
Mental Health Aspects of Developmental Disabilities April/May/June 2007 Vol. 10, No. 2

Behavioral Disorganization as an Indicator
of Psychosis in Adults With

Intellectual Disability and Autism

Trine L. Bakken, R.N., MHSc,  Svein Friis, Ph.D.,  Sverre Lovoll,1 2 1

Nina A. Smeby, R.N., Ph.D.  & Harald Martinsen1 3

Division of Psychiatry, Ullevaal University Hospital (UUS), Oslo, Norway1

Division of Psychiatry, Ullevaal University Hospital (UUS), Oslo and 2

  Institute of Psychiatry, University of Oslo, Norway

Department of Special Needs Education, University of Oslo, Norway3

A
dults with autism and intellectual

disability, which may be moderate to

p r o f o u n d ,  o f t e n  l a c k  v e r b a l

communication skills. These impairments

generate major obstacles related to the diagnostic

assessment of schizophrenia-like psychosis. The

patients do not have the ability to report

delusions and hallucinations, and they also may

have anxiety attacks and other related

symptoms.  Schizophrenia is not a4,8,21,31,32

recommended diagnosis for adults with severe to

profound intellectual disability due to their lack of

communication skills.  We have therefore27,33

chosen the concept “schizophrenia-like psychosis”

which is more global and will reflect the intention

of differentiating between schizophrenia and mood

psychosis in patients with intellectual disability

and autism. 

For patients with intellectual disability and

autism, the psychotic symptoms may wrongly be

interpreted as being part of the autistic condition,

a phenomenon that is described as diagnostic

overshadowing.  This might lead to an19,34

underreporting of diagnosis within this group of

patients. Misinterpretation of psychotic symptoms

as autism is also related to the overlapping

symptoms of autism and psychosis, especially

negative symptoms and autistic idiosyncrasies

taken for delusions.  4,22,36,39

Research on psychiatric illnesses in people

with intellectual disability and autism has had a

short history.  Indicators, especially dramatically23

impaired global functioning and severe distress

symptoms such as aggression, have traditionally

indicated psychosis within this group of patients.

These indicators might give many false-positive

diagnoses, because they can be signs of many

other problems in patients who cannot report

their own symptoms.  There is no overall7

agreement on the use of the indicators to assess

psychiatric disorders in individuals with

autism.  Therefore, it is necessary to investigate7,23

how the indicators designed for neurotypical

individuals might work for patients with

intellectual disability and autism. In addition to

the criteria of psychosis (delusions, hallucinations

and disorganization), negative symptoms of social

withdrawal and impaired global functioning

including work, self-care, and interpersonal

relationships, are features of schizophrenia.  1,37

Impaired functioning is observable, which is a

necessary indicator in patients without verbal

skills. The patient’s lack of communication skills

generates a need for a special focus on the

behavioral hallmarks of schizophrenia-like

psychosis within this group. The use of behavioral

i n d i c a t o r s  in c r ea se s  th e  c h a n c e  o f

misinterpretation.  For example, if a patient17

makes noises and covers his or her ears, this

c o u ld  “ m im ic ”  h a l l u c i n a t i o n s .  S u c h

misinterpretations are rare when a patient can

describe hallucinations.

In adults with intellectual disability and autism, psychoses are rarely detected due to
misinterpretation of psychotic symptoms being autism or impaired communication skills. The aim
of this study was to investigate behavioral disorganization as an indicator of psychosis in this
population. Forty-three adults with intellectual disability, autism, and a formerly diagnosed
psychiatric disorder were recruited. Eight of these patients had moderate to severe intellectual
disability and were assessed as having schizophrenia-like psychosis. Scores from a pilot study of the
Psychopathology in Autism Checklist (PAC) were compared to case information on the 8 adults with
psychosis. Behavioral disorganization, severely impaired global functioning, behavior suggesting
hallucinations, and decreased sociability were observed in the 8 psychotic patients.
Keywords: autism, delusions, intellectual disability, mental retardation, psychosis, schizophrenia,
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In adults who have intellectual disability,

autism and psychosis, the differentiation  between

schizophrenia-like and mood psychosis might be

difficult, especially because many patients with

schizophrenia also display depressive symptoms.

