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Abstract: Autism spectrum disorder (ASD) is a lifelong neurodevelopmental disorder characterized
by deficits in social communication and restricted, repetitive behaviors. It affects approximately
2.2% of children. Both genetic and environmental risk factors have been identified for ASD. Visual
comorbidities are relatively common among children with ASD. Between 20 and 44% of ASD children
have visually significant refractive error, on-third have strabismus, and one-fifth have amblyopia.
In addition, ASD is 30 times more common in children with congenital blindness. It is unknown
whether the association of ASD with visual morbidity is causal, comorbid, or contributing. Structural
and functional abnormalities have been identified in MRIs of ASD children, and ASD children have
been noted to have aberrant eye tracking. ASD children with visually significant refractive errors and
poor spectacle compliance (present in 30% of ASD children) offer the opportunity for investigation
into how improved visual acuity influences ASD behaviors. In this review, we focus on what is
known of the visual system, refractive surgery, and ASD.
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1. Introduction

Autism spectrum disorder (ASD) is a neurobehavioral disorder associated with re-
strictive and repetitive behaviors [1,2]. Children with congenital visual impairment (VI)
or decreased visual acuity (VA) have long been reported to have an increased risk of ASD.
The reason for this increased risk is controversial. It is unknown whether VI is causative or
correlative with ASD. Both hypotheses are prevalent in the literature. In this review, we
discuss ASD and its relationship with visual impairment, highlighting literature regarding
the role of VI in ASD and known structural and functional changes in the visual system
associated with ASD. Finally, we highlight the utility of refractive surgery among the ASD
population and how refractive surgery may offer insights into the role of ASD in VI.

2. Relevant Sections
2.1. Cause of Autism Spectrum Disorder (ASD)

Autism spectrum disorder, which affects 2% of individuals in the population, is char-
acterized by deficits in social communication and restrictive and repetitive behaviors [1,2].
Both genetic and environmental risk factors have been identified in individuals with
ASD; however, a definitive etiology is unknown. In a population-based study including
22,156 individuals with ASD from 3 Nordic countries, genetics were attributed to 81%
of ASD traits, and environmental factors were associated with 14–22% of ASD risk [3].
Variants in 100 genes have been associated with significant ASD risk, while thousands
of common variants have been associated with a lesser risk [3]. It is hypothesized that
environmental risk factors, in combination with genetic risk factors, play an important role.
Environmental risk factors that have been identified include older maternal and paternal
age and medication use in pregnancy such as valproic acid [4–6]. Another environmental
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risk factor, sensorial deprivation, has been hypothesized to aggravate ASD [7–9]. ASD
phenotypes are prevalent among children neglected in orphanages [10].

2.2. Screening/Diagnosis

The American Academy of Pediatrics recommends that children aged 18 to 24 months
be screened for ASD [11]. Screening tools often used in the primary care setting include
the Modified Checklist for Autism in Toddlers, Revised (M-CHAT-R), which is a 20-item
screening questionnaire. Children with positive screenings can be referred for evaluation.
Diagnosis of ASD is made by experts based on the clinical consensus published in the
DSM-V. The Autism Diagnostic Observation Schedule (ADOS-2) is a gold standard for
diagnosis of ASD [12,13].

Once diagnosis is made, treatment can be implemented. While no specific pharma-
cologic treatment is recommended, behavioral interventions are well supported by the
evidence [14]. Behavioral therapy focuses on teaching skills in social communication and
decreasing repetitive and restrictive behaviors. Earlier interventions are thought to lead
to greater response [12,13]. Finally, pharmacologic interventions can mitigate comorbid
psychiatric conditions such as behavioral and emotional dysregulation or ADHD [15].

Of note, ASD can be difficult to diagnose in children with decreased visual acuity.
A modified version of the ADOS has been published for children with decreased visual
acuity [16].

2.3. Ocular Comorbidities

Up to 13–71% of children with ASD have been found to have ocular comorbidities,
including significant refractive error (42%), strabismus (22–57%), amblyopia (19–31%),
optic neuropathy (4%), and nystagmus (3%) [17–22]. Population-based studies have found
that children with ASD are significantly more likely to have visual morbidity than typical
peers [17].

