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Prevalence of Autism Spectrum Disorders —
Autism and Developmental Disabilities Monitoring Network,
Six Sites, United States, 2000

Autism and Developmental Disabilities Monitoring Network Surveillance Year 2000 Principal Investigators
Abstract

Problem/Condition: Data from a population-based, multisite surveillance network were used to determine the preva-
lence of children aged 8 years with autism spectrum disorder (ASD) in six areas of the United States and to describe the
characteristics of these children.

Reporting Period: 2000.

Methods: Children aged 8 years were identified as having an ASD through screening and abstraction of evaluation
records at multiple sources, with clinician review of abstracted records to determine case status. Children whose parent(s)
or legal guardian(s) resided in one of the six surveillance areas during 2000 and whose records documented behaviors
consistent with the American Psychiatric Association’s criteria for diagnosing 1) autistic disorder, 2) pervasive develop-
mental disorder-not otherwise specified, or 3) Asperger disorder were classified as having an ASD.

Results: For 2000, across six sites, a total of 1,252 children aged 8 years were identified as having an ASD. The overall
prevalence of ASDs per 1,000 children aged 8 years ranged from 4.5 in West Virginia to 9.9 in New Jersey. With the
exception of one surveillance site (Georgia), no statistically significant (p<0.05) differences were identified in the rate of
ASDs between non-Hispanic black and non-Hispanic white children. The ratio of male-to-female prevalence varied
(range: 2.8:1.0-5.5:1.0). The majority of children with ASDs received special education services and had a documented
history of concerns regarding their development before age 3 years. The prevalence of children with a previously docu-
mented ASD classification varied across sites, but the median age of earliest documented ASD diagnosis was similar across
sites (age 52—56 months). For three sites with sufficient data on intelligence quotient (IQ), cognitive impairment (i.e., [Q
of <70) was reported for 40%—62% of children whose conditions were consistent with the case definition for ASD.

Interpretation: Findings from this first U.S. multisite collaborative study to monitor ASD prevalence demonstrated
consistency across the majority of sites, with prevalence statistically significantly (p<0.001) higher in New Jersey.
Average ASD prevalence across all six sites was 6.7 per 1,000 children aged 8 years. These results indicate that ASDs are
more common than was believed previously.

Public Health Actions: Collecting data regarding prevalence of ASDs by associated characteristics (e.g., cognitive
impairment, age of first documented concerns, and history of ASD diagnosis), race/ethnicity, and sex will provide
important baseline standards that can be compared with follow-up surveillance data to track changes in ASD preva-
lence. Knowledge of these characteristics has implications for identification and intervention strategies and for medical
and educational service planning for children with ASDs.

Introduction

Persons with an autism spectrum disorder (ASD)* have
impairments in social, communicative, and behavior devel-

* In this report, ASD is used to refer to autistic disorder; pervasive
developmental disorder, not otherwise specified (PDD-NOS); and
Asperger disorder. The terms ASD and autism are used interchangeably.

Corresponding author: Catherine Rice, PhD, Division of Birth Defects and
Developmental Disabilities, National Center on Birth Defects and Developmental
Disabilities, CDC, 1600 Clifton Road, N.E., MS E-86, Atlanta, GA 30333.
Telephone: 404-498-3860; Fax: 404-498-3550; E-mail: crice@cdc.gov.

opment that typically are present before age 3 years and that
often are accompanied by abnormalities in cognitive func-
tioning, learning, attention, and sensory processing (7).
Autism was thought previously to be rare, but during the
1990s, the number of persons reported to be receiving ser-
vices for ASDs increased substantially (/—7). This increase has
elevated public concern regarding prevalence of conditions in
the autism spectrum and underscores the need for systematic
public health monitoring. The complex nature of these
behaviorally defined disorders, together with the current lack
of genetic or biologic markers for early and consistent identi-
fication, make epidemiologic investigation challenging (8—10).
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Population-based studies conducted worldwide before 1985
indicated that prevalence of autism and related conditions was
0.4-0.5 per 1,000 children aged <18 years (17—14). The most
recent studies using current Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR)
(15) and International Classification of Diseases, Tenth Revision
(ICD-10) (16) criteria have identified ASD rates ranging from
2.0 to 12.0 per 1,000 children (1,4, 17-23), with “best-estimate”
rates of 2.0-6.0 per 1,000 children (7/4,24-26). Recent find-
ings reflect the expansion of the definition of autism to encom-
pass a spectrum of disorders that might include co-occurring
mental retardation (MR) or cognitive impairment, and the find-
ings have challenged previously accepted ideas concerning the
population characteristics of persons with ASDs. For example,
certain studies have identified male-to-female ratios twice the
four-to-one male-to-female ratio often identified in older stud-
ies (22) and much lower rates of co-occurring MR (approxi-
mately 25%-50% rather than the typically cited 70%) (21,26).

