strength to endure sustained social stress (Akande, 1998b; Choi, 2002; Kenya 

Psychiatric Association [KSA], 2002; Mutua, 2001). In addition, African Americans 

share a parenting style that is authoritative in nature, which is said to be common in 

East Asia, Africa, Mexico, and in ethnic groups derived from these ancestral cultures 

such as African Americans, Asian Americans, and Mexican Americans (Baumlid, 

1972, 1983; Chao, 1994; Harkness & Super, 1992; Ho, 1994; Tapia, LeVine, & 

Levine, 1994). It is speculated that African Americans use authoritarian means 

because, through the retention of some African values at an implicit level, they are 

more interested in instilling respect and obedience than are parents in the dominant 
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North American culture (Sudarkasa, 1988). Thus, the two groups would appear to be 

potentially useful for contrasting in a cross-cultural study.  

However, it should be noted that no cultural group is homogeneous; there are 

always within-group differences. In general, the dimension of cultural variability 

describes a group’s tendencies. However, not all members of the group will 

demonstrate these characteristics to the same extent or with the same intensity. 

Individual differences and subgroup differences exist in every culture. More 

specifically, an African American from Louisiana may be very different from one 

from Texas. Further, Kenya is made up of over 40 tribes, each speaking a different 

dialect and with unique customs that define the group. However, in this study, 

Kenyans are considered as one ethno-cultural group and African Americans as 

another. This study sheds some light on the possible role of societal and cultural 

factors in the expression of the behavioral symptoms of autism. Since 1998, The U.S 

Department of Education (2002) has kept ethnicity data of all 13 disability 

categories.  

Further, the choice of African Americans and Kenyans as participants in this 

study is noteworthy because both groups lack research on how their cultural values 

may affect their expression and even perception of autism. Do African Americans 

and Kenyans with autism present symptoms of autism the same way regardless of 

their ethno-cultural backgrounds? Or do their symptoms differ in some systematic 

way? This study examined the extent to which the behavioral symptoms manifested 

by two groups of children, both defined as having autism, presented with similar or 

varying symptoms and whether there were systematic differences in symptoms 
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between children from Kenya and those from the United States. The behavioral areas 

in which differences in symptoms were found between the two groups can be said to 

be more culturally sensitive than others and can be viewed in terms of cultural 

differences. Compared with culturally insensitive symptoms, the culturally sensitive 

symptoms may be more modifiable by manipulation of the environment and by 

appropriate educational and intervention programs that are culturally competent.  

Thus, the overall goal of the study was to contribute to the knowledge base of 

autism within a cultural context by bringing understanding of behavioral symptoms 

from an ethno-cultural perspective, specifically, African Americans and Kenyans. 

This understanding may lead to more culturally sensitive practices. The 1991 WHO 

report noted that treatment methods for autism be “relevant to the setting in which 

they are deployed because of the extent into which disorders and treatments are 

influenced by cultural, developmental, and environmental factors” (p. 65). This is 

particularly interesting because the extent to which treatments are influenced by 

culture is unknown. 

To date, only two studies have focused on the issue of autism in Kenya 

(Dhaphale, Lukwago & Gajjar, 1982; Lotter, 1978), and no recorded empirical 

studies have focused on African Americans with autism as a group. Specifically, 

Lotter (1978) attempted a diagnostic study in Africa, compared children with autism 

with the British sample, and concluded that repetitive and stereotyped behaviors are 

less common in Africa than in Britain and that children with autism come from a 

higher social economic class. Dhaphale et al. followed up on Lotter’s claim on social 

economic status of families of children with autism and confirmed that their Kenyan 
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sample was from a high social economic class. Although these studies are notable for 

their scope and path-breaking perspectives, Western researchers have not replicated 

or followed up on them, thus contributing to the paucity of research on autism in a 

cultural context.   

 

Research Question 

The research question addressed in this study is whether there are significant 

differences in the means of the behavioral symptoms exhibited by children with and 

without autism from Kenya versus the United States. In addition to general 

behavioral disturbances and developmental delay, the specific behavioral symptoms 

examined include stereotyped behaviors, communication/language disturbance, and 

social interactions.  

 

Definition of Terms 

Autism. For the purpose of this study, autism is defined as a developmental 

disorder whose expression and cause is susceptible to cultural influences.  

Culture. The concept of culture has evolved with social changes and has been 

defined in many ways in different disciplines. Culture is defined in this study as “the 

learned, shared, and transmitted values, beliefs, norms, and life ways of a particular 

group that guide their thinking, decisions and actions in patterned ways” (Leininger, 

2001, p.47).  

Ethnicity. Ethnicity refers to a group that shares common nationality, culture, 

or language, and the concept often is used interchangeably with race and even with 
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culture. Although, ethnicity is inseparable from culture, ethnicity contains 

information about beliefs, values, and behaviors beyond just the biological 

characteristics of a person (Hays, 2001). Gaw (1993) delineated the relationship 

between ethnicity and culture as follows: “The root concept for the term ‘ethnicity’ is 

culture. Ethnicity is a derivative concept that recognizes the in-group values 

conceptualized by a particular cultural group, such as Italian Americans, or French 

Canadians” (p. 16). Incidentally, culture is the most inclusive term; still, being a 

member of a certain ethnic group does not promise adherence to all of the cultural 

values and customs that sustain the ethnic group (Lopez & Guarnaccia, 2000). Thus, 

in this study, to embrace both ethnic and cultural components in understanding 

variations in expressions of behavioral symptoms of autism, an extensive term ethno-

cultural group as well as ethnicity and culture will be used interchangeably.   

People-first language. Essential to an understanding of autism in a cultural 

setting is a review of definitions. In this study, the researcher will use “people-first” 

language, as in “people or individuals with autism” rather than “autistic people.” The 

participants will be Kenyans (individuals born and raised in Kenya by Kenyan 

parents) and African Americans (individuals born and raised by African American 

parents in the United States).  
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CHAPTER 2 

REVIEW OF RELATED LITERATURE 

 

This chapter provides a review of literature concerning autism and the 

variables included in the study. First, a brief historical background of autism is 

presented. Second, the chapter describes how autism emerged as a label. Third, the 

definition of autism followed by the diagnostic criteria of autism and the 

epidemiology of autism is presented. Fourth, autism’s clinical picture in terms of 

social impairments, communication and language impairments, and behavioral 

characteristics is described. Fifth, culture is defined in relation to autism as well as 

its implication to the treatment and education of individuals with autism. Sixth, an 

overview of culture and schizophrenia is provided, because schizophrenia has been 

studied heavily in a cultural context. Seventh, the relationship between culture and 

child behavior problems is presented. Eighth, cultural explanations of disability and, 

finally, autism among African Americans and Kenyans are discussed. 

 

The History of Autism 

 Although autism has been studied heavily recently, it is said to have existed 

before it was recognized by Kanner (1943) and Asperger (1944). In 1801, Itard wrote 

The Wild Boy of Aveyron, an account of a 12-year-old boy who appears to have 

presented with some characteristics that are now considered to be signs of autism. 

The boy, Victor, made no direct communication and was said to be self-absorbed. 

Victor never spoke and used gestures if he needed something. He pulled someone by 
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the arm to get his attention. Further, he wanted items to be in the same place and was 

said to become very unhappy if objects were moved. According to Schreibman 

(1988), Itard’s (1801/1962) description of Victor is in fact similar to the behaviors of 

children described by Kanner in 1943.  

In 1896, Kraepelin provided the first classification of schizophrenia, calling it 

“dementia praecox.” Practitioners assumed that the same classification could be 

applied to children (Kanner, 1971; Sanua, 1983). However, the concept of infantile 

schizophrenia was not utilized until 1930 (Sanua, 1983). Schopler (1994) argued that 

autism has been described in the mythology of certain cultures. He described the 

story of two feral girls discovered in India in 1929, who were believed to be ghosts. 

A reverend put them in a parish and kept a diary of their lives. The diary was later 

translated into English and studied by Gesell (1941), who assessed the girls’ 

development and found deficits in language and social behavior. In 1959, Bettleheim 

used Gesell’s examples and said that the girls described behavior suggested autism 

(Schopler, 1994). Other studies have explored the folk concept of conditions similar 

to autism. For example, Ellenberger (1968) noted children known as Nit-ku-bon or 

marvelous children in Senegal had similar traits as those with autism, such as lack of 

speech and social responsiveness. Westermeyer (1979) reported that rural Laotians 

use a category known as Samqng Uan to describe children who have developmental 

difficulties such as language delay, difficulties with social interaction, and lack of 

flexibility. In another case report, Lane and Pillard (1978) described their journey to 

find the “wild boy of Burudi,” a child said to have lived in the jungle. After their 
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investigation, it was clear that the boy did not grow up in the jungle, but 

demonstrated the behavioral characteristics of autism.  

In 1901, Eugene Bleuler (1919) coined the word autism to describe 

schizophrenic patients who screened themselves off and were self-absorbed. Kanner 

(1943) and Asperger (1944) independently borrowed the term autism from adult 

psychiatry to describe individuals with schizophrenia who experienced a loss of 

contact with the outside world (Frith, 1993). However, critics such as Wing (1976) 

argued that the term autism as used by Bleuler had a different meaning than the term 

as used by Kanner. Bleuler related autism to the immersion of the individual into a 

fantasy world, whereas Kanner (1943) used the term to describe the lack of creative 

fantasy that characterizes the behavior of these children (Schreibman, 1988). In the 

1950s and 1960s, autism was often conceptualized as a form of childhood 

schizophrenia (Bettleheim, 1967; Volkmar & Lord, 1998). Despite Kanner’s original 

conviction that autism was different from schizophrenia, researchers such as Creak 

(1961, 1963a, 1963b) referred to it as a schizophrenic syndrome of childhood and 

infantile psychosis. However, Kolvin (1971) demonstrated clearly that autism and 

schizophrenia were different conditions in terms of phenomenology and age of onset. 

Moreover, Rutter (1978) argued persistently that schizophrenia and autism required 

separate diagnostic criteria. Finally, autism was classified as a developmental 

disorder and researchers and practitioners began to appreciate the need to take a 

developmental approach in evaluation and treatment (Ozononoff & Rogers, 2003). 
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Conceptual Framework 

 More than 60 years ago, Leo Kanner (1943) coined the word autism and, 

through his 11 published case reports, established autism as a diagnostic entity. 

According to Kanner (1943), children with autism display a variety of behavioral 

features such as (a) echolalia, (b) inability to relate to people, (c) delay in speech 

acquisition, (d) absence of speech or noncommunicative use of language, (e) unusual 

reaction to sensory stimuli, (f) repetitive and stereotypical behaviors, (g) strong 

desires for sameness, and (h) excellent rote memory. He concluded that the condition 

usually appeared at birth or shortly after. Since psychoanalytical tradition was 

evident at the time, Kanner described parents of children with autism to be detached, 

cold, and obsessive, which some took as an implication that autism might be 

exacerbated by parents’ personality problems (Bettleheim, 1962; Kanner, 1949). 

However, Kanner (1943) also noted that autism was probably biological in origin; he 

wrote that children with autism were born with “an innate inability to form the usual, 

biologically provided affective contacts with people” (p. 42). Kanner’s claim reveals 

that he considered autism a neurodevelopmental disorder with a biological basis.   

Despite Kanner’s recognition of the probably biological basis of autism, 

Bettleheim (1967) took a more extreme position, arguing that autism was the child’s 

defense against the hostility of parents who had emotionally rejected the child. In 

fact, he excluded parents from all therapy sessions. King (1975) reported that autism 

was caused by a “double bind” attitude of mothers who superficially appear warm, 

but are actually cold and rejecting toward their children. Ferster (1961) used 

behavior principles to account for the development of the behavioral symptoms of 
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autism and thereby implicated parent–child relationship in the etiology of autism. He 

suggested that the autism behavioral symptoms are quantitatively, not qualitatively, 

different from those of typically developing children, characterized by very low 

response rates. Ferster hypothesized that these very low response rates might be the 

result of the parents’ failure to provide adequate reinforcement for the development 

of a normal response repertoire. Today, evidence suggests that mothers do not cause 

autism, and the psychogenic theory has been refuted because no data support that 

assumption (Cantwell, Baker, & Rutter, 1978; Cohen & Volkmar, 1997).   

 Since Kanner’s original description of the symptoms of autism were 

published, several studies have been conducted to determine the core features that 

are common to all children with autism. Numerous comparative studies have 

established that children with autism exhibit difficulties in social relationships, 

display delayed language and communication, and exhibit ritualistic or compulsive 

behaviors (Gleberzon & Gleberzon, 2001; Waterhouse, Wing, Spitzer, & Siegel, 

1992). Presently, autism occurs in approximately 16 children per 10,000 for more 

narrowly defined autism and up to 40 children per 10,000 for the more broadly 

defined groups of conditions marked by qualitative deficits in socialization. Autism 

is 4 times more common in boys than in girls (APA, 2000; Baron-Cohen, Saunders, 

& Chakrabarti, 1999; Chakrabarti & Fombone, 2001; London & Etzel, 2000; Rutter, 

2000; U.S. Department of Education, 2001). Biological causes such as organic brain 

damage from chemical, genetic, and physical damage due to head injury, metabolic 

problems, immunology, infections as well as other environmental causes have been 

speculated (Gillberg, 1988). However, there is no convincing evidence for a specific 
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etiology. Whether autism has a single cause, multiple causes, or coexisting 

neurological deficits is not certain (London & Etzel). Consequently, one of the major 

problems in the field is the disagreement over the definition of autism, which has 

undergone several revisions in the Western world as evidenced by continual 

Diagnostic and Statistical Manual of Mental Disorders (DSM) revisions regarding 

the diagnostic label of autism. 

 

Definitions of Autism 

In the 1980, the ASA defined autism as a “severely incapacitating life-long 

developmental disability” that occurs throughout the world to all racial, ethnic and 

social backgrounds” (p.6). In 1987, the ASA changed the definition to read that 

autism was “not a mental illness or any other kind of illness” and could be caused by 

“inborn disorders of metabolism” or “neurological defects or viral-related causation” 

(p. 1). At the same time, ASA (1987) added that autism is found throughout the 

world, in every social class, with a “uniform clinical picture” (p. 1). In 1989, the 

same organization defined autism as a “behaviorally defined syndrome” and 

highlighted essential features such as disturbance of developmental rates and/or 

sequence; response to sensory stimuli; speech, language, and cognitive capacities; 

and capacities to relate to people, events, and objects. Towards the end of the year, 

ASA defined autism as a “severely incapacitating lifelong developmental disability” 

resulting from a “neurological” disorder that affects functioning of the brain, with a 

prevalence of approximately 15 out of 10,000 births. In addition, the ASA included 

the behavioral symptoms of autism: (a) disturbance in the rate of appearance of 
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physical, social, and language skills; (b) abnormal responses to sensations, with any 

one or a combination of senses or responses affected, including sight, hearing, touch, 

balance, smell, taste, reaction to pain, and the way a child holds his/her body; (c) 

absent or delayed speech and language, while specific thinking capabilities may be 

present; and (d) abnormal ways of relating to people, objects, and events (ASA, 

1989, p. 24). More recently, the ASA defined autism as a “complex developmental 

disability” that typically appears during the first 3 years of life and results in a 

neurological disorder that affects the functioning of the brain, with a prevalence of 2 

to 6 in 1,000 individuals (ASA, 2001; Centers for Disease Control and Prevention, 

2000).  

  Due to the paucity of diagnostic studies in different ethno-cultural groups, it 

is possible that existing definitions of autism may have limitations, especially when 

it comes to assuming that autism has a uniform clinical picture regardless of cultural 

background. Such claims can be made only while supported with data from other 

regions outside the United States and Europe and with different ethno-cultural 

groups. Otherwise, these definitions are limited because each is different, 

demonstrating little consensus about the definition of autism; the direction research 

takes is ultimately shaped by the way a researcher defines autism. More specifically, 

in different studies, autism has been defined as a developmental disorder (Goldberg, 

Landa, Lasker, Cooper, & Zee, 2000), as a neurodevelopmental disorder (Pelphrey, 

Sasson, Reznick, Paul, Goldman, & Piven, 2002), as a neuropsychiatric disorder 

(Vrancic et al., 2002), and as a treatable medical condition (Okwemba, 2003a, 

2003b). Therefore, the uncritical acceptance of these definitions may do a disservice 
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to those most involved with the treatment of autism by instilling a rigidity of 

thinking that does not allow for consideration of new ideas by different professionals 

concerned with the study of autism (Tinbergen, 1974).  

In fact, one of the goals for the “Autism Roadmap” 2004 was to encourage 

collaboration among researchers and to work on the definition of autism (Gross, 

2003). Indeed, all the above definitions assume that autism is a worldwide 

occurrence, despite paucity of research data from most third world countries. The 

important question, however, is not only whether it is to be found everywhere else in 

the world, but also whether it is expressed in the same way worldwide. This is an 

important question because if autism is not expressed the same way worldwide, then 

researchers must redefine autism to accommodate cultural differences.  

 

Diagnostic Classification of Autism 

A direct result of the problematic definition of autism has been the lack of a 

systematic method for identifying individuals with the syndrome. Despite Kanner’s 

work as well as that of other researchers supporting the classification of autism as a 

separate category, the DSM-II did not include autism (APA, 1968, as cited in 

Schoppler, 1994). Autism was included as an official category in the DSM-III (APA, 

1980) as subtypes of pervasive developmental disorders, which included infantile 

autism, childhood-onset pervasive developmental disorder, and atypical pervasive 

developmental disorder. In DSM-III, the criteria that defined autism included (a) 

onset prior to 30 months of age; (b) pervasive lack of responsiveness; (c) gross 

deficit in language; (d) peculiar speech patterns such as echolalia and pronominal 
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reversal; (e) bizarre responses to environment; and (f) absence of delusions, 

hallucinations, loosening of associations, and incoherence as in schizophrenia. The 

DSM-III (APA, 1980) included only two types of pervasive developmental disorders: 

(a) Infantile Autism, Full Syndrome (299.00), and (b) Infantile Autism, Residual 

Type (299.01). 

 Although the diagnostic criteria for autism were new to the DSM, many 

researchers questioned the appropriateness of onset as a diagnostic criterion because 

there are cases in which autism developed after 30 months of age (Cohen, Volkmar, 

& Paul, 1986; Gillberg, 1986; Rutter & Schoppler, 1988; Schopler, 1994; Siegel, 

Anders, Ciaranello, Bienenstock, & Kraemer, 1986). Second, the lack of an 

operational definition—such as a “pervasive lack of responsiveness to other people” 

(APA, 1980, p. 89)—was indicated as a problem. Third, because deviant and delayed 

behavior coexists in children with autism, researchers identified insufficient attention 

to developmental consideration as a problem (Cohen & Volkmar, 1997).  

 In order to accommodate the above recommendations, the revised DSM-III 

(APA, 1987) changed the definition of autism. The DSM-III-R retained the term 

pervasive developmental disorder for the broad category to which autism belonged. 

However, the term infantile in infantile autism was dropped because most 

individuals with autism continue to exhibit the disorder after early childhood. The 

criterion of early onset was also dropped, and 16 operationalized criteria were 

adopted addressing three main symptom areas: (a) reciprocal social interaction, (b) 

verbal and nonverbal communication and imaginative activity, and (c) restricted 

repertoire of activities and interests. The two types of autism described in the DSM-
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III-R were Autistic Disorder (299.00) and Pervasive Developmental Disorders Not 

Otherwise Specified (299.80).  

The DSM-III-R (APA, 1987) addressed developmental considerations in the 

diagnosis by defining deviance in relation to the child’s mental age. The 

diagnostician using DSM-III-R criteria for autism was supposed to rate as 

nonapplicable any symptoms that could not occur given the respondent’s mental age. 

For example, a 5-year-old child whose mental age is 1 year and who does not show 

communicative speech should not be regarded as a child with autism; rather, the lack 

of speech should be interpreted in terms of developmental delay. However, this 

procedure ruled out 6 of 16 criteria for autism in the DSM-III-R as inappropriate for 

children who are younger and have more severe cognitive deficits, since these 

symptoms can occur only at certain mental ages. Under these conditions, the 

likelihood of a diagnosis of autism for younger children and those with severe 

cognitive problems was dramatically reduced (Siegel, Vukicevic, Elliot, & Kraemer, 

1989). Indeed, the DSM-III-R satisfied some researchers and professionals because it 

offered a better description of behaviors and more sensitive indicators in the autism 

category; however, the Pervasive Developmental category was highly criticized 

because it did not provide any indicators at all and was misleading regarding what 

constitutes such a category (Factor, Freeman, & Kardash, 1989). As a result, the 

DSM-IV (APA, 1994) description of autism was developed to address these issues. 

Indeed, the changes to the definition were dramatic.  

