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A Comparison of Five Diagnostic Systems for
Childhood Schizophrenia and Infantile Autism’

MAaRIAN K. DEMYER?, DON W. CHURCHILL, WILLIAM PONTIUS,
AND KATHERINE M. GILKEY?
Indiana University School of Medicine

Five diagnostic systems designed ‘to differentiate infantile autism and early
childhood schizophrenia were compared by deriving scores on 44 children
referred consecutively to the same clinical center. While the autistic scales devised
by Rimland, Polan and Spencer, Lotter, and the British Working Party correlated
significantly, the degree of correspondence (35%) indicated that several children
obtained high autistic scores in one system but low scores in another. The BWP’s
term “‘schizophrenia™ has more correspondence with the term “autism” used by
others than with Rimland’s “schizophrenia.” In the DeMyer-Churchill categorical
system (early schizophrenia, primary autism, secondary autism, and non-
psychotic subnormal), “primary autism” most resembles Rimland’s concept of
infantile autism as measured by his E-1 version. All other systems differentiate
psychotic from non-psychotic children but do not distinguish any of the
psychotic subgroups.

While studies of infantile autism and childhood schizophrenia are increasingly
frequent, the diagnostic problems of these conditions have not been resolved. -
Disagreements focus on definitions of diagnostic terms, relative importance of
various criteria, and cutoff points of severity. If autism and childhood
schizophrenia are separate conditions, diagnostic accuracy is important both for
clinical management and research. A reading of current studies reveals that
investigators concerned with diagnostic criteria of infantile autism rely on the

' This study was supported in part by Public Health Service Grant No. MH05154 and
also by LaRue D. Carter Memorial Hospital, State of Indiana, Indianapolis, Ind.

2The authors wish to thank Dr. Bernard Rimland for providing his scoring key.

3‘Requests for reprints should be sent to Dr. Marian K. DeMyer, Director, Clinical
Research Center for Early Childhood Schizophrenia, LaRue D. Carter Memorial Hospital,
1315 West Tenth Street, Indianapolis, Indiana 46202.
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original descriptions by Kanner (1944, 1959) or on one of the four checklist
systems described by Polan and Spencer (1959), Rimland (1964), Lotter (1966),
and Rendle-Short and Clancy (1968). Also widely used are the descriptive
statements by -a British Working Party (BWP) headed by Mildred Creak (1964).
The BWP considers that the characteristics of infantile autism are imbedded in
their concept of the “schizophrenic syndrome of childhood.”

Although Douglas and Sanders (1968) used Rimland’s checklist to compare
the scores of children with clinical diagnoses of infantile autism with those of
retardates, no study is known to have compared the results of using several
checklist instruments on the same population of children. This paper reports the
methods and results of simultaneously applying four widely used checklists
(together with criteria delineated by DeMyer and Churchill) to the same group
of children. Under consideration is the extent to which the diagnostic groups
established by any one investigator coincide with those established by others,
and also the correspondence between our diagnostic criteria and those devised
by Polan and Spencer (POS), Rimland (RIM), Lotter (LOT), and BWP *

SUBJECTS

The children in this study represent 44 patients referred consecutively over a
3-year period to the Clinical Research Center for Early Childhood Schizo-
phrenia. Table 1 shows the number and age of these children in each of the four
diagnostic categories delineated by DeMyer and Chur.chill. The 15 non-
psychotic, brain-damaged, or mentally retarded children had various types of

- 4 Table 1
DeMyer-Churchill Diagnostic Categories '
Mean

Group Category N Age

1 Non-psychotic (brain-damaged or retarded 15 5-1
emotionally disturbed)

2 Early schizophrenic : 8 60

3 Primary autistic (higher functioning) 10 4-7

4 Secondary autistic (lower functioning) 11 50

“The 14-point system by Rendle-Short and Clancy was not available at the ti.me of this
study. Also not available was Rimland’s most recent version (E-3) designed primarily to
obtain information that may be relevant to etiology.
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learning and interpersonal difficulties but were not emotionally withdrawn from

people. Some had aphasic language patterns. Those with speech used it
communicatively.