Studies of ASD prevalence in the United States during the
1990s have identified rates of 2.0-7.0 per 1,000 children (/-3
5,7,18,27-29), a greater-than-tenfold increase from rates of
0.1-0.4 per 1,000 children identified during the 1980s
(30-32). Certain studies have used data from single-service
provision systems (e.g., numbers of children classified as
having autism for special education or public health disability
services) (2,3,5,7,27,29). Tracking the number of persons iden-
tified for services is important to measure the intervention
needs and costs of care for persons with an identified ASD.
However, because the number of persons identified for ser-
vices is dependant on multiple factors (e.g., changing eligibil-
ity criteria, increased awareness, and changes in service
availability), aggregate data might underestimate prevalence
and should be used with caution in examining population-
based trends (7,8,29,33).

CDC-conducted surveys of parent reports of diagnosed
autism in their children (34) indicated that 5.5-5.7 per 1,000
children aged 4-17 years received a diagnosis of autism dur-
ing 2003-2004, corroborating recent best estimates of
approximately six ASD cases per 1,000 children (74,24-26).
In addition, CDC funds projects that track the number of
children with ASDs, conducts studies to identify what factors
might lead to a child having an ASD, and offers education
and outreach materials for the early identification of autism
and other developmental disabilities. Information regarding
these projects is available at http://www.cdc.gov/autism. To
improve understanding of prevalence, population character-
istics, and the public health impact of these conditions, CDC
also has conducted population-based surveillance projects,
including a community-based investigation in Brick Town-

ship, New Jersey (18) and ongoing surveillance in the greater
Atlanta metropolitan area (1,35,36).

In 2000, CDC organized the Autism and Developmental
Disabilities Monitoring (ADDM) Network, a multisite, mul-
tiple-source, records-based surveillance program to collect data
for determining prevalence of ASDs and other developmental
disabilities (9). The ADDM Network, as with CDC’s Atlanta
population-based surveillance program, employs systematic
screening of developmental evaluation records for behaviors
associated with autism rather than depending on a previously
documented diagnosis or classification of autism or a related
disorder to identify children with ASDs (1,9). Because this
methodology collects data from multiple health and service
provision sources rather than from a single source, these data
can be used to estimate a closer approximation of true popula-
tion prevalence than would a single source of special education
or clinical administrative data alone. CDC reports published
previously regarding population-based prevalence of ASDs in
two U.S. communities documented prevalences of 3.4 and 6.7
per 1,000 children aged 3—10 years (Z,18). In the larger of these
population studies conducted in Atlanta, the highest prevalence
of ASDs was for children aged 8 years, which is consistent with
observations of peak ASD prevalence among elementary-school—
aged children (26). Therefore, to determine peak prevalence
and evaluate trends, the ADDM Network uses an index age of
8 years. Specified procedures for case identification and reli-
ability among clinician reviewers who verify case status provide
confidence in this methodology (9).

This report presents findings for 2000 from the first six
ADDM Network sites in the United States and establishes a
baseline period prevalence for ASDs by race/ethnicity, sex, and
multiple associated characteristics. Data from the ADDM Net-
work will provide information regarding the clinical features of
children with ASDs in select U.S. populations and make pos-
sible a comprehensive understanding of trends in rates of ASDs.
Knowledge of these characteristics has implications for identi-
fication and intervention strategies and for medical and educa-
tional service planning for children with ASDs.

