
A note about language:  

For all its limitations, language is the single most powerful tool we have to communicate our knowledge 
and experience in order to build connection and understanding among people. It is constantly evolving 
and in challenging the ways in which we use language, we can enrich our personal and dynamic 
relationship to the human condition. As we all continue to intentionally integrate the ways in which 
race, power, and privilege shape the systems in which we are all embedded, it is important to be 
transparent about the complicated and often controversial use of certain words, phrases, and linguistic 
framework that I will be using to convey essential considerations today for the individualizing of a 
comprehensive assessment process that can inform clinical interventions for a unique population.  
 
First and foremost, I’d like to acknowledge that every individual is entitled to their personal preference 
for how they expect respect to be conveyed. In this regard, each individual may be different, and to the 
extent possible, within the confines of our role, these preferences should be respected. For instance, 
Kenny et al. (2015) in their publication Which terms should be used to describe autism? Perspectives 
from the UK autism community analyzed 3,470 responses to an online survey of UK autism community 
members on their preferences for language to describe autism and the motivating rationales. According 
to their research: “results clearly show that people use many terms to describe autism. The most highly 
endorsed terms were ‘autism’ and ‘on the autism spectrum’, and to a lesser extent, ‘autism spectrum 
disorder’, for which there was consensus across community groups. . . The term ‘autistic’ was endorsed 
by a large percentage of autistic adults, family members/friends and parents but by considerably fewer 
professionals; ‘person with autism’ was endorsed by almost half of professionals but by fewer autistic 
adults and parents.” Ultimately, the authors concluded that “there is no single way of describing autism 
that is universally accepted and preferred by the UK’s autism community and that some disagreements 
appear deeply entrenched.” 
 
As a forensic psychologist I am often bound in my reports by the language dictated by either the APA 
through the DSM or by the DOC through various judicial/legislative guidelines. As one human being 
interviewing another to reflect the essence of their experience, I am bound by much less, and in fact, am 
far more productive in building a critical therapeutic rapport when I intentionally adhere to the 
preferred language of the individual that demonstrates dignity. Consequently, for one assessment a 
client may prefer to be identified as “autistic.” For another, the preference may be to acknowledge their 
individuality by referring to a diagnosis “on the autism spectrum.” 
 
For the next 90 minutes I will be discussing the unique considerations for conducting and composing 
assessments specifically for individuals who have been diagnosed on the Autism Spectrum. As this 
remains an identified disorder in the DSM, and may be referred to as such, I hope that by the end of my 
presentation I will have conveyed the fundamental point that our own clinical skills might be enhanced 
by considering the ways in which one specific individual at a time may be “differently” or “uniquely” 
ordered as opposed to “disordered.”  
 
If any participant has a concern about any of the language used during today’s presentation I strongly 
encourage you to communicate with me directly about it to foster collaboration and understanding. My 
sincere intention is that we are all striving, above all else, to interact with and from a foundation of 
mutually respect and compassionate understanding.  



Additional information/suggested guidelines from The National Autistic Society (UK, 1962): 
https://www.autism.org.uk/what-we-do/help-and-support/how-to-talk-about-autism 
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