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The XIV NaTIoNal ChIlD aND aDolesCeNT  
MeNTal healTh CoNfereNCe

Prof. Dr. IulIana Dobrescu1

1Professor, Child and adolescent Psychiatry Department, “Prof Dr. alex. obregia” hospital,  
“Carol Davila” University of Medicine and Pharmacy, Bucharest

In 2017, between the 26th and the 27th of 
October, RACAPAP (Romanian Association 
of Child and Adolescent Psychiatry and 
Allied Professions) organized The Fourteenth 
National Child and Adolescent Mental 
Health Conference, with International 
participation, held at “Prof. Dr. Al. Obregia” 
Clinical Psychiatry Hospital in Bucharest. 

The central theme of the Conference 
was “Education, Integration and Mental 
Health of children and adolescents” and the 
objective was to bring together a large group 
of different specialists interested in Child 
and Adolescent Psychiatry, to debate the 
most recent discoveries in the field, as well 
as to develop new strategies used to improve 
the quality of the services provided for these 
children in need. 

From the beginning of the conference, we 
were honoured by the presence of remarkable 
personalities in the field of mental health 
sciences and administration. The opening 
of the conference was held by Professor 
Iuliana Dobrescu, the chief of the Child and 
Adolescent Psychiatry Department at “Prof. 
Dr. Al. Obregia” Clinical Psychiatry Hospital 
in Bucharest and the Honorary President of 
RACAPAP, who welcomed the participants 
and thanked the distinguished guests - Prof. 
Dr. Cătălina Tudose, Dr. Ileana Botezat 
Antonescu, Dr. Eduard Moțoescu - Medical 
Director and Dr. Andrian Țibirnă – Manager 
of “Prof. Dr. Al. Obregia” Clinical Psychiatry 
Hospital, for attending the Conference and 
thus, expressing their interest in the field of 
the child and adolescent mental health and 

its importance and influence throughout the 
lifespan of a psychiatry clinic patient. 

The first day of the conference 
focused on presenting the newest 
theories and therapeutic approaches in 
neurodevelopmental disorders. It started 
with two presentations related to autism and 
schizophrenia spectrum and their overlap 
and continuity, which described some 
ongoing theories that link the two pathologies 
and might offer some new etiological 
perspectives based on previously described 
and, for a while, overlooked correlations 
between these disorders. Prof. Dr. Maria 
Grigoroiu Șerbănescu continued debating 
the overlap between these pathologies, by 
presenting her remarkable paper entitled 
“Genetic overlap between major types of 
psychosis and between neurodevelopmental 
disorders and psychosis”. Another paper 
that focused on neurodevelopmental 
disorders described the implications of 
oxytocin in these pathologies, which offered 
extensive research-based proof that backed-
up the theories describing these implications. 
Autism Spectrum Disorders were the focus of 
other three presentations that described the 
particularities of these neurodevelopmental 
disorders, the stability of the autistic traits 
throughout the therapeutic process and, the 
progress achieved after behavioural therapy 
proven by specific analysis, respectively. The 
constant interest of mental health specialists 
to uncover the complex aetiologies of 
psychiatric disorders was the determinative 
factor behind another presentation 
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entitled “Integrative farmacogenetic, 
neuroimagistical and neuroendocrinological 
correlations in depressive disorders in 
children and adolescents”. The first day of 
the Conference ended with a couple of much 
awaited presentations and a fiery debate 
between child and adolescent mental health 
specialists, regarding the structure and 
functioning of the Romanian mental health 
system and the future perspectives of the 
child and adolescent mental health services. 

The second day of the Conference was 
rich in presentations from different domains 
of the child and adolescent mental health 
field. Several papers focused on sensible 
psychotherapeutical approaches and 
techniques used in treating adolescents and 
helping them and their families surpass 
the multiple challenges that the teenage 
years bring. Another sensible subject that 
was presented was childhood trauma 
and its implications in possible future 
juvenile delinquency, described from a 
neurodevelopmental perspective. One of 
the most impressive presentations was held 
by Prof. Dr. Voica Foișoreanu, who brought 
to the audience’s attention the subject of 
Conectomics and its intricate implications 
in psychiatric disorders. A few other 
presentations held during the second day, 
focused on the education and integration of 
children with neurodevelopmental disorders 
in our school system, as well as the challenges 
these children and adolescents have to face as 

they grow up, trying to fit in different social 
and professional environments. 

A particularity of this Conference was 
that it offered young researchers in the field 
of medical health the opportunity to present 
their papers during the poster sessions in 
front of specialized audience, who offered 
valuable feedback for future reference. 

The last event of the Conference was the 
General Assembly of RACAPAP, that focused 
on developing new strategies in order to fulfill 
one of the main objectives of the Association, 
which is to promote awareness on child and 
adolescent mental health by developing 
programs differentiated by age, cooperation 
with state institutions, organization of 
scientific events for professionals and 
courses for parents. We were glad that 
the Association’s members, as well as the 
participants at the Conference, who added 
up to more than 150 people, contributed 
throughout the entire conference with new 
ideas and suggestions that help the Board of 
RACAPAP fulfill its mission and objectives. 
And thus, keeping in mind the words of 
Ahmed Okasha, a renowned psychiatrist 
and former president of World Psychiatric 
Association - adult mental health begins with 
the child’s mental health, by organizing events 
such as this Conference, we strive to improve 
child mental health services and social 
integration of these children and adolescents, 
in order to contribute to the well-functioning 
of a future society. 

eDITorIal
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INTRODUCTION
The beginning of the 1990s brought, 

together with the changes in our country’s 
political environment and the liberalization 

of the borders, changes in the Romanians’ 
lifestyle, especially among young people 
and adolescents. While we can agree that 
most of the emerging phenomena have had 

rIsk faCTors assoCIaTeD wITh aDolesCeNT DrUg Use

lucIa emanuela anDreI1

1Child and adolescent Psychiatry Clinic, “Prof. Dr. al. obregia” Clinical Psychiatry hospital
emaandrei@gmail.com

AbsTRACT
Background: The adolescent is a person between the ages of 10 and 19 that goes through a period of im-
portant growth and development, acquiring skills necessary for the transition to adult life, with the 
tendency to seek independence and develop a self-identity. These characteristics can make teenag-
ers vulnerable to developing different drug-related habits, from occasional use to serious substance 
use disorders and it is of high importance to determine what influences this type of life course. 
Aim: This study aimed at developing a method for the analysis and assessment of drug-use risk 
factors present in a group of adolescents, students in the public school system, in the gymnasium, in 
order to further develop strategies that could be applied to prevent the consumption of illicit drugs 
among this population.
Methods: The data was gathered from a group of 48 students in two eighth grade classes from a public 
school in Bucharest. A structured interview was applied on this group, after informed consent was 
obtained from a parent or legal guardian during a teachers’ meeting with parents. The interview 
was applied during computer classes using an on-line version accessible through Google forms. 
Descriptive data analysis was done using Data Analysis Tools, Microsoft Excel 2010, and Google 
forms responses.
Results: Of the personal and social factors that were considered to be of influence of drug use in 
teenagers, in the studied sample, it was confirmed that the risk of long-term drug use increases if 
there are family members with a history of substance use, if the age at which adolescents first used 
drugs decreases and if there is a positive expectation regarding the effect of drug use. Other risk 
factors that were confirmed in the studied group were the male gender and low school performance. 
Conclusion: There are a number of social and psychological factors that need to be taken into 
consideration  in order to understand the origins of the development and perpetuation of the 
problem of drug use among adolescents, as these are the areas where interventions can be done and 
eventually make a change that can prevent and fight illicit drug use.

Keywords: adolescents, drug use, risk factors

ORIGINAL PAPERS: CLINICAL OR BASIC RESEARCH

”All things have a root and a top
All events an end and a beginning
Whoever understands correctly
What comes first and what follows
Draws nearer to Tao”2

1)  Corresponding author: Lucia Emanuela Andrei, MD, Resident in Child and Adolescent Psychiatry “Prof. Dr. Alexandru 
Obregia” Clinical Psychiatry Hospital – Bucharest, Romania; e-mail: emaandrei@gmail.com; phone: +40 742 367 049

2) Hughart, B. (1984) Bridge of Birds. Ballantine, New York.
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a beneficial effect on the progress of society 
in its various dimensions, there have been 
some for which we were not prepared, the 
information held by that time being drawn 
only from some books or films. One of these 
undesirable phenomena that occurred at 
that time and continues to pose a challenge 
was the illicit drug use. Since then, Romania 
has slowly but surely passed from a country 
included only in drug transit routes to 
Western Europe, to a country where the drug 
market has begun to penetrate to date, when 
it can be said that we are experiencing a real 
explosion of illicit drug use.

We can consider that our country’s first 
drug addicts to substances other than alcohol 
were children and young people who came 
from the children’s homes or left their homes 
and lived in the streets, in canals, especially 
in the North Station in Bucharest where they 
were consuming, in groups, volatile solvents 
commonly known as Aurolac [1].

Starting from the definition of the 
adolescent, who is a person between the ages 
of 10 and 19, that goes through a period 
of psychological and sexual growth and 
development, acquiring skills necessary 
for the transition to adult life, with the 
tendency to seek independence and develop 
a self-identity, in the Child and Adolescent 
Psychiatry Manual, the author describes the 
characteristics of substance use in adolescents, 
according to the principles of J.H. Jaffe and 
J.C. Anthony. Thus, adolescents regularly 
consume more substances compared to other 
age groups; perturbations in adolescent 
activities can be observed, caused by 
consumption, sometimes done in larger 
quantities than originally intended, and, 
in this manner, progressively determining 
the installing of tolerance; drinking alcohol 
in adolescence can cause temporary loss of 
consciousness or impulsive sexual behaviour; 
regular consumption increases the risk of 
developing a substance-related disorder, 
and the consumption of substances can be 

considered a prelude to abuse and addiction; 
the most common issues related to substance 
abuse in adolescents are the deterioration of 
school, social and family functioning, and the 
occurrence of personal and family conflicts 
[2], [3].

According to the National Drug Agency’s 
National Drug Report of 2016, cannabis is the 
most used drug in the school-age population, 
with 8.1% of adolescents reporting abuse of 
the drug, while new psychoactive substances 
(NPS) ranked second in the top of the most 
consumed drugs. In 2015, for all reference 
periods, for most of the illicit substances 
(cannabis, ecstasy, amphetamines / 
methamphetamines and heroin), there were 
higher levels of prevalence of drug use 
among boys compared to girls. Only in the 
case of cocaine the percentage of adolescents 
who reported such consumption is similar 
between the two sexes (3.5% vs. 3.1%). With 
regard to the age of onset of substance use, 
0.8% of students started out with cocaine 
/ crack at the age of 13 or earlier, similar to 
ecstasy use. In a percentage similar to that for 
the other stimulants, 0.9% of students started 
using amphetamines / methamphetamines at 
the age of 13 or earlier. The new psychoactive 
substances rank third (after inhalants and 
cannabis) in the category of early-onset drug 
consumption [4].

As for the causes of drug use, over the 
years, there have been multiple theories that 
have established the existence of several 
factors influencing drug-related lifestyles.

One classification divides these factors 
into predisposing, favouring, and triggering 
factors. The first category may include: 
inappropriate information on the implications 
of drug use, the individual’s belief that it will 
not reach addiction, low self-esteem, and 
considering drugs as necessary for gaining 
pleasure. Favouring factors are: easy access 
to drugs, lack of alternatives to drug use, 
economic status. Triggering factions can be 
considered: belonging to a group in which 
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drug use is encouraged, the lack of a system 
of rules imposed by educators and, finally, 
the effects of the drug itself [1].