According to the DSM-IV (APA, 1994) and the DSM-IV-TR (APA, 2000), 12 

operationalized criteria address three main symptom areas commonly referred to as 
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the triad of impairments: (a) impairment of social interaction; (b) impairment of 

communication; (c) and restricted repetitive and stereotyped patterns of behavior, 

interests, and activities (APA, 1994, pp. 66-70; APA, 2000, pp. 70-75). The debate 

has continued as to what types of autism should be included (Rasmussen & 

Sponheim, 1993; Rutter & Schoppler, 1992; Tsai, 1992; Volkmar, 1992). The DSM-

IV (APA, 1994) includes five types of pervasive developmental disorders: (a) 

Autistic Disorder (299.00), (b) Rett’s Disorder (299.80), (c) Childhood 

Disintegrative Disorder (299.10), (d) Asperger’s Disorder (299.80), and (e) 

Pervasive Developmental Disorder Not Otherwise Specified including atypical 

autism (299.80). In the DSM-IV, criteria are spelled out clearly with examples. 

Additionally, lack of eye contact was added as a primary characteristic instead of 

secondary as in the DSM-III-R. Also, rigid or stereotyped play was added. Looking 

at the diagnostic criteria in the DSM-IV, it is uncertain where the boundary is drawn, 

especially when it comes to children with mild mental retardation who display some 

characteristics of autism. Also, words such as “marked or qualitative impairments” 

are not operationally defined, which leaves diagnosticians with an option to create 

their own operational definitions. Some argue that the disorders included in the 

DSM-IV have been included based on large amounts of empirical data that support 

the presence of the disorders such as Rett’s syndrome and Asperger’s disorder  

(Rasmussen & Sponheim, 1993; Szabo & Aber, 1992; Tsai, 1992). With this in 

mind, the increased number of cases of children with autism may be due partly to 

these broader diagnostic criteria.  
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The WHO international classification of diseases (ICD) has been adopted 

widely outside the United States. The ICD-8 placed autism under schizophrenia. The 

two most recent revisions of this system, ICD-9 and a draft version of ICD-10, were 

published in 1980 and 1987, respectively, and a final form of ICD-10 appeared in 

1993. Both categorize autism as “psychoses with an origin in childhood.” ICD-10 

defines a number of separable categories under the general heading of “pervasive 

developmental disorder”: Childhood Autism (F84); Atypical Autism (F84.1); Rett’s 

Syndrome (F84.2); Other Childhood Disintegrative Disorder (F84.3); Overactive 

Disorder Associated With Mental Retardation and Stereotyped Movements (F84.5); 

Other Pervasive Developmental Disorders (F84.8); and Pervasive Developmental 

Disorder, Unspecified (F84.9). Autism is characterized by the triad of impairments, 

namely, impairments (a) in reciprocal social interaction; (b) in communication; and 

(c) in restricted, stereotyped, repetitive behavior (WHO, 1993). It is evident that 

despite similarities between the DSM and ICD-10, an individual diagnosing autism 

using the DSM would have a different concept of autism than an individual using the 

ICD-10; ICD-10 still describe autism as a type of psychosis, which is not the case 

with the DSM-IV. This could partly explain lower prevalence rates reported in 

countries using the ICD medical systems. 

It should be noted that, although the Western population makes up only one-

sixth of the world’s population, a Western diagnostic framework has been accepted 

as a “gold standard” for all. Along with the gold standard perspective is the 

possibility that cultural variations in the symptoms of psychopathology are regarded 

as minor variations and Western symptoms are considered the central patterns of the 
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illness (Cueller, 2000). Another potentially misguided perspective regarding the 

relationship of culture and symptoms of psychopathology is that culture relates only 

to ethno-cultural minority groups (Choi, 2002). Since the DSM was first published in 

1952, it has undergone several revisions that made no mention of culture. However, 

the current versions (DSM-IV and DSM-IV-TR) acknowledge the significance of 

culture and ethnicity in understanding psychopathology. APA (1994, 2000) has 

warned against underdiagnosing or misdiagnosing by being alert to ethnic and 

cultural specificity.   

Indeed, the diagnosis of autism is a challenging task, and professionals often 

have difficulties interpreting diagnostic criteria due to the heterogeneity of the 

disorder across persons and the change in its symptoms within individuals as they 

mature (Charak & Stella, 2002). However, various standardized rating scales and 

observational checklists are used as another approach to diagnosing autism and have 

shown acceptable validity and reliability (Charak & Stella, 2002; Gilliam, 1995; 

Rutter & Schoppler, 1997). Although several studies have suggested that these 

diagnostic instruments tend to be accurate in screening for and identifying autistic 

behaviors, some difficulties have been noted. For example, research indicates that 

existing diagnostic instruments are most accurate for somewhat-verbal school-age 

children with mild to moderate levels of mental handicap, but decrease in reliability 

according to how far one moves away from this group (Lord, 1997). Additional 

research supports that it is difficult to differentiate autism from other developmental 

delays or language impairments in young children who are nonverbal and who have 

mental ages below 18 months (Lord, Storochuk, Rutter, & Pickles, 1993). These 
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diagnostic instruments may tend to overdiagnose children with significant cognitive 

delays as having autism. Also, a small proportion of children with autism are 

misdiagnosed as having language disorders, especially among children who do not 

yet show repetitive behaviors (Lord & Risi, 2000). 

In addition, current diagnostic instruments may be less reliable in identifying 

higher functioning children or those with more mild symptoms (Filipek et al., 1999; 

Yirmiya, Sigman, & Freeman, 1994). The many different tools used to diagnose 

autism are also a matter of concern. Schopler (1997) reflected on the confusion and 

disagreement concerning the diagnosis of autism. He believed that this confusion has 

led to “errors in sample selection, needless frustration among clinicians and 

investigators, and unnecessary misinterpretation of important research” (p. 137). 

Also, according to the APA (2000), the increased number of individuals diagnosed 

as having autism may be due to different methods used to diagnose. 

 In regard to other cultures, because these scales have been constructed and 

utilized largely in the United States, they tend to reflect dominant Western frames of 

reference and not the norm. These belief systems may be somewhat inadequate when 

dealing with individuals from different cultures who may have different 

conceptualizations of the disorder embedded in their particular social, cultural, 

political, and religious systems (Sternberg & Bhana, 1989). APA (2000) maintained 

that clinicians unfamiliar with the “nuisances” of an individual’s cultural frame of 

reference may judge incorrectly as psychopathology those normal variations in 

behavior, beliefs, or experiences that are particular to the individual’s culture. If the 

concept of autism is confusing to the Western world, the confusion is even greater to 
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other countries and ethno-cultural groups where the scales, education, and 

intervention strategies are deployed. 

 In spite of the efforts of scholars to understand autism over more than six 

decades, there has been little consensus concerning its definition, diagnostic criteria, 

and etiology. Since the definition of autism depends on behaviorally defined 

symptoms, information regarding the symptoms and associated features should be 

obtained in broader geographical areas and ethno-cultural groups in order to establish 

a universally accepted definition of autism. Autism’s prevalence and expression may 

be influenced both by interaction of culture and by biology. For example, there is 

evidence that child-rearing practices and culturally prescribed values may be 

influential as early as birth. The classic study of mothering and infant behavior by 

Caudall and Weinstein (1969) noted differences in the behavior of the infants, which 

reflected the style of caretaking of mothers in two countries. The researchers 

carefully observed behavior of mothers and 3- to 4-month-old infants in Japan and 

the United States. They found that American mothers were more verbal, did more 

positioning of the infant’s body, and encouraged their babies’ physical activities and 

exploration of the environment more. Japanese mothers demonstrated more vocal 

lulling, carrying, and rocking of their babies. As a result, American infants showed 

significantly more playing and happy vocal behavior, and Japanese infants were 

more physically passive. In another study, Freeman (1979) compared several ethnic 

groups and found striking differences even in newborns’ behaviors, suggesting that 

biological and cultural influences are not separable and that the differences are 

bicultural.  
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In studying children with disabilities, Nihira, Webster, Tomiyasu, and Oshio 

(1988) postulated that differential patterns of family environment in Japanese and 

American families influence their educable mentally retarded (EMR) children’s 

social behaviors. In the comparison of adaptive behavior and psychosocial 

adjustment of Japanese and American EMR children, the American children were 

rated as more independent, autonomous, and socially outgoing than their Japanese 

counterparts, who were more passive, interdependent, and socially withdrawn. They 

ascribed the results to the fact that the American families encouraged their children 

to participate more in various community activities in order to learn skills; Japanese 

parents focused more on teaching the child the importance of social norms, 

conformity, and obedience. However, American EMR children showed more 

maladaptive behavior, indicating that American parents appear to have higher level 

of tolerance towards their children’s behavior problems than do Japanese parents. 

These findings seem to reflect cultural differences.  

Further, Harkness (1992) explored child-rearing practices among the Kipsigis 

in rural Kenya and among middle-class American families in the Boston area. The 

intent was to explore the issue of cultural variation in fathers’ role as socializers of 

infants and young children. In the Kenyan sample, Harkness found that child care is 

sorely the responsibility of the mothers, and fathers start taking part when the male 

child reaches the age where he can take responsibility. However, girls remain the 

responsibility of the mother, who must teach them how to be responsible young 

women. In contrast, American fathers are more involved in the care and socialization 
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of the infants. These differences in child rearing can influence children with 

disabilities as well as normally developing children.  

 

Epidemiology of Autism 

Epidemiological studies of autism have important implications for both 

research and clinical service such as helping plan for special services and selecting 

samples for research studies. In the early 1970s and 1980s, several epidemiological 

surveys (Gillberg, 1984; Hoshino et al., 1980; Lotter, 1966; Treffert, 1970; Wing & 

Gould, 1979) conducted in Europe, Asia, and North America suggested that autism 

occurred universally across the world, with an estimated incidence rate of 4 to 6 per 

10,000 children. However, recent epidemiological studies have shown a higher 

prevalence than previously reported, with a maximum of 40 per 10,000 (Fombone, 

1999; Chakrabarti & Fombone, 2001). Fombone (1999) summarized the available 

research on this topic and systematically reviewed 20 studies conducted in 10 

countries. Although he noted several methodological errors, the total population 

included in the review was approximately 4 million children. In the sample surveyed, 

80% of individuals with autism also exhibited mental handicaps such as mental 

retardation. They also identified more boys than girls (three to four boys for every 

girl). Further, girls with autism were more likely than boys to also exhibit mental 

handicaps. Currently, epidemiological studies indicate rates of 16 children per 

10,000 for more narrowly defined autism and up to 40 per 10,000 children for the 

more broadly defined group of conditions marked by qualitative deficits in 
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socialization (Chakrabarti & Fombone, 2001; Klin, Chawarska, Rubin, Morgan, 

Wiesner, & Volkmar, 2004). 

Recently, the epidemiology of autism has become quite controversial. In the 

United States alone, increased demand for autism-specific services has drawn 

attention to growing numbers of children with the educational category of autism 

(Fombone, 1999). The increasing incidence has been attributed to better awareness 

of the disorder, better detection of children with autism (Daley, 2002; Gillberg, 1990; 

Gillberg, Steffenburg, & Schaumann, 1991; Sigman & Daley, 2002), more complete 

diagnoses, and a broader definition of autistic spectrum disorders (Fombone, 1999). 

In addition, some recent studies have found very high rates of autism (Arvidsson et 

al., 1997; Baird et al., 2000; California Department of Developmental Services, 

1999; Centers for Disease Control and Prevention, 2000; Kadesjoe, Gillberf & 

Hagberg 1999). It should be noted that studies reporting higher numbers were 

relatively small or from state surveys, in which an educational label of autism was 

associated with the provision of intensive services and thus highlighted the need for 

further, well-designed investigations.   

 

Cross-Cultural Studies on Autism 

Although a considerable body of literature exists on autism, little is known 

about it among non-Western populations, including basic information such as rate of 

prevalence. Some scholars have maintained that autism may be less prevalent in 

African and Asian countries (Kuo-Tai, 1992; Lotter, 1978; Ney, Lieh-Mak, Cheng, 

& Collins, 1979). However, they have indicated that this may be due to difficulty of 
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diagnosis in countries historically and culturally very different from the West. 

Additionally, both African and Asian studies have suggested important differences in 

the behavioral symptoms of autism. Lotter (1978) found a small number of children 

with autism in nine major cities of six African countries he visited. His purposive 

sample was drawn from special facilities for children with mental retardation and 

emotional disorders in six different cities. Of the 1,312 children that he observed, he 

was able to identify only 9 who could qualify as having autism according to the 

Western definition. He also observed differences on the behavioral symptoms of 

autism when the African sample was compared to the British sample (Lotter, 1967). 

In this comparison, Lotter rarely found any complex manipulation of objects among 

the African children. For example, flapping, elaborated ritual play, or self-injurious 

behavior were not observed in the African sample. However, “crude” manipulation 

of objects (carrying, banging, and twisting of objects) was common. According to 

Lotter, the study confirmed that autism occurs even in Africa; however, the number 

of children found was much smaller than expected, and the expression of some 

symptoms was different from what was reported in the United States and Europe. 

Clearly, an important question that arises is the cross-cultural consistency of the 

symptoms, because biologically determined factors predisposing people to act in 

certain ways would be expected to be demonstrated in equal portions in studies 

carried out on non-Western populations.  

Differences in the behavioral symptoms were found in a study of 14 Chinese 

children with autism in Hong Kong (Ney et al., 1979). A questionnaire was 

administered to the parents of one female and 13 male children diagnosed as having 
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autism by Chinese psychiatrists. The information gathered from the questionnaire 

revealed that although typically developing male Caucasians were culturally 

different from typically developing male Chinese, both Caucasian and Chinese 

children with autism were very similar in areas of communication, obsessive desire 

for sameness, and delayed development. The children differed significantly in having 

closer relationships and self-awareness. The authors attributed this to the highly 

integrated pattern of Chinese family life and the close proximity of people in Hong 

Kong. 

Another study conducted by Seo (1992), explored the influences of culture in 

reference to the behaviors of autism. She compared three groups of children with 

autism: (a) 25 South Koreans, (b) 25 Korean Americans, and (c) 25 American 

children. Seo found differences on social impairments and developmental 

disturbances between the group of South Korean children and American children. 

She concluded that these differences were the result of differences in symptoms and 

not the result of parental perception. 

In her doctoral dissertation, Conners (1993) explored the meaning of autism 

from a cultural perspective of the Navajos. She argued that the Western definition of 

autism is manifested in social deficit and social competence. Social competence is 

defined differently depending on the socio-cultural grouping of traditional, 

semitraditional, and modern Navajos. Conners found that when many individuals 

with autism are young, they fulfill the role assigned as children. The concept of 

normality is seen in a broader context than the Western definition. Conners 

advocated for the incorporation of social and cultural factors in the definition of 
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autism. She suggested that once autism is adequately defined, adequate care and 

treatment services and strategies can be delivered to the individuals and families 

affected by autism. 

 Kaffman (1972) reported an extremely low rate of autism among children 

raised in the Kibbutzim of Israel. He identified only 8 children who seemed to suffer 

from early childhood psychosis with autistic features, out of 3,000 emotionally 

disturbed children observed during a period of 15 years. He attributed this low rate to 

early detection of deviation from normal standards with immediate intervention and 

follow-up. It should be noted that Kibbutz children grow up and develop in a culture 

and economic framework rooted in the principles of cooperation and equality. 

 Some researchers like Sanua (1984) reported low incidence of autism in Latin 

American countries, Africa, and Asia. Sanua assumed that the low reported rate was 

due to insensitivity to the disorder or to the ethos of family life. In his early paper, 

Sanua (1981) also found no data concerning the disorder in Mexico and South 

America. However, this does not necessarily mean that autism does not exist in these 

cultures, but may indicate gaps in research. In fact, Sanua reported that no data were 

available on Hispanic Americans with autism and that Blacks and Americans of 

Puerto Rican heritage seem to have a low incidence of the disorder. If this is due to 

cultural influence on the disorder, it would be interesting to find out what specific 

behavioral symptoms are influenced by culture. Is there anything special about these 

cultures that make them reluctant to seek help or even to say they have a child with 

autism? What implication does this have on the children affected by autism? 

Knowing the factors embedded in these cultures would enrich the knowledge base of 
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disabilities in a cultural context and enrich our knowledge base in dealing with this 

population. It could also lead to a universal definition of autism, and more 

importantly, culturally sensitive diagnostic criteria, treatment, and interventions 

strategies. Even though biological influences are strongly assumed to cause autism, a 

study of cultural factors is useful and complementary; if autism were purely 

biological, there would be clearer answers to its etiology. Different child-rearing 

practices, adult tolerance and expectations for children’s behavioral problems, and 

different educational systems may result in different symptoms and developmental 

features of children with autism. The possibility of cultural influences on autism calls 

for cross-cultural studies, which have not yet received sufficient attention from 

researchers. 

 

The Clinical Picture of Autism 

 Autism is known as a syndrome of multiple deficits within which several 

distinct symptoms coexist. The behavioral symptoms of autism can be classified as 

social impairments, language and communication impairments, and behavioral 

repertoire.  

 

Social Impairments  

One notable characteristic of children with autism is their lack of social 

development (Bauminger, Shulman, & Agam, 2003; Mundy, 2003). In fact, social-

skills deficits are generally viewed as constituting the central feature of autism 

(Hobson, 1989; Mundy & Sigman, 1989; Ungerer, 1989). Children with autism lack 
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responsiveness to others and may withdraw from all social contacts. They have 

difficulties relating to other people, and they seem to prefer objects. When other 

people are sharing laughter through their smiles, the child with autism usually fails to 

respond (Prior & Ozonoff, 1998; Schreibman & Mills, 1983). Research on affective 

expression and nonverbal communication skills has suggested that disturbance in 

these areas may be prominent features of the social deficits of nonverbal children 

with autism (Glandin & Scariano, 1986; Wing, 1997). Despite the fact that social 

impairments have been regarded as a cardinal diagnostic criterion for autism, the 

social deficits of individuals with autism received little attention from researchers 

until the 1990s compared to other aspects. This may be explained by the prevailing 

disagreements over the conceptualization of social behavior and by methodological 

problems. However, social deficits of children with autism could be considered a 

secondary manifestation of cognitive impairments; thus, the general cognitive 

deficits of children with autism prevented their normal social development 

(Hermelin & O’Conner, 1970; Rutter, 1983). This particular claim was marred by the 

existence of children with autism of average intelligence and of those without autism 

with mental retardation who are socially competent relative to their mental age. 

Thus, this theory was not a sufficient explanation. 

 In the 1980s, a line of research utilized videotape technology, enabling 

sophisticated methods for studying social behaviors. Consequently, experimental 

studies have emerged to identify social deficits in individuals with autism (Snow, 

Hertzig, & Shapiro, 1987). This focus was linked to the hypothesis that social 

impairments of autism are not secondary features of cognitive impairments, but 
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primary features due to a neurological disorder that disrupts social development 

(Prizant & Wetherby, 1987). Further, the hypothesis regards the cognitive and 

language impairments of autism as the result of impaired social development early in 

life. This hypothesis was supported by three follow-up studies (Rumsey, Rapoport, 

& Sceery, 1985; Szatmari, Bartoluchi, Bremmer, Bond, & Rich, 1989), which 

reported that social impairments were the most persistent symptoms even in high-

functioning adults with autism, although other symptoms improved with age. It is 

now known that children with autism do not completely avoid people; nor do they 

fail to demonstrate any social interest or affection, especially towards close family 

members (Sigman & Ungerer, 1984). Social behavior and interaction with others are 

not completely absent in autism, but they can be strikingly deviant (Lord, 1993). 

Current research suggests that impaired social interaction is evident even before the 

diagnosis of autism is made, in the early months of development (Dawson, Osterling, 

Meltzoff, & Kuhl, 2000; Wimpory, Hobson, Williams, & Nash, 2000) and that 

delays in deficit or atypical characteristics in this domain may be a core feature of 

the more general syndrome (Sigman, 1993). Thus, researchers have devoted 

substantial effort to describing the developmental course of social interactions and 

social relationships among children with autism as well as to designing evaluation 

and intervention programs to facilitate development of these competencies.  

 

Lack of Attachment  

 Children with autism are said to be happy when left alone to manipulate their 

own world. They seem to prefer interacting with objects rather than people. Thus, 
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they lose the opportunity to develop social relationships with families and caregivers 

(Kanner, 1943). Early studies described them as not wanting to be held or picked up 

and as not demonstrating preferential social behavior to parents than to others 

(Bergman & Escalona, 1949; Bruner & Friedman, 1993; DesLauriers & Carlson, 

1969; Kanner, 1943; Rimland, 1964).  

