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Childhood autism and related conditions

The National Society for Autistic Children is holding its third
national conference at Warwick University later this month.
How have ideas concerning the nature ofautism and its relation
to other childhood handicaps changed in the 18 years since the
society was formed ?
Kanner' first described the pattern of behaviour, beginning

at birth or in the first few years of life, which he named eaily
infantile autism (now more usually known as childhood autism).
He emphasised two features as diagnostic: social aloofness and
indifference, especially to other children, at least in the early
years; and a pattern of activities consisting mainly or entirely of
elaborate, stereotyped, repetitive routines, such as making lines
or patterns from household objects, or endlessly repeating facts
about abstract subjects.2 Kanner considered autism a specific
syndrome, possibly classifiable with the schizophrenias,3
unrelated to any organic disorder, occurring in children of
potentially normal or superior intelligence, most of whose
parents had professional occupations and cold, rigid person-
alities.

His exeellent descriptions of the children provided the
starting point for much research, but many of Kanner's
hypotheses have been shown to be wrong. Firstly, autism is not
a form of schizophrenia.4 Conditions apt to be associated with
brain damage are found in the histories of half of all autistic
children, and evidence is accumulating to suggest brain
dysfunction in the rest.5-9 Autistic behaviour may occur in
children who score at any level onstandardised intelligence tests,
but more than half are severely mentally retarded.6 7 910 The
15-20% who score in the normal range show evidence of
cognitive dysfunction affecting language and concept forma-
tion.1" Carefully controlled studies of the parents have failed to
show any specific abnormalities of personality or lack of
warmth.61213 Even the longstanding belief that autism is
associated with high social class has now been disputed.14
Though trained professionals, using strictly defined

behavioural criteria, can achieve reasonably good agreement on
a diagnosis of Kanner's syndrome,15 the clinical picture shades
into other developmental disabilities affecting language and
cognitive function.9 11 From the point of view of education and
management autism may be classified as one of a wider group of
conditions, inappropriately called the early childhood psychoses,
in which reciprocal social interaction, non-verbal and verbal
communication, and imaginative activities are all severely
impaired, so that the child has mainly-or only stereotyped
repetitive routines with which to occupy himself.9 Classic or

near classic autism occurs in 4-5 per 10 000 children aged under
15, while related social and language impairments are found in
5-15 per 10 000, depending on the area studied.9 16
A substantial minority of all severely retarded individuals

have autism or a related condition, and they need to be dis-
tinguished from the sociable mentally retarded. Unlike the
latter, those with autism tend to be difficult in behaviour, do not
fit easily into groups at school or at work centres, do not learn
through social or imaginative activities, and are unamenable to
the usual methods ofsocial control. They need much individual
attention and a carefully planned programme for all aspects of
daily life.
There is no medical treatment, but appropriate management

and educatin can diminish behaviour problems and help bring
out any latent abilities.17 18 The prognosis is closely linked to
the development of language, social awareness, and useful
skills.6 19 Most autistic persons need care all their lives, but a
few become independent, though eccentric, as adults. Very few
indeed develop a high level of skill in some special field, such
as music, mathematics, or art.20
The fact that autism and related conditions can occur in

people of all levels of ability presents a major problem for the
National Society. Not surprisingly, most attention has centred
on those with some skills, but most of the parents who are
members of the society have children who are severely retarded
as well as autistic. The task for the future is to find ways of
providing for the needs of this group while continuing to help
those who are comparatively more able.
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Equalities and inequalities
in health
Five years ago Sir John Brotherston's Galton Lecture' at the
annual symposium of the Eugenics Society asked the question
"Is inequality inevitable ?" The tenor of his reply was that-
equality might not be attained in health for biological reasons
but that inequality in health care certainly could be reduced
and that the redistribution of resources was "the major
instrument we must employ."
The recent report by Sir Douglas Black and his colleagues

