CHAPTER 7

SCHIZOPHRENIA IN CHILDHOOD

Israel Kolvin
T. P. Berney
Joel Yoeli

DESCRIPTION OF THE DISORDER
AND CLINICAL PRESENTATION

Introduction

The traditional concept of “schizophrenia,” previ-
ously employed to encompass any psychotic pro-
cess that was neither manic nor depressive, led
to two thrusts in childhood classification: The
first was the now discredited concept of a unitary
psychosis (Fish, 1977); the second was the exten-
sive eponymous labeling of childhood syndromes
regarded as psychotic (Kolvin, 1971). However, as
Anthony (1958) pointed out, the latter could be
regrouped to give three main syndromic groups,
roadly distinguished by their age of onset. This
was the springboard for the next advance, which
differentiated on empirical grounds between those
psychoses specific to childhood and those with
adult-type phenomenology (Kolvin, 1971). These
syndromic groups appear to have a bimodal age of
onset (Kolvin, Ounsted, Richardson, & Garside,
1971; Makita, 1966) and include the following:

* Infantile autism (Kanner, 1943) or psychosis
(Kolvin, 1971): with an onset in the early years
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of life. Subsequent work suggests an affiliation
to a wider range of developmental disturbances,
including Asperger’s syndrome of autistic psy-
chopathy (Asperger, 1944; Wing, 1981). More
recent studies have suggested that these latter
conditions may contribute to an autistic spec-
trum disorder of early childhood.

e Disintegrative psychosis: those conditions with
an onset after infancy but still within the pre-
school years and that are characterized by wide-
spread functional disintegration.

e Late onset psychosis or childhood schizo-
phrenia: those conditions with an onset during
the school years and characterized by primitive
or more complex symptoms resembling those
described in adult schizophrenia (Eggers, 1978;
Green et al., 1984; Kolvin, 1971).

Later work highlighted those personality or other
conditions purportedly at the margins of the psy-
chosis and in due course has also given rise to the
concept of childhood schizophrenia spectrum dis-
order.

Some authors have described exceptions to this
main pattern, and hence one leading research
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group recommends that the diagnosis be based on
the clinical picture rather than on the age of onset
(Wing & Attwood, 1987).

Spectrum Disorders Versus
Multiple Categories

In adult schizophrenia some authorities have
favored a classification into multiple, complex, al-
most discrete subcategories, whereas other have
moved toward agglomeration into the schizo-
phrenia spectrum disorder. Can this recently fash-
ionable concept of spectrum disorder be applied
to childhood schizophrenia?

In the autistic psychoses there has been a sim-
ilar dichotomy with the “splitters” in the United
States (American Psychiatric Association, 1980)
proposing a new class of disorders, the pervasive
developmental disorders (PDD). In the United
Kingdom a similar move has led Wing and her
colleagues to propose their three-way split. In ad-
dition, and in contrast, there has been the delinea-
tion of the autistic spectrum disorder.

The Developmental Perspective

In this chapter we focus on the age of onsetasa

guide to classification, with the proviso that the
diagnosis be based on the presence of the relevant
clinical phenomena. This approach allows a focus
on a developmental perspective that is widely en-
dorsed in the standard schemata (International
Classification of Diseases-9 [World Health Organ-
ization, 1979] and DSM-III [APA, 1980]) on both
sides of the Atlantic.

This broad developmental pattern of onset is
consistent with a diagnosis based on clinical phe-
nomenology and coincides with the main cate-
gories of ICD-9 (WHO, 1979). With the advent of
DSM-III (APA, 1980), it was broadly accepted
because of the developmental typology suggested
by Anthony (1958) and Kolvin (1971). However, it
replaced the multiplicity of eponymous categories
with an equal multiplicity of subcategories of dis-
order that are characterized by a pervasive lack of
responsiveness to others, as well as by a gross and
sustained impairment of social relationships.
These categories are split both according to age of
onset (before or after 30 months) and to whether
or not there is a full syndrome or a residual state.
Finally, there is a rag bag of other disorders that
are difficult to classify elsewhere and that are
lumped together as atypical pervasive develop-
mental disorder. Inevitably the clinical description

of these groups overlaps, and the previous lack of
clarity at the margins of the main psychotic disor-
ders of childhood is replaced by subcategories with
inadequate empirical foundations (Volkmar, 1987).

subclassification of Autistiform
Disorders

A newer clinical approach to the subclassifica-
tion of preschool autistiform conditions that ap-
pears to have better empirical foundations than
the DSM-III categories is provided by Wing and
Gould (1979) and Wing and Attwood (1987), who
describe three main groups of children—the aloof,
the passive, and the active-but-odd.

The aloof are the most socially impaired, partic-
ularly in relation to their peers, and become agi-
tated when in close proximity to others. They may
approach others to obtain gratification of their
basic needs, but more usually display a lack of
overt affection. Both verbal and nonverbal com-
munication may be seriously impaired. Speech is
not employed as a means of social interaction.
Further, even if speech has been present from in-
fancy, there is little engagement in two-way com-
munication in the form of cooing, babbling, or
facial expression, nor are there the signs of early
nonverbal communication, including social ges-
turing in later infancy. Associated features are
poor eye contact and poverty of facial expression.
In the main, children in this group have little sym-
bolic or pretend play, or evidence of inner imagi-
nation (Wing & Gould, 1978, 1979). They are par-
ticularly prone to stereotypes, but, although these
diminish with age, they tend to be replaced by
more complex repetitive behaviors (Wing & At-
twood, 1987). Broadly speaking, those in the
aloof group have much in common with the
classic picture of autism depicted in ICD-9.