On the contrary, Sigman and Ungerer (1984) found a level of attachment 

between children with autism and their mothers. Their study of 14 children with 

autism and 14 normal children matched on a mental age of 24.1 months were 

observed during free-play situations as well as during separation and reunion with 

their mothers and a stranger. The children with autism directed more social behaviors 

and more physical contact to their mothers than to the stranger. They preferred to be 

in close proximity to their mothers during the reunion episodes, although no specific 

attachment responses were showed during free play and separation. Based on 

parents’ and professionals’ reports of “near-normal” adolescents with autism, Dewey 

and Everand (1974) concluded that individuals with autism can attach to another 

person even deeply. Additionally, they tend to express their affection 

nonreciprocally, like in their conversation. Some high-functioning individuals with 

autism talk very well, even too much when they are excited about a topic, but they 

pay little attention to the listener (Treffert, 1988). Several laboratory studies of 

attachment behavior in autism in the last two decades have yielded surprising 

patterns suggesting that children with autism met standard criteria for secure 

attachment patterns with their caretakers (Capps et al., 1994; Rogers, Ozonoff, & 

Maslin-Cole, 1993; Shapiro, Roberts, & Fish, 1987).  
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However, many researchers have questioned the validity of the attachment 

construct in autism, especially the general measure of reciprocity (Kasari, Sigman, 

Mundy, & Yirmira, 1990; Lord & Pickles, 1996; Tanguay, Robertson, & Derrick, 

1998). Some children with autism differ greatly from other populations in many 

aspects of relationships with their parents and others, even though their attachment 

measures may not differ. They may show affection nonreciprocally regardless of the 

thoughts and feelings of others, and it may be inappropriate in some social situations. 

In an attempt to understand the real attachment characteristic of children with autism, 

studies focusing on the qualitative aspects of attachment are warranted.  

 

Poor Eye Contact 

 Lack of meaningful eye contact is frequently reported as one characteristic of 

social dysfunction in children with autism (Lovejoy & Estridge, 1987). Eye contact 

is usually poor, avoidant, and deviant (Schreibman & Mills, 1983). Considering that 

eye contact is the most frequent mode of preverbal communication (Ling & Ling, 

1964), it can be concluded that it is an important foundation for later social and 

communicative behaviors because it plays an important positive role in the 

development of interpersonal relationships (Mirenda, Donnellan, & Yoder, 1983). 

The question remains, why do children with autism avoid eye contact? Some 

theorists like Hutt and Ounsted (1966) hypothesized that the gaze avoidance of 

children with autism is intended to minimize overstimulation due to mutual gaze, 

because children with autism have a high level of arousal. O’Conner and Hermelin 

(1967) found that children with autism simply have shorter visual fixation time on all 
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types of stimuli, not faces in particular. Further, they did not differ from those 

without disabilities or normal children in visual preferences for social stimuli; both 

preferred to look at a photograph of a face rather than at a geometric pattern. 

Children with autism also preferred to look at a real face rather than a photograph of 

a face. Langdell (1978) tested the hypothesis that children with autism get little 

information from eye contact. Regarding tests of recognition of peer faces, Langdell 

found that young children with autism made fewer errors than participants who had 

no disabilities and who had mental retardation, when the lower half of the face was 

shown rather than the upper half of the face. Langdell concluded that children with 

autism are less dependent on information contained in the upper half of the face, 

especially the eye area, for recognition. 

 Mirenda et al. (1983) found that whereas normal children use more eye 

contact during dialogues, in which eye contact plays an important role in regulating 

turn taking, children with autism exhibit more eye contact during monologues. 

Ozonoff (1991) and Smalley and Asarnow (1990) found that individuals with autism 

were as good as controls of the same verbal ability at recognizing the faces of others 

(Powell& Jordan, 1993; Russell, 1996). This information suggests that what is 

important is not the amount of eye contact, but rather the way eye contact is used 

(Jordan, 1999). Lack of empirical evidence coupled with inconclusive data continues 

to be controversial; thus, more empirical data are needed in this area to verify the 

existence and characteristics of gaze aversion.  
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Inappropriate Expression of Emotion 

 Deviant emotional expression is often described as one facet of the social 

impairment of individuals with autism. According to Rimland (1964), some 

individuals with autism display a flattened affect and seldom show any emotional 

behaviors. Otherwise, they tend to show only the extremes of emotions in a way that 

is inappropriate for their age and the social situation (Ricks & Wing, 1975). Whereas 

mild facial expressions of feelings are rarely seen, unusual and profound mood 

swings from cheerful laughing to intense crying is common. Evidence supports that 

children with autism are not flat in affect, nor is the affect they express totally 

inappropriate or unrelated to the social context. Snow et al. (1987) compared 10 

young children with autism and 10 nonautistic, developmentally delayed children 

matched for chronological age (3 years 4 months) and mental age (2 years 3 months) 

in their expression of emotions. Each child was videotaped for 15 minutes of 

interaction with the mother, a male child psychiatrist, and a female nursery school 

teacher. The videotapes were coded using a behavioral checklist. The results 

indicated that the autistic group displayed less than half as many positive affects as 

did the developmentally delayed group. In contrast, negative affects did not differ in 

frequency between the two groups, even though the children with autism showed 

significantly more negative affect toward the unfamiliar psychiatrist than toward the 

familiar mother or the teacher. Additionally, a higher percentage of positive affect 

occurred during solitary play, although it was not observed in the social context. 

However, the developmentally delayed group almost never showed positive affect 
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under those conditions. This phenomenon is very similar to the eye contact children 

with autism show during monologue rather than dialogue situations. 

 Macdonald et al. (1989) examined 10 adult male individuals with autism and 

10 normal male individuals who were individually matched for both age and 

nonverbal IQ. The participants were read a short description of a situation in which 

the particular emotion might be provoked. Next, the individuals with autism were 

asked to express the emotions they might have felt. Individuals with autism 

demonstrated significant deficits in imitating affective expression in both facial and 

vocal modalities. Regarding the production of facial expressions, individuals with 

autism displayed more problems on the negative emotions. On the vocal expression 

task, individuals with autism were less likely to be described as neutral and happy 

and considerably more likely to be described as sad. The authors linked this result 

with clinical observations that individuals with autism tend to speak in monotones. 

 Many clinical reports have suggested that individuals with autism are 

emotionless. However, systematic studies suggest this may not be the case at all 

times or in all cases (Bauminger & Kasari, 2000; Kasari, Chamberlain, Paparella, & 

Bauminger, 1999). Expression of emotion involves multiple prerequisite elements 

such as information processing of events that provoke an emotion or retrieval and 

association of relevant memories, expectations, and methods for coping with the 

emotion-provoking events (Bauminger & Yirmiya, 2002; Holzman et al., 1988; Paul 

& Cohen, 1985). These capacities are usually deficient in individuals with autism. 

Therefore, individuals with autism may be more disturbed in an emotion- provoking 

situation that requires emotional capacity. Future research needs to focus on more 
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specific issues such as what kind of emotional expression is mostly disturbed, under 

what kind of situation, and with whom.  

 

Impaired Social Cognition 

 A relatively new hypothesis in the field of autism has been labeled “theory of 

mind.” Theory of mind refers to the notion that many individuals with autism do not 

understand that other people have their own plans, thoughts, and points of view 

(Baron-Cohen, 1995; Baron-Cohen, Tager-Flusberg, & Cohen, 1993; Beggeer, 

Rieffe, Meerum Terwogt, & Stockmann, 2003; Rieffe, Meerum Terwogt, Hagenaar 

& Koops, 2000). Thus, recent empirical evidence supports the idea that a primary 

deficit in autism lies in the area of social cognition, specifically, the capacity to 

understand the mental states of another. The ability to conceive the mental states of 

others means predicting what other people think, feel, want, and expect and 

predicting their behaviors towards others. The ability to take into account others’ 

cognitive states may be much more important than taking into account physical 

circumstances and becomes a crucial component of social skills. By not 

understanding that other people think differently than themselves, many individuals 

with autism have problems relating socially and communicating to other people. 

Individuals who cannot perceive another’s mental state may show unexpected 

behaviors that confuse and hurt others as well as themselves. Eventually, as a result, 

these individuals become isolated (Frith & Frith, 1999).  

Many symptoms shown by individuals with autism, such as irrelevant 

comments and failure to develop friendship, may be explained by this social 
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incomprehension (Baron-Cohen, Leslie, & Frith, 1985; Frith, 1989; Frith, Morton, & 

Leslie, 1991). According to Richer and Coates (2001), the problem with children 

with autism is not a specific failure to be able to take the viewpoint of others, but a 

poor integration of self and other, such that they have difficulty taking the viewpoint 

of others into account while planning their own behavior and difficulty in responding 

at all when they are attending to another’s viewpoint. Theory of mind can be traced 

back to Piaget’s work on children’s thinking and geocentricism (Caruthers & Smith, 

1996; Piaget, 1929). The question remains, how does one teach individuals with 

autism to understand and acknowledge the thoughts and feelings of others, which is 

an important component in life? 

 Therefore, some aspects of the social impairments noted in individuals with 

autism are attributed to the inability to understand the mental states of others. This 

has been supported by much empirical evidence, even though some investigators 

have suggested that ability to conceive the mental states of others is related to a 

certain level of verbal mental ability, and inability to conceive mental states of others 

is not a unique characteristic of individuals with autism (Baron-Cohen, Leslie, & 

Frith, 1989; Frith & Frith, 1999). 

Addressing the social impairments of autism, lack of reciprocity seems to be 

the most distinct deficit and is expressed in a number of different forms. The social 

deficits of autism seem to originate with individuals’ impaired social perception, 

impaired social cognition, or perhaps both. Perhaps, researchers speculate, without 

the ability to understand the minds of other people, individuals with autism are 

unable to use language in a communicative way, since communication relies so 
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heavily on intention and interpersonal connections. Because they have difficulties 

understanding the feelings and thoughts of others, they respond inappropriately in 

social situations (Chin & Bernard-Opitz, 2000; Mundy, Fox & Card, 2003).  

 

Language and Communication Deficits 

 Children with autism have particular problems of speech and language, and 

several lines of research point to language disorders such as verbal and nonverbal 

language as a core feature of autism (APA, 1987, 1994, 2000; Fein, Pennington, 

Markowitz, Braverman, & Waterhouse, 1986; Frith, 1999; Lord & Paul, 1997; 

Prizant, 1996). Researchers have recognized that children with autism have 

difficulties not only in acquiring speech and language, but also in understanding and 

using nonverbal behavior in communicative interactions. Research has indicated that 

approximately 50% of children with autism never gain useful speech (APA, 1994; 

Cohen & Volkmar, 1997; Eisenberg, 1956; Frith, 1999; Lotter, 1966, 1967; Mesibov, 

Adams, & Klinger, 1997; Ogletree & Harn, 2001). Research also has indicated that 

less than 10% of individuals with autism develop language appropriate for their 

chronological age (Mirenda, 1992; Wing, 1976). However, even though they develop 

language, it is delayed and deviant, typically characterized by echolalia, parroting or 

repeating what they have heard; pronoun reversal, whereby they refer to themselves 

as a third person such as you, he, she, or their name; impaired language 

comprehension; and a lack of social use of language (APA, 1994; Nyoike, 2004; 

Wetherby, Schuler, & Prizant, 1997).  
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Further, another line of research has maintained that the core communication 

impairments in children with autism fall into two categories: (a) joint attention and 

(b) symbol use (Dawson, Hill, Spencer, Galpert, & Watson, 1990; Kasari et al., 

1990; McArthur & Adamson, 1996; Mundy, Sigman, & Kasari, 1990; Sigman & 

Ruskin, 1999; Stone, Ousley, Yoder, Hogan, & Hepburn, 1997; Wetherby, Prizant, 

& Hutchison, 1998). Joint attention refers to the ability to coordinate attention with a 

social partner in relation to some object or event or the ability to take turns (Munday, 

2000). This ability or capacity begins to emerge around 6 months of age and takes 

several forms. First, the infant develops the ability to follow the direction of the gaze, 

head turn, or pointing gesture of another person (Scaife & Bruner, 1975). This 

behavior is referred to as responding to joint attention (RJA) skill (Munday, 2003; 

Mundy, Hogan, & Doehring, 1996; Seibert, Hogan, & Mundy, 1982). Second, the 

child develops the use of eye contact and gestures (pointing or showing) 

spontaneously to initiate coordinated attention with a social partner. The later part of 

the protodeclarative act (Bates, 1979) is referred to as initiating joint attention (IJA) 

skills (Mundy, 2003; Mundy et al., 1996; Siebert et al., 1982). It is evident that these 

two behaviors, especially IJA, serve social functions. Therefore, the goal and 

reinforcement of these behaviors revolve around sharing experiences with others and 

the importance of these skills in a young child. Another skill worth mentioning is the 

protoimperative act (Bates, 1979) or initiating behavior request (IBR) skill (Mundy 

et al., 1996), which refers to the use of eye contact and gestures to initiate attention 

coordination with another person to elicit aid in obtaining an object or event. 
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 With these skills in mind, there is no doubt that joint attention skills are 

critical milestones of early development and language development as well as social 

learning (Bakeman & Adamson, 1984; Baldwin, 1995). When children fail to 

develop joint attention, they have difficulties coordinating attention between people 

and objects as well as orienting and attending to a social partner, shifting gaze 

between people and object and sharing emotional states with another person, and 

being able to draw attention to objects or events for the purpose of sharing 

experiences (Sigman & Ruskin, 1999). On the other hand, symbol use reflects 

difficulty learning conventional or shared meanings for a symbol and is evident in 

deficits in using conventional gestures, learning conventional meanings for words, 

and using objects functionally and in symbolic use. To support the theory that joint 

attention is a significant predictor of language outcome, Mundy et al. (1990) found 

that measures of gestural joint attention such as showing or pointing to direct 

attention at initial testing were a significant predictor of language development a 

year later for preschool children with autism. Thus, the failure to acquire gestural 

joint attention is a critical milestone that impairs language development and an 

important target for early communication intervention. In effect, children with 

autism fail to compensate for their lack of verbal skills with gestures and show 

limited gestural use. Therefore, they tend to use motoric gestures to communicate 

such as leading, pulling, or manipulating another’s hand. What they lack is the use of 

many conventional gestures such as showing, waving, pointing, nodding the head, 

and symbolic gestures depicting actions (Loveland & Landry, 1986; Stone & Caro-

Martinez, 1999; Wetherby et al., 1998).   
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Echolalia. Echolalia refers to automatic repetition of words heard. It is a 

common abnormality of children with autism that is evident in 75% of verbal 

individuals with autism (Baltaxe & Simmons, 1981; Sullivan, 2003). According to 

Prizant, Schuler, Wetherby, and Rydell (1997), echolalia is the imitation of speech of 

others and may be immediate or delayed. Immediate echolalia has been regarded as 

meaningless with no comprehension of the repeated utterance and no communicative 

intent. Many cases of delayed echolalia are also nonfunctional; however, compared 

with immediate echolalia, it often has been found to have a clear, communicative 

intent (Koegel & Koegel, 1996; Mauk, Reber, & Batshaw, 1997). Early studies 

argued that the presence of echolalia is a necessary first step in language acquisition 

and that the amount of echoing is positively correlated with linguistic ability (Risely 

& Wolf, 1967). This concept was rejected by Fay and Butler (1968), who argued that 

echoing was nonfunctional, undesirable, and equated with poor language acquisition. 

In support of Risely and Wolf, Baltaxe (1987) and Tager-Flusberg (1996) maintained 

that children with autism who progress beyond echolalia usually acquire a more 

advanced aspect of grammar but show persisting problems in following the social 

rules and shifting between speaker and listener roles of conversation.  

 Some types of both immediate and delayed echolalia are not just 

nonfunctional or self-stimulatory, but are functional with communicative intentions. 

Therefore, echolalia may be the only strategy available for responding when a 

question or statement is beyond the child’s comprehension; it may serve to enhance 

language learning as well as to promote social interaction (McEvoy, Loveland, & 

Landry, 1988; Paul, 1987). Since an echolalic utterance is usually equivalent to a 
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single word or label for a situation or event, many children may learn to use 

echolalia purposefully in communicative interactions and eventually may be able to 

break down the echolalic chunks into smaller, meaningful units as part of the process 

of transitioning to a rule-governed, generative language system (Prizant & Rydell, 

1993). 

Pronoun reversal. In his 11 published case studies, Kanner (1943) gave 

prominence to children’s abnormal use of personal pronouns. Many clinicians have 

reported that children with autism who echo consciously refuse to use the pronoun I 

and instead refer to themselves as “you” (Glandin & Scariano, 1986; Kanner, 1943; 

Lee & Hobson, 1994). For example, the child may say, “You want a cookie,” 

although meaning, “I want a cookie.” Various explanations for the abnormality in 

pronoun use have been suggested. The psychoanalytic approach interprets that some 

motivational and emotional factors may underlie the refusal of children with autism 

to use “I” (Bettleheim, 1967). Some use personal pronouns strangely, referring to 

themselves not only as “you,” but also as “he” or “she” (Lee, Hobson, & Chiat, 

1994; Tager-Flusberg, 1999). These errors reflect difficulties in conceptualizing 

notions of self and other, as they are embedded in shifting discourse roles between 

listener and speaker. To use pronouns such as I, the child must realize that the 

referent of I changes constantly in reciprocal conversation, depending on who is the 

speaker (Capps, Kejres, & Sigman, 1998; Frith, 1999). Bartak and Rutter (1974) 

viewed it as a result of echolalia and argued that failure to use I was just the 

accidental combination of its usual position in sentences and the tendency of children 

with autism to echo only the latter parts of sentences they hear.  
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An alternative explanation of persistent pronominal errors in children with 

autism was proposed by Oshima-Takane and Benaroya (1989). They stated that 

many normal children acquire correct use of pronouns by attending to speech 

addressed not only to them, but also to others. They maintained that normally 

developing children extract information from speech addressed to another person and 

that observing pronouns used in speech addressed to another person is very 

important for the acquisition of correct use of pronouns. However, children with 

autism who have a severe attention deficit often do not attend to the speech of others 

and therefore make pronominal errors. 

 Although it is unclear exactly why children with autism make pronominal 

errors, it has been attributed to a psychosocial deficit, a result of echolalia that 

reflects a lack of comprehension, or a failure to observe pronouns in speech 

addressed to another person. Regardless of its cause, pronoun reversal is a frequently 

observed behavioral symptom in echoing children with autism.  

 

Behavioral Characteristics 

 Regarding the major distortions of basic psychological functioning, children 

with autism also exhibit several other problems. Perhaps the most intriguing of the 

core characteristics used to define autism are those that describe repetitive and 

restricted activities, interests, and patterns of behavior. These include self-injurious 

behaviors, self-stimulatory behaviors, and ritualistic phenomena. In a review of 

literature, Tsai (1998) presented data indicating that the occurrence of these 

behaviors is very high—for example, unusual preoccupations (43–88%), obsessive 
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phenomena (37%), compulsive rituals (16–86%), stereotyped utterances (50–89), 

and stereotyped mannerisms (68–74%). 

Stereotypic or self-stimulatory behavior. Stereotypic repetitive movements 

have been observed in 63–73% of individuals with autism (Chock & Glahn, 1983). 

Examples of self-stimulatory behaviors include flapping hands or arms repeatedly, 

rhythmically rocking or swinging of the torso, spinning the self or other objects, 

quick and darting movements, toe walking, and so forth (Runco, Charlop, & 

Schreibman, 1986). Self-stimulatory behaviors are often targeted for reduction 

because they are stigmatizing and interfere with intervention. The behaviors also 

seem to make the children less responsive to the environment and interfere with the 

acquisition and performance of adaptive behaviors (Frith, 1996; Koegel & Covert, 

1972).  

Self-injurious behavior. Self-injurious behavior (SIB) such as head banging, 

face slapping, and hand biting continue to concern professionals working with 

individuals with autism. Individuals with autism have a tendency to exhibit self-

injurious behaviors as well as stereotyped mannerisms (Woods, 2002). In some 

cases, self-injurious behavior can be life threatening (Iwata, Pace, Kissel, Nau, & 

Farber, 1990; Teng, Woods, Twohig, & Marcks, 2002). Forms of SIB are displayed 

by 10% to 15% of individuals with autism and mental retardation. However, these 

numbers are higher among individuals living in institutions and among those with 

greater cognitive impairments (Schroeder, Oster-Granite, & Thompson, 2002; 

Thompson & Gray, 1994). Individuals may engage in SIB for several reasons. In 

some cases, SIB may occur because it results in favorable outcomes, such as 
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attention from caregivers or the termination of academic or institutional demands. 

SIB also may be biologically based. For example, some research has suggested that 

SIB may result in the release of chemicals in the brain that produce pleasurable 

effects, although these data have not been replicated. Others have suggested that for 

individuals with autism, SIB is a way of communicating that something is wrong or 

that they want to be left alone (Schroeder et al., 2002).  

