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Loners


Loners describes a unique group of solitary children who were unable to adapt to the social and educational demands of school life. All were seen in a child psychiatric setting over a twenty-year period. Some of these children were gifted; most coped better once they had left school.

Sula Wolff brings together the results of a number of studies of these ‘schizoid’ children and illustrates the findings with detailed case histories. The condition of the children is thought to represent a constitutional deviation of personality development. It is discussed in relation to Asperger’s original description of autistic psychopathy of childhood and in relation to current diagnostic practices in child and adult psychiatry.

Loners makes the case for the clinical recognition of such children although they are on the whole not nearly as impaired as those children who are currently given a diagnosis of Asperger’s syndrome. Even when mildly affected, they and their parents need a treatment approach which differs from that for children with disorders due to adverse life experiences.

Loners will help psychiatrists and other professionals towards a realistic approach to the treatment and education of people with this condition, both children and adults.

Sula Wolff, a child psychiatrist, formerly at the Royal Hospital for Sick Children, Edinburgh, is Honorary Fellow at the University of Edinburgh Department of Psychiatry. She is the author of Children under Stress (1968; 2nd edn 1981) and Childhood and Human Nature: The Development of Personality (1989).
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‘Sula Wolff’s new book marks a refreshing step forward … it should be read by everyone clinically or educationally involved with unusual children’
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‘This book is an excellent example of the value of long-term clinical follow-up. It should help all child guidance staff, including educational psychologists who first meet these children at school, to have greater confidence in their response to parents and teachers faced with these unusual children’
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‘This book is eminently readable and holds the reader’s interest’
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Foreword


Loners is destined to be a clinical classic. Sula Wolff has described a group of youngsters with socially isolated personalities and unusual interest patterns who do not fit criteria for other established clinical entities. Her analysis is based on remarkably broad personal experience, not only with the initial evaluation of such youngsters, but with the course of their development into young adulthood. The syndrome she has described is important because the clinical management of youngsters with this personality pattern is distinctly different from that appropriate for others. Customary approaches based on psychodynamic investigations and therapies aimed at altering intrafamilial relationships are contraindicated. Parents need to be helped to understand that the prognosis, for the most part, is relatively good; that these youngsters need support at school and at home to cultivate the assets they have; and that pressure for socialization by joining clubs and groups is likely to be counterproductive.

The last chapter of this book is no less fascinating than the rest. In particular, Dr Wolff suggests that Ludwig Wittgenstein may well have been such a loner. I, for one, am persuaded by the evidence she presents, though, of course, it suffers from being limited to a retrospective search for data. Not many loners will grow up to be Wittgensteins, though I would not be surprised to find his counterparts among mathematicians, philosophers, lighthouse keepers and forest rangers – individuals who have chosen careers which usually limit their social interactions. Let me at once confess that I do not know, either socially or professionally, any lighthouse keepers or forest rangers; I do know academics who fit the pattern!

In the Preface to his Tractatus Logico-Philosophicus Wittgenstein (1922) wrote that the whole meaning of his book could be summed up in the following words:



What can be said at all can be said clearly; and whereof one cannot speak, thereof one must be silent.



Wittgenstein does not seem to me to have lived by his aphorism; the Tractatus is not always clear and it was not always persuasive even to Bertrand Russell, his mentor. Sula Wolff, on the other hand has observed his injunction with great fidelity. What she says, she says clearly. Her style is simple and direct. And whereof she cannot speak, such as the causes of the syndrome, she is silent as all must be until these are uncovered.

In the more than forty years I have been an academic child psychiatrist, I have emphasized to trainees the importance of clinical descriptive and phenomenological research. Most demur on the grounds that ‘everything has already been described’. Loners proves them wrong. The task of separating out new clinical syndromes is not easy. It takes a good clinical eye; it requires being willing to stick by families and support them even though one is frankly puzzled about the best tack to take and uncertain about outcome; it takes a mind that is not hobbled by conventional modes of thought. The notion that children may differ in personality for reasons which are not experiential is no longer radical. It was very much so when Sula Wolff began her clinical work. Psychodynamic furor therapeuticus was ubiquitous. Watchful waiting has never been easy for doctors; it is, however, the only safeguard against iatrogenic disease when uncertainty abounds.

I wish I had had Loners to read when I began my career. I would have avoided clinical errors I made and only remedied after reading Dr Wolff’s earlier papers on the subject. I commend this book to all those starting out on their mental health careers as an insightful portrait of an important condition and as a standard of clarity and brevity for their own research and writing. I commend it as well to mature clinicians whose understanding will be sharpened by studying its contents. This monograph demonstrates the importance of careful clinical longitudinal observation and incisive thought for the provision of appropriate psychiatric care for children and their families.


