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A B S T R AC T

The early literature established the validity of the distinction between early onset
schizophrenia and autism. In the modern context of increasing recognition of
pervasive developmental disorders (PDD) and a growing interest in very early
onset schizophrenia and other childhood onset psychoses, this clinical distinction
is often difficult to make. This article looks at problems arising from overdiagnos-
ing psychosis in those with PDD. Four case examples of misattributed diagnosis of
psychosis are described. The features that were mistaken for psychotic phenomena
are described and explained and successfully treated in the context of a diagnosis
of PDD. The article describes problems of reliability of ascertaining subjective
mental phenomena and the range of mental phenomena that need to be recog-
nized in PDD. The overlap of abnormal perceptions and cognitions in both these
conditions is described with reference to the literature. It is evident that more
needs to be done to improve diagnostic reliability of psychosis in PDD, by
improving clinical awareness and research tools.
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T H E R E I S A growing literature on very early onset schizophrenia (VEOS); that is in
those under the age of 10, and prepubertal manic depressive disorder (PMDD), as well
as a growing attribution of these diagnoses especially in paediatric practice. However, in
those of prepubertal age, psychiatric referral for a misattributed diagnosis is much
commoner than either VEOS or PMDD. Autism and pervasive developmental disorders
(PDD) are also being recognized much more commonly (Tanguay, 2000). Although
research in the 1970s established the predictive validity of autism as a distinct diagnosis
from VEOS (Rutter, 1972), the recent literature on VEOS emphasizes a greater simi-
larity between the two conditions. DSM-IV emphasizes disorganized speech such as
incoherence and frequent derailment rather than thought disorder. Disorganized speech
and negative symptoms such as affective flattening, or avolition, both of which can be
features of autism or Asperger’s, are more common, and positive symptoms less common
in childhood than adult schizophrenia. DSM-IV criteria for schizophrenia in the
presence of PDD require the additional presence of hallucinations for at least 1 month
for a diagnosis of VEOS (American Psychiatric Association [APA], 1994). ICD-10
identifies no special consideration of PDD in the diagnosis of schizophrenia (World
Health Organization [WHO], 1992).

Garralda (1984) reported that hallucinations in children are not pathognomonic of
VEOS. Indeed at follow-up 15–20 years later, children with hallucinations associated
with emotional or disruptive behaviour disorder frequently still had hallucinations but
this was not associated with an increased risk of psychosis or other psychiatric disorder.
The presence of social and language problems in VEOS is reported to be in 30–50% of
cases. Hollis (2002), in his review, describes that it is possible to distinguish VEOS from
PDD only by a careful developmental history of details of onset and pattern of autistic
impairments in communication, social reciprocity and interests/behaviour.

The diagnosis of psychotic phenomena is not possible without considering the
developmental limitations. The identification of symptoms of schizophrenia loses
reliability in those with an IQ below 50 or a chronological age below 7 years (Brugha,
1988; Volkmar & Tsatsanis, 2002). On testing with the Kiddie Formal Thought Disorder
Rating Scale normal children under the age of 7 have illogical thinking and loose associ-
ations (Caplan, 1994). Children with schizotypal personality also show loosening of
associations to the same frequency as children with schizophrenia. Hallucinations are
hardly ever reported in children under the age of 8 years. The presence of delusions in
children has had little study but frequency is found to be low in children admitted to a
mental health facility, increasing after the age of 17; the age at which the diagnosis of
schizophrenia increases (Caplan & Tanguay, 2002).

The phenomenology of first-rank symptoms of psychosis has a wider differential
diagnosis in children than adults and in those with developmental delay or pervasive
developmental disorder (PDD). Hallucinations and delusions have to be distinguished
from pretend/imaginary friends, relationships with a ‘transitional object’ (treating a toy
as if it were a real friend), stereotypic preoccupations, concrete externalization of
thoughts or conscience and pseudo-hallucinations. Children may report passivity
phenomena where they describe feeling controlled or influenced by some of the above
developmental phenomena. Pretend friends are common in childhood, reported by
25–65% of children (Taylor, Carlson, Bayto, Geron, & Charley, 2004). Pretend friends
may persist into primary school and adolescence, although older young people often
show greater tendency to keep them private from friends and family. The psychiatric
significance of pretend friends is not clear. Some studies suggest it is a feature of better
emotional understanding and theory of mind (the ability to infer another person’s
mental state based on interactional information) (Leitman, Ziwich, Pasternak, & Javitt,
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2006; Taylor et al., 2004). Others suggest it is a marker of anxiety (Bouldin & Pratt, 2002).
There is little research on some of these developmental phenomena such as pretend
friends, concrete thinking and pseudo hallucinations in those with differences in and
delays of language, communication and imagination as found in the autistic spectrum.