The autistic features of the passive group ar
less marked than are those in the aloof group. The
main distinction is that, although such childrer
do not make spontaneous approaches to others
except to meet their needs, they will accept tht
approaches of others without protest. Their abil
ity to imitate and copy is also less impaired (At
twood, 1984), as is their speech and verbal com
munication. They are the best behaved and th
most easily managed; the more intelligent ma
cope fairly well educationally, even surviving i
ordinary schools.

The active-but-odd are described as makin
“spontaneous approaches to others, but in pect
liarly naive and one-sided fashion” (Wing & At
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wood, 1987). Many of the characteristics de-
scribed by the authors would tend to lead such
children to be categorized as cases of Asperger’s
syndrome, and would include an indulgence of
their circumscribed interests by talking at other
people, together with literalness, repetitiveness,
and longwindedness. One important feature is
that, when older, they tend to replace their repeti-
tive routines with more abstract but restricted in-
terests that are “pursued so relentlessly, to the ex-
clusion of virtually everything else, and with little
grasp of the meaning or applicability to everyday
life of the knowledge acquired” (Wing & Att-
wood, 1987).

Wisely, Wing, and Attwood (1987) do not see
these as rigidly defined groups but rather as a
range of abnormalities found in the spectrum of
autistic disorders with the main changes over time
being from the aloof into one of the other two
groups. However, although the aloof group is di-
agnosable at an earlier age, the main characteris-
tics of the passive and active-but-odd subgroups
may not be appreciated until school age.

Disintegrative Psychosis

The onset occurs after several years of normal
development and is characterized by a profound
regression of general and social behavior, social
interactions, and play, together with a deteriora-
tion in speech, language, and cognition. In due
course, stereotypes and mannerisms may appear,
giving rise to a picture reminiscent of that seen in
autism. In some cases there is an evident organic
basis such as encephalitis; in others there is an
associated organic cortical degenerative disorder
(Creak, 1963; Corbett, Harris, Taylor, & Trimble,
1977), but evidence of brain disease is not always
clear-cut (Evans-Jones & Rosenbloom, 1978). In
Some the neurodegenerative basis becomes evident
only in the course of time (Rivinus, Jamison, &
Graham, 1975; Corbett et al., 1977). Thus, while
tl}ere is usually the presumption of organic brain
disease, in some the condition has an unknown
Clology that invalidates the suggestion that it
should be always classified as an organic dementia
fili{sitrt;r’ 198?). Rutter (1985) considers that tht?se
o ers will Pprove t(? be heterogeneo'us with
mhersfepres?ntmg 'fltyplcal .forms of .autlsr'n ax.ld
s associated with acquired organic brain dis-

'S. Although Rutter sees it as desirable to
ify this group separately from autism, other

‘u .
thorities are egs convinced of this (Wing &
uld, 1979,

In some there is a rapid downhill course, and in
those few neurodegenerative disorders, this may
progress to death. In the majority of others, after
a number of months, this pattern may stabilize,
leaving an overactive child with severe mental
handicap, without speech, and often an autistic
behavioral picture that tends to be consistent on
follow-up 11 to 16 years later. Occasionally, sei-
zures subsequently develop (Hill & Rosenbloom,
1986).

Descriptive Account of Childhood
Schizophrenia

Previous work has emphasized that adult-type
psychoses (mainly childhood schizophrenia) have
their onset in the school years (Kolvin, Ounsted,
Richardson, & Garside, 1971), being very rare in
the early years and becoming less so as the child
moves toward and into adolescence. This consti-
tutes the basis of the bimodal pattern of onset
already alluded to (Kolvin, Ounsted, Richardson,
& Garside, 1971; Makita, 1966).

There are good reasons for suggesting that per-
vasive developmental disorders (or the autistic
spectrum) can be distinguished from adult-type
schizophrenia on phenomenological, demograph-
ic, and genetic grounds, although, inevitably,
there are exceptions to this general rule (Kolvin,
1971; Petty, Ornitz, Michelman, & Zimmerman,
1984; Wing & Attwood, 1987).

Kolvin and his colleagues (Kolvin, 1971; Kol-
vin, Garside, & Kidd, 1971; Kolvin, Humphrey,
& McNay, 1971; Kolvin, Ounsted, Humphrey, &
McNay, 1971; Kolvin, Ounsted, Richardson, & Gar-
side, 1971; Kolvin, Ounsted, & Roth, 1971) have
highlighted the differences in diagnostic criteria
and other features of early childhood psychoses
(autism) and later-onset psychoses (childhood
schizophrenia). Green et al. (1984) have taken this
one stage further by replicating the main distinc-
tions between autism and adolescent psychosis
highlighted by Kolvin and his colleagues and by
demonstrating that schizophrenia can be diag-
nosed in prepubertal children using DSM-III
criteria. Other reviews point out that there is a
need for a more careful examination of the symp-
tomatology thought to be diagnostic of child-
hood schizophrenia together with an exploitation
of possible subdivisions on symptomatological
grounds and also etiology, course, and prognosis
of the proposed subtypes (Beitchman, 1985).

There are few satisfactory descriptions of the
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presentation and course of childhood schizo-
phrenia. Only four studies both provide the
symptom frequency and use a definition of child-
hood schizophrenia that would qualify for a
DSM-III diagnosis (Eggers, 1978; Green et al.,
1984; Kolvin, Ounsted, Humphrey, & McNay,
1971; Kydd & Werry, 1982). Together these de-
scribe 129 children whose ages range from 6 to 15
years. A number of other research reports are un-
dermined by the lack of clear distinction between
autism and schizophrenia.

Two studies (Green et al., 1984; Kolvin, Oun-
sted, Humphrey, & McNay, 1971) have described
the type of onset as acute (12% to 20%), insidious
with an acute exacerbation (21% to 33%), and
insidious (45% to 66%). y

Delusions occur in just over one-half of cases
(Green et al., 1984; Kolvin, Ounsted, Richardson,
& Garside, 1971). In the younger child they are
less frequent, and there is difficulty in distin-
guishing fantasy from reality. Formal thought dis-
order, usually a disturbance of association and
thought blocking, is present in over one-half of
the cases. A variant, present in about one fifth, is
alienation of thought, including thought depriva-
tion, insertion, and broadcasting (Kolvin, Oun-
sted, Humphrey, & McNay, 1971).