Behavioral disorganization will help to

differentiate, as psychotic depression is not

associated with grossly disorganized behavior and

disorganized speech,  although depressed6,20,38

adults with intellectual disability may appear

agitated.  To differentiate between mania and26

schizophrenia in this group of patients is usually

not that difficult, due to the increased activity

level in mania, but not in schizophrenia.1

 Behavioral disorganization is one of five main

symptoms of schizophrenia.  It is observable1,25

and is therefore of certain interest in the

diagnostic process of schizophrenia in adults with

impaired verbal skills. In order to systematize the

observation, behavioral disorganization can be

described by the following behaviors: derailment,

aim lessness, sequencing problems, and

disorientation.  The patient has difficulty5,35

coordinating motor, sensory or cognitive

functions. Patients who usually have (some)

verbal skills will display incoherent speech and

impoverished speech.  Behavioral disorganization3

is most easily detected through observation of

everyday tasks that the patient usually performs

accurately (e.g., dressing, preparing meals,

classroom activities or leisure activities that

include social interaction.  Most people with2

intellectual disability and psychosis will

furthermore display distress symptoms such as

reduced sleep, eating disturbances or weight loss,

aggressiveness or self-mutilation.10

Adults with intellectual disability and autism

often display challenging behavior that might be

misinterpreted as psychosis. There is a complex

relation between challenging behavior and

psychiatric disorders. Shouting, yelling, throwing

items, self-mutilation, and distress symptoms

might also be caused by medical conditions (e.g.,

headaches or toothaches), problems of interacting

in social settings, or after a negative life event,

such as the death of a parent. These factors must

be considered when an adult with autism and

intellectual disability prominently display changed

behavior that appears as a suspected psychotic

condition. 

Behavioral disorganization might be seen in

people with intellectual disability who have

medical conditions such as brain injuries,

delirium and long-term pain, and anxiety

a t t a c k s .  T h e r e f o r e ,  b e h a v i o r a l9 , 1 2 , 2 4 , 2 9

disorganization limited to these states must not be

interpreted as a psychotic symptom.

 Behavioral and observable criteria that do not

overlap with core characteristics of autism are

important when diagnosing schizophrenia-like

psychosis in adults with autism and intellectual

disability. Schizophrenia is currently understood

as a multi-dimensional psychiatric disorder. Gross

behavioral disorganization might therefore be seen

as a part of a psychotic state in adults with

intellectual disability and autism. 

The purpose of this study was to determine if

behavioral organization can be used as an

indicator of schizophrenia-like psychosis in

patients with intellectual disability and autism

who appear to be severely disturbed. In addition

to the research question, we specifically tested the

following statements about severely disturbed

patients with intellectual disability, autism, and

schizophrenia-like psychosis:

1. Patients with formerly diagnosed schizophrenia-

like psychosis display grossly disorganized

behavior.

2. Grossly disorganized patients with

schizophrenia-like psychosis will also display

other indicators of schizophrenia-like psychosis.

3. Patients with schizophrenia-like psychosis will

be more disorganized than people with

intellectual disability and autism without

psychotic disorders.

4. Patients with schizophrenia-like psychosis will

display severe distress symptoms.

5. In most patients, severe behavioral

disorganization will decrease after adequate

pharmacotherapy using antipsychotic

medications.

METHOD

Patients

Forty-three adults from 18 to 59 years of age,

who were referred to a project initiated by the

National Autism Unit of Norway, were recruited.

Inclusion criteria were verified diagnoses of

intellectual disability from mild to severe and

autism according to IDC-10 criteria. All diagnoses

of intellectual disability and autism were

conducted prior to the project by clinicians in

specialized health units. The research team

confirmed all diagnoses of intellectual disability

and autism. Patients with Asperger syndrome or

autistic features were not included. 
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The aim of this project was to establish a

checklist for identification of clients with autism,

intellectual disability, and psychiatric problems.