Leon Eisenberg, MD

Harvard Medical School

Boston, MA
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Author’s note


All names of the participants of the studies are fictitious, and the case histories have been somewhat disguised in order to preserve anonymity. But what the children, the children grown-up and their parents actually said has been quoted verbatim, because no secondary account can ever do justice to the vividness with which people communicate about their life experiences.




Wenn wir einen Chinesen hören, so sind wir geneigt, sein Sprechen für ein unartikuliertes Gurgeln zu halten. Einer der Chinesisch versteht, wird darin die Sprache erkennen. So kann ich oft nicht die Menschen im Menschen erkennen.

(If we listen to a Chinese, we are inclined to regard his speech as inarticulate gurgling. Someone who understands Chinese will recognize it as language. In the same way I can often not recognize the humanity of another human being.)

(Wittgenstein, 1991, p. 18)





Introduction


IAN had serious behaviour problems at school from the age of 9, and at 14 he was referred to a child psychiatrist. He did not share the interests of the other boys, who found him snobbish and ‘precious’; he was temperamental, aggressive and sullen, annoying other children until they retaliated; then he would lose control, screaming and holding his head. He had only one friend, and got on better with adults, conversing with them at a level beyond his years and his just average intelligence.

Ian could not tolerate quite ordinary stresses, running away at the prospect of an immunization and weeping when put into the second instead of the first of two music groups. He had only a single friend. Once, when his school books were torn up by other children, he simply threw them away on his way home from school. Ian’s abiding interest was music, and his favourite composers were Benjamin Britten and Shostakovich. He played percussion in the school orchestra and had just started to learn the piano. His school work was adequate, except for maths. His total preoccupation with musical interests and his special musical gift were insufficiently valued at school.

In an essay about his life, Ian wrote: ‘I like classical music which I regard as a serious art … (one) of the periods which I dread most is PE. I am never very good at it. I have tried to play but if I am playing tennis or badminton I usually miss the ball…. Most of the people in my class do not have the same interests as me; they usually scorn and laugh…. I would really like to create some kind of friendship with my contemporaries in my class. I have difficulty in communicating with them because they either talk about sport or what they did last night. I definitely think that they can see that I have not a very good sense of humour. I have tried to change my way before but I seem to be falling into the same old rut again…. I seem to get on better with adults than I do with people of my own age.’

Ian had been a healthy but irritable baby, born by Caesarean section because of his mother’s ill health. His general development was normal, but he had always been solitary, a poor mixer, rigid in his views and unable to adapt to the wishes of others. As a little boy he often lost his temper. He needed little sleep, contentedly lying awake at night, thinking or reading. He had enjoyed play group, but never fitted in at school. From the age of 3 he listened to modern composers, such as Gustav Holst, with passionate interest. Ian’s father, a withdrawn and uncommunicative man, taught music, and two of his grandparents had also been musical. The mother, warm and affectionate, did her best to smooth Ian’s path.

In his mid-teens Ian joined a youth orchestra, but fell out with the instructor and was asked not to come back. He was thought to be arrogant. He said: ‘I was wanting to move forward more and they thought it was big-headed. If a point wasn’t right, I’d explain it to the instructor.’ The instructor, in turn, thought the boy was undermining him, and said: ‘If Ian comes back, I’ll retire.’ His music tutor was more tolerant, merely smiling when Ian stamped his feet or said ‘you can’t teach me anything’, so that the lessons continued.

In his final school year, Ian was chosen from among 400 candidates to join a prestigious youth orchestra. He went to music college and ended his course with distinction. It is remarkable that in later years he seemed to get on better in foreign countries, where a language barrier may have disguised his persisting difficulties in making emotional contact with other people. For his post-graduate studies he went to Europe and now, at the age of 28, after a period of real difficulty in finding work, he teaches orchestra to children in the Middle East.

On reading an account of the study to be reported in this book, he wrote that he ‘recognized the observations contained therein only too clearly’ and would like ‘younger people at school [to] avoid the situation that the other participants and myself experienced during our time spent at school.’

All teachers but few parents know that some children are loners. These children cannot fit in, especially at school and, while sometimes gifted, their odd and eccentric behaviour creates trouble for themselves and others. The causes of these difficulties are often misunderstood. Parents may be blamed for failing to discipline or even for emotionally harming their offspring. This is especially so if, as often happens, the parents themselves have some of their children’s personality traits.

This book sets out to give an account of a group of eccentric loners who were disturbed enough to be referred to a child psychiatric clinic, and who were followed up into adult life. Throughout, comparisons will be made with a control group of other referred children also reassessed in later years.

Some of the affected children were gifted and established successful working and family lives for themselves. Some, if also intellectually impaired, tended to remain solitary and dependent on their families. A few had a delinquent development, especially when exposed to social demands beyond their competence, and a very few became mentally ill.