Several years of research have led to 
the development of a biopsychosocial model 
that contributes to the development and 
perpetuation of this problem. This model 
refers to the fact that drug use and abuse issues 
have a biological fundament in the way that 
psychoactive drugs have a neurochemical 
influence on the centre of pleasure in the 
brain; psychological factors can include 
personal variables such as how a person 
behaves, thinks and feels, while social factors 
relate to personal interactions as well as 
environmental factors. What is important to 
note is that in the relationship between these 
factors and drug use, the link is bidirectional, 
in the sense that drug use also influences the 
internal and external environment of each 
individual, as these factors contribute to the 
emergence of problems related to drug use.  
While developing of this paper, we took into 
consideration the social and psychological 
factors, in order to understand the origins 
of the development and perpetuation of 
the problem of drug use, as these are the 
areas where interventions can be made and 
eventually make a change that can prevent 
and fight illicit drug use .

AIM AND REsEARCH HYPOTHEsEs
This study aimed at developing a method 

for the analysis and assessment of drug-use 
risk factors present in a group of adolescents, 
students in the public school system, in the 
gymnasium, in order to further develop 
strategies that could be applied to prevent 
the consumption of illicit drugs among this 
population. Our initial hypotheses were: 
in the studied sample, if there are family 
members with a history of substance use, then 
the risk of the adolescent consuming drugs 
increases; if the age at which adolescents first 
used drugs decreases, then the risk of drug 
abuse increases; the gender of the participants 

influences drug use; if school performance is 
low, the risk of drug use increases; positive 
expectations about substance use increase the 
risk of drug use;  the presence of drug users in 
a student’s group of friends increases the risk 
of the individual’s drug us; the type of family 
influences the risk of drug use; parents’ 
positive beliefs and attitudes towards drug 
use increase the risk of drug use; the socio-
economic status of the family, through the 
employment status of the parents, influences 
the adolescent risk of drug use.

METHODs
The data was gathered from a group 

of 48 students in two eighth grade classes 
from a public school in Bucharest. A 
structured interview was applied on this 
group, after informed consent was obtained 
from a parent or legal guardian during 
a teachers’ meeting with parents. The 
interview was applied during computer 
classes using an on-line version accessible 
through Google forms (https://goo.gl/forms/
qUUrVEXZoAGT6xxd2). Descriptive data 
analysis was done using Data Analysis 
Tools, Microsoft Excel 2010, and Google 
forms responses. For the numerical variable, 
we calculated the arithmetic averages and 
the standard deviations, the minimum and 
maximum values, as well as the mode (the 
most frequently encountered value), while 
for the nominal and ordinal variables we 
calculated frequencies expressed both by 
gross figures, and percentage (given that the 
sample was composed of 48 participants, the 
percentage expression cannot be considered 
as a major aid).

REsULTs
The starting point of the structured 

interview aimed at performing a brief 
evaluation of the information related to 
drugs that the students in the study group 
had at that point. Thus, they were asked to 
select from a given list, the substances that 

risk factors associated with adolescent drug use
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they consider to be drugs. Out of the 48 
students, most (46) identified heroin, cocaine 
and ecstasy drugs as high-risk drugs. Only 
28 of the students considered tobacco to be 
a drug and 16 of them would include coffee 
in this category. We can therefore assume 
that responses to the following questions 
of the interview had been influenced by 
these beliefs, and adolescents may not take 
into consideration tobacco or coffee when 
responding about their own or their family 
members’ drug use. However, this is just 
an empirical observation, and cannot be 
momentarily detected by an exact measuring 
instrument. Two of the students chose the “ 
I do not know” answer, either because they 
were not informed about the issue of illicit 
drug use or because they wanted to simplify 
the task of completing the questionnaire. If 
we assume that the first was the reason for 
the election, then it is necessary to signal 
this to the teachers we have worked with, in 
order to plan some information and training 

sessions on this subject, in order to avoid that 
the situation persists in the future (Table 1).

Regarding the habit of using drugs 
within the family, of the 48 adolescents 
questioned, 30 said there were people who 
consume drugs in their family, 8 said family 
members did not consume drugs, while 10 
students did not know how to answer this 
question. With regard to the members of 
the family who consume drugs, most of the 
teenagers (30 out of 48) stated that parents 
were the ones who consume different drugs, 
16 included grandparents among members 
of the family as drug users, and 10 of them 
said they had no knowledge related to drug 
use among their family members. A total of 8 
respondents claimed that there are no drug-
users in their families (Table 2).

Regarding the type of drugs used in 
their families, most adolescents reported 
alcohol consumption - 28 of the 48 students. 
Tobacco was also described by a large 
proportion of study participants (24 out of 

Family 
members

Parents  
(one or both) Brothers Grandparents Cousins

There aren’t any 
drug users in my 

family

I don’t 
know

Number of 
students 30 8 16 6 8 10

lucIa emanuela anDreI

Type of Drug Number of students
Alcohol 30
Tobacco 28
Coffee 16

Cannabis (marijuana) 40
NPS 38

Amphetamines 38
Ecstasy 46
Cocaine 46
Heroin 46
Others 0

I don’t know 2

Tabel 1 – student distribution related to the substances that are considered drugs

Table 2 - Distribution of the number of students according  
to the family members they consider drug users
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48). Unfortunately, in our country, these two 
types of drugs are considered to be “common” 
and their consumption does not alarm 
most users before they get to late stages of 
individual and social degradation produced 
by the use of these drugs and sometimes not 
even at that point. Such attitudes can easily be 
passed on from parents to the teenagers they 
care for. It is known the principle described 
by Alfred Adler that a child is a very good 
observer, but a terrible interpreter. Thus, it 
is necessary to point out that in the case of 
parents of consumers of such “common” 
drugs, it would be beneficial if they were to 
have discussions with their children about 
the hidden risks they face each day, or when 
they passively consume these drugs while 
assisting to their parents doing so actively, 
or if they slowly but surely assimilate these 
behaviours (Table 3).

Concerning high-risk drugs, 8 of the chil-
dren said their family members consumed 
cannabis, 4 described NPS consumption, and 
2 reported heroin use. Beyond the objectiv-
ity of the numerical data studied, from the 
discussions with the teaching staff in the two 
classes analysed, we could discover that the 
most alarming situation is that of the two 
students who reported the presence of her-
oin consumption in their family, one of the 

parents being the drug user. These two stu-
dents, while completing the structured inter-
view, stated that they used drugs, describing 
alcohol, tobacco and cannabis use, without 
including heroin or other high-risk drugs. 
This was confirmed by the teachers who 
have not noticed at these students objective 
signs known to be specific of heroin use. 

Out of the 48 students, 16 denied drug 
use, while 30 of them stated they had used drugs 
several times, and two said they had only 
once consumed drugs. The limitation of this 
question is that we cannot know whether 
adolescents have taken into account drug use 
in general or just drug use that is considered 
illegal, and thus, answering accordingly. 
Inquiring about specific drug use, we found 
out that among those surveyed, most of them 
said they were tobacco consumers. Another 
legally consumed drug is coffee, 20 of the 
13- to 16-year-old students claiming to be 
consumers of this substance. Cannabis use 
has been reported by 22 students, that is 
45.83%, about 5 times higher than the 8% 
reported by the most recent report of the 
National Anti-drug Agency. Data provided 
by the Agency describes cannabis as the 
most used illicit drug among adolescents. In 
our study group, cannabis ranked second, 
after alcohol, alcohol consumption being 

Type of drug Number of students
Alcohol 28
Tobacco 24
Coffee 16

Cannabis (marijuana) 8
NPS 4

Amphetamines 0
Ecstasy 0
Cocaine 0
Heroin 2

They do not use drugs 8
I don’t know 10

risk factors associated with adolescent drug use

Table3 - Distribution of the number of pupils according to the drugs  
that they consider their family members consume
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considered forbidden before the age of 18 
years in Romania (Table 4).

The early onset of drug use, especially 
before the age of 13, is considered a risk 
factor for the development of later substance 
use and abuse. In the group of adolescents 
we studied, the youngest age of onset of 
consumption was 10 years, described by 2 
participants. The onset of consumption by the 
age of 13 was described by 18 participants, 
while 12 said they had taken drugs for the 
first time at 13 years.

Generally speaking, access to a high 
level of education is considered a protective 
factor against the development of issues such 
as drug use and abuse. However, it should 
not be denied that this access to high quality 
educational services is also dependent on 
the socio-economic status of the child’s 
family. Thus, as well as remarkable school 
results, it cannot be considered as a stand-
alone protection factor or a guarantee against 
developing a substance use disorder. In the 
studied group, most of the students (16 out of 
48) had unsatisfactory school results, having 
the overall average of the previous school 
year in the range 6 - 6.5 (out of 10). Of these 
16 pupils, 10 said they had used alcohol, 
tobacco, coffee or cannabis several times, 
and two of them said they had used alcohol, 
tobacco and coffee. We can therefore consider 
that a low level of school involvement with 

unsatisfactory global results is a risk factor 
for drug use (Figure 1).

Positive expectations about substance 
use are generally strong and difficult to 
change beliefs, according to which the con-
sumer is of the opinion that drugs can con-
tribute favourably to improving the quali-
ty of life by reducing anxiety or depressive 
symptoms and improving their social lives, 
and this latter aspect, especially in the case 
of adolescents, is of particular importance. 
In the analysed group, 18 of the adolescents 
considered that drugs help them relax, 16 
resorting to drugs to overcome a difficult 
situation. 16 out of 48 claim that drugs also 
have other benefits, most of them filling in 
the “other benefits” section with statements 
like “drugs help you have fun” or “drugs 
help you feel good.” A fairly small part of 
respondents (14 out of 48) consider that the 
drugs do not help with any of the options de-
scribed in the question.

Of the 48 questioned students, an alarm-
ing number of 42 said they had friends who 
use drugs. Beyond the risk that a large num-
ber of drug-using friends represent for the 
individuals involved in the sample, one must 
also take into account the fact that those 
friends are also all adolescents who consume 
drugs.

Twenty-eight of the study participants 
said they had used drugs at the urging of 

lucIa emanuela anDreI

Type of drug Number of students 
Alcohol 26
Tobacco 28
Coffee 20

Cannabis (marijuana) 22
NPS 18

Amphetamines 0
Ecstasy 2
Cocaine 0
Heroin 0

I don’t use drugs 16

Table 4 - Distribution of the number of pupils according to the type of drug consumed
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some friends. It is known that it is common 
for first-time consumption to take place in 
the group of friends, as the group encour-
ages the new user, highlighting the positive 
effects of drug use, supporting and reassur-
ing the initiate that nothing bad will happen.  
Thus, the adolescent gets to use the proposed 
drug, to test on his own skin what his friends 
say in order to convince himself, but also to 
integrate into the group of peers, not to be 
considered an “outsider” and to feel that 
feeling of belonging to the group, that is so 
important at the age of adolescence. In the 
studied group, there were 20 respondents 
who used drugs considering that they would 
integrate into a certain group and would be 
accepted by the other members.

Regarding the type of family, 34 of re-
spondents said they live with both parents. 
Of the 8 teenagers who are part of single par-
ent families, 6 said they were drug users and 
all 4 adolescents who lived with grandpar-
ents said they were drug users. One remark-
able aspect in the studied group was the 
situation of 2 teenagers who are in the care 
of a nursing assistant. One of them has the 
overall average of the previous school year - 
9.95(out of 10) and is not a drug user, being 
considered one of the school’s pupils. The 

other one has very good school results, with 
a general average of 9.67. This teenager is not 
a drug user either. 

These two cases, although it cannot be 
objectified by any test,  may be a symbol of 
the fact that beyond the general statistical 
data, behind the figures, there are stories of 
young people who, despite the living  con-
ditions that have not been very favourable 
to them, their personal efforts and being in-
tegrated into an adequately assisted family 
environment have helped them succeeded 
in overcoming statistics and succeeding in 
building a stable start to life, away from the 
tempting and dangerous world of use and 
abuse of illegal substances.

Years of study so far dedicated to the causes 
of drug problem development in adolescents 
and young people have highlighted the fact 
that drug users often come from problematic 
family environments. 

