EDITORIAL Vol 57 (2) 2025 Neurology Bulletin
DOI: https://doi.org/10.17816/nb677141 EDN: QMELLK .

Quasipsychotic Phenomena in Autism Spectrum Disorde

Vladimir D. Mendelevich, Maria K. Nesterina, Veronika N. Konovalova

Kazan State Medical University, Kazan, Russia

ABSTRACT

This article presents a diagnostically ambiguous clinical case of a patient, Yakov, who had been classified as disabled
since childhood due to a diagnosis of childhood-onset schizophrenia with an oligophrenic-like defect. Since the age of 3 years,
he has been repeatedly hospitalized in psychiatric facilities and received antipsychotic therapy. However, during a specialized
psychiatric assessment at the age of 23 years, the diagnosis of schizophrenia was not confirmed, as the observed
psychopathological symptoms did not align with the diagnostic criteria. The initial diagnosis of childhood schizophrenia
had been based on a misinterpretation of behavioral disturbances and symptoms of emotional-volitional deficit: from early
childhood, the patient exhibited low sociability, social withdrawal, lack of initiative, emotional flatness, and a tendency
toward unusual behaviors, along with developmental delays in cognition and speech. Later, his intellectual and speech delays
eventually resolved, but behavioral peculiarities, communication difficulties, infantilism, and a tendency to fantasize and live
in an imagined reality persisted. No clear signs of positive psychotic symptoms were observed. At the time of assessment
at the age of 23 years, communicative difficulties, autistic traits, and speech disorders characteristic of autism spectrum
disorder remained predominant, which led to a revised diagnosis of autism spectrum disorder instead of schizophrenia.
Attention is drawn to the fact that the symptoms observed in the patient—previously regarded as delusional, hallucinatory, or
indicative of disorganized and incoherent thinking—could be interpreted as quasipsychotic, associated with impaired cognitive
information processing rather than true psychosis. The published data were analyzed, and the attention of colleagues was
drawn to the issue of overdiagnosis of schizophrenia and disregarding the possibility of similar symptoms related to autism
spectrum disorders.
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KBasuncuxotuyeckue ¢peHoMeHbl Npu paccTpoicTBax
ayTUCTUYECKOro CNeKTpa

B.[. Mengeneswuy, M.K. HectepuHa, B.H. KoHoBanoBga

KasaHckuit rocyaapcTBeHHbIN MeAMLMHCKUIA YHuBepcuTeT, KasaHb, Poccus

AHHOTALLUA

B cTatbe npuBefEH AMArHOCTUYECKW HEOAHO3HAYHBINA KIIMHUYECKMIA CllyYai naumeHTa SIKoBa, MHBanMaa ¢ 4eTcTBa Mo LuM30-
bpeHnm (aeTckuii TMn, onurodpeHonofobHbIA AeeKT), KOTOPbIA C TPEXNETHEr0 BO3pacTa HEOAHOKPATHO roCNUTaNU3MpoBarn-
€A B NCUXUATPUUECKUE CTaLMOHAphI, MPOXOAWUN aHTUNCUXOTMYECKYI0 Tepanuio. Mpu cneuranbHoM obcneioBaHUM B BO3pacTe
23 neT nMarHo3 «Lwu30dhpeHns» He NOATBEPAMACA, MOCKONbKY He COOTBETCTBOBAN HabnloAaBLUENCA KapTUHe ncuxonarto-
nornyeckux cumntomoB. KoHcTaTupyeTtcs, YTO AMarHo3 «[eTcKas Lm3odpeHns» Obin BbICTaBNEH MALMEHTY HAa OCHOBAHMM
OWwMB0YHON MHTepnpeTauun HabmnoaaBLIMXCA PacCTPOACTB MOBEAEHWS M CUMMTOMOB «3MOLMOHANBHO-BONEBOT0 AedeK-
Ta» — ManbuuK C AeTcTBa bbl ManoobLMTENbHBIM, HEMIOAWUMBIM, Be3bIHULMATUBHBIM, 6e33MOLMOHANBHBIM, Bbin CKIOHEH
K COBEPLUEHUIO «CTPaHHBIX» MOCTYMKOB, 0TMEYanach 3afiepxKa NCMXMYECcKoro U peyeBoro passuus. B fanbHeliweM otcTa-
BaHWe B WHTENNEKTYalbHOM W PEYEBOM Pas3BUTMM ObiNO NIMKBMAMPOBAHO, OJHAKO COXPAHANNCL «CTPAHHOCTU» MOBELEHMS,
KOMMYHUKATMBHbIE CITOKHOCTH, MH(AHTUIN3M, a TaKKe CKIOHHOCTb K (haHTa3MpOBaHMIO U WU3HW B BbIMbILLJIEHHON pealib-
HocTh. OTYETNMBOM NO3MTUBHOM MCUXOMATOMOMMKM He perucTpupoBanock. Mpu obcnepgosaHuy AkoBa B 23-neTHeM Bo3pacTe
AOMVHMPYIOLLMMM 0CTaBanMCb KOMMYHWUKAaTUBHbIE CNIOKHOCTH, ayT3auus U paccTpoiACTBa peuu, crneuuduuHble ans pac-
CTPOICTBA @yTUCTMYECKOrO CMEKTPa, YTO NO3BOJUIIO BbICTABUTL MY aHHbIA JUarHo3 B3aMeH A1arHo3a «iumsodperus». 06-
paLLeHo BHUMaHME Ha To, 4TO 0OHapyKMBaBLLMECS Y NaLMEHTA CUMNTOMBI, PaCLIEHEHHbIE KaK bpefioBble, raloLMHATOPHbIE,
a TaKkXKe pa3opBaHHOCTb M BECCBA3HOCTb MBILLIEHUS MOXHO BblI0 TPAKTOBATh KaK KBA3WUMCUXOTUYECKME, CBA3AHHbIE C Hapy-
LLEHWEM KOTHUTUBHOM NepepaboTky UHDOPMaLMK, a He KaKk ncuxoTudeckue. [poBeféH aHanu3 AMTepaTypsbl U NPUBEYHEHO
BHMMaH1e Komner K npobneme runepAMarHoCTMKY LUM30(PPEHUM U UTHOPUPOBAHUA BO3MOXKHOCTU CXOAHOW CUMMTOMATMKY,
OTHOCAILLEICA K paccTpOCTBaM ayTUCTMYECKONO CMeKTpa.