Therefore, in this case, teaching new strategies for expressing needs and 

relating to other people is critical—a behaviorist approach. However, although 

considerable evidence supports these various explanations, current thought indicates 

that SIB is a highly complex, heterogeneous phenomenon that is often attributable to 

a combination of factors (Luiselli, Singh, & Matson, 1992; Schroeder et al., 2002; 

Woods, 2002). Therefore, an effective intervention strategy to reduce SIB is critical 

to the well-being of the individual suffering from the problem (Sigafoos, Pennell, & 

Versluis, 1996). The problems and risks associated with SIB are serious and 

therefore receive priority over other behaviors exhibited by children with autism.  

Repetitive behaviors. Rutter (1978) classified four ritualistic behaviors 

commonly seen in children with autism:  

1. Children with autism often engage in very limited and rigid play patterns 

that lack both variety and imagination. They may endlessly line up toys or parts of a 

game or collect objects of a special shape or texture.  

2. Children with autism may exhibit compulsive attachments to specific 

objects and carry these objects with them at all times. If the object is taken away, the 

child usually will protest and have tantrums.  
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3. Children with autism may have an unusual preoccupation with patterns 

like numbers, geometrical shapes, bus routes, and colors.  

4. The children display an excessive need for sameness and a marked 

resistance to changes in their environment. They maintain a rigid routine and show 

tantrums if a small change is made in their environment. For example, the child may 

become quite upset if the furniture is rearranged or if a different route is chosen.  

Glandin and Scariano (1986), on the other hand, postulated that individuals 

with autism engage in stereotypical and ritualistic behavior to “screen out” outside 

stimuli and to stimulate an underaroused nervous system. Ritualistic and compulsive 

behavior is common to all children with autism. Interestingly, research on this 

domain has suggested that repetitive behaviors in autism may be indicative of a 

disturbance in self-monitoring and the supervisory attentional system (Turner, 1997). 

Norman and Shallice (1986) described the supervisory attentional system as part of 

an executive system that guides the flexible implementation of goal-directed 

behaviors. Studies also have suggested that eye-movement disturbance in autism 

may be indicative of impairment in the frontal eye fields (Goldberg, Zee, Lasker,  

Garth, Tien, & Landa, 2002). Moreover, atypical preparation on motor planning 

tasks is consistent with a disturbance of functions in the supplementary motor cortex 

and anterior cingulated cortex (Rinehart, Bradshaw, Moss, Brereton,  & Tonge, 

2000). In addition, other studies have suggested that motor-movement anomalies 

may be an early marker of development disturbance in the first few years of children 

with autism (Osterling, Dawson, & Munson, 2002). Thus, according to Mundy, et 

al.,  (2003), cortical areas contiguous with the dorsal medial frontal cortex and the 
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anterior cingulated system may be associated with repetitive behaviors, motor 

disturbances, and social impairments in autism. 

 
Developmental Disturbances 

Although autism is known as a developmental disorder, surprisingly few 

researchers have focused on the developmental aspects of children with autism, 

especially on their early development. This may be because the initial diagnosis is 

not made early enough in most cases and the obtained data based on parental 

retrospection are not reliable. In any case, research has indicated that symptoms of 

autism are often measurable by 19 months of age (Baird et al., 2000; Charman, 

Swettenham, Baron-Cohen, Cox, Baird, & Drew, 1997; Cox et al., 1999; Lord, 1995; 

Stone et al., 1999). In addition, the main characteristics that differentiate autism from 

other developmental disorders in the 20-month to 36-month age range involve 

behavioral deficits in eye contact, orienting to one’s name, joint attention behaviors 

such as pointing and showing, play, pretend play, imitation, nonverbal 

communication, and language development (Charman et al., 1997; Cox et al., 1999; 

Lord, 1995; Stone et al., 1999).  

Three instruments have been designed to help screen autism at an early age: 

(a) the Checklist for Autism in Toddlers (Baird et al., 2000), (b) the Autism 

Screening Questionnaire (Berument, Rutter, Lord, Pickles, & Bailey, 1999), and (c) 

the Screening Test for Autism in Two Year Olds (Stone, Coonrod, & Ousley, 2000). 

The Checklist for Autism in Toddlers (CHAT) (Baron-Cohen, Allen, & Gillberg, 

1992; Baron-Cohen et al., 1996) is designed to screen for autism only at 18 months 
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of age. A follow-up study showed that children who were screened at 18 months 

were found to have autism when diagnosed at 20 and 42 months (Baron-Cohen et al., 

1992; Baron-Cohen et al., 1996; Charman, Swettenham, Baron-Cohen, Cox, Baird, 

& Drew, 1998; Cox et al., 1999). However, CHAT was less sensitive to milder 

symptoms of autism. A follow-up study at age 7 revealed that CHAT had a high 

specificity, 98%, but relatively low sensitivity of 38%, which makes it inappropriate 

for screening (Baird et al., 2000). The Autism Screening Questionnaire is a 40-item 

screening scale that has good discriminatory validity between autism and other 

disability in children age 4 years and older; it has not been tested with very young 

children. The Screening Test for Autism in Two Year Olds (Stone et al., 2000) is a 

direct observation scale that shows good discrimination between children with 

autism and other developmental disabilities. The Modified Checklist for Autism in 

Toddlers (M-CHAT) expands the CHAT with 23 items that parents can fill out in 

about 10 minutes (Robbins, Fein, Barton, & Liss, 1999).  

 The importance of early identification cannot be underestimated. If reliable 

assessment tools are available, autism can be detected early, which in turn will have 

implication for early intervention. Early identification requires collaboration between 

parents and different professionals such as pediatricians who will perform ongoing 

assessments during well-baby checks instead of having parents fill out surveys later 

in the child’s life.  
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Culture and Autism 

 Because this study deals with autism across cultures, understanding the 

definition of culture and how autism fits in it is important. The following section 

deals with the definition of culture and its role in shaping human behavior as a brief 

picture of autism within a cultural context. 

 

The Definition of Culture 

Researchers in the behavioral sciences and anthropology have produced a 

variety of definitions and conceptions of culture. Singer (1987) declared that culture 

involves the idea of identity in a group. It is a pattern of learned, group-related 

perceptions including both verbal and nonverbal language, attitude, behaviors, a 

belief system, and values. Each particular culture has its own pattern of perception 

and behavioral norms and its own language or code (understood most clearly by 

members of its own culture). Perception refers to the internal process by which 

people select, evaluate, and organize stimuli from the external environment. People 

behave as they do because of the ways they perceive the world, and behaviors are 

learned as part of their cultural experience (Schwab-Stone, Ruchkin, Vermeiren & 

Leckman, 2001). Four major sociocultural elements have a direct and major 

influence on the meaning individuals develop for their perceptions: (a) belief system, 

(b) values, (c) attitudes, and (d) worldview. Beliefs are individually held subjective 

probabilities that some object or event possesses certain characteristics. A belief 

involves a link between the belief object and the characteristics that distinguish it. 

The degree to which individuals believe that an event or an object possesses certain 
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characteristics reflects their level of subjective probability and, consequently, the 

depth or intensity of their beliefs. Values are evaluative aspects of our belief and 

attitude systems. Evaluative dimensions include qualities such as usefulness and 

goodness. Cultural values are a set of organized rules of making choices and 

reducing conflicts within a given society. Attitudes refer to ways people look at and 

react to different things in the environment, and worldview refers to lenses people 

use to interpret the world around them (Crago, 1992). For example, as a part of 

diagnostic criteria in Kenya, people are said to have schizophrenia if they strip 

naked, fail to fulfill their expected daily responsibilities, become violent for no 

apparent reason, fail to communicate or communicate in an abnormal manner, and 

neglect themselves or become suicidal (KSA, 2002). A cultural construction of 

schizophrenia may be very different from that in the United States. Similarly, 

different cultures have different constructions of disabilities. 

 As far as the cultural perspective is concerned, sociologists share some 

common orientations toward culture: Culture is problem solving, culture is relative, 

and culture is a social product (Brinkerhoff, White, & Ortega, 1992). Culture as 

problem solving maintains that regardless of where one lives, people in general 

confront some common problems such as the need to eat, drink, find shelter, find 

comfort, and raise well-behaving and responsible children. Although all these 

problems are universal, the solutions are highly varied. For example, in Trobiand 

Islands, the mother’s brother has child-rearing responsibility. In the United States, 

the mother and father rear children, whereas in Israel, the responsibility is assigned 

to communal nurseries. In addition, in Kenya, the responsibility of rearing children is 
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assigned to the mothers, and if they need help they employ “maids” (Munroe & 

Munroe, 1975). As people face problems, cultural patterns evolve to provide answers 

to daily life problems (Brinkerhoff et al., 1992). 

 Culture as relative deals with the idea that each cultural trait needs to be 

evaluated in the context of its own culture. In case of a problem, the solutions that 

each culture devises may be startlingly different. For example, among the Wodaabe 

of Niger, mothers are not allowed to speak directly to their first- or second-born 

children and, except for nursing, are not even allowed to touch them. The babies’ 

grandmothers and aunts, however, lavish affection and attention on them (Beckwith, 

1983; Serpell, 1993). The effect of this pattern of child rearing is to emphasize 

loyalty and affection throughout the entire kin group rather than just one’s own 

children and spouse. This ensures that each child grows up being loyal to the group 

as a whole. Whether this is a good practice or not would depend on whether it works 

for the Wodaabe people. 

Cultural relativity brings up the issue of ethnocentrism, which is the tendency 

to view the norms and values of one’s own culture as standards against which to 

judge the practices of other cultures. Ethnocentrism is usually a barrier to interaction 

of people from different cultures and can discredit or diminish the values of other 

ways of thinking (Beckwith, 1983). Culture as a social product includes the aspect of 

cultural diversity, which characterizes human societies. It is not the product of an 

isolated gene pool, but of cultural evolution, which helps speed the process of change 

and adjustment to new circumstances in the environment (Brinkerhoff et al., 1992). 

Trying to uncover what may be common human nature, social scientists have 
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emphasized the search for cultural universals. They have reasoned that if the same 

pattern is evident in all societies, it may have a biological or genetic basis. For 

example, in all societies, caring for children is an important role of women.  

In fact, Rossi (1984) argued that only by recognizing and taking into account 

the joint effects of culture and biology could we have a complete understanding of 

human behavior. There should be an awareness of the cultural, psychological, and 

emotional realms of individuals whose lives are affected by autism, whether they are 

parents, professionals, or individuals with autism. It is in the mutual interest of both 

parents and professionals to bridge the gaps mentioned between scientifically proven 

methods and nonscientific methods. As Shulman, Zimin, and Mishori (2001) stated, 

every disability is perceived differently by society. Cultural and societal values affect 

the way in which individuals deal with disabilities. Different cultures may define and 

relate to a particular disability differently, and the definition of a particular disability 

may influence specific interventions and reflect societal beliefs and values. 

 

Theoretical Framework of Cross-Cultural Studies of Disability 

 Because culture is a part of the human environment (Harry, 1997; Herkovitz, 

1948) and behavior is a function of the person and the environment, all behavior is 

closely linked to culture. Therefore, identical behavior is often viewed differently in 

different cultures. Whether a behavior is normal or abnormal depends on whether it 

conforms to or deviates from the norm of a certain culture. A valid diagnosis of 

psychopathology, therefore, should not depend on symptoms alone (Slotkin, 1955), 

but rather should consider the cultural milieu in which the symptoms occur 
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(Marsella, 1979). The main focus of cross-cultural studies in psychopathology is 

typically to examine whether the concepts, incidence, and syndromes of 

psychopathology are the same or different across cultures. These efforts can result in 

a better understanding of the cultural influences in the etiology, incidence, and mode 

of expression of psychopathology. In fact, Berry, Poortinga, Segall, and Dansen 

(2002) provided an excellent framework by which disabilities such as autism can be 

studied. Their model maintains that each psychiatric disorder can be identified as 

culturally relative, universal, or absolute. Although the study of autism as relative 

may seem farfetched, the early psychogenic theories with the view that autism was 

caused by “distant, cold refrigerator mothers” and was a disorder of high-class 

families (Bettleheim, 1967) would fit in this category. As far as identifying a 

disability as absolute, Berry et al. maintained that a disorder that is invariant across 

cultures likely has an organic etiology. Because autism has no known etiology, 

despite the overwhelming number of studies leaning towards a biological etiology 

(Daley, 2002), it cannot be identified as absolute until data confirming biological 

etiology are available. The other position would consider autism as a universal 

condition, which like schizophrenia occurs in some form in all cultures but is still 

susceptible to cultural influences and course.  

In this study, the investigator assumes the universality of autism with 

differences in symptomatology due to influence of culture. The investigator argues 

that the person’s culture has not been investigated and therefore cannot be eliminated 

as not influencing the behavioral symptoms of autism. Is it possible that 

environmental or the cultural mechanism or the social milieu of a child can influence 
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the symptoms? If research can prove that it cannot, could it influence the 

development of secondary handicaps? Figure 1 demonstrates the possible place of 

culture in the autism puzzle. 

 

 

Figure 1. Culture’s place in the autism puzzle. 
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human behavior and experience has moved from periphery toward the center among 

the concerns of contemporary psychology, and more so in relation to schizophrenia 

(Draguns & Tanaka-Matsumi, 2003). Several published journal articles comparing 

the symptoms of schizophrenia across cultures have suggested that culture does 

influence the symptoms of schizophrenia and that knowledge has helped 

psychiatrists develop culturally sensitive measures and treatment for the disorder.  

 

Culture and Schizophrenia 

 Due to the fact that cross-cultural studies of autism are almost nonexistent, 

the literature of cross-cultural studies of schizophrenia, which has some common 

features with autism such as difficulties in motor, language, affective, and social 

domains (Whitman, 2004), is reviewed. Research supports a strong correlation 

between high-functioning autism and schizophrenia (Konstantareas & Hewitt, 2001). 

In Konstantareas and Hewitt’s study, the characteristics of a group of adults with 

chronic schizophrenia and men with autism who were high-functioning were 

compared. Results indicated that none of the adults with schizophrenia met the 

criteria for autism, whereas some of the individuals with autism shared several 

symptoms in common with the schizophrenia group, including lack of interest in 

imitation and extremes of activity (negative signs of schizophrenia) and delusions or 

hallucinations (positive signs of schizophrenia). The authors interpreted the results as 

supporting the position that autism and schizophrenia are two separate disorders that 

can exist together, that is, co-morbid. In both schizophrenia and autism, diagnosis 

depends on behavioral symptoms. Based on the results of the studies exploring the 
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etiological factors in schizophrenia, both biological and environmental factors have 

been considered. Evidence for the existence of biological contributions comes from 

genetic studies finding that schizophrenia runs in families (Kallmann, 1938) and that 

the concordance rate of identical twins is 3 times more than that of fraternal twins 

(Fish, 1960; Pollin, Allen, Stabenau, & Hrubec, 1969). Evidence also comes from 

adoptive studies showing that the critical influence in the incidence of schizophrenia 

was who bore the child, not who reared the child (Heston, 1966). These results 

provide strong indication of genetic transmission of schizophrenia, but there is not 

enough conclusive evidence of direct genetic causal effect. 

 The field of cross-cultural psychopathology started with a report by Emil 

Kraepelin. During 1904, he traveled to Southeast Asia and other parts of the world 

and reported that mental illness as known in the West, such as dementia praecox 

(later called schizophrenia) and manic depressive syndrome, does exist in non-

Western countries, but differs in incidence and expression from its Western 

counterpart (Draguns, 1973). Since then, subsequent studies have revealed 

significant differences in both the incidence and symptoms of adult schizophrenia 

across cultures. Murphy (1975) showed how culture influences prevalence of 

schizophrenia by indicating two Irish cultural factors that may cause the high rate of 

schizophrenia in the Irish. He stated that Irish society is schizophrenia evoking 

because people love fantasy and neglect reality testing, which might make it easier 

for the schizophrenia prone to lose contact with reality. Additionally, in Ireland, 

overprotective and domineering Irish mothers foster dependency, which creates 

conflicts, with the child feeling ambivalence toward individual independence. A 
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clinical study (Opler & Singer, 1956) also found that Irish men with schizophrenia in 

the United States have unusually prominent problems with domineering mother 

figures, compared to Italian male schizophrenics in the United States. These results 

showed that one of the many cultural factors that influence ethnocultural variations 

in the incidence, symptoms, and etiology of schizophrenia is different family 

organization (the family system). 

 While describing the influence of patients’ cultural background on their 

symptomatology, Slotkin (1955) pointed out that most human behaviors are learned, 

whether normal or abnormal, and they are greatly influenced by the culture. Murphy, 

Whittkower, Friend, and Ellenberger (1963) also reported that the distribution of 

schizophrenia symptoms varied in association with social and cultural factors. For 

example, an Asian sample showed a high proportion of simple and catatonic 

subtypes of schizophrenia, types that are least frequently reported in Euro-American 

samples. Murphy et al. also reported a low proportion of paranoid subtypes in Asia, a 

type that is most frequent in urban, middle-class populations but least frequent in 

rural areas in Western countries. The researchers found in addition that delusion, 

which is the most frequent symptom of individuals with chronic schizophrenia in 

Europe and America, was rare in East Asian individuals with schizophrenia who 

were not Christians or Mohammedian. Therefore, they questioned whether delusion 

is an essential feature of the disease process or whether it is associated with the guilt-

evoking characteristics of certain religions.  

Cooper, Kendell, Gurland, Sharpe, Copeland, and Simon (1972) conducted a 

three phased investigation on the distribution of psychiatric diagnoses in London and 
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New York. Specifically, schizophrenia was found to be more frequently diagnosed in 

New York than in London in the first phase using the DSM. Conversely, patients in 

London were more often diagnosed with depression than patients in New York. In 

the second phase, the diagnostic differences disappeared when patients were 

diagnosed with the ICD-8. In the third phase, American and British psychiatrists 

were found to apply different diagnostic criteria, thus Americans opted for 

schizophrenia and Britons for depression. This particular study implies that not only 

patients, but also mental health professionals, the community, and the setting may 

contribute to the difference across cultures (Draguns, 2003). In 1973, the WHO 

initiated a project aimed at investigating expression of schizophrenia across nine 

countries. Surprisingly, the prognosis was more favorable in the three developing 

countries (Columbia, Nigeria, and India) than in developed countries (United States, 

Great Britain, and Denmark). Also, high educational level was associated with 

chronicity in developing countries. Further, the expression of the symptoms was 

found to be highly variable across countries.  

While examining schizophrenia symptoms among North American ethnic 

groups (Fabrega, Mezzich, &Ulrich, 1988), it was noted that Euro-Americans 

reported more negative symptoms than African Americans and more behavioral 

impairments than African Americans and Latinos (Brekke & Barrio, 1997). Earlier 

studies found a higher prevalence of hallucinations and delusions among African 

Americans than Euro-Americans (Adebimpe, 1981). In a tri-ethnic examination of 

symptoms expression of schizophrenia across three ethnic groups (Euro-Americans, 

African Americans, and Latinos), there was a significant finding that Euro-
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Americans exhibited more severity than African Americans in the excitement 

symptom item, which is considered a risk factor for potential aggressive behavior 

among patients with schizophrenia (Barrio et al., 2003). In the same study, African 

Americans exhibited more suspiciousness, hallucinatory behavior, grandiosity, and 

anxiety than their counterparts. Barrio et al. concluded that symptoms of 

schizophrenia are sensitive to culture and that future studies could benefit from 

combining qualitative methods in uncovering cultural influences.  

 

Culture and Child Behavior Problems 

 There is empirical evidence that child-rearing practices are reflected by the 

incidence of certain types of child behavior problems. Weisz, Suwanlet, Chaiyasit, 

Weiss, Achabach, and Trevathan (1989) compared Thai and U.S. parents’ ratings on 

the Child Behavior Checklist (Achenbach & Edelblock, 1983). The findings revealed 

that problems of overcontrol (very strict supervision and discipline of children) are 

more prevalent in Thai than in American children, even though there was no 

difference in problems of undercontrol (liberal supervision and discipline of 

children). The authors explained that unlike the United States tradition, Buddhist-

influenced Thai culture emphasizes quietness, inhibition, and difference, and this 

may be one reason for more frequent overcontrol problems in Thai children. Another 

finding in the study was that Thai children were more likely than their American 

age-mates to express their distress by bodily complaints rather than explicit mention 

of emotional disturbances. This phenomenon may be explained by the fact that Thai 
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children were taught to inhibit outspoken expression of emotions with rigid 

emotional self-control (Suvannathat, 1979). 