Methods

Study Sites and Population
Characteristics

CDC and academic researchers at five universities (Table 1)
working on behalf of their state health departments collabo-
rated in identifying the occurrence of ASDs during 2000 in
selected areas of Arizona (one county, including metropolitan
Phoenix), Georgia (five counties in metropolitan Atlanta),
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TABLE 1. Number and percentage of children aged 8 years,* by race/ethnicity and study site — Autism and Developmental
Disabilities Monitoring (ADDM) Network, six sites, United States, 2000

Site Arizona Georgia Maryland New Jersey South Carolina West Virginia
New Jersey
Johns Hopkins Medical Medical University
Site institution University of Arizona CcDC University School — Newark of South Carolina Marshall University
4 counties 4 counties in New
1 county, including 5 counties in Maryland plus Jersey, including 23 counties (Coastal

Study area metropolitan Phoenix in metropolitan Atlanta Baltimore City the city of Newark  and PeeDee regions) Statewide
Race/Ethnicity No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)
White, non-Hispanic 24,564 (54.2) 18,094 (41.5) 11,533 (53.6) 11,913 (40.0) 11,740 (47.9) 21,471 (93.1)
Black, non-Hispanic 2,041 (4.5 19,232  (44.1) 8,507 (39.5) 7,860 (26.0) 11,607 (47.3) 814 (3.5)
Othert 18,718 (41.3) 6,267 (14.4) 1,492  (6.9) 9,941 (34.0) 1,188 (4.8) 780 (3.4)
Total 45,322 43,593 21,532 29,714 24,535 23,065
Percentage receiving 10.7% 9.9% 10.6% 12.1% 16.9% 16.0%
special education

services

* The total number of children aged 8 years in each study area was obtained from 2000 U.S. Census Bureau files; school districts that did not participate as ADDM data

sources are excluded for three sites (Arizona, Maryland, and New Jersey).

tIncludes those classified as Hispanic, American Indian/Alaska Native, Asian/Pacific Islander, or multiracial.

Maryland (four counties and Baltimore), New Jersey (four coun-
ties, including metropolitan Newark), South Carolina (23 coun-
ties in the Coastal and PeeDee regions), and West Virginia
(statewide) (Table 1). The number of children aged 8 years
residing in each site during 2000 ranged from 21,532 in Mary-
land to 45,322 in Arizona. The proportion of non-Hispanic
white children was similar across the majority of sites (range:
40% [New Jersey]-54% [Arizona and Maryland]), with the
exception of West Virginia, for which distribution was 93%
(37). Greater variation was reported across sites in the distribu-
tion of non-Hispanic black children (range: 4% [West Virginia]—
47% [South Carolina]). Breakdowns by sex were similar across
sites, with roughly equal distribution of male and female chil-
dren. Sites were chosen by CDC through a competitive objec-
tive review process on the basis of their ability to conduct ASD
surveillance; sites were not selected to reflect a nationally repre-
sentative sample. Each site satisfied local Institutional Review
Board and other privacy and confidentiality requirements.

Surveillance Methods and Case
Definition

The ADDM methodology was adapted from that used by
CDC’s Metropolitan Atlanta Developmental Disabilities Sur-
veillance Program (MADDSP), an ongoing active population-
based surveillance program that monitors the occurrence of
developmental disabilities among children aged 8 years in the
metropolitan Atlanta area (1,9,18,35,36). The ADDM Net-
work implemented the basic MADDSP methodology using
common data abstraction, case definition, clinician review,
and quality assurance procedures (9).