Kniouesble cnoBa: paccTpoicTBa ayTUCTMYECKOrO CMEKTPa; LUn3odpeHms:; Wwi3odpeHOoPOpMHbIA NCUX03; KBA3MMCUXOTUYECKUE
paccTponcTBa.
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AYTM3M CNeKTpbl Taﬁl'lblﬂbll.l.lﬂapbl BaKbITbiHAArbl
KBa3UNCUXOTUK dJEHOMEHHap

B.[. Mengeneswuy, M.K. HectepuHa, B.H. KoHoBanoBga

KasaH gaynat MeauumHa yHusepcuteTsl, KasaH, Poccua

AHHOTALLUA

Mokanaps 6anadaktaH Wwwu3odpeHus byeHya MHBaIMANLIrbI OynraH (bananap Tmbbl, onurodpeHusacbiMaH gedekt) Axos
Ucemne NauMeHTHbIH, AMArHOCTUK SIKTaH Tepnieya annatbipra byna TopraH KIMHUK 04parbl KUTepena, Y ey sileHHaH bep-
HMY3 TamKbIP NCUXMATPUS CTaLMOHAPApbIHA FOCMIUTANM3ALMANSHIBH, aHTUMCUXOTUK TePanus y3raH. 23 sleHAd Maxcyc TUK-
Lepy BaKbITbIHAA "LWM30¢peHNs” AMarHosbl pacfiaHMaraH, YeHKM Ky3aTenraH MCMXOMaToNorMK CUMNTOMHAp KapTuHachiHa
Typbl KUNMaraH. «bananap wmusodpennsace» AMarHo3bl MauMeHTKa Ky3aTenrsH TapTun 6o3ynapbiH haM «3MouMoHanb-mx-
Thip AedEKTbI» CUMMTOMHAPbIH ANTbILL MHTEPNPETALMANSY apKacblHAA KyenraH — Manaii 6anadakTaH yK a3 apanallyyaH,
KeLLenapfaH YATBLLYYSH, MHULMATUBAChI3, IMOLMANBPTa ApAbl OynraH, NcuxuKkacbiHaa ham ceiinaMeHaa A3 TOTKapJbIK-
nap Ky3aTenraH. Anra Taba uHTennekTyanb ham ceiinaM ycellenaare apTTa Kanynap betepenca Aa, y3-y3eH TOTbIWbIHAA-
bl «C3epreKnap», apanawypaarbl npobneManap, UHQaHTUAN3M, LWYNaii YK yinan Ybirapbinrad YbiHOapnbikTa Away, daH-
Tasusnapra bupeny Kebek Gunrensp caknaHbin Kana. AublK YarbiiraH MO3WTMB MCUXOMATONOMMUA Ky3aTeNIMU. 23 ALbNieK
BaKbITbIHAA TUKLLEPraHAa apanallyaarbl KbleHnblkiap ham ceiinaMm Tainbibilwnapbl Kebek ayTuaM creKTpblHa xac bynraH
TalNbINbILNGP 6CTEHNEK UTYe SIKOBKA «LUM30(PEHMs» [OMarHO3bl YpbiHbIHA 8nere AMArHo3Hbl Kysipra MeMKMHNEK bupa.
Catawynap, ranniounHaumsnap. ¢uKepnapHeH, e3eknere, 6alinaHelucesnere avn 6asNaHraH CUMNTOMHAPHBI NCUXOTUK
AN TYref, @ Marb/lyMaTHbl KOTHUTUB 3LLKapTYAare Tannbibiunapra baiine KBasvMncuxoTuk Gunrenap bynapak annatbipra
MBMKUH BynraHnbirbl KypcaTena. MaHHM Xe3MaTniapra aHanM3 scana, Wn3ohpeHus runepararHocTUKackl npobnemachbiHa,
ayTM3M CNEKTPbI TaMMbbILLNapPbIHA KaparaH oXLuall cUMnToMaTiKara urbtubap toHantens.

Ten TeweHYanap: ayTU3M CMEeKTPbl TalMblbILLNEPbI; WKW30dpeHns; WwWirsodpeHns dopMackiHAarbl NCUX03; KBa3UMNCUXOTUK
TanmblbILLNAP.
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EDITORIAL

The controversy surrounding the potential
for schizophreniform psychosis in individuals diagnosed
with autism spectrum disorder (ASD) has remained unresolved
for many years [1-12]. Recently, the discussion has become
even more pressing, as there has been an increased incidence
of psychotic symptoms in patients with ASD, which are often
interpreted as symptoms of schizophrenia, particularly in cases
of high-functioning autism (Asperger syndrome) [13-22].
The available evidence suggests that up to 34.8% of patients
with ASD may experience psychotic symptoms, and symptoms
of autism can be observed in 3.6%-60% of patients
with schizophrenia [13]. The primary problem is the difficulty
of differentiating between psychotic and quasipsychotic
symptoms, which consequently hinders the differential
diagnosis of ASD and schizophrenia. The secondary problem
concerns the reliability of conclusions related to the presence
or absence of self-reported delusions and hallucinations
in patients with ASD, considering that cognitive distortions,
impaired cognitive processing of experiences, impaired
self-awareness, and disruption in reality testing are typical
for this patient population. A significant question that remains
unanswered is whether ASD is associated with specific forms
of schizophreniform psychoses, or they are rather indicative
of comorbid schizophrenia. These are not merely academic
concerns, as the decision regarding drug treatment can have
a significant impact on the patient’s well-being, especially
in cases where schizophrenia is diagnosed instead of ASD
and antipsychotic therapy is indicated. This article presents
a diagnostically ambiguous clinical case of 23-year-old
Yakov,' who had been classified as disabled since childhood
with a diagnosis of childhood-onset schizophrenia (childhood
onset, oligophrenic-like defect). He has a history of epileptic
absence seizures. Since the age of 3 years, he has been
repeatedly admitted to psychiatric facilities and received
antipsychotic therapy. At the age of 23 years, the diagnosis
of schizophrenia was reevaluated. The treating psychiatrists
were firmly convinced that the young patient’s clinical
symptoms included both negative and positive psychotic
symptoms, such as hallucinations and delusions.