The simple question ‘how are you?’ is a complex developmental request. It requires
the young person to make objective his/her subjective mental experience, comparing
current emotions, thoughts and perceptions with past experience, compared with their
knowledge of the experience of a normative group of others including that of the inter-
viewer whom the young person may have never met before. The difficulty involved in
being a reliable informant of mental state is further complicated by delayed or atypical
development and especially in PDDs, where the presenting young person has problems
of social relating or social reciprocity and in consequence problems of accurately iden-
tifying feelings and perspective taking. It is particularly in the context of dysphoric
emotions such as anxiety or anger that such young people have difficulty recognizing
their ownership of the experiences they describe, especially if their extreme nature feels
threatening to them.

Despite considerable overlap between the described features of VEOS and PDD, and
the problems of diagnostic reliability in PDD, there has been minimal attention to the
difficulties of diagnosing psychosis in those with PDD. It is in this context that a case
series is presented illustrating some pitfalls for the unwary clinician.

Case 1

Julia was 13 years old at presentation and referred because of bizarre behaviour which
was distressing her family, with a presumed diagnosis of psychosis by her developmental
paediatrician. Julia had mild intellectual disability and had a twin of superior intellect.
Julia was preoccupied with World, an atlas book which she treated as a person, talked to,
kissed, cuddled and took to bed, and who frequently hit other members of the family.
‘World’ was a sensitive subject that people outside of the family knew nothing about. I
was privileged to meet ‘World’ who was brought to outpatients in a bag with the zip open
sufficiently so he could breathe.

In keeping with DSM-IV criteria I made a diagnosis of pervasive developmental
disorder not otherwise specified on the basis of: (a) a relative delay of speech develop-
ment; (b) lack of empathic and social relating skills; (c) stereotypic preoccupation with
routines, rituals and certain topics. I estimated her social relating skills to be that of a 
3-year-old (Dossetor, 2004). Problems arising from the preoccupation with this book
were causing major family relationship problems. Although physically affectionate with
her parents and sister, her primary relationship was with ‘World’. I identified ‘World’ as
a pretend person or imaginary friend who needed respecting as a reality as one would
any developmentally 3-year-old’s transitional object. This explained why attempts to take
‘World’ away caused such distress as happens with children’s reaction to loss of a tran-
sitional object. I made Julia responsible for managing ‘World’ and over subsequent
appointments we tried to limit ‘World’s’ influence such that he remained in her bedroom
on most occasions. Giving ‘World’ pretend validity relieved much of the emotional
tension in the family and reduced much of the arguing/fighting. To this were added behav-
ioural techniques to increase the structure and predictability of tense situations, for
example Julia and ‘World’ would get Time Out in her bedroom if ‘World’ hit others. There
was a protocol to ignore repetitive questioning after simple reassurance, which if this
failed progressed on to Time Out. The ‘3ft rule of social intrusion’ was instituted to
provide greater structure and safety in social interaction. A trial of treatment with
fluoxetine led to reduced anxiety and stereotypic related aggression which was continued
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for several years because of the loss of benefit on annual trials of withdrawal. This was
linked with supportive counselling for parents and family therapy. She made reasonable
progress in her special education environment, where no one was aware of ‘World’ and
she was less handicapped by stereotypic thinking. She was able to progress on to work
experience and sheltered employment. At 4 years follow-up she was discharged to her
family doctor for long-term supervision.

