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Autism Spectrum Disorder and Childhood-Onset Schizophrenia
__________________________________________________________

Chapter Summary:

Autism spectrum disorder, or autism, is a severe developmental disorder characterized by abnormalities in social functioning, language and communication, and unusual behaviors and interests. Autism is a spectrum disorder, and thus, two children with autism can have very different symptom patterns and degrees of impairment. Associated characteristics of autism often include: intellectual deficits, sensory and perceptual impairments, and cognitive deficits (e.g., theory of mind, executive function). Comorbid disorders and symptoms may include mental retardation, epilepsy, hyperactivity, learning disabilities, anxiety, mood problems, and self-injurious behavior. Boys are more likely to be diagnosed than girls, but this gender difference disappears at more severe levels of intellectual impairment. Autism is usually a lifelong, chronic condition; however, most children show some improvement with age. Current research suggests that genetic factors play a substantial role in the development of autism. Other important factors are problems in early development (e.g., premature birth, bleeding in pregnancy), and brain abnormalities (e.g., decreased blood flow in frontal and temporal lobes). Treatment programs often aim to maximize the child’s potential, help the child and family cope with the effects of the disorder, reduce self-injurious, self-stimulatory, or other disruptive behaviors, and teach social and communication skills. Children with childhood-onset schizophrenia (COS) show a later age of onset, less intellectual impairment, and less severe social and language impairments than those with autism. COS is viewed as a more severe form of adult schizophrenia. The DSM-5 criteria for a diagnosis of COS include delusions, hallucinations, disorganized speech, disorganized or catatonic behavior, and negative symptoms (e.g., flat affect). COS is a chronic disorder with a poor long-term prognosis. Boys have an earlier age of onset, and are diagnosed twice as often as girls (although this gender difference disappears in adolescence). Currently, the onset of COS is thought to stem from the interaction between certain predisposing conditions (e.g., genetic, environmental) and stressors. Main treatments include medications in combination with psychosocial interventions.

Learning Objectives:

1. To understand the main diagnostic features of autism and explain how it can be characterized as a “spectrum” disorder

2.
To explain the core deficits experienced by children with autism
3.
To describe the key characteristics associated with autistic spectrum disorder


4.
To discuss the various suggested causes of autistic spectrum disorder in children

5.
To describe the goals of treatment for both low-functioning children with autism and high-functioning children with autism


6.
To outline empirically-supported treatments used for children with autism

7.
To understand the main diagnostic features for child-onset schizophrenia (COS)

8.
To describe the biological, developmental, and environmental factors that may play a role in child-onset schizophrenia 

9.
To outline empirically supported treatment methods for child-onset schizophrenia 

Chapter Outline:

I. Autism Spectrum Disorder (ASD) 

· Autistic spectrum disorder or autism is a severe developmental disorder characterized by abnormalities in social functioning, language, and communication, and unusual interests and behaviors 

II. Description and History

1. Autism and childhood-onset schizophrenia were previously lumped together as a single condition, but are now seen clearly as distinctly different disorders 

2. In 1943, psychiatrist Leo Kanner described children who withdrew into a shell, disregarded people, avoided eye contact, lacked social awareness, had limited language, displayed stereotyped motor movements and showed preservation of sameness as having a disorder called early infantile autism; he believed autism resulted from an inborn inability to form loving relationships with other people and described the parents of these children as being cold and detached 

3. Autism is now recognized as a biologically-based lifelong developmental disability that is present in the first few years of life

III. DSM-5: Defining Features of Autism

· Main features of DSM-5 diagnostic criteria:

· Impairments in social interaction and communication

· Restricted repetitive and stereotyped patterns of behavior, interests, and activities

· Symptoms must be present during the developmental period

· Causes a clinically significant impairment in functioning in one or more areas

A.
ASD Across the Spectrum 

1. Autism is a spectrum disorder, which means that its symptom patterns, range of abilities, and characteristics are expressed in many different combinations and in any degree of severity

2. Three critical factors contribute to the spectrum nature of autism: 

a. Children with autism may possess any level of intellectual ability

b. Children with autism vary in the severity of their language problems

c. The behavior of children with autism changes with age

IV. Core Deficits of ASD

A. Social Interaction and Communication Deficits 

1. From a young age children with autism show deficits in imitating others, orienting to social stimuli, sharing a focus of attention with others, understanding other people’s emotions, and engaging in make-believe play