Auditory hallucinations occur in 80% of older
children (Eggers, 1978; Green et al., 1984; Kolvin,
Ounsted, Humphrey, & McNay, 1971). Visual hal-
lucinations, present in about half the cases, can
occur with other forms of disturbance and under
stress (Egdell & Kolvin, 1972; Garralda, 1984a)
without predicting subsequent psychosis (Garralda,
1984b). Somatic hallucinations occur in about one
third of schizophrenic children (Kolvin, Ounsted,
Humphrey, & McNay, 1971) and may affect several
sensory systems simultaneously (Eggers, 1978).

The most common form of affective disturb-
ance is a constriction or blunting that is experi-
enced by about 60% of cases; next in frequency is
a sense of affective incongruity and perplexity.
Depression is common in the prodrome (Kolvin,
Ounsted, Humphrey, & McNay, 1971), and in
nearly 10% of cases, children with depression sub-
sequently develop schizophrenia. Motor symp-
toms are common, particularly as a jerky incoor-
dination of movement, as well as mannerisms and
facial grimaces (Kolvin, Ounsted, Humphrey, &
McNay, 1971).

In his 16-year follow-up of prepubertal schizo-
phrenias, Eggers (1978) found that about 46% of
such children developed an affective picture. He,
too, indicated that there were developmental dif-

ferences. In those who developed their symptoms
before the age of 10 years, the picture was an
unobtrusive one with sudden, unexpected, and
strange personality and behavioral changes. They
included loss of contact with reality, the nar-
rowing of interests, an indifference to the usuail
activities and pursuits, together with evidence of
disturbed mobility, negativism, and speech dis-
turbance. Some of these were previously affec-
tionate children who suddenly became unkind,
cold, and stubborn. Some became rather disinhi-
bited, and some made unmotivated suicidal at-
tempts. As the children approached 10 years of
age, delusions and hallucinations became more
prominent. The delusions often a;~cared as a
rash of diffuse fears. In the prepube;:::i cases, de-
lusions became more persistent, and religious and
depressive themes emerged for the first time. At
this age there was a greater systematization of de-
lusional ideas, and thus, with increasing age,
childhood and prepubertal psychosis began to re-
semble those of the adult (Eggers, 1978).

The next step therefore consists of the establish-
ment of agreed-upon diagnostic criteria and the
application of these with consistency in a disorder
that manifests with protean symptomatology. Tra-
ditionally, diagnostic criteria have reflected var-

4ous combinations of Schneider’s (1959) ap-

proach, where there is an emphasis on the more
positive delusions and hallucinations, with that of
Bleuler (1950) where the emphasis is on the more
negative symptoms of withdrawal, loosening of
association, and blunted affect. Diagnostic agree-
ment has been improved, but disagreement not
totally resolved by the tighter definitions available
in DSM-III and ICD-9 (Brockington, 1983). Such
complexity is compounded in early childhood by
developmental issues: for example, the very real
problems of detecting relevant phenomena and
distinguishing primitive variations of thinking,
language, and emotional development from pa-
thology. Thus, in the early school years there re-
mains the allied question of how to weight imma-
ture variations of diagnostic criteria. In the
original research of Kolvin and his coworkers
(Kolvin, 1971; Kolvin, Garside, & Kidd, 1971;
Kolvin, Humphrey, & McNay, 1971; Kolvin,
Ounsted, Humphrey, & McNay, 1971; Kolvin,
Ounsted, Richardson, & Garside, 1971; Kolvin,
Ounsted, & Roth, 1971), there was an attempt to
sharpen and limit the concept and definition of
schizophrenia in school-aged children and diag-
nosis was achieved by using the rank criteria (Sch-
neider, 1959).
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“Borderlands” and
Spectrum Disorders

The Autistic Borderlands

There is confusion regarding the classification
of Asperger’s syndrome, as well as of that small
proportion of cases of autisticlike conditions that
fall into Wing and Goulds’ “passive subgroup.”
The latter group consists of individuals who,
when adults, may present with a social impair-
ment that resembles the social withdrawal of those
schizophrenic children whose symptomatology is
mainly of the negative variety (Wing & Attwood,
1987). This is less likely to be the case with those
schizophrenia-type disorders that present with
positive symptomatology. Wing and Attwood
(1987) point out that a correct diagnosis usually
can only be made from a developmental history
taken from an informant who has known the psy-
chotic person over the whole life span.

The Schizophrenia Borderland

Despite the suggestion, as a result of recent re-
search, that these so-called first-rank symptoms
are rather weak predictors (Brockington, Kendell,
& Leff, 1978), other authorities have advocated
widening these diagnostic criteria of Schneider
(and hence the concept of schizophrenia in adult-
hood) to allow the inclusion of a spectrum of
schizophrenic conditions (Roth & McClelland,
1979). These advocates admit that stricter defini-
tions may give rise to greater cross-cultural agree-
ment on diagnosis; however, broader definitions
allow the heterogeneity of schizophrenia to ex-
press itself. Roth and McClelland (1979) have at-
tempted to classify the components of a spectrum
of schizophrenic disorder by delineating a grada-
tion or ranking of disorders ranging from nuclear
schizophrenia through paraphrenic or paranoid,
then cycloid or episodic, then schizoaffective,
then psychogenic, then toxic, and finally schizo-
phreniform psychosis. So far this attractive con-
cept has not been widely studied in adolescence,
but an interest in examining these ideas and put-
ting them into practice is beginning to emerge.
Unfortunately, however, the all-embracing term of
childhood psychosis has started to envelop un-
usual personalities on the margins of these psy-
choses, and this trend needs to be resisted unless
there is strong proof of an intimate link.