 Studies of the sociocultural context of African American infant development 

have provided insightful information on this ethno-cultural group. Researchers have 

identified important cultural factors that impact children’s cognitive and 

socioemotional development. First, the parenting goals, values, and behavior of 

African American child care takers are a factor. Lester and Brazelton (1985) 

speculated that the early motor maturity of African American infants is the result of 

mothers’ frequent handling of the infants during the neonatal period as well as 

mothers’ expectations that their infants master motor tasks at earlier ages than White 

infants (Rosser & Randolph, 1989, 1996). Second, parental mental health is said to 

play a role in children’s mental health. For African Americans, parents’ direct 

encounters with discrimination are a major sources of distress that have been found 

to relate to disrupted parenting practices, difficulties with parent–child interactions, 

and child adjustment problems (Peters, 1997; Peters & Massey, 1983). Other factors 

include the family system, which includes immediate and extended family; family 

strength; social support; and neighborhood characteristics. Studies are needed in this 

area to determine how these cultural factors embedded in African American 

population influence the behavioral symptoms of psychopathology. 

 The incidence of child behavior problems can be related to the tolerance 

threshold of adults for children’s problem behaviors. Predominantly, adults refer 

children’s problems for clinical intervention (Kaffman, 1972; Mutua, 2000). 

Consequently, only when adults think children’s problems are serious are the 
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children referred for intervention (Kalyanpur & Harry, 1999). Even though problems 

may be painful to the child, if adults do not consider them to be serious, children 

may not be referred to clinics. Weisz, Suwanlert, Chaiyasit, Weiss, Walter, and 

Anderson (1988) reported that in comparison to American adults, Thai adults were 

relatively less concerned about children’s behavioral problems and more confident 

that the problems would improve with age. Based on core teachings of Thai 

Buddhism that everyone experiences unhappiness and every condition is changing, 

they viewed a child’s unhappiness as a natural condition that all must experience and 

that was certain to change.  

In a study of Dutch, suburban American, and Tanzanian mothers, Harkness 

and Super (1996) noted that the Dutch and Americans mothers had similar 

explanations for their 2-year-old child’s tantrums—that is, a demonstration of 

independence, a similarity that the authors attributed to the Western individualism 

tradition that the two cultures shared. Differences were found when the Dutch 

mothers further associated the behavior with a situational cause such as a disruption 

in the child’s sleep; the American mothers associated the behavior with an aspect of 

their child’s strong-willed personality. On the other hand, through a more collectivist 

orientation, the Tanzanian mothers acknowledged differences between siblings 

without centering on fostering the development of individuality. They accepted the 

behavior as innate characteristics of a child at that age. Therefore, all human 

behavior, normal and abnormal, is influenced by culture (Serpell, 1999). 

Consequently, the incidence, symptoms, and course of psychopathology are varied 

across cultures.  
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Cultural Explanations of Disability 

 The causes ascribed to a disability by a given culture affect not only the 

labels attached to the disabilities, but also the values and treatment of those with 

disabilities in the society. If a given culture views disability as caused by possession 

of the evil spirits, witchcraft, or a bad omen, treatment will vary tremendously. 

Nowak and Dentan (1983) maintained that some societies considered individuals 

with autism as saints and thus respected and treated them with considerable 

tolerance, while others viewed them as bad omens, tormented them, and drove them 

out of the village. In other cases, those with disabilities were put to death shortly 

after birth. When a label for a person with a disability is associated with criminal 

action, the negative aspects attached to that concept are translated into avoiding the 

individual with disability. When there is a positive connotation, the individual with 

disability is treated with kindness. 

In a study by medical anthropologist Groce (1999), the meaning of disability 

in different cultures is viewed in three ways: (a) by its cause, (b) by its effects on 

valued attributes, and (c) by the status of the person with disability as an adult. As far 

as cause is concerned, people are treated well or poorly depending on cultural beliefs 

about how and why they became disabled. For instance, some cultures explain 

disability by witchcraft, reincarnation, divine displeasures, and genetics (Whyte & 

Ingstand, 1995). However, traditional beliefs about disability are not always 

negative. For instance, in Botswana, it is reported that the birth of a child with a 

disability is evidence of God’s trust in a parent’s ability to care for that child 
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(Ingstand, 1988). With regard to attributes, if a society values physical strength, then 

people with physical disabilities are a disadvantage. If a society values intellectual 

accomplishments such as the ability to use technology, then the fact that a person 

uses a wheelchair is not as limiting. As for adult status, the willingness of a society 

to give resources to people with disabilities often depends on whether or not that 

individual will have an adult role in the community such as a job or family. Groce 

(1999) observed that although improvements have been made to the quality of life 

for people with disabilities, especially in the West, much remains to be done in non-

Western cultures where the most common form of employment for persons with 

disabilities is begging on the streets. Indeed, the lives of individuals with disabilities 

in many cultures are limited not so much by their specific type of disability, as by the 

cultural interpretation of that disability.  

 A review of literature indicated that individuals with disabilities were for a 

long time viewed as helpless and hopeless (Kiarie, 2004). The earliest reactions to 

those with disabilities in various world communities have included complete 

intolerance and efforts to do away with children with disabilities (Devlieger, 1989; 

Scheerenberger, 1982). Among the Greeks, for example, defective infants were 

killed by dropping them from a cliff (Kiarie). Edgerton (1970) told of a father in 

Kenya whose infant girl had disabilities so severe that she scored zero on scales of 

strength and prospects for acquiring life skills; the father admitted to having gone to 

the river to fulfill his social duty by drowning the infant. At the river, smiles and 

laughter of the baby girl affected the father so that he abandoned his mission. The 

man reported, “She looked at me and smiled and laughed. I couldn’t do it then” 
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(Edgerton, p. 530). Another incident involves a mother in Zimbabwe, who was faced 

with the possibility of having to drown her blind baby boy, whose condition was 

considered offensive to the ancestral spirits and possibly the cause of the prevailing 

drought (Edgerton, 1970): She escaped to a missionary center to save her son’s life. 

It should be noted that infanticide has occurred in very isolated cases and with very 

early communities, especially in east Africa. Hiding children with disabilities, 

however, is a practice people in Kenya and other African nations engage in, because 

the birth of a child with disabilities is usually considered a curse (Abosi, 2000; 

Desta, 1995; Kiarie, 2004; Mba, 1989) and a cause for embarrassment. According to 

Onasanya (2004), disability is a stigma, especially in Africa. She asserted that when 

a child with a disability is born, the child and family enter into a world about which 

they know nothing and that involves a wealth of stereotyped notions. They are 

influenced by religion, which sees disability as a curse or the manifestation of sin 

and disgrace in the family. Alms given to the family are a means of obtaining 

spiritual grace and forgiveness for the nondisabled persons.  

Disability as caused by supernatural powers and as a punishment. Thornburn 

(1998) conducted a study in Jamaica examining the attitudes towards childhood 

disability. In this study, 40% of the participants fully believed that children with 

disabilities are sent by God for people to show charity towards them, and 6% said 

“sometimes” they are sent by God. However, 18% of the participants believed that 

disabilities are caused by an evil spirit, punishment, or a pregnant woman’s seeing a 

disabled person; 17% of the sample reported not knowing what causes disabilities. 

When Thornburn analyzed supernatural beliefs by type of occupation, the lowest 
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level of supernatural beliefs consistently was found in the professional and teacher 

groups, while the most superstitious groups were housewives, unemployed persons, 

and agricultural workers. Amazingly, 24% of health care workers held superstitious 

beliefs, with 19% of them believing that a child with disability could be the result of 

a pregnant woman’s seeing a person with disability.  

Another study conducted in Papua New Guinea by Byford and Veetra (2004) 

found that 32% of the families and people with disabilities attributed disability to 

sorcery or other supernatural causes. The authors expressed the importance of 

understanding cultural factors in order to implement services that are culturally 

appropriate. In Indonesia, people with disabilities are considered demon possessed, 

and to be cured they must be exorcised (Byrne, 2002). There have been incidents 

whereby individuals with disabilities are tied up in the back of the house to keep 

them from the outside world. In fact, Byrne told a story of a man with a psychiatric 

disorder who died after being tied for a long time behind the house. When the 

newspaper report came out, no blame was placed on the family; instead, the report 

emphasized that death kept the man from harming himself and his neighbors and also 

gave the man’s parents some relief.  

Disability as a curse. In Nigeria, disability is viewed as a curse, and in some 

cases people with disabilities have been left on their own with no care or support. 

Some, especially babies, who are born with disabilities have been killed (Nnewi 

Nigeria, 2003). In a conference on creating disability awareness in Africa, the 

National Chairman of the Association of People With Disabilities in Kenya indicated 

that people with disabilities in Africa are marginalized because disability is viewed 
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as a curse from God. Further, people with disabilities are considered a burden to the 

society and hidden in the house, not to be seen by anyone (Nyoike, 2004). Many 

believe that people with disabilities are a bad omen. Masakewe continued to describe 

how women face double difficulty: They are looked down upon because they are 

women and because they have a disability. In addition, no man wants to marry them 

because they might have a child with a disability like them (Nyoike, 2004). 

Autism among African Americans. Although studies looking at African 

Americans as a group with autism have not been conducted, a study by Mandell, 

Listerud, Levy, and Pinto-Martin (2002) examined racial differences in the age at 

which Medicaid-eligible children first receive an autism diagnosis and examined 

time in mental health treatment until an autism diagnosis was received in 

Philadelphia. They found that on average, African American children received the 

diagnosis of autism a year and a half later than Caucasian children. Caucasian 

children also entered mental health services at an earlier age. The authors also found 

that once in treatment, African American children required 3 times the number of 

visits over a period 3 times as long as Caucasian children before receiving an autism 

diagnosis. It is not known whether these differences are due to symptom differences 

among the two groups or some other factors. Understanding the reasons underlying 

this disparity is critical because earlier diagnosis of autism leads to early intervention 

and improved outcome. 
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CHAPTER 3 

METHOD 

 

 The underlying purpose of this study was to investigate cultural influences on 

the expression of the behavioral symptoms of autism. This chapter describes the 

research questions, design, participants, instrumentation, procedure, variables, and 

data analysis used in this research study. 

 

Research Question 

 This study was guided by a single research question. Are there significant 

differences in the means of the behavioral symptoms of autism among individuals 

from Kenya who are identified as having autism as compared to individuals from the 

United States who are identified as having autism?  

 

Study Design 

 This study was exploratory and involved qualitative and quantitative 

descriptive methods. This study included both standardized measure and individual 

focused survey methods. With regard to incorporating quantitative and qualitative 

methods, the researcher recognizes the argument that the purpose of the two methods 

are so different that any reconciliation between them is bound to destroy the 

epistemological foundation of each (Rosenberg, 1988) or the paradigm of each. 

However, this investigator notes that “each method is based on different, yet 
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complimentary assumptions and each method has certain strengths that can be used 

to compensate for the limitation of the other” (Steckler, 1989, p. 115) 

 There are four ways that qualitative and quantitative methods might be 

incorporated: (a) Qualitative methods are used initially to help develop quantitative 

measures, (b) qualitative methods are used to explain quantitative findings, (c) 

quantitative methods are used to embellish a primary qualitative study, and (d) 

qualitative and quantitative methods are used equally and in parallel (Stecker, 

McLeroy, Goodman, Bird, & McCormic, 1992). With emphasis on the second 

strategy, this study is predominantly quantitative. It examines cultural influences on 

the behavioral symptoms of autism by administering the GARS and the ABC (see 

Appendixes C and D). The results of the individual focused and open-ended 

questionnaire items on the GARS and the DHQ (see Appendix B) helped to further 

interpret and explain the quantitative findings. The DHQ probed for types of 

assessments, treatments, support, education of parents, number of family members, 

medical history of family members, and family impact by disability, which are 

usually missing in a standardized measure like the ABC and GARS. Specifically, 

this study used GARS and ABC because they are used widely among school-age 

children; GARS follows the current DSM-IV, is easy to use, and is affordable; and 

they complement each other by measuring the same behaviors differently. Thus, the 

two tests have better reliability while used together. Further, DHQ was used because 

in many autism studies, there is little emphasis on the qualitative aspects of the 

disorder. In addition, this study dealt with the complex issue of culture, and 

standardized measures leave many questions unanswered, such as whether the 
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individual with autism has siblings, attends school, and is on medication as well as 

the type of intervention he/she is receiving.  

 

Participant Selection 

 Researchers use standardized tests to gather information on variables of 

interest by administering the test to a sample population. The population studied in 

this investigation included all individuals with autism in the state of Texas, the 

United States, and Kenya. A sample was systematically selected from a list of all 

individuals with autism that was provided by school districts. Sample size was 

considered mainly for estimation of characteristics of a population from a smaller 

group of subjects (MacMillan & Schumacher, 1997). Krathwol (1993) suggested that 

sample size relates to four factors: (a) certainty of inference desired, (b) precision of 

inference, (c) homogeneity or heterogeneity of the population, and (d) effect size. 

Certainty of inference desired means the degree of certainty that the data collected 

from the sample characterize the population. Precision inference refers to the degree 

of preciseness in the data. Homogeneity of the population on the characteristics of 

interest refers to the variability of the characteristics under investigation 

Procedure 

 In order to conduct research in Kenya, the investigator applied for permission 

from the Kenya Ministry of Education, Science and Technology; from the Nairobi 

City Council; and from individual schools. In order to obtain contact information for 

individuals with autism in Kenya, the investigator visited public schools, special 

education units, and advocacy groups that serve children with autism. Those enrolled 
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in schools were identified through school enrollment records provided by school 

principals in selected schools. From these records, individuals with autism were 

selected randomly, and consent forms (see Appendix A) and rating scales were 

distributed to the parents through school authorities. It should be noted that Kenya, 

unlike the United States, does not have policy mandating free appropriate education 

for individuals with disabilities. Thus, it is the responsibility of the parent to figure 

out how and where the child with the disability is going to receive education. This 

also makes it difficult for researchers to locate the children for study. For this reason, 

only individuals enrolled in schools were included in this study. 

In the United States, the investigator contacted the Austin, Round Rock, and 

Pflugerville Independent School Districts for permission to conduct research in their 

schools. Further, for each independent school district, the investigator contacted 

autism specialists who assisted in identifying schools with African Americans with 

autism. For Austin Independent School District, the investigator sought permission 

from the district as well as from principals of individual schools where African 

American children and adolescents were located. For the data of the normally 

developing groups, parents of normally developing children in the United States and 

Kenya who agreed to participate received the rating scales to complete. Although the 

ABC and GARS could be completed by teachers, parents, or caretakers, in this study 

it was filled out by both parents and teachers together to avoid confounding 

variables. However, parents filled out the developmental disturbance subscale on the 

GARS. The investigator provided the participants with contact information in case 

they needed help filling out the questionnaires or had questions. 
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The problem inherent in translation of scale items has received much 

attention in cross-cultural studies because preserving the same concepts across 

different languages is difficult. Due to the fact that the items on the instruments that 

were used in this study describe concrete observable and measurable behaviors, and 

that English is the primary language in both countries from which data were 

collected, the investigator did not anticipate any language-related difficulties. It 

should be noted that the scales are written in English.  

 

Participants 

 

Children With Autism Sample 

Eighty individuals with autism, ranging in age and sex, who are receiving 

special education services in Kenya and the United States participated in the study. 

This group consisted of 40 African Americans and 40 Kenyans. In both countries, 

licensed psychiatrists, psychologists, or educational evaluators diagnosed each 

participant as having autism. Participants in the two groups were matched on their 

age and gender. Individuals between the age of 3 and 7 comprised 25% of the 

sample, those 8–12 comprised 37.5%, those 13–17 comprised 22.5%, and those 18–

21 comprised 15% of the sample. In each sample, 35 out of 40 participants were 

male and 10 were female. The sex ratio was 4:1 and approximated the sex ratio 

reported in the DSM-IV-TR (APA, 2000) and the ICD-10 (WHO, 1992). It should 

also be noted that 99% of parents of individuals with autism in this study indicated 
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they were Christian, and 1% had no religious preference. Characteristics of the 

sample of individuals with autism are detailed in Table 1. 

 

Table 1 

Demographic Characteristics of Individuals With Autism Sample 

Variable Frequency Percentage 

Age   
3-7 20 25.0% 
8-12 30 37.5% 
13-17 18 22.5% 
18-21 12 15.0% 

Sex   
Male 72 90.0% 
Female 8 10.0% 

Ethnicity   
African American 40 50.0% 
Kenyan 40 50.0% 

Religious background   
Christian 79 98.75% 
Hindu 0 0% 
Muslim 0 0% 
Other 0 0% 
No preference 1 1.25% 

 

Normally Developing Individuals 

This study included normally developing children as a comparison group. 

These children had no known disabilities. There were 16 (80%) males and 4 (20%) 

females between the ages of 4 and 20 in this group. Individuals between the age of 3 

and 7 comprised of 10% of the the sample, those of 8–12 comprised 40%, those 13–

17 comprised 30% and those 18–21 comprised 20% of the sample. In each group, 8 

out of 10 participants were males and 2 were females. Characteristics of typically 

developing participants are detailed in Table 2. The rationale for including normal 
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children as a comparison group was based on Marsella’s (1979) assertion that there 

are cultural differences in what behaviors are regarded as normal or abnormal. 

Therefore, without controlling for raters’ frame of reference, differences between 

symptoms of children with autism in the United States and Kenya would not be 

conclusive in terms of actual differences between the groups. The differences found 

could be simply a reflection of different perceptions of normal behaviors between 

American raters and Kenyan raters instead of actual differences between symptoms 

of children with autism in the two countries. 

 Comparison to children without disabilities using the GARS and ABC 

instruments helped determine whether the findings were just a reflection of raters’ 

perceptual differences or actual differences. It was assumed that most of the items 

from the two behavioral measurement instruments used in this study describe 

abnormal behaviors, which are not normal in any stage of development. Therefore, 

when children without disabilities were rated using the instruments, there should be 

no significant differences between the Kenyan and the American comparison groups 

appearing on any subscale. Only when there was no significant difference between 

the groups of children without disabilities, but there were significant differences 

among the groups of children with autism, would the investigator conclude actual 

cultural differences among conceptions of autism.  
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Table 2 

Demographic Characteristics of Typically Developing Sample 

Variable Frequency Percentage 

Age   
3–7 2 10% 
8–12 8 40% 
13–17 6 30% 
18–21 4 20% 

Sex   
Male 4 20% 
Female 16 80% 

Ethnicity   
African American 10 50% 
Kenyan 10 50% 

Religious background   
Christian 20 100% 
Hindu 0 0% 
Muslim 0 0% 
Other 0 0% 
No preference 0 0% 

 

Instruments 

 To obtain information on the symptoms of the participants, two behavioral 

checklists were used: (a) the ABC (Krug et al., 1993) and the GARS (Gilliam, 1995). 

In addition, a DHQ was used to explain further the findings. Each participant was 

evaluated by his or her parents and teacher on the two checklists. The instruments are 

included in the appendices to this document (Appendixes B, C, and D).  

These instruments were chosen because they are widely used and are said to have 

good validity and reliability. They also take less time to administer compared to 

other diagnostic and screening instruments, and they are affordable. 
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The Autism Behavior Checklist (ABC) 

The ABC is one of the five subcomponents of the Autism Screening 

Instrument for Educational Planning (ASIEP-2) and lists 57 behaviors considered to 

appear frequently in children with autism. The behavioral characteristics are grouped 

into five diagnostic categories: (a) sensory, (b) relating, (c) body and object use, (d) 

language, and (e) social and self-help. These behaviors are considered reflective of 

autistic symptomatology (Charak & Stella, 2002). 

 The ABC incorporates weighted scores to assist in quantifying the data 

obtained. Numbers from 2 to 4 follow each behavioral descriptor. A behavioral 

characteristic with a weighted score of 4 is the highest predictor of autism; a score of 

1 is the lowest predictor of autism. A total score of 67 is the cutoff point for the 

classification of autism. With regard to criterion-related validity, Krug et al. (1993) 

reported that 86% of their second sample group of 62 individuals previously 

diagnosed as having autism received ABC scores of 68 or higher. Concurrent 

validity studies have suggested that the ABC can distinguish children with autism 

from normal children, persons with mental retardation, emotionally disturbed 

individuals, and deaf-blind persons (Krug et al.). 

Based on split-half reliability, intrarater reliability was reported as a 

Spearman-Brown coefficient of .94, and interater reliability as 95% agreement (Krug 

et al., 1993). Researchers have agreed that the ABC has good agreement between 

parents and archived professional ratings (Yirmiya et al., 1994). However, agreement 

between teachers and parents is not as good (Szatmari, Archer, Fishman, & Streiner, 

1994; Volkmar, Cicchetti, Dykens, Sparrow, Leckman, 1988). As far as the ability of 
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ABC to differentiate between children with autism and those who do not have the 

syndrome (i.e., sensitivity), Krug et al. indicated that 90% of the sample who scored 

above 67 had been diagnosed previously with autism, and 95% of the sample who 

scored below 53 had diagnoses other than autism. However, other authors have noted 

that the ABC correctly classified 79% of individuals. According to Eaves, Rutter, 

Silberg, Shillady, Maes & Pickles (2000), 80% of individuals with autism obtained 

scores above the cutoff, while 85% of individuals without autism scored below the 

cutoff. This means the 20% of individuals with autism scored below the cutoff and 

were “missed” (false negatives) and that 15% of the individuals without autism 

scored in the autistic range on this instrument (false positives). These numbers are 

considered to be acceptable; therefore, the ABC appears to have utility in 

discriminating between those with autism and those without.  

