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Abstract
Background: This survey was conducted to classify Autism Spectrum Disorder (ASD) into subtypes based on childhood 
traits.

Method: To evaluate childhood traits, we used the Multidimensional Scale for Pervasive Developmental Disorder and Attention-
Deficit/Hyperactivity Disorder (ADHD) (MSPA). The MSPA consists of 14 domains, is an assessment tool used for planning 
individual support by identifying the neurodevelopmental features. First, we checked the MSPA domains affecting the diagno-
sis of ASD by using the multiple logistic regression analysis. Then we conducted Principal Component Analysis (PCA) of the 
MSPA scores in 290 patients with ASD to figure out if the 14 MSPA domains can classify into aggregated groups.

Results: The multiple logistic regression analysis showed Group adaptability and Restricted interests/behaviors were the sig-
nificant explanatory variables for ASD. We found four components as a result of PCA, with the initial eigenvalues> 1 and the 
explained variance 58.79%. The domains consisting of each component are as follows; Communication, Group adaptability, 
Empathy, Restricted interests/behaviors, and Language development for component 1, Hyperactivity, Impulsivity, and Inatten-
tion for component 2, Gross motor, Fine motor, and Learning for component 3 and Sensory, Stereotyped and repetitive motion, 
and Sleep cycle for component 4. Based on the traits constituting the four components, we classified ASD into “pure ASD,” 
“overlapping with ADHD,” “overlapping with developmental coordination disorder and learning disorder,” and “disabilities 
associated with the reticular activating system.”

Conclusions: These new subtypes from the aspect of traits in childhood may contribute to organizing effective supports for each 
patient of ASD and their surrenders.
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Trait-based subtypes of ASD by the Multi-Dimensional 
Scale for PDD and ADHD (MSPA)

Historically, the first case of autism was reported by Kanner 
(1943) [1], and the following year, Asperger (1944) [2] reported 
his cases that were later called as Asperger syndrome. Since the 
1940s, several studies had been published discussing whether 
autism and childhood schizophrenia are the same or not [3-5]. After 
a few decades, the concept of autism was finally separated from 

childhood schizophrenia, and Pervasive Developmental Disorder 
(PDD) was then established through the Diagnostic and Statistical 
Manual of Mental Disorders (DSM)-III [6]. Furthermore, cases 
of specific Learning Disorder (LD), Developmental Coordination 
Disorder (DCD), and Attention-Deficit/Hyperactivity Disorder 
(ADHD) were reported [7-9], and the concept of each disorder 
was established..

In the revision of DSM-IV-TR [10] to DSM-5 [11] in 2013, 
PDDs including autism, Asperger’s disorder, and Pervasive 
Developmental Disorder–Not Otherwise Specified (PDD-NOS), 
were integrated into Autism Spectrum Disorder (ASD), and the 
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diagnostic criteria were also changed. ASD, ADHD, LD, and DCD 
were all classified into one broad category of neurodevelopmental 
disorders. The co-occurrence of ASD, ADHD, and DCD has been 
permitted since this revision, possibly because of considerable 
case reports overlapping ASD and other neurodevelopmental 
disorders [12-16]. This revision indicates a complex pathology of 
neurodevelopmental disorders beyond each diagnostic category.

Individuals with ASD have a wide variety of clinical 
presentations. Several genetic studies identifying numerous 
responsible sites [17-19] have been reported in decades, supporting 
the idea of the complex background. The prognosis of ASD also 
varies widely. Landa (2012) [20] suggested a broader phenotype 
of ASD in children with good prognosis such as normative 
development; meanwhile, several studies brought up unfavorable 
prognosis such as the increase in mortality nearly twice more than 
that in the general population [21-23]. Waterhouse et al. (2016) [24] 
reviewed the validity of ASD for over 300 studies and specified 
the lack of evidence in a constant developmental course or life 
outcome in patients with ASD. Furthermore, they documented 
the lack of internal homogeneity to determine whether ASD has 
valid subtypes, despite the efforts from many aspects, such as 
gender subgrouping, brain-feature subgrouping, and behavior 
subgrouping.

To elucidate the question about prognosis and subtypes of 
ASD or how neurodevelopmental disorders extend and overlap 
each other, researchers need to collect enough number and 
information of individuals. However, when we tried to examine 
this question retrospectively, the difference of diagnostic criteria 
in each era would become one of the most challenging obstacles. 
The individual group with PDD-NOS in DSM-IV-TR may not be 
the same as that with ASD in DSM-5 [25-27].

Funabiki, Kawagishi, Uwatoko, Yoshimura, and Murai 
(2011) [16] developed the Multi-Dimensional Scale for PDD 
and ADHD (MSPA), which is an assessment tool for individuals 
who have neurodevelopmental disorders. This tool evaluates the 
severity of the traits associated with neurodevelopmental disorders 
by visualizing them in a radar chart for supporting them and their 
surroundings on the basis of their behaviors on early childhood. 
Most importantly, MSPA was developed as an evaluation tool for 
understanding their characteristics as they are, not as a diagnostic 
tool. Hence, it is not influenced by the change of diagnostic criteria, 
thereby solving the abovementioned problem, that is, the difficulty 
of evaluating individuals retrospectively due to the different 

diagnostic criteria. In addition, given that MSPA evaluates early 
childhood traits, it may also help us prevent overlooking the co-
occurrence of neurodevelopmental disorders and distinguish traits 
from other complicating problems, such as secondary disorders. In 
the present study, we first checked the MSPA scores for organizing 
the overlapping features of each neurodevelopmental disorder. 
We clarified the distinctive traits of ASD, combined-ADHD 
(C-ADHD), inattentive-ADHD (I-ADHD), LD, and DCD. Next, 
we investigated the MSPA domains affecting the diagnosis of 
ASD. This survey aimed to classify ASD into subtypes to seek 
more suitable supports to individuals with ASD whose clinical 
presentations are diverse in each. For this goal, we focused on the 
aspect of childhood traits by using the MSPA scores.