Records of children born in 1992 who had at least one par-
ent or legal guardian who resided in the surveillance area dur-
ing 2000 were reviewed. Children were classified by
clinician reviewers as having an ASD if they displayed behav-

iors from abstracted evaluations during 1992-2000 that were
consistent with DSM-IV-TR criteria for diagnosing 1) autis-
tic disorder; 2) pervasive developmental disorder, not other-
wise specified (PDD-NOS), including atypical autism; or 3)
Asperger disorder (15). Because the number and quality of
ASD criteria specified by DSM-IV-TR are less stringent for
diagnosis of PDD-NOS or Asperger disorder than for autistic
disorder, an additional stricter requirement was added. A
condition was classified as being consistent with an ASD case
status if the criteria for PDD-NOS or Asperger were present
to the extent that at least one of the autism-specific behaviors
was of a sufficient quality or intensity to be highly indicative
of an ASD. For example, in the case definition, the
DSM-IV-TR social criterion of “limited social or emotional
reciprocity” was defined as requiring a specific impairment
(e.g., “rarely responds verbally or nonverbally to a social
approach from others in a familiar setting”). The stricter
requirement for PDD-NOS or Asperger disorder was used
because case status was determined solely on the basis of
information contained in evaluation records. The case defini-
tion focused on identifying the overall presence of an ASD
rather than on attempting to identify specific subtypes of
ASDs. Case determination was completed in two phases: case
ascertainment and clinician review.

Case Ascertainment

Children suspected of having an ASD who satisfied the age,
surveillance year, and residency requirements were identified
through screening source files (7,9) at multiple settings,
including education sources (i.e., public schools") and health

T Educational sources consisted of public education systems in each
surveillance area. Data were not obtained from private schools unless
they were affiliated with one of the health sources or documentation was
kept by the private schools.
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sources (e.g., state health facilities, hospitals, clinics, diagnos-
tic centers, and other clinical providers for children with
developmental disabilities, particularly ASDs) for documented
or suspected ASD classifications and for descriptions of
behaviors associated with ASD diagnostic criteria. At educa-
tional sources, the evaluation records of children receiving
special education services during either the 1999-2000 or the
2000-2001 school year were reviewed. Two sites (West Vir-
ginia during 1999-2000 and Maryland during 2000-2001)
screened records from a single school year, and four sites (Ari-
zona, Georgia, New Jersey, and South Carolina) screened
records from both school years to identify additional cases.
Demographic and exceptionality category for special educa-
tion services, verbatim descriptions of behaviors associated with
autism from evaluations, psychometric test results, develop-
mental history, and evaluation summaries were abstracted from
evaluation records for each child identified as possibly having
an ASD. Screening and abstraction of information in evalua-
tion records was conducted by abstractor staff who met initial
and ongoing reliability standards (9). If information regard-
ing a child was available from multiple sources, data were com-
bined into a composite record. Each child was assigned a study
classification number, and all information abstracted was pro-
tected by multiple confidentiality procedures.

Clinician Review

All abstracted evaluations from the case ascertainment phase
were reviewed and scored by an ASD clinician reviewer (i.e., a
qualified diagnostician with an advanced degree and/or certi-
fication in the assessment and diagnosis of children with
developmental disabilities, especially ASDs). The clinician
reviewer used a coding guide developed on the basis of DSM-
IV-TR criteria (15) to determine if the child’s condition was
consistent with the ASD case definition. Any statement of an
overall developmental concern or a delay in social skills, lan-
guage, or symbolic play at age <3 years was scored, as were
any indications of behavior regression or a plateau in skill
development. Descriptions of associated features (e.g., odd
responses to sensory stimuli) also were coded. A child was
defined as having a previously documented case of an ASD if
any evaluation contained a diagnosis of an ASD from a pro-
fessional examiner qualified by education and training to evalu-
ate the developmental status of children. Interrater reliability
was established among ASD clinician reviewers to standards
of 80%—85% agreement for individually scored items and 90%
for agreement on overall case status. For ongoing interrater
reliability checks, a random sample of records (10%) was scored
independently by a second reviewer with acceptable (81%-—
100%) percentage agreements on final case definition.

Analytic Methods

For each child, race and ethnicity were determined from
information contained in the source records or, if missing,
from birth certificates. Period prevalence estimates were cal-
culated using the denominator of the number of children aged
8 years in the surveillance area during 2000 according to U.S.
Census Bureau estimates. Three sites (in Arizona, Maryland,
and New Jersey) excluded nonparticipating school districts
located in the study area from their population denominator,
and cases identified from health sources in these districts were
excluded from the numerator. Poisson approximation to the
binomial distribution was used to calculate 95% confidence
intervals (Cls) for prevalence rates (38). Prevalence results are
reported per 1,000 children. Race-specific rates used the cat-
egories non-Hispanic white, non-Hispanic black, and other
(which included persons who were Hispanic, Asian/Pacific
Islander, and American Indian/Alaska Native). Chi-square
analyses were used, and a p value of <0.05 was used for all
tests of statistical significance.

