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 Major increases in autism diagnoses
 How they fare later in life at the population 

level
 What public health/clinical support need to 

be in place
 Treating co-morbidities may lead to better 

outcomes? Vs. Autism overshadowing other 
diagnoses 



 Bleuler(1905)-‘autism’ was one of the four 
cardinal features (the 4 A’s) of Schizophrenia

 Kanner(1943) used the term ‘autistic 
disturbance’ to describe 11 children that 
would alternatively be known as having 
‘childhood schizophrenia’

 Asperger(1944) used the term ‘autistic 
psychopathy’ 



• Normal development followed by decline vs ‘extreme 
aloneness’ from the beginning

• Stepping out of a world after being a part of it, vs 
gradual compromise to extend cautious feelers into a 
world they have been strangers to (potential for 
progress and improvement)



 ICD8 –it was all childhood schizophrenia

 There was no separate category of autism 
before ICD9 (1977)/ DSM-III (1980) influenced 
by seminal research by Kolvin In 1971



 Childhood Autism: the condition is not 
attributable to schizophrenia of unusually 
early onset. 

 Aspergers –the condition is not attributable 
to simple schizophrenia, or schizo-typal
personality disorder. 



 Childhood onset schizophrenia is an exclusion 
criteria for ASD

 States Schizophrenia may occasionally develop 
in ASD

 Additional diagnosis of Schizophrenia is 
warranted only if prominent hallucinations or 
delusions have been present for at least one 
month and if onset of ASD clearly proceeds the 
Schizophrenia. 

 States relationship between ASD and Schizoid 
personality disorder is unclear. 



 Schizophrenia with childhood onset usually 
develops after a period of normal or near 
normal development. A prodromal state has 
been described in which social impairment 
and atypical interests and beliefs occur.

 Hallucinations and delusions which are 
defining features of schizophrenia are not 
features of autism spectrum disorder. 



Similar or shared origins? 



 Avolition : a deficit in the ability to act

 Apathy : a loss of concern for an idea or task

 Blunting of expression : deficits in production, 
facial expression, gestures, and prosody, and also 
understanding these social signals



 Social withdrawal communication 
impairment, and poor eye contact

 Lack of interest or motivation to socialise
 Anhedonia is most tightly linked with 

asociality

 Similar to the negative symptoms of 
schizophrenia



 Alogia
 Poverty of speech
 Repetitive conversations
 Tangentiality
 Neologisms
 Echolalia
 Odd use of words
 Vagueness
 Over-elaborations
 Self talk 
 Circumstantially



 When stressed, become highly anxious and at 
times appear thought-disordered and 
paranoid

 Particularly when they are asked to shift set



 Subtle repetitive hand movements 
 Broad, complex, purposeless movements that 

involve the limbs and trunk
 Rocking when sitting down or standing 
 Wringing their hands or toying with their 

clothing, or hair, or small objects around them
 The catatonic symptoms (e.g. odd mannerisms 

and postures, freezing or difficulty in initiating 
movement) that occur in a variety of 
neurological conditions, including schizophrenia, 
can also occur in ASD



 Both individuals with schizophrenia and ASD 
perform poorly on measures of theory of mind 
abilities
 Dependent on general neurocognitive deficit? 



 Unusual dressing and appearance 
 Staring eyes
 Experiences of unusual smells in 

schizophrenia and extraordinary acute sense 
of smell in ASD

 Repetitive actions or rituals that they must 
perform over and over



 High rates of the psychosis being preceded 
by with premorbid developmental 
abnormalities (reminiscent of ASD 
abnomalities)
 This prepsychotic developmental disorder 

includes deficits in communication, social 
relatedness, and motor development

 (28%) in the ongoing NIMH study of COS 
have been reported to have comorbid COS 
and ASD



 ASD
Plus

 Affect dysregulation and disordered thinking
 Psychosis developed by adulthood in 64% of children 

with MCDD

 Comparison of youths with MCDD with youths at risk 
for psychosis groups
▪ Differing early developmental and treatment histories

▪ No differences in schizotypal traits, disorganization, and 
general prodromal symptoms
▪ Children with MCDD are at high risk for psychosis later in life



 129 ASD adults referred to child neuropsychiatric clinic in 
Sweden (Ståhlberget al 2004) 
 7% had bipolar disorder with psychotic features
 7.8% had schizophrenia or another psychotic disorder