Methods
Participants

We reviewed records of patients who had visited the 
neurodevelopment unit in our hospital or an educational support 
center in the community between 2006 and 2016. The inclusion 
criteria of participants were as follows: patients without intellectual 
disabilities (Intelligence Quotient [IQ] or Developmental Quotient 
[DQ] ≥ 70); those who had at least one diagnosis of ASD, I-ADHD, 
C-ADHD, LD, or DCD; those who had been assessed with MSPA; 
and those aged <50 years. We excluded patients aged ≥50 years 
because of the difficulty in gathering enough information about 
infancy and childhood. IQ or DQ was evaluated using the Kyoto 
Scale of Psychological Development [28] for children aged <6 
years, the Wechsler Intelligence Scale for Children 3rd [29] or 4th 
[30] Edition for those aged 6–17 years, and the Wechsler Adult 
Intelligence Scale 3rd [31] Edition for those aged >17 years. A 
total of 396 patients (277 males and 119 females) were included 
according to the abovementioned criteria. The age of patients was 
17.73 ± 11.45 (mean ± Standard Deviation [SD]) years. Their 
Full-Scale IQ (FIQ) was 99.75 ± 14.77, Verbal IQ (VIQ) was 
103.37 ± 17.32, and performance IQ (PIQ) was 95.79 ± 14.38. The 
distribution of patients is presented in (Table 1). We rechecked their 
records retrospectively and reconstructed their diagnoses on the 
basis of DSM-5 wherein multiple diagnoses were allowed for one 
patient. Eventually, we found that 290 out of the 396 participants 
had been diagnosed with ASD. Furthermore, 138 had C-ADHD, 
167 had I-ADHD, 75 had LD, and 122 had DCD. The percentage 
of co-occurrence of ASD and other neurodevelopmental disorders 
is listed in (Table 2).
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ASD non-ASD C-ADHD I-ADHD non-
ADHD LD non-LD DCD non-DCD

n 290 106 138 167 91 75 321 122 274

male 209 68 114 98 65 49 228 85 192

female 81 38 24 69 26 26 93 37 82

age 18.71 16.79 13.46 21.01 20.32 17.19 18.43 20.36 17.25

±11.81 ±10.43 ±10.22 ±10.92 ±12.06 ±11.76 ±11.42 ±12.26 ±11.01

FIQ 100.34 98.23 97.24 101.17 100.47 93.21 101.47 97.76 100.69

±15.39 ±12.95 ±14.21 ±15.23 ±14.31 ±11.16 ±15.13 ±14.78 ±14.70

VIQ 104.29 100.63 ±99.44 105.43 104.05 95.66 105.44 104.28 102.92

±18.21 ±14.10 ±18.12 ±16.15 ±17.92 ±14.79 ±17.39 ±17.45 ±17.28

PIQ 96.03 95.04 94.86 96.33 95.85 91.63 96.90 92.94 97.23

±15.26 ±11.32 ±14.64 ±14.68 ±13.68 ±13.58 ±14.41 ±15.57 ±13.55

Age, FIQ, VIQ, PIQ scores present mean ± SD
The number of participants in ASD and non-ASD adds up to total participants (N=396)

So as C-ADHD and I-ADHD and non-ADHD, LD and non-LD, DCD and non-DCD adds up to total participants.

Table 1: Characteristics of sample (N = 396).

n %

ASD only 50 17.24

ASD + C-ADHD 97 33.45

ASD + I-ADHD 109 37.59

ASD + LD 54 18.62

ASD + DCD 107 36.90

Table 2: Classification of ASD.

Procedures and Materials

MSPA (Funabiki et al. 2011) [16] consists of the following 14 
domains: Communication, Group adaptability, Empathy, Restricted 
interests/behaviors, Sensory, Stereotyped/repetitive motion, Gross 
motor, Fine motor, Inattention, Hyperactivity, Impulsivity, Sleep 
cycle, Learning, and Language development. Each domain was 
graded on a nine-rank scale according to the degree of difficulties 
based on their traits as follows: 1, no sign of developmental traits; 
2, some signs of developmental traits but no need of support; 3, 
requiring support by supervisors in groups; 4, requiring special 
support by everyone in groups; and 5, facing difficulty despite full 
support from groups and requiring special supports individually. 
Conditions between adjacent scores were graded as 1.5, 2.5, 3.5, 

and 4.5 accordingly.

For MSPA evaluation, well-trained experts conducted a semi-
structured interview to the individuals and their families in 
approximately 30 minutes, so that they could sufficiently assess 
the severity and the level of support needed for each trait. Before 
the interviews, the individuals and their families, caregivers, 
or teachers were required to answer questionnaires to help the 
interviewers know the state of the individual in multiple situations 
experienced from childhood to the present time. Through these 
procedures of MSPA, we could evaluate the details of their traits 
based on their behaviors in early childhood. This study was 
approved by the medical ethics of our hospital.

Data analysis

Descriptive statistics were conducted for gender, age, IQ 
(FIQ, VIQ, and PIQ), and the MSPA scores in each diagnosis of 
the neurodevelopmental disorder. In the respective analyses of 
ASD, LD, and DCD, we performed a chi-square test for gender and 
Student t-tests for age, FIQ, VIQ, PIQ, and the 14 domains of the 
MSPA scores between the groups with and without each disorder. 
Next, we conducted a one-way analysis of variance (ANOVA) to 
determine whether age, FIQ, VIQ, PIQ, and the 14 domains of the 
MSPA scores differed among the three groups, namely, C-ADHD, 
I-ADHD, and non-ADHD.

A multiple logistic regression analysis (the variable 
increasing method by likelihood ratio) was conducted to identify 
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the MSPA domains affecting the diagnosis of ASD. We used the 
dummy variables “1 = patients with the diagnosis of ASD” and 
“0 = patients without the diagnosis of ASD” as the dependent 
variables. The explanatory variables were the scores of the 14 
MSPA domains. For the MSPA data of 290 patients with ASD, we 
conducted a principal component analysis (PCA) to summarize the 
developmental characteristics of the 14 domains. Oblique rotation 
(Promax rotation) was selected; this approach is commonly used in 
cases when a correlation is possibly present among factors [32].

Moreover, we used the Statistical Package for the Social 
Sciences (software version 22.0, IBM Corp. 2013) for statistical 
analysis.

Results

We found differences in age, gender, and IQ between the 
groups with and without each disorder. We excluded 11 patients 
from the analysis of age because their age data consisted of only 
school grade, not the exact age. The patients with C-ADHD were 
younger than those without C-ADHD (F [2, 382] = 19.57, p <.001). 
Male ratio was higher in C-ADHD than in I-ADHD (χ2 [2] = 20.70, 
p <.001). The scores of FIQ (t [144.91] = 5.12, p <.001) and VIQ 
scores (t [277] = 3.95, p <.001) were significantly lower in patients 
with LD than in patients without LD (Table 1).

The traits evaluated using the MSPA scores in each 
neurodevelopmental disorder are presented in (Table 3). MSPA 

scores of ≥3 indicate “requiring support” and traits requiring 
sufficient clinical attention. The number of such domains whose 
average scores were ≥3 was as follows: five domains in ASD, seven 
domains in C-ADHD, four domains in I-ADHD, five domains in 
LD, and six domains in DCD. These results are shown in (Table 
3).