To assess whether screening special-education files from a sec-
ond school year might improve detection, two sites (Maryland
and West Virginia) linked electronic records from the school
year that were screened to an additional list of children receiv-
ing special education. This procedure was based on the assump-
tion that the probability of identifying a child with a confirmed
case of ASD from the school records screened would apply to
those children who were identified through a second screening
of education files. At each site, certain school and clinical records
could not be located for screening, and the potential impact of
these missing records on case ascertainment was assessed. For
children who did have records to screen, a percentage case yield
was calculated by the type of data source (i.e., education only,
health only, or both education and health) and the presence of
an ASD classification code (i.e., a diagnostic or special educa-
tion eligibility code for ASD). To estimate the impact of miss-
ing records on final prevalence estimates, the percentage of case
yield from the records identified was applied to the children for
whom all or partial records were missing.

Results

Case Ascertainment

Across sites, the percentage of children with an ASD identi-
fied exclusively at educational sources ranged from 22% to
80%, and the percentage identified only at health sources
ranged from 2% to 34%. Those identified at both educational
and health sources ranged from 17% to 65% (Figure 1). The
median number of evaluations abstracted for each child dif-
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FIGURE 1. Percentage of children aged 8 years identified as
having an autism spectrum disorder, by data source —
Autism and Developmental Disabilities Monitoring Network,
six sites, United States, 2000
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fered across sites, ranging from two (Georgia and Maryland)
to eight (New Jersey) for those with an ASD and from one
(Georgia, Maryland, and West Virginia) to five (New Jersey)
for those without an ASD. The proportion of reviewed records
abstracted to the population of children aged 8 years in each
surveillance area ranged from 0.8% to 2.9%. With the excep-
tion of two sites (New Jersey and West Virginia), a strong
inverse correlation was observed between the percentage of
the total number of children abstracted and those classified as
having an ASD (Figure 2). In New Jersey, the final case count
was higher than expected on the basis of the population
abstracted, whereas the reverse was true for West Virginia.
Analyses were conducted for Maryland and West Virginia to
evaluate possible missed cases attributable to screening a single
year of special education data; the results of these analyses
indicated that an estimated 17 cases would have been added
for Maryland and an estimated 14 for West Virginia as a
result of screening a second year of data. The estimated
impact on prevalence of the files that could not be located for
initial screening (i.e., the percentage of missed cases) varied

(range: 3.4% [Georgia]-16.7% [Maryland]).

Prevalence Estimates
and Demographics

Across the six sites, the prevalence of ASDs ranged from 4.5
t0 9.9 per 1,000 children aged 8 years (Table 2, Figure 3).
Three sites had similar overall prevalence estimates: 6.3 per
1,000 population in South Carolina and 6.5 per 1,000 in
Arizona and Georgia. The Maryland estimate (5.5 per 1,000
population) did not differ significantly from each of these three
midrange estimates (p = 0.223, 0.112, and 0.105, respectively),
whereas the West Virginia estimate (4.5 per 1,000 popula-
tion) was significantly lower (p = 0.001, 0.006, and 0.001,

FIGURE 2. Percentage of children aged 8 years for whom
records were abstracted and percentage of those abstracted
classified as meeting the case definition* for autism spectrum
disorder (ASD), by site — Autism and Developmental
Disabilities Monitoring Network, six sites, United States, 2000
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* Children born in 1992 who had at least one parent or legal guardian who
resided in the surveillance area during 2000 were classified by clinician
reviewers as having an ASD if they displayed behaviors from abstracted
evaluations during 19922000 that were consistent with Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision criteria
for diagnosing 1) autistic disorder; 2) pervasive developmental disorder, not
otherwise specified, including atypical autism; or 3) Asperger disorder (15).

respectively). However, when the impact of screening only
1 year of special education records for Maryland and West
Virginia was taken into account, prevalence estimates for these
sites increased to an estimated 6.3 per 1,000 population (CI =
5.3-7.4) for Maryland and 5.1 (CI = 4.2-6.1) for West Vir-
ginia. Estimated prevalence for New Jersey (9.9 per 1,000
population) was significantly higher (p<0.001) than those for
all other sites.

