
Abstract

A young man, 23 years old, with a clinically isolated
syndrome (CIS), presented violent thoughts during a neu-
rological consultation. He was diagnosed with Asperger
Syndrome based on a psychiatric and (neuro)psycholog-
ical examination. Possible risk factors for acting-out and
the implications for treatment, if CIS would evolve to MS,
are discussed based on a review of the literature.
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Introduction

the case report illustrates a young man with a
Clinically isolated syndrome (Cis). moreover he
was diagnosed with autism spectrum disorder
(asd). Persons with asd sometimes have violent
thoughts and aggressive behavior. by means of a
 literature review the risk of acting-out and the
 selection of possible immunomodulating medication
were investigated.

Case study

after being diagnosed with retrobulbar neuritis
optica, a 23 year old man was referred for a neuro-
logical examination. there were no other neurolog-
ical abnormalities. mri of the brain showed seven
white lesions and the analysis of the cerebrospinal
fluid showed oligoclonal bands (which were not
present in the serum), both results might suggest
multiple sclerosis (ms) in an initial phase. Other
causes such as auto-immune and infectious diseases
were ruled out. the patient was not yet eligible for
an immunomodulating treatment because no spread-
ing of the brain lesions in time were recorded on the
mri and only two barkhof criteria1 were met. dur-
ing a neurological consultation the patient mentioned
having murder fantasies towards others. addition-

ally, violence towards family members was ascer-
tained and in this context a psychiatric and
(neuro)psychological examination was requested.
the diagnosis of an autism spectrum disorder, in par-
ticular asperger syndrome, was concluded. 

during this clinical examination we met a poorly
cooperative young man avoiding eye contact. His
mood was dysphoric and anhedonia, feelings of
emptiness and a passive death wish were present.
the patient thinks in terms of black and white, rigid
and absolute. He constantly runs into conflicts with
his surroundings because he reckons that others in
society do not respect the rules and agreements. He
is convicted that these ‘offenders’ have no right to
live. influencing or correcting these thoughts is im-
possible. when someone for example crosses a
white line in traffic, from his perspective this person
deserves to die because he endangered others. He
continuously feels as if he is on a different level than
the rest of the world which causes annoyance, frus-
tration and anger.

these feelings already originated in his childhood
when his field of interest was different from that of
his peers. He was fascinated by numbers, dates and
patterns or logical links between causes. His school-
carreer is filled with continuous harassments and hu-
miliations. the patient describes himself as a clumsy
boy that failed in gymnastics and ball sports. He has
also trouble dealing with the changing (game) rules.
the instruction in football to give as many passes as
possible was interpreted literally, even when he was
standing alone in front of the goal and just had to
push the ball in. 

when the probable diagnosis of ms was commu-
nicated to the patient his first reaction was one of in-
comprehension and disappointment. afterwards he
attested that to him it was unfair that he, who always
sticked to ‘the rules’, was punished. However, after
this announcement there was no noticeable increase
of violent thoughts or actions. the patient was also
told that he was diagnosed with asd and he agreed

Acta Neurol. Belg., 2010, 110, 334-336

Asperger syndrome, violent thoughts and clinically isolated syndrome

N. VaNderbruggeN
1, N. VaN geit

1, V. bissay
2, d. Zeeuws

1, L. saNtermaNs
1 and C. baekeN

1

department of 1Psychiatry and 2Neurology, uZ brussel. brussel, belgium

Case reports



                                                                        asPerger syNdrOme                                                                  335

to follow a specific treatment, in particular, asd-
coaching. He did refuse all drugs.