The group with ASD had significantly higher scores than 
that without ASD in the domains of Communication, Group 
adaptability, Empathy, Restricted interests/behavior, Sensory, 
Stereotyped/repetitive motion, and Gross motor, as shown by the 
result of t-test (p <.001). Furthermore, the group with ASD had 
significantly lower scores in the domain of Inattention than the 
group without ASD (p <.001). The group with LD had significantly 
higher scores in the domains of Fine motor and Learning than the 
group without LD (p <.001). Furthermore, the group with DCD 
had significantly higher scores in the domains of Communication, 
Group adaptability, Empathy, Restricted interests/behavior, Sensory, 
Stereotyped/repetitive motion, Gross motor, and Fine motor than 
the group without DCD (p <.001). Both groups with C-ADHD 
and I-ADHD had significantly higher scores in the domains of 
Inattention, Hyperactivity, and Impulsivity than the non-ADHD 
group, according to the ANOVA (p <.001). The C-ADHD group 
also showed higher scores of Hyperactivity and Impulsivity than 
the I-ADHD group, but Inattention had no statistically significant 
difference between the C-ADHD and I-ADHD groups.

ASD non-
ASD C-ADHD I-ADHD non-

ADHD LD non-LD DCD non-
DCD

n 290 106 138 167 91 75 321 122 274

Communication
3.34 2.46 ⧻ 3.13 3.00 3.24 3.19 3.08 3.42 2.96 ⧻

±0.57 ±0.59 ±0.74 ±0.70 ±0.59 ±0.60 ±0.71 ±0.59 ±0.69

Group adaptability
3.45 2.40 ⧻ 3.22 3.00 3.32 3.23 3.15 3.48 3.03 ⧻

±0.51 ±0.49 ±0.78 ±0.67 ±0.52 ±0.62 ±0.70 ±0.58 ±0.69

Empathy
3.19 2.33 ⧻ 3.07 2.88 2.93 2.94 2.96 3.20 2.85 ⧻

±0.61 ±0.60 ±0.73 ±0.74 ±0.64 ±0.64 ±0.74 ±0.68 ±0.71

Restricted interests/
behaviors

3.56 2.52 ⧻ 3.38 3.20 3.36 3.25 3.29 3.49 3.19 ⧻

±0.53 ±0.59 ±0.74 ±0.72 ±0.63 ±0.76 ±0.71 ±0.72 ±0.70

Sensory
2.39 1.75 ⧻ 2.29 2.21 2.12 2.27 2.21 2.52 2.08 ⧻

±0.93 ±0.76 ±0.97 ±0.91 ±0.89 ±0.95 ±0.93 ±0.89 ±0.91

Stereotyped/ repetitive 
motion

1.61 1.24 ⧻ 1.68 1.47 1.33 1.52 1.51 1.77 1.40 ⧻

±0.80 ±0.47 ±0.86 ±0.67 ±0.61 ±0.79 ±0.73 ±0.88 ±0.64

Gross motor
2.34 1.82 ⧻ 2.09 2.19 2.37 2.51 2.13 3.20 1.75 ⧻

±0.88 ±0.76 ±0.98 ±0.84 ±0.79 ±0.81 ±0.88 ±0.46 ±0.62
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Fine motor
2.13 1.87 2.20 2.04 1.88 2.38 1.98 ⧻ 2.92 1.67 ⧻

±0.89 ±0.70 ±0.93 ±0.80 ±0.77 ±0.78 ±0.84 ±0.65 ±0.60

Inattention
3.15 3.56 ⧻ 3.73 3.60 1.98 a 3.51 3.20 3.34 3.22

±0.93 ±0.64 ±0.55 ±0.47 ±0.56 ±0.82 ±0.89 ±0.89 ±0.88

Hyperactivity
2.27 2.33 3.34 1.85 1.47 b 2.41 2.25 2.34 2.26

±0.99 ±0.92 ±0.55 ±0.56 ±0.58 ±0.96 ±0.97 ±1.01 ±0.95

Impulsivity
2.66 2.62 3.37 2.40 1.99 c 2.66 2.64 2.67 2.64

±0.96 ±0.89 ±0.66 ±0.81 ±0.81 ±1.01 ±0.93 ±1.01 ±0.91

Sleep cycle
1.96 1.95 1.97 2.08 1.71 1.81 1.99 2.00 1.94

±0.84 ±0.90 ±0.90 ±0.84 ±0.78 ±0.80 ±0.87 ±0.86 ±0.86

Learning
1.95 1.98 2.00 2.03 1.77 3.30 1.62 ⧻ 2.19 1.86

±0.85 ±0.88 ±0.84 ±0.88 ±0.84 ±0.41 ±0.56 ±0.91 ±0.82

Language development
1.69 1.43 1.67 1.58 1.62 1.82 1.58 1.79 1.55

±0.71 ±0.51 ±0.72 ±0.63 ±0.68 ±0.71 ±0.66 ±0.73 ±0.64

scores present mean±SD
⧻ As the result of t-test, two groups deffered significantly (p < .001)
a As the result of ANOVA, none-ADHD group had significant low scores compared to both C-ADHD group and I-ADHD group
bc As the result of ANOVA, all three groups had significant difference among each other
Bold: mean of MSPA scores over 3 which means “requiring support”

Table 3: The MSPA scores of each neurodevelopmental disorder groups.

(Table 4) presents the domains affecting the diagnosis of ASD in the multiple logistic regression analysis (the variable increasing 
method by likelihood ratio). The omnibus test of the model coefficients was significant at the 0.1% level, guaranteeing the significance 
of the regression equation. The percentage correct was 94.2%. Given the possibility of multicollinearity, we examined the internal 
correlation between the explanatory variables and found no strong correlation (|r| > 0.8). The values of variance inflation factors were 
all <10, which suspects of no harmful possibilities of multicollinearity. Group adaptability and Restricted interests/behaviors were the 
significant explanatory variables for ASD. The multiple logistic regression model of the best battery is also presented in (Table 4).

B S.E. Wald Sig. OR
95% CI for OR

ASD Lower Upper

x1: Group adaptability 4.634 .695 44.474 .000 102.898 26.361 401.650

x2: Restricted nterests/behaviors 3.318 .544 37.251 .000 27.605 9.511 80.119

Constant -22.260 3.046 53.398 .000

model chi-square test: p < .001,     Percentage Correct: 94.2 %
The logistic regression model of the best battery: ln(P/(1-P)) = -22.260 + 4.634 x1 + 3.318 x2

Table 4: Logistic regression analysis in ASD.
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The correlation matrix analyzed in 290 patients of ASD is shown in (Table 5a). We did not find extremely strong correlations (|r| 
> 0.9) to suspect possibilities of multicollinearity.