METHODS

Diagnostic Procedures

The diagnostic procedures pertinent to this investigation included a series of
interviews designed to elicit comprehensive information about the child’s entire
life. Each child had two psychiatric examinations, one structured (DeMyer,
Norton, & Barton, 1971) and the other less structured. Scoring involved the
RIM, POS, BWP, and LOT checklists. Other diagnostic procedures were language
evaluation, psychological testing, physical and neurological examinations.
Laboratory studies included, as a minimum, an EEG, skull X-ray, bone age,
urinalysis, and blood counts. Positive neurological signs and symptoms in
anamnesis and/or examination, and also patterns of performance on adaptive
tasks were used to judge whether a child was brain damaged. Each child was then
considered as presenting no evidence, equivocal evidence, or good evidence of
brain damage. The children’s intellectual levels were estimated on the basis of
adaptive task performanges with the psychologist and -psychiatrist, Thus each
child received a total of three diagnoses—intellectual, neurological, and psychi-

© atric. Psychiatric diagnoses wereé made independently by two psychiatrists

without reference to the aforementioned checklists.

Description and Use of the Five Diagnostic Systems

The DeMyer and Churchill system. At the Clinical Research Center for Early
Childhood Schizophrenia, a set of criteria evolved over the past 10 years for
distinguishing between infantile autism, early childhood schizophrenia, and
non-psychotic brain-damaged or retarded children. The criteria for infantile
autism are (a) emotional withdrawal from people before the age of three; (b)
lack of speech for communication; (c) nonfunctional, repetitive use of objects
(Tilton & Ottinger, 1964); and (d) failure to engage in role play alone or with
other children (DeMyer, Mann, Tilton, & Loew, 1967). In order to be diagnosed
as autistic, a child must manifest all of these four criteria. If such a child has
perceptual-motor performances that approximate his chronological age or some
that are markedly above other aspects of his performance, we classify his
disorder as primary or ‘“higher functioning” autism. If the child has a flat, low
perceptual-motor performance curve, his disorder is given a label of secondary or
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“lower functioning” autism. To be classified as I° autism, the child must exhibit
all the primary features delineated by Kanner.

The criteria for diagnosing early childhood schizophrenia are (a) islands of
more normal relatedness or emotional dependency in a background of emotional
withdrawal and flat affect; and (b) some speech for communication with speech
abnormalities such as echolalia, stereotypy, dysemphasis, bizarre fantasies, and
failure to answer questions. This clinical picture can originate in a background of
more normal behavior or evolve from a typical infantile autistic symptom
pattern. Likewise, a child can regress from a childhood schizophrenic to an
autistic pattern of symptoms. As with autistic children, the symptoms must
appear before the age of three.

In this series of 44 cases, independent diagnoses by two psychiatrists of 42
were based on clinical criteria given in Table 2. The diagnosticians who did not
know the children’s checklist scores disagreed about autism (primary or

_secondary) in two cases, and about. psychosis (psychotic or non-psychotic) in
one. Except for one case which was not included in this study, an agreement was
reached with respect to each final diagnosis.

The available diagnostic delineations by other investigators (RIM, POS, LOT,
and BWP) are presented in Table 3, which groups comparable criteria pertaining
to social interaction and affect, speech, use of body and objects, and intelligence
and reaction to sensory stimuli. Rimland’s checklists provide rather extensive
additional information for both autism and schizophrenia, pertaining to family
characteristics and illness development, and also physiological and other
biological data. In contrast, such additional criteria are barely noted in POS and
altogether excluded from LOT and BWP .

RIM checklists. The POS checklist and Kanner’s description of infantile
autism were the points of departure for the RIM checklists. Rimland hoped to
distinguish the autistic from the schizophrenic child by devising a checklist with
the important and unique feature of its being completed by the child’s mother.
In this study, the RIM checklists were completed by mothers and then scored
(using' Rimland’s scoring key) to indicate that certain responses should be
regarded as traits of autism and others as those of schizophrenia (Rimland, 1964,

1968). A raw schizophrenic score and a raw autistic score were derived by
summing the number of traits so designated by Rimland. A final autistic score

5In POS, family characteristics and iliness development is limited to: sibs normal except
identical twin; parents professionals or high IQ; parents obsessive-compulsive; parents ob-
jective about child. The 4-to-1 boy-to-girl ratio is the only item for physiological and other
biological data. Rimland’s criteria for family characteristics and iliness development include
7 items for autism and 6 for schizophrenia, while those for physiological and biological data
contain 15 items for autism and 12 for schizophrenia.