2. Social expressiveness and sensitivity to others’ social cues are limited, rarely share experiences or emotions with other people

3. Deficits in recognizing facial expressions; when processing information about the human face may overemphasize one part of the face rather than attending to the whole face

4. Impairments in joint social attention - the ability to coordinate one’s focus of attention on another person and an object of mutual interest; show little desire to share interest and attention with another person; little eye contact and smiling during parent-infant interactions in the first year may be related to deficits in joint attention in the second year and later a diagnosis of autism

5. Process social information in unusual ways - may have difficulty imitating others or orienting to social versus nonsocial stimuli, may overemphasize parts of the face, don’t prefer speech over nonspeech sounds (as typically developing children do)

6. Show slightly lower but comparable rates of secure attachment to their mothers as normal controls

7. Deficit in ability to form attachments is not global, but is in their ability to understand and respond to social information 

8. Problems in processing and expressing emotional information contained in body language, gestures, facial expressions, or voice 

9. Use protoimperative gestures to express needs, but not protodeclarative gestures to direct visual attention of others to objects of shared interest

10. May use instrumental gestures but not expressive gestures

11. Use qualitatively deviant forms of communication - rhythm and intonation of speech often unusual, and may use incoherent and irrelevant speech, pronoun reversals, echolalia

12. Profound impairments in pragmatics - appropriate use of language in social and communicative contexts 

B.

Restricted and Repetitive Behaviors and Interests

1. Show narrow patterns of interests and repetitive behaviors, which can be classified into two groups:

a. Repetitive sensory and motor behaviors

b. Insistence on sameness behaviors

V. Associated Characteristics of ASD

A.

Intellectual Deficits and Strengths

1. About 70% of children with autism have intellectual impairment, with particular weaknesses in verbal IQ

2. Traditional tests of IQ (e.g. WISC) may underestimate intelligence of children with autism and therefore intelligence in this population may be higher than previously estimated

3. About 25% display splinter skills and 5% have savant abilities

B.

Cognitive and Motivational Deficits

1. Deficits in processing social-emotional information

a. Difficulty understanding social situations

b. Impairments in the ability to understand others’ and their own mental states (theory of mind)

2. General deficits

a. Deficits in executive functions

b. Lack of drive for central coherence (i.e., they tend to process information in bits and pieces rather than looking at the big picture)

C.

Medical Conditions and Physical Characteristics

1. About 10% of children with autism have a co-occurring medical condition that may play a causal role in their autism

2. Development of epilepsy in 25% of individuals with autism, with onset usually in late adolescence or early adulthood

3. Sleep disturbances of sleep-wake rhythm and sleep onset and maintenance are common and gastrointestinal symptoms are common

4. Abnormally large head circumference in about 20% of individuals

D.

Accompanying Disorders and Symptoms

1. Most often associated with intellectual disability and epilepsy

2. Additional behavioral and psychiatric symptoms may include hyperactivity, learning disabilities, anxieties and fears, mood problems, and self-injurious behavior

VI. Prevalence and Course of ASD

· Occurs in about 100 per 10,000 children

· Increases in autism may be due to vaccines, mercury, diet, antibiotics, allergies, environmental pollutants and electromagnetic radiation, but none have been scientifically substantiated to date

· Occurs in all social classes and in all cultures

· Approximately 3 to 4 times more common in boys than in girls, although no gender differences among those with autism and profound mental retardation

· Girls with autism have more severe intellectual impairments than boys; girls with autism show more pretend play than boys suggesting that pretence is more protected in girls

· Extreme male brain (EMB) theory of autism focuses on the idea that those with autism are more “systemizing” than “empathizing” and that males are presumed to show more systemizing abilities and females more empathizing abilities

· Higher prevalence among Caucasian children than African American; African American children more likely to be diagnosed with ADHD or adjustment disorder before being diagnosed with autism and experience delays in receiving interventions; other cultural views range from Navajos embracing these children to South Koreans who may hide them for specific cultural reasons

A. Age at Onset

1. Deficits become more noticeable around age 2, although elements are usually present at a much earlier age

B. Course and Outcome

1. Most children show gradual improvement with age, although they are likely to continue to experience many problems

2. Only a few adults with autism achieve a high level of independence; most remain dependent on family and support services