Inclusion criteria for the study were a clinically

assessed psychiatric diagnosis co-morbid to

autism and intellectual disability . As this was an

assessment project, treatment was not initially

included as a part of the project.

Exclusion criteria were epilepsy or other

neurological disorders that are known to

demonstrate psychotic features such as

hallucinations or confusion.8

Assessment of psychiatric illnesses is

complicated in individuals with autism, as

described above. The clinically assessed

psychiatric diagnoses are based on DSM-IV

criteria and on the clinical experience in the field

of psychiatry in intellectual disability. Few

clinicians will probably master the complex task

of diagnosing psychosis in adults with intellectual

disability and autism. The clinicians who

participated in this research were chosen because

of their long clinical experience in this field. 

The clinically assessed psychiatric diagnoses

were, therefore, judged by a group of experienced

clinicians in the project group according to DSM-

IV criteria. Four of initially 47 patients were

excluded from this study because they did not

meet the inclusion criteria. Eleven of 43 patients

were diagnosed as having a psychotic disorder. Of

these 11 patients, 3 were found to suffer from

mania, and 8 patients were found to suffer from

schizophrenia-like psychosis. Of these patients,

five had moderate or moderate–severe intellectual

disability, two had severe and one had profound

intellectual disability. (see Table 1) Due to the

severe and durable psychiatric symptoms, the 11

psychotic patients were admitted to hospitalized

treatment for 3-6 months or more, of whom the 8

with schizophrenia-like psychosis were recruited

for the present phenomenological study.

Procedure

Quantitative and qualitative data were

collected and analyzed. Both statistical analysis

and case information are reported. The case

information was compared with scores from a

pilot study of the Psychopathology in Autism

Checklist (PAC).

Scoring clients with formerly identified

psychiatric disorders is a well-known method for

validation of psychometric instruments tailored

for clients with intellectual disability  and,28,30

therefore, this method was chosen for the first

empirical test of the PAC. 

The PAC is a checklist developed by the

Norwegian Autism Unit.  PAC is not meant to13,15,16

be a diagnostic instrument. It is a caregiver-

completed screening instrument to assist the

process of clinical assessment, diagnosis and

management of psychopathology in adults with

autism and intellectual disability. The

development is based on results from a systematic

examination of the conceptual overlap between

autism and five main psychiatric disorders which

demonstrated that it theoretically was possible to

differentiate between the concepts.  The PAC has14

60 items and six subscales: schizophrenia-like

psychoses, mania, depression, anxiety disorder,

obsessive-compulsive disorder (OCD) and distress

symptoms. The disorder-specific items are rooted

in criteria from ICD-10  and DSM-IV,  which do41 1

not represent criteria overlap between autism and

psychiatric disorders.

Distressed people are known to have

problems, such as disturbed sleep, irritability, and

loss of appetite. This distress can be attributed to

a number a different conditions, psychiatric or

other. These distress symptoms are known to

occur especially often in individuals with

intellectual disability.  The PAC, therefore, is10,11

designed with a category of items, non-specific to

a psychiatric disorder, labeled distress symptoms.

Patients with a high degree of distress symptoms,

but not high degrees of any psychiatric disorder,

are more likely suffering from non-psychiatric

problems like somatic or psychosocial conditions.

It is also more likely that a high degree of distress

symptoms indicate a more severe psychiatric

condition, when symptoms of psychiatric

problems occur (ibid.).

The PAC was piloted in a selected clinical

sample to outline whether the checklist

discriminated between sub-groups of adults with

autism and intellectual disability; i.e. between

individuals with and without psychiatric disorders

and between individuals suffering from different

psychiatric disorders. The forty-three adults

presented above with autism and intellectual

disability were rated on the PAC by two

independent raters who were either staff or family

members. Criteria for being an informant included

having known the patient for more than one year

and observing the patient in daily social

interaction. The scorers were blind to the clinical

diagnoses. For the present study, the scores of the
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behavioral disorganization items and distress

symptom  items were analyzed. The actual items

are presented in the appendix.