Case 2

Annette was 16 years old and a longstanding neurology patient with a stable recessive
inherited sensory and motor peripheral neuropathy (due to myelin outfolding) with
areflexia, mild distal weakness and loss of sensation of glove distribution. Her verbal
performance difference on WISC III testing showed a discrepancy of 51 points: 118:67,
with subscores on picture completion 1/20 contrasting with symbol search 19/20. It was felt
that this might have had some functional relationship with the findings on Nuclear
Magnetic Resonance Imaging which showed a small lipoma surrounding the body and
splenium of the corpus callosum. There was also minimal cortical thinning and increased
signal in globus pallidum which was felt to be longstanding, probably from a perinatal
ischaemic event. Her family was Eastern Mediterranean and her older sister was a high
achieving university student.

The Emergency Department requested urgent psychiatric consultation after she had
presented with jerking movements in all limbs and collapse, and excruciating pains
described as electric shocks. At interview she complained of ‘Bobby’ who talked to her,
touched her, and pushed her over so that she got bruises. The jerking and collapse she
described was due to ‘Bobby’ shaking her. ‘I have suffered from depression for 5 years
since I left primary school; I see people, hear, smell and feel people that no one else sees.
I don’t know where they come from and if I try to influence them they get stronger’.

She had no best friend, had never been to friends’ houses, and spent hours on her
computer. She was preoccupied by TV ‘soaps’ and disaster movies 24 hours a day,
including any world news, for example on school massacres which she was worried might
recur in Australia. She was an authority on Hollywood, the magazine about film stars,
which was her source of small chat at school. She was also described as very sensitive,
having to worry about everything. She spent hours by herself, had an extraordinary
imaginary world, and enjoyed rerunning movies in her mind, sometimes changing bits of
the story line. She played Monopoly by herself and enjoyed an imaginary world with her
dolls. Further inquiry revealed that she had a range of imaginary friends: ‘“CJ” is nice;
then “Bobby” turned up and I got scared because he is not nice to me’. She described how
‘Bobby’ predicted the Qantas Bangkok crash and the Turkish earthquake in 1999. I
‘blocked my childhood away and have flashbacks, in great detail, of only good things’.

In her past psychiatric history she had been seen by several child mental health
clinicians 2 years previously and diagnosed with depressive psychosis. She was treated with
counselling and intensive cognitive-behavioural therapy. She was also given sertraline, and
subsequently carbamazepine. With no progress after 8 months risperidone was added, and
when there was still no benefit, this was replaced by a trial of trifluoperazine for 4 months.
Several psychiatrists saw her over 18 months of attendance to the department. With no
benefit from these treatment efforts, the family lapsed from attendance and sought home-
opathic treatment.

I diagnosed Asperger’s Syndrome with Generalized Anxiety, associated with stereotypic
preoccupations and pseudo-hallucinations. An Autistic Diagnostic Observational
Schedule (ADOS) (Lord, Rutter, DiLavore, & Risi, 1999) performed independently by a
clinical psychology colleague confirmed diagnosis, reaching criteria on communication
(conversation and emotional gestures) and reciprocal social interaction (eye contact,
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empathy, social overtures, social responses). Lack of social insight meant she couldn’t
understand the influences making her anxious and the associated dysphoria made her feel
that these dissociative perceptions were beyond her. She was struggling academically in
school because of social anxiety and perceived or actual pressure. The poem she wrote
exemplified her predicament and her diagnosis.

Annette’s poem: My life as a weirdo

My life as a weirdo
Hasn’t been so hard
Every month I go
to the hospital ward
I’ve seen every doctor
all they all say
is see another doctor
that just makes my day

My life as weirdo
hasn’t been great
wherever I go
it isn’t so great
As it seems
I go to the zoo
everyone seems
to be staring at you.

My life as a weirdo
hasn’t been so fun
All I ever did do
had always been with a gun
all I ever see
are bars in front of my eyes
so can’t you see me
with your own eyes

That I am a weirdo.

Treatment involved reassurance that ‘Bobby’ and her other psychosomatic symptoms were
anxiety related, even if she felt ‘he’ was out of control. The social implications of Asperger’s
Syndrome were explained, lowering parental anxiety and expectations. Both Annette and
parents were advised to ignore ‘Bobby’ as far as possible. The parents were engaged in the
active management of anxiety-provoking predicaments and we liaised with the school
about performance and extreme social anxiety and lowering academic expectations.
Annette was engaged in some relaxation techniques but not cognitive-behavioural therapy
skills. We recommended some limits on anxiety-provoking experiences such as limiting the
amount of TV she could watch, for example to 20 minutes for every hour, without problems
with Bobby.

