Asperger’s Disorder
What is it?

Asperger’s Disorder, a Pervasive Developmental Disorder, was first described in 1944 by Hans Asperger, a Viennese pediatrician.  It was recognized in the U.S. in 1981, and added to the DSM-IV in 1994.  It is considered to be an autistic-spectrum disorder, and because of the similarities and diagnostic criteria it shares with autism, some consider it to be high-functioning autism. Asperger’s Disorder is characterized by significant impairment in social interactions as well as repetitive behaviors and interests.  Unlike autism, Asperger’s has no clinically significant delay in language development, and some children actually precociously learn letters, numbers, and words.  

The speech of a patient with Asperger’s disorder is marked by poor prosody, abnormal inflection (either flat or exaggerated), disorganized, and often centered around a topic of particular interest. These children and adults will often talk at length about a subject of interest, but fail to notice the nonverbal and even verbal cues indicating the boredom or disinterest of their audience.  The Asperger patient often likes to talk and be with people, but have such difficulty with social interactions that relationships are difficult and frustrating.

The lack of emotional reciprocity can be seen even in an infant with Asperger’s.  They may have never had good eye contact or learned to read the facial expressions and postures of others.  Asperger’s patients have significant problems with empathy, which results in being seen as rude and condescending.  They are also often aggressive and argumentative.  However, social communication can be learned as rules and scripts, which can help significantly.

These patients do well on tests of rote memory, but their verbal and performance IQ often show impairment.  Motor clumsiness is very often seen.

Diagnosis

DSM-IV-TR diagnosic criteria for Asperger’s:

A. Qualitative impairment in social interaction, as manifested by at least two of the following:

1. marked impairment in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial expression, body postures, and gestures to regulate social interactions.

2. failure to develop peer relationships appropriate to developmental level

3. a lack of spontaneous seeking to share enjoyment, interests, or achievements with other people (e.g., by a lack of showing, bringing, or pointing out objects of interest to other people)

4. lack of social or emotional reciprocity

B. Restricted repetitive and stereotyped patterns of behavior, interests, and activities, as manifested by at least one of the following:

1. encompassing preoccupation with one or more stereotyped and restricted patterns of interest that is abnormal either in intensity or focus

2. apparently inflexible adherence to specific nonfunctional routines or rituals

3. stereotyped and repetitive motor mannerisms (e.g., hand of finger flapping of twisting, or complex whole-body movements)

4. persistent preoccupation with parts of objects

C. The disturbance causes clinically significant impairment in social, occupational, or other areas of functioning.

D. There is no clinically significant general delay in language (e.g., single words used by age 2 years, communicative phrases used by age 3 years).

E. There is no clinically significant delay in cognitive development or in the development of age-appropriate self-help skills, adaptive behavior (other than in social interaction), and curiosity about the environment in childhood.

F. Criteria are not met for another specific pervasive developmental disorder or schizophrenia.

Etiology/Epidemiology

There is no known cause for Asperger’s Disorder, although it is believed to be in at least some cases familial.  About 1/4 of children studied had a parent (usually a father) with similar traits.  

The prevalence of Asperger’s Disorder is 1 to 3 in 1,000, approximately the same prevalence as autism.  Like many developmental disorders, it is more common in males, by a 3-4 to 1 ratio.  The age at diagnosis is significantly later than that of autism, with a mean of about 11 years.  This is often due to comorbidities or misdiagnoses.  However, Asperger’s patients may also be able to get by for years before a problem is noticed. 

Asperger’s Disorder affects all socioeconomic classes and a broad range of IQ scores. Unlike autism, in which 70% also have some degree of mental retardation, only 12% of children with Asperger’s have an IQ below 70.
Differential

The possible differential diagnoses include autism, oppositional defiant disorder, obsessive-compulsive disorder, mood disorders, schizophrenia, and schizoid or schizotypal personality.  It can be very difficult in an adult to differentiate between Asperger’s and schizoid or schizotypal personalities if the childhood history is not known.

Comorbidities

Asperger’s Disorder is associated with several psychiatric comorbidities.  Mood disorders are very common, particularly anxiety and depression.  Often children with Asperger’s will present with a mood disorder secondary to the chronic frustration of failure with social interactions.  Some patients with Asperger’s are misdiagnosed with bipolar disorder because of their lack of consideration of others’ feelings and their “pressured” monologues.  Tourette’s, attention-deficit hyperactivity disorder, and obsessive-compulsive disorder are not uncommon comorbities.  Schizophrenia is a relatively rare comorbidity, about 1 in 100 patients.

Prognosis and Treatment

The prognosis of Asperger’s Disorder is fair.  Some patients have families, obtain higher education, and hold jobs, but many do not.  Vocational training is essential for most patients with Asperger’s, and support groups are often helpful.  