Eleven of the participants were formerly

identified with a psychotic disorder; 7 with OCD;

seven with an anxiety disorder; and 5 with

depression. Thirteen of the participants did not

have any features of psychiatric disorders,

described as “plain” autism. 

The 8 patients with schizophrenia-like

psychosis were admitted to psychiatric treatment;

they received antipsychotic medication and

psychosocial treatment, including tailoring

changes in their environment that emphasized

non-therapeutic demands, pressure and control

from staff. The PAC scorings were conducted

before and after the treatment. 

Case information on the 8 patients with

schizophrenia-like psychosis was obtained by a

triangulated approach; interviewing main staff,

interview with responsible psychiatrist and

reviewing written material/case histories. Due to

the lack of verbal skills, information from different

sources is recommended to secure reliability of

data.  Indicators of schizophrenia-like18,31

psychosis were the objective of case

investigations, which included grossly behavioral

disorganization, impaired speech, delusions,

hallucinations, social withdrawal, and global

indicators (impaired global functioning and

distress symptoms). Negative symptoms such as

passivity and lack of motivation, which overlap

with features of autism, were not reported.

Measurements

 The measurements included the measures of

the PAC and the descriptions of symptoms in the

cases.

PAC MEASUREMENTS

PAC contains 60 items organized within five

subscales: psychosis (schizophrenia 10 items,

mania 4 items), depression (11 items), anxiety (10

items), OCD (10 items), and distress symptoms

(15 items). The items are rooted in criteria from

ICD-10  and DSM-IV.  The item values range41 1

from 1 (no problem) to 4 (severe problem). The

items of the sub-scales of schizophrenia-like

psychosis and distress symptoms were analyzed

for this study and are presented in the appendix.

RESULTS

All patients displayed gross behavioral

disorganization (see Table 1). All patients

exhibited four or five features of behavioral

disorganization (mean of 4,5 features), which

included derailment, aimlessness, sequencing

problems, disorientation, and bizarre motor

activity. Phenomenological descriptions of gross

behavioral disorganization in patient 1 (Table 1)

can serve as an example:

Nurses observed great disorientation in

trained activities like showering; she was

not able to cope with items needed; cloth,

soap, or turning the water on. She started

in the middle of the shower sequence and

derailed easily. She needed help in almost

all single parts of the shower sequence,

although she knows it well and normally

requires only minor guidance. 

She also displayed bizarre motor

activ ity, legs and arms seemed

unorganized and “went in all directions.”

(quote from staff nurse) She also displayed

disorganized speech, she confused words

when interacting, and she used wrong

“labels” on items that she knows well.

 All but one patient (who has no verbal

language) had severely impaired speech, and five

had disorganized speech (incoherence). All

patients had severely impaired global functioning

and severe distress symptoms; the most common

was reduced sleep (insomnia) and the second

most common was aggression. All patients

exhibited prominently reduced sociability (social

withdrawal). Severely reduced sociability was

noted when the patient did not initiate social

interaction at all or if the patient obviously

rejected social initiatives from caregivers. A

patient was described as moderately reduced

sociability if the patient displayed a less severe

degree of social rejection.

The behavior of six patients indicated they had

hallucinations. One patient reported both auditory

and visual hallucinations, and also reported

delusions. All patients showed decreased

sociability.