Revival of the Concept of a
Unitary Psychosis

Of considerable practical importance is the
qQuestion of whether there is a small subgroup of
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autics who develop schizophrenia. Although
Kolvin and his colleagues (Kolvin, 1971; Kolvin,
Garside, & Kidd, 1971; Kolvin, Humphrey, & Mc-
Nay, 1971; Kolvin, Ounsted, Humpbhrey, & McNay,
1971; Kolvin, Ounsted, Richardson, & Garside,
1971; Kolvin, Ounsted, & Roth, 1971) demon-
strated that autism and adolescent schizophrenia
were discontinuous, in one case in that series a
clear-cut diagnostic distinction could not be
achieved. More recently, Petty et al. (1984) have
argued that a small subgroup of autistic children
do develop schizophrenia. However, in this latter
research all the autistic diagnoses were made ret-
rospectively, and this still leaves a question mark
in relation to a common subgroup. The consider-
able rarity of such a subgroup should prevent any
attempts to resurrect the discredited single-psy-
chosis theory.

Multiaxial Approaches

Such a behavioral classification of syndromes
demands a complementary multiaxial classifi-
cation (Wing & Attwood, 1987) with axes to ac-
commodate gross etiology, on the one hand, and
cognitive ability, on the other. For instance, a di-
versity of gross etiologies is reported in one third
to one half of cases (Kolvin, Ounsted, & Roth,
1971; Wing & Gould, 1979; Rutter, 1972). Intelli-
gence is also important, with up to 80% of autistic
cases having quotients of <70 when measured on
standardized tests (Kolvin, Humphrey, & McNay,
1971; Rutter & Lockyer, 1967; Wing & Gould,
1979).

EPIDEMIOLOGY

Autism

The prevalence of typical autism based on epi-
demiological research is approximately 4 per
10,000 (Lotter, 1967). About one half of these
have a more nuclear autism that approximates to
that described by Kanner with the remainder
being less typical (Wing & Gould, 1979). Such
epidemiological rates, even when the psychosis is
narrowly defined, are far greater than the so-
called administrative rates (the number in the
community known to the local services). Hence
the use of epidemiological rates in service plan-
ning carries the risk of overprovision. Wing and
Gould (1979), from their English base, argue for a
wider concept of childhood psychosis according
to the quality of social contact and on these cri-
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teria 10.6 per 10,000 were aloof, 5.7 were passive,
and 4.9 active-but-odd, with an overall rate of
21.2 for children under 14 years of age. Within
this figure 4.9 per 10,000 were childhood autists.
How many of the residual psychoses were really
Asperger’s syndrome? Some might consider the
active-but-odd as such. Bryson, Clark, and Smith
(1988) from their Canadian base, also using a
broader definition of autism (Denckla, 1986), cal-
culate a prevalence of 10 per 10,000. An asso-
ciation with mental retardation is reported in
between 66 and 75% of children with autism (Kol-
vin, Humphrey, & McNay, 1971; Rutter &
Lockyer, 1967). Boys outnumber girls by up to 4to
1 (Kolvin, Ounsted, Richardson, & Garside, 1971;
Lotter, 1967; Wing, 1981). The Goteborg study
(Gillberg, 1984) suggests that this relationship
may be nonlinear, achieving a maximum of over 5
to 1 for the middle band of the mildly mentally
retarded, and decreasing to 2 to 1 both above and
below this ability band.

The earlier epidemiologically based reported as-
sociation with higher social class (Lotter, 1967)
has had some support (Steinhausen, Gobel, Brein-
linger, & Wohleben, 1983), but most major sur-
veys have not supported this distinction (Gillberg
& Schaumann, 1981; Wing, 1981). On balance it
is likely that the reported association was the con-
sequence of referral bias.

Disintegrative Psychosis

Again, clinical research suggests this to be a
rare disorder (Kolvin, 1971; Makita, 1966). There
have been no specific studies, but the Camberwell
study of early childhood psychoses allows an es-
timate of prevalence (Wing & Gould, 1979).
Ninety-four percent of the psychotics with an au-
tistic picture were reported to be abnormal before
the age of 3 years and the rest between 3 and 5
years (Wing, 1982).

Schizoid Personality Disorder
and Asperger’s Syndrome

Knowledge about the epidemiology of these
two disorders is rather limited. Wolff and Chick
(1980) estimated that schizoid personality dis-
order was present in over 3% of their child psychi-
atric clinic population. The wider significance of
this is not clear as it needs to be reinterpreted in
terms of the selectiveness of referral to their clinic;
such a perspective can be achieved only by epide-
miological research. What about Asperger’s syn-
drome? The difficulties in defining and distin-

guishing mild autism, Asperger’s syndrome, and
schizoid personality have hampered the accurate
estimation of prevalence. Gillberg and Gillberg
(1988) suggest that Asperger’s syndrome is more
common than autism, is not associated with
mental retardation, and has a prevalence of about
10 per 10,000. This is double the estimate of the
active-but-odd subgroup derived from the Wing
and Gould (1979) research.

Childhood Schizophrenia

Prevalence is age dependent, being rare in the
prepubertal population. Thus, whereas the adult
incidence is about 1%, fewer than 200 cases of
childhood schizophrenia have been described in
the world literature. Kolvin, Ounsted, Rich-
ardson, and Garside (1971), in their wide clinical
search, report a rate of three quarters that of au-
tism, which gives a rough estimate of 3 per 10,000
children. This is similar to that reported by
Kramer (1978). Other estimates suggest a rate
some 50 times less before the age of 15 years than
after (Beitchman, 1985), which is consistent with
a stress diathesis model by which few individuals
within the population at risk would have a suffi-
cient combination of biological loading and envi-
ronmental stress to give rise to an early manifesta-
tion. Provided that autistic contamination is
rigorously avoided, the sex ratios of adult and
childhood schizophrenia reveal a remarkable simi-
larity (Babigan, 1980; Kramer, 1978). Most
studies give evidence of a male preponderance but
within these the sex ratio varies widely and this is
especially true of those not based on rigorous di-
agnostic criteria, resulting in a contamination of
the index groups by autism.