Table 2
Criteria for DeMyer-Churchill Diagnostic Category Groups.

Group
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Comparison of Diagnostic Systems

Table 3

RIM-Autism

POS

LoT r BWP-Schizo-

phrenia

TRIM-Schizophrenia

#5tiff, hard to hold first
2 yrs; 2-6 yrs
eBanged head

oDidn’t reach out; fear-
ful, disinterested in
strangers

oTreats people im-
personally

eHard to get child’s
attention

eAloof, disinterested,
self-sufficient
eDisturbed by changes
o*Looks or walks
through™ people

eNot concerned with
criticism

oNo hallucinations or
delusions

oNot self-concerned
elndifferent, happiest
when left alone
sUnpliable when held

eWords used 8-15 mos
eSudden switch to sen-
tences before 24 mos
eSeldom used yes
before 6 yrs .
oNever used “I"
eAffirms by repeating
question

eUsed question or
phrase for no

eSubs a word for
another

eEcholalia, hollow
tone often

oPronouns reversed
eWhispers instead of
talks

eBecame silent after
talking

eDoesn’t understand
speech

eStares into space for
long periods

oNo use of hands for
extended periods
oPhysically well co-
ordinated

eSkillful in doing fine
motor tasks
oTypically uses ob-
jects repetitively

eNot destructive of
objects

#Rocked in crib much
as baby

eFascinated by certain
mechanical things
oWill not readily ac-
cept new clothing

SOCIAL INTERACTION AND AFFECT

eDetached, pre-
occupied; dis-
interested
sUnresponsive
to affection
#More inter-
ested in objects
than people
eContact with
others painful
eConformity an
effort; tactless;
inappropriate
eNo anticipatory
posture
eAngered by
interference
eReacts to pin
rather than to
person pricking
him

eMute past age
of usual speech
development;
considered deaf
eSlow to use pro-
nouns; pronoun
reversal; uses
preps and pro-
nouns as nouns
eEcholalia
eSpeech not
communicative
eSpeech unre-
lated to actions
eUnresponsive
to speech; un-
comprehensive
eAffirms by re-
peating quest
eDoes not
answer quest

USE OF

oRhythmical
movements of
body
eRepeats play
patterns
mechanically
eRituals
eFacial grimaces
and twisting
sActivities lack
purpose; beha-
vior not inte-
grated
eDisturbed by
slight environ-
mental changes

INTELLIGENCE AND

sUnusually alert to
sound and color 34
mos, or

eVery disinterested in
sounds and colors first
34 mos

eParents suspect at least|
above average intelli-
gence first yr
eUnusually strong
interest in music
eParents have sus-
pected child nearly
deaf

olIQ less than 70, 4-7
yIs

eExtremely good
verbal memory for
words repeated often

ePreoccupied
with isolated
sensory im-
pression. Can-
not ignore ex-
traneous stimuli
eMay solve dif-
ficult abstract
problems; can-
not grasp use
of objects
oCan classify
objects

eSpeech not used;
for communica-
tion

ePronoun rever-
sal

eEcholalia
sRepetition of
phrases

eSelf spinning
eJumping
oFlapping
oToe walking
#Other man-
nerisms

eLines and pat-
terns objects
eSpins objects
eRitual play
oCarries, bangs,
twirls objects
elnsists on

#Visual avoid- eFailure to
ance form normal
Solitary relationship

slgnores with people;
children withdrawal
eAloof and dis- |from reality
interested eAnger, terror,
oWalks through [excitement or
people withdrawn

with environ-

mental change

sRitualistic

SPEECH

oFailure to ac-
quire speech or
to maintain
speech acquired
or to use speech
for communi-
cation