The outcome was a dramatic improvement. There was a short-lived setback when her
English teacher overstretched her and wrote saying she wouldn’t pass Higher School
Certificate! After 2 months, Bobby was never experienced again. One year later progress
was maintained and Annette was taking the Higher School Certificate. Parents remained
watchful over limiting social and performance pressure, given her long-term social deficit.
However, knowing that her parents were supportive enabled her to commit more
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effectively to her schoolwork. She was discharged from outpatient supervision, despite a
degree of parental caution.

Case 3

John was aged 8 at presentation. He had been diagnosed with idiopathic autism at 3 years
10 months. He also had benign central epilepsy of childhood confirmed on electro-
encephalography and Partial Complex type seizures, controlled with carbamazepine. He
was of average intellect on psychological testing. His diagnosis was reconfirmed on assess-
ment on the ADOS (1999) at 7 years despite evident improvements in social functioning.
On the Diagnostic Interview for Social and Communication Disorders (DISCO; Wing,
1999) he was found to be socially active but odd, with a superficial friendliness, and
problems of communication in delay and reciprocity. He also had motor clumsiness and
always had an interest in monsters and wild life.

He was the middle of three children and the family had recently moved because of
father’s work which was an additional stress for his highly competent mother.

The 7-month history reported his talking of unusual experiences: Kids spying on him
with telescopes, having fake brothers in his head that were good and bad, that sometimes
he saw (see Figure 1). Once he saw himself as a cow eating grass. He reported hearing
whispers but no discrete auditory hallucinations. These curious episodes never lasted for
long, up to a maximum of 30 minutes. Video-telemetry had indicated no relationship with
epilepsy. He had been given a working diagnosis: Inter-ictal psychosis or VEOS and been
treated with risperidone up to 3-mg/day.

Following moving cities he was referred for a second opinion. At presentation he had a
slow staccato voice, a lack of social boundaries, intruding into personal space, kissing and
cuddling the clinicians. He was also constantly restless, fidgety and on the go but also
affectionate, sensitive and warm natured. He had a vivid stereotypic imaginary world with
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particular interests in dinosaurs, monsters, insects and spiders. He had imposed some idio-
syncratic ideas on his brothers including pretend animals called ‘Bebees’ and ‘Propops’.
He had a concrete and colourful way of describing things: For example when asked, ‘what
is autism?’ he said, ‘it’s a bacteria that gets up your nose and destroys your brain’. He also
described a sensation as ‘tickling like a grub in his ear’ which may have been a temporal
lobe epileptic aura. Yet he was unable to express any reality-based anxieties and would go
quiet if these were asked about. He was evidently interested in your reaction as an inter-
viewer, when he was talking of monsters and ‘eyes looking at you’, and seemed to enjoy
the attention from talking on these subjects. However, these images were also reported to
be associated with screaming fits of terror.

My initial clinical conclusions were that with his social impairment I wouldn’t expect to
reliably distinguish between imagination, memories, illusions and hallucinations. I termed
his bizarre descriptions as his ‘weird and wonderfuls’ which I felt were in keeping with the
nature of stereotypic interests as part of his social oddness and autism. There was no
developmental decline. He showed sufficient social awareness not to talk about these
phenomena at school. I recommended that his ‘weird and wonderfuls’ be treated as
pretend stereotypic imagery and as such be treated as a transitional object, that is, they
cannot be taken away in a hurry. He also had an anxious nature and probably panic
attacks. I indicated that it would probably take a few sessions with parents to work out
how to positively manage his anxiety, for example, moving his preoccupations to more
cuddly, less frightening creatures, for interests such as the Wiggles and Hairy McCleary.
We withdrew risperidone as several months’ treatment had made no difference and given
him significant weight gain. A supply of diazepam (2-mg) was provided to help manage
crises of loss of control but was only used once.

The outcome was described as ‘100% improvement’. There were two further episodes
of the ‘weird and wonderfuls’ in 3 weeks that occurred when upset, the first when a toy
broke and the second when as he described ‘he had sand in his hair’ which his mother
understood as a headache that responded to paracetamol. His mother used distraction to
avoid him building up into a state. Both mother and John were evidently more relaxed.
There was one further setback in the care of the maternal grandmother who got very
anxious and needed an explanatory consultation for reassurance, along with his father, so
they too could understand his subjective mental phenomena. He started to ask mother not
to let others know he had autism if he behaved normally in a public setting, which he had
done. After 3 months he was discharged and the stability of the good outcome was
confirmed at 8 months follow-up.