on Inequalities in Health,2 so grudgingly made available by the
DHSS, presents in 417 pages much detail that Brotherston
could not give us, rather selectively culled from a bibliography
(not well presented). The recommendations have a certain
detachment from reality which explains, though it does not
justify, Patrick Jenkin's dismissive foreword-which says, in
effect, that they are too expensive now or in the foreseeable
future and anyway do not necessarily provide the right
formula. It may be true that the Government cannot at present
provide the money for an ideal policy within the overall budget
on health and welfare. That is no reason, however, for the
Secretary of State failing to look at the pattern of services
which could be developed even within present resource
limitations. After all, his own estimate that the recommenda-
tions would cost another £2000m is only slightly more than
the sum required to bring per caput spending on the NHS in
England and Wales to that already spent in Scotland and
Northern Ireland. In fact, the extra money the Scots and Irish
have been given in the past 30 years has been spent on hospital-
based services rather than on the community services the
group wants to see developed; the outcome of that policy is
worthy ofa study that the group did not attempt.

Recent DHSS publications on priorities, prevention, and
resource allocation have been largely endorsed by the group.
In particular, it would like to see the redistribution recom-
mended by the Resource Allocation Working Party3 hastened
and a much greater effort made on prevention. Some of its
comments seem a little facile. All those concerned with
"acute hospital services" must be growing tired of being told

that they must cut back to allow some of the money saved to be
spent outside the hospitals. Furthermore, the recommendation
in the priorities document that savings should be made in the
maternity services has recently been rebutted comprehensively
by Mrs Renee Short's Parliamentary Select Committee,4 5
but the report agrees with Mrs Short that the professionals
concerned must make maternity care more patient-centred.
rThis sort of approach could be extended to other disciplines,
in association with community health councils.

High-technology medicine is the usual target for those who
demand a larger share of NHS resources for community
services and prevention. This latest report is even more
emphatic than others and equally vague about the elements to
be cut. Admittedly, the specialist services give plenty of
openings to their attackers. The recent series of articles by
Card and Emerson6 7 show how expensive technical investiga-
tions could be reduced without lowering the quality of care
given to patients-indeed imposing less stress on them and
saving their time. The economics possible in prescribing,
including the use of generic names of drugs, are frequently
extolled, but the educational services in therapeutics which
would most help this have been developed in few districts.
Professor Bryan Jennett's four radio talks on "Doctors,
patients, and responsibility" presented some of the dilemmas
to the public in true perspective: when a service operates under
a resource ceiling anything extra must be at the expense of
giving up something else.

It may be that inpatient time could be saved by further
shortening the stay for many conditions, though more staff
and other resources might be needed to do it. Whether time
thus saved should be used to reduce hospital bed use, probably
by closing wards or small hospitals, or to shorten waiting time
for other patients, should be decided by rational processes not
by guesswork. Some kind of social assessment of gains and
losses is needed, whether in the cash terms of Bunker et al8 or
some social index. Too little attention has been paid in this and
other reports to the misery entailed for some patients or
families by long waiting times for surgical treatment or ad-
mission for long-term care. Some commentators in their
understandable concern for long-stay patients fail to realise
that these are less than one-twentieth of the total admitted in a
year, though they occupy over halfthe beds at any time.

Sir Douglas Black's group has done a valuable service in
bringing out the importance of social welfare, housing and
education services, and social security payments in maintain-
ing health. Britain could draw important lessons from some
other EEC countries as well as from the Nordic group; for
example, sheltered housing has been used extensively in West
Germany.
The emphasis in the report on prevention is welcome but a

little vague. Certainly health education should be strengthened,
but it cannot be effective without the full participation of
clinicians, particularly general practitioners, and school staff.
Statutory control of some of the anti-health promotion of
alcohol, tobacco products, and the wrong foods is seen as
essential. Indeed, the most explicit recommendations largely
follow those of the WHO Expert Committee on Smoking
Control and the Fourth World Conference on Smoking and
Health. The report gives justified prominence to the im-
portance of environmental changes to reduce accidents,
especially to children, and to make it easier for the urban
population to take exercise. It examines the effects of un-
employment but gives greater emphasis to nutrition, the need
for adequate heating for young and old, and overcrowding.
How depressing that it should still be necessary to parade
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