Another problem that has been noted is the fact that ABC may not work well 

in screening for cases of high-functioning autism. Thus, several researchers have 

found that it tends to misclassify or underidentify these individuals (Eaves et al., 

2000). In addition, the ABC may underestimate the severity of the disorders in 

individuals with autism who are nonverbal due to the number of communication 

items that reflect atypical verbal communication (Miranda-Linne & Melin, 1997).  

 

The Gilliam Autism Rating Scale (GARS) 

The GARS (Gilliam, 1995) is a diagnostic instrument that attempts to 

differentiate individuals with autism from those with other severe behavior disorders 

such as mental retardation, emotional disturbances, and learning disabilities. It was 
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developed to reflect the DSM-IV (APA, 1994) criteria of autism (Charak & Stella, 

2002). The GARS is designed to be completed by the parent or caregiver who had 

frequent contact during the child’s first 30 months of age. The GARS lists 56 items 

and consists of four subscales: (a) stereotypic behaviors, (b) communication 

disturbances, (c) social interaction, and (d) developmental disturbances. The first 

three subscales are rated on a continuum of 4 points, ranging from never observed to 

frequently observed, and their totals are considered to be partial scores. The 

developmental disturbances subscale is composed of yes–no questions. Raw scores 

are converted to an Autism Quotient score, which is used to predict the probability of 

a diagnosis of autism. In the standardization sample of 1,092 individuals with 

diagnoses of autism, the majority of individuals with autism obtained an Autism 

Quotient score in the Average to Very High ranges (scores greater than 90). 

Although 23% of subjects obtained scores of 89 or lower (corresponding to Below 

Average to Very Low probability ranges), 98% had scores above 70. With regard to 

concurrent validity, the GARS has demonstrated ability to discriminate children with 

autism from children without disabilities, individuals with mental retardation, 

children with emotional disturbances, children with learning disabilities, and those 

with multiple disabilities (Gilliam, 1995). The GARS Autism Quotient scores have 

classified the subjects in terms of their assigned diagnostic groups at a 90% accuracy 

rate (Charak & Stella, 2002; Gilliam, 1995). Content validity was assessed by 

computing correlations between the GARS and ABC subtests, which measure 

similar, content-oriented behaviors. For example, the stereotypic behaviors subscale 

of the GARS measures the child’s responses to sensory stimuli, which most closely 
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approximate the items on the sensory scale of the ABC. The correlation coefficient 

between the GARS communication disturbance and the ABC language subscale was 

.63. The coefficient between social interaction on the GARS and the related ABC 

subscale was .69. Internal consistency was reported as quite high—an alpha 

coefficient of .95 (Gilliam, 1995). It should be noted that although GARS was able to 

classify accurately many of the individuals across diagnostic groups, statistics were 

not given on the number of individuals in other diagnostic groups who obtained 

Autism Quotient score in the Average or above ranges. Thus, the GARS would 

benefit from additional research to address these issues. However, it does appear to 

be a useful measure for differentiating individuals with more classic presentations of 

autism from those with developmental disorders (Charak & Stella, 2002). 

 

Developmental History Questionnaire (DHQ) 

The DHQ is a questionnaire designed specifically for this study. Initially, the 

qualitative section of this study was supposed to use the structured interview method. 

However, due to cultural issues on confidentiality in Kenya, the individual focused 

structured interview was converted to a questionnaire. Areas covered in this 

questionnaire include personal background information such as language, 

educational background, and religious affiliation; parent and child information, 

including age of awareness that the child was different; help-seeking behaviors; 

symptoms observed; previous and current treatment; family system; school; parental 

knowledge of autism; and cultural construction of autism. This questionnaire was 

used to explain further the findings in this study. 
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Null Hypotheses 

 In order to investigate the influences of cultural differences on the expression 

of behavioral symptoms of autism, five hypotheses were tested, referred to in text as 

Hypotheses 1a–1e. The following hypotheses were tested: 

1. There are no significant differences in the behavioral symptoms exhibited by 

children with autism in Kenya versus the United States on  

 (a) stereotyped or self-stimulatory behaviors,  

  (b) language disturbance,  

  (c) social impairment,  

 (d) developmental disturbance, and 

 (e) overall behavioral problems. 

 

Data Analysis 

Analysis of data was accomplished using the Statistical Package for Social 

Sciences (SPSS) computer software. In order to test Hypotheses 1a–1e, the mean 

scores of the two groups with autism on each subscale of the GARS and ABC were 

compared using independent t tests. Independent t-test procedures were used to 

compare the two normal groups for differences. Significance level of .05 and .01 was 

used in all cases. 
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CHAPTER 4 

RESULTS 

 

This chapter presents the results of the hypotheses tested. The purpose of the 

proposed study was to investigate the influence of cultural differences on the 

behavioral symptoms of autism in Kenya and the United States of America. The 

study involved administering the ABC (Krug et al., 1993) and GARS (Gilliam, 1995) 

to children with autism in Kenya and African American children with autism in the 

United States, who are receiving special education services. These instruments were 

administered to comparison groups also. The research question was whether there 

are significant differences in the behavioral symptoms exhibited by children with and 

without autism from Kenya versus the United States. The specific behavioral 

symptoms examined include (a) stereotyped behaviors, (b) communication and 

language disturbance, (c) social interaction impairment, (d) developmental 

disturbance, and (e) overall behavior problems.  

 

Results of Hypotheses Tested 

 

Hypothesis 1a 

 The null hypothesis stated that there are no significant differences between 

individuals with autism in Kenya and the United State on stereotyped behaviors. This 

hypothesis was tested with a two-tailed t test, comparing the two groups on mean 

scores of the stereotypic behaviors subscale of the GARS the sensory subscale of the 



 
89 

ABC, and the body and object use subscale of the ABC. As shown in Table 3, the 

difference between the two groups on the stereotypic behavior subscale of GARS 

was significant at the p < .01 level and the hypothesis was rejected. The mean score 

of individuals with autism in the United States was significantly (p < .000) less than 

that of the individuals with autism in Kenya, which means African Americans show 

fewer problems in stereotyped behaviors than Kenyan individuals with autism. When 

the two groups were compared on the ABC body and object use subscale, the results 

were significant at the p < .01 level and the hypothesis was rejected. The mean score 

of individuals with autism in the United States was significantly (p < .004) less than 

that of the Kenyan individuals with autism. However, when the two groups were 

compared on the sensory subscale of the ABC, no statistically significant difference 

was found at the p < .05 level. Therefore, this hypothesis was partially supported. 

 

Table 3 

Comparison of Individuals With Autism in Kenya and the United States on 
Stereotypic Behaviors 

Kenyans 
African 

Americans 

Subscale Mean SD Mean SD 
t 

value df 
Two-tailed 
probability 

GARS stereotypic 10.12 3.53 7.37 2.09 4.23 78 .000 
ABC body and object  13.75 7.36 9.32 5.95 2.95 78 .004 
ABC sensory 9.20 4.92 8.40 4.40 .766 78 .446 
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Hypothesis 1b 

 The null hypothesis stated that there are no significant differences between 

individuals with autism in Kenya and the United States on language disturbances. 

This hypothesis was tested with a two-tailed t test, comparing the two groups on 

mean scores of the communication disturbances subscale of the GARS and on the 

language subscale of the ABC. As shown in Table 4, the difference between the two 

groups on the communication subscale of the GARS was significant at the p < .01 

level and the hypothesis was rejected. The mean score of the African Americans 

individuals with autism was significantly (p < .001) less than that of individuals with 

autism in Kenya, which means that African Americans with autism show fewer 

communication problems than Kenyans with autism. When the two groups were 

compared on the mean scores of the language subscale of the ABC, the results were 

significant at the p < .01 level and the hypothesis was rejected. The mean score of 

African Americans in the United States was significantly (p < .000) less than that of 

the Kenyans with autism. It should be noted that on the communication subscale of 

the GARS, only 27 Kenyans and 39 African Americans with autism received a score. 

This means that 13 Kenyans with autism were nonverbal compared to only one 

African American. 
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Table 4 

Comparison of Kenyans and African Americans With Autism on Communication 
Disturbances 

Kenyans African Americans 

Subscale Mean SD Mean SD t value df 
Two-tailed 
probability 

GARS communication 11.14 3.61 8.64 2.36 3.409 64 .001 
ABC language 17.18 7.43 10.53 4.35 4.574 64 .000 

 

 

Hypothesis 1c 

 The null hypothesis stated that there are no significant differences between 

individuals with autism in Kenya and the United States on social impairments. This 

hypothesis was tested with a two-tailed t test comparing the two groups on scores of 

the social interaction subscale of the GARS and on the ABC relating and social and 

self-help subscales. As indicated in Table 5, the difference between the two groups 

on the social interaction subscale of the GARS was significant at p < .05 level and 

the hypothesis was rejected. The mean score of individuals with autism in the United 

States was significantly (p < .015) less than that of the Kenyan individuals with 

autism, which means that African Americans showed fewer problems in social 

interaction than Kenyan individuals with autism. When the two groups were 

compared on mean scores of the relating subscale of the ABC, the results were also 

significant at the p < .01 level and the hypothesis was rejected. The mean score of 

individuals with autism in the United States was significantly (p < .000) less than 

that of the Kenyan individuals with autism. On the social and self-help subscale of 
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the ABC, the difference between the two groups was significant at the p < .01 level 

and the hypothesis was rejected. The mean score of individuals with autism was 

significantly (p < .004) less than that of Kenyan individuals with autism. These 

results suggest that African Americans in the United States show fewer problems on 

social and self-help skills than Kenyan individuals with autism. 

 

Table 5 

Comparison of Kenyans and African Americans With Autism on Social Impairments 

Kenyans 
African  

Americans 

Subscale Mean SD Mean SD t value df 
Two-tailed 
probability 

GARS social interaction 9.37 3.30 7.75 2.46 2.49 78 .015 
ABC relating 19.52 8.65 13.30 3.94 4.139 78 .000 
ABC social & self-help 13.50 5.14 10.50 3.79 2.96 78 .004 
 

 

Hypothesis 1d 

 The null hypothesis stated that there are no significant differences between 

individuals with autism in Kenya and the United States on developmental 

disturbances. This hypothesis was tested with a two-tailed t test comparing the two 

groups in terms of mean scores on the developmental disturbances subscale of the 

GARS. As indicated in Table 6, the result was significant at the p < .01 level and the 

hypothesis was rejected. The mean score of individuals with autism in the United 

States was significantly (p < .000) less than that of the Kenyan individuals with 
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autism, which suggests that African Americans with autism are less developmentally 

disturbed than their Kenyan counterparts.  

 

Table 6 

Comparison of Kenyan and African Americans With Autism on Developmental 
Disturbances 

Kenyans African Americans 

Subscale Mean SD Mean SD t value df 
Two-tailed 
probability 

GARS dev.  
disturbances 

10.10 3.16 6.9 1.39 5.86 78 .000 

 

 

Hypothesis 1e 

 The null hypothesis stated that there are no significant differences between 

individuals with autism in Kenya and the United States on overall behavioral 

disturbances. This hypothesis was tested with a two-tailed t test comparing the two 

groups on the Autism Quotient of the GARS and the total score of the ABC. As 

shown in Table 7, the difference between the two groups on the Autism Quotient of 

the GARS was significant at the p < .01 level and the hypothesis was rejected. The 

mean score of African Americans in the United States was significantly (p < .000) 

less than that of the Kenyan individuals with autism. When the two groups were 

compared on the total score of the ABC, the results were significant at the p < .01 

level and the hypothesis was rejected. The mean score of African Americans in the 

United States was significantly (p < .000) less than that of Kenyan individuals with 
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autism, which means that overall, Kenyan individuals with autism have more 

behavioral problems than African Americans with autism in the United States. 

 

Table 7 

Comparison of Kenyan and African Americans With Autism on Overall Behavioral 
Disturbances 

Kenyans 
African 

Americans 

Subscale Mean SD Mean SD 
t 

value df 
Two-tailed 
probability 

GARS Autism 
Quotient 

69.72 22.29 52.32 14.22 4.16 78 .000 

ABC total score 100.32 11.85 85.07 10.94 5.97 78 .000 

 

 Due to the select nature of this study, the sample contained a broad age range. 

Therefore, data were analyzed further by age level for differences. For example, in 

general, the Kenyan sample showed significantly more behavioral problems in all 

subscales, but when analysis was done by age group, the same conclusions might not 

be made confidently. Therefore, groups were broken into four age levels: (a) ages 3–

7, (b) ages 8–12, (c) ages 13–17, and (d) ages 18–21. As far as the stereotyped 

behaviors on GARS, Kenyans with autism showed a decrease in behavioral problems 

with age and then an increase in behavioral problems at age 18–21. African 

Americans showed a slight decrease in behavioral symptoms and, like their Kenyans 

counterparts, an increase in behavioral problems at age 18–21 (see Table 8). 

 



 
95 

Table 8 

Comparison of Individuals With Autism on Symptoms (Means and Standard 
Deviations) at Four Age Levels 

 Age levels 

 3–7 8–12 13–17 18–21 

 Kenya U.S. Kenya U.S. Kenya U.S. Kenya U.S. 
GARS stereotypic       
 12.83 7.50 9.64 7.25 7.80 6.50 9.50 8.37 
 (3.78) (2.61) (3.05) (1.61) (2.48) (1.69) (1.29) (2.66) 
ABC Sensory       
 7.75 9.87 9.85 8.00 9.60 7.37 10.25 8.75 
 (5.67) (4.48) (4.50) (2.52) (5.39) (4.50) (3.09) (7.04) 
ABC body and object       
 14.33 9.50 14.71 9.75 10.70 8.50 16.25 9.12 
 (6.91) (6.86) (9.21) (6.63) 5.96) (3.66) (3.20) (6.40) 
GARS communication       
 10.55 10.50 11.55 8.87 11.16 6.37 11.66 8.57 
 (3.46) (1.41) (3.67) (1.99) (4.40) (2.50) (4.04) (2.07) 
ABC language       
 14.22 12.50 17.88 10.12 20.00 7.50 18.33 12.71 
 (9.36) (5.09) (4.91) (3.34) (4.24) (2.97) (12.58) (5.28) 
GARS social       
 11.25 8.50 7.42 7.93 9.20 6.37 11.00 8.00 
 (3.49) (3.77) (3.08) (2.37) (2.29) (1.50) (2.16) (1.51) 
ABC relating       
 16.75 13.12 21.35 12.93 19.60 12.75 21.25 14.75 
 (9.07) (5.27) (9.39) (3.76) (8.16) (1.58) (6.18) (4.80) 
ABC social and self-help       
 12.75 10.00 15.00 9.75 11.40 7.87 15.75 15.12 
 (4.30) (4.62) (3.76) (2.59) (5.46) (1.72) (9.53) (2.74) 
GARS dev. disturb.       
 9.16 6.62 11.50 7.25 9.20 6.12 10.25 7.25 
 (2.62) (1.18) (3.77) (1.39) (2.93) (1.35) (1.25) (1.48) 
GARS Autism Quotient       
 105.25 86.37 99.21 85.43 94.80 75.50 103.25 92.62 
 (11.19) (14.89) (12.23) (6.20) (12.18) (8.17) (7.63) (11.14) 
ABC total score       
 62.83 55.12 75.21 50.62 68.00 45.25 75.50 60.00 
 (23.36) (18.23) (22.51) (11.52) (19.12) (9.77) (27.87) (16.54 
 

As for the sensory subscale, at ages 3–7, Kenyans showed fewer behavioral 

problems than African Americans. There was an increase in sensory problems with 
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age, a slight decrease at age 13–17, and then an increase at age 18–21. As for the 

African Americans, sensory problems first decreased with age, then increased at age 

18–21.   

On the body and object use subscale, Kenyans showed an increase of 

behavioral problems with age, a decrease at age 13–17 and then an increase at age 

18–21. On the same scale, African Americans ages 4–12 had the same amount of 

problems, a decrease in problems at age 13–17, and then a slight increase at age 18–

21. 

  As far as the social interaction subscale is concerned, at age 8–12, Kenyans 

showed fewer behavioral problems than African Americans, with a decrease at age 

13–17 and then an increase in social interaction problems at age 18–21. On the same 

subscale, African Americans showed a decrease of social interaction problems with 

age and then an increase in problems at age 18–21.  

On the relating subscale, Kenyans’ relating problems increased with age, 

decreased at age 13–17, and then increased at age 18–21. On the other hand, African 

American showed a decrease in symptoms with age and then an increase at age 18–

21. On the developmental disturbances, in both groups, the younger children (3–7) 

and those age 13–17 showed fewer developmental problems, whereas those age 8–12 

showed more problems. 

Except for the developmental disturbance subscale, African Americans’ 

behavioral symptoms decreased with age, whereas Kenyans’ behavioral problems 

increased with age on all subscales except stereotyped behaviors and social 

interaction, which decreased with age and then increased at age 18–21. A startling 
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finding was that on both samples, the behavioral symptoms of eight out of nine 

subscales were fewer at age 13–17 and dramatically increased at age 18–21 as 

indicated in Table 8. Figures 2–12 demonstrate the trends clearly. 
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Figure 2. Interaction of stereotyped behaviors subscale (GARS) by age group. 

 



 
98 

0

2

4

6

8

10

12

Age3-

7

Age8-

12

13-17 18-21

Age Groups

S
e
n

s
o

ry
 (

A
B

C
)

Kenya

African Americans

 

Figure 3. Interaction of sensory subscale (ABC) by age group. 
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Figure 4. Interaction of body and object use subscale (ABC) by age group. 
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Figure 5. Interaction of communication subscale (GARS) by age group. 

 

0

5

10

15

20

25

Age 3-

7

Age 8-

12

13-17 18-21

Age Groups

L
a

n
g

u
a

g
e

 (
A

B
C

)

Kenya

African Americans

 

Figure 6. Interaction of language subscale (ABC) by age group. 
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Figure 7. Interaction of social interaction subscale (GARS) by age group. 
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Figure 8. Interaction of relating subscale (ABC) by age group. 
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Figure 9. Interaction of social and self-help subscale (ABC) by age group. 
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Figure 10. Interaction of developmental disturbances subscale (GARS) by age 
group. 
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Figure 11. Interaction of Autism Quotient (GARS) by age group. 
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Figure 12. Interaction of total score (ABC) by age group. 
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Results for Typically Developing Individuals  

 For the typically developing comparison group, there was no significant 

difference on any of the subscales because all the participants received a score of “0” 

on all subscales. Therefore, there was nothing to compare. This could be because the 

raters knew that the tests (GARS and ABC) were for Autism and not typically 

developing individuals. Future studies should blind the typically developing 

participants. Since the goal of including a comparison group was to control for 

perceptual difference between American and Kenyan raters, the results allow the 

investigator to rule out confidently the possibility that differences found in subscales 

were due to different perceptions of normal and abnormal behaviors between raters. 

 

Supplemental Analysis 

Although significant differences were found between the behavioral 

symptoms of African American and Kenyans with autism, further analysis of the 

symptoms was warranted to find out if the presentation of symptoms of African 

Americans and Kenyans with autism differed in any systematic way and the 

direction of the difference. For example, are African Americans’ and Kenyans’ 

severity comparable according to ABC total score and GARS Autism Quotient, or 

are the two very different? Are there characteristics of autism that seem to define an 

African American or Kenyan? Is eye contact, for example, a factor that defines 

Kenyan children with autism? Stereotypic behavior and social interaction subscales 

were used for this analysis because they are behavioral and susceptible to cultural 

influences.  
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Global Analysis 

Overall, according to the ABC results, 15% of all Kenyans were rated as 

having a high probability of autism (68 or higher), 20% as moderate (54–67), 30% as 

borderline (47–53), and 35% as questionable or not having autism (below 47). On 

the other hand, 45% of African Americans were rated as having a very high 

probability of autism, 17.5% as moderate, 25% as borderline and 12.5% as 

questionable. This means that according to the ABC, 30% of Kenyans and 25% of 

African Americans would have to undergo more testing to qualify as having autism. 

Furthermore, 35% of Kenyans and 12.5% of African Americans were “missed” by 

the ABC. This may have implications for the appropriateness of ABC as a diagnostic 

instrument for the Kenyan population; the instrument seems to have a negative 

predictive value for this population. More detailed numbers are provided in Table 9 

and Figure 13.  