Case 4

Sean was 16 when he was admitted to an acute adolescent psychiatric unit for further
assessment of his psychotic mental state and treatment. He had Moebius Syndrome with
congenital bilateral 6th and 7th cranial nerve weakness (attributed to brainstem damage
with hypoplasia of the nerve nuclei), leading to limitation in eye movements and in-
expressive face. He also had characteristic abnormal or missing digits of his fingers and
had partial visual impairment due to amblyopia (cortical blindness from lack of stimu-
lation) (Gillberg, Winnergard, & Wahlstrom, 1984). He also had long-standing Asperger’s
Syndrome with lack of social reciprocity, semantic pragmatic language disorder and
restrictive patterns of interest, and Tourette’s Syndrome including multiple motor tics of
severe blinking, head jerks, bilateral hand and arm movements, jumps in the air, clicks of
his teeth and squeaks of his voice. He had mild intellectual disability confirmed on a
WISC-III (IQ = 57). There had been concerns over cognitive deterioration which was
unconfirmed but led to a full neurological work up in the previous year. This was
unremarkable but a MRI showed periventricular leucomalacia.
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Sean reported pervasively depressed moods and tearfulness: ‘Why doesn’t dad love me?’,
‘I’m ugly, look at me’. He recurrently threatened to kill himself, and cut himself if his threats
were ignored. He was recurrently angry, threatening to kill or bash his family and couldn’t
be trusted with knives. He also had intermittent denigratory auditory hallucinations saying
‘be a man’, ‘kill yourself’, ‘you’re stupid’. On one occasion the voice told him to kill a child.
These voices were worse when he felt under stress. He also complained of seeing things
such as drawers opening and closing or ‘sparks’ being emitted from a light. He had lost
interest in activities such as go-karting, his main hobby. He also had obsessional thoughts
about contamination and harm, with excessive concern about germs in food, accusing
people of smelling and checking rituals. He was generally happiest attending a church
group and unhappiest in school, where he complained of having no friends and being
subjected to recurrent teasing. His mental state had been similar for over a couple of years
despite some fluctuations in intensity and had been treated with a range of medications,
particularly combining antidepressants and major tranquilizers, including clonidine,
haloperidol, amisulpiride, olanzapine, pimozide, supplementation with 5hydroxy trypto-
phane, risperidone, sertraline, and paroxetine.

During the admission, he had a superficial friendliness, and assessment suggested that he
was not truly psychotic but was having pseudo-hallucinations. On inquiry he acknowledged
a long-standing pretend friend, ‘Mike’, who talked to him about nice things and in contrast
to the other voices saying unpleasant things. The comparison with the nice pretend friend
enabled him to recognize that the bad voices were also from his imagination. Therapeutic
intervention enabled Sean to use ‘Mike’ to talk to and deal with the bad voices to reassure
himself.

Two weeks after discharge and without change in medication, he and his mother
reported 70% improvement in demeanor, mood and aggression. The ‘bad voices’ no longer
troubled him. ‘Mike’ was also used therapeutically to reassure Sean that people weren’t
looking at him at school, and besides he was happy with or without friends. At follow-up
2 months later his pseudo-hallucinations (both good and bad) had completely
disappeared. Eighteen months later, his pseudo hallucinations remain in remission and he
has continued to improve on his multiple problems with outpatient multimodal treatment
with regular sessions for drug, individual and family case management, with three more
intensive periods of anxiety-management skill training and cognitive-behavioural therapy
with a clinical psychologist.

Discussion

Autism is being increasingly recognized, which is reflected in the change in reported rates
from 2, to 7–20/10,000, that is, 1–2/1000 (Tanguay, 2000). With increasing awareness of
the clinical significance of a wider autistic spectrum, young people with autistic spectrum
disorder are being recognized in up to 9/1000 of population (Wing & Potter, 2002). Thus
autism is becoming commonly identified, and likely to be represented in every school.