Across sites, prevalence estimates exhibited heterogeneity by
race/ethnicity. Within-site comparisons demonstrated a sig-
nificant difference in ASD prevalence between non-Hispanic
white and non-Hispanic black children only in Georgia, and
only among males. Sex-specific ASD prevalence ranged from
6.6 to 14.8 for males and from 2.0 to 4.3 for females. The
lowest male-to-female ratio was 2.8:1.0 (South Carolina and
West Virginia); the highest was 5.5:1.0 (Georgia) (Table 2).
Prevalence was based on period prevalence estimates of ASDs
for children aged 8 years who resided in their respective sur-
veillance areas during 2000. The proportion of children with
ASDs who also were born in the surveillance areas was 67%
in Arizona, 54% in Georgia, 77% in Maryland, 84% in New
Jersey, 66% in South Carolina, and 81% in West Virginia.

Special Education Eligibility
The estimated proportion of children aged 8 years with
ASDs receiving special education services through public
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TABLE 2. Estimated prevalence* of autism spectrum disorders (ASDs) among children aged 8 years, by race/ethnicityt — Autism
and Developmental Disabilities Monitoring (ADDM) Network, six sites, United States, 2000

No. children

aged 8 yrs Prevalence
Total Total Wh_'te’ . Bla!ck, . White-to- Male-to-
instudy with Overall$ non-Hispanic non-Hispanic black Male Female female

Site area** ASDs Rate (95% CIfT) Rate (95% CI) Rate (95% CI) ratio Rate (95% CI) Rate (95% CI) ratiol
Arizona 45,322 295 6.5 (5.8-7.3) 8.6 (7.5-9.8) 7.3 (4.4-12.2) 1.2 9.7 (8.5-11.1) 3.2 (2.5-4.0) 3.0
Georgia 43,593 285 6.5 (5.8-7.3) 7.9 (6.7-9.3) 53 (4.4-6.4) 1.588 11.0 (9.7-124) 2.0 (1.5-2.7) 5.5
Maryland 21,632 118 551  (4.6-6.6) 49 (3.8-6.4) 6.1 (4.7-8.0) 0.8 8.6 (7.1-10.6) 2.2 (1.5-3.3) 3.9
New Jersey 29,714 295 9.9 (8.9-11.1) 11.3 (9.5-13.3) 10.6 (8.5-13.1) 1.1 14.8 (13.0-16.8) 4.3 (3.3-5.5) 34
South Carolina 24,535 155 6.3 (5.4-7.4) 6.5 (5.2-8.2) 58 (4.5-7.9) 1.1 9.3 (7.8-11.2) 3.3 (2.4-4.5) 2.8
West Virginia 23,065 104 45M  (3.6-5.4) 45 (3.7-5.5) e 6.6 (5.2-8.2) 24 (1.6-3.5) 2.8

* Per 1,000 children aged 8 years in surveillance area.

T Because of limited sample sizes, only two racial/ethnic populations are presented.
§ All children are included in the total regardless of race/ethnicity. The total also includes children whose race is unknown.

T All male-to-female ratios differed significantly (p<0.0001) within sites.

** The total number of children aged 8 years in each ADDM surveillance area was obtained from 2000 U.S. Census Bureau files; surveillance areas exclude school districts
that did not participate as data sources for three sites (Arizona, Maryland, and New Jersey).

11 Confidence interval.

§§8 White-to-black prevalence ratios differed significantly (p<0.05) within sites only for Georgia.
1 Adjusted ASD prevalence for Maryland and West Virginia also were calculated to account for having a single year of educational records screened for these two sites

compared with 2 years of educational records for the other four sites. The adjusted rates per 1,000 children aged 8 years were 6.3 (95% Cl =

(95% CI = 4.2—-6.1) for West Virginia.