This book has two aims: one practical, the other more speculative. The practical aim is to help parents, teachers and young people themselves to identify this particular personality constellation, which can make for major difficulties, especially at school. A degree of conformity is called for at school that is not experienced within the family or nursery group in the early years and will rarely be experienced again later, when most people can chose and structure their social and working lives to fit in with their personality make-up. Loners, often exquisitely sensitive, find the school years of gregarious conformity painful; noisy rough-and-tumble, competitive games and a prescribed syllabus are not for them. It is essential to identify such children so that their school life can be structured to meet their special needs; secondary emotional and behavioural disorders can be avoided; and the children helped to make the best use of their intelligence, interests and gifts.

The second aim of this book is to set out what is known about the nature of the condition. A number of aspects will be considered. These include: the range of severity of the disorder, from serious abnormality through mild eccentricity to a normal variety of personality functioning; its sex incidence and the manifestations in boys and girls; its frequent association in childhood with specific learning difficulties; the occasional association with both high intelligence and special giftedness; the numerically very slight risk of developing a mental illness in later life; its association with delinquency; and its possible genetic basis.

The descriptions of the childhood picture and of outcome in later life are based on clinical experience and on research findings. Most of these have been published and will be presented in summary form, with references to the fuller research reports. In the absence, at present, of systematic studies of the effects of different treatment interventions and of the educational needs of affected children, discussions of these topics can only rely on clinical experience.






1  Early observations




THE FIRST ELEVEN CASES


Some thirty years ago, as a child psychiatrist working in a children’s hospital, I noticed that out of my first just over two hundred consecutively referred children, eleven had a particularly puzzling clinical picture. Many of their behavioural difficulties were exactly the same as those of other children attending the child psychiatry department, but the child’s life history and family circumstances did not, as they usually do, reveal the explanations for the disorders. Most psychiatrically disturbed children have suffered from traumatic life events or chronic social, family or educational adversity, often from both, and their parents are only too aware of what the causes of the trouble might be. In a very few children disturbed behaviour is clearly due to some organic brain impairment; but these eleven children were physically healthy and only a few of them had been exposed to adverse circumstances.

All these children were boys; they ranged in age from 7 to 14 years; they were of normal, some of superior, intelligence; and nine had fathers in professional or higher managerial occupations. Ten of the eleven were referred because of marked difficulty in social adjustment at school, and eight of these were also failing educationally. The one child referred because of difficulties at home – stealing from his mother – had been solitary at school.

All the parents described their children as finding it hard to make friends and join in with group activities. School entrance precipitated the difficulties of one child; return to school after an illness those of another; a change of school those of a third; and going to boarding school was the trigger for those of two others. All these children found school life stressful, but coped with it in different ways. Two of the younger children refused to talk in class – in one case, if the teacher wanted a response, she would get the boy to write it down. A third boy, now older, had not talked in school throughout his first year there. These children had suffered from what is called ‘elective mutism’ : they talked at home but not at school. Three children attempted to avoid going to school altogether and, if pressed, developed aches and pains: they presented with the syndrome of ‘school refusal’. Another would stand by the school gate, refusing to enter until the janitor rang the bell. One boy, then 13, avoided gym and all school games, becoming panicky to the point of tears if urged to take part, so that finally the school made other arrangements for him during periods of gym and sports. Altogether seven of the eleven boys said they hated school games.

The mothers of all these children described difficulties as having existed since the pre-school years, but as not severe enough for them to have sought help. When 2 years old, one boy refused to wear a blazer, ‘because if you wear a blazer, you grow up and if you grow up your parents leave you’. His mother then put his teddy bear in a blazer, and gradually her son too accepted this garment. Ten of the mothers were puzzled by their sons, concerned because they found they did not really understand them. One said: ‘I don’t know him as I should.’ Other parents described their children as ‘remote’, ‘lacking in feeling’, ‘solitary’. One mother said: ‘He never lets his feelings go although he looks as if he’d like to’; another: ‘He finds it difficult to show affection. Questions only result in a closing up’; and a third: ‘There’s a strangeness about him’.

A second characteristic reported by seven mothers was their children’s difficulty in adapting to new circumstances and negativism or obstinacy over particular issues for reasons the child never made clear; if pressed to conform, temper outbursts occurred. Among other difficulties mentioned were: extreme modesty, despite the absence of parental prudishness, in three of the children; compulsive motor habits in three; and difficulty in falling asleep at night, also in three of the eleven.

One of the children, DAVID, had had two brief paranoid illnesses in which he thought a hidden tape recorder was recording him and that people were after him. To avoid this, he had to ‘pay penalties’ in the form of whistling and singing to the imagined tape recorder. At school he felt other people looked at him, ‘because I invented this hymn’. He said: ‘The main idea of the tape-recording thing was the year was not 1960 but two centuries later, and the experiment was to find out what a man was like now, and I was chosen and this was mixed up with the idea … I hummed songs to myself and I imagined little tape recorders all over the place. I didn’t see them. I got a few theories of a whole model town…’

In the families of the children the most striking feature was that in five cases one of the parents, and in two other cases a more distant relative, was withdrawn and unsociable and made poor emotional contact with other people; and that in three other families one of the parents was found to talk all too freely, to have an impaired sense of what was socially appropriate, to show a mood state not apparently congruous with what was being discussed, and to have some unusual, metaphorical ways of expressing him- or herself in words. Although coping well with their work and family commitments, these three parents found tidiness and punctuality difficult to achieve.