3. Usually a chronic and lifelong condition, especially for those with severe or profound mental retardation

VII. Causes of ASD

A. Problems in Early Development 

1. Problems in early development include premature birth, bleeding in pregnancy, toxemia, viral infection or exposure, and a lack of vigor after birth have been identified in a minority of children with autism

2. Fifty percent of parents who have a child with autism feel that vaccines, either the MMR vaccine itself, the mercury (thimerosal) preservative used in vaccines, or the increased number of recommended childhood vaccines, contributed to their child’s autism. Current evidence does not support an association between the MMR or mercury and autism

B. Genetic Influences

1. Individuals with autism have an elevated risk of about 5% for chromosomal anomalies; 25% of children with tuberous sclerosis have autism

2. Family and twin studies suggest that the heritability of an underlying liability to autism is above 90%; non-autistic relatives of individuals with autism display higher-than-normal rates of social, language, and cognitive deficits that are similar in quality to those found in autism, but are less severe

3. New research has pointed to particular areas on many different chromosomes as locations for susceptibility genes for autism; expression of autism genes are influenced by environmental factors, especially during fetal brain development

C. Brain Abnormalities

1. Observed deficits suggest the involvement of multiple regions of the brain at both cortical and subcortical levels

2. Brain imaging studies suggest abnormalities in the frontal lobe cortex, cerebellum, and the medial temporal lobe and related limbic system structures

3. Neuroimaging studies of brain metabolism suggest decreased blood flow in the frontal and temporal lobes

D. Autism as a Disorder of Risk and Adaptation 

1. Support for presence of a pervasive abnormality in brain development in autism that produces generalized impairments in complex information-processing abilities; may involve dysfunction of a brain system specialized for social cognition

VIII. Treatment of ASD

A. Overview

1. Goals for treatment are to minimize core problems of autism, maximize the child’s independence and quality of life, and help the child and family cope more effectively with the disorder 

2. Treatment focuses on reducing disruptive behavior, teaching appropriate social behavior and communication skills, and executive function intervention

3. Initial stages of treatment focus on building rapport and teaching learning readiness skills through discrete trial training and incidental training

4. Most treatments use a combination of discrete trial training which is a step-by-step approach to presenting stimulus and requiring a specific response and incidental training which strengthens behavior by capitalizing on naturally occurring opportunities

5. Disruptive and interfering behaviors must be eliminated before the child is able to learn more adaptive forms of social interaction and communication

6. Teaching appropriate social behavior includes teaching expression of affection, imitation, sharing, and turn taking, and may be done through interactions with normal or mildly handicapped peers and/or reward systems for social initiations 

7. Teaching appropriate communication may make use of operant speech training or sign language training

8. The most effective interventions are: early intervention, intensive engagement with the child of at least 25 hours a week , 12 months of the year, low student-teacher ratio, high structure, family inclusion, peer interactions, generalization, and ongoing assessment

B. Early Intervention

1. Most effective treatments are developmentally oriented, early interventions that involve parents and are used with special education methods

2. Outcomes of early intervention programs find that many children are able to function in regular education placements, although type of setting and support services vary, most children show developmental gains reflected in their behavior, IQ scores, scores on developmental tests, and classroom observations

C. Medications

1. Medications might help with some symptoms, but are limited and only work on certain children

IX. Childhood-Onset Schizophrenia (COS)

· Historically, the term “childhood schizophrenia” was applied to a diverse mix of children with little in common other than their experience of a profound and chronic disturbance in early childhood

X. DSM-5: Defining Features of Schizophrenia

· In comparison to autism spectrum disorder, COS is associated with a later age of onset, less intellectual impairment, less severe social and language deficits, hallucinations and delusions, and periods of remission and relapse

· COS is not distinct from adult schizophrenia, but rather is a more severe form; however, schizophrenia may be expressed differently at different ages

· Delusions (disturbances in thinking), hallucinations (disturbances in perception), disorganized speech, disorganized or catatonic behavior, “negative” symptoms (i.e., flat affect, alogia, avolition)

· Signs of disturbance must persist for at least 6 months

XI. Precursors and Comorbidities

· High comorbidity with conduct problems and depression

· Despite the historical association between autism and schizophrenia, children with schizophrenia do not show an elevated risk for autism spectrum disorder

· 95% of children show a clear history of behavioral and psychiatric disturbances before the onset of psychosis