We refer to tense and conflicting family 
environments (even if they are sometimes 
concealed) or to disorganized families from 
various causes that are not directly related to 
the adolescent at risk for drug use but which 
influence it in this direction.  In the current 
literature dedicated to this subject, there are 
described the “families without apparent cri-

risk factors associated with adolescent drug use

Figure 1 - Distribution of the number of pupils according to the overall average  
of the school year 2015-2016
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ses”, where adolescents and young people 
do not find the balanced and secure climate 
they need. Those people who start to use 
drugs come from disorganized families or 
have a poor relationship with their parents, 
and often have a low self-esteem [6]. 

In the studied group, however, only 8 
of the 48 teenagers are part of single-parent 
families, either because of the separation of 
their parents by divorce or by the death of 
one of the parents. It is important to note that 
all 4 adolescents who live with grandparents 
because their parents left their homes to work 
abroad, have said they are also drug users. 
Although the percentage of these children is 
8.3% in the studied group, it should be taken 
into account that the lack of parents in the 
family environment, together with the ab-
sence of a set of educational and disciplinary 
rules that cannot be established by grandpar-
ents for various reasons are alarm signs with 
regard to the evolution of these adolescents 
towards drug-related disorders. 

It has been demonstrated that a type of 
excessively severe discipline applied in the 
family can be considered a risk for the de-
velopment of various behavioral disorders 
in adolescents, including those related to the 
use of substances. But at the opposite end, 
parents’ positive, permissive or tolerant atti-
tudes towards drug use, from alcohol, tobac-
co or caffeine, consumed even daily, to more 
risky drugs, as well as the use of oscillating 
educational methods that do not offer a con-
sistent value and normative framework, can 
give the adolescent the “chance” to under-
stand that occasional consumption of vari-
ous drugs does not pose a threat to his or her 
personal health or personal development.

In the studied group, the highest shares 
(14 out of 48) are those of adolescents who 
denied the presence of positive parental 
attitudes towards drug use and, equally, 
those who did not notice the presence of 
tolerant attitudes of their parents with 
regard to drugs, but they do not take into 

consideration their parents’ opinions or the 
rules imposed by them. This last attitude of 
revolt on the family environment is specific 
to adolescence and it is not a surprise that it 
is observable in the studied group. 

What is necessary to underline is that 
in such cases where adolescents do not take 
account parental education rules or their 
advice, an important role could be played by 
an educational school system which should 
provide real information on the effects 
generated by drug use, and by creating two-
way communication opportunities with 
these students so that they feel they are 
important, are listened to and included and 
can thus accept a system of educational rules 
where drug use is not tolerated. 

Among the drugs on which parents have 
a tolerant attitude, caffeine (25%) and tobacco 
(20.8%), as well as NPS, the new psychoactive 
substances known as “ethnobotanics” (4.2%), 
were noted in the studied group. 

The latter were selected by adolescents 
who, in previous questions in the 
questionnaire, stated that parents also 
consume these drugs. 

Eight of the 48 teenagers said they 
did not discuss the subject of drugs at all 
with their parents. It is do necessary to 
emphasize that lack of communication or 
poor communication between parents and 
their children can have a major impact on 
the adolescents’ attitudes towards drug use 
as, in the absence of information and proper 
guidance provided by parents, teenagers 
may be influenced by a multitude of other 
factors in the direction of drug use or other 
issues generated by it.

Regarding the socio-economic status 
of the family reflected by the parents’ 
employment status, we could not relate a low 
status to drug use in the analysed sample, 32 
of the mothers and 34 of the fathers being 
employed. However, solely the employee 
status of the parents does not directly reflect 
a good socio-economic status of the family, 

lucIa emanuela anDreI
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since poverty as a risk factor for substance use 
can be noticed in families where both parents 
work but are not properly remunerated.

CONCLUsIONs
Analysing the results obtained, 

depending on the research hypotheses 
established at the beginning of this paper, we 
can state the following:

In the studied sample, the hypothesis was 
confirmed that, if there are family members 
with a history of substance use, then the risk 
of the adolescent consuming drug increases. 

Out of the 48 adolescents surveyed, 30 
said that there were people consuming drugs 
in their family, this figure representing 62.5% 
of the total. 

With regard to the age of consumption 
onset, in the sample studied, the lowest 
starting age of consumption was 10 years, 
described by 2 participants, and the onset 
of consumption up to the age of 13 was 
described by 18 partisans, and 12 said they 
had used drugs for the first time at 13 years. 

We can also consider that in the studied 
group, if the age at which adolescents 
first used drugs decreases, then the risk of 
subsequent drug use increases.

 Of the 48 respondents, 32 said they had 
taken drugs several times, 18 of which were 
boys. The two adolescents who stated that 
they only used drugs once were boys. This 
confirms the hypothesis that male gender 
is a risk factor for drug use.  In the studied 
sample, most of the students (16 out of 48) 
had unsatisfactory school results. We can 
therefore consider that a low level of school 
involvement with unsatisfactory global 
results might be a risk factor for drug use. 

The hypothesis that positive expectations 
about the effects of drugs increase the risk of 
drug use has also been confirmed, as only 
14 of the 48 adolescents considered that the 
drugs did not have a remarkable influence 
on their well-being, and the others described 
various positive expectations regarding drug 

risk factors associated with adolescent drug use

use, all those students having consumed 
drugs at least once prior to the interview. 

The hypotheses related to the social 
environment have been confirmed as follows: 
in the studied sample, the presence of drug 
users in the group of friends increases the 
risk of drug use of the individual, with 87.5% 
of the participants claiming that they are 
friends with drug users, 58.3% respondents 
used drugs at the urging of friends, and 41.7% 
admitted they had taken drugs in order to be 
accepted in certain groups. 

Regarding the type of family, 70.8% of 
respondents stated that they lived with both 
parents. Of the 8 teenagers who are part of 
single parent families, 6 claimed they were 
drug users and all 4 adolescents who lived 
with grandparents said they were drug users. 
Thus, we cannot set a direct link between the 
type of family and drug use. 

Regarding parents’ beliefs and attitudes 
towards drug abuse, only 10 of teenagers 
described they were allowed to consume 
tobacco, 12 were allowed to consume 
coffee, and 2 respondents said they could 
consume NPS. These two respondents have 
parents who, in turn, are consumers of such 
substances. Thus, we cannot confirm with 
certainty the hypothesis that parents’ beliefs 
and attitudes towards drug use increase the 
risk of drug use. 

Regarding the low socio-economic 
status of the family reflected by the parents’ 
employment status, we could not relate this 
to drug use in the analysed sample, as 66.7% 
of the mothers and 70.8% of the fathers were 
employed. 

Nevertheless, the mere employee status 
of the parents does not directly reflect a good 
socio-economic status of the family, since 
poverty as a risk factor for substance use can 
be noticed in families where both parents 
work but are not properly remunerated.
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INTRODUCTION
According to the World Health 

Organization, depression is the most 
common mental health disorder, accounting 
for 350 million people affected worldwide. 
In Romania, statistical data shows that 
over 220,000 individuals suffer from mental 
health disorders that affect not only adults, 
but also children and teenagers aged 10 to 
19, depression being considered the main 
psychiatric disorder for this age group [1].

One of the main concerns regarding 
depression is the high suicidal rate that it 
leads to, suicide representing the second 
main cause of death in young people aged 
between 15 and 29. The World Health 
Organization’s report shows that annually 
over 800,000 commit suicide [1].

Although depression can be managed 
through medication and psychotherapy, only 
half of the individuals affected by it benefit 
from therapy. The main reasons are lack of 
information or financial resources and the 
stigma associated with mental illness.

Depression is characterized by feelings 
of isolation and loneliness, deep sadness, low 
self-esteem and the tendency to irrational 
guilt. Other signs of depression include 
psychomotor inhibition or stimulation, 
avoiding social interactions, sleeping and 
eating disorders [2].

Depressive disorder in children 
holds certain particularities due to their 
neurodevelopmental stage and can translate 
either to a form of masked depression with 
somatic or behavioural manifestations 
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ABSTRACT
Depression is one of the most common affective disorders, often underdiagnosed especially in 
children and adolescents. Worldwide, depression is considered to be one of the major causes that 
lead to a low quality of life, affecting the wellbeing of a person, his or her capacity to function in 
society, therefore lowering the productivity and work or learning capacity of the individual.
This study aims to raise awareness on the depressive symptomatology and cognitive errors that 
may occur in the general population of adolescents and tries to emphasize the psychopathological 
model present in teenagers by following all the components of Beck’s Cognitive Triade: negative 
perception of self, of the environment and of the future.
We conducted an analytical observational study that included 87 adolescents from the general 
population aged 15 to 18, with no previous psychiatric diagnosis.
Statistical data obtained from the study is similar to the results of previous studies that involved 
adolescents that already had a diagnosis of psychiatric disorder, thus raising questions concerning 
the need of a screening program in the general population of teenagers, as they are at a vulnerable 
stage in their lives.
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that hide a depressive symptomatology, 
or to a form of depression characterized 
by irritability, deep sadness and constant 
discontent which further lead to feelings of 
guilt, low school performance and finally to 
suicidal attempts [3]. Unlike when dealing 
with children, depression in adolescents 
resembles the one in adults. However, 
according to the DSM-IV, the criteria which 
have to be met in order to diagnose a child 
or adolescent with depressive disorder is 
irritability rather than the sadness identified 
in adults [4]. Still, adolescents continue to 
be misdiagnosed or even underdiagnosed, 
a depressive symptomatology being often 
misinterpreted as mood swings or because 
of the frequent onset of the disorder through 
unspecific signs and symptoms such as 
somatic disorders, anxiety, low school 
performance, sleeping and eating disorders, 
substance abuse and behavioural disorders 
[5].

Statistical data indicate that approxi-
mately 2% of depressive disorders appear in 
children before puberty, 3-8% have their on-
sets post-puberty with a raise in prevalence 
up to 20% until the end of adolescence [6]. 
The increased prevalence in the post-puberty 
period can be explained by the changes that 
occur at a bio-psycho-social level once ado-
lescence begins and are basically represented 
by higher levels of stress, changing the way 
a teenager perceives him or herself and im-
proving the response to rewards and to dan-
gers [7].

A higher prevalence of depressive disor-
ders is also reported in girls who once they 
hit puberty and suffer hormonal changes 
that represent an important factor in the on-
set of mood disorders [6]. 

Trying to explain the mechanisms of de-
pression, several theories have been issued, 
one of them being Beck’s cognitive model, 
also known as “Beck’s Negative Triad” that 
concentrates on the importance of informa-
tion processing from a social point of view 

and also on the role of cognitive distortions 
in the psychopathology of depression [6]. 
As far as children and adolescents are con-
cerned, the cognitive distortions theory is-
sued by Beck can be applied based on the 
child’s predisposition to teach himself to ob-
serve only negative events, thus creating a 
negative perception of self, of his or her own 
future and of life. These distorted thoughts 
can further degenerate to what is known as 
overgeneralization and catastrophizing [3].

Cognitive distortions represent a 
deformed perception of an individual’s 
reality. These maladaptive thinking tech-
niques either have as their starting point 
a series of negative events from early 
childhood, adolescence or adult life, or they 
form by borrowing the parents or teachers’ 
negative models [8].

Logical errors are developed from 
automatic thoughts that keep reoccurring in 
an individual’s mind. However, automatic 
thoughts don’t require therapy unless they 
interfere with daily life through the negative 
emotions they create and through the 
discomfort they generate [9].

AIM
This study aims to raise awareness 

concerning the depressive symptomatology 
and cognitive errors that may occur in 
the general population of adolescents and 
tries to emphasize the psychopathological 
model present in teenagers by following 
all the components of Beck’s Cognitive 
Triade: negative perception of self, of the 
environment and of the future.