Yakov, 23 years old. At the time of the expert
examination and clinical case conference, the patient
was admitted to a day patient department of a psychiatric
hospital for treatment of inappropriate behavior that had
been observed in the context of conflicts with his parents
and pneumonia. The patient talked to himself, expressed
suicidal thoughts, and chose paradoxical suicide methods
(e.g., “freezing outdoors, eating inedible food”).

Patient’s life and medical history (based on medical
records and parents’ reports) The patient was born
from a second pregnancy complicated by adverse outcomes.
From week 20 of gestation, the mother experienced

! The name is changed.
2The name is changed.
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hypertonic uterine. She delivered (first labor) at 40 weeks'
gestation by emergency caesarean section performed
for a narrow pelvis. A long time elapsed from the rupture
of membranes to delivery was documented. The infant’s
birth weight and length were recorded at 4 kg and 57 cm,
respectively, with Apgar score 7/8. On day 3, the infant
was successfully attached to the breast, and on day 8,
the mother and infant were discharged from the hospital.
Breastfeeding was continued until the infant's 9th month
of life. His mother is a police officer, and his father works
as a journalist. The patient has a positive family history
of mental illness. His younger brother had been diagnosed
with childhood-onset schizophrenia. Additionally, his father's
brother committed suicide, but had not received psychiatric
care. Yakov's developmental history included mental delays.
He did not engage in eye contact or demonstrate interest
in toys. He was mainly indifferent when walking outdoors.
However, his mood brightened noticeably whenever he was
in the company of his family members. He smiled and laughed
only when tickled. He failed to respond or exhibit any
emotional engagement with his parents’ facial expressions.
The patient’s physical development was appropriate for his
age, but he was awkward in movement, often stumbling
and falling. By the age of one, he began to articulate individual
words, but after a surgical procedure for inguinal hernia
under general anesthesia, he fell silent again. The ability
to speak recovered by the age of 2.5-3 years. He attended
child care centers, where he experienced significant difficulty
in his adaptation. He demonstrated a strong reluctance
to attend kindergarten, which led to significant emotional
distress, as evidenced by his crying. He was mostly alone
in the children’s group and communicated only with adults.
The patient’s gaming activities were characterized by playing
alone with a tendency to engage in object manipulation, such
as rolling a car on the floor or resting his head against hard
objects. He gradually adapted to the children’s team and started
following the established routine. In the classroom, he
started assimilating the material, but only through imitation.
The patient’s self-service skills were poorly developed, and he
required assistance from a caregiver or parents. When Yakov
reached the age of one year and seven months, his brother
Valery? was born. At that time, the boy's behavior became
more childish, imitating his brother’s actions and displaying
symptoms of motor anxiety and protesting, such as “taking
away the stroller, slamming doors, and taking toys away.”
Subsequently, he started to demonstrate feelings of jealousy
toward his brother.

Starting from the age of two, the patient experienced
intermittent episodes of absences, which were characterized
by repetitive eye rolling for several seconds, occurring up to ten
times a day, and short-term episodes of blepharoclonus
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and posturing. Consequently, he was admitted to hospital,
where he was diagnosed with childhood myoclonic
epilepsy with absence seizures. Electroencephalography
showed slow-wave activity and bilateral spike-wave bursts.
After discharge, he received a maintenance anticonvulsant
therapy (ethosuximide), and his condition improved
over time. Seizures became less frequent, occurring only
up to twice a day, but they lasted longer. The seizures
resolved by the age of three years, and the anticonvulsant
therapy was subsequently discontinued. During his
childhood, he sustained a series of injuries that required
surgical intervention, for which he underwent eight surgical
procedures under general anesthesia.

His first visit to a local psychiatrist occurred at the age
of 3.5 years when the child was presented with unsociability,
speech delay, and behavioral abnormalities. From
that time onward, he has been periodically assessed
in a neuropsychiatric hospital with a diagnosis of mental
retardation and autism. He received some general
treatment. At the age of four years, Yakov's comprehension
of speech was still underdeveloped. His own speech was
characterized by single syllables and a mumbling articulation.
The period of vocabulary expansion occurred simultaneously
with the onset of stuttering. This period was characterized
by a series of unusual physical actions, such as swaying
his arms, tiptoeing, tapping on his ears, lip smacking,
and mumbling words. At the age of five years, he was
examined by a speech therapist, diagnosed with speech
delay, and was therefore transferred to the speech therapy
group in the kindergarten. At the age of six years, he became
more diligent and attentive, and started to learn letters
and attempted to put them into syllables.

At the age of eight years, the patient was admitted
to the neurological department of a children’s hospital,
where he was diagnosed with residual brain injury
accompanied by asthenic-neurotic syndrome and mental
delay. Approximately 1.5-2 years later, he was hospitalized
in a psychiatric facility for the first time, where he underwent
a psychiatric assessment to clarify the diagnosis. His
mother reported that Yakov experienced fatigue, tearfulness,
and stereotyped motor behaviors involving his head and arms.
Additionally, he demonstrated significant passivity, avolition,
emotional blunting, and social withdrawal. After a thorough
clinical assessment, he was diagnosed with childhood-onset
schizophrenia and was classified as disabled. To confirm
the diagnosis, he visited the Scientific Center for Mental
Health of the Russian Academy of Medical Sciences, where
clinicians suspected schizophrenia with early-onset residual
organic disorder of the central nervous system. Psychological
assessment revealed a significant developmental delay
of basic cognitive functions, characterized by a complex
interplay of mental impairment and dissociative cognitive
dysfunction. Additional findings included deficits in voluntary
activity regulation, motivational disturbances, stereotyped
behaviors, and infantilism. The patient demonstrated
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significant behavioral negativism and impairments
in social adaptation. Based on clinical assessments, he
was diagnosed with childhood-onset schizophrenia
(F20.8183) with oligophrenia-like defect, asthenic
syndrome, and catatonic syndrome. The treatment included
trifluoperazine (12.5 mg/day), fluvoxamine (50 mg/day),
clozapine (25 mg/day), periciazine (4 mg/day),
chlorpromazine (50 mg/day), and valproic acid (75 mg/day).
The patient demonstrated significant clinical improvements
after the initiation of treatment, including enhanced social
adaptation, reduced anxiety, more active participation
in group activities, and improved performance. His
progress was evident through improved comprehension
of verbal instructions and expansion of expressive language
(e.g., transitioning from single words to sentence-level
communication). Additionally, he engaged more actively
in group interactions, exhibited reduced psychomotor
agitation, and achieved greater independence in daily living
skills.