NATURAL HISTORY

Autism

The clinical features vary with the stage of de-
velopment. The more florid symptoms peak in the
preschool years but then usually lessen during
middle and later childhood; for instance, in early
infancy a commonly reported characteristic is a
failure to cuddle, babbling may be absent, and
there may be a failure to engage in preverbal two-
way social interactions with the mother. In the
toddler, prominent features consist of such char-
acteristics as profound social withdrawal and
avoidance of gaze, together with language abnor-
malities and repetitive behaviors. Subsequently,
many children continue to have difficulties in in-

i
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terpersonal relationships, particularly outside the
home; such difficulties may arise with those
adults who are not in regular contact with the
child and who are unaccustomed to interpreting
his or her communications or making allowance
for his or her behaviors. Older autistic children
may show an inability to appreciate the nuances
of social relationships and have a lack of appre-
ciation of other people’s feelings. Often, the
brighter autistic preadolescent and adolescent will
show a desire for friendships, but the lack of so-
cial skills and empathy make this difficult. In a
minority, especially in the less able autistic adoles-
cent, there is pubertal deterioration comprising a
worsening of symptomatology, a loss of develop-
mental skills, and a change to a more gross phys-
ical appearance. Further, aggressive behavior may
reemerge in some (Gillberg & Schaumann, 1981).
In others, although many symptoms almost disap-
pear, it is not uncommon for obsessional and ritu-
alistic symptoms not only to persist, but also to
expand. Finally, adulthood may bring improve-
ment (Gillberg, 1984). Nevertheless, some of these
processes can continue through to adulthood, re-
sulting in an individual who, if the past history
were to be ignored, might be thought to have As-
perger’s syndrome.

Although about one quarter of autistic children
do moderately well, only 10% do sufficiently well
to survive in an unsheltered work situation (Rut-
ter, Greenfield, & Lockyer, 1967; Kanner, Rodri-
guez, & Ashenden, 1972). Three elements contrib-
ute to the limited work potential: poor cognitive
development; adverse temperamental features
such as inertia, inactivity, and poor concentra-
tion; and poor social skills (Lotter, 1974).

The outlook depends on the testable intelli-
gence in the preschool years, the most able
tending to show the greatest improvement, partic-
ularly on verbal skills (DeMyer et al., 1973).
Closely related is the development of useful lan-
guage in childhood. Other indicators are the se-
verity of the symptomatology, the evidence of or-
ganic brain dysfunction, and the speed with which
the more florid symptoms fade (Kolvin, 1985), the
potential for substantial improvement usually
being evident by 7 years of age (Rutter, 1967).

Childhood Schizophrenia

Any conclusion about the course of childhood
schizophrenia depends on the narrowness of the
diagnostic criteria; inclusion of other disorders
clouds the picture. In the literature, autism is a
common contaminant (Cantor et al., 1982; How-
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ells & Guirguis, 1984), and so too may be the
adolescent affective disorders that, particularly in
their early episodes, can be mistaken for schizo-
phrenia (Hassanyeh & Davison, 1980; Himmel-
hoch & Garfinkel, 1986).

Most of the reliable accounts of the course of
schizophrenia concern adolescents (Masterson,
1956); few deal with a childhood onset (Eggers,
1978; Kydd & Werry, 1982). However, the themes
that emerge are consistent: A younger age of
onset is associated with a poor prognosis; other,
possibly associated, indicators of a poor outlook
are an insidious onset, a simple or hebephrenic
subtype, discordant premorbid personality traits
(insecure, inhibited, and shy), and low intelligence
(although this is not always the case—Kydd &
Werry, 1982), but the presence of affective symp-
tomatology may indicate a better prognosis (Eg-
gers, 1978).

There is no evidence that a range of other fac-
tors make any contribution to the prognosis, al-
though such evidence has been sought. These
factors include a high family loading of schizo-
phrenic illness or other neuropsychiatric disorders
(Eggers, 1978), the duration of episodes, the
presence of precipitating triggers, a family his-
tory, and family socioeconomic status. It is sur-
prising that factors such as a disturbed family
atmosphere, the type of symptoms the child
displayed, and the frequency of the psychotic epi-
sodes, have no bearing on the prognosis either
(Eggers, 1978). Although most of those cases in
which onset is before the age of 10 years have a
poor outcome, a substantial minority of the pre-
pubertal cases showed a favorable outcome (Eg-
gers, 1978). Finally, in between 20% and 40% of
cases the condition can be expected to remit com-
pletely, especially if the onset is after 10 years of
age; this supports the notion of the prognostic
significance of the age of onset. It is also helpful
to note that the majority of the children achieve
some form of remission; although this was com-
plete in only 20%, a relatively good social adjust-
ment was achieved by a further 30% (Eggers,
1978). However, a significant postpsychotic per-
sonality change was found in 26 of the 57 (46%)
cases followed by Eggers (1978).

IMPAIRMENT AND COMPLICATIONS

Autism

In autism, impairments are widespread, with
some relating to the more general features of au-
tism that have already been adumbrated and
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others being more specific to an associated patho-
logical entity. In this section there is a brief focus
on the more general impairments outlined by
Wing (1982). First and foremost, there are impair-
ments of social interaction, with more recent re-
search emphasizing difficulties in discriminating
socioeconomic cues (Hobson, 1986) together with
an impaired ability to appreciate how others
think, which is based on a theory of mind (Baron-
Cohen, 1989). Second, there are delays and devi-
ances of language and communication, which in-
clude limitations in the understanding and use of
gesture and also deviance in relation to eye-to-eye
contact. Third, there are impairments of imagina-
tive activities, as reflected in poor or even lack of
symbolic play. These often go hand in hand with
poor ability at imitation. There is often an overlay
of socially bizarre and inappropriate behavior.
Commonly, there are anomalies of motor control
and variable anomalies of attention.