More specifically, the objectives are 
to analyse the occurrence of depressive 
symptomatology and of cognitive distortions 
in the general population of adolescents, the 
way gender is correlated with the above 
mentioned signs and symptoms and the 
cognitive distortions that are observed most 
frequently in adolescents.
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MATERIALs AND METHODs
We conducted an analytical observational 

study that included 87 adolescents, aged 
15 to 18, who at the time of the study were 
students in a local high school. Informed 
consent was obtained from both the parents 
and adolescents in accordance with the 
requirements of the ethics committee. This 
study is a retrospective one, based on 2 
questionnaires:
1. The Youth Self Report, a questionnaire 

developed by T.M. Achenbach and 
published in 1991 in the “Manual for 
the Youth Self Reports and 1991 profile”. 
It consists of 112 items, designed for 
children and adolescents aged 11 to 
18. Based on the answers, 8 sub-scales 
were quantified: anxious / depressed, 
withdrawn, somatic complaints, social 
problems, thought problems, rule 
breaking behavior, aggressive behavior 
and attention disorders; For this study, 
only the depression subscale was used.

2. The Children’s Negative Cognitive Errors 
Questionnaire, a self-report scale that 
measures negative-cognitive distortions 
in children and adolescents such as 
catastrophizing, over-generalization, 
filtering and blaming.
The data was analysed using Excel and 

the ANOVA program in order to calculate 
the “p” variable and therefore determine the 
statistical validity of the obtained results.

REsULTs
In Figure 1.1, the median scores obtained 

both boys and girls have been compared 
and analysed, obtaining a P value that 
suggests males tend to obtain higher scores 
than females in questionnaires related 
to the tendency to develop depressive 
symptomatology. 

After calculating the median scores 
obtained in the CNCEQ questionnaire, as it is 
shown in Figure 1.2, the cognitive distortions 
for which statistical relevant scores have 
been obtained were catastrophizing, 
overgeneralizing and blaming. Comparing 
the male group to the female one, the analysis 
indicates that boys will obtain higher scores 
than girls when catastrophizing and blaming 
are involved, whereas in overgeneralizing, 
females tend to score higher than males.

Table 1 presents scores for the depression 
subscale of YSR – total and split by gender – 
and the median scores for CNCEQ’s cognitive 
distortions – total and gender distributed. The 
“p” value for each statistical correlation that 
was rendered significant can also be found 
in the table. According to the analysed data, 
the occurrence of cognitive distortions, such 
as catastrophizing, overgeneralizing and 
blaming, in the adolescent general population 
is strongly correlated with the manifestation 
of depressive symptomatology, even though 
there is no previous psychiatric diagnosis. 

Figure 1.1. - Median score YsR  
for the Depression sub-scale

Figure 1.2. - Median scores CNCEQ for 
Catastrophizing, Overgeneralizing and blaming
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Separating the group by gender, the “p” 
values indicate that there is a correlation 
between overgeneralizing and blaming in 
girls and depressive symptoms, while in 
boys, the correlation can be made between 
catastrophizing, filtering, blaming and 
depressive symptomatology. 

DISCUSSIONS AND CONCLUSIONS
Previous studies regarding cognitive 

distortions and depressive symptomatology 
involved only adolescents with a known 
diagnosis of depressive disorder. The 
findings of this study are consistent with the 
results obtained in previous studies, only 
that the subjects were adolescents from the 
general population.

The strength of this study is the use of 
information provided directly by adolescents 
investigated through the questionnaires. 
However, there are certain limitations to the 
study as the number of respondents could 
have been larger and the questionnaires 
could have been supplemented with a 
clinical evaluation and other questionnaires 
designed for parents and teachers.

As mentioned in an article by Licensed 
Clinical Social Worker Kim Pratt, all persons, 

whether they have a mental disorder or 
not, happen to experience throughout their 
life several cognitive distortions of lower 
or higher severity [10]. The present study 
shows that even though adolescents are not 
diagnosed with an affective disorder, they 
can still experience cognitive errors through 
the form of automatic thoughts that can 
influence their already vulnerable psyche 
which can lead to various levels of depressive 
symptomatology.

The findings of this study raise a red flag 
regarding the necessity of a screening program 
for the adolescent general population, in 
order to prevent the underdiagnosed or 
masked depression which can affect any 
teenager. 
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AbsTRACT
Autism was first described as a form of psychosis in children and these two entities were considered 
related until 1980, when DSM III acknowledged autism spectrum disorders as a separate category 
and introduced the concept of pervasive neurodevelopmental disorders. Nowadays, with the 
alarming increase in autistic patients, researchers are more determined than ever to find a cause and 
explanation and some of the theories turn back to the common basis of autism and schizophrenia. 
This article proposes a review regarding the overlap of these pathologies and current theories.

Keywords: autism, schizophrenia, child psychosis, neurodevelopmental disorders

INTRODUCTION
The term autism was first used by Bleuler 

to describe a clinical feature of schizophrenia 
- the preference for solitude and living in 
one’s own world. Autism as a disorder was 
first described in 1943 by Leo Kanner as a 
form of child psychosis characterized by 
an inability to form social relationships, a 
preference for solitude, speech impairment, 
and stereotypical behaviour – these 
symptoms forming a clinical picture 
similar to schizophrenia. Kanner, though, 
acknowledged the main difference between 
these two pathologies by stating that the social 
difficulties in autism are present since birth, 
while in schizophrenia the manifestation of 
these symptoms appears later in life. [8] 

Almost simultaneously with Kanner, 
Hans Asperger reported a number of 
children with the same clinical features and 
described these manifestations as “autistic 
psychopathy”. Asperger’s papers were not 
widely known until they were cited by Lorna 
Wing in 1981. In her paper, she described 
children with social and communication 
difficulties, repetitive activities but also with 

a set of special skills – this combination of 
symptoms often leading to the description of 
these patients as “eccentric”. [19]

The first diagnosis manual to acknowledge 
autism and schizophrenia as separate entities 
was DSM III in 1980 with the introduction 
of pervasive developmental disorders. In 
recent years, consequently to the constant 
review and expansion of autism criteria 
and to the broadening of autistic spectrum, 
authors are debating the overlap between 
these two neurodevelopmental disorders 
and a possible common underlying genetic 
cause or even two different manifestations of 
the same pathology. [20]

CLINICAL sIMILARITIEs
The most obvious clinical overlap is 

seen between the negative symptoms of 
schizophrenia and autism spectrum disorders 
criteria. The difficulty in social interaction is 
an innate characteristic and diagnosis criteria 
for patients with ASD, while children and 
adults with schizophrenia experience social 
withdrawal and relationship impairment. 
The inability to read social cues, to express 
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emotions, to share and the lack of emotional 
reciprocity in autism correlates with the 
emotional flatness in schizophrenia. Impaired 
eye-to-eye communication is observed in 
both pathologies. [11] 

Social difficulties in ASD are attribut-
ed to an impairment in the theory of mind. 
Frith, in 1992 stated that ToM can also be 
affected in schizophrenic patients. Several 
studies have examined ToM in groups of pa-
tients with ASD and schizophrenia. Results 
revealed impairments in ToM in both groups 
compared to healthy control subjects, with 
no statistical difference between the ASD 
and schizophrenia group. Some authors con-
cluded that while in ASD ToM is impaired 
from birth, individuals with schizophrenia 
develop ToM abilities, but lose these skills 
later in life, usually after an episode of psy-
chosis. [15]

Receptive and expressive language disor-
ders are often present in children with ASD. 
In 2007, Kryakopoulos described speech and 
language deficiencies as the most common 
neurodevelopmental problem in early on-
set schizophrenia. Moreover, alogia or the 
poverty of speech often described in schizo-
phrenia as a negative symptom can be easily 
confused with the qualitative and quantita-
tive language dysfunction described in ASD. 
Some authors consider the symptoms of ASD 
as the premorbid personality for schizophre-
nia. [13]

The negative symptoms in schizophrenia 
are very similar to autism characteristics and 
are generally more impairing and less likely 
to respond to treatment. 

Positive symptoms of schizophrenia are 
less frequently met in ASD patients, although 
Rapoport in 2009 found out that 30% of 
individuals with early onset schizophrenia 
had a comorbidity with autism spectrum 
disorders. Despite the fact that positive 
symptoms of schizophrenia are not included 
as criteria for ASD, Konstantareas reported 
in 2001 that 35% of ASD patients experience 

one or more of these positive symptoms 
during their lifetime. [12, 16] 

The deficit in the theory of mind makes 
it difficult for people to read social cues, to 
understand their own emotional status and 
the emotions of others, to notice humour 
or sarcasm and to predict intentions. These 
impairments, in social contexts, can confuse 
individuals and makes them more susceptible 
to developing paranoid ideas or delusions, 
consequently leading to inappropriate 
behaviour and therefore, to difficulties in 
initiating and maintaining interpersonal 
relationships. Patients with ASD often use 
self-talk, describe hearing voices in their 
head and report talking to an imaginary 
friend or person, manifestations that can be 
easily interpreted as hallucinations. 

Both individuals with autism spectrum 
disorders and those with schizophrenia can 
be described as odd, eccentric and display 
inappropriate and weird behaviour. They 
can also share repetitive preoccupations, 
inflexible cognition and reduced executive 
functions. Catatonic symptoms can also be 
seen in both groups. [3]

In 2015, Kastner proposed the concept of 
an autistic phenotype of schizophrenia, with 
a clinical picture dominated by social impair-
ment, communication and speech difficulties 
and a deficit in emotional processing, while 
psychotic symptomatology is less prominent. 
Patients with schizophrenia characterized by 
important negative symptoms also scored 
high on ADOS scale, the scored being com-
parable with those in ASD. This subgroup of  
patients turned out to be the most resistant to 
pharmacological treatment. [9]

Neurological soft signs (NSS) include 
impairment in motor coordination, in fine 
motor abilities, in the cerebral integration 
of sensorial stimuli and are described in 
schizophrenia patients and considered a 
vulnerability factor and possible indicator 
of the outcome of the disease. NSS are very 
similar to the motor deficits described in 
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autism – lack of coordination, poor fine 
motor skills. Impairment in the processing 
of sensorial stimuli is also described in both 
pathologies. [1]

GENETIC AND NEUROIMAGING 
sIMILARITIEs

Autism spectrum disorders and 
schizophrenia are two pathologies with 
a high degree of heritability and many 
common risk factors, including perinatal 
complications (haemorrhage, gestational 
diabetes, pharmacological treatment during 
pregnancy), the age of the father, low level 
of vitamin D during pregnancy. Children 
coming from families with a history of 
schizophrenia are more susceptible to 
developing ASD. 