At the age of eight years, the patient was assessed
by the municipal medical-pedagogical commission
to determine appropriate educational assignment.
Although his mother reported initial recommendations
for regular schooling, concerns were raised regarding his
ability to progress beyond elementary-level curriculum
and potential adaptive difficulties. Consequently, he
was enrolled in a learning disability school, where he
achieved satisfactory learning results. He had no peer
relationships, demonstrated poor sustained attention,
frequent memory lapses, and rapid mental fatigue. Yakov's
behavioral and cognitive profile (Grade 4): “Yakov's behavior
is characterized by his introverted, compliant, and well-
mannered demeanor. However, he easily becomes upset
and cries frequently. He displays minimal social engagement
with classmates and occasionally shows displeasure
through growling. During space time and after-school care,
he actively seeks isolation, retreating to empty spaces
where he engages in self-directed whispering. His behavior
during classroom activities is predominantly passive, and he
frequently engages with internal sensory experiences, often
raising questions that are not directly related to the lesson.
However, Yakov demonstrates good reading and retelling
skills. He transcribes dictated material adequately,
but consistently omits sentence-initial capitalization following
terminal punctuation. He shows an ability for rapid acquisition
and recalling of poetic texts. Yakov performs arithmetic
operations within 100 and knows the multiplication table.”

Repeated psychiatric hospitalization at the age of nine
years was required for the onset of motor stereotypies
(repetitive arm and head movements), jumping up and down,
talking to himself in whisper, tearfulness, and fatigue.
His range of interests was severely constrained, and his
social functioning was limited exclusively to his brother.
The patient exhibited intermittent blunted affect, limited
range of facial expressions. He demonstrated significant
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delays in self-care skills that were significantly
below the expected development for his age. Amorphous,
disorganized thinking was combined with frequently
non-substantive speech patterns. His intellectual
functioning was assessed as below normal. Diagnostic
evaluation confirmed childhood-onset schizophrenia
with an oligophrenic-like defect. A speech therapist
diagnosed level Ill general speech underdevelopment
complicated by mild neurosis-like mixed stuttering. His
treatment included valproic acid (300 mg/day), ethosuximide,
risperidone 0.5 mg, and trifluoperazine 2.5 mg. Outpatient
psychiatric follow-up maintained antipsychotic therapy
with risperidone 0.5 mg twice daily. During treatment, clinical
improvement was noted, with normalized sleep patterns
and more organized behavior. During leisure periods,
the patient was engaged in such activities as computer
gaming, grocery shopping, and waste disposal. However,
there were occasional instances of inappropriate dancing
behavior and persistence in talking about cartoons. Parents
reported decreased emotional vulnerability and reduced
crying. Electroencephalographic findings were characterized
by predominant alpha activity, with slow- and sharp-wave
components in the right occipital region. Periodic
high-amplitude sharp potentials (up to 150 pV) were observed
predominantly in right hemispheric leads. Hyperventilation
induced bhilaterally synchronous, slow bursts in the frontal
region followed by post-hyperventilation polymorphic
sharp potentials and poorly defined complexes in the right
occipital area. The examination identified pathological activity
and excitability patterns originating from mediobasal temporal
regions, with more significant abnormalities on the right side,
particularly in the occipital region. These findings suggested
epileptiform activity.

Yakov's behavioral and cognitive profile (Grade 9, learning
disability school): “The boy's cognitive and social functioning
are characterized by frequent pensiveness and absorption
in internal thoughts, often appearing disconnected from his
immediate environment. During lessons, he poses questions
irrelevant to the topic discussed. He often avoids answering
the direct questions, but gives rehearsed, memorized
information. E.g., when asked to name Russian cities,
he instead recites: ‘The Russian Federation is the largest
country in the world, its length is ...". He is often distracted.
Socially, he remains detached from peers. Between classes,
he engages in repetitive behaviors, including pacing while
muttering to himself and swaying with his hands. When
provoked by other children, he reacts aggressively, at times
striking them. He is supersensitive to criticism and can start
crying. Notably, he lacks typical aversion responses and can
eat food picked up from the floor or ground.”

At the age of 18 years, Yakov underwent another
psychiatric hospitalization for a comprehensive mental
evaluation for his disability assessment and in response
to persistent concerns of his parents regarding his ongoing
clinical symptoms, such as distractibility, fatigue, social
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withdrawal, emotional blunting, self-directed speech,
and persistent retelling of game stories. Additionally,
hand tremors, inappropriate smiling episodes, functional
dependency, and highly selective social engagement were
reported. Experimental psychological assessment revealed
mild mnestic disturbances, attention fluctuations combined
with reduced motivation, impaired operational component
of thinking process, signs of stereotypy, reduced goal
orientation, abnormal generalization processes, and subjective
judgment formation. A concurrent speech pathology
evaluation diagnosed organic dyslalia and phonasthenia.
A comprehensive clinical assessment confirmed the diagnosis
of simple-type schizophrenia, characterized by continuous
progression with predominant emotional-volitional defect.
The maintenance treatment included risperidone 2 mg/day
and perphenazine 4 mg/day. Upon discharge, the patient
demonstrated poor treatment adherence.

Yakov's (18 years) functional assessment based on his
mother’s report: “Being medically healthy, Yakov can maintain
his personal hygiene. However, he exhibits disinterest
in self-care activities, failing to recognize if he is dirty or
has unpleasant body odor. He exhibits a lack of self-initiated
hygiene behaviors. He brushes his teeth, takes a bath, or
makes his bed only after a reminder, and when he attempts,
he does not perform them properly. During bathing, he
often merely wet himself without using cleansing agents.
Sometimes, he requires help to complete basic hygiene
tasks. His spatial navigation capacity demonstrates rigidity,
with good orientation limited exclusively to well-established
routes. He fails to use navigation aids such as smartphone
applications, either attempting their use, but being
unsuccessful. The patient's engagement almost exclusively
focused on computer gaming activities. Psychomotor
evaluation reveals poor fine and gross motor skills,
with a tendency to sprawling handwriting. All movements
appear clumsy and hesitating. The patient demonstrates
negative attitude to household chores (dusting, floor washing,
dish cleaning), performing tasks only under persistent
reminders. His shopping behavior is characterized
by adherence to predetermined shopping lists and accurate
return of change. He demonstrates an inability to make
independent product selections. He may leave appliances
such as the gas stove, light, or iron operating, or he may
leave the refrigerator door open. During puberty, he developed
a strong wish to hug his mother, but he had always avoided
any physical contact before.”