 

Table 9 

ABC Probability for Autism for African Americans and Kenyans 

ABC probability Kenya # Kenya % 
African 

American # 
African 

American % 

High 6 15 18 45.0 
Moderate 8 20 7 17.5 
Borderline 12 30 10 25.0 
Questionable 14 35 5 12.5 
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Figure 13. Autism probability (ABC). 

 

According to GARS, 5% of Kenyan children with autism were rated as 

having a low probability of autism (below 80), 25% as below average (80–89), 

47.5% as average (90–111), 20% as above average (111–120), and 2.5% as high 

(121–130). As far as African Americans with autism are concerned, 2.5% were rated 

as having very low probability of autism, 20% as low, 27.5% as below average, 

42.5% as average, 7.5% as above average, and none as high. According to the GARS 

scores, 22.5% of African Americans and 5% of Kenyans received a score below the 

cutoff score and would have qualified as not having autism. Table 10 and Figure 14 

give detailed information.   
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Table 10 

GARS Autism Quotient for African Americans and Kenyans 

GARS 
Probability of 

autism 
African 

Americans # 
Kenyans 

# 
Kenya 

% 
African 

American % 
% expected 

from the norm 

Very low 
(< 69) 

1 0 0 2.5 2 

Low (70–79) 8 2 5.0 20.0 7 
Below average 
 (80–89) 

11 10 25.0 27.5 16 

 Average 
 (90–110) 

17 19 47.5 42.5 50 

Above average 
 (110–120) 

3 8 20.0 7.5 16 

High  
(121–130) 

0 1 2.5 0 7 

Very high 
(131+) 

0 0 0 0 2 
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Figure 14. Autism probability (GARS). 
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Subglobal Analysis (Intra-Analysis) 

Based on stereotypic behavior and social interaction subscales, an additional 

analysis determined how many African Americans and Kenyans were rated on 

different items as not observed (NO), seldom observed (SO), sometime observed 

(ST), or frequently observed (FO). Did some characteristic cluster together to define 

an African American and a Kenyan with autism in each subscale? As indicated in 

Table 11, some characteristics appear to define social interaction problems in 

Kenyans with autism: avoiding eye contact, looking unhappy when praised, being 

non-imitative of peers at play, withdrawing from social situations, being fearful, 

looking through people, laughing or crying inappropriately, doing some things 

repetitively, being upset when a routine is changed, and throwing a tantrum. 

However, the characteristics of resisting physical contact and being unaffectionate 

were never observed in 40% of the Kenyans, seldom observed in 5%, sometimes 

observed in 25%, and frequently observed in 30% of the Kenyan sample. It was 

interesting to note that Kenyans exhibited all the characteristics under social 

interaction except lining up of objects in precise, orderly fashion, which was not 

commonly observed. 
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Table 11 

Analysis of Kenyans on Social Interaction 

Characteristics 
Never 

observed % 
Seldom 

observed % 
Sometimes 
observed % 

Frequently 
observed % 

Avoids eye contact  12.5 20.0 17.5  50.0 
Looks unhappy when 
praised  12.5 20.0 35.0 32.5 
Resists physical contact  40.0 5.0 25.0 30.0 
Nonimitative at play  10.0 7.5 15.0 67.5 
Withdraws  10.0 7.5 17.5 65.0 
Fearful  20.0 25 17.5 37.5 
Unaffectionate  40.0 5.0 25.0 30.0 
Looks through people  17.5 20.0 32.5 30.0 
Laughs inappropriately  10.0 25.0 22.5 42.5 
Uses toys 
inappropriately  25.0 20.0 22.5 32.5 
Does things repetitively  12.5 5.0 20.0 62.5 
Upset when routine is 
changed  32.5 17.5 20.0 30.0 
Tantrums  15.0 27.5 25.0 32.5 
Lines up objects  60.0 15.0 7.5 17.5 
 

As for stereotyped behaviors, avoiding establishing eye contact, staring at 

objects in the environment, hand flapping, making rapid movements, flicking fingers 

in front of eyes, and making high-pitched sounds were characteristics of the majority 

of Kenyans with autism. Characteristics such as whirling and turning in circles; 

spinning objects not designed for spinning; sniffing objects; licking inedible objects; 

slapping, hitting, biting, and injuring self; and tiptoeing were rarely observed among 

majority of Kenyans with autism, as shown in Table 12. 
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Table 12 

Analysis of Kenyans on Stereotyped Behaviors 

Characteristics 
Never 

observed % 
Seldom 

observed % 
Sometimes 
observed % 

Frequently 
observed % 

Avoids establishing eye 
contact 10.0 15.0 25.0 50.0 
Stares 15.0 10.0 15.0 60.0 
Flicks fingers in front of 
eyes 27.5 7.5 25.0 40.0 
Picky on foods 37.5 20.0 22.5 20.0 
Licks inedible objects 52.5 2.5 17.5 27.5 
Sniffs objects 55.0 22.5 2.5 20.0 
Whirls, turns in circles 57.5 10.0 15.0 17.5 
Spin objects not 
designed for 55.0 12.5 12.5 20.0 
Rocks 54.5 5.0 15.0 27.5 
Rapid movements 30.0 17.5 20.0 32.5 
Prances/tip-toe 57.5 7.5 22.5 12.5 
Flaps hands 35.0 5.0 20.0 40.0 
Makes high-pitched 
noises 22.5 15.0 15.0 47.5 
Slaps, hits, bites, injures 
self 60.0 2.5 2.5 35.0 
 

 On the other hand, African Americans demonstrated difficulty in all the 

characteristics under social interaction except using toys inappropriately and lining 

up objects in an orderly manner, as shown in Table 13. Although African Americans 

may appear comparable with the Kenyans on this subscale, characteristics such as 

being unaffectionate and looking through people were not frequently observed 

among African Americans. 
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Table 13 

Analysis of African Americans on Social Interaction 

Characteristics 
Never 

observed % 
Seldom 

observed % 
Sometimes 
observed % 

Frequently 
observed % 

Avoids eye contact  10.0 27.5 25.0 37.5 
Looks unhappy when 
praised  15.0 42.5 25.0 17.5 
Resists physical contact  37.5 20.0 12.5 30.0 
Non-imitative at play  25.0 30.0 30.0 15.0 
Withdraws  25.0 20.0 25.0 30.0 
Fearful  45.0 30.0 15.0 10.0 
Unaffectionate  45.0 25.0 30.0 0 
Looks through people  45.0 30.0 25.0 0 
Laughs inappropriately 40 .0 25.0 30.0 5.0 
Uses toys 
inappropriately  50.0 15.0 10.0 25.0 
Does things repetitively  15.0 40.0 10.0 35.0 
Upset when routine is 
changed  5.0 25.0 35.0 35.0 
Tantrums  25.0 25.0 30.0 20.0 
Lines up objects  60.0 25.0 15.0 0 
 

  As for stereotyped behaviors, African Americans with autism seemed to 

make rapid movements, stare at objects in the environment, avoid establishing eye 

contact, make high-pitched noises, flap hands, and rock back and forth. Other 

stereotyped behaviors of spinning objects not designed for spinning; licking inedible 

objects; whirling and turning in circles; tiptoeing; slapping, hitting, biting, and 

injuring self; and sniffing objects were rarely observed among African Americans 

with autism, as shown on Table 14. Being picky about food was equally divided; 

50% of the individuals were never observed exhibiting this behavior. 
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Table 14 

Analysis of African Americans on Stereotyped Behaviors 

Characteristics 
Never 

observed % 
Seldom 

observed % 
Sometimes 
observed % 

Frequently 
observed % 

Avoids establishing eye 
contact  10.0 40.0 25.0 25.0 
Stares  25.0 10.0 40.0 25.0 
Flicks fingers in front of 
eyes  45.0 25.0 20.0 10.0 
Picky about foods  50.0 17.5 10.0 22.5 
Licks inedible objects  77.5 10.0 12.5 0 
Sniffs objects  57.5 22.5 20.0 0 
Whirls, turns in circles  57.5 32.5 10.0 0 
Spins objects not 
designed for  55.0 25.0 15.0 5.0 
Rocks  25.0 40.0 30.0 5.0 
Rapid movements  30.0 15.0 25.0 30.0 
Prances/tip-toe  65.0 20.0 10.0 5.0 
Flaps hands  40.0 25.0 15.0 20.0 
Makes high-pitched 
noises  45.0 15.0 40.0 0 
Slaps, hits, bites, injures 
self  75.0 15.0 10.0 0 
 

 Based on details in Tables 11–14, certain factors were identified that 

characterize African Americans and Kenyans with autism—the majority of 

individuals rated presented these behaviors. Figures 15 and 16 present the factors in 

detail. 

 Another supplemental finding worth noting is that according to the DHQ 

data, 15% of Kenyans and 20% of African Americans reported some kind of mental 

illness (schizophrenia) or autism in either the immediate or extended family on the 

father’s side of the family. Major depression was mentioned by one parent. 
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Figure 15. Characteristics of Kenyans with autism. 
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Figure 16. Characteristics of African Americans with autism. 
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differences on the mean scores of eight of nine subscales: (a) stereotyped behaviors 

of the GARS, (b) body and object use of ABC, (c) communication of the GARS, (d) 

language on ABC, (e) social interaction on GARS, (f) relating on ABC, (g) social 

and self-help of the ABC, and (h) developmental disturbances of the GARS. As far 

as the overall behavioral disturbances, African Americans and Kenyans with autism 

showed significant differences on the GARS and the ABC. In terms of differences, 

African Americans with autism showed fewer problems in all areas in which 

significant differences were found. 

 When the groups were divided into four age groups, there was a decrease of 

stereotyped behaviors with age up to age 17 for the Kenyans. On the social 

interaction subscale, there was a decrease of behavioral symptoms up to age 12. The 

rest of the subscales showed a continuous increase with age. Overall, the behavioral 

symptoms on eight of nine subscales were fewer at age 13–17 and increased at age 

18–21. In addition, whereas the symptoms of African American individuals with 

autism decreased with age, the symptoms of Kenyan individuals with autism 

increased with age in general.  

 Supplemental analysis revealed that some characteristics are not common 

among African Americans or Kenyans. It was also evident that certain characteristics 

clustered together to define either a Kenyan or an African American with autism. 

 However, no significant differences were found on the two groups of 

typically developing individuals rated on the same subscales. Therefore, the 

differences found between African Americans and Kenyans with autism seem to be a 

reflection of real differences, not a reflection of the rater’s frame of reference.  
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CHAPTER 5 

SUMMARY AND DISCUSSION 

 

 This chapter presents a brief discussion on the summary and integration of 

results, integration of findings with past literature, implications of findings, 

limitations of the study, and recommendations for future research. This study 

explored cultural influences on the behavioral symptoms of 80 individuals with 

autism ages 3–21 from Kenya and the United States. The symptoms of autism in the 

two countries were compared in five areas: (a) stereotyped behaviors, (b) 

communication disturbances, (c) social interaction, (d) developmental disturbances, 

and (e) overall behavioral problems. 

 The Autism Behavior Checklist (ABC) and the Gilliam Autism Rating Scale 

(GARS) were used to measure each symptom area. The two groups showed 

significant differences on the mean scores of eight subscales: (a) stereotyped 

behaviors of the GARS, (b) body and object use of ABC, (c) communication of the 

GARS, (d) language of ABC, (e) social interaction of GARS, (f) relating of ABC, (g) 

social and self-help of the ABC, and (h) developmental disturbances of the GARS. 

As far as the overall behavioral disturbances, African Americans and Kenyans with 

autism showed significant differences on the GARS and the ABC. In terms of 

differences, African Americans with autism showed fewer problems in all areas in 

which significant differences were found. Both ABC and GARS results showed the 

same type of differences, making the results more reliable.  
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 Results indicated significant differences between the behavioral symptoms of 

African Americans and Kenyans on eight out of nine subscales. There was an 

interesting interaction of age and the symptoms of autism. A startling finding was 

that in both samples, the behavioral symptoms on all subscales were fewer at age 13–

17 and dramatically increased at age 18–21. In addition, while the symptoms of 

African American individuals with autism decreased with age, the symptoms of 

Kenyan individuals with autism increased with age in general.  

 Due to the select nature of this study, an inter- and intra-analysis of the 

symptoms was conducted. Results showed a clear trend of symptoms clustering 

among African Americans and Kenyans. For example, some stereotyped behaviors 

such as sniffing objects, spinning objects not designed for spinning, rocking, 

tiptoeing, and licking inedible objects were rarely observed in both groups. Also, the 

finding that some immediate or extended family of many of the participants had 

some kind of mental illness (schizophrenia) or autism on the father’s side was 

noteworthy. 

 

Integration of Findings With Past Literature 

 Overall, in this study, African Americans with autism consistently scored 

lower on all subscales and showed significant differences from the Kenyans with 

autism. These results suggest that African Americans with autism function better in 

social interaction, interpersonal and self-help skills, and communication and are less 

disturbed in development than the Kenyan individuals with autism. African 

American individuals may be more socialized and less disturbed in their 
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development than their Kenyan counterparts. According to the data obtained from 

the Developmental History Questionnaire (DHQ), although Kenya is a collective 

society, individuals with autism may have less physical contact with both their peers 

and adults because they are hidden from the public due to their disability. This in 

turn would make African American individuals appear to have more contacts and 

social demands placed on them than their Kenyan peers. Further, the United States 

has a trend towards inclusion; therefore children and adults with autism have the 

opportunity to interact with their typically developing peers at school, an opportunity 

that Kenyan children and adolescents with autism lack. In addition, the axiology of 

African Americans is based on a member–member relationship; that is, the highest 

value lies in the interpersonal relationships between persons. This would exert more 

demand on socialization for all persons regardless of their disability. In fact, Nichols 

(1985) compared Hispanic Americans, Asian Americans, African Americans, Native 

Americans, and mainstream U.S values and concluded that African Americans have 

particular characteristics: (a) They are nuclear and extended-family oriented, (b) 

expressive individuality is tied to family and community, (c) children are taught 

dependence on the family and community, (d) loyalty to family and network is 

important, (e) physical touching and verbal expression of emotions is critical, (f) 

feelings are expressed directly and spontaneously, and (g) parents respond well if 

school staff develop some interest (they take time to develop trust, but if staff are 

sensitive, parents will listen). While research on autism is lacking in this particular 

population, these values embedded in the African Americans family may play a 

major role in children socialization. 
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 When African Americans and Kenyans with autism were divided into four  

age groups, results showed that on stereotyped behaviors, the problems of Kenyans 

with autism decreased with age, then increased at age 18–21. Also, an intra-analysis 

of the symptoms revealed that stereotyped behaviors such as licking inedible objects; 

whirling and turning in circles; spinning objects not designed for spinning; rocking 

back and forth; tiptoeing; and slapping, hitting, biting, and injuring self were rarely 

observed among the Kenyan group. This finding is consistent to that of Lotter 

(1978), who found that stereotyped behaviors were not common among the African 

sample he studied. In his study, Lotter included 16 institutionalized children age 7–

12 and compared their behaviors with that of 17 institutionalized children with 

autism from Middlesex, England. While self-spinning, jumping, covering ears, and 

spinning objects were seen in both samples at similar low frequencies, no instances 

of hand or arm flapping, elaborate ritual play, or self-injurious behaviors and only 

one case of rocking were seen in the African sample, behaviors that were prominent 

in the Middlesex group. Carrying, banging, and twisting objects and “other” marked 

peculiar movements were observed more frequently among African children. Lotter 

(1978) noted that the difference in behavior was “a great rarity among the African 

children of any complex manipulation of objects” (p. 239) and added that 

stereotyped behaviors appeared to be confined to crude and repetitive manipulation 

of objects such as carrying and banging. Although this may reflect less imagination 

on the African child, it could be unavailability of objects such as toys to manipulate. 

Unlike the African children, the Middlesex children had access to toys and blocks. It 

is possible that a variety of objects could affect ritual play of children with autism. 
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Lotter’s major findings on rarity of stereotyped behaviors can be applied to the 

findings in the present study: When individuals with autism were divided into four 

age groups, the stereotyped behaviors of Kenyans decreased with age until age 18. 

This could be because when Kenyan children are younger and at home, they may 

have access to more objects to manipulate, thus demonstrate increased stereotyped 

behaviors. After they start school, there are no toys in the classroom to manipulate, 

and the structure of the classroom may not allow stereotyped behaviors, due to 

immediate intervention by teachers. Another factor may be that the European-based 

way of socializing children is geared to the goal of technological intelligence 

(focusing on manipulation of the objects with an emphasis on cognitive 

development), whereas the African way is geared towards the goal of social 

intelligence (focusing on interpersonal relationships including group relationships) 

(Mundy-Castle, 1974). This means that one would observe more toys among 

children from the West than among non-Western children.  

This observation is consistent with the findings of Bakeman, Adamson, 

Konner, and Barr (1990), who observed infant development among the !Kung 

society in Botswana. They noted that in this society, no toys are made for infants. 

Instead, natural objects such as twigs, grass, stones, and nutshells are always 

available. However, adults do not encourage children to play with these objects. In 

fact, adults are unlikely to interact with the children while they are exploring objects 

independently. Only when a child offers an object to another person do adults 

become highly responsive, encouraging and vocalizing much more than other times. 
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In this case, objects become mediators. Further, since stereotyped behaviors are not 

considered the norm, teachers may stop individuals who attempt to engage in them.  

 In addition, when the two groups were compared on sensory, body and object 

use, communication and language, relating, and social and self-help subscales, the 

symptoms of Kenyans with autism increased with age, dropped slightly at age 13–

17, and then increased at age 18–21. On the other hand, the symptoms of African 

Americans decreased with age and then increased dramatically at age 18–21. Why? 

Given the fact that age 13–17 marks puberty, an increase in behavior problems 

would be expected. However, in both samples, the opposite was the case. Also, when 

African Americans and Kenyans with autism were compared on social interaction, 

the symptoms of the Kenyan sample decreased with age, until age 8–12, and then 

increased dramatically. On the other hand, the symptoms of African Americans with 

autism decreased with age and then increased at age 18–21.  

 A clear and interesting trend here is what happens at age 13–17 and at age 

18–21 in both samples. Why would the behaviors of adolescents with autism 

decrease during teenage years (except for the social interaction subscale for Kenyans 

where behavioral problems increases)? It is possible that in the United States, these 

individuals are in high school, and the change from middle school to high school 

may have an impact on their behavior. More specifically, these students change class 

and teacher several times a day depending on the subject, which may have an impact 

on their decreased behavior. However, more research is needed to clarify this issue. 

It is also possible that age 13–17 is during adolescence, and this is a time when 

teenagers seek out friendships. Practically, for typically developing individuals, 
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adolescence marks sexual maturity, which leads to a change in the motives for 

friendships with curiosity about the opposite sex and concern for self-presentation 

and behavior. Views of social roles are also molded by identification with socially 

successful personalities. In effect, failure to develop self-confidence in relation to the 

new challenges can lead to either depression or rebellion. For individuals with 

autism, changes in adolescence could generate many challenges, because they 

already have problems relating to their peers and making as well as managing 

friendships. Sigman and Capp (1997) reviewed several studies dealing with 

dilemmas and obstacles that adolescents with autism have in their social life and 

their desperate attempt to understand or to get help with situations they cannot grasp. 

They indicated that such young people are more likely to want to have social 

contacts than they were when younger, but they still lack understanding of how other 

people feel and cannot anticipate the effect of their own behavior. Thus, they tend to 

be dependent upon family members whom they can trust to provide compensatory 

understanding. Sigman and Capp indicated that those adolescents who develop the 

insight that others find them odd have the best success in making adjustments. This 

would explain why Kenyans would have more problems during adolescence coupled 

with the fact that they do not have opportunity to interact with typically developing 

peers who may find them odd. Further, as postulated by Westman (2001), in a 

collective culture, children are seen as starting life as asocial creatures and as 

achieving increasing social responsibilities and interdependence as they grow older. 

In this model, young children are indulged and older ones are socialized. It would 

seem like this pressure to socialize embedded in a collective culture may increase 
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behavioral problems for those already challenged in the area. The decrease of 

symptoms at age 8-12 for the Kenyans may be may be due to the Kenyan educational 

system, which emphasizes group instruction rather than individual. It is assumed that 

group instructions would stimulate more physical and social contacts with peers than 

individual instructions. 

 Although the symptoms of African Americans with autism decreased with 

age, the Kenyan sample with autism showed a continuous increase in their problems. 

These findings are comparable to those reported by Seo (1992), who found that 

individuals with autism from South Korea showed an increase in symptoms with age. 

In her study, she compared the symptoms of American and South Korean children 

and adolescents with autism. Her major finding was that South Koreans did better on 

the social interaction subscale and interpersonal and self-help skills and were less 

developmentally disturbed. However, she found that overall, whereas the symptoms 

of the American group decreased with age, those of the South Korean group 

increased with age. She speculated that the social skills were better for South 

Koreans due to strong family ties and the country’s population density, creating more 

opportunities for physical contact than the American sample. Seo attributed the 

increase in symptoms with age to lack of intensive early intervention programs in 

South Korea.  