One mother described a transient delusional experience following her last pregnancy: she found herself wandering out of the house along a country lane in a changed mood state, longing for her husband to fetch her back and feeling that if a cliff had been near, she would have thrown herself into the sea. She then heard a radio discussion and suddenly felt that the broadcaster could help her. She wrote to him, and to his response she attributed her subsequent recovery.

Four parents spontaneously likened their children to themselves or to an affected relative. One father said: ‘He demonstrates a number of things which are personality characteristics of my own, I’m afraid’, and went on to describe how a minor professional disagreement with a colleague had led him to give up a better paid job in order to devote five years of his life to a research project designed to prove his point; which he achieved. Of his son he said: ‘His approach has been to bang his head against a brick wall. I’ve a sympathy for him, but his mother says she can’t understand him.’ One mother, who likened her son to her father, described the latter as ‘brilliant but odd and impossible to live with. He couldn’t make contact with other people and preferred to live alone.’ Another mother felt her son resembled her brother: ‘a spitfire as a child and a lone wolf who never made friends and isolated himself with his books’.

The family life of nine of the children was harmonious, and six of these had not experienced major stressful life events either. Two children had parents in discordant (including one disrupted) marriages; and three others had been exposed to major traumata associated with physical illness (namely, the mother’s repeated stillbirths; the mother’s increasing incapacity because of disseminated sclerosis; the child’s own cancer and its treatment).

Like their unusual relatives, the children themselves fell into two groups: four were withdrawn and uncommunicative; seven outgoing and communicative.

The withdrawn, uncommunicative children engaged in the most limited conversation and play. Three of the four were extremely shy. The fourth lacked affect, discussing his stealing, for example, with detachment, and reporting one day: ‘The conductor never took my bus fare today and I spent the money on sweets.… I had that happen before.’

Among the communicative, outgoing children, all of whom were of superior intelligence, two were hostile and paranoid. Faced with a family move and change of school, one boy said: ‘People tell you you have to make friends and then when you do, you have to move and they want to get rid of you.’ This boy preferred animals to people: ‘Animals can’t talk back. You don’t really get to know animals and don’t notice when they go away. I can’t put up with other human beings. They’re a nuisance more or less.’ He was drawing two dinosaurs and I commented that even his dinosaur had a mate. He replied: ‘Not a mate, but a sworn enemy. Would you like it if a certain animal wanted you for food?’ The other somewhat paranoid boy also said: ‘I prefer animals to human beings. They don’t pick fights with you unless you bother them.’ These two were the most rigid and obstinate of the seven communicative children, reacting with rage to demands for conformity. The remaining five were communicative and sensitive, revealing symbolic thought content unusually freely. Their conversation was characterized by emotional detachment, literalness and much use of metaphor.

One boy, in anticipation of coming to the hospital, thought: ‘They’re going to make a human being of me’; and after his first interview he said: ‘It’s as if I’ve been very, very sick and we’ve cleared up all the sick … [and] the smell.’

All the children said they felt different from other people. The oldest, then 14, put this most clearly: ‘I’m an odd person, different from most people. I have different tastes. I like being by myself. It’s my nature. I’m more fond of things than people. I see a lot of people with each other and I can’t fit in. They have interests like fishing and pop records and I’m a square. I don’t mind it, it’s other people who object. They’re nasty to me and I have to put up with it. I don’t like fighting back much. I’m not a destructive type of person.’

This sense of being different and a preference for being alone was expressed by the children in different ways. One said: ‘I’m different from the rest. I was called “posh one’”. Another boy said: ‘I just can’t make friends.… I’d like to be on my own and look at my coin collection…. I’ve got a hamster at home. That’s enough company for me … I can play by myself. I don’t need other people.’ Another put it this way: ‘[I make friends] at school but not with people in the street. They like Cowboys and Indians and football and I don’t.… I like to get away from people. …I watch my mice.’ A fourth boy said: ‘I just don’t think I’m like any of them [his mother, his father and his brother]… My friends are not like me. I don’t talk very much. I prefer to be by myself.’

Both the withdrawn and the outgoing children had a number of specific interests which they pursued with unusual single-mindedness: stamp and coin collecting; music; reading; pet animals. The communicative children in addition had areas of extraordinary competence compared with their often poor school performance. The two paranoid children were very well informed and had strong views about politics. Two of the boys were exceptional at mechanical constructions, although their products were sometimes very odd. Another was expert at electronics and had made several radio and television sets. This boy also had a vivid fantasy life, which had preoccupied him for years and was to form an important part of his inner self well into his adult years. From the age of 5 he had had ‘a dreamed-up island, square and on wheels on the ocean bed’, which he described in a never-ending series of stories and cartoon strips.