At the age of 18 years, Yakov began his studies
at the College of Entrepreneurship and Small Business.
Yakov's behavioral and cognitive profile: “Yakov is undergoing
vocational training in a specialized program, obtaining
qualification of a shoe assembly worker. During his training,
he demonstrated adequate skill acquisition. His behavior
is characterized by persistent social withdrawal. He exhibits
significant limitations in work capacity and productivity,
with pace of work being below normal levels. He requires
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continuous guidance and assistance from the foreman. He
makes progress in his vocational training program. However,
despite all efforts, he has learning difficulties. He gets tired
quickly and can fall asleep. He exhibits slowed cognitive
processing. Between classes, he consistently withdraws
from group interactions, and exhibits motor stereotypy.”
During his vocational training, he successfully obtained two
qualifications (shoe assembly worker and baker). At the age
of 22 years, he was employed as a cleaner at a fast-food
restaurant, where he has continued working to the present
day. His job performance has been satisfactory, with no
complaints from his employer. However, as reported by both
the patient and his mother, he exhibited unusual behaviors,
i.e.,, he ate leftover food from the waste compactor,
explaining that he “felt sympathy for homeless people.” After
being admonished at work, he discontinued this behavior.
The patient lives with his parents and younger brother
in a comfortable apartment with all services and utilities.
He had a 5-year gap in psychiatric follow-up and treatment.
Yakov was admitted to the psychiatric day hospital following
an acute worsening of his mental status. In this episode,
physical signs (fever and antibiotic therapy) were accompanied
by psychiatric symptoms, such as sleep problems, self-
directed speech, and ideation self-reported by the patient
as ‘| felt like my mind had snapped: there was depression
and suicidal thoughts, even though I'd never felt anything
like this before.” He believed his parents were treating him
unfairly, so he left home one day in November wearing
only a light jacket. He did not take his phone, money, or ID
and wandered the city for six hours, convinced he deserved
to die. The patient presented to his grandmother’s house,
begged her to cover the windows and hid the apartment
keys, convinced someone was spying on them. During
the acute episode, the patient looked frightened, his speech
as disorganized. The speech content was characterized
by the “word-for-word reproduction of Wikipedia fragments.
He recited passages about monotheism and polytheism,
switching to discussions of organ transplantation.” The patient
was engaged in stream-of-consciousness speech, expressing
numerous grievances against his parents. This rapidly
transitioned to self-accusatory statements accompanied
by persistent apologies and uncontrollable crying, which
was not typical of him. The patient disclosed intentional
consumption of waste at his workplace, stating this was
a suicidal act. Then, he became either mute or minimally
responsive, answering questions only in monosyllables,
as if “two personalities coexisted in him.” The patient was
initially admitted to a general medical facility with a diagnosis
of moderate community-acquired right-sided polysegmental
bronchopneumonia. Following discharge, his mental status
remained unstable, characterized by persistent distractibility
and impaired task execution (e.g., he could discard food
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instead of putting it in a refrigerator). He frequently grasped
his head with hands. He created multiple accounts on his
phone but lost access to them due to forgotten passwords.
He also visited adult websites and periodically became
introverted, talking to himself. A week before visiting
psychiatrists, he was not able to cope with his work duties;
he was transferred to shorter shifts, occasionally left work
voluntarily, and wandered aimlessly outdoors.

Mental status on admission. Despite his fussy behavior,
he maintains a neat appearance. He tends to avoid eye
contact, often sitting with his head down and pressing
his fingers against the bridge of his nose, explaining that
“he has discovered the art of capturing the light in his eyes...
light is an epiphany ..." He also mentions, “I've found beauty
in cars.” His facial expressions are minimal; however,
he occasionally smiles or frowns without an obvious reason.
While he does pay sufficient attention during conversational
interactions, he typically maintains a limited level
of engagement. His responses are often random, and he
frequently responds with lengthy monologues composed
of memorized lines from comics and cartoons. His voice
is monotonous, lacking emotional inflection, and his
speech has a chant-like intonation. His mood is well-
balanced. The patients exhibit an inability to attain critical
insight. Thinking is characterized by fragmentation
and diversity, accompanied by tangentiality. The patient
reports experiencing a series of auditory hallucinations
of deceased relatives, specifically his grandfather Minka
and great-grandmother Marusya. He also explained that
he had previously experienced similar auditory phenomena
(“voices”) when the portal was opened by the God. However,
“when the portal closes, these voices disappear.” These
voices say: “Use your superpowers wisely.” Additionally,
he reported auditory experiences involving “voices
of well-known characters, both real and mythical, including
Lucifer and fallen angels.” The patient describes these
internal voices as providing him with “solace and uplift".
He says: "..the voices make me feel better. They're
like demons or outcasts, just like me, but they couldn’t
break through my mind. They couldn't figure anything out
about me. I'm like Bruce Wayne.*"

On the first day of hospitalization, the patient exhibited
signs of agitation, characterized by restlessness,
head-clutching, and skipping from side to side. He could
not sit still, while circling around and talking to himself. His
condition was stabilized with 0.5% intramuscular haloperidol
(1.0 mL). Then, the patient was switched to risperidone 4 mg
daily. Risperidone therapy improved his behavior; however,
he continued to experience social withdrawal and did not
communicate with others in the department. In his leisure
time, he listened to songs, watched anime, played video
games, and sometimes whispered to himself.

3 Bruce Wayne (Batman) is a character from the DC Extended Universe, based on the eponymous character from DC Comics.
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The following is an example of conversation:

“Explain why you are going to the day hospital.”

“Garbage makes me feel bad. It starts to hurt my blood,
but I mended my ways when | told my mother. | also took
out my anger on the people | cared about because | had
been humiliated by my father, so | tried to be stronger.
The negative part of me reminds me of the bad things. | got
up to nonsense. | ran away from home, trying to get away
from society because | felt resentful about my father, and |
made him depressed.”