Recent studies have shown a high 
degree of genetic overlap between these two 
spectrums. Cytogenetic studies reported 
similarities in copy number variants, 
duplications and deletions (such as 15q, 
22q11 or 22q13) for autism and schizophrenia. 
Khanzada, in 2017, conducted a study using 
GeneAnalytics and managed to identify 23 
common genes between ASD, schizophrenia 
and bipolar disorder. These genes are 
involved in the dopamine and serotonin cycle, 
hence influencing disposition and behaviour 
and are present in five brain regions, 
including hypothalamus and hippocampus, 
both responsible for social functioning. 
[10] A study on 33320 patients revealed a 
common underlying genetic substrate for 
five major psychiatric disorders, including 
autism and schizophrenia. The polygenic 
risk was associated with chromosomes 3p21 
and 10q24 and variations of calcium channels 
CACNA1C and CACNB2. A common 
aetiology of neurodevelopmental disorders 
can also be explained by the novo mutations 
in the same genes such as CHD8, SHANK3 or 
AUTS2. In 2014, Schneider studied patients 
with 22q11.2 deletion syndrome, showing 
comorbidities with autism or schizophrenia 

spectrum disorders in these individuals 
[7,14,17]

Both groups show abnormalities in 
brain structure and function, especially 
in regions involved in social functioning. 
Studies report unusual grey matter volumes 
in ASD and schizophrenia compared to 
healthy control subjects, although the results 
are contradictory, varying between smaller 
or greater volumes. Grey matter deficits 
have been reported in posterior cingulate, 
left hypothalamus and hippocampus. 
Other abnormalities include white matter 
deficiencies in amygdala, fusiform area and 
superior temporal sulcus, leading to a poor 
connectivity between the frontal and occipital 
cortex, thus explaining social difficulties. 
Important structural and functional deficits 
are reported in the amygdala, with a reduced 
grey matter volume and hypoactivation 
during ToM or facial recognition tasks. 
During ToM tasks, both patients with autism 
and schizophrenia show a hypoactivation 
in prefrontal cortex, more severe in ASD. 
A deficit in the activation of the thalamus 
during social contexts and tasks was reported 
for both groups. For both conditions deficits 
in lateralization and in the system of mirror 
neurons have been reported. Neurochemical 
dysfunctions, especially involving dopamine 
systems have been identified for both groups.
[4,18]

OVERLAP THEORIEs
In 2008, Crespi proposed the diametrical 

theory, describing autism and psychosis 
as the two extremes of social cognition, 
with normality situated in the middle 
of this axis. His theory states that social 
cognition is dysfunctional at both ends, 
being underdeveloped in autism and 
overdeveloped in psychosis. The direction in 
which social cognition deviates is dictated by 
genomic imprinting, which is the preference 
of expression for maternal or paternal genes. 
Therefore, an underdevelopment of the 
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social brain implies the excessive expression 
of paternal genes, leading to an extreme 
male brain. This extreme masculinized 
social cognition implies hypermentalization, 
hypoempathy, lack of emotional reciprocity, 
lack of joint attention, all of which are 
ASD characteristics. At the other end of 
social cognition, Crespi includes bipolar 
disorder and depression in the psychosis 
spectrum schizophrenia. This spectrum is 
described as an overdeveloped social brain 
with an excessive expression of maternal 
genes. The extreme is characterized by a 
hyper-mentalized cognition and affect, 
by overinterpretation, delusions and 
hallucinations. 

The diametrical theory treats social 
cognition in autism and schizophrenia as 
perfectly symmetrical and opposed. Eye to 
eye contact is considered avoided and not 
understood in autism, but over-interpreted 
in schizophrenia, leading to paranoia. ASD 
is described by a lack of imagination, while 
schizophrenia by overdeveloped imagination 
leading to delusions and hallucinations. 
Individuals with ASD are considered naive, 
take words literally and lack any ability to 
manipulate, lie, or deceive. On the other side, 
patients with schizophrenia are reported as 
manipulative, delusional and capable of 
deception. [2, 6]

The multiformity model can be applied 
for autism and schizophrenia if they are 
considered a single entity with different 
expressions. Some authors treat autism and 
schizophrenia as entities with the same 
pathogenesis or as different phenotypes of 
the same pathology. Their manifestation can 
turn different by several mechanisms. One of 
the mechanism is the age of onset – an early 
childhood onset and further development 
will lead in adult age to a phenotype in which 
the clinical picture is characterized by autistic 
symptoms. A late onset, in adolescence 
or in adulthood will lead to a phenotype 
with prominent schizophrenic symptoms. 

Another mechanism of differentiation can 
be the severity of the pathology and its 
manifestations. Therefore, in the case of an 
individual severely affected, manifestations 
will be visible early on and diagnosed as ASD. 
For mild and low severity, dysfunctions will 
only become evident later in life, thus being 
interpreted as schizophrenia, psychosis, high 
functional autism or Asperger’s syndrome.

A stage model implies that autism and 
schizophrenia can represent different stages 
of the same disorder with ASD in childhood 
preceding schizophrenia in adulthood. 
Other authors keep the separate entities 
approach, but propose a different disorder 
for individuals in which the two disorders 
co-occur. [5]

CONCLUsIONs
The term autism was first used to describe 

a symptom of schizophrenia and those 
two pathologies were considered strongly 
related until 1980. Today, they are treated as 
two separate neurodevelopmental disorders. 
However, they share many common clinical, 
developmental and genetic similarities and 
the delimitation between the two is not 
always clear. 

From a clinical point of view, a parallel 
can be drawn between the negative symptoms 
in schizophrenia and social impairments, 
language disorders and emotional 
dysfunctions in autism. Individuals in both 
groups show deficiencies in the theory of 
mind, having difficulties in social contexts. 
The peculiar way of thinking, the preference 
for their own world, the tendency to speak 
to themselves or to imaginary characters 
of patients with ASD, if exacerbated, can 
be correlated with positive symptoms of 
schizophrenia. Other common features can 
include motor dysfunctions, odd behaviours 
and inflexibility. These two entities overlap 
in genetic basis and brain structure. The 
results of neuroanatomical studies, although 
contradictory in findings, point to brain 
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structural and functional abnormalities, for 
both autistic and schizophrenic individuals, 
especially in regions involved in social 
cognition. 

Both autism and schizophrenia include 
a wide range of subgroups, making it very 
possible for some of these groups to overlap. 
Further study of the convergence of the 
two conditions, especially in individuals 
in which they co-occur, can lead to a better 
understanding of the common traits and 
to a more complex framework to identify a 
possible common basis.
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AbsTRACT
Schizophrenia is a chronic mental illness, characterised by the presence of positive and negative 
symptoms, affecting about 1% of Earth’s population. Research in the past years has found some of the 
receptors and genes involved in its ethyology. Dopaminergic receptors D2 were the first to be discovered. 
An elevation in presynaptic dopaminergic function can lead to the appearance of psychotic symptoms. 
A prolonged treatment with antipsychotics can lead to the development of dopamine supersensitivity 
psychosis, a psychotic episode that is harder to control with medication. A decreased expression 
of BDNF caused by the Val66Met SNP will affect the neurocognitive functioning in individuals with 
schizophrenia. CACNA1C and glutamatergic dysfunction are also responsible for the cognitive deficits 
in schizophrenia, and the glutamatergic pathway is also involved in the social preference disfunction. 
Serotonin and acetylcholinergic dysfunctions are also thought to be involved in this pathology, however 
their roles have not been completely elucidated.

INTRODUCTION
Schizophrenia is a complex mental 

disorder, characterised by the presence of 
positive and negative symptoms, and also 
impaired cognitive ability. 

The diagnosis of schizophrenia is based 
on the presence of a typical symptom-
constellation and time course. The peak 
onset of symptoms occurs most frequently in 
early adulthood and in a significant number 
of cases the disorder is life-long. 

The positive symptoms in schizophrenia 
are delusions, hallucinations and 
disorganised behavior, whereas the negative 
symptoms are apathy, blunted emotiononal 
response, social withdrawal, reduction in 
speech, anhedonia, lethargy, absence of 
libido [1]. Cognitive symptoms include 
impairments in attention, working memory 
and executive function.

Schizophrenia is a chronic mental illness, 
affecting approximately 1% of the general 
population around the world [2].  

The Dopaminergic hypothesis
Many of the symptoms of schizophrenia 

are thought to be associated with disfunctions 
of the dopamine receptors, namely D2. DRD2 
is distributed at high levels in the striatum, 
nucleus accumbens and olfactory tubercle, 
as well as in the dopaminergic neurons in 
the mesolimbic pathway projecting from the 
ventral tegmental area to nucleus accumbens, 
which is closely related to positive symptoms 
in schizophrenia [3]. 

There are two facts that link schizophrenia 
to the disfunction of these receptors. The 
first one states that stimulants could induce 
psychosis in healthy individuals, and worsen 
psychosis in patients with schizophrenia [4]. 

The second fact is that antipsychotics 
were discovered to have an effect on the 
dopamine system, and the potency of the 
antipsychotics depends on their affinity to 
the D2 dopamine receptors [5]. 

Most studies conducted in the last 30 
years have found an elevation in presynaptic 

Keywords: dopamine, D2, Val66Met, BDNF, CACNA1C, glutamate, NMDAR, social preference, 
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dopaminergic function [6]. This could hap-
pen due to an increased density of the ter-
minals in the striatum, however this is un-
likely because there has been  no evidence of 
a similar elevation in transporter availability 
and the dopamine neuron numbers were not 
found to be elevated in the post-mortem sam-
ples. Therefore, the increased dopamine syn-
thesis capacity and dopamine release reflect 
a change in functionality, and not a change 
in neuronal density. Dopamine dysregula-
tion begins early and can be detected during 
the prodromal phases of schizophrenia. For 
example, the dopamine synthesis rate is ele-
vated in patients with prodromal symptoms 
of schizophrenia, and this elevation rate is 
related to the severity of prodromal symp-
toms and to the severity of cognitive deficits 
[7]. The prodromal phase is also associated 
with elevated cerebral blood volume, which 
is an index of increased neural activity and 
thought to be an index of excess glutamater-
gic transmission in the ventral hippocampus. 
Both increased dopamine synthesis rate and 
increased CBV in the hippocampus have 
been shown to predict conversion to schiz-
ophrenia [8]. Dopamine levels in the ventral 
limbic striatum are elevated in schizophre-
nia, although not to the extent seen in the 
associative striatum. However, in relation to 
schizophrenia symptoms, low dopamine re-
lease in this area directly impacts the severity 
of negative symptoms [9]. 

Dopamine supersensitivity psychosis
Dopamine supersensitivity psychosis 

(DSP) is observed in patients with schizo-
phrenia under antipsychotic treatment, and 
it is characterized by rebound psychosis, an 
uncontrollable psychotic episode following a 
stable state and tardive dyskinesia [10]. 

The concept of DSP originated with re-
ports in the 1970s of patients whose psychot-
ic symptoms worsened immediately upon 
stopping treatment, with higher dosages 
of drugs needed afterwards to control the 

patients’ psychosis, and eventually TD ap-
peared [11].  

When a patient with schizophrenia is 
diagnosed with DSP, they must take antip-
sychotic medication for more than 3 months. 
Also, one of the following three criteria must 
be met: 
a)  The presence of rebound psychosis, mean-

ing a psychosis relapse that occurs imme-
diately (within 6 weeks for oral agents and 
within 3 months for depot injectable an-
tipsychotics) after the reduction, stop, or 
change of antipsychotics;

b)  Tolerance to the antipsychotics’ effect is 
observed, meaning that when severe psy-
chotics symptoms and/or other positive 
symptoms emerge, a higher dosage of 
antipsychotics is needed in order to con-
trol the symptoms in comparison with the 
doses previously used to control the psy-
chosis;

c)  The presence or history of tardive dyski-
nesia – tardive dyskinesia appears after 
stopping medication or disappears after 
restarting medication with antipsychotics. 

Chouinard proposed that DSP should 
be divided in three stages: a covert/masked 
state, an overt state and a persistent state. 
According to his survey, the presence of a 
DSP episode was not linked to poor prognosis 
[12]. 

Nowadays, the atypical, second gen-
eration antipsychotics became the norm in 
treatment and rebound psychosis has been 
reported. There is abrupt exacerbation of 
psychosis when switching to a dopamine 
partial agonist, like aripiprazole, or when an 
antipsychotic with lower affinity to DRD2, 
like quetiapine, is reduced or removed from 
the patient’s treatment.

A chronic and excessive blockade of 
DRD2 by antipsychotics leads to a reciprocal 
increase in DRD2 density, a phenomenon 
which essentially underlies the etiology of 
DSP [13]. In clinical practice, it is well known 
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that DSP frequently occurs particularly in 
patients under polypharmacy with high-
potency antipsychotics [14].