EARLY ATTEMPTS AT TREATMENT


Seven of the children were initially diagnosed as having a psychogenic disorder, that is, their symptoms were thought to be due to adverse life experiences. A psychotherapeutic approach, however, failed to increase the therapist’s, the patients’ or the parents’ understanding of what had brought the difficulties about. After four months of regular encounters with the 13 year old who had a phobic avoidance of gym at school, the significance of this symptom remained as obscure as before, although he was a talkative and forthcoming boy. After three months, a non-communicative 7-year-old boy was as quiet as ever, always played with his back to the room, whispered his sparse verbal responses, but told his mother that he loved coming. No change whatever had occurred in his behaviour at home, at school or in the clinic.

Attempts to urge the children to reveal their feelings more freely, or to explain to them that their symptoms might have an underlying meaning (for example, that the delusional experiences of one of the boys might reflect his worries about his mother’s health) sometimes led to transient disorganization of behaviour. In one case a sudden outburst of anger – ‘get away with you!’ – unacknowledged even seconds later, followed such an intervention; in another case there were sudden tears and a paranoid feeling that the therapist’s smile meant she was ‘trying to get the better of’ him.

So long as the treatment staff conveyed to the families that the child’s difficulties were environmentally produced, that change in the child was expected and that the onus was on the families, with help, to bring this about, understanding between treatment staff and families remained limited. Children and parents continued to be as anxious as ever and no progress was made. But as soon as the child’s symptoms were recognized as springing from his particular and inherent personality make-up, unusual but not unheard of, and certainly not caused by faulty parenting, poor teaching or ill will on the part of the boy, an understanding between treatment staff and families was established, and the child’s own perceptions and those of his parents were confirmed. This brought relief to everyone, including the teachers, especially when a new spirit of hope could be introduced as well.

This hope relied on two quite specific therapeutic interventions. The first was to convey to the families and the education authorities that the children’s basic personality characteristics could not be expected to change; and that the parents and the schools would need to make allowances for what the children could and could not manage, in order to help them adapt to school life. Often this meant that the child was officially allowed to avoid particularly stressful settings, like school games or a noisy playground. Sometimes education in smaller, more flexible classes was called for, and teachers were encouraged to build on the children’s special interests and abilities in their educational endeavours. The second intervention engendering hope was to indicate to everyone that the child’s future outlook was likely to be good. This was thought to be justified even at that time, when no systematic follow-up studies were yet available, because many of the children resembled other family members in their personality features, and these relatives had in general managed their adult lives well. Moreover, it was thought even then that, once out of school, free to avoid noisy social groups and free also to pursue their own interests and ambitions, these children might find life a good deal easier than during the regimented years of school.




WHAT SHOULD WE CALL THIS CONDITION?


Because the characteristics shared by the eleven children described above resembled those found in the older and also in the then current psychiatric literature under the term ‘schizoid personality’, this was the initial diagnostic label chosen for the children’s condition (Wolff, 1964). It was recognized even then that this term might be misunderstood and could convey unintended prognostic gloom, because schizoid personality traits had been found to excess in the past histories of schizophrenic patients and in the biological relatives of such patients. The point needs to be made right away that, even if this is so, this tells one nothing about the frequency with which people with schizoid traits can be expected to develop this serious psychotic illness. In fact, as we shall see later, the risk is likely to be very small. What is essential is not to call a clinical syndrome, which resembles a well-known condition in adult life, by a different name merely because it occurs in childhood. In clinical practice what was important was to ascribe the difficulties that brought the children to attention to their ‘personality make-up’, and this formulation of their troubles seemed to be acceptable both to the children and to their parents.

Three courses of action followed the recognition of these first eleven children as ‘schizoid’:

1  a determination to look out for other such children in the course of ordinary clinical practice;

2  to try to define more accurately what the precise difficulties of the children are, as a basis for long-term, systematic follow-up studies because, if indeed the affected children have a particular personality constellation or disorder, then their characteristics should endure well into adult life;

3  to search the literature for accounts in childhood and adult life of people with the same or similar difficulties.

In the next chapter we shall examine the descriptions found in the literature of this puzzling condition and of related disorders, and will discuss the problem of diagnostic labelling. Much of the rest of this book will deal with the follow-up studies carried out in Edinburgh of ‘schizoid’ children seen in child psychiatric practice. Here we shall summarize the children’s clinical features as they appeared to us in the early years, and describe a study of their psychological functioning.