 Behavioral disorganization was measured by

computing a mean score across five items: (1)

derailing within conversation or task, (2) attacking
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TABLE 1. BEHAVIORAL DISORGANIZATION AND OTHER DIAGNOSTIC INDICATORS OF

                                SCHIZOPHRENIA-LIKE PSYCHOSIS IN EIGHT PATIENTS 

 
 Patient

 Number

 Behavioral

Disorganization

 Impaired

Speech

Suspected

Hallucinations

Delusions Social

Withdrawal

Impaired

Global

Functioning

Distress

Symptoms 

  1
ID* = 
  1 

Age: 48

Derailment,
sequence, 
disorientation
bizarre MA 

Incoherence,
severely
impoverished
speech

Earaches
reported—no
otitis, massive
fear reactions 

 **
 

 Severe
 

 Severe Insomnia,
weight loss,
irritability,
unrest,
anxiety,
walking 

  2
ID* = 

  1
Age: 19

Derailment,
sequence,
disorientation,
bizarre MA

Incoherence,
impoverished
speech

Visual
Auditory
(self-reported)

Monsters Moderate Severe Insomnia,
aggression,
anxiety 

 3
ID* = 
  1 

Age: 39

Derailment,
aimlessness,
sequence,
disorientation 

Impoverished
speech
(speech
vanished)

Staring at
fixed point, 
reacting with
fear

** Severe Severe Insomnia,
aggression,
anxiety,
weight loss

  4
ID* = 

  2
Age: 42

Derailment, 
aimlessness,
sequence,
disorientation
bizarre MA

 Incoherence,
impoverished
speech

Covering ears,
earaches, 
loud noises;
screams

** Moderate Severe Insomnia,
aggression,
anxiety,
weight loss,
yelling,
restlessness 

  5
ID* = 

  3
Age: 56

Derailment, 
sequence,
aimlessness,
disorientation,
bizarre MA 

** ** ** Severe Severe Insomnia,
aggression,
anxiety,
gross self-
injury, 
incontinent 

  6
ID* = 
  1 - 2

Age: 24

Derailment, 
aimlessness,
sequence,
disorientation,
bizarre MA

Incoherence,
impoverished
speech

Covering ears
while
screaming

Grossly
altered
body
language/
voice “as a
different
person”

Severe Severe Insomnia,
aggression,
weight loss
anxiety,
yelling 

  7
ID* = 

  2
Age: 37

Derailment, 
aimlessness,
sequence,
disorientation,
bizarre MA

Speech 
vanished

“Muttering to
herself,”
covering ears,
strange
sounds

** Severe Severe Insomnia,
anxiety,
weight loss,
rest-
lessness,
anger, crying 

  8
 ID* = 
 1 – 2

Age: 31

Derailment, 
sequence,
disorientation,
bizarre MA

Incoherence,
impoverished
speech

Staring at
fixed point
and seems
terrified

** Severe Severe Insomnia,
weight loss,
aggression,
self-injury,
anxiety,
yelling 

ID* = level of intellectual disability; moderate = 1, severe = 2, profound = 3

** Not reported from patients—no verbal skills

MA = motor activity
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 TABLE 2. AVERAGE BEHAVIORAL DISORGANIZATION SCORES WITHIN SUBGROUPS

                                 OF PATIENTS WITH INTELLECTUAL DISABILITY AND AUTISM (N = 43)

Schizophrenia-like

Psychosis, n = 8

 Non-psychotic,* 

n = 19

ID + Autism,

n = 13

 Mean  SD  Mean  SD  Mean  SD

 Behavioral disorganization  2.79  .52 2.08 .48 1.40 .20

Scale: 1 = no problem; 2 = small problem; 3 = moderate problem; and 4 = severe problem

*Non-psychotic: clients with intellectual disability, ID + autism + depression, anxiety or OCD

BD = behavioral disorganization

TABLE 3. AVERAGE DISTRESS SYMPTOM SCORES WITHIN SUBGROUPS OF PATIENTS

                              WITH INTELLECTUAL DISABILITY AND AUTISM (N = 40)

  Schizophrenia-like

Psychosis, n = 8

 Non-psychotic,*

n = 19

Plain Autism,

n = 13

 

 Distress symptoms 

 Mean  SD  Mean  SD  Mean  SD 
3.11 .40 2.46 .33 1.53 .24

*Non-psychotic: patients with intellectual disability, ID + autism + depression, anxiety or OCD

Scale: 1 = no problem; 2 = small problem; 3 = moderate problem; and 4 = severe problem

See Appendix for items of distress symptoms.

staff or others unexpectedly, (3) gross

disorientation, (4) lacking sense of orientation in

known areas, and (5) gross disorientation within

social interaction. (see Table 2) The estimated

reliability of this measure was satisfactory

(Cronbachs’ alpha = .81), and the internal

consistency of the measure was high (mean inter-

item correlation = .47). 