When the up-regulated DRD2 receives 
endogenous DA, amplification of G pro-
tein-mediated early signaling in the down-
stream of DRD2 occurs at several stages of 
the cascade, which probably augment the 
signaling in a synergistic manner [15]. There-
fore, the medication nonadherence observed 
frequently in patients could affect DRD2 
itself and the subsequent signaling more 
significantly than expected. In these patients, 
a reduction or discontinuation of antipsy-
chotics might induce a larger increase in 
available DRD2 for DA binding [13], and fur-
thermore promote DA signaling compared 
to those without DSP. By the same token, 
this DSP process could be also more affected 
by the half-life elimination of antipsychotics, 
since DRD2 under agents with a short half-
life are more easily available to endogenous 
DA. Consequently, DSP episodes, especially 
rebound psychosis, could present with un-
stable symptoms of disease. Furthermore, 
given that the GRK6/ARRB2 system is in-
volved not only in DRD2 internalization but 
also in the DRD2-mediated effects of antip-
sychotics, DRD2-mediated effects of antip-
sychotics could decrease. Therefore, a high-
er dose of antipsychotics would need to be 
used in order to control psychosis in patients 
with DSP, which is comparable to the clin-
ical phenomenon of developed tolerance to 
antipsychotic effects.

The Val66Met sNP on the bDNF gene
The Val66Met single nucleotide poly-

morphism (SNP) on the Brain-Derived Neu-
rotrophic Factor (BDNF) gene and its expres-
sion have gained interest as studies have 
linked it to the incidence of schizophrenia 
and its neurocognitive functioning [16,17] . 
In 2015, Ahmed and his collaborators con-
ducted a meta-analysis; it showed that most 
correlation effect sizes were in the minimal 

to small range with reasoning/problem-solv-
ing producing the largest and only statisti-
cally significant effect size [18]. The current 
meta-analysis found some small associations 
between the BDNF Val66Met SNP and visual 
and verbal learning. The small effect size is 
caused by the lack of representation of many 
neurocognitive phenotypes – such as work-
ing memory, verbal learning, visual learning 
and general intelligence within individual 
investigations of their association with pe-
ripheral BDNF expression to be evaluated. 

Higher levels of BDNF expression cor-
responded to better reasoning and prob-
lem-solving abilities. Another meta-analysis, 
conducted by Mandelman and Grigorenko 
in 2012 failed to find consistent associations 
between the Val66Met SNP and neurocogni-
tion. These results led us to believe that the 
impact of the Met allele on neurocognition is 
synergistic with the effects of other risk genes 
found exclusively in people with schizophre-
nia [19]. 

It is reasonable to believe that with a de-
creased expression of BDNF caused by the 
Val66Met SNP, patients with schizophrenia 
won’t benefit from its neuroprotection, neu-
rogenesis, neural transmission and plasticity. 

CACNA1C’s role in working memory
CACNA1C (Calcium Voltage-Gated 

Channel Subunit Alpha1 C) is a Protein 
Coding gene. This gene encodes an alpha-1 
subunit of a voltage-dependent calcium 
channel. Calcium channels mediate the influx 
of calcium ions into the cell upon membrane 
polarization. Voltage-gated calcium channels 
are present in the membrane of most excitable 
cells and mediate calcium influx in response 
to depolarization. They regulate intracellular 
processes such as contraction, secretion, 
neurotransmission and gene expression [20].

A key etiological hypothesis is that the 
alteration for this gene’s expression is a risk 
for both schizophrenia and the deficits in 
cognition associated with this disorder [21]. 
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A study by Donna Cosgrove et al found 
evidence that CACNA1C risk variant 
rs2007044 is associated with poorer memo-
ry function that could be caused by discon-
nection between the right DLPFC cortex and 
several other cortical regions. This risk allele 
was associated with decreased functional 
connectivity between the right dorsolateral 
prefrontal cortex and the right superior oc-
cipital gyrus/cuneus and anterior cingulate 
cortex [22]. 

Glutamatergic Dysfunction in 
schizophrenia

Glutamate, one of the most abundant 
neurotransmitters in the brain, is an excitato-
ry neurotransmitter. It is mediated by N-me-
thyl-D-aspartate receptors (NMDARs). Its 
pathways link to the cortex, the limbic sys-
tem and the thalamic regions [23]. One study 
revealed that the cerebrospinal fluid of pa-
tients with schizophrenia had decreased glu-
tamate levels [24]. Another study revealed 
that patients that abuse NMDAR antagonists 
like phencyclidine and ketamine frequent-
ly show psychotic symptoms such as delu-
sions and hallucinations in healthy controls 
[25]. Individuals who chronically abuse PCP 
(presumably inducing repeated intermittent 
NMDA receptor hypoactivity) show deficits 
in executive function similar to those seen in 
patients with schizophrenia [26].  

After these conclusions, scientists pro-
posed two distinct hypotheses for the connec-
tion between glutamate and schizophrenia: 
a) the ‘prolonged NMDA receptor hypofunc-
tion model’ and b) the ‘acute NMDA recep-
tor hypofunction model’.

The ‘acute NMDA receptor hypofunc-
tion model’ originates from clinical trials 
when ketamine was administered to healthy 
controls, and they developed positive symp-
toms; these early findings led the scientist to 
conclude that changes in glutamatergic sig-
naling could explain these psychotomimetic 
effects of ketamine.

The ‘prolonged NMDA receptor hypo-
function model’ states that prolonged hy-
poactivation of the NMDA receptor may be 
the final pathophysiological pathway for the 
positive, negative and cognitive symptoms 
experienced by patients with schizophrenia. 

Ketamine administration has also been 
shown to have a significant impact on work-
ing and declarative memory in HC. Keta-
mine administration significantly reduced 
accuracy in the continuous performance task 
and impairs both immediate and delayed re-
call in the Hopkins verbal learning task [27]. 

Genetic studies show that amino acids, 
glutamic acid, the major excitatory neu-
rotransmitter, and γ-aminobutyric acid 
(GABA), the major inhibitory neurotrans-
mitter, play a substantial role in the patho-
physiology of serious mental disorders in-
cluding schizophrenia, affective disorders, 
obsessive-compulsive disorder and alcohol-
ism [28]. Glutamate has an essential role in 
the pathophysiology of schizophrenia; its 
disfunction is responsible for the negative 
symptoms and cognitive impairment. 

A MRS (Magnetic Resonance Spectrosco-
py) study conducted by Joseph T. Coyle et al. 
in 2016 shows that there are significant ele-
vations of glutamate in the basal ganglia and 
glutamine in the medial frontal cortex, in the 
medial temporal lobe, and in the thalamus. 
They conclude that the findings support the 
hypothesis that there is “excess glutamater-
gic neurotransmission in several limbic are-
as” in schizophrenia [29]. Increased release 
of neurotransmitter glutamate might be asso-
ciated with elevated glutamine levels in the 
astrocytes to maintain precursor availability, 
but reduced turnover of synaptic glutamate 
could result in an accumulation of glutamine 
because of reduced glutamine demand by 
glutamatergic terminals.

Social preference is a fundamental way 
that human process social information. 
When a child prioritizes social stimuli, he has 
more opportunity to perceive and experience 
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social stimuli and respond appropriately, 
developing social cognitive skills that 
result in efficient social behaviors. An early 
preference for social stimuli predicts later 
social cognitive ability and social functioning. 

Findings in schizophrenia indicate 
that patients have a disruption in social 
preference. The role of NMDAR hypofunction 
and associated dysregulated GABA system 
in disrupted social preference have been 
proven in animal studies [30, 31]. 

A theoretical model based on these 
results explains how the reduced social 
interaction interferes with the development 
of social cognitive skills in individual with 
schizophrenia, ultimately resulting in 
social disfunction. Individuals with poor 
social cognitive skills engage in fewer 
social interactions, further hindering the 
development of social cognitive skills and 
efficient social functioning. 

This model might have a broader 
application, such as in autism spectrum 
disorder. However, the types of social 
cognitive deficits in schizophrenia and 
autism spectrum disorder may be distinct, 
although the findings are not consistent. A 
2016 study by Tobe, R.H et. all found that both 
groups showed similar levels of impairment 
on social cognitive tasks using visual stimuli, 
but individuals with autism spectrum 
disorder don’t always show impairment on 
auditory social cognitive tasks [32].

serotonin 
The serotonin hypothesis of schizophre-

nia is based on the early studies of interac-
tions between the hallucinogenic drug lyser-
gic acid diethylamide (LSD) and 5-HT [33]. 
Serotonin antagonists ameliorate the extrap-
yramidal effects of antipsychotics. Studies so 
far have failed to obtain certified evidence 
that serotonin is involved in the pathogene-
sis of schizophrenia. However, some recep-
tors, like 5HT-3 and 5HT-6 continue to be a 
focus of interest [34].

Acetylcholine 
Many patients with schizophrenia are 

heavy smokers. They reported that they 
smoked for sedation or to reduce negative 
symptoms and to counteract medication 
side effects [35]. Raedler et al. have present-
ed in their 2017 meta-analysis the effects of 
altered brain muscarinic activity in schiz-
ophrenic patients [36]. The support for a 
role of the muscarinic cholinergic system in 
schizophrenia comes from post-mortem and 
brain-imaging studies. Several post-mortem 
studies have consistently shown a signifi-
cant decrease of muscarinic receptor density 
in brain regions that are considered to be of 
crucial importance in the pathophysiology of 
schizophrenia (frontal cortex, basal ganglia 
and hippocampus). These results include 
significant decreases in specific subtypes of 
the muscarinic receptor (specifically M1). 
This decrease in muscarinic receptor density 
is region-specific.

Recent studies have reported circulating 
antibodies against different neurotransmit-
ter receptors, including M1 and M2 mus-
carinic receptors, in the serum from patients 
with schizophrenia [37]. These antibodies 
are functionally active as they activate mus-
carinic receptors on astrocytes and induce an 
increase in M1 muscarinic receptor mRNA. 
These preliminary findings suggest an in-
teresting possible link between the immune 
system and muscarinic receptors in schizo-
phrenia [38].

Most genetic studies have not proven 
helpful in finding the role of the muscarinic 
cholinergic system in the treatment of 
schizophrenia.

CONCLUsION 
The studies that have been conduct-

ed in the past few years in order to clarify 
the genetic alterations that are involved in 
schizophrenia have managed to find several 
of the receptors and genes involved in this 
chronic illness. With these results, we can 
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find new mollecules that we can use to threat 
the symptoms of this severe and very costly 
illness, thus improving the lives of our pa-
tients. Alternative therapy is needed in order 
to avoid the apparition of dopamine super-
sensitivity psychosis, that seems to manifest 
even in patients treated with second gener-
ation anipsychotics, even if much less than 
in patients under longterm treatment with 
neuroleptics. 
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AbsTRACT
Epilepsy is a neurologic chronic disease that, because of its wide spectrum of clinical manifestations, often 
raises problems regarding a diagnostic of certitude. About 12% of the patients diagnosed with epilepsy 
have seizures that appear mainly or exclusively during sleep [1]. Thus, when making the differential 
diagnostic for this pathology, parasomnias must be taken into account.
This article will present the main characteristics of the differential diagnostic of epilepsy with morpheic 
seizures and the main sleep movement disorders.

INTRODUCTION:
Paroxysms that appear during sleep 

have their origins, mostly, in the frontal lobe. 
Sleep-related motor manifestations vary 
from automatisms – stereotype movements 
with a 2-4 second duration and paroxistic 
awakenings, sudden and short, lasting 5-10 
second -  to motor seizures that last longer 
[2]. Thus differentiating between these 
nonepileptic events from the sleep-medicine 
sphere and night-time epileptic seizures 
becomes essential, but also problematic.

Parasomnias are defined as motor or 
verbal unwanted and abnormal phenomena 
that appear during sleep or during sleep-
wake transition. They are separated into 2 
categories: parasomnias that appear during 
non-REM sleep and parasomnias that appear 
during REM sleep. The disorders that appear 
during slow-wave sleep are: sleepwalking, 
pavor nocturnus and confused awakening, 
and the ones from REM stage are: sleep 
paralysis, movement disorder during sleep 
and nightmares [3].

Non-REM parasomnias:
Parasomnias associated to non-REM 

sleep are characterized by an abnormal 
nocturnal behavior, altered conscience and 
a faulty activation of the autonomic nervous 

system due to incomplete awakening. These 
appear during slow-wave sleep [4].