Children who have irreversible blindness are at a higher risk of ASD diagnosis (30×)
than sighted children [23]. This association has been long reported. In 1956, Keeler et al.
noted that 5/60 (8.3%) premature children with ROP and total blindness had autism [24,25].
Many of the other children with total blindness in this cohort had autistic traits. Since
that time, ASD has been reported in association with retinopathy of prematurity (ROP),
Leber’s amaurosis (LCA), septo-optic nerve dysplasia, micro-ophthalmia, anophthalmia,
and CHARGE syndrome [24,25]. In a prospective study describing children born over the
course of a decade in Sweden, ASD was one of the most common additional impairments
among children with early onset blindness, and the prevalence differed with diagnosis in
children with optic nerve hypoplasia (70%), in children with ROP (58%), in children with
microphthalmia/anophthalmia (44%), and in children with LCA (36%) [26].

Whether congenital blindness is causal or correlative is unknown. An argument that
congenital blindness is correlative is that some forms of congenital blindness carry a higher
risk of ASD, indicating that decreased visual acuity may not be the cause of the risk for ASD
but that decreased vision and the ASD phenotype may share a common cause, e.g., genetic
risk. In a population-based study that compared the incidence of blindness among children
blind secondary to ROP versus children blind due to hereditary retinal dystrophy, those
with ROP (14/27) were significantly more likely than those with retinal dystrophy (2/14)
to be diagnosed with ASD, potentially implicating prematurity/brain injury rather than
decreased visual acuity per se as the primary contributing factor [27]. Similarly, children
with optic nerve hypoplasia (ONH) were at increased risk of ASD, irrespective of their
visual acuity, leading investigators to hypothesize that the underlying cause of ONH rather
than visual acuity resulted in increased risk for ASD [28,29].

Fazzi et al. found that among 214 children with cerebral causes of visual impairment
and 59 children with peripheral visual impairment, ASD was more prevalent than in
the general population; however, prevalence among the central visually impaired (2.8%)
was different than among those with peripheral impairment (8.4%). However, the au-
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thors argued that the presence of autistic symptoms was consistent with the diagnosis
of ASD only in the subjects with cerebral visual impairment. Children with peripheral
visual impairment had overlapping symptoms with visual loss, making a clear diagnosis
difficult [30].

Others argue that the cause of decreased visual acuity is irrelevant and that the
behaviors shown by children with poor visual acuity are secondary to visual deprivation,
causing abnormal visual experience and leading to poor development of self-image and
self-representation. In other words, characteristics/ASD traits, while common among
children with impaired visual acuity, are a phenocopy of ASD rather than ASD itself.
Proponents of this idea propose that the ASD behaviors exhibited by congenitally blind
children are the result of the disruption of other “pathways” than those with ASD. In fact,
ASD diagnosis criteria can differ for children who are sighted and visually impaired [31].
Children with congenital blindness have impaired sensory experience, which has been
hypothesized to lead to reorganization of brain connectivity [23]. Specifically, sensory
impairment secondary to congenital blindness could lead to impairment in communication,
language, and social development, which could manifest as symptoms of ASD [32–37].

Children with ASD and congenital blindness share impairment in social interaction
and language skills [38–41]. Children with decreased visual acuity demonstrate difficulties
in peer social interactions, restricted play, echolalic speech, and stereotyped behaviors,
which are common to ASD [39,42,43]. These behaviors among blind children are termed
“blindisms” because they can be attributed to decreased visual acuity [31]. In a prospective
assessment by Goodman and Minne [44] including 17 congenitally blind children (aged
4 to 11 years) without any additional impairment, the prevalence of ASD according to the
Autism Behavior Checklist was 23.5%. Brown et al. found a prevalence of 20.8% among
24 congenitally blind children without any “neurological damage” (aged 3 to 9 years) using
the CARS [45]. Finally, among age- and verbal IQ-matched children, those who were
congenitally blind had similar features to matched autistic children [38].