  1 2 3 4 5 6 7 8 9 10 11 12 13 14

1. Communication - .65** .48** .30** .13** .17** .21** .29** .11 .16** .08 .05 .13* .38**

2. Group adaptability   - .49** .44** .23** .28** .23** .26** .11 .27** .18** .10 .12 .33**

3. Empathy     - .38** .21** .22** .13** .15* .25** .28** .32** .05 .00 .22**

4. Restricted interests/behaviors       - .29** .13** .11 .11 .16** .28** .33** .10 .08 .16*

5. Sensory         - .31** .21** .22** .15* .22** .27** .12* .05 .06
6. Stereotyped/ repetitive 
motion           - .23** .26** .20** .29** .19** .15* .10 .08

7. Gross motor             - .62** .07 .00 .01 .09 .21** .15*

8. Fine motor               - .25** .23** .12* -.02 .27** .18**

9. Inattention                 - .54** .47** .14* .25** .12

10. Hyperactivity                   - .63** .13* .22** .20**

11. Impulsivity                     - .10 .13* .14*

12. Sleep cycle                       - -.05 .08

13. Learning                         - .18**

14. Language development                           -

* p <.05, ** p <.01	

Table 5a: Pearson Correlation in 290 participants with ASD.

(Table 5b) presents the PCA result. The Cronbach’s alpha coefficient for testing the reliability was.77. Four components were 
selected on the basis of the criterion that the initial eigenvalues were >1. The explained variance was 58.79%, which is less than the 
satisfactory 60% proposed by Hair (2014) [33]. Therefore, we adopted initial eigenvalues> 1 based on Guttman (1954) and Kaiser 
(1960) rule [34,35]. The pattern matrix is depicted in (Table 5c). All of the 14 MSPA domains were categorized into four components 
without overlapping or missing. Component 1 was accounted for 27.40% of the variance and consisted of the following five domains: 
Communication, Group adaptability, Empathy, Restricted interests/behaviors, and Language development. Component 2 was accounted 
for 12.20% of the variance, with the three following domains: Hyperactivity, Impulsivity, and Inattention. Component 3 was accounted 
for 10.67% of the variance, also with the three following domains: Gross motor, Fine motor, and Learning. Component 4 was accounted 
for 8.52% of the variance, with the three remaining domains: Sensory, Stereotyped/repetitive motion, and Sleep cycle.

Total Variance Explained

Component
Initial Eigenvalues Extraction Sums of Squared Loadings Rotation Sums of Squared 

Loadings

Total % of 
Variance Cumulative % Total % of 

Variance Cumulative % Total

1 3.84 27.40 27.40 3.84 27.40 27.40 3.08

2 1.71 12.20 39.60 1.71 12.20 39.60 2.70

3 1.49 10.67 50.27 1.49 10.67 50.27 2.17

4 1.19 8.52 58.79 1.19 8.52 58.79 1.71

5 0.97 6.94 65.73
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6 0.82 5.83 71.56

7 0.77 5.48 77.04

8 0.72 5.11 82.15

9 0.58 4.16 86.31

10 0.51 3.65 89.96

11 0.47 3.32 93.28

12 0.35 2.48 95.76

13 0.33 2.33 98.09

14 0.27 1.91 100.00

Table 5b: Principal axis factor analysis of ASD and 14 domains (Promax rotation).

 
Component

1 2 3 4

Communication 0.88

Group adaptability 0.83

Empathy 0.70

Language development 0.56

Restricted interests/behaviors 0.53

Hyperactivity 0.83

Impulsivity 0.80

Inattention 0.80

Gross motor 0.85

Fine motor 0.83

Learning 0.48

Sensory 0.66

Stereotyped/repetitive motion 0.55

Sleep cycle 0.51

Pattern loadings ≥.40 are reported.

Table 5c: Pattern Matrix of the MSPA domains in ASD.

Discussion
This survey focused on the severity of childhood traits as 

an additional aspect to various approaches in ASD subtyping, 
as expressed by MSPA. The MSPA scores well presented the 
individual features of individuals with neurodevelopmental 

disorders who consulted the experts for diagnosis. Patients with 
ASD had significantly higher scores in the MSPA domains related 
to the diagnosis criteria of ASD than those without ASD. The well 
matching of the high MSPA scores and the diagnostic criteria was 
also noted in C-ADHD, I-ADHD, LD, and DCD. Meanwhile, 
patients with LD had significantly higher scores in Fine motor 
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domain than those without LD. This result matches well to the 
previous report noticing fine motor deficiency in children with LD 
[36]. From the mean MSPA scores, we found that patients with 
LD required support in the domains of Communication, Group 
adaptability, Restricted interests/behavior, and Inattention, as well 
as Learning, possibly suggesting the highly frequent overlap of LD 
with ASD or ADHD.

Patients with DCD also showed higher mean scores in the 
MSPA domains of Communication, Group adaptability, Empathy, 
Restricted interests/behavior, and Inattention, similar to patients 
with LD. Hence, when patients with LD or DCD visit the experts 
for diagnosis, they may have difficulties in not only motor function 
or learning skills but also traits from the co-occurrence of ASD 
or ADHD. Thus, MSPA could help more in recognizing other 
traits than the main diagnosis, thereby supporting individuals with 
neurodevelopmental disorders comprehensively in their daily lives. 
According to the multiple logistic regression analysis, the MSPA 
domains that significantly affected the diagnosis of ASD were 
Group adaptability and Restricted interests/behaviors in the order 
of influence. The ASD diagnosis in DSM-5 has two major criteria 
stated as follows: A. persistent deficits in social communication 
and social interaction and B. restricted, repetitive patterns of 
behavior, interests, or activities. The most affected domain in our 
analysis met the criteria A, and the second most affected domain 
met the criteria B. These two domains appeared to be specific 
features of ASD even compared with other neurodevelopmental 
disorders constituting the non-ASD group in this study. The other 
typical ASD domains such as Communication and Empathy, which 
are also included in the criteria A, were not specific features of 
ASD when compared with other neurodevelopmental disorders. 
Both average scores of Communication and Empathy were >3, 
which indicates “requiring support.” However, in this study, these 
domains did not have a significant effect on the diagnosis of ASD. 
Hence, Communication and Empathy might be shared symptoms 
in other neurodevelopmental disorders at clinical settings.