Non-REM parasomnias have their onset 
in childhood and frequently disappear during 
adolescence. They have a wide spectrum of 
expressions including: sleepwalking, pavor 
nocturnus and confused awakenings.

Sleep terrors or Pavor nocturnus are 
defined by sudden awakenings accompanied 
by loud screams, crying and a powerful 
feeling of panic and restlessness. The patient 
may have a violent behavior and attempts 
of consolation are often unsuccessful. Due 
to the activation of the vegetative system, 
the patient is congested or pale, sweaty, has 
tachycardia, the pupils are dilated, dyspneic 
and has increased muscle tone. 

A common characteristic of non-REM 
sleep parasomnias is that, upon awakening, 
the patient has no recollection of the episode. 
Sleep terrors are considered to be a reaction 
of the events or to the traumatic images that 
the child is exposed to during daytime [5].

Just like pavor nocturnus, sleepwalk-
ing occurs especially in the first third of the 
night, when non-REM sleep is predominant. 
Sleepwalking is characterized by ambulation 
despite the persistence of altered conscious-
ness after a faulty awakening. The patient 
shows amnesia of the episode and of the in-

Keywords: Parasomnias, somnambulism, night terror, REM sleep behavior disorder, nightmare.



Volume 5, Issues 3-4, July-December, 2017 35

 nonepileptic sleep movement disorder

appropriate behaviors. The patients engage 
in complex motor activities, ranging from 
simple ambulation with a capped look, to ex-
iting the house in pajamas by using a door or 
a window. 

Vegetative activity can be as intense as in 
pavor nocturnus. Sleepwalking that emerges 
during slow waves sleep has a high thresh-
old for the stimulus needed to wake up. [6].

The differential diagnosis between 
nocturnal epileptic manifestations and 
parasomnias in non-REM sleep is often 
difficult. Parasomnias in non-REM sleep 
generally occur under the age of 18, and in 
60-90% of the cases a family history can be 
identified. 

The average number of attacks per night 
is 1-2, with an episode frequency of less than 
4 per month, lasting a few seconds to 30 
minutes. Epileptic manifestations, however, 
may have a frequency of 20-40 per month, the 
duration of each attack being often less than 
2 minutes [2]. Parasomnias in non-REM sleep 
may have trigger factors: sleep deprivation, 
fever, alcohol, stress or the administration of 
antipsychotic, antidepressant drugs.

REM sleep Disorders – 
Parasomnias

REM sleep disorders are characterized by 
the intermittent loss of atony characteristic 
of this stage of sleep. This phenomenon is 
attributed to the disinhibition of inhibitory 
mesenchymal projections on spinal motor 
neurons [5]. Loss of atony during REM 
sleep translates clinically by the occurrence 
of dream-dependent motor activities. 
Abnormal behaviors range from ambulatory 
sleep, screaming, limb movement or complex 
motor activities. Episodes tend to appear 
about 90 minutes after initiation of sleep, 
when the first REM period begins and in the 
second half of the night when REM sleep [7] 
prevails. The duration of an episode may 
exceed 30 minutes. The frequency of episodes 
ranges from 1 or more attacks per year to the 

possibility of recurrence during the same 
night. Upon waking, patients report intense 
dreams that are concurrent with the onset of 
behavioral disorders during REM sleep.

Nightmares are dreams with an unpleas-
ant, often scary content that often awaken the 
patient from REM sleep. The awakening is 
complete, accompanied by fear, anxiety and 
with the memory of the event. There is also 
difficulty falling asleep again after waking 
up. Vegetative phenomena have a moderate 
intensity. In general, nightmares occur in the 
2nd half of the night [5].

The motor characteristics of nocturnal 
epileptic manifestations may be important 
and varied. Epileptic seizures may be ac-
companied by incontinence and may exhibit 
post-ictal confusion. 

The EEG trajectory findings during the 
crisis may not contain graf-specific elements 
of a particular type of crisis or may be altered 
by motion artifacts, making it even more 
difficult for the clinician to make a diagnosis. 

CONCLUsION
To put it in a nutshell, the differential 

diagnosis between nocturnal epileptic 
manifestations and parasomnias is difficult, 
but the information obtained from a detailed 
anamnesis, supplemented by general 
(clinical), neurological and psychiatric 
examination and a polysomnographic 
evaluation with additional EEG electrodes 
and video monitoring can be of real use to 
the clinician in determining the (a) final 
diagnosis. 

Differentiation of frontal lobe epilepsy 
with nocturnal parasomnial manifestations 
has an important impact on the patient’s 
therapeutic intervention and prognosis.
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ourselves from the subjective perspective? 
The cold hard truth is that genetics, epigenet-
ics, and pharmaco-genetics are the only three 
branches in psychiatry that can be slightly 
approached in a pure positivist/nomothet-
ic manner. “For no psychiatric diagnosis 
is there a marker or a biological test, hence 
any claim that DSM V is more scientifically 
than its predecessors is nothing else than ag-
gressive publicity” [2]. Theodore Millon, an 
American psychologist known for his inter-
est in personality disorders stated that the 
best approach in defining a diagnosis would 
be to start with the study of individuals and  
continue with pattern identification from 
where to draw universal conclusions [3]. 

The Diagnostic and Statistical Manual 
of Mental Disorders (DSM), with all its 
editions including the last one, was accused 
of having low validity and reliability issues 
that concerned certain diagnostics [4]. 
Validity is a characteristic of an instrument 
and shows the degree (the probability) with 
which that instrument measures what it was 
designed to measure. Construct validity 
covers all the other types of validity and 
gives information about how well a concept 
is operationalized. To best understand 
construct validity we can take the example 
of intelligence tests: if a certain test has 
good construct validity it means that it 
will actually reflect the intelligence of an 
individual. Determining the content validity 
would show us whether the intelligent test 
covers all types of intelligence (emotional, 
cognitive). Professor Joel Paris, redactor in 
chief at the Canadian Journal of Psychiatry, 
states that “most treatments, starting with 

In social sciences, research was 
approached in two ways: an objective 
one (positivist) and a subjective one 
(interpretative). The names can be misleading 
since objective doesn’t imply obtaining true 
results nor does subjective false results. The 
difference between the two resides in the 
degree of implication of the researcher: a 
positivist orientation requires an equidistant 
and neutral researcher while in a subjective 
model he plays an active role and so do 
the subjects of interest since they are the 
owners of meanings attributed to different 
facts and interactions. In this latter model, 
the investigator’s demeanor is to decipher 
meanings and symbols [1]. Positivism is 
a concept introduced by Auguste Comte, 
the father of sociology, who claimed the 
superiority of the methodology used in 
natural sciences. Quantitative analysis is used 
when the approach is objective as opposed to 
qualitative analysis which is characteristic for 
a subjective methodology. Certain research 
strategies allow a combination of the two.

While sociology uses the terms objective/
subjective to describe the two orientations, in 
psychology nomothetic and idiographic are 
synonymous concepts. Nomothetic describes 
the study of large samples of subjects, oth-
erwise said from a macro-perspective, and 
idiographic describes individual processes, 
perceptions, namely from a mico-perspec-
tive. 

Psychiatry is a medical branch, hence 
its claim to an objective, evidence based re-
search, but the question is to what extent is 
this view profitable? Aren’t we losing some-
thing because of our eagerness to delimitate 
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antidepressants and cognitive behavioral 
therapy have only general effects, not specific 
to any diagnostic” [2]. Reliability, also known 
under the term of consistency, is a parameter 
estimating the extent to which a certain tests 
yields the same results when repeated (test-
retest reliability, inter-observer reliability). In 
psychiatry, when these parameters, validity 
and reliability, are flowed we find ourselves 
staring at a terrifying dilemma: where is the 
limit between normality and pathology? In 
order to further elevate the level of anguish, 
the same professor cited earlier said that: 
“DSM-5 is not a scientific document, it is but 
the result of a consensus between certain 
experts” [2]. 

With this in mind, researchers in the 
field of psychiatry should mitigate their 
avidness for positivist methods and start 
acquiring or reviving interpretative ones. 
Case studies, analysis of documents, focus 
groups, interviews, could be useful methods. 
In Romania, psychiatry has had the bad habit 

of borrowing methods and instruments (e.g. 
the questionnaire) from socio-humanistic 
sciences, ignoring their limits and ignoring 
their low capacity of leading to results 
reflecting the same level of knowledge as 
other medical fields. 

bIbLIOGRAPHY
1. Marginean I. Proiectarea cercetarii sociologice 

(2000) Polirom. Iasi.
2. Paris J. Ghidul DSM-V pentru clinicianul 

intelligent (2015) Editura Trei. Bucuresti.
3. Wikipedia. Nomothetic and Idiographic. 

Available from: https://en.wikipedia.org/
wiki/Nomothetic_and_idiographic, [Accessed 
17.06.2018].

4. Maj M, Pirozzi R, Formicola AM, Bartoli L, 
Bucci P. Reliability and validity of the DSM-
IV diagnostic category of schizoaffective 
disorder: preliminary data. Journal of Affective 
Disorders. Vol 57, Issues 1-3, January-March 
2000, pg 95-98. Available from: https://
www.sciencedirect.com/science/article/pii/
S0165032799000592. [Accessed 17.06.2018].

alecsanDra IrImIe-ana



Volume 5, Issues 3-4, July-December, 2017 39

CASE REPORT

asPerger syNDroMe aND CoMorBIDITy  
wITh PsyChoTIC DIsorDers

IrIna Grosu1*, malvIna Ionescu1, alexanDra buIcÃ2

1resident doctor in Child and adolescent Psychiatry, “Prof. Dr. alex. obregia” Psychiatry hospital,  
Child and adolescent Psychiatry Department, Bucharest

*irinatoporan@yahoo.com
2assistant Professor, Child and adolescent Psychiatry Department,  
University of Medicine and Pharmacy “Carol Davila”, Bucharest

ABSTRACT
Asperger Syndrome (AS) and High Functioning Autism (HFA) are two conditions within the broader 
category of the Autism Spectrum Disorders (ASDs) that are often overlapping and characterized 
by social-communication impairment and over-focused, repetitive interests and behaviors, without 
any significant learning disabilities or language delay in the case of AS. Individuals suffering from 
AS/HFA typically show pedantic speech often with monotonous or exaggerated vocal intonation. 
Individuals with AS and HFA may show an impairment in describing their own feelings and 
emotions, so it is not easy to detect and recognize another psychiatric comorbidity that could be 
masked by the autistic symptoms themselves. The core symptoms of ASDs often mask the symptoms 
of a comorbid condition. 
There is evidence that Asperger Syndrome is associated with delusional beliefs. Cognitive theories 
of delusions in psychosis related literature propose a central role for impaired theory of mind ability 
in the development of delusions. People with developmental disorders frequently have psychiatric 
comorbidities and problematic emotional reactions and behaviors.
Asperger Syndrome can persist for many years without being diagnosed. In addition to the core 
symptoms of this syndrome, these patients often present a variety of psychopathological symptoms 
and are described as being odd and having a bizarre behavior, which brings them in contact with 
psychiatric services. In this article, we will describe a case to illustrate this point. The circumstances 
on which clinicians should focus in order to distinguish between the two diagnoses and improve 
diagnostic reliability and the possibility of correct diagnosis are explained. 

CASE pRESENtAtION
We have chosen to present the case 

of an adolescent with a Psychotic episode 
mainly with delusional ideas grafted on 
an Asperger Syndrome that had not been 
diagnosed prior to the present admission. 
The patient, aged 16, raised in an urban 
area, is admitted in a Pediatric Psychiatry 
ward for the first time, presenting psychotic 
symptoms which developed on an atypical 
developmental profile which did not, 
however, determine significant decrease of 
social and academic functionality up until 
the present. He is brought by his mother 
after the boy had run away from home for 

three days, following a verbal conflict with 
his father; an action cleared not planned, 
as he left without his phone, warm clothes 
or any other necessary things. He told the 
examiners: “I left because anywhere is better 
than home. I lived on the streets. The hardest 
part was sleeping. Someone I know from the 
gym brought me food.” Six months before 
this event he had called the Social Assistance 
and Child Protection Service, complaining 
about emotional abuse and asking to be 
institutionalized in a Child Care Center 
away from his parents. Furthermore, these 
dominant ideas of separation from his parents 
appear during the entire hospitalization, 
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repeatedly. He says: “Even on the street 
was better, although I didn’t have a place to 
sleep. I returned home only because I was 
very cold.”