Autism is usually accompanied by intellectual
impairment (Kolvin, Humphrey, & McNay, 1971;
Rutter & Lockyer, 1967) and organic brain dys-
function (Kolvin, Ounsted, & Roth, 1971). As the
basis of the organic pathology is so diverse, it has
been postulated that there must be a common final
pathway to dysfunction (Damasio & Maurer, 1978).

Epilepsy is a frequent complication, developing
in about one quarter of autistic children (Deykin
& MacMahon, 1979; Gillberg & Steffenberg,
1987; Rutter, 1970); the occurrence of seizures is
linked to the intensity of autistic symptomatology,
and about two thirds of the fits have an onset in
adolescence (Deykin & MacMahon, 1979). In
comparison with a normal population, these fits
are substantially more frequent and of later
onset —the peak being at 11 to 14 years—but it is
not clear whether the association is with mental
handicap or with autism.

Childhood Schizophrenia

Whereas some workers suggest a modest shift to
the left in the distribution of IQ scores (Kolvin,
Humphrey, & McNay, 1971), others do not sup-
port this (Eggers, 1978; Green et al., 1984). How-
ever, all studies report a deterioration from a pre-
vious level of general functioning, and, broadly,
this has been true irrespective of the type of onset.
The frequency of delusions and hallucinations has
been described above.

The biological basis of childhood schizophrenia
has not been the subject of such extensive research
as has been carried out at the level of brain bio-
chemistry, or of that at the level of the modern

imaging techniques in adult schizophrenia (Crow,
1987).

Reports of organic impairment have been con-
flicting and often confused by the inclusion of
autistic children. What is available are reports of
persistent soft neurological signs, particularly hy-
potonia (Fish, 1984), poor fine-motor coordina-
tion, and visuomotor deficits (Marcus, Hans,
Lewow, Wilkinson, & Burack, 1985). These and
others have been reported in a variety of studies of
high-risk children (Nuechterlein, 1986; One inter-
esting report suggested that biological impairment
causes a relative inability to distinguish visual sig-
nals from background noise, but this is shared
with other high-risk children (Asarnow & Mac-
Crimmon, 1978; Nuechterlein, 1985). A related
finding is that schizophrenic children fail in tasks
concerning information processing (Asarnow,
Tanguay, Bott, & Freeman, 1987). There is evi-
dence to support the view that much of perceptual
and attentional development in children consists
of a transition toward more active control of in-
formation acquisition. This is achieved, in part,
through more efficient deployment of attentional
capacity (Asarnow, Sherman, & Strandberg, 1986).
These last authors go on to assert that it is precisely
these controlled attentional processes, which usu-
ally develop in middle childhood, that are impaired
in schizophrenic children, while more automatic
modes of attending remain relatively intact. To
date, in contrast to the condition in adults, a search
for other evidence of neurological impairment has
yielded little. Nevertheless, a current popular view
is that actual or presumed cerebral damage in early
life contributes to the emergence of adult schizo-
phrenia (Murray & Lewis, 1987). What evidence is
there for this in childhood schizophrenia?

Unfortunately, many studies do not distinguish
autism from schizophrenia, and therefore it is dif-
ficult to disentangle facts. Although not as
common as in autism, presumptive brain damage/
dysfunction as reflected in the complications of
pregnancy and birth (PBC), neurological soft
signs, or specifically abnormal EEGs are still
more common than might be expected. For in-
stance, temporal lobe discharges were reported in
12% of adolescent schizophrenics (Kolvin, Oun-
sted, & Roth, 1971).

DIFFERENTIAL DIAGNOSIS

Autism

Autism has been characterized by a variety of
bizarre behaviors and anomalies of development,

aes g

ey
=




o

SCHIZOPHRENIA 3 107

the latter. being the basis of the inclusion of au-
tism in the pervasive developmental disorder cate-
gory with emphasis on the impairment of social
relationships, an obsessional desire for sameness,
an early onset and associated secondary features
relating to communication, cognitive ability, and
motor behavior (Kanner, 1943). Other criteria
have proved broadly similar in terms of age of
onset, self-isolating patterns of social behavior,
catastrophic reactions, and repetitive behaviors
(Kolvin, 1971). Rutter (1974) has pointed out that,
as each of these main symptoms can occur in the
absence of others, none can be regarded as spe-
cific.

A crucial issue is the differentiation of autism
from other disorders of development with which
there appear to be shared symptoms. Rutter and
Schopler (1988) assert that the main feature dis-
tinguishing autism from these other disorders is
the deviance in development rather than the delay.
This pattern of deviance of social usage of lan-
guage, of inner language, and socioemotional rec-
iprocity between the child and others distinguishes
autism not only from schizophrenic childhood
disorders but also from other developmental dis-
orders, particularly those associated with mental
retardation. In those other disorders in which
there is not this characteristic pattern of deviance
but, rather, so-called “secondary autistic fea-
tures,” as may occur, for example, in profound
deafness, the child may succeed in communi-
cating through other modalities.