BODY AND OBJECTS

oGross and sus-
tained manner-
isms, immobil-
ity or hyper-
kinesis (not

tics)

oExcessive pre-
occupation

with particular -
objects without
regard to ac-
cepted function
ePathological at-

events

eSerious intelli-
gence retardation|
with islets of
normal or near
normal intelli-
gence function
of skills
eAbnormal re-
sponse to one or
more type of
sensation

of ob- to
jects “same sur-
elnsists on roundings”™
sameness of

REACTION TO SENSORY STIMULI

eBehaves as if
deaf

oCovers ears
eDistress at
noise

oClinging first 2
yts; 2-6 yrs
eDidn’t bang
head against
person
eReached out to
be held 4-5 mos
eConfused
frightened, per-
plexed, depen-
dent

eSensitive to
criticism
eHears or sees
things not there
eConcerned
about himself
sWants to be
liked

o**Melts into
arms” of person

oFirst words
used 24 yrs
oGradual change
to sentences
oUsed word yes
fairly well
before 6 yrs
eUses “I" fairly
regularly
*‘Possibly™ uses
echolalia in hol-
low tone
eUnderstands
speech

oToe walks
oSpins or whirls
oNot well coordi-
nated physically
oA little awk-
ward, doing fine
work
oQOccasionally
uses objects
repetitively
eDestructive of
objects

©]Q between 70
and 100, 4-7 yrs

COMPARISON OF FIVE DIAGNOSTIC SYSTEMS 181

(A-S) was derived by subtracting the schizophrenic score from the autistic. A top
raw autistic score of 69 and a top raw schizophrenic score of 48 are possible in
Rimland’s first version (E-1). In addition, his E-1 version was used to assess 25
cases.

POS. The Polan and Spencer checklist is divided into five categories: (a)
language distortion, (b) social withdrawal, €c) lack of integration in activities, (d)
obsessiveness and nervousness, and (e) family history. The authors stated that it
should distinguish autistic children from retarded, schizophrenic, and brain
damaged. A 2-1-0 point-scoring system was devised to provide an instrument
that could be compared with RIM and LOT. Two points were allowed if a
behavior was seen at least several times a week by the parents, 1 point if seen less
frequently, and no points if the behavior was never seen. This weighting brought
the top score of 60 more in line with Rimland’s top raw autistic score and also
achieved a wider spread, thus reducing the number of tie scores. The weighted
individual scores were then summed, yielding the total autistic score for each
child.

LOT. Lotter designed his own checklist in order to find the incidence of
autism in Middlesex, England. He divided the behavior to be rated as follows:
speech, social behavior, movement peculiarity, auditory, and repetitive ritual-
istic. Lotter also provided a 3-point weighting system whereby 0 = absent, 1 =
present but not marked, and 2 = markedly present. A maximum score of 48 was
possible for a speaking and 40 for a nonspeaking child.

BWP system, as discussed by O'Gorman (1967). In order to achieve a

“ behavioral checklist that would assess the behavior of subjects corrésponding to

BWP’s concept of the essential features of the “schizophrenic syndrome of
childhood,” each subject was rated with respect to six aspects of behavior: (a)
withdrawal from, or failure to become involved with, reality—in particular,
failure to form normal relationships with people; (b) serious intellectual
retardation with islets of normal, near normal, or exceptional intellectual
function or skills; (c) failure to acquire speech, to maintain or expand speech
already learned, or to use what speech has been acquired for communication; (d)
abnormal response to one or more types of sensory stimuli (usually sound); (e)
gross and sustained mannerisms or peculiarities of movement, including
immobility and hyperkinesis, excluding tics; and (f) pathological resistance to
change as shown by ritualizing; pathological attachment to the same sur-
roundings, equipment, and people; nonfunctional preoccupation with particular
objects or certain characteristics of such objects; and catastrophic reaction or
increased withdrawal when the sameness of the environment is threatened.

A scoring system on a 3-point scale was devised with 3 points allowed if a
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behavior or pattern was exhibited daily to several times weekly, 2 points for
several times monthly, and 1 point for less frequent exhibitions. Again, a
weighting system was necessary to provide a sufficient spread of scores.
However, a weighted and an unweighted BWP score was derived for each child,
and each was used in the analysis of data.

In the behavior category with five specific subcategories which O’Gorman
calls “resistance to change,” a maximum of 3 points was allowed if the subject
accumulated at least that many in that broad category. However, no more points
(above 3) were allowed even if a child scored a “3” in each specific subcategory,
since such a method would have weighted the *“resistance to change” category
unfairly in comparison with the others. All points so derived were summed and a
total “‘schizophrenic’ score obtained for each child. A top weighted score of 18
was possible. This top schizophrenic score is considerably below the POS and
RIM top autistic scores, but finer distinctions about the severity of symptoms

could not be reliably delineated.