One-way ANOVA showed a statistically

significant effect of diagnostic group on the

m easure o f  behav iora l d isorgan izat ion

(F[2,40]=31.20, p<.001). Bonferroni corrected

multiple comparisons showed that the diagnostic

groups were statistically significant different from

each other (p<.01). The psychotic subgroup in the

PAC study is far more behaviorally disorganized

than are the subgroup of patients with plain

autism. Although the latter subgroup is small (13

patients), the differences are prominent, which

might point to behavioral disorganization as a

symptom of psychosis not autism.

Patients with distress symptoms were

measured using the PAC. (see Table 3) The scale

consisted of 17 items (see appendix): mean inter-

item correlation = .41; Cronbach’s alpha = .92.

One-way ANOVA showed a statistically

significant effect of diagnostic group on the

average  score  on  d is tress sym ptom s

(F[2,40]=69.70, p<.001), and Bonferroni corrected

multiple comparisons indicated that the

diagnostic groups were statistically significantly

different from each other (p<.01). The score of the

“plain” autism group is low. The results of

measuring distress symptoms demonstrate the

same pattern as for behavioral disorganization;

distress symptoms do not appear as problematic

for the “plain” autism group and are prominent in

the groups with psychiatric problems, but are

more prominent in the schizophrenia-like

psychosis subgroup.

Table 4 presents the average scores of

behavioral disorganization before and after

adequate treatment for psychosis (both

medication and psychosocial interventions) for the

8 psychotic patients in the present sample. The

differences were considerable, and statistically

significant (Wilcoxon signed rank test, exact

probability = 0.008).

DISCUSSION

Gross behavioral disorganization occurred in

the 8 formerly diagnosed patients with

schizophrenia-like psychosis. The behavioral

disorganization displayed by the patients is

supported by the results from PAC scores and

qualitative analyses from the case reports. These
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TABLE 4. SCORES BEFORE AND AFTER ADEQUATE TREATMENT FOR PSYCHOSIS

Patient Number

(N= 8)

1 2 3 4 5 6 7 8

Before treatment 2.90 3.75 3.80 2.50 2.70 3.50 3.10 3.4

After treatment 1.20 1.20 1.30 1.4 1.4 1.20 1.40 1.7

findings support behavioral disorganization as a

r e l i a b l e  in d i c a to r .  G r o s s  b e h a v i o r a l

disorganization is a necessary, but not a

sufficient, indicator of schizophrenia-like

psychosis in severely disturbed patients with

intellectual disability and autism. As a reliable

ind ica tor  in  th is  sam ple ,  behav io ra l

disorganization is supported by the presence of

other psychotic indicators.

In patients with moderate, severe and

profound intellectual disability, psychotic

symptoms of hallucinations and delusions will

usually remain undetected, even if the patients’

display hallucinatory behavior such as staring at

fixed points or covering their ears while

screaming. In the present sample, one out of eight

patients displayed no hallucinatory behavior. This

patient was diagnosed as suffering from a

schizophrenia-like psychosis on the background

of the severe social withdrawal, which included no

eye contact and no responses, extremely violent

behavior within psychotic episodes and panic

attacks, beside grossly disorganized behavior. The

patients appeared as totally “collapsed.” The

diagnosis was confirmed by successful

medication. 

The severely disorganized patients also

displayed other indicators of schizophrenia-like

psychosis. All 8 patients revealed severely

impaired global functioning and severe distress

symptoms. These two indicators are global and

cannot alone serve as guidelines to a diagnosis of

schizophrenia-like psychosis, unless they occur

concomitant with more specific diagnostic

indicators, such as behavioral disorganization.

