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Features of Autism in a Singaporean Child with Down Syndrome

Regression (4 to 7 Years) 
John regressed at about 4 years 1 month. He lost 

communicative intent and the use of words that he had 
previously mastered. He showed no interest in toys and 
play. His eye contact became inconsistent and he was 
socially unresponsive. He rarely participated in group 
activities and had diffi culty following instructions. He also 
started to display repetitive stereotyped behaviours such as 
rocking his body, fl apping, and fl icking his fi ngers. Several 
psychosocial stressors occurred around the time of John’s 
regression, including the birth of his younger brother (at 3 
years 10 months), his elder sister starting formal schooling 
(at 4 years 2 months), and the family moving house (at 4 
years 9 months). 

7 Years to 10 Years 11 Months
John started to improve at 7 years old. He showed 

communicative intent, followed instructions, and responded 
well to the Picture Exchange Communication System 
(PECS).5 He engaged in table work, learnt self help skills, 
performed actions to music, and started using words again. 

Discussion
Findings from the clinical assessment showed that John 

demonstrated relatively typical development for a child 
with DS until 4 years of age. He showed evidence of 
regression in development in the areas of communication, 
social engagement and constructive/imaginative play 
after 4 years of age. He met the ADI-R and ADOS criteria 
for autism. On the ABC, John’s mother indicated that he 
displayed high frequency of behaviours in the Lethargy and 
Stereotypy subscales, which are suggestive of a DS and an 
autism spectrum disorder (ASD) profi le.6 Collectively, these 
fi ndings highlight the occurrence of autism-like behaviours 
in individuals with DS in Singapore. 

Although ASD has been found to be 10 times more 
common in individuals with DS than in the general 
population, the diagnosis of ASD in DS is challenging, 
especially in those with signifi cant intellectual disability.7 

For instance, social communication impairments, such as 
lack of imaginative play, may just refl ect profound cognitive 
impairment.8 However, this is less likely with a lack of 

Dear Editor,
We would like to present a case report on a 10-year-old 

Singaporean boy, John (name has been changed to preserve 
patient’s confi dentiality), diagnosed with Down syndrome 
(DS) (nondysjunction 47, XY+21) at birth and subsequently 
displaying autism-like behaviours. He was diagnosed with 
global development delay and attended special education 
programmes since 5 years of age. His parents and siblings 
displayed typical development. At 10 years 11 months, John 
underwent a comprehensive clinical assessment in view 
of concerns of autism-like behaviours. He was assessed 
on: (i) Autism Diagnostic Interview-Revised (ADI-R);1 

(ii) Autism Diagnostic Observation Schedule (ADOS);2 

(iii) Vineland Adaptive Behavior Scale (VABS);3 and (iv) 
Aberrant Behavior Checklist (ABC).4 In addition, results 
from blood tests revealed that he had normal thyroid function. 

Case Report
Developmental History (0 to 4 Years)

John was born full term via normal vaginal delivery. 
He developed typically for a child with DS for the fi rst 
4 years. He used single words such as “Mummy” and 
“purple” at 2 years of age. He was socially responsive and 
had appropriate eye contact. He responded appropriately 
when asked “What’s your name?” and “How old are you?” 
At 3 years of age, he was able to play functionally with a 
toy telephone. He engaged in reciprocal play by rolling toy 
cars to and fro with others. He participated in spontaneous 
pretend play by offering his mother a cup of drink and 
saying “for you”. He spontaneously imitated actions, such 
as his parents snoring and penguins walking. He walked 
independently at 39 months. 

John attended preschool at 4 years of age. He could follow 
simple instructions. For example, he was able to get his 
school bag from the locker, wipe the table, and put away 
his work. He needed individual supervision for table work 
such as pouring beans, cutting fruit, and shape puzzles. He 
used short phrases (e.g. “Mum scared” and “Stop it”). He 
was socially responsive to other children. However, some 
of his social overtures were inappropriate, such as hitting 
other children or pulling their hair. 
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joint attention. There are some profoundly intellectually 
disabled individuals with DS who have substantially normal 
social functioning, albeit at a very low developmental 
level. A substantial number of people with DS may display 
stereotyped behaviours, especially those functioning in the 
severe or profound level of intellectual disability.9 Careful 
attention to development and social reciprocity criteria 
allows a distinction between children with ASD and those 
with DS and stereotypical movement disorders.10 

An interesting aspect of this case is John’s regression in 
language and social skills. In about one third of children, 
autism becomes apparent after a period of relatively 
normal development but subsequently followed by a loss 
of previously acquired abilities.10 This ‘autistic regression’, 
is characterised by a loss of previously acquired language 
skills, social interests and other communicative skills, 
typically prior to the age of 3.11 Castillo et al12 reported that 
the mean age of language loss in children with ASD and 
DS was 61.8 months compared to 19.7 months for those 
with ASD only, suggesting that regression in children with 
ASD and DS occurs, on average, much later than those 
with ASD only. In the case of John, his parent reported that 
he regressed at 4 years 1 month, which was in line with 
Castillo’s et al12 fi ndings. In addition, John’s diagnosis of 
ASD was only confi rmed after the age of 10, demonstrating 
the challenges of diagnosing ASD in individuals with DS. 