Thus, we compared the MSPA rating with the diagnosis 
of ASD in DSM-5 and found features specific to the diagnosis. 
Considering that MSPA focuses on the traits from behaviors on 
early childhood and evaluates them in multiple situations, the 
rating is not influenced by the revision of diagnostic criteria. The 
PCA for the MSPA data of 290 patients with ASD revealed four 
components. The five MSPA domains constituting component 1 
were as follows: Communication, Group adaptability, Empathy, 
Restricted interests/behaviors, and Language development. 
Restricted interests/behaviors domain is in the diagnostic criteria B 
and the three other domains are in the diagnostic criteria A of ASD 
in DSM-5. Delayed language development is one of the earliest 
symptoms in individualss with ASD [37] and was used to be one 
of the diagnostic criteria of autism before development of DSM-5 
[11]. These five domains are a set of core symptoms of ASD, and 

we consider these domains of component 1 as traits related to an 
aspect of “pure autism.”

The MSPA domains constituting component 2 were three, 
namely Hyperactivity, Impulsivity, and Inattention. These domains 
are features of the diagnostic criteria of ADHD and may indicate 
frequent overlaps between ASD and ADHD. Thus, component 
2 is an aspect of “overlapping with ADHD.” The percentage of 
patients with ASD who have a co-occurrence of ADHD in our 
survey was 71.0%, which matches well with previous reports by 
Leitner (2014) and Yoshida (2004) [13,38]. Leitner (2014) [38] 
reviewed over 150 studies of ASD and ADHD co-occurrence and 
reported the percentage range of recorded cases at 37%–85%. 
Yoshida (2004) [13] also noted that PDD has 67.9% overlap with 
ADHD. In our survey, the subjects had IQ of ≥70, and this finding 
is consistent with that of Yoshida’s report.

Component 3 consisted of three MSPA domains, namely, 
Gross motor, Fine motor, and Learning. These domains are 
considered to be a group overlapping with DCD or LD or both. 
Although clumsiness is excluded in the DSM-5 criteria for ASD, 
motor problems such as motor delay or deficits in coordination, 
movement preparation and planning, praxis, gait, and balance 
are well known as ASD-associated features [39]. Green (2009) 
[40] reported that the difficulty of motor skills was up to 79% in 
children with ASD, specified that the impairment was severer in 
low-IQ groups, and concluded that it might arise from a severer 
neurological damage. Our participants had an IQ over 70, and 
DCD accompanied approximately 40% of them. Co-occurrence 
with DCD might increase when we focus on patients with both 
ASD and low IQ. When DCD was not allowed to be diagnosed 
with ASD until the establishment of DSM-5, LD was one of the 
diseases that could already be diagnosed with ASD in DSM-IV. 
The co-occurrence of ASD and LD is reported to be between 65% 
and 85% [41]. Hence, component 3 is a mass of traits “overlapping 
group with DCD and LD.” Furthermore, we already recognized 
a group of patients having symptoms of DCD, LD, and ADHD, 
which are collectively known as deficits in attention, motor control, 
and perception (DAMP) syndrome [42,43]. In addition, the high 
frequency in the co-occurrence of DAMP and ASD has already 
been suggested [43]. From the results of components 2 and 3, we 
can conclude that the symptoms of neurodevelopmental disorders 
closely overlap each other.

Meanwhile, component 4 had three MSPA domains: Sensory, 
Stereotyped and repetitive motion, and Sleep cycle. Individuals 
with ASD have unusual sensory patterns [44]. Stereotyped and 
repetitive motion is also one of the early signs of ASD [45,46], 
thereby related to the severity of ASD [47]. Sleep problems are also 
frequently observed in individuals with ASD [48,49]. Furthermore, 
these three traits may be predictors of social skill or communication 
problems [50]. These traits may occur from more primitive 
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brain functions, indicating syndromes related to the reticular 
activating system. The reticular activating system is responsible 
for controlling the sleep–wake pattern [51]. It is also known as the 
pathway where sensory information is integrated and projected. 
In addition, it plays roles in muscle toning, exercise regulation, 
and rhythm generation (pattern generator). Some individuals with 
ASD have the disability of these functions. Thus, component 4 is 
considered as “disabilities associated with the reticular activating 
system.” These interpretations based on domains with high scores 
do not imply that the results are exclusive of other domains that 
entered in the model and relatively small sample size.

The four components presented from the results of this study 
indicate the complex overlapping with other neurodevelopmental 
disorders and variations of ASD; such variations may be called 
as subtypes. Given that this survey focused on the aspect of the 
MSPA scores evaluating the severity of “requiring support,” these 
subtypes might well present the ways of supports they need. 
Furthermore, considering that MSPA is well designed to support 
individuals with neurodevelopmental disorders throughout their 
lifetime on the basis of their traits, it is also useful and supportive 
for those who turned out to have difficulties in their adulthood. In 
the future, more effective supports for each subtype are expected 
to be determined and organized.

Limitation
The target population of the present study included patients 

diagnosed with neurodevelopmental disorders. Considering that 
they consulted the experts for diagnosis regarding their difficulties 
experienced in their daily lives, their MSPA scores tend to be higher 
than those of the undiagnosed population. A comparative study 
involving a community group is needed for further discussions. 
There is no comprehensive support tool like the MSPA. For this 
reason, it is necessary to verify external validity by finding tools 
that evaluate similar characteristics even if the purpose is different 
for each domain, which is a future work.

Acknowledgments
We would like to thank the staffs in the Department 

of Psychiatry at Kyoto University Hospital for the kind and 
considerate supports for patients.

Conflict of interest
The authors declare that they have no conflict of interest.

Ethical Approval
All procedures performed in studies involving human 

participants were in accordance with the ethical standards of the 

institutional and/or national research committee and with the 
1964 Helsinki declaration and its later amendments or comparable 
ethical standards.

Informed Consent
Informed consent was obtained from all individual 

participants included in the study.

Funding
This research was supported by Research Institute of Science 

and Technology for Society, Japan Science and Technology 
Agency, and Grant-in-Aid for Scientific Research (A) (17H00883) 
and Grant-in-Aid for Challenging Exploratory Research 
(15K15223), Grant-in-Aid for Scientific Research on Innovative 
Areas(16H06397).

References
Kanner L (1943) Autistic disturbances of affective contact. Nervous 1.	
Child.

Asperger H (1944) Childhood Autistic Psychopaths. Archive for Psy-2.	
chiatry And Nervous Diseases1: 76-136.

Kanner L (1949) Problems of nosology and psychodynamics of early 3.	
infantile autism. American Journal of Orthopsychiatry 3: 416-426.

Cappon D (1953) Clinical Manifestations of Autism and Schizophrenia 4.	
in Childhood 69: 44-49.