However, it is not merely these features that dis-
tinguish autism from childhood schizophrenia. A
steady course is more typical of autism, while
marked remissions and relapses frequently occur
in childhood schizophrenia; marked intellectual
retardation is a common feature of autism but less
so with childhood schizophrenia; better visuo-
spatial skills and poorer language skills are char-
acteristic of autism but not of schizophrenia;
there is a marked male preponderance in autism
but equality of the sexes in schizophrenia; there is
a higher frequency of adverse perinatal factors
and organic factors in autism than in childhood
schizophrenia (Kolvin, Ounsted, & Roth, 1971);
there is a high genetic loading in the parents of
schizophrenic children as well as in adults, but a
very low loading in the parents of autists (Kolvin,
Ounsted, Richardson, & Garside, 1971; Rutter,
1972). There are similar distinctions between in-
fantile psychosis and adult-type schizophrenia,
and for these reasons Rutter (1972) sees no reason
for making any distinction between childhood-
onset schizophrenia and adult-type schizophrenia.

There is also the issue of the relationship (and
differences) between autism and specific receptive
developmental language disorders (dysphasia).
Although there are a number of overlapping fea-
tures, such as social withdrawal and repetitive be-
haviors, sound empirical research has shown that
children in the latter group differ from autistic
children. Bartak, Rutter, and Cox (1975, 1977)
have demonstrated that autism is associated with
a language deficit that is more extensive in that it
spans several different language modalities, in-
cluding an impairment of the understanding of
written language and also severe comprehension
deficits. Furthermore, this language impairment
involves deviance as reflected by echolalia, pro-
nominal reversal, and metaphorical language in
addition to linguistic delay.

Whereas profoundly mentally handicapped
children may have some features of autism, no-
tably they may have two-way social interactions
that are appropriate for their developmental age.
Thus, while their social interactions may be mod-
erately impaired (Wing & Gould, 1979), they tend
not to show the same pattern of deviance that is
found in core autistic conditions.

Another question concerns extremely depriving
environmental circumstances. It would be diffi-
cult to imagine how any of such deprivational ex-
periences could give rise to the complex and spe-
cific patterns of impairments in such diverse areas
as cognitive, perceptual, motor, and autonomic
functioning (Wing, 1976). Rutter and Schopler
(1988) point out that neither the indiscriminate
friendliness of some institutionally reared children
nor the insecurities of abused children (Mrazek &
Mrazek, 1985; Rutter, 1981) constituted features
reminiscent of autism. However, in some rare
cases where children have been exposed to extreme
deprivation and abuse, the picture can begin to
resemble autism although the pattern of deviance
is different (Skuse, 1984). Nevertheless, even here
one must question how much of the picture is due
to environmental adversity and how much due
to constitutional influences (Rutter & Schopler,
1988).

Childhood Schizophrenia

As with the adult condition, childhood schizo-
phrenia has to be differentiated from organic syn-
dromes, affective disorders, and also personality
disorders. Common organic conditions are the
drug-induced states, such as amphetamine psy-
chosis and temporal lobe epilepsy. Affective states
are distinguished on the basis of the persistence
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of the dysphoria and the relationship of the hallu-
cinations or delusions to the prevailing mood
(Gelder, Gath, & Mayou, 1983). A common
problem is that in the early stages the schizo-
phrenia may be insidious and can be preceded by
quite serious depression (Nissen, 1971). In all the
foregoing a careful history is essential, as is an
examination of the mental state together with a
physical examination to exclude disorders with an
organic basis.

The Borderlands of
Childhood Psychoses

It has been postulated that the phenomenon of
the schizophrenia spectrum may occur in adoles-
cence. Differential diagnosis of these borderland
phenomena from core childhood schizophrenia
can be difficult and often can be achieved only on
the basis of historical accounts of the insidious
changes and monitoring over time for evidence of
first-rank symptoms.

Asperger’s Syndrome and Schizoid
Personality Disorder in Childhood

The essential features of Asperger’s syndrome
are a gross lack of skills in social diplomacy, asso-
ciated with a degree of naivety leading to an im-
pairment of social relationships (Asperger, 1944).
Additional features are male preponderance, diag-
nosis after the first two years of life, the unusual
use of spoken language—particularly pedantic
aprosodic speech _ the use of stereotyped phrases,
and also abnormalities in nonverbal communica-
tion. Additionally, there is a lack of affective con-
tact, stereotyped movement, an obsessional at-
tachment to certain toys and surroundings, and a
preoccupation with rotatory movement. Finally,
Asperger regarded children displaying this syn-
drome as having special abilities in the areas of
logic and abstraction. Such characteristics suggest
a location in the “no man’s land” of classification
between autism, on the one hand, and schizo-
phrenia, on the other (Kay & Kolvin, 1987).

A crucial question is whether there is a relation-
ship between autism and the adult-derived con-
cept of schizoid personality disorder. Different
positions are exemplified by Wing (198 1), on the
one hand, and Wolff and her colleagues (Wolff &
Barlow, 1979; Wolff & Chick, 1980), on the other.
These have been reviewed recently by Kay and
Kolvin (1987).

Wolff and Barlow (1979) attempt to highlight

similarities between the adult-derived concept of
schizoid personality disorder and Asperger’s syn-
drome. They compare childhood schizoid person-
ality with autistic and normal control children
using relatively small samples matched for age,
sex, and nonverbal intelligence. Reanalysis of
their verbal and performance IQ data reveals that
there were no significant differences between the
schizoid personality and the autistic group, nor
between the autistic and control group. There
was, however, a significant difference between the
schizoid personality disorder group and controls
(Kay & Kolvin, 1987).

How do these disorders relate to each other?
Wing (1981) considered schizoid personality dis-
order a vague and ill-defined concept, presup-
posing a relationship to schizophrenia. Asperger’s
syndrome shares many features with childhood
autism, and (although there has been insufficient
research into etiological links) it can be viewed as
a mild variant of autism on the basis of sympto-
matology alone (Wing, 1981). The deviance, pat-
terning, and severity of features are insufficient
for it to be considered as psychosis but rather as a
personality variant. Furthermore, a separation of
schizoid personality disorder and Asperger’s syn-
drome does not make sense, either on theoretical
grounds or in terms of clinical patterns, and both
should be classified as personality disorders of
childhood, probably with each being a mild var-
iant of the other (Kay & Kolvin, 1987). However,
from his examination of adult data, Tantam
(1988) does not seem to support this position and
sees these two conditions as distinct. The answer
may be that schizoid personality disorder is a het-
erogeneous condition that includes cases from
both of the two proposed spectra relating to au-
tism and childhood schizophrenia.