Conversely VEOS is very uncommon. Gillberg, Persson, & Wahlstrom (1986), using a
case register, calculated an age-specific prevalence for all psychoses, including schizo-
phrenia, schizophreniform affective psychosis, atypical psychosis and drug psychosis in
13 year olds as 0.9/10,000, rising to 17.6/10,000 at 18. Possibly the most rigorous study
demonstrated that the more carefully a presumed diagnosis of VEOS is examined, the
fewer cases are confirmed (Gordon et al., 1994). Gordon and colleagues were referred
350 cases of a presumed diagnosis of schizophrenia of which only 28 were confirmed and
the youngest of which was 10 years old.

These observations concur with my own clinical practice. It is a reasonably common
clinical request to be asked to see a young person under the age of 10 years, referred
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with a diagnosis of suspected psychotic disorder, only to find that there are alternative
developmentally normal mental phenomena that explain the referrers’ concerns. The
child may have anxiety features, in the context of an emotional or disruptive disorder or
indeed no significant psychiatric disorder.

The current series of cases are yet a different group as they present with unusual and
bizarre descriptions of mental experiences which, based on a standard psychiatric
assessment, are difficult to distinguish from first-rank psychotic symptoms in that the
young person concerned is unable to make the distinction. However, the presenting
features have to be considered in their developmental context not just of childhood,
but also of intellectual delay and pervasive developmental disorders with their
concomitant social impairments or delays. The Present State Examination Study shows
that eliciting subjective phenomena of psychosis has no reliability below IQ of 45 or
developmental age of 7 years (Brugha, 1988; Volkmar & Tsatsanis, 2002) but does not
consider the implications of PDD. It is likely, given the problems of language and
communication, emotional recognition, social reciprocity, stereotypic interest, lack of
theory of mind and problems of central coherence, that recognition of delusions and
auditory hallucinations will be especially difficult to establish reliably in this clinical
group. Indeed it has been suggested that chronic or simple schizophrenia may be mis-
diagnosed in adults because of lack of recognition of longstanding yet undiagnosed
PDD (Perlman, 2000). In early-onset schizophrenia the presence of negative symptoms,
which includes some qualities of social impairment, is considered of greater predictive
diagnostic value for schizophrenia than positive symptoms which are less consistent
adding to the ambiguity.

Further problems arise when relying on neologisms or thought disorder as character-
istic features of schizophrenia in DSM-IV and ICD10 (Caplan & Tanguay, 2002).They
are also found in Asperger’s Syndrome and in other conditions influencing language
development. Adults with both high functioning autism and schizophrenia are shown to
have similar problems with cognitive slippage, perceptual distortion and reality testing
(Dykens, Volkmar, & Glick, 1991). Both show deficits in theory of mind (Leitman et al.,
2006). Catatonic behaviour is also described as part of the spectrum of presentations in
autism occurring in 17% of referrals of autism aged over 15 (Wing & Shah, 2000).

DSM-IV specifies that in cases with a history of pervasive developmental disorder, the
diagnosis of schizophrenia can only be made with at least 1 month duration of halluci-
nations or delusions, which do not alert the clinician to the diagnostic difficulties identi-
fied in this case series (APA, 1994). ICD-10 does not even mention the difficulties of
diagnosing schizophrenia in the context of pervasive developmental disorders (WHO,
1992). This does not mean to say that you can’t have both a pervasive developmental
disorder and schizophrenia – you certainly can – though there is little literature on this
particular clinical predicament.

Among the phenomena that occur, it can be difficult to distinguish between imaginary
or play phenomena, ‘as if’ phenomena, dissociative phenomena, stereotypic rumination,
anxious preoccupation, illusions, eidetic imagery (primary visual recall or photographic
memory) (McCrone, 2004), memories, flashbacks (flashbacks seem commonly reported
in anxious youngsters with Asperger’s Syndrome) on the one hand, and hallucinations,
delusions and passivity phenomena on the other.

Further, stereotypes can be very varied in presentation and of almost any domain of
experience, behaviour or mentation such as motor activity, sensory sensitivity, interests,
rituals/routines, thoughts, memories and skills. The salient quality is repetitiveness, a
degree of rigidity, egocentricity and impacts on social reciprocity. Particularly in more
able young people with autism there is such diversity of manifestation which may make
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the presentation appear bizarre or crazy, but is recognizable because the stereotypic
quality occurs in the context of characteristic social naivety and ineptitude.