▪ Lack of controls a limitation
 Of 89 children diagnosed with atypical autism, in long 

term follow-up 31 developed a schizophreniform illness 
(Mouridsen2007)

 Of 118 diagnosed with autistic disorder in long term 
follow-up, 8 had been diagnosed with a schizophreniform
illness. (Mouridsen2008)

 ALSPAC birth cohort, Bristol (c14,000)
 Those with ASD had Odds Ratio of 2.81 [1.07 –7.34] for 

‘psychotic’ symptoms



 According to a study (Maria Unenge
Hallerbäck/Sweden/2012) about 60% of cases with a 
clinical and research diagnosis of a schizophrenic 
psychosis had ASD

 According to a review study (Debbie L. Kincaid 
/UK/2017) The point prevalence rates for Autistic like 
Traits (ALTs) ranged from 9.6% to 61%, whilst the 
prevalence rates for diagnosed ASD ranged from < 1% 
to 52% across outpatient and inpatient populations
 Prevalence rates of ALTs and ASD in psychosis populations 

are much higher than in the general population. 



 Children with ASD more likely to have a family 
history of psychotic disorders

 Evidence of suspiciousness, social isolation and 
anhedonia, reduced engagement and interest, 
restricted experience and expression of 
emotions, mild perceptual distortions, magical 
or unusual thinking, ideas of reference, and 
eccentric and odd behaviour or appearance in 
relatives of both persons with schizophrenia  and 
ASDs



 Advance paternal age
 Fetal growth abnormalities
 Pregnancy and birth complications

 Maternal malnutrition, other antenatal factors, 
and viruses

 Both have multifactorial aetiologies with the 
ASD having a much higher genetic 
underpinning



 Copy number variant and rare allele studies have found a relationship between 
autism and point and structural mutations in neurologins, neurexins, and related 
genes.
 Necessary for both excitatory and inhibitory synaptogenesis and synapse maturation.

 There have also been reports that implicate the neurexin family in schizophrenia. 
 Specific deletions associated with schizophrenia include 22q11.2, 1q21.1, and 

15q13.3, which also have been found to be associated with autism , attention-
deficit disorder, and mental retardation

 In individuals with velocardiofacial syndrome (chromosome 22q11), rates of ASD 
and psychosis are higher rate

 16p11.2 microdeletions or microduplications have been reported in 1% of cases 
of autism and in 2% of the NIMH COS cohort

 Some functional links have been reported at voltage-gated calcium channel 
genes, which are integral to presynaptic function and plasticity, across 
phenotypes.

 Rare genetic mutations (CNVs) associated with both ASD and Schizophrenia. 
 But less evidence of common genetic variants being associated with both. 



 Both have accelerated Acceleration of brain overgrowth around 
the age of symptom onset: 
 Autism: 

▪ During the first 3 years of life

 COS: 
▪ During adolescence

 Brain structure: 
 Those with ASD and schizophrenia :  

▪ Lower gray matter volumes within limbic-striato-thalamic neurocircuitry

 Schizophrenia 
▪ lower gray matter volume in the amygdala, caudate, and frontal and medial 

gyrus

 ASD
▪ lower gray matter volume in the putamen for autism. 

 ASD and schizophrenia have a clear degree of overlap that may reflect 
shared etiological mechanisms.



 General studies of Schizophrenia show 
temporal lobe, and sub-cortical, frontal and 
parietal anomalies but less evidence for 
cerebellar anomalies

 Psychosis in ASD associated with reduced 
grey matter in right insular cortex & both 
sides cerebellum and fusiform and lingual 
gyrus. 

Toal et al 2009



 Shared feature of social cognition deficits in SZ and ASD: 
 Medial prefrontal hypoactivation
 Hypoactivation within the Superior Temporal Sulcus (STS) during ToM

tasks
 Disease- and stimulus-specific differences between SZ and ASD: 

 Ventrolateral prefrontal dysfunction : 
▪ Associated mostly with SZ 

 Amygdala hypoactivation : 
▪ Observed in SZ patients during FER and in ASD during more complex ToM tasks 

 Activation in STS : 
▪ Increased in ASD during affect processing

 Somatosensory engagement :
▪ Increased in SZ and decreased in ASD

 Reduced thalamic activation: 
▪ Uniquely seen in SZ



 Features of disorder in a dually affected cohort 
(Felicity V. Larson, UK,2017)
 Individuals with ASD–P had more diagnoses of 

atypical psychosis (a more acute, transient course) 
and fewer of schizophrenia compared with individuals 
with psychosis only

 More Prominent affective symptoms in people with 
concurrent ASD and psychosis

 People with ASD–P had fewer lifetime stereotyped, 
repetitive or restrictive interests/behaviours
▪ Psychosis In people with ASD is often atypical, particularly 

regarding affective disturbance



Diagnostic confusion because 
definitions or symptoms overlap? 