Similarly, in the current study increase in symptoms with age may be due to 

lack of early intervention programs for children with autism in Kenya. As noted 

earlier, autism programs are fairly new in Kenya. The first school that catered to 

children and adolescent with autism was opened in 2003 by the Autism Society of 
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Kenya. This would mean that older individuals with autism have not been receiving 

services for long compared to the African American sample. In fact, according to 

DHQ data, although Kenyan parents of children with autism noticed that their child 

was different between 15 months and 3 years of age, official diagnosis was made 

between 3 and 10 years of age by a psychiatrist or education diagnostician at one of 

the schools. As for African Americans, parents noticed their children had problems 

between 10 months and 3 years of age, and official diagnosis was made between the 

ages of 3 and 6 years mostly by the independent school district. It should be noted 

that whereas 90% of African American were on some kind of medication, none of 

the Kenyan children were on medication. The other factor that should be mentioned 

here is the absence of secondary/high schools specializing in teaching individuals 

with autism in Kenya. Kenya has secondary schools for the visually and hearing 

impaired but none for EMR and conditions like autism. However, the interesting 

finding is that despite the presence of secondary/high schools in the United States, 

although the symptoms of African Americans decreased with age, the behavioral 

symptoms of African Americans increased at age 18–21, just like for Kenyans. This 

may imply that factors other than education play a part in these two groups. 

Otherwise a continued decrease in symptoms among African American should be 

evident due to intensive intervention programs. However, it is also possible that 

during this time, these individuals are getting ready to transition to the community or 

to a group home, which is a big change. More studies are needed in this area in order 

to find out how individuals with autism are affected by transition from high school to 

the community and how they can be prepared for a smooth transition.  
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 Because there were no significant differences on the sensory subscale of the 

ABC, sensory problems may be influenced more by biology than by culture or 

systematic education. More specifically, items in this subscale include, (a) poor use 

of visual discrimination when learning, (b) seem not to hear, (c) sometimes show no 

startle response to loud noise, (d) sometimes painful responses such as bruises, cuts, 

and injections evoke no reactions, (e) often will not blink when bright light is 

directed towards eye, (f)  covers ears at many sounds, (g) squint, frowns or cover 

eyes when in the presence of natural light, (h) frequently has no visual reaction to a 

new person, (i) stares into space for long periods of time. This area needs more 

investigation, which could lead to the development of some etiological hypotheses. It 

should also be noted that according to DHQ data, the two types of intervention with 

autism in Kenya are diet and sensory therapy, and 100% of Kenyan parents reported 

significant changes in their children with autism as a result.  

 The findings that some families of children with autism had autism or other 

mental illness in either immediate or extended family is noteworthy and consistent to 

the findings of Yirmiya and Shaked (2005), who examined 17 studies in which 

psychiatric difficulties of parents of children with autism were compared to those of 

parents of other children as part of the broad phenotype of autism. Overall, they 

found that parents of children with autism presented more psychiatric difficulties, 

mostly in comparisons involving samples of parents of children with no known 

genetic risk such as downs syndrome. They also noted that when parents of high-

functioning children with autism were compared to other parents, they did not reveal 

significantly more psychiatric difficulties. In addition, parents of children with 
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autism had more thought disorders compared to parents of typically developing 

children, but less compared to parents of children with psychiatric disorders. This 

brings the question of genetic versus environmental effects.   

 

Intended Audience 

This study is intended mainly for researchers and other professionals 

(teachers, therapists, etc.) in the field of autism. Since autism was first diagnosed in 

1943, the causes of the disorder have remained a mystery, despite a volume of 

research. This study calls not only for collaboration among researchers, but also for a 

reconsideration of the diagnostic criteria currently used, the definition and 

consideration of both conventional and nonconventional theories of autism. 

Although the role culture plays on autism has been ignored for years, it may contain 

some answers to many questions in the field, such as whether autism is expressed the 

same way in all ethno-cultural groups and the implications to diagnosis, education, 

treatment, and intervention.  

 

Implications of Findings 

 

Theoretical Implications 

 The prevailing theoretical models in autism research can be grouped into 

three categories: (a) nature, (b) nurture, and (c) nature-nurture. Briefly, nature 

theories postulate that autism is purely biological. Nurture theories view autism as 
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environmentally caused. Nature-nurture looks at the interaction between biology and 

other environmental factors.  

According to nature theories, autism is considered the expression of a 

biological abnormality (DeMyer, Hingtgen, & Jackson, 1981). For example, Hutt 

and Hutt (1970), Frith (1971), and Hermelin (1971) maintained that autism is a result 

of a hyperactive reticular activating system leading to reactive effort to reduce 

sensory input imbalance between extracting external rules and internal rules 

interfering with organism–environment interchange. Myklebust, Killen, and 

Bannochie (1972), on the other hand, maintained that autism is a result of the 

dysfunction of the right hemisphere with improper nonverbal processing. Bender 

(1973) believed that autism is due to early decompensation in genetically vulnerable 

individuals due to organic stress in utero. A nature theorist might interpret the 

current findings as confirming that behavior is behavior, regardless of which culture 

the sample was taken from. Therefore, culture according to the nature theory has 

little to do with the behavioral symptoms of autism.  

 According to the nurture theory of autism, the child is assumed to be normal 

at birth and the problems are attributed to defective nurture from parents, mainly the 

mother. The parents of children with autism are said to have a greater amount of 

psychopathology than other parents. They are viewed as being cold, full of rage, or 

without a sense of self. Thus, the normal development of the child is blocked by the 

parents’ failure to give optimum warmth and stimulation (DeMyer et al., 1981). 

Consequently, parental deficiency leads to the child’s social withdrawal, which in 

turn leads to failure to acquire normal speech and other intellectual and social skills.  
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Nature-nurture theories assume that biological and environmental factors 

interact to form autism. For example, Despert (1971) declared that the disturbance of 

processing “I-other” concepts leads to resistance in developing social contacts. 

O’Moore (1972), on the other hand, conceded that autism develops in language-

impaired children and is most likely caused by fetal anoxia and psychological 

trauma. Miller (1974) postulated that the evidence of brain abnormality is 

inconclusive, but interference in early, subtle organization of newborn behavior may 

lead to a perceptual disorder due to inadequate sensorimotor, tactile, and kinesthetic 

handling. Further, Tinbergen and Tinbergen (1976, 1983) reported that causes are 

organic and experiential. While some cases are caused more by organic factors, 

others have more environmental causes. A nature-nurture theorist would expect to 

find autism in every culture, but the symptom manifestation might be different due to 

the children’s environment or culture. The results in the current study were 

consistent with the nature-nurture theory because, despite differences in symptoms, a 

lot of characteristics were observed in both groups. Autism is found among Kenyans 

and African Americans, implying organic factors. Further, significant differences 

were observed that may be due to the environment or culture of the child.  

 

Research Implications 

Future studies should follow the current study’s methodology of combining 

both quantitative and qualitative measures in some capacity. Doing so will yield 

stronger designs for more conclusive results. For example, a study could employ 

observation measures for a reliability check of self-reported tests. Videotaping 
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individuals with autism from different cultures and comparing them would be ideal. 

Additionally, although existing research emphasizes the importance of being 

sensitive to the family’s cultural context in order to provide effective services, more 

research is needed to understand how factors such as race and ethnicity impact 

services for children and adolescents with autism. 

 

Applied Implication 

Classroom teachers and other professionals working with individuals with 

autism are among the people targeted in this research; findings have implications for 

these practitioners. The findings reveal that culture needs to be considered more 

carefully than traditionally. The current findings challenge the assumption that 

behavior is behavior, regardless of the individual’s culture. Children with disabilities 

and their parents from different cultures bring with them a set of rules that govern 

them in their particular culture. Similarly, teachers bring in a set of rules that govern 

them in their own culture. If these two cultures interact and do not agree, culture 

clash occurs. Culture clash is the conflict or disagreement that results when two or 

more individuals from different backgrounds interact, each basing behavior on a 

different set of rules from what is expected and/or considered appropriate (Brislin, 

2000). Culture does influence behavior; thus it is critical that professionals serving 

individuals with autism and their families be sensitive to the cultural context of 

service delivery. Such sensitivity may mean providing services in the language that 

the family understands (Harris, 1996; Heller, Markwardt, Rowitz, & Farber, 1994). 

Additionally, a child’s autism may mean different things in different cultures. For 
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example, as discussed earlier, in some societies, having a child with disabilities may 

cause shame and embarrassment to the parents as well as extended family. Some 

cultures may emphasize expectation on magical cures for the child’s disorder. If 

teachers and other professionals dealing with children with autism fail to understand 

what a child’s autism means to the family, it will be difficult if not impossible to 

establish the kind of collaborative relationship between school and home that is so 

essential to the education of children and adolescents with autism.  

 

Limitations of the Study 

 One limitation in this study may have something to do with the measurement 

issues related to the developmental disturbance subscale of the GARS. Because data 

were collected from parental retrospection, there may be reliability problems, 

especially for older children with autism; therefore, interpretation and generalization 

of the results should be done with caution. Second, the external validity of the study 

may be threatened by the fact that schools that cater for children and adults with 

autism in Kenya are located in the city, which means those living in the rural areas 

cannot afford private schools in the city and were not represented in the study. 

However, while this may have been a limitation, it was also a way of controlling 

confounding variables such as different languages spoken in the rural areas and 

socioeconomic status of families. Thus, the sample chosen in the city was 

comparable to the sample in the United States as far as language and social economic 

status. Simply, programs for individuals with autism in Kenya are very expensive, 
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and only parents who can afford them can enroll their children in these schools. 

Thus, generalization should be made with caution.  

Although this study is far from conclusive, its findings suggest that culture is 

an important influence on the behavior and the expression in autism. However, it 

should be kept in mind that the participants discussed here represent only an example 

of African American and Kenyan groups. Moreover, the African American sample 

was drawn from three independent school districts in Texas and therefore may not be 

representative of the whole country. Also, there is a considerable range of 

intracultural variability and a great variety of individual difference within any 

cultural group. Therefore, these findings may not be generalizable to other African 

American samples or to Kenyan population symptoms of autism.  

 

Future Research Directions 

 The present study suggests that there are differences on the behavioral 

symptoms of individuals with autism in Kenya and African Americans in the United 

States. However, while 90% of African Americans were on some kind of medication, 

none of the Kenyan children was on any kind of medication. This would mean that 

Kenyans were a natural experiment compared to African Americans who have 

received treatment and extensive early intervention. This area needs more 

investigation because the Kenyan sample gives us a picture of what untreated autism 

looks like. Future cross-cultural studies would benefit the field by including two 

indigenous countries where children are not receiving any treatment—African 

Americans, Caucasians, Hispanics in the United States, and Hispanics from 
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Mexico—and compare their symptoms. The amount of intervention received daily 

also should be noted. It would be a huge contribution to the field if these studies 

combine quantitative and qualitative measures.  

A simple study could compare the Kenyans, African Americans, and 

Caucasians in the United States since African Americans and Caucasians share the 

same mainstream culture. It would also be important to undertake an exploratory 

study to find out how ethnicity and culture impact service delivery for individuals 

with autism.  

It was obvious that there are differences in the behavioral symptoms of 

autism as manifested by Kenyans and African Americans in the United States. A 

serious research undertaking may observe behaviors displayed by individuals with 

autism in different cultures and then look at the commonality of the symptoms. If the 

same symptoms are observed, then the current measures of autism could be said to 

be universally acceptable. If not, development of culturally sensitive measures 

should be undertaken. As a follow-up on the current study, the results could be 

compared to a control group of European American individuals with autism to see if 

there are differences. 

Finally, the reported mental illness such as schizophrenia in the families of 

children with autism is noteworthy and calls for further investigation. Although 

research evidence indicates that autism and schizophrenia are different entities, the 

relationship should be explored further. Again, doing this quantitatively would yield 

inconclusive results. In-depth, semistructured interviews as well as a simple 

questionnaire like the one used in this study could be implemented.  



 
132 

Future researchers should be open minded as they explore the interaction of 

biology and culture in search for autism etiology. It is doubtful that autism is purely 

biological. It is extremely possible that biology loads the gun, but culture or 

environment of the child pulls the trigger, explaining the variability of symptoms 

manifested by individuals with autism. It is important for researchers to be open in 

this area because it may have some answers as to what characteristics of autism are 

core and which ones are secondary. Consequently, are core symptoms susceptible to 

culture or are secondary ones? As researchers seek to find answers surrounding the 

etiology of autism, they should explore culture further. To echo Murphy (1969), 

culture in the area of autism, like in schizophrenia research, is either a complication 

that has to be controlled or a prime variable that should be studied. This investigator 

hopes that autism researchers will view culture as a prime variable to be studied.  

 

Conclusions 

 Autism is a developmental disorder with multiple impairments, which occurs 

across cultures. The prevalence rate is 16 children per 10,000 for more narrowly 

defined autism and up to 40 children per 10,000 for the more broadly defined groups 

of conditions marked by qualitative deficits in socialization. Symptoms of children 

with autism can be summarized as follows: impairments in social interaction, 

impairment in communication, and stereotyped patterns of behavior. 

 Studies of autism in the past decades have continued to focus on possible 

biological markers, neurological abnormalities that could give clues to the etiology 

of autism. However, these researches have not produced remarkable breakthroughs. 
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In effect, because all human behavior, normal or abnormal, is under the influence of 

culture, many psychopathologies vary across culture in their prevalence, cause, or 

symptoms. Unlike autism, schizophrenia has some similar features with autism and 

its etiology and has been widely researched across cultures. As a result, 

schizophrenia is assumed to be caused by an interaction between an adverse 

psychosocial environment and a genetically determined vulnerability. The influence 

from cultural factors in autism needs to be studied as has been done with 

schizophrenia. Based on the cross-cultural studies on psychopathology of 

schizophrenia, the important cultural factors that may influence the variation are 

family system, parent–child interaction, child-rearing practices, adult tolerance for 

children behavior problems, religion, and value system. 

 Since autism has been regarded as a biological disorder, few cultural studies 

about autism have been conducted. The prevalence and symptoms of autism have 

been assumed to be similar across cultures without data from several developing 

countries. However, research efforts devoted to the search for biological factors of 

autism have not been rewarding, which calls for studies considering other etiological 

explanations. Stutte (1972) emphasized the importance of cultural factors regarding 

autism as well as the lack of solid data on the topic, arguing that more attention 

should be paid to ethnic influences in the prevalence and phenomenology of mental 

disturbance in children. Thus, cross-cultural studies should make it possible to have 

more solidly based ideas on such variables as children’s upbringing, the typical 

reaction to their development stage, and the ethnic stamp on their disturbances. 

Therefore, to understand the antecedents of psychological disorders, the researcher 
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should focus some attention on sociocultural variables and their relationship to 

psychopathology. 

 Because of the huge variety in the nature of human societies and in the 

environments in which children grow up, it would in theory be possible to compare 

the incidence of autism in these different surroundings and to look for correlation 

with the conditions in which children grow up. The absence of studies from many 

countries and other ethno-cultural groups may be due to regional unawareness of 

autism, researchers’ ignorance, and assumptions that autism is rare in indigenous 

countries. 

 Finally, regarding the scarcity of information on the etiology of autism, it is 

not surprising that many researchers declare themselves still puzzled. Even though 

some researchers have expressed more or less clearly pronounced ideas and 

preferences for particular views, no theories explain autism. This has implications for 

the treatment, intervention, and education of children and adolescents with autism. 

The goal of the present study was to investigate cultural influences on the 

behavioral symptoms of autism between individuals with autism in Kenya and 

African Americans in the United States. The results revealed significant differences 

among Kenyans and African Americans. Overall, the African American individuals 

with autism have fewer behavioral problems compared to Kenyans with autism. The 

differences in symptoms may be explained by more opportunities for social contacts 

for the African Americans due to an inclusive education system. The decrease in 

symptoms on the social interaction subscale for the Kenyans may be due to the 

Kenyan educational system, which emphasizes group instruction rather than 
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individual. It is assumed that group instructions would stimulate more physical and 

social contacts with peers than individual instructions. Also, since expectations of 

performance are decided by the whole group, children may want to be integrated into 

the group dynamic and as a result show more socially appropriate behaviors. Rarity 

of some stereotyped behaviors could be due to the lack of toys and other play 

objects, the structure of the class, or the theory of immediate intervention, whereby 

when teachers see a child engaging in stereotyped behaviors, the immediately 

intervene and stop the behavior. The fact that 35% of the Kenyan sample with autism 

was nonverbal is noteworthy; although it could be due to lack of early intervention, it 

should be noted that in Kenya parents treat children with a disability like children, no 

matter how old they are, and do things for them. Thus the children would experience 

learned helplessness, although they might not be aware of it. This may have some 

implication on child-rearing practices and different expectations for children’s 

behavior in terms of whether they are typically developing or have a disability.  

Future cross-cultural research should go a step further to clarify issues raised 

in this study. The importance of the full understanding of cultural impact on the 

behavioral symptoms of autism will improve theory, research, and practice for 

people working with individuals with autism from difference ethno-cultural groups. 
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CONSENT FORMS 
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DEVELOPMENTAL HISTORY QUESTIONNAIRE 
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Developmental History Questionnaire 

(Please answer the following questions the best you can. If you need additional 
space, use the back of the page) 

 
1. Please tell me about yourself (personal and professional background): 

a. What languages do you speak other than English_________________ 

b. Briefly describe your educational background, including any 

information gained concerning autism. 

c. What is your religious affiliation (Christian, Muslim, Hindu, 

etc.)_______________________________ 

2. Tell me about your child: 

a. When did you notice that your child was different? 

(age)________________ 

b. Were there prenatal (before birth), perinatal (during birth), or 

postnatal (after birth) complications you are aware of? 

If yes, briefly describe. 

c. Any serious illnesses, injuries, high fevers, hospitalizations before age 

3 years? If yes, briefly describe. 

d. Any auditory, visual, and tactile sensory acuity and unusual 

sensitivities? 

If yes, briefly describe. 

e. Currently taking any medication for autism?________ Name of 

medication______________________ 

f. How old is he/she?______________________________ 
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g. What were the first symptoms/characteristics you observed in your 

child (please list them or describe)? 

h. What was your first reaction? 

i. Who did you first talk to about your child and why? 

j. When did your child receive official diagnosis of autism and by 

whom? 

k. Do you know what criteria they used (DSM, ICD, etc.)? 

l. How severe is your child (Mild, Moderate, Profound)? 

3. How would you describe your child’s… 

a. Communication and language (presence or absence of speech; age at 

which child babbled, uttered first words, and word combinations; 

nonverbal communication; pronoun reversal; echolalia; etc.)? 

Briefly describe your child’s communication. 

b. Social interactions (responsiveness, eye contact, expression of 

affection, attachment to caretaker, interest in other children, quality of 

interaction, social activities, etc.)? 

Briefly describe your child’s social interactions. 

c. Behavior characteristics (response to change in routine, self-help 

skills, eating and sleeping habits, response to discipline, 

preoccupation, stereotypic, self-stimulatory, etc). 

Briefly describe your child’s behavioral characteristics. 
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4. What kind of treatment have you used with your child (behavioral, 

psychotropic medication, nothing, etc.)?_________________________ 

a. What seems to work? 

b. What doesn’t work? 

c. What seems helpful? 

5. Do you have other children? 

a. How old are they? 

b. Who lives at your house with your child? 

c. How does your child with autism relate to them? 

d. How do they relate to him/her? 

e. What major decisions have you had to make as a result of having a 

child with autism? 

f. Who takes care of your child with autism? 

g. Are there medical, genetic, or developmental disorders in your family 

(immediate and extended)? 

h. Any psychological disorders you know of? 

i. What is the educational level of family members (mom, dad, brothers, 

sisters, grandmother and grandfather)? 

6. Is your child currently attending school? 

___________________________ 

a. What kind of curriculum does the school use? Briefly describe it. 

b. What are his/her academic skills and readiness levels? 

c. Does he/she have any patterns of special abilities? Weaknesses? 
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d. Why did you choose the particular program for your child? 

e. Is this class inclusive of all children or for children with autism only? 

7. In your own words, how would you define autism? 

8. What do you think causes autism?  

a. What other explanations are you aware of? 

9. Are you satisfied with the current education, intervention, and treatment 

for children with autism in your country? Why or why not? 

a. How would you describe an ideal program? 

b. Do you believe professionals working with your child understand 

his/her behavior? Why or why not? 

10. What is your overall understanding of autism in your culture? 
 
 
 
 Additional comments: 
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APPENDIX C 

GILLIAM’S AUTISM RATING SCALE (GARS) 
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APPENDIX D 

AUTISM BEHAVIOR CHECKLIST (ABC) 
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