THE CLINICAL FEATURES


After some years it became possible to describe the clinical features of these children more definitively. They formed about 4 per cent of new clinic referrals. Girls too could be affected, but the condition was commoner in boys, with a sex ratio of about 3.5:1. The children were almost all referred during their school years, usually because of social difficulties at school. In addition, many were failing educationally despite average or superior intelligence, and some had specific developmental delays, such as a lag in language development; reading, writing or spelling difficulties at school; or excessive clumsiness. A very small number had evidence of organic brain impairment and/or were of below average intelligence. Intelligence tests often revealed large discrepancies between different areas of functioning, for example, between verbal and non-verbal intelligence subscales. These children were described as solitary and as finding group activities, especially rough-and-tumble games, stressful; when pressed to conform, outbursts of rage or tears ensued. They lacked empathy, finding it difficult to imagine what other people felt and thought, and were unusually detached and objective when describing other people and also themselves. While often very sensitive themselves, sometimes even suspicious, they lacked sensitivity for the feelings of others, were poor at sizing up social situations, and hence often acted inappropriately. A number were preoccupied with their own systems of ideas and interests, which were very persistent over time, and often quite original. In addition, many of the children were quite rigid in pursuing their interests, unable to perceive and adapt to the needs of other people and unable also to conform to social demands. Unusual, metaphorical language was another feature of these children. One adolescent boy, for example, always held his right arm across his chest and explained this by saying: ‘I don’t want to feel exposed’. On starting school, he had worn a ‘tortoise shell’ on his back, which made it hard for him and his mother to get on and off buses on the way to school. When he got home, he always hung the shell on the bathroom towel rail. In retrospect he could not remember whether at the time he thought his protective carapace was real or imaginary. As our later studies made clear, having an unusual fantasy life was a further characteristic feature of the condition. Some of the children were outgoing and communicative, some reserved and very quiet.




AN EARLY PSYCHOLOGICAL STUDY OF ‘SCHIZOID’, AUTISTIC AND NORMAL CHILDREN


From the start, the features these children had in common were recognized as having some similarity to those of children with autism, although the schizoid children were not handicapped in their total functioning as autistic children usually are, and their early development was not abnormal to the same degree. In particular, they did not have the gross early language abnormalities combined with severe difficulties in relating to other people, even their own parents, of autistic children, and their range of intelligence was much higher.

In an attempt to see whether schizoid children could validly be distinguished from autistic children on the one hand and from ordinary school children on the other, small groups of schizoid, autistic and other children were given a series of psychological tasks and tests (Wolff and Barlow, 1978). The groups, of eight children in each, were matched for age (mean age 11 years), sex and non-verbal intelligence (IQ mean of 89, 94 and 92, respectively). The effect of this was that neither the schizoid nor the autistic children were fully representative of the larger groups of clinic attenders from which they had been drawn: the schizoid children in the study were of much lower intelligence than other schizoid children; and the autistic children were the brightest of their group.

The well-functioning autistic children in this study were, like autistic children studied by others (Hermelin, 1978; Hermelin and O’Connor, 1970), repetitive and stereotyped in their responses to the tasks set, had a good rote memory for random series of words, and good visual-spatial perceptions. They were impaired in their perceptiveness of meaning compared with normal children, for example, not improving on their recall for series of words when these words formed a meaningful sentence. These autistic children at the age of 11 were well motivated to succeed at the tasks set for them and, in the tasks which involved describing people (their mother and people in photographs), they used concepts relating to roles and at times to feelings. Schizoid children were, on most tasks and tests, intermediate between the autistic and ordinary school children. They shared the autistic children’s stereotypy (in forming patterns with counters), as well as some of their language handicaps and their lack of perception of meaning. On the other hand, the schizoid children were not nearly as repetitive as the autistic children and, somewhat surprisingly, were less well motivated than the autistic group to succeed at tests of memory and intellectual functioning. They actually performed worse on these tests, appearing to be ‘distracted from within’. More striking was the fact that the schizoid group were severely (more severely than the autistic children) lacking in the use of ‘psychological constructs’ when describing people. They rarely attributed emotions either to their mothers or to people depicted in photographs, but talked about them rather in terms of what they wore or did. For example, when asked to describe their mother, the schizoid children would give a list of her daily chores and mention the clothes she wore. They often introduced irrelevancies when talking of their mothers, although not when describing strangers in photographs.

A 12-year-old schizoid boy, asked to describe his mother, responded as follows:


No, I couldn’t describe her. I would need to say too much. Curly hair, black kind of blackish, curly hair, wackish [sic] brown kind of hair and blue eyes and kind of sharp, pointed nose because she’s a nosey and an ordinary woman’s lips, stuffed with what do you call it? Lipstick. Just now I think she’s wearing a grey coat scarf. Got a blue bag with white things, kind of stripes on them. Two pockets at the side and that’s it. That’s her broad handbag. She does housework. Got two jobs. At certain times she does the other job and that’s when I’m back at school. Until I’m back at school she does this job. Next holiday she’ll be doing the other job all the time, even when I’m back from school. What’s this job? Typing. She’s got and will be getting. And the other job is nursing in an old folk’s home and that’s all I’m telling you. I’m not telling you any more. I’ll describe another person…



And he went on to describe his ‘girlfriend’ (Wolff and Barlow, 1978).