“Tell me about the ‘voices’ you have heard.”

“l heard ‘voices’ when | was touched by a demon that
took over my mind. In my head, | have ‘voices’ of well-
known characters, including angels, demons, and others
from mythology, such as Lucifer and fallen angels.”

“How did you know it was a demon?”

“He looked at me like an angel, with calmness, when |
was walking and also sitting on the swing.”

“What did he look like?”

“Like a man.”

“How did you know he was an angel?”

“I looked away, and he vanished.”

“What did Lucifer say?”

“He told me to go to the left because | was obsessed
with the antagonist.”

“Do you hear a voice coming from inside your head or
from outside?”

“When | don't have anyone to talk to, | talk to myself.”
(turning away and whispering quietly)

“You talked to yourself at school. How would you explain
that?”

“I talked to the voice of reason.”

“What kinds of things did you discuss?”

“Interesting gaming things, such as Warhammer," villains,
and Warhammer 40k. The villains as antagonists were all
very interesting.”

“What do you think about your relationship with your
father?”

“I respect him, but he is weak and cowardly, yet also
brutal. He married my mother because she is a sunny
optimist. He tried to break into my account. He thinks I'm
doing the wrong thing. He reset everything to factory settings.
He says | can't be trusted. | disappointed my mom, dad,
and brother Valery.”

“Do you think you need treatment?”

“Yes, | think | do.”

“Why?”

“I'm undergoing rehabilitation.”

“Why did you leave home without taking your daily dose
of drugs?”

“l was in a hurry to see my grandmother.”

“ Warhammer is a military tactical game.
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Comparative characteristics of the brothers Yakov
and Valery.® As reported by their parents, the brothers share
several characteristics, including mental retardation (coherent
phrasal speech since the age of eight years, following
hospitalization during which they received treatment),
social withdrawal, cognitive decline, an obsessive interest
in their own interests, a negative perception of strangers,
and sensitivity to changes in the environment, expressed
through outbursts in response to new teachers. Valery's
actions and behaviors exhibited a striking similarity to those
of his brother, mirroring them closely. During early childhood,
interaction between the two was minimal, as they played
in different areas of the room. Valery demonstrated a strong
bond with his older brother, acting as his protector; he could
have a fight with those who mistreated him. In contrast, Yakov
exhibited a notable absence of affection and warmth toward his
brother. At school, Yakov demonstrated a particular interest
in abstract, unreal concepts, yet he lacked the dexterity
to engage in crafting activities. His fine motor skills were
consistently weak, as evidenced by his difficulty in tying his
shoelaces. Valery's creative inclinations were expressed
through handcrafting, particularly the construction of elegant
vessels and other decorative objects. During his college
years, Yakov demonstrated signs of irritability and aggression
toward his brother. Despite his physical superiority, Valery
chose not to engage in self-defense. Recently, Yakov “has
revised his attitude toward Valery, and has started to thank
him for his kindness and care.” The brothers have become
more open with each other, and their discourse has noticeably
matured. They both attend the gym, but it is evident that
Yakov adopts a more passive role there. Currently, they are
employed in the same fast-food restaurant, though they
are on different shifts. Valery also demonstrates a higher
level of adaptability, concentration, and performance,
and he is more open to receiving guidance. Yakov refuses
to acknowledge his missteps, exhibiting a notable degree
of obstinacy. They both consider themselves to be mentally
healthy.

Due to the ambiguity of Yakov's clinical symptoms,
a clinical case conference involving several dozen
psychiatrists was held.

Mental status (at the time of the clinical case conference).
The patient entered the examination room with an irregular
gait, walking with his legs wide apart and exhibiting a lack
of coordinated movement. His facial expressions were
minimal and remained unchanged during the conversation.
From the start, the patient's monotonous, “robotic” speech
was noted. He was speaking loudly and distinctly, yet his
speech was devoid of any emotional expression. At the end
of each phrase, he raised his voice unnaturally, which made
him sound irritated. However, when faced with direct questions

5 Valery was diagnosed with the same mental disorder as Yakov, i.e., childhood schizophrenia.
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of whether the professor's questions had offended him, he
firmly denied it, stating that he was totally calm. Every time
he articulated, he did not accentuate specific syllables, so
it would be inaccurate to assert that his speech was chanted.
It was perceived that he was reciting memorized phrases,
attempting to provide a complete response to the question.
However, Yakov's responses demonstrated a remarkable
level of accuracy and sophistication, incorporating adult
and at times scientific language. This style of presentation
conflicted with his outward displays of childish behavior.
When he was choosing answers to questions, he usually
avoided eye contact with the other person, instead directing
his gaze to the floor.

The following is an example of conversation:

“What is empathy?”

“Empathy means understanding other people’s feelings,
showing compassion, and entering into someone’s feelings.
It means listening to and understanding others so that you
can comfort and accept them, including their irritation,
sadness, and emptiness.”

“Where did you learn this definition?”

“l have a lot of meaningful conversations with smart,
interesting people, like my classmate Ilyaz. | have gained
valuable experience listening to people, accepting them,
and focusing on what they say, especially when it comes
to deep hearty talks with Valery and my grandma.”

“Are you empathetic?”

“Yes, | listen carefully. | ask a question to respond, or
| answer to disagree. | often answer in silence, agreeing
with what has been said. | can make eye contact, but I'm
not very confident around strangers or people | don’t know.”

“What are your plans for the future?”

“In the future, all | have to do is go to work until | retire,
move to a new apartment to start a new life even better
than the old one, and live with grandma while she is alive.
When she dies, we will follow her to her grave and solve
the apartment issue.”

“What does it mean to ‘rise to the occasion’?”

“Let's say you want to share your opinion, and someone
interrupts you, and you get irritated. You suffer, and eventually,
you'll have an outburst. But | keep my cool no matter what.
Valera takes everything for granted.”