The mental status examination at the mo-
ment of admission is dominated by affective 
inversion towards both parents. The speech 
is centered on prevalent ideas of persecution 
and influence: “My parents negatively in-
fluence me, they influence my thoughts and 
they alter my identity.”, “They never loved 
me, they just emotionally abused me. I pre-
fer being without them, institutionalized in a 
Child Care Center.”, “ My mother is just pre-
tending that she is worried, she just wants to 
control me”. It is important to mention that 
during the hospitalization the mother had a 
supportive attitude towards the patient, in 
spite of the negative attitude manifested by 
the adolescent towards her.

Along with the important affective 
inversion, many prevalent ideas of prejudice, 
influence and persecution are identified, some 
of them of delirious intensity: “Some people 
know about me some things I never talked to 
anybody about. I think they are following me 
and sometimes they can read my thoughts. 
Some of them have parents working for the 
Romanian Secret Service, a department of 
the CIA. I think they are trying to embarrass 
me.”, “Nowadays we are controlled by 
psychotronic tools and vaccines. Vaccines 
make you become apathetic and raise your 
testosterone levels.” From the anamnesis it 
is important to mention that in the last few 
months the patient has manifested significant 
social withdrawal and a narrow sphere of 
interests involving areas like history, religion 
and universal philosophic themes “what is 
before and after life”, “I’m concerned with the 
problems of this world, this country and our 
society; people don’t respect rules any more, 
there is no love or compassion and there 
are too many wars.” He spends an average 
of 4-5 hours/day reading and documenting 
on these issues and is eager to talk about 

them using an abundance of details when 
provoked to talk about historical events. 
His social skills are strictly used only to find 
people who share his interests, therefore he 
is oriented to join groups with nationalist 
orientation: “If Romanian people would be 
united everything would be better, but it 
will be better after we establish meritocracy. 
The biggest mistake was our accession to the 
European Union”.

During the mental status examination 
it is obvious that the patient has a visual 
contact deficit, which he is aware of and 
justifies it as being an adaptive behavior: 
“It’s easier for me to focus on what I have 
to say if I don’t look at my interlocutor”. 
Mimics and gestures are retained, but with 
a particular and sometimes bizarre aspect. 
He accompanies his speech with multiple 
repetitive gestures of the hands. His posture 
is repeatedly self-corrected, preponderantly 
positioning himself with the profile towards 
his interlocutor, looking almost constantly 
to the ground or with focalization farther 
than the near plan. Verbal contact and 
dialogue are easy to initialize, speech being 
well organized, with coherent and elaborate 
answers to questions. The ideo-verbal flow 
accelerates when he talks about topics that 
include the areas in his sphere of interest. 
He denies any modification of his perception 
during the evaluation but there is a certain 
level of suspiciousness: “people talk about 
me, I hear them saying that I’m a freak”, “we 
are all under surveillance; I cover my laptop 
camera because the  Romanian Secret Service 
are spying on me.” Delusional ideas were 
also identified in his speech on transparency 
and influence topics: “Some people can read 
my thoughts, they are talking about me and 
they know things I never told anybody.”

Elements of depressive mood were pres-
ent, such as social withdrawal and restriction 
of the sphere of interests, not performing any 
leisure activities such as sports and preoccu-
pation for orthorexic alimentation. During 
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his hospitalization he asked his parents to 
bring him a lot of books, always carriying 2-3 
with him, constantly looking for a socially 
isolated place where he could read, avoiding 
to have any conversation or group activity 
with other hospitalized patients.  

The insight for his core psychiatric dis-
order is absent, but he admits that now he 
“transformed into the aggressor of his par-
ents”, after being “aggressed” by them all 
this time.

Heredocolateral history is not significant 
in this case. However, the patient’s family 
is a nuclear type one, with rigid boundaries 
and no friends, no social relationships 
outside the family and work obligations. 
The patient is a second child, coming from 
a physiological pregnancy and birth, with 
normal psychomotor development and 
acquisition of expressive language around 
the age of two.

At present he is in highschool, 9th grade, 
with excellent scholar performance up until 
now, but lower performance during the last 
period of time because of absenteeism. In 
what pre-morbid personality is concerned, 
his mother says that the social dysfunction 
and interest in solitaire activities began after 
the 8th grade: “He was a normal child, we 
had no problems with him up until 8th grade. 
I demanded maybe too much from him 
regarding school performance; I don’t know 
what happened to him, he preferred to be 
isolated and didn’t talk to us much.”

On the other hand, contrasting with his 
parents’ sayings, the patients’ memories are 
far more edifying, showing a social disinterest 
that manifested in his early childhood. His 
passion for Pokemon games, chess and 
documentaries about dinosaur species, 
knowing the entire world’s capital cities 
when he was 8 years old, complete the picture 
of certain patterns of restrained interests 
and affinity for details which are specific for 
pervasive developmental disorders. He does 
not remember ever being eager to go out and 

play with other children or being interested 
in social games appropriate for his age. His 
passion for historical literature  manifested 
since primary school, when he says he woke 
up at 6 in the morning to read in the park 
because “there were no people in the park 
that early”. Now he has a rigorous schedule 
for his meals with periods of orthorexic 
rigidity in choosing his food,  this kind of food 
selection manifesting itself in his childhood 
as well: “I used to eat only sandwiches with 
only one kind of cheese.”

DIFFERENTIAL DIAGNOsIs
In order to establish the positive diag-

nosis and a correct differential diagnosis we 
also conducted a toxicological exam which 
came out negative, making us rule out the 
possibility of a psychotic episode induced 
by substance consumption. The neurological 
exam and the EEG were not modified, so we 
excluded any phenomenon associated to ep-
ilepsy and the cerebral CT scan excluded the 
presence of a frontal lobe tumor . The men-
tal state assessment, which included PANSS, 
KID-SCID, CAST and OI-108 tests, provided 
us with sufficient evidence to confirm the 
positive diagnostic of Acute Psychotic Epi-
sode predominant with delusional ideation 
grafted on a Asperger’s Syndrome.

However, the most difficult differential 
diagnosis was with a disharmonic structure 
of schizotypal personality, but the patterns 
of social interaction in childhood and par-
ticularly the patients’ statements clarified the 
diagnosis.

During hospitalization the evolution of 
the adolescent was favorable on antipsychot-
ic treatment with mild improvement of the 
delusional ideas. The affective inversion to-
wards his parents and the persecution ideas 
were still present when he was discharged 
from the hospital, but with lower intensity 
accepting to go home and live with them and 
visit his grandparents when he feels like get-
ting away. 
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Iuliana Dobrescu, MD, PhD, is a Professor 
of Child and Adolescent Psychiatry at the 
“Carol Davila” University of Medicine and 
Pharmacy in Bucharest and the chief of the 
Child and Adolescent Psychiatry Clinic 
in “Prof. Dr. Alexandru Obregia” Clinical 
Psychiatry Hospital in Bucharest.  Professor 
Dobrescu is also the Honorary President of 
RACAPAP (Romanian Association of Child and 
Adolescent Psychiatry and Allied Professions) 
and the Editor in Chief of RJCAPAP (Romanian 
Journal of Child and Adolescent Psychiatry), 
founded in 2006 and 2007, respectively. 

Besides taking care of the chief editorship 
of the RJCAPAP, Prof. Dobrescu has put her 
passion for medical research in the field of 
Child and Adolescent Psychiatry into writing 
numerous scientific papers, as well as several 
books such as Child and Adolescent Psychiatry – 
A Practical Guide (Medical Publishing, 2005), 
The disobedient, restless and inattentive child 

(Infomedica Publishing) and Actualities in Child 
and Adolescent Psychopharmacology (Amaltea 
Publishing). 

In 2011, Professor Dobrescu and her 
team wrote and published the first edition of 
the Child And Adolescent Psychiatry Manual, 
which first started as a review of the Child and 
Adolescent Psychiatry – A Practical Guide, but, 
due to the great volume of the information 
collected, it developed into something more 
than just a review. It became the first manual of 
child and adolescent psychiatry in our country, 
containing pathology-related updated scientific 
information, as well as new approaches in the 
therapeutic techniques used in treating the 
child psychopathology. 

Throughout the years, medical researchers 
in the field of Child and Adolescent Psychiatry 
have discovered new underlying mechanisms 
of pathologies and developed new theories 
and guidelines, the team led by Professor 
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Dobrescu reviewed this new information and 
updated the first edition of the Manual. Thus, 
in 2016, the second revised, and improved 
edition of the Manual of Child and Adolescent 
Psychiatry was published. 

The current edition of the Manual is 
organized in two volumes, containing 26 
chapters, as follows: 
1. Introduction in Child and Adolescent 

Psychiatry
2. Neuropsychomotor Development
3. Clinical and psychological evaluation of 

children and adolescents
4. New Concepts in the field of Child and 

Adolescent Psychiatry
5. Psychoanalysis for children and adolescents
6. Classification and prevalence of mental 

disorders in children and adolescents
7. Intellectual disability
8. Specific developmental disorders
9. Pervasive developmental disorders
10. ADHD
11. Conduct disorder
12. Social functioning disorders
13. Tic disorders
14. Elimination disorders
15. Appetite disorders in children and 

adolescents
16. Anxiety disorders in children and 

adolescents
17. Somatoform and dissociative disorders in 

children and adolescents
18. Mood disorders in children and adolescents
19. Early onset schizophrenia
20. Other emotional and behavioural disorders 

starting in childhood/ adolescence
21. Personality disorders
22. Abuse and neglect of children
23. Substance use related disorders
24. Forensic child and adolescent psychiatry
25. Psychotherapy techniques for children and 

adolescents
26. Psychopharmacological treatment

Among the most remarkable additions 
of the current edition of the Manual are the 
comments related to the changes that the DSM 

5 (Diagnostic and Statistical Manual of Mental 
Disorders) brought to the field of psychiatry, 
compared to the already familiar taxonomies 
described by the DSM IV-TR and the ICD 
10 (International Statistical Classification of 
Diseases and Related Health Problems 10th 
Revision). 

Additionally, the Practical Parameters 
recently published by IACAPAP (International 
Association for Child and Adolescent Psychiatry 
and Allied Professions) were reviewed and 
described for each chapter dedicated to child 
psychopathology in the Manual. 

Another noticeable change brought by 
the second edition of the Manual is related 
to the topic of Personality Disorders which, 
as it is already known, cannot be precisely 
diagnosed before the age of 18. Nonetheless, 
taking into consideration the newest theories 
that explore the neurodevelopmental origins 
and the trajectories of personality traits 
during childhood and adolescence, the author 
considered that identifying and tracking 
these early traits since childhood is of utmost 
importance, especially in developing an 
efficient therapeutic approach. 

The psychopharmacology chapter has 
also been updated according to recent studies, 
guides and therapy protocols, keeping in mind, 
as the author states, the primum non nocere 
principle as well as the current principle in our 
field, which respects a product’s characteristics 
for off-label treatment.  

Taking all of the above into consideration, 
it can be stated that the current edition of the 
Manual of Child and Adolescent Psychiatry is 
a practical, well-illustrated guide for mental 
health specialists and pediatricians and general 
practitioners alike.  The information it contains 
is relevant to all levels of knowledge and 
training, from medical students and residents 
preparing for the specialty examination, to 
experienced physicians who want to keep 
track of the most recent discoveries in our field. 
Thus, it is an essential addition to the library 
of any specialist interested in the field of Child 
and Adolescent Psychiatry. 

book review
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