This account focused on the mother’s appearance, clothes, household chores and occupation, and contained only a single comment about her feelings or motivations: ‘because she’s a nosey …’.

Anne Barlow’s study suggested that there is clearly a resemblance between well-functioning autistic children and less well-functioning schizoid children. Schizoid children, however, are even more impaired in their awareness of the feelings of other people than autistic children are, and they tend not to do themselves justice at intellectual tasks, apparently because of poor motivation and distractibility from within.








2  In search of a diagnostic label


This chapter will examine the usefulness of diagnostic labelling, the changing concepts of schizoid personality disorder, and the diagnoses applied to other series of children who resembled the schizoid children described in this book.



WHY DIAGNOSES ARE HELPFUL


It is often thought that diagnostic labels stigmatize children and obscure their individual uniqueness. Those who argue against such labels hold that what is needed is rather to understand the origins of particular behavioural and emotional difficulties, and to know how the individual child’s developmental needs can best be met both within the family and at school. Yet a diagnostic label for a psychological disturbance or for a particular personality configuration does not take away the individuality of a person. On the contrary, it clarifies something the person ‘has’, not what he or she is, and it often opens doors to a better understanding of the child and to the practical resources, for example, special educational help, that may be needed to promote his or her development.

A diagnostic label for a psychological disorder of childhood is applied when a group of behaviour patterns and expressed emotions tend to cluster together regularly and are much less often associated with other behavioural and emotional features. A diagnostic syndrome is further defined by its age of onset and course over time; by a possible familial incidence; by its response to specific treatment interventions; and by its cause or causes. In general medicine it is this last, causal, feature that best defines diagnostic categories of illnesses, such as pneumonia, a heart attack or meningitis. In psychiatry, knowledge about causation is less advanced, and many diagnostic syndromes are defined more by their symptoms and their course over time.

Many diagnostic labels of child psychiatric conditions, while at first perhaps arousing anxiety, have in fact been very helpful. For example, in recent years it has been recognized that depressive illness with its clear implications for treatment, is not at all uncommon, especially in early adolescence (Kolvin et al., 1991; Harrington, 1993), and that it is often associated with other types of disorders, such as antisocial behaviour. It was found that, in order to make the diagnosis, it is essential to ask the young person herself exactly how she feels and what she thinks: reports from others often underestimate the depth of depressed mood. Moreover, once a diagnosis is made, the treatment options are clear and similar to those for adults with depressive illnesses, about which a great deal is known.

Early childhood autism is another condition whose diagnosis has helped many parents, children and teachers. When the parents of a 3-year-old boy who is not yet speaking, is emotionally unresponsive and preoccupied with lining up his toy cars in immaculately straight lines, screaming if anyone accidentally interrupts the pattern, and also unpredictably screaming when taken out to shop with his mother, are finally told that he has autism, the relief, tinged of course with disappointment and sadness, can be considerable. The mother, perhaps told by others she may be worrying unnecessarily, had seen a television programme about the condition and wondered whether her son was similarly afflicted. It lifts a load from her mind when her fears are taken seriously and she finds her own explanations validated. Now the parents are able to explain to the grandparents, the nursery staff and the neighbours just what the matter is, and are no longer under suspicion of perhaps having caused the disturbance themselves through poor child-rearing. What is more, a new understanding is reached between the parents and their medical and psychology advisers. The nursery or school teacher now has an explanation for the child’s unresponsiveness to herself and the other children, knows what teaching methods will best meet his needs and where to turn for advice about how to handle him in the classroom. Most important, a diagnosis of autism is an entrance ticket to a very effective parent organization and, as he or she grows older, special educational resources will be forthcoming for a child with established autism. The diagnosis should mobilize continued professional supervision and support well into adult life, and special work training and residential resources if these are needed.

A diagnosis places a child with a disturbance into a group of other children with the same disturbance. Of course, within such a group children will vary in the severity with which the disorder affects them, and their unique life history, family background and other personal characteristics will always colour their behaviour and how they feel about themselves and the world. Each diagnostic group contains very different individuals, and what they have in common may be less important than what distinguishes between them. But with a condition like a depressive illness or early childhood autism, and with the socially handicapping characteristics of ‘loners’ that will be described in this book, a diagnosis is vital both for better understanding and for better treatment of the young person and his or her family.