Rutter M (1972) Childhood schizophrenia reconsidered. Journal of Au-5.	
tism Childhood Schizophrenia 4: 315-337.

American Psychiatric Association (1980) Diagnostic and statistical 6.	
manual of mental disorders (3rd Ed.). Washington, DC: American Psy-
chiatric Association.

Hinshelwood J (1895) Word blindness and visual memory. Lancet 2: 7.	
1564-1570.

Walton JN, Ellis E, Court SD (1962) clumsy children: developmental 8.	
apraxia and agnosia. Brain 85: 603-612.

Still GF (1902) The Goulstonian Lectures. On some abnormal psychi-9.	
cal conditions in children 1008-1012.

American Psychiatric Association (2000) Diagnostic and statistical 10.	
manual of mental disorders, fourth edition, text revision (DSM-IV-TR) 
Washington DC American Psychiatric Association.

American Psychiatric Association (2013) Diagnostic and statistical 11.	
manual of mental disorders, fifth edition (DSM-Washington DC Ameri-
can Psychiatric Association.

Goldstein S, Schwebach AJ (2004) the comorbidity of pervasive devel-12.	
opmental disorder and attention deficit hyperactivity disorder: Results 
of a retrospective chart review. Journal of Autism and Developmental 
Disorders 3: 329-339.

Yoshida Y, Uchiyama T (2004) the clinical necessity for assessing At-13.	
tention Dificit/Hyperactivity Disorder (AD/HD) symptoms in children 
with high-functioning Pervasive Developmental Disorder (PDD). Euro-
pean Child and Adolescent Psychiatry 5: 307-314.

https://psycnet.apa.org/record/1943-03624-001
https://psycnet.apa.org/record/1943-03624-001
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1939-0025.1949.tb05441.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1939-0025.1949.tb05441.x
https://link.springer.com/article/10.1007/BF01537622
https://link.springer.com/article/10.1007/BF01537622
https://ajp.psychiatryonline.org/doi/10.1176/ajp.145.10.1301
https://ajp.psychiatryonline.org/doi/10.1176/ajp.145.10.1301
https://ajp.psychiatryonline.org/doi/10.1176/ajp.145.10.1301
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(01)98764-1/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(01)98764-1/fulltext
https://academic.oup.com/brain/article/85/3/603/268627https:/link.springer.com/article/10.1007/BF01537622
https://academic.oup.com/brain/article/85/3/603/268627https:/link.springer.com/article/10.1007/BF01537622
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(01)74901-X/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(01)74901-X/fulltext
https://behavenet.com/diagnostic-and-statistical-manual-mental-disorders-fourth-edition-text-revision
https://behavenet.com/diagnostic-and-statistical-manual-mental-disorders-fourth-edition-text-revision
https://behavenet.com/diagnostic-and-statistical-manual-mental-disorders-fourth-edition-text-revision
https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.ncbi.nlm.nih.gov/pubmed/15264500
https://www.ncbi.nlm.nih.gov/pubmed/15264500
https://www.ncbi.nlm.nih.gov/pubmed/15264500
https://www.ncbi.nlm.nih.gov/pubmed/15264500
https://link.springer.com/article/10.1007/s00787-004-0391-1
https://link.springer.com/article/10.1007/s00787-004-0391-1
https://link.springer.com/article/10.1007/s00787-004-0391-1
https://link.springer.com/article/10.1007/s00787-004-0391-1


Citation: Kozuki H, Shiwa T, Amagai K, Ogawa S, Murai T, et al. (2020) Trait-Based Subtypes of ASD by the Multi-Dimensional Scale for PDD and ADHD (MSPA). 
Int J Autism & Relat Disabil: IJARD-132. DOI: 10.29011/2642-3227.000032

10 Volume 2020; Issue 01

Leyfer OT, Folstein SE, Bacalman S, Davis NO, Dinh E, et al. (2006). 14.	
Comorbid psychiatric disorders in children with autism: Interview de-
velopment and rates of disorders. Journal of Autism and Developmen-
tal Disorders 7: 849-861.

Sinzig J (2009) Attention Deficit / Hyperactivity Disorder in Children 15.	
and Adolescents with Autism Symptom or Syndrome ? Journal of at-
tention disorders 2: 117-126.

Funabiki Y, Kawagishi H, Uwatoko T, Yoshimura S, Murai T (2011) De-16.	
velopment of a multi-dimensional scale for PDD and ADHD. Research 
in Developmental Disabilities 3: 995-1003.

Geschwind DH (2011) Genetics of autism spectrum disorders. Trends 17.	
in Cognitive Sciences 9: 409-416.

Miles JH (2011) Autism spectrum disorders-A genetics review. Genet-18.	
ics in Medicine 4: 278-294.

Carter MT, Scherer SW (2013) Autism spectrum disorder in the genet-19.	
ics clinic: A review. Clinical Genetics 5: 399-407.

Landa RJ, Gross AL, Stuart EA, Bauman M (2012) Latent class analy-20.	
sis of early developmental trajectory in baby siblings of children with 
autism. Journal of Child Psychology and Psychiatry and Allied Disci-
plines 9: 986-996.

Mouridsen SE, Brønnum-Hansen H, Rich B, Isager T (2008) Mortality 21.	
and causes of death in autism spectrum disorders: An update. Autism 
4: 403-414.

Woolfenden S, Sarkozy V, Ridley G, Coory M, Williams K (2012) A 22.	
systematic review of two outcomes in autism spectrum disorder - Epi-
lepsy and mortality. Developmental Medicine and Child Neurology 4: 
306-312.

Hirvikoski T, Mittendorfer-Rutz E, Boman M, Larsson H, Lichtenstein P, 23.	
et al. (2016) Premature mortality in autism spectrum disorder. British 
Journal of Psychiatry 3: 232-238.

Waterhouse L, London E, Gillberg C (2016) ASD Validity. Review Jour-24.	
nal of Autism and Developmental Disorders 4: 302-329.

Matson JL, Rieske RD, Williams LW (2013) the relationship between 25.	
autism spectrum disorders and attention-deficit/hyperactivity disorder: 
An overview. Research in Developmental Disabilities 9: 2475-2484.

Barton ML, Robins DL, Jashar D, Brennan L, Fein D (2013) Sensi-26.	
tivity and specificity of proposed DSM-5 criteria for autism spectrum 
disorder in toddlers. Journal of Autism and Developmental Disorders 
43: 1184-1195.

Bent CA, Barbaro J, Dissanayake C (2017) Change in Autism Diag-27.	
noses Prior to and Following the Introduction of DSM-5. Journal of 
Autism and Developmental Disorders 47: 163-171.