2.4. Joint Attention

A leading abnormality among ASD children that also occurs in blind children is altered
“joint attention”. Babies and young children use eye contact, gaze following, and joint
attention for communication and to learn behavior and intentions of others, especially
during the prelinguistic stage [46]. These behaviors are key for emotional attachments
and language [46]. Vision and visual perception are crucial for joint attention [47]. The
development of joint attention in visually impaired children is not completely understood,
and it is difficult to study, as no standardized measure of joint attention for visually
impaired children exists. However, an exploratory study suggests that joint attention
develops later and differently in visually impaired children than sighted children [48], and
this is considered by some authors to be a sign of ASD [49]. However, ASD may lead to the
disruption of joint attention [50].

2.5. Language and Communication Skills

Visual acuity is important for early language development, as joint attention driven
by vision is thought to provide the framework within which language learning occurs [51].
Visually impaired children have language and communication disorders secondary to
visual deficits and difficulties with interactive experiences or communication/language
resulting from other neurodevelopmental conditions [30,51,52].

Both VI and ASD children can have difficulty communicating [51]. Similarities in their
communication techniques include echolalia and speaking without eye contact.

2.6. Eye Tracking/Visual Behaviors

Visual acuity is not the only aspect of the visual system that has been associated
with ASD. Eye tracking/eye contact and structural and functional brain changes in the
visual pathway have been identified in MRI imaging among ASD children. Grossly, eye
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movements have been identified as abnormal among ASD cohorts. Among a series of
patients, eye tracking assessments were performed and graded as “good” if “fixation
tracking and further fixation was good”, as average if “the fixation and tracking was
happening, but further fixation was creating a problem”, and as “poor” if either fixation
or eye tracking was affected. In one group, pursuit movements were poor in 35 (29.2%),
average in 39 (32.5%), and good in 46 (38.3%) students. Saccadic eye movements were good
in 100 (83.3%), average in 15 (12.5%), and poor in 5 (4.2%) students [53].

It is possible that difficulty with eye movements contributes to abnormal visual be-
haviors that have been associated with ASD, such as decreased fixation on the faces and
eyes of others. Some two-year-olds with ASD were found to exhibit preferential attention
to mouths rather than eyes [54]. This identification led to prospective work that found that
2-month-olds who were later diagnosed with ASD initially exhibited increased eye looking
but that eye looking subsequently declined to below the levels of typically developing
peers [55]. The hypothesis is that other environmental features such as non-social, physical
cues occupy the attention of these infants rather than social, facial cues [56]. Whether this is
related to a developmental problem with the visual system or whether visual impairment
worsens/contributes to this pathology is unknown.

To explore the mechanisms that cause reduced fixation on eyes among ASD children
and typically developing children, Pruett et al. compared results of visual search experience
in ASD children versus typically developing children. They found intact basic search
mechanisms in ASD children [57]. Others have found that visual search experience is
enhanced in ASD children [58]. In spite of intact/enhanced basic search mechanisms,
children with ASD had reduced accuracy for eye region search. This finding suggests that
eyes contribute less to high-level face representation in ASD or that these children have a
disruption in attention to the eye region [57].

2.7. Abnormal Visual Behavior in ASD Children with Perfect Visual Acuity

We recognize that children with ASD have abnormal visual behavior even when their
visual acuity is 20/20 in both eyes. The exact etiology of abnormal visual behavior is
unknown, but it has been widely studied. ASD children are known to exhibit (1) abnormal
face recognition and difficulty with composite faces and facial inversion, processing part of
the face as opposed to the whole face; and (2) eye avoidance, possibly avoiding looking at
eyes [59].

The influence of decreased visual acuity on these behaviors is unknown. It is known
that interventions including ABA therapy, training protocols, and computer programming
can be performed to improve these behaviors [59].

2.8. MRI Findings
2.8.1. Structural

The brain basis for abnormal visual behaviors is unknown. However, structural and
functional cortical changes in the visual pathway have been identified in MRIs among
ASD children.