Reliability of Ratings

The raters read the descriptive systems and used the descriptive terminology
of each author to rate the children’s behaviors from parental descriptions. To
check reliability, eight children were chosen at random and each was rated by
two raters, except for the RIM checklist which is a parental instrument. The
overall percentage of inter-rater reliability was 79.6 for POS, 81.8 for BWP, and
82.8 for LOT. The ranges, 68% to 95%, were similar for each system. DeMyer
and Churchill attained a 92.8% agreement.

RESuULTS

Data were analyzed in two ways. First, the diagnostic scales for which
continuum scores were available were compared through intercorrelations using
the 7040 BMDO3D program (Dixon, 1965). Then, the diagnostic groups derived
by using the DeMyer and Churchill criteria were compared across all diagnostic
scales, using a one-way analysis of variance procedure in accordance with
ANAVAR (1971).6

6Using a significance level of .05, F and F' tests were performed as indicated,
depending on the homogeneity of variance assumption at the .20 level. Individual
comparisons of group means were tested at the .05 level using the Student-Newman-Kuhls
method, i
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Intercorrelation of RIM, BWP, POS, and LOT Scales

The correlation matrix presented in Table 4 indicates the degree of
relatedness between various diagnostic scales when each was used to derive a
score for the children studied. Only correlations significant beyond the .02 level
are included. ,

The highest correlations, as might be expected, are among the different RIM
scales. Outside of the Rimland ‘‘system™ only moderate correlations exist,
generally in the .4 to .6 range. Of interest is the fact that Rimland’s original raw
schizophrenic scores (E-1) do not correlate significantly with any scales except
with those in his own system. However, the new raw schizophrenic scale (E-2)
displays significant negative correlations with three scales of others. The only
other negative correlations are those between schizophrenic and autistic scales
within the Rimland system. The POS, BWP-weighted, and LOT total scales have
significant positive correlations with each other. Two of the Rimland scales, the

E-1 raw autistic and the E-2 A-S, also correlate significantly with each of the
former.

Comparison of the DeMyer-Churchill Groups with Other Diagnostic Scales

A one-way analysis of variance was performed using various groupings of the
four diagnostic categories. In a second analysis, primary and secondary autistic
groups were collapsed, yielding a three-category comparison. In a Ehird analysis,
groups were collapsed into simply psychotic and non-psychotic categories. Aside
from some loss of information, these groups vielded results similar to the
four-group analysis. Table 5 shows the comparison of group means comparing all
four diagnostic categories across each of the rating scales.’

DiscussiON

Comparisons among RIM, POS, LOT, and BWP Scales

While there are many statistically significant correlations (shown in Table 3)
among these five different systems, they show an overlap of no more than 35%.
This 'means that a large proportion of children receiving high scores on one scale
would achieve low scores on another and thus be classified as autistic by one
system and nonautistic by another. '

This situation may have been due to an error introduced in our efforts to
make the systems comparable by weighting symptom severity, although without

"The analysis of variance tables and comparison of group means using collapsed
categories can be supplied by the authors upon request.
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‘Table 4

Correlation Matrix

LOT-Auti"stic

Rimland’s System BWP-Schizophrenic
E-1 E-2
E-l i E-1 E-2 i E-2 Un- Weighted | Total | Social | Repetitive
Autistic |SNZ0 | e | autistic | SN0 | o gx | POS 1 Geignted gh
phrenic phrenic

RIM

E-1 Autistic N —.433 913 710 | —631 .788 614 489 472 .598 537

E-1 Schizophrenia ~N —.740 —.494 604 |-.630

E-1 A-S* ~ 679 —.667 784 513 476 558

E-2 Autistic ~ -.533 827 475

E-2 Schizophrenic ~ -898 | -—.482 —.498 —.566

E-2 A-S* ~ 523 430 424 521
POS N 497 678 551 445
BWP-Schizophrenic

Unweighted ~N .683 538 . 501

Weighted N 414 427
LOT-Autistic ,

Total ~N 727 660

Social ~N

Repetitive ~

Note.—All correlation coefficients are significant beyond the .02 level. Italicized values indicate diagnostic scales which have more than 50% overlap.
*Derived by subtracting the schizophrenic score from the autistic.