Ikuzawa FM, Matsushita Y, Nakase A (2001) Kyoto scale of psycho-28.	
logical development 2001. Kyoto: Kyoto International Social Welfare 
Exchange Centre.

Wechsler D (1991) Wechsler Intelligence Scale for children-Third edi-29.	
tion: Canadian (WISC-III). Toronto: Psychological Corporation. Google 
Scholar

Wechsler D (2003) Wechsler intelligence scale for children-Fourth 30.	
edition (WISC-IV). San Antonio, TX: The Psychological Corporation. 
Google Scholar.

Wechsler D (1997) Wechsler adult Intelligence Scale-Third edition: 31.	
Canadian (WAIS-III). Toronto: The Psychological Corporation. Google 
Scholar

Pituch KA, Stevens JP (2016) Applied multivariate statistics for social 32.	
sciences 6th edition. New York : Routledge Taylor & Francis.

Hair J, Black W, Babin B, Anderson R (2014) Multivariate data analy-33.	
sis, Pearson new international edition (vol. Seventh edition). Harlow, 
Essex, Pearson.

Guttman L (1954) Some necessary conditions for common factor anal-34.	
ysis. Psychometrika 19: 149-161.

Kaiser HF (1960) The application of electronic computers to factor 35.	
analysis. Educational and Psychological Measurement 20: 141-151.

Smits-Engelsman BCM, Wilson PH, Westenberg Y, Duysens J (2003) 36.	
Fine motor deficiencies in children with developmental coordination 
disorder and learning disabilities: An underlying open-loop control defi-
cit. Human Movement Science 22: 495-513.

Landa R, Garrett-Mayer E (2006) Development in infants with autism 37.	
spectrum disorders: A prospective study. Journal of Child Psychology 
and Psychiatry and Allied Disciplines 47: 629-638.

Leitner Y (2014) The Co-Occurrence of Autism and Attention Deficit 38.	
Hyperactivity Disorder in Children â€“ What Do We Know? Frontiers in 
Human Neuroscience 8: 1-8.

Meng-Chuan L, Michael V L, Simon BC (2014) Autism. Lancet 383: 39.	
896-910.

Green D, Charman T, Pickles A, Chandler S, Loucas T, et al. (2009) 40.	
Impairment in movement skills of children with autistic spectrum disor-
ders. Developmental Medicine and Child Neurology 51: 311-316.

Gillberg C, Coleman M (2000) The Biology of the Autistic Syndromes, 41.	
3rd edn. Cambridge: MacKeith.

Kadesjö B, Gillberg C (1999) Developmental coordination disorder 42.	
in Swedish 7-year-old children. Journal of the American Academy of 
Child and Adolescent Psychiatry 38: 820-828.

Gillberg C (2003) Deficits in attention, motor control, and perception: a 43.	
brief review. Archives of disease in childhood 88: 904-910.

Liss M, Saulnier C, Fein D, Kinsbourne M (2006) Sensory and atten-44.	
tion abnormalities in autistic spectrum disorders. Autism 10: 155-172.

Turner M (1999) Repetitive behaviour in autism: A review of psycho-45.	
logical research. Journal of Child Psychology and Psychiatry and Al-
lied Disciplines 40: 839-849.

Watt N, Wetherby AM, Barber A, Morgan L (2008) Repetitive and ste-46.	
reotyped behaviors in children with autism spectrum disorders in the 
second year of life. Journal of Autism and Developmental Disorders 
38: 1518-1533.

Bodfish J, Symons F, Parker D, Lewis M (2000) Varieties of repetitive 47.	
behavior in Autism. Journal of Autism and Developmental Disorders 
30: 237-243.

Schreck KA, Mulick JA (2000) Parental report of sleep problems in 48.	
children with autism. Journal of Autism and Developmental Disorders 
30: 127-135.

Tudor ME, Hoffman CD, Sweeney DP (2012) Children with autism: 49.	
Sleep problems and symptom severity. Focus on Autism and Other 
Developmental Disabilities 27: 254-262.

Schreck KA, Mulick JA, Smith AF (2004) Sleep problems as possible 50.	
predictors of intensified symptoms of autism. Research in Develop-
mental Disabilities 25: 57-66.

Kandel ER, Schwartz JH, Jessell TM, Siegelbaum SA, Hudspeth AJ 51.	
(2013) Principles of nerutal science fifth edition. New York: McGraw-
Hill Medical.