A. Prevalence

1. Extremely rare in children under age 12 years of age; estimated prevalence of less than 1 child per 10,000

2. Boys have an earlier age of onset; twice as common in boys, although gender differences disappear in adolescence

XII. Causes and Treatment of COS

A. Causes

1. Current views regarding causes are based on a neurodevelopmental model in which genetic vulnerability and early neurological stress result in impaired connections in the brain

2. COS involves multiple genes and is associated with developmental and environmental vulnerabilities

3. COS appears to particularly associated with family stress; parents have high scores of communication deviance

B. Treatment

1. COS is a chronic disorder with a bleak long-term outcome

2. Current treatments emphasize use of antipsychotic medications in combination with psychotherapeutic, and social and educational support programs 

3. Psychosocial treatments, such as social skills training and family intervention, and educational supports are also important

Key Terms and Concepts:

autism

autistic spectrum disorders (ASD)

central coherence

childhood-onset schizophrenia (COS)

communication deviance

delusions

discrete trial training

echolalia

hallucinations

incidental training

joint attention

mentalization

neurodevelopmental model of schizophrenia

operant speech training

pragmatics

preservation of sameness

pronoun reversal

protodeclarative gestures

protoimperative gestures

schizophrenia

self-stimulatory behaviors

spectrum disorder

theory of mind (ToM)

Questions and Issues for Discussion:

1. In recent years there have been reports linking autism to vaccinations. Explain the controversy regarding vaccines as a possible cause of autism. How do other causes better explain autistic spectrum disorder? (For one article on this issue, see Megafu, S. (2003). Autism and vaccine controversy. Africa News Service).

2. Facilitated communication is viewed by those who believe in it as a miraculous way for autistic children to communicate with the world. Many parents of autistic children have been convinced that their children are actually communicating to them through typing. The media also embraced this technique, and countless articles, movies, and television shows have been put out which applaud the technique. It has been convincingly shown; however, that facilitated communication is really nothing more than the Ouija effect. Have students read Gardner, M. (2001). Facilitated Communication: A Cruel Farce. Skeptical Inquirer, 25, p. 17 (available on InfoTrac), and have them discuss their impressions of the technique and the research that undermines it. Why do some facilitators and parents continue to believe in this “farce”? What are other unsupported treatments that have been used with children with autism?

3. Some reports have been made of children with autism becoming “normal” when they have a fever or are stressed. (See Brown, G. (1999). The Sometimes Son. The Humanist, 59, p. 46, for a case example (available on InfoTrac).) Have students research and present some of the explanations that have been put forth to explain this temporary change. 

4. How would a child with autism perceive and display humor? How does the child with autism differ from the child with intellectual disability in this regard? (For a related article, see Vaughan, A. (2002). Sharing humor and laughter in autism and Down’s syndrome. British Journal of Psychology (article available on InfoTrac).)
5. What behaviors in normal children might appear “schizophrenic” in an adult? What implications are there for diagnosing schizophrenia at an early age? (For an article on this issue, see Honer, W. (2003). Early-onset schizophrenia in children with mental retardation: diagnostic reliability and stability of clinical features. Journal of the American Academy of Child and Adolescent Psychiatry (article available on InfoTrac).) 

6. Recent news reports claim that autism is reaching an epidemic proportion. Do you agree with this statement? If so, why? What are the implications for society? (For an article on this issue see Durbin, K. (2002). Autism: Out of the shadows. Parents and society confront disabling disorder that has increased 17-fold. The Columbian.)
7. What is the impact on the families of children with autism? Compared to other mental disabilities, are there any characteristics of autism that make it uniquely difficult for families to cope? (For an article on this issue see Conan, N. (2003). Analysis: Effects of autism on families. Talk of the Nation (NPR).)

8. Should children with autism be taught in regular classrooms? Why or why not? What are the implications for school staff and the other students? (For an article discussing this issue, see Dybvik, A. C. (2004). Autism and the inclusion mandate: What happens when children with severe disabilities like autism are taught in regular classrooms? Daniel knows. Education Next.)

9. Consider the neurobiological model of COS. What evidence is there to support the idea that genetics and early neurological insults cause COS? What other explanations might there be?

10. Discuss the gender difference in diagnosis of COS and autism spectrum disorder. What might be causing this difference? Is there an actual difference in genders, or just in the diagnosis of boys and girls?