Discussion

the asperger syndrome (2) is part of the autism
spectrum and is characterized by limited or stereo-
typical interests and behaviors, disturbances in re-
ciprocal social relations and in verbal and non-verbal
communication. those who suffer from asperger
syndrome show rigid behavioral patterns and often
have a preference for order, discipline, organization
and law. a relatively good speech and language de-
velopment is typical, therefore the disorder is not no-
ticed immediately in superficial contact (3). a
subgroup of normally to highly gifted people with
asd is misdiagnosed because of the presence of
overlapping symptoms between asd and other psy-
chiatric disorders that mask the actual diagnosis (4).
the most important dsm-iV-tr (5) axis i co-mor-
bid disorders are mood disorders (6), psychoses (7,
8), anxiety disorders and obsessive compulsive dis-
orders (9, 10). On dsm-iV-tr axis ii the co-mor-
bidity is the highest with the schizoid,
schizotypal (11, 12, 13, 14) and obsessive-compul-
sive personality disorders (10, 15). in clinical prac-
tice people with asd are frequently incorrectly
diagnosed as being schizophrenic (7, 8, 16) or falsely
labeled as psychopaths (17). a thorough psychodi-
agnostic evaluation is thus necessary (18).

baron-Cohen (19) hypothesized that those with
asd lack a ‘theory of mind’ (tom). this ‘mind
blindness’ could explain the social-emotional and
communicative problems (20). tom is the (intuitive)
cognitive insight that others think differently (21). it
is about understanding feelings, thoughts, convic-
tions, desires and meaning of others, about realizing
that everybody else has a different unique view of
the world. the inability to understand and assess so-
cial situations correctly leads to a misunderstanding
of others and a failure to put oneself in the position
of others. this is called a lack of intersubjective res-
onance (22). Patients with asd will sometimes get
frustrated because of this lack of tom which may
lead to feelings of injustice and anger that can cause
(reactive) antisocial behavior, interpersonal conflicts
and criminal actions (17, 22). they often do not un-
derstand or consider the implications and effects of
their behavior.

it is important to differentiate asd from psycho -
pathy, both characterized by a lack of empathy (23).
Psychopathy indicates a lack of emotional empathy,
an inability to feel. asd rather indicates a lack of
cognitive empathy, an inability to understand (17).

the association between asd and aggression is
unclear. the majority of asd patients adhere strictly
to the (social) rules. Violations that lead to aggres-
sion are rather rare (23). but it does happen that peo-
ple with asd act violently. disturbing behavior,
including aggression, is often mentioned but does
not seem to be a core symptom of people with as-
perger syndrome. On the other hand, there is proba-
bly an underreporting about asd in forensic
settings. daems et al. published in 2003 that there
are indications of an association between asd and
aggression in the literature. However, currently there
is insufficient scientific proof to state this unambigu-
ously (24).

the majority of case studies on patients with asd
that were violent turned out to have a psychiatric co-
morbidity. Findings suggest that a lack of mental
health forms a risk factor for violent behaviour with
asd (25, 26). the fact that the patient refuses
 psychopharmacological treatment for his co-morbid
psychiatric problems, namely the depressive mood,
could augment the risk for acting-out. Possible side-
effects that could cause acting-out should also be
taken into consideration when choosing the
 immunomodulating preparations for possible future
treatment of ms in this case. both corticoids and
 interferon-beta have a place when treating ms. but,
they both have potential neuropsychiatric side effects
such as cognitive dysfunction, mood disorders, psy-
chotic symptoms (27), irritability and tension.
 another, well-documented side effect of iFN-beta is
delirium as well as a slightly elevated suicide
 percentage (28).

to prevent these complications and the risk of
 impulsive and violent behavior, another type of
 immonumodulation treatment seems more appropri-
ate, type glatiramer acetate or natalizumab (29, 30).
significant neuropsychiatric side effects are not
found with either of these preparations (31).

However, more studies are necessary to system-
atically map the risk factors for violence in asd.

Conclusion

in the exceptional case that a person with asd is
also diagnosed with ms the right immunomodulat-
ing treatment has to be selected considering the
 possible neuropsychiatric side effects. Further it is
very important to treat psychiatric co-morbidity in
patients with asd who mention violent thoughts
and/or show aggressive behavior, concerning the
 relation between mental health and the risk on
 violent acting-out. Future studies on the risk factors
for aggression and violent behavior in people with
asd is thus necessary.
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