Table 5

Comparisoh of the Four DeMyer-Churchill Diagnostic Groups with Other Systems

Rimland’s System . BWP LOT
E-1 Raw | E-1 Raw E-1 E-2 Raw | E-2 Raw E-2 POS
. Schizo- . Schizo- Unweighted | Weighted | Total | Social | Repetitive
Autism phrenia A-S Autism phrenia A-S
I°A Schiz I°A I’A Non-P I°A _Schiz Schiz II’A Schiz II°A Schiz
32.60 13.38 23.60 21.63 28.00 1.63 28.14 6.50 12.81 16.50 5.36 4.75
Schiz Non-P Schiz Schiz i’ A ra | I’ A I°A 1I° A rra I’ A
28.88 13.00 17.60 27.20 -5.00 27.70 6.36 12.40 14.73 4.80 4.09
I° A Non-P A Schiz IFaA I°aA Schiz A Schiz I°A
11.09 16.33 20.83 -9.60 26.36 6.10 10.88 13.40 4.63 3.00
Irra A Non-P Non-P Non-P
14.17 20.00 -11.67 3.47 2.27
MYAVAVAVAL VAYAVAVAVAVA VAVAVAVAVAV, VAVAVAVAVAVA VaVAVAVAVAN o \/aVAVAVLV: VaVAVAVAVAVAVAY. VaVaVaVaVaVal aVaVaVaVA aVaVAVAVAY \VaVaVaVaVaVaY
II° A I°A II° A | Non-P Non-P Non-P | Non-P
26.73 9.00 15.64 18.33 4.60 8.40 -10.33
Non-P Schiz
3.00 14.25
Non-P
10.00

~

Note.—Under each diagnostic scale, the DeMyer-Churchill diagnostic group means are rank ordered. The horizontal line generally separates
means which are significantly different (p < .05). These exceptional pairs of means are connected by a vertical line, indicating nonsignificance.

I°A = next to most social pathology. II°A = most social pathology. Schiz = Schizophrenia. Non-P = non-psychotic. A-S = autistic minus
schizophrenic score.
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such weightings the BWP generated much lower correlations with the other
systems. Also, some scales may have been misrated due to a failure to fully
appreciate the authors’ intentions. The inter-rater reliability was somewhat
varied among the children, though quite consistent among the scales themselves.

Despite these shortcomings, it is possible to make some observations about
the correspondence of points of agreement to any diagnostic subcategories.
Rimland’s “new schizophrenic” scale (E-2) correlates negatively, not only with
his own autistic scales but with all other autistic scales and even the BWP
“schizophrenic™ scale. This observation allows us to infer that the BWP term
“schizophrenia” means something quite different than Rimland’s idea of
schizophrenia. In fact, the BWP term “schizophrenia’ has much in common with
the ideas of all others concerning autism as shown by its significant positive
correlations with all autistic scales. Only the names are different.

Considering their common origin, it is not surprising that the highest
correlations exist among the various Rimland scales. The consistent negative
- correlation between autistic and schizophrenic scales is also to be expected.
Since so many scales are cumbersome, it would be desirable to find out which of
the Rimland scales is the best instrument to distinguish autistic from
schizophrenic children and also best coincides with others’ definitions of the
same categories. Rimland’s earlier version, the E-1, generates somewhat higher
correlations with all other systems; his raw autistic E-1 score correlated most
highly with the POS autistic score. However, the later version of the raw
schizophrenic score generates higher negative correlations than the earlier
version. Thus an attempt to select a single Rimland scale that best coincides with
others’ ideas of autism appears to yield a somewhat confusing result.

Comparison of the DeMyer and Churchill Diagnoses with Other Systems

The POS, BWP (both weighted and unweighted), and LOT (total, only)
significantly differentiate the psychotic from the non-psychotic children
diagnosed in accordance with the DeMyer and Churchill criteria. However, no
distinction is found between the respective subgroupings of the psychotic

children. While the BWP did not intend to establish such distinctions, the POS.

and LOT scales were devised with the express purpose of identifying such
subgroupings. Rimland also hoped that his scales would identify autism as well
as distinguish it from schizophrenia. The RIM scales show a significant relation
to the DeMyer and Churchill categories only when used in their original form
(E-1). The E-2 revisions show no significant differences among the four DeMyér
and Churchill diagnostic subgroups. The first three columns of Table 5 suggest
that the DeMyer and Churchill category of primary, higher functioning autism
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coincides rather closely with Rimland’s earliest definition of infantile autism.
This is most clearly seen in the E-1 A-S'scores. The E-1 raw schizophrenic score,
which is in one sense a mirror image of the final autistic score, is also congruent
with this. We must note, however, that none of the Rimland scales clearly
distinguish the DeMyer and Churchill schizophrenic category. The rank order of
the LOT social scale scores coincides with our observation about the relative
social pathology in the four groups: II°A —most social pathology, I°A—next to
most, schizophrenic next, and non-psychotic least (DeMyer et al., 1971).