In such cases, it is frequently not possible for the individual to distinguish reliably
whether these perceptions are alien to their experience and therefore psychotic features
because of the level of social insight present in autistic spectrum disorders. Course and
process confirm the diagnosis. This includes:

■ No major concomitant deterioration developmentally or academically;
■ Symptoms generally isolated to familiar/secure persons/home;
■ Improvement by a directive approach to managing associated anxiety and protecting

from social and performance stress;
■ The fact that the condition may be helped by anxiety-management skills in keeping

with social development (that is, relaxation, distraction, differential reinforcement of
other behaviour, rather than cognitive-behavioural therapy);

■ Lowering stress in family relations;
■ The fact that the condition is generally not helped by anti-psychotic pharmacology.

These observations should be considered in the wider context of our changing under-
standing of psychosis in a developmentally normal population. Pseudo-hallucinations
are more common than true psychotic symptoms in adolescent inpatient units, what
Nurcombe et al. (1999) called dissociative hallucinosis. These are short-lived episodes,
precipitated by threat or abandonment, with fear or rage, often with impulsive self-harm,
disorganized thinking, and premorbid cluster C personality (which includes avoidant,
dependent, obsessive-compulsive types), from chaotic family backgrounds (APA, 1994).
A diagnosis of schizophrenia in adolescence in the presence of affective features is
unreliable (Hollis, 2000).

Although autism and schizophrenia have been demonstrated to be distinctly different
conditions (Rutter, 1972), it is interesting to note that some authors describe schizo-
phrenia as a developmental disorder (Keshavan & Murray, 1997), of which the vivid
symptoms may be a late manifestation. Further, the best predictor of future presentation
of schizophrenia is social oddness in childhood. As evidence grows for seeing both autistic
spectrum disorder and schizophrenia as a dimensional disorders, so understanding of each
clinical condition may clarify areas of overlap and difference and the relationship to
comorbid neuro-developmental, genetic, learning, social, psychological and psychiatric
problems (Caplan & Tanguay, 2002; Constantino & Todd, 2000; Constantino, Przybeck,
Friesen, & Todd, 2000; Hollis, 2002). For example, schizoid and schizotypal personality are
part of the dimensions of both schizophrenia and Asperger’s Syndrome, with the latter
corresponding to subtypes of passive and active but odd described by Lorna Wing
(Rutter, 1985; Wolff, 1998).

While occasional cases of schizophrenia may be reliably diagnosed in the under-12-
year-olds, in the context of normal premorbid intellectual, and social development, with
the presence of both characteristic positive and negative symptoms and signs and a
positive family history of schizophrenia, most will suffer problems of reliability of mental
state phenomena and of diagnosis. Perhaps the research diagnosis of Multidimensional
Impaired Syndrome is a better empirical approach to viewing these diagnostic uncer-
tainties. From this base it may be possible to distinguish between multidimensional
features of vulnerability and their relationship to a wide range of impairing childhood
disorders. The problems of provision of quality services for this group is heightened by
the lack of experience most child psychiatrists have with these conditions. For example
90% of child psychiatrists reported that they had not used major tranquillizers in the last
2 years of their practice (Slaveska, Hollis, & Bramble, 1998). Conversely, from a limited
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personal experience, I have observed that general (adult) psychiatry training develops a
diagnostic expectation of psychotic phenomena especially in the context of limited
experience or interest in intellectual disability and autistic spectrum disorders. Indeed,
no case series illustrating some of the diagnostic ambiguities of psychosis in Asperger’s
Syndrome could be identified in the literature.

In all of the presented cases, associated features and course, partly in relation to inter-
vention, confirmed the absence of a psychotic illness. Yet without a parent to act on
behalf of the young person who can help reinterpret and manage their anxiety, it is likely
that there would be greater stigmatization and social alienation of the symptoms by the
patient and others. This would lead to increasing distress and disturbance in the patient’s
behaviour and rigidity in the way the symptoms are presented, which in turn can lead to
inappropriate treatment. In conclusion, this case series indicates that those who use
questionnaires, the unwary and those inexperienced in PDD should beware the potential
harm that can be done by a misdiagnosis of psychotic disorder.
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