When he talks about himself, he uses sophisticated
language to avoid missing any details: “All that happened
to me were paranoid, annoying thoughts. If | die, | will
disgrace myself to the public. | will tarnish my reputation.
| used that name because | was paranoid, and then | changed
my mind when dad wouldn't let me lie. He never let me lie
about our Soviet government. | argued with dad to show him
my feelings.” When asked about the “voices,” he says, “I've
been talking to myself for so long that the voice of reason
has acquired its own personality. This is my alter ego, who

¢ A character of The Lord of the Rings.
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| prefer to call Artyom. | had a classmate named Artyom.
He was amazing. My grandfather's name was also Artyom.
My alter ego started living his own life, he was growing
and insinuating, in a way that clearly demonstrated his power,
as Sauron® showed everyone that he had power, no matter
who he transformed into, and it felt like he was controlling
me. | didn't want to believe in miracles, but | saw the beauty
in simple things when | saw a miracle and truly believed
in it. | suffered from schizophrenia, which made it hard
for me to step outside my comfort zone, but compared to my
brother, it was much easier for me. Even though he looked
impressive, Valery always seemed weak and not confident.
He wanted to show everyone his true character, and he
behaved dreadfully. | have always taught Valera the best
example of how to ignore peers.”

He admitted that he wanted to die because he was having
conflicts with his father. He described the episode when he
left home in the cold autumn weather wearing a light jacket.
He said: "..it was my malicious plan to commit suicide.
| started listening to fictional stories, and started harboring
a malicious plan. Then | changed my mind when | thought
about my grandmother, and | admitted that | had infected
my blood, spoiled it with leftovers. They helped me recover.
| thought | had nothing to lose. | was so desperate that | was
overwhelmed by darkness. My life was a dark and terrible
journey because my family was torn apart by conflict. It was
necessary to overcome our disputes and find common
ground for the sake of friendship, peace, and love." He
described the concept of “love” as follows: “First of all, love
is expressed through caring for others, providing emotional
support, and being concerned about their well-being. Love
differs from sympathy in the sense that when you fall
in love with someone, you want to build a relationship, have
dates, share feelings, secrets, and build bridges. Sympathy,
on the other hand, is just positive feelings when you appreciate
beautiful and pretty girls. When | was a child, I liked Diana,
a very sweet, easy-going, and positive girl from my class
who took everything very seriously, so | found her cute.
We were such good friends.” When asked how he would
know that he liked someone, he replied: "...if a girl charms
me, speaks from the heart, follows my lead, and listens, I'll
try to get closer to her. When it comes to communication,
| am attentive, persistent, intelligent, persuasive, honest,
open, easy-going, cold-blooded, diligent, and hardy."

In the conversation, he said that sometimes he “got
up to nonsense” and behaved in a strange way, especially
when he ate leftovers or thought of his own death. He
was utterly convinced that he had witnessed two miracles.
The first occurred when he saw an “angel” sitting on a bench
in the playground. The remarkable nature of this occurrence
was further underscored by the fact that the entity vanished
the moment Yakov turned away. He believes that this
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unusual and wonderful phenomenon of “image fading”
suggests something extraordinary. The second occurrence
he considers a “miracle” happened to him on a trolleybus
when passengers also disappeared at the moment when
he was distracted for a short time. In such moments, he
reports no feelings of fear, but rather amazement. He refuses
to accept the logical explanation of the events (the angel left;
the passengers got off at the bus stop).

Yakov also reports being accustomed to mental self-talk,
posing and answering questions to himself, which can
explain his lips moving and whispering some words. This
practice provides him with a deeper understanding of his own
experiences and the external circumstances he encounters.
When he mentioned the presence of internal voices
in his head, he was essentially referring to the phenomenon
of talking to himself. However, he confirmed that there was
an episode (during a period of fever) when he believed
that he was watched for and that he might be targeted
for persecution. This phenomenon was transient, subsiding
promptly upon the resolution of pneumonia. A conversation
with the patient ruled out the presence of any cognitive
impairments, delusions, or hallucinations.

Psychologist's conclusion. Specific disorders that affect
the motivational and volitional component and general
activity are accompanied by impaired personal motivational
and operational components of thinking as a part
of schizophrenic pathopsychological symptom complex.
These disorders are characterized by weaker critical thinking
and an intelligence quotient (IQ) of 80 points or less, which
is classified as mild cognitive impairment. The personality
structure may also be associated with emotional immaturity,
rigidity, significant emotional lability, impulsivity, and reduced
control. Irrational manifestations and difficulties in social
adaptation are potential outcomes.

Neurologist's conclusion. Upon examination, no clinical
evidence of a focal lesion of the nervous system was identified.

Electroencephalography. Bioelectrical activity of the brain
within the age-appropriate variability. Cerebral abnormalities
are classified as moderate, characterized by alpha rhythm
disorganization with a tendency toward desynchronization. No
additional information has been provided for hyperventilation.
No focal slow-wave or epileptiform activity was recorded.
The response of cortical cells to afferent stimuli is preserved,
with the reduced lability of the cortical structures.

Ultrasound encephalography. No echographic data
suggestive of displacement of the median brain regions have
been identified, and the cerebrospinal fluid pathways remain
unchanged. Epileptologist’s conclusion (based on 4-hour
sleep electroencephalography): The cortical rhythm of sleep
and wakefulness was within normal limits. No regional
slowdown or interhemispheric asymmetry was detected. No
epileptiform activity or epileptic seizures have been reported.
The diagnosis is paroxysmal conditions of unspecified origin.
Upon examination, no compelling evidence of epiactivity was
found.
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The clinical case of 23-year-old Yakov should be
recognized as diagnostically ambiguous, as the diagnosis
of schizophrenia with oligophrenic-like defect that he
had for many years was not consistent with the observed
pattern of psychopathological symptoms. The diagnosis
of childhood schizophrenia had been based on behavioral
disturbances and symptoms of emotional-volitional
deficit: from early childhood, the patient exhibited low
sociability, social withdrawal, lack of initiative, emotional
flatness, and a tendency toward unusual behaviors,
along with developmental delays in cognition and speech.
No signs of positive psychotic symptoms were observed.
The diagnosis of schizophrenia established at the age of eight
years ignored the fact that Yakov had had abscess seizures
since the age of three years and was diagnosed with epilepsy,
confirmed by the electroencephalographic examination.
Later, his intellectual and speech delays eventually resolved,
but behavioral peculiarities, communication difficulties,
infantilism, and a tendency to fantasize and live in an imagined
reality persisted. A comprehensive evaluation of at the age
of 23 years showed that the predominant symptoms were
communication difficulties, autism, and ASD-specific speech
disorders [23, 24]. His manner of speech attracted attention
for its mechanized, robotic nature, bearing resemblance
to the speech of an individual with hearing impairments.
The voice was characterized by a high pitch, slight modulation,
and monotonous quality. Furthermore, the presentation
format was unusual. The patient provided detailed definitions
and descriptions that were more similar to philosophical
concepts than to everyday language. Visually, his behavior
could be characterized as that of an elderly individual,
comparable to that of an “eccentric professor” [25]. For
example, he defined empathy as “understanding other people’s
feelings, showing compassion, and entering into someone’s
feelings. It means listening to and understanding others so
that you can comfort and accept them, including their irritation,
sadness, and emptiness.” However, no cognitive impairments,
such as tangentiality, fragmentation, or asyndetic thinking,
were identified. Therefore, by the age of 23 years, Yakov's
clinical symptoms corresponded to the diagnosis of autism
spectrum disorder.