More specifically, a diagnosis can be a pointer to causation and can also promote realistic expectations for the future. This is especially important when the focus, as so often in child psychiatry and psychology, is on the parent–child relationship. Neither parents nor child are helped when a child’s inborn, that is, constitutional, difficulties are attributed to family pathology, or when expectations for conformity remain high in the face of inherently limited adaptive capacities. On the contrary, relief and improved conduct frequently follow when a child’s difficulties are correctly interpreted as the result of his or her make-up, and allowances are made for this at home and at school. Syndrome definition in child psychiatry is no empty exercise.

It will become clear that the boundaries of the condition with which this book is concerned are not yet well defined and that it is uncertain whether we are dealing with one or a number of syndromes. What is more, the condition (or conditions) has been described by a bewildering variety of terms (Wolff, 1991b). Even more confusing is the fact that the definition and meaning of some of these terms have changed over the years. It is one of the aims of this book to contribute towards a clarification of the syndrome to which we initially applied the label of schizoid personality disorder in childhood (Wolff and Chick, 1980; Wolff, 1984). This label will be used throughout much of this book, although towards the end, and as a result of evaluating the extensive literature on the topic, the term schizoid/Asperger disorder will be recommended.




CHANGING CONCEPTS OF SCHIZOID PERSONALITY DISORDER


We initially applied the label ‘schizoid personality’ to our children because they resembled descriptions of this personality in adults in the older psychiatric literature.



Schizoid personality in the older psychiatric literature


Although originating in childhood, all personality disorders are described in adult people. Moreover, psychiatrists at the turn of the century were hospital-based and primarily concerned with seriously ill patients. It is perhaps not surprising that before child psychiatry became an established discipline, we had only meagre accounts of the childhood characteristics of adult psychiatric patients. Emil Kraepelin, the father of present-day psychiatry, and especially of the classification of the major psychiatric illnesses, mentioned childhood precursors of some types of schizophrenia, but also made the point that it is possible that ‘the peculiarities which meet us in the previous history of our patients could also be found in similar guise in any other group of people taken at random …’ (Kraepelin, 1919, pp. 236–237). Among these precursors were ‘a quiet, shy, retiring disposition’, especially in boys, some of whom ‘held themselves aloft from all childish naughtiness’. They ‘made no friendships, lived only for themselves’. In girls there was irritability, sensitiveness, excitability and self-willedness.

Eugen Bleuler, the Swiss psychiatrist, coined the word ‘schizoid’ in 1908 to describe people who were shut-in, suspicious, comfortably dull, sensitive and ‘pursuers of vague purposes’, characteristics he thought were part of the normal range of personality variation (Nannarello, 1953). Yet he also found that the case histories of over half the individuals who later became schizophrenic revealed earlier tendencies towards ‘seclusion, withdrawal, together with moderate or severe degrees of irritability. They already stood out as children because they were unable to play with others and followed their own ways instead’, and their odd ‘intellectual characteristics’ made other children regard them as strange, even ‘crazy’ (E. Bleuler, 1950, p. 251).

Ernst Kretschmer (1925), again investigating the previous personality patterns of psychiatric patients, contrasted the personality traits of schizophrenic patients with those of manic-depressive patients. The former schizoid or, in his terminology, ‘schizothyme’, people he described as unsociable, oversensitive, but also cold and lacking in ‘affective resonance’, stubborn and pedantic. Others have included in their descriptions ‘a certain unreasonableness’ and inaccessibility to argument, with many preconceived notions and superstitions. Affected people may turn to vegetarianism and fanatical outdoor pursuits and become ‘persons who have forever shut their ears to reason and who have become entirely absorbed in some idea’ (Essen-Moeller, 1946). Kraepelin and other writers noticed some similarity between the features of schizoid personality disorder and the symptoms of schizophrenia, and confirmed the high prevalence of schizoid personality in the past histories of schizophrenic patients as well as in the biological relatives of such patients (M. Bleuler, 1954).

The important point needs to be repeated that, even if schizoid personality traits are particularly often found in the past histories of schizophrenic patients, this tells one nothing at all about the risk of schizophrenia in people with schizoid personalities. This illness is relatively rare in the community; schizoid personality may be quite common and, while a predisposition to schizoid traits probably contributes to the causes of schizophrenia, other and perhaps more important causes are likely to be necessary as well. Only population studies can establish how common schizoid personality traits and disorders are in the general population, and whether such traits are dimensional or categorical, that is, whether they shade gradually into the normal, as Claridge (1985) believes, with some people having the traits in large measure, others very mildly, or whether there is a more definite cut-off point between those with and those without such traits or disorders.

There is a further point to be made at the outset, although it will be discussed more fully later: schizoid personality traits, despite their association in a few people with serious psychiatric illness, may be biologically advantageous for the population in general because of their possible association with originality and giftedness.




Schizoid personality disorder in current diagnostic classifications


In the more recent diagnostic classifications, the meaning of the term ‘schizoid personality disorder’ has become more restricted, and a new category, ‘schizotypal personality disorder’, has been devised for personality characteristics previously subsumed under the general term ‘schizoid’.
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