*** Prevalence and white-to-black ratio not reported because of limited sample size.

FIGURE 3. Overall prevalence of autism spectrum disorders
(ASDs) per 1,000 children aged 8 years and prevalence of
children aged 8 years classified as meeting the case definition*
for ASD and having a previous ASD classification — Autism
and Developmental Disabilities Monitoring Network, six sites,
United States, 2000
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*Children born in 1992 who had at least one parent or legal guardian
who resided in the surveillance area during 2000 were classified by
clinician reviewers as having an ASD if they displayed behaviors from
abstracted evaluations during 1992—-2000 that were consistent with
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition,
Text Revision criteria for diagnosing 1) autistic disorder; 2) pervasive
developmental disorder, not otherwise specified, including atypical
autism; or 3) Asperger disorder (15).

schools ranged from 70.3% in Maryland to 97.3% in Ari-
zona (Table 3). Across sites, the proportion of children with
ASD:s receiving special education services with an autism eli-
gibility classification ranged from 27% in South Carolina to
59% in Georgia.

5.3-7.4) for Maryland and 5.1

Previously Documented Classification
of ASDs

Children with a previously documented ASD classification
included children who received special education services
under an autism special education eligibility and those docu-
mented in the source records as having an ASD diagnosis. Preva-
lence estimates per 1,000 population derived for children with
an ASD with a previous ASD classification were 3.1 in Arizona
and South Carolina, 3.6 in West Virginia, 3.9 in Maryland, 4.6
in Georgia, and 6.8 in New Jersey. For all sites, ASD prevalence
calculated on the basis of a child having received a previous
classification of ASD was significantly (p<0.05) lower than
prevalence estimated using the ADDM Network methodology,
with the exception of West Virginia (Figure 3).

TABLE 3. Number and percentage of children aged 8 years
with autism spectrum disorders (ASDs) receiving special
education services and having autism eligibility* — Autism
and Developmental Disabilities Monitoring Network, six sites,
United States, 2000

Receiving Receiving

special special education
education services with

Total no. services autism eligibility*
Site with ASDs No. (%) No. (%)
Arizona 295 287 (97.3) 91 (31.7)
Georgia 285 261 (91.6) 155 (59.4)
Maryland 118 83 (70.3) 36 (48.6)
New Jersey 295 282 (95.6) 118 (41.8)
South Carolina 155 130 (83.9) 36 (27.7)
West Virginia 104 96 (92.3) 45 (46.9)

*The primary category under which a child was receiving special
education services in the public schools.
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Developmental Characteristics

Cognitive functioning as indicated by IQ findings is reported
for the three sites in which >85% of children had psychomet-
ric test results: Arizona with 90%, Georgia with 94%, and
South Carolina with 89%. Of the children with ASDs who
had a cognitive or developmental IQ test result, the propor-
tion of children with cognitive impairment (IQ of <70) was
46% (N = 123) in Arizona, 40% (N = 107) in Georgia, and
62% (N = 86) in South Carolina. The distribution of cogni-

FIGURE 4. Intelligence quotient (1Q) of children aged 8 years
with an autism spectrum disorder for whom psychometric
test data were available, by site and sex — Autism and
Developmental Disabilities Monitoring Network, three sites,
United States, 2000
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tive functioning in females was similar across sites. The pro-
portion of males with cognitive impairment ranged from 36%
in Georgia to 61% in South Carolina, and the proportion of
males with average or above-average cognitive functioning (i.e.,
IQ of >85) ranged from 17% in South Carolina to 39% in
Arizona (Figure 4).

The majority (69%—-88%) of children with ASDs had docu-
mented developmental concerns before age 3 years. Across all
sites, the most commonly documented early developmental
concern was for language, followed by social concerns. Docu-
mented developmental concerns with imaginative play were
least common across all sites (Table 4). The median age of
earliest reported ASD diagnosis identified in the child’s record
was similar (range: 52—56 months) across sites (Table 5). The
percentage of children with indications of regression (loss of
previously acquired skills in social, communication, play, or
motor areas) and plateau (lack of con