The debate surrounding the psychopathological
qualifications of the patient’s disease focused on symptoms
that were interpreted by treating physicians as delusional
and hallucinatory. Specifically, verbal hallucinations were
identified not only when the patient reported hearing “voices
of well-known characters, both real and mythical, angels,
demons, mythological characters, Lucifer, and fallen angels”
when he “was touched by a demon that took over” his
mind, but also when he was observed muttering to himself.
Furthermore, he reported having witnessed two “miracles”
a supposed magical disappearance (“fading”) of an angel who
had allegedly transformed into a human male, and of trolleybus
passengers. The psychiatrists, however, regarded his
statements about his superpowers as fragmentary delusions,
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suggesting an atypical form of schizophrenia. It is also
important to note that during the clinical case conference,
neither hallucinations nor delusions were documented
in the patient. He persisted in his belief that he had witnessed
“miracles” (“disappearances of human angels”), but insisted
that he had not heard any voices, and that he only spoke
to himself. He expressed critical views on his own behavior,
considering it as he had “got up to nonsense,” and said that he
had been thinking about suicide because of disputes with his
father and had chosen unusual methods (eating inedible food,
freezing outdoors). He said: “All that happened to me were
paranoid, annoying thoughts. If | die, | will disgrace myself
to the public. | will tarnish my reputation. | used that name
because | was paranoid, and then | changed my mind when
dad wouldn't let me lie. He never let me lie about our Soviet
government. | argued with dad to show him my feelings.”

Before the most recent hospitalization in a day hospital,
there was a significant change in his mental state when he
was dealing with certain physical health concerns, including
pneumonia with fever. The patient exhibited disorganization
and disconnectedness of his speech patterns (“Garbage
makes me feel bad. It starts to hurt my blood, but | mended
my ways when | told my mother.”). This condition was
only present for a short period of time and was alleviated
after the patient recovered.

Thus, the central question was whether delusional
disorders and hallucinations (verbal or visual) were part
of the clinical presentation, whether the symptoms could
be interpreted as a schizophrenic process with periodic
exacerbations, or whether the phenomena detected were
of a schizophreniform, quasipsychotic nature and constituted
a progression from ASD.

The recent scientific publications have focused
on the discussion of the potential for the emergence
of schizophreniform psychoses in individuals with ASD,
and the concomitant occurrence of ASD and schizophrenia [1].
Some authors have proposed that the “hypermentalizing
brain in patients with schizophrenia precludes the possibility
of having ASD" [26]. In contrast, other researchers have
argued for the potential for comorbidity. The notion
of the co-occurrence of ASD and schizophrenia was first
documented in ICD-10 and DSM-4 Current DSM-5 classification,
however, recognizes the comorbidity of these disorders
under certain conditions: “If there is a history of autism
spectrum disorder, the additional diagnosis of schizophrenia
is made only if delusions or hallucinations are also present
for at least 1 month (or less if successfully treated)” [27].
However, the differential diagnosis of these mental disorders
is of particular significance for clinical practice, as it directly
informs the selection of the most appropriate drug treatment.

As suggested by Bakken et al. [28, 29], delusions can be
easily confused with autistic symptoms. Individuals with ASD
frequently use phrases that are comprehensible only to those
who are well-acquainted with them. This phenomenon
is referred to as idiosyncratic speech. The phenomenon
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of self-directed speech has frequently been documented
in individuals diagnosed with ASD and largely reflects
the manner in which they process their daily experiences.
It is also known that people with ASD have cognitive
and information processing impairments that affect their
thinking and speech. A significant challenge that they face
is the inability to successfully switch between and maintain
focus on topics with partners, and to accept their point
of view. In the acute psychotic phase of ASD, symptoms
of disorganized speech may be observed, which are similar
to those seen in schizophrenia, including incoherent speech
(i.e., “word salad") and pressured speech [30].

Consequently, Yakov's symptoms, initially interpreted
as delusional and hallucinatory and characterized
by fragmented and incoherent thinking, could be
reinterpreted as either schizophreniform manifestations
associated with external factors (fever and pneumonia)
or quasipsychotic symptoms accompanied by impaired
cognitive information processing, rather than psychotic
symptoms. The phenomenon of “angel fading,” which Yakov
described as a “miracle,” can be interpreted as a pathological
fantasy, as it was in the nature of interpreting real
events, and not of hallucinatory or delusional perception.
In one case, the patient saw a man sitting on a bench,
and in the other, he saw people on a trolleybus. After Yakov
turned away and looked back at the place where they
were, they disappeared. Pathological fantasies and living
in a fictional reality are typical of individuals with ASD [31].
Some authors have used the term “attenuated psychotic
disorders” to describe psychotic symptoms in individuals
with ASD [32]. It is reasonable to conclude that distinguishing
between schizophrenia and ASD based on positive symptoms
rather than negative symptoms is both more appropriate
and scientifically justified [15].

The clinical case of the patient Yakov, presented in this
article, can be used to draw the attention of professionals
to the problem of overdiagnosis of schizophrenia and ignoring
the potential overlap with symptoms of ASD [33]. Furthermore,
it is crucial to emphasize that the potential manifestation
of schizophreniform syndromes in individuals diagnosed
with ASD is currently being considered as a possible variant
of this disease.
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