At the time of the assessment, John’s parents were 
concerned that his current school placement (although in 
a special needs setting) would not meet his learning needs. 
Following the diagnosis of ASD, John was then placed in 
a structured teaching programme specifi cally for children 
with ASD. 

Early identifi cation of ASD in children increases the 
success of interventions.9 Similarly, this also applies to 
children with DS with comorbid ASD. Inappropriate 
educational placement for these children can result in 
unnecessary emotional stress for parents and may obscure 
the possibility to recognise ASD. It may be important for 
primary care practitioners to screen for ASD in children with 
DS. Increasing the awareness of parents and professionals 
to the comorbid occurrence of ASD and DS would facilitate 
early identifi cation and appropriate intervention strategies. 
This case study adds to the limited but growing literature on 
individuals with DS presenting with autism-like behaviours 
after late onset regression. 

REFERENCES
1.       Rutter M, Le Couteur A, Lord C. ADI-R. The Autism Diagnostic Interview 

Revised. Los Angeles, CA: Western Psychological Services, 2003.
2.   Lord C, Rutter M, DiLavore PC, Risi S. Autism Diagnostic Observation 

Schedule. Los Angeles, CA: Western Psychological Services, 2002.
3.  Sparrow S, Cicchetti D, Balla D. Vineland Adaptive Behavior Scales. 

2nd ed. Minneapolis, MN: Pearson Assessment, 2005.
4.  Aman MG, Singh NN. Aberrant behavior checklist manual. East Aurora, 

NY: Slosson Educational Publications, 1986.
5.  Frost LA, Bondy SA. PECS training manual. The picture exchange 

communication system. Cherry Hill, NJ: Pyramid Educational 
Consultants, Inc, 1999.

6.   Carter JC, Capone GT, Gray RM, Cox CS, Kaufmann WE. Autistic-
spectrum  disorders in Down syndrome: further delineation and distinction 
from other  behavioral abnormalities. Am J Med Genet B 2007;144:87-94.

7.  Molloy CA, Murray DS, Kinsman A, Castillo H, Mitchell T, Hickey FJ, 
et al. Differences in the clinical presentation of Trisomy 21 with and 
without autism. J Int Disabil Res 2009;53:143-51.

8.  Starr EM, Berument SK, Tomlins M, Papanikolaou K, Rutter M. Brief 
report:  autism in individuals with Down Syndrome. J Autism Dev Disord 
2005;35:665-73. 

9.  Kraijer D, Bildt AD. The PDD-MRS: an instrument for identifi cation 
of autism spectrum disorders in persons in mental retardation. J Autism 
Dev Disord 2005;35:499-513.

10. Capone GT, Grados MA, Kaufmann WE, Bernad-Ripoll S, Jewell A. 
Down  syndrome and comorbid autism spectrum disorder: characterization 
using the aberrant  behavior checklist. Am J Med Genet 2005;134:373-80.

11. Goldberg W, Osann K, Filipek P, Laulhere T, Jarvis K, Modahl C, et al. 
Language and other regression: assessment and timing. J Autism Dev 
Disord 2003;33:607-16.

12. Castillo H, Patterson B, Hickey F, Kinsman A, Howard JM, Mitchell T, 
et al. Difference in age at regression in children with autism with and 
without Down syndrome. J Dev Behav Pediatr 2008;33:89-93.

Min Sung, 1,2MBBS, M Med (Psych), Yoon Phaik Ooi, 1,2,3 PhD, 
Gloria C Law, 4MPsych, Tze Jui Goh, 1BSocSc, BPsych,   
Shih Jen Weng, 1,2PhD, Bhavani Sriram, 5MBBS, MRCP

1Department of Child and Adolescent Psychiatry, Institute of Mental 
Health, Singapore
2Duke-NUS Graduate Medical School Singapore, Singapore
3Clinical Psychology and Psychotherapy, Department of Psychology, 
University of Basel, Switzerland
4National Institute of Education, Nanyang Technological University, 
Singapore
5KK Women’s and Children’s Hospital, Singapore

Address for Correspondence: Dr Min Sung, Child Guidance Clinic, 3 Second 
Hospital Avenue, #03-01 Health Promotion Board Building, Singapore 168937. 
Email: Min_Sung@imh.com.sg

Features of Autism in Down Syndrome—Min Sung et al