Aggravated social withdrawal was found in all 8

patients. This indicator does not separate between

autism and schizophrenia unless aggravated

social withdrawal and other psychotic symptoms

occur concomitantly. Therefore, aggravated social

withdrawal also supports a schizophrenia-like

diagnosis. 

The eight psychotic patients all obtained high

scores of behavioral disorganization. However,

gross behavioral disorganization was not

specifically reported in any of the case files.

Information on behavioral disorganization was

firstly revealed, and drawn attention to, when the

caretakers and the psychiatrist were interviewed

by the research team and after the patients were

scored using the PAC guidelines. This

demonstrates that behavioral disorganization is

an under-evaluated indicator of psychosis in

intellectually disabled patients. 

There are five behavioral disorganization items

listed on PAC guidelines and the highest scores

were obtained for the two items encompassing

disorientation. These findings support our clinical

experience that behavioral disorganization might

be hard to detect without a systematic observation

focusing on the different features of behavioral

disorganization. Disorientation seems to be the

easier part to detect. 

The patients with schizophrenia-like psychosis

were more disorganized than the patients with

intellectual disability and “plain” autism or non-

psychotic disorders. The scores of behavioral

disorganization were significantly higher in the

psychosis subgroup than in the other subgroups.

The largest difference was found between the

schizophrenia-like psychosis group and the

“plain” autism group. This finding is interesting

because people with autism might be regarded as

“unorganized” but not necessarily disorganized,

for they have problems with joint attention, and 

“fall” easily into their own preoccupation. This

study shows that these typical autistic behaviors

differ significantly from psychotic grossly

disorganized behavior, which is particularly

important because it identifies gross behavioral

disorganization as a psychotic symptom without

overlap between psychosis and autism. 

The patients with schizophrenia-like psychosis

displayed severe distress symptoms. Generally, a

high level of distress symptoms supports a

psychiatric disorder in patients with intellectual

disability. However, in this sample  the level of

distress symptoms in the schizophrenia-like

psychosis group was very high and even

significantly higher than in the non-psychotic

psychiatric group, which supports the diagnosis

conducted prior to this study as  valid. Distress
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TABLE 5. ANTI-PSYCHOTIC MEDICATION WITHIN LAST PSYCHOTIC EPISODE FOR

                                 THE 8 PATIENTS WITH SCHIZOPHRENIA-LIKE PSYCHOSIS

Patient 1 * 2 * 3 * 4 * 5 * 6 * 7 * 8 * 

Previous to
hospital:
Haloperidol 
Zuclopenthixol

Previous to
hospital:
Unmedicated

Previous to
hospital:
Haloperidol
Chlorprothixene
Levomepromazine

Previous to
hospital:
Haloperidol
Risperidone
Zuclopenthixol

Previous to 
hospital:
Haloperidol 
Zuclopenthixol
Levomepromazine 

Previous to
hospital:
Olanzapine 
Haloperidol
Risperidone

Haloperidol
Zuclopenthixol
Levomepromazine

Previous to
hospital:
Haloperidol 
Pimozide
 

Hospital:
Risperidone 
Zuclopenthixol
2 mg

Hospital:
Olanzapine

Hospital:
Quetiapine 

Hospital:
Levomepromazine
50-75 mg
Perphenazine

Hospital:
Levomepromazine
25-50 mg
Perphenazine

Hospital:
Olanzapine

Hospital:
Haloperidol
Levomepromazine
50-75mg

Hospital:
Quetiapine 

Initial dose:
2 mg (Risp.) 

Initial:
2.5 mg

Initial:
50 mg

Initial dose:
2.0 mg (Perph.)

Initial:
2.0 mg (Perph.)

Initial:
1.25 mg

Initial:
1.0 mg

Initial:
50 mg 

Maximum: 
6 mg (Risp.) 

Maximum: 
5.0 mg

Maximum: 
300 mg

Maximum: 
6.0 mg (Perph.)

Maximum: 
8.0 mg (Perph.)

Maximum: 
5.0 mg

Maximum: 
6 mg

Maximum: 
300 mg 

Mostly used: 
6 mg (Risp.) 