In a comparison with the DeMyer-Churchill categories, the RIM E-1 A-S score
appears to be strongly related to the authors’ “primary autism.” However,
despite the differences in group means, we find that several children would be
misclassified by Rimland’s system if his cutoff point of +30 (E-1) were used for
a diagnosis of autism. Only 4 of 10 primary autistic children achieved this score,
and one was a borderline. On the other hand, 9 children from other diagnostic
categories (including non-psychotic) achieved borderline A-S scores. Reasoning
from the data at hand and also from the evolution of the Rimland scales, they
appear to us to be useful adjuncts in diagnosing autism, but also quite restrictive.
Using only Rimland’s suggested A-S cutoff scores, we may be left with an
extraordinarily exclusive group. It it were clearer that such a group really
constituted a discrete entity, such a restriction might still be profitable.
However, in our experience it seems unlikely that the high scoring group of
children constitutes a discrete entity, particularly when classifying is based on
behavioral observations that are continuously distributed. Moreover, if investi-
gators limit their samples to just the +30 (E-1) and +20 (E-1), there remains a
much larger group of children with unmistakable autistic features who would still
require. classification and study. Over-reliance on a high E-2 score as anything
but a screening device would produce some real oversights. For example, one
patient in our sample with a +25 E-2 score had all features of the Cornelia de
Lange syndrome and another, with a +19 score, tuberus sclerosis diagnosed by
skin biepsy—both well-defined neurological conditjons.

One problem that all of these diagnostic checklists share is the absence of
rigorous validity studies. Until such studies are done, all of the checklists can
serve as useful screening instruments. No checklist, however, can be looked upon
as more useful than another with respect to such variables as etiology, correct
treatment, or prognosis of infantile autism.

Rimland’s E-2 scores may at this point seem to have an additional use and be
“more valid” in proving that high scores relate to the amount of serotonin efflux
from red cells (Boullin, Coleman, & O’Brien, 1970; Boullin, Coleman, O’Brien, &
Rimland, 1971). However, other experiments must be performed to determine
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whether this biological observation can be repeated in other laboratories and
then to ascertain if the observation is truly related to etiology. Since the number
of subjects used in Boullin’s work is quite small, the studies should be repeated
using a larger number of “autistic” children with both higher and lower E-2 A-S
scores; such studies are now in progress at our Clinical Research Center.

CONCLUSIONS

Good agreement on diagnosis, even concerning subcategories of psychotic
conditions in children, is common among people working in close collaboration,
as in the case of DeMyer and Churchill. However, this agreement lessens
considerably when diagnosticians without constant feedback compare diagnoses,
even when relatively structured and standardized diagnostic systems are in use.
Nevertheless, this study enables us to infer that any one of the several diagnostic
instruments can at least achieve reasonably good agreement in differentiating

early schizophrenic and autistic children as a group from non-psychotic children. -

" While more refined definitions of categories are most desirable, it appears that
such an achievement may not be possible at present without a significant loss in

reliability. Perhaps the course selected by the British Working Party, which

simply tried to distinguish schizophrenic and autistic children from other
diagnostic groups, is the most prudent one. Finer distinctions may lead to as
much confusion as agreement. Nevertheless, the authors believe that the goal of
achieving reliable subgroups is of great importance and that efforts in this
direction should continue. DeMyer and Churchill’s diagnostic subcategories of
child psychosis (early childhood schizophrenia, primary autism, and secondary
autism) appear similar to other diagnosticians’ ideas of “infantile autism.”
Rimjand, who would only accept “primary autism,” is the exception. In the
absence of a well-proven biological indicator of the kind which identifies Down’s
syndrome or phenylpyruvic ketonuria, all authors must include careful descrip-
tions of subjects in clinical reports and research.
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