https://www.bu.edu/autism/files/2010/03/2006-Leyfer-et-al-comorbid-disorders1.pdf
https://www.bu.edu/autism/files/2010/03/2006-Leyfer-et-al-comorbid-disorders1.pdf
https://www.bu.edu/autism/files/2010/03/2006-Leyfer-et-al-comorbid-disorders1.pdf
https://www.bu.edu/autism/files/2010/03/2006-Leyfer-et-al-comorbid-disorders1.pdf
https://www.ncbi.nlm.nih.gov/pubmed/19380514
https://www.ncbi.nlm.nih.gov/pubmed/19380514
https://www.ncbi.nlm.nih.gov/pubmed/19380514
https://www.ncbi.nlm.nih.gov/pubmed/21353761
https://www.ncbi.nlm.nih.gov/pubmed/21353761
https://www.ncbi.nlm.nih.gov/pubmed/21353761
https://www.cell.com/trends/cognitive-sciences/fulltext/S1364-6613(11)00145-8
https://www.cell.com/trends/cognitive-sciences/fulltext/S1364-6613(11)00145-8
https://www.ncbi.nlm.nih.gov/pubmed/21358411
https://www.ncbi.nlm.nih.gov/pubmed/21358411
https://www.ncbi.nlm.nih.gov/pubmed/23425232
https://www.ncbi.nlm.nih.gov/pubmed/23425232
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3432306/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3432306/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3432306/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3432306/
https://www.ncbi.nlm.nih.gov/pubmed/18579647
https://www.ncbi.nlm.nih.gov/pubmed/18579647
https://www.ncbi.nlm.nih.gov/pubmed/18579647
https://www.ncbi.nlm.nih.gov/pubmed/22348343
https://www.ncbi.nlm.nih.gov/pubmed/22348343
https://www.ncbi.nlm.nih.gov/pubmed/22348343
https://www.ncbi.nlm.nih.gov/pubmed/22348343
https://www.ncbi.nlm.nih.gov/pubmed/26541693
https://www.ncbi.nlm.nih.gov/pubmed/26541693
https://www.ncbi.nlm.nih.gov/pubmed/26541693
https://link.springer.com/article/10.1007/s40489-016-0085-x
https://link.springer.com/article/10.1007/s40489-016-0085-x
https://www.ncbi.nlm.nih.gov/pubmed/23751293
https://www.ncbi.nlm.nih.gov/pubmed/23751293
https://www.ncbi.nlm.nih.gov/pubmed/23751293
https://pubmed.ncbi.nlm.nih.gov/23543293-sensitivity-and-specificity-of-proposed-dsm-5-criteria-for-autism-spectrum-disorder-in-toddlers/
https://pubmed.ncbi.nlm.nih.gov/23543293-sensitivity-and-specificity-of-proposed-dsm-5-criteria-for-autism-spectrum-disorder-in-toddlers/
https://pubmed.ncbi.nlm.nih.gov/23543293-sensitivity-and-specificity-of-proposed-dsm-5-criteria-for-autism-spectrum-disorder-in-toddlers/
https://pubmed.ncbi.nlm.nih.gov/23543293-sensitivity-and-specificity-of-proposed-dsm-5-criteria-for-autism-spectrum-disorder-in-toddlers/
https://pubmed.ncbi.nlm.nih.gov/27837300-change-in-autism-diagnoses-prior-to-and-following-the-introduction-of-dsm-5/
https://pubmed.ncbi.nlm.nih.gov/27837300-change-in-autism-diagnoses-prior-to-and-following-the-introduction-of-dsm-5/
https://pubmed.ncbi.nlm.nih.gov/27837300-change-in-autism-diagnoses-prior-to-and-following-the-introduction-of-dsm-5/
http://docshare02.docshare.tips/files/31719/317194846.pdf
http://docshare02.docshare.tips/files/31719/317194846.pdf
https://www.pearson.com/us/higher-education/program/Hair-Multivariate-Data-Analysis-7th-Edition/PGM263675.html
https://www.pearson.com/us/higher-education/program/Hair-Multivariate-Data-Analysis-7th-Edition/PGM263675.html
https://www.pearson.com/us/higher-education/program/Hair-Multivariate-Data-Analysis-7th-Edition/PGM263675.html
https://link.springer.com/article/10.1007/BF02289162
https://link.springer.com/article/10.1007/BF02289162
https://journals.sagepub.com/doi/10.1177/001316446002000116
https://journals.sagepub.com/doi/10.1177/001316446002000116
https://www.sciencedirect.com/science/article/abs/pii/S016794570300068X
https://www.sciencedirect.com/science/article/abs/pii/S016794570300068X
https://www.sciencedirect.com/science/article/abs/pii/S016794570300068X
https://www.sciencedirect.com/science/article/abs/pii/S016794570300068X
https://pubmed.ncbi.nlm.nih.gov/16712640-development-in-infants-with-autism-spectrum-disorders-a-prospective-study/
https://pubmed.ncbi.nlm.nih.gov/16712640-development-in-infants-with-autism-spectrum-disorders-a-prospective-study/
https://pubmed.ncbi.nlm.nih.gov/16712640-development-in-infants-with-autism-spectrum-disorders-a-prospective-study/
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(13)61539-1.pdf
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(13)61539-1.pdf
https://pubmed.ncbi.nlm.nih.gov/19207298-impairment-in-movement-skills-of-children-with-autistic-spectrum-disorders/
https://pubmed.ncbi.nlm.nih.gov/19207298-impairment-in-movement-skills-of-children-with-autistic-spectrum-disorders/
https://pubmed.ncbi.nlm.nih.gov/19207298-impairment-in-movement-skills-of-children-with-autistic-spectrum-disorders/
https://www.sciencedirect.com/science/article/abs/pii/S0890856709665308
https://www.sciencedirect.com/science/article/abs/pii/S0890856709665308
https://www.sciencedirect.com/science/article/abs/pii/S0890856709665308
https://adc.bmj.com/content/88/10/904
https://adc.bmj.com/content/88/10/904
https://pubmed.ncbi.nlm.nih.gov/16613865-sensory-and-attention-abnormalities-in-autistic-spectrum-disorders/
https://pubmed.ncbi.nlm.nih.gov/16613865-sensory-and-attention-abnormalities-in-autistic-spectrum-disorders/
https://pubmed.ncbi.nlm.nih.gov/10509879-annotation-repetitive-behaviour-in-autism-a-review-of-psychological-research/
https://pubmed.ncbi.nlm.nih.gov/10509879-annotation-repetitive-behaviour-in-autism-a-review-of-psychological-research/
https://pubmed.ncbi.nlm.nih.gov/10509879-annotation-repetitive-behaviour-in-autism-a-review-of-psychological-research/
https://pubmed.ncbi.nlm.nih.gov/18266099-repetitive-and-stereotyped-behaviors-in-children-with-autism-spectrum-disorders-in-the-second-year-of-life/
https://pubmed.ncbi.nlm.nih.gov/18266099-repetitive-and-stereotyped-behaviors-in-children-with-autism-spectrum-disorders-in-the-second-year-of-life/
https://pubmed.ncbi.nlm.nih.gov/18266099-repetitive-and-stereotyped-behaviors-in-children-with-autism-spectrum-disorders-in-the-second-year-of-life/
https://pubmed.ncbi.nlm.nih.gov/18266099-repetitive-and-stereotyped-behaviors-in-children-with-autism-spectrum-disorders-in-the-second-year-of-life/
https://pubmed.ncbi.nlm.nih.gov/11055459-varieties-of-repetitive-behavior-in-autism-comparisons-to-mental-retardation/
https://pubmed.ncbi.nlm.nih.gov/11055459-varieties-of-repetitive-behavior-in-autism-comparisons-to-mental-retardation/
https://pubmed.ncbi.nlm.nih.gov/11055459-varieties-of-repetitive-behavior-in-autism-comparisons-to-mental-retardation/
https://link.springer.com/article/10.1023/A:1005407622050
https://link.springer.com/article/10.1023/A:1005407622050
https://link.springer.com/article/10.1023/A:1005407622050
https://journals.sagepub.com/doi/abs/10.1177/1088357612457989
https://journals.sagepub.com/doi/abs/10.1177/1088357612457989
https://journals.sagepub.com/doi/abs/10.1177/1088357612457989
http://www.researchautism.net/publications/2476/sleep-problems-as-possible-predictors-of-intensified-symptoms-of-autism-
http://www.researchautism.net/publications/2476/sleep-problems-as-possible-predictors-of-intensified-symptoms-of-autism-
http://www.researchautism.net/publications/2476/sleep-problems-as-possible-predictors-of-intensified-symptoms-of-autism-
https://neurology.mhmedical.com/book.aspx?bookID=1049
https://neurology.mhmedical.com/book.aspx?bookID=1049
https://neurology.mhmedical.com/book.aspx?bookID=1049