Other Borderline States

Initially, this elusive concept was used to iden-
tify patients who were t0o unstable for deep psy-
chotherapy but were not obviously psychotic
(Stern, 1938). Spitzer and Endicott (1979) argue
that the borderline concept is not unitary and is
best regarded as possessing at least two major di-
mensions that are relatively independent. For in-
stance, clinicians in the United States use the term
«porderline” in two different ways. The first is
used to describe a patient group with a disorder
assumed to be genetically related to a spectrum of 4
disorders including schizophrenia; this has been
labeled “schizotypal personality” to reflect the |
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concept of “borderline schizophrenia.” Family
and genetic data are suggestive of a link with
schizophrenia (Kendler, 1984). Second, the term is
used to describe a patient group with a “constella-
tion of relatively enduring personality features of
instability and vulnerability”: This has been iden-
tified as an “unstable personality.”

There are greater difficulties in applying these
concepts to children and adolescents whose ego
functioning and personalities are not fully devel-
oped (Kay & Kolvin, 1987). Steinberg (1983) has
drawn a composite picture of the borderline per-
sonality from the American literature. It is charac-
terized by complaints of misbehavior— particu-
larly antisocial behavior, drug abuse, running
away, and promiscuity; there may also be educa-
tional difficulties. Poor impulse control and sui-
cidal threats are also described. Some of these
children are said to be depressed and withdrawn
and to show a sense of futility or enraged hostility.
The overall impression is that of a child with a
poorly integrated sense of self and in whom tran-
sient psychotic states may occur, although the
abiding state is not one of psychosis. It is arguable
that such a miscellany of behavioral and affective
symptoms could equally well be encompassed
within the well-known category of mixed con-
duct-neurotic disorder (Kay & Kolvin, 1987). De-
spite considerable continuity over time Stone
(1984), in his review of the borderline syndromes,
suggests that it is difficult to apply the concept
meaningfully in adolescence.

CONTINUITY AND DISCONTINUITY
WITH ADULT PRESENTATION

Autism

Although there is a lessening of the more bi-
zarre and florid features, the impairments persist
to result in an adult with an impoverished imagi-
nation and empathy (Bemporad, 1979; Rutter,
1970). Howells and Guirguis (1984) have sug-
gested that this state is indistinguishable from
chronic schizophrenia or schizotypal personality
disorder (APA, 1980). There are reports of autistic
children who subsequently develop schizophrenic
syndromes (Petty et al., 1984; Watkins, Asarnow,
& Tanguay, 1988; Nunn, Lask, & Cohen, 1986).
However, this remains controversial as other re-
Search workers, such as Wing and Attwood
(1987), report that they have not seen such a case
and assert that there is nothing to be gained from
locating these in the same category. -

SCHIZOPHRENIA

Asperger’s Syndrome

A ten-year follow-up of 22 childhood cases of
schizoid personality disorder found that the per-
sonality characteristics persisted into adulthood;
in addition one of the patients became floridly
schizophrenic and another was hospitalized with
symptoms of simple schizophrenia (Wolff &
Chick, 1980). In contrast, of Asperger’s 200 cases,
only 1 developed schizophrenia.

Childhood Schizophrenia

There have been few studies of the premorbid
picture in childhood schizophrenia, but research
into adult schizophrenia provides some clues. One
strategy consists of the follow-up of children with
a psychiatric disorder. From this emerges the pic-
ture of an emotionally unstable child with inter-
personal difficulties leading to rejection by his or
her peers and to isolation. Underlying these, and
making the child particularly vulnerable, are a
catalog of neurodevlopmental deficits, including
poor motor functioning and visuospatial and
verbal impairments, together with attention defi-
cits (Asarnow & Goldstein, 1986). This pattern,
present in about one-half of schizophrenics,
although unusual does not depict the schizoid
personality that might be expected from the
concept of the schizophrenia spectrum (Parnas,
Schulsinger, Schulsinger, Mednick, & Teasdale,
1982). However, Asarnow and Ben-Meir (1988)
have shown childhood schizotypal personality dis-
order and schizophrenia to be similar (in contrast
to depressive conditions) with regard to poor pre-
morbid adjustment and poorer intelligence. Fi-
nally, Parnas and Schulsinger (1986) describe a
continuity of formal thought disorder from child-
hood to adulthood, which implies that schizo-
phrenia does not have a clear-cut onset but may
develop by the gradual accretion of symptoms.

There are insufficient data to show that the
very variable long-term outcome has any dis-
tinctive features or differs from that of adult-
onset schizophrenia. Follow-up between 9 and 40
years later found 6 of the 57 cases described by
Eggers (1978) to be in malignant defect states such
as a catatonia or hebephrenia. Delusions, usually
unchanged, persisted in about half of the whole
population. The personality was unaffected in
only 11 of the 57 patients, although, in a further
8, the changes were so slight as to be almost un-
noticeable.
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SUMMARY

This paper is concerned with a developmental
perspective in relation to the classification and di-
agnosis of the psychoses and allied disorders of
childhood and adolescence. It provides evidence
of wide differences in psychopathology, epidemi-
ology, natural history, impairments, and compli-
cations of autism and childhood schizophrenia
and their associated spectrum disorders. The over-
whelming implication is that there is little to be
gained by attempts to unify these diverse clinical
disorders, some of which are evidently psychotic
and others merely reflecting forms of personality
variations.
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