 ADOS algorithm will not separate in adults

 But the quality of the rapport and interaction may 
do and the RRBI. 

 History will



 ” Delusion-like-ideas” can occur in schizophrenia and ASD and indeed in 
the general population

 When stressed,  ASDs become highly anxious and at times appear 
thought-disordered and paranoid
 Particularly when they are asked to shift set

 Delusional belief is fairly high in ASD -usually grandiose or persecutory
 Distinguishing feature: 

 Severity of the impact of the symptoms on the patient’s life and the pattern of 
deficits
▪ In schizophrenia : held with more strongly, preoccupying more time, and are more 

pervasive in their influence on patient cognition

 Bizarre delusions are more common in schizophrenia
 Consider if it is: 

 Fantasy 
 Recall
 Magical thinking



 Hallucinations occur in a number of 
psychiatric conditions including the general 
population and psychiatric disorders

 People with autism often report hearing 
voices ‘in their heads’

 Distinguishing feature: 

 Schneider’s  “first rank symptoms of 
schizophrenia”

 Severity of trouble or functional change 



 Thoughts expressed simply and concretely by someone who has 
difficulty in describing internal symptoms 
 Can sound very like hallucinations

 Occasionally, a very vivid account of events is held consistently but 
is plainly false
 Do not seem to be associated with any functional change

 High arousal in a developmental disorder 
 Can produce an acute and transient psychotic state

 Incomplete answers can sound like psychotic symptoms. 
 For example, a bald report, without elaboration or context, of 

everyday teasing can sound like persecutory delusions
 Clear or first rank symptoms of Schizophrenia do differentiate 

Schizophrenia from Autism
 The more hallucinations, delusions the more schizophrenia comes into 

consideration



 Impassivity and a lack of awareness of the 
emotional climate can look like inappropriate 
or blunted affect 

 The slow and reluctant response of patients 
asked to perform a task that has no meaning 
for them resembles the negative symptoms 
of schizophrenia. 



 Motor clumsiness is not frequently observed 
in schizophrenia ? 



• Violence in ASD more often targeted at relatives, 
unlike in schizophrenia

 Patients with schizophrenia and ASD are more likely 
to be victims of aggression than perpetrators

 A small percentage of people with schizophrenia will 
commit a disproportionate amount of violence and even 
murder



 A pragmatic difficulty in appreciating the 
extent or limitations of someone else’s 
knowledge of a topic, coupled with a 
tendency to obsessionality, can result in over-
inclusive, irrelevant speech that mimics 
thought disorder. 



 Negative symptoms, and cognitive, 
neurophysiological, and functional impairments 
precede psychosis onset by several years

 Difficulty during this period of differentiating 
Autism/Asperger’s Syndrome from these prodromal
phenomena of schizophrenia. 

 Fitzgerald (1988) points out that simple 
schizophrenia ICD-10 and latent schizophrenia 
were used for conditions that would now be 
called Asperger’s Syndrome



 ASD said by some to include Schizoid 
Personality Disorder and Schizotypal
Personality Disorder 

 Schizoid personality disorder [3 times more 
common than ASD?] is associated with a 
family history of Schizophrenia.

 Schizotypal personality disorder predisposes 
to schizophrenia.



 ASD have an early childhood onset while 
schizophrenia comes on much later

 Persons with ASD are very rigid on inpatient 
units and therefore did not fit in with the 
routines of inpatient units in the same way that 
persons with schizophrenia can

 Very significant savant skills (Autistic savant) put 
ASD at the top of the differential diagnosis

 Specific skills and unusual and restricted 
interests are not described in schizophrenia



 Increasing evidence showing adults with ASD 
may have increased liability for psychosis

 Children and adults with ASD can present 
features that can be mistaken for Psychosis 
(and vice versa).

 Are we not recognizing psychosis in ASD 
enough or are we treating it but not labeling 
it as schizophrenia?

 Does this affect how we design services for 
ASD? 



 ASD and Psychoses are on the same 
spectrum with a common origin

 ASD is a risk factor for Schizophrenia
 Diagnostic confusion because definitions or 

symptoms overlap 