Mostly: 
5.0 mg

Mostly: 
300 mg

Mostly: 
6.0 mg (Perph.)

Mostly: 
8.0 mg (Perph.)

Mostly: 
2.5 mg

Mostly: 
4.0 mg

Mostly:
300 mg 

* Did not receive any anti-depressive medication

APPENDIX

 PSYCHOPATHOLOGY IN AUTISM CHECKLIST (PAC): ITEMS OF DISTRESS SYMPTOMS AND PSYCHOSIS

 Distress Symptoms  Psychosis

(*Items of behavioral disorganization)

Passivity  * Derail within conversation or task 

Less initiative  * Attack staff or others unexpected 

Sleep problems  * Gross disorientation 

Executive problems  Delusions 

Crying  Threatening behavior 

Avoiding social settings  Rapid mood fluctuations 

Irritability  Auditory hallucinations 

Repetitive behaviors  Hallucinatory behavior 

Self-injury  * Lack sense of orientation in known areas 

Despaired by self-injury  * Gross disorientation within social interaction 

Communicates less 

Breaking items 

Obsessed by confirmation 

Violent behavior 

Complaints about pain 

Restless 

Anger 

Compulsory behavior 

symptoms also support that behavioral

disorganization is a reliable indicator. There is a

c lea r  a ssoc ia t ion  be tw een  beh a v io ra l

disorganization and distress symptoms. 

Measurement dependency could have been a

problem in this study since both the clinical

diagnostic assessment and the items of the PAC

refer to the DSM-IV criteria. Because behavioral

disorganization decreased in all patients after

adequate antipsychotic medication treatment, it is

a strong argument against measurement

dependency. Using the treatment argument as a

guide, the former diagnoses appear valid, and it

supports gross behavioral disorganization as a

valid indicator of schizophrenia-like psychosis. 
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The successful medication treatment is an

argument that supports the psychoses as

schizophrenia-like rather than psychotic

depressions. Recommended medical treatment of

psychotic depression is mainly the use of

antidepressant medication.40

Medication is presented in Table 5 in the

appendix. 

Before and after treatment the PAC scores

were determined by two independent scorers. The

8 patients showed the same pattern of

considerably reduced behavioral disorganization

after adequate medical and psychosocial

treatment. The qualitative information from the

case report reinforces that the treatment also

decreased the other schizophrenia-like psychotic

symptoms.

The research question of this study, “Can

behavioral disorganization be used as an indicator

of schizophrenia-like psychosis in severely

disturbed patients with both intellectual disability

and autism?” can clearly be answered

affirmatively. Not only does behavioral

disorganization appear to be a reliable indicator,

it also appears to be the most specific indicator in

all 8 patients with schizophrenia-like psychosis.

The patients struggle severely with their daily life

routines during phases of prominent symptoms,

which might direct attention to a severe

psychiatric problem. This is particularly related to

schizophrenia. 

The symptoms of patients with intellectual

disability and autism are typical to those stated in

the DMS-IV criteria, and need to be “translated”

from the behaviors displayed by these patients

into criteria in current use for neurotypical

people. In fact, behavioral disorganization is the

only specific indicator related to schizophrenia-

like psychosis within this group of patients. By

using this approach and applying the current

DSM-IV criteria, gross behavioral disorganization

and other schizophrenia-like symptoms may be

correctly attributed to a psychotic condition in

adults with intellectual disability and autism. The

disorganized behavior has a considerable impact

on everyday life. If patients with intellectual

disability and autism display dramatically altered

behavior, behavioral disorganization might lead to

a correct psychiatric diagnosis. Accurate

diagnoses of schizophrenia-like psychoses in

people with intellectual disability and autism has

the potential for correct medical and psychosocial

interventions, which includes psychiatric

treatment to address their psychotic condition,

providing information on how to interact and

communicate with these patients with autism in

general, and determining the specific idiosyncratic

and atypical way each patient communicates with

their caregivers.
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