In a prospective neuroimaging study of 106 infants at high familial risk of ASD vs. low-
risk infants, those with ASD exhibited hyperexpansion of the cortical surface area between
6 and 12 months of age, which preceded brain volume overgrowth at 12–24 months of
age. The degree of volume overgrowth was correlated with the severity of ASD traits.
The overgrowth of the occipital gyrus was highly predictive of ASD development. These
findings demonstrate that early brain changes occur during the period in which autistic
behaviors first emerge [60]. In addition, splenium microstructure at 6 months of age
predicts autism diagnosis at 24 months and has been implicated in the development of
visual orienting [61].
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Finally, Girault et al. found that greater levels of proband ASD traits were associated
with reduced white matter integrity in components of the visual system in siblings who
developed ASD [62]. In addition to structural MRI changes, functional MRI changes in
visual circuitry have been identified in ASD children.

2.8.2. Functional MRI

In correlation with reduced white matter integrity, Girault et al. found weaker func-
tional connectivity between several networks and the visual system among all high-risk
siblings during infancy who later developed ASD [62]. Multimodal anatomical and func-
tional convergence on networks involved in visual processing suggest that inherited liability
has a role in shaping the prodromal development of visual circuitry in ASD [62].

Impaired eye region search accuracy has been identified in children with ASD. Ini-
tiating joint attention (IJA) is behavioral engagement of two people. It is important for
social communication and related to the development of language, empathy, and theory
of mind. Deficits in IJA are associated with ASD. The functional organization of the brain
is intimately related to the emergence of IJA. The strongest brain–behavior associations
cluster within connections between the visual network and dorsal attention network and
between the visual network and posterior cingulate aspects of the default mode network.
The implication of these findings is that functional brain systems underlie social behavior
and that the cortical visual pathway is important for the development of social behavior
and interactions [63]. This association was further supported by functional connectiv-
ity imaging, which described an association between ASD behaviors and medial visual
networks [64].

2.9. Refractive Error and Refractive Surgery in Children

Among children with refractive error and ASD, 31% vs. 4% of typically developing
children refuse to wear glasses, respectively [65]. Another study reported that only 19% of
ASD children complied with prescribed glasses [53]. Without correction, severe ametropia
can cause visual impairment to the level of legal blindness (20/200 or worse). This vi-
sual impairment may further hinder the development and quality of life by impairing
socialization, motor skills, and interaction with the environment.

Refractive surgery can improve visual acuity in this population and is being performed
at a small number of centers throughout the United States [66–68]. The procedure is more
complex in children than adults because of the ongoing ocular growth of the pediatric eye
and compliance with preoperative workup and postoperative care [69]. Pediatric refrac-
tive surgery is typically reserved for cases in which traditional treatments for refractive
error have failed and has been used to treat anisometropia, bilateral high ametropia, and
accommodative strabismus [69].

2.10. Refractive Surgery in Children Improves Visual Acuity

Overall, refractive surgery has been shown to be safe in children and to result in
improvement of refractive error and improved visual acuity [70].

Corneal surface procedures, excimer laser ablation, and intraocular lens implantation
have been used. Surface procedures can be used to treat anisometropia [67,71], hyper-
opia [72,73], myopia [73–75], and astigmatism [72]. All have all been reported to be safe [69].
Three-quarters of eyes have been reported to remain within 3 diopters of their target power
after 5 years [74]. Of note, longer-term follow-up would be beneficial, as refractive error can
continue to change through the early 20s. However, the goal of any refractive surgery is to
prevent irreversible amblyopia. We recognize that children may require additional glasses
or procedures in the future; therefore, the risks of surgery versus benefits for amblyopia
therapy must be considered. There are risks associated with any procedure, and refractive
surgery is no exception. The risk of each procedure differs, e.g., LASIK is associated with
increased risk of flap dislocation; however, many centers recommend PRK, which avoids
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the risk of the flap. Nevertheless, regression, infection, and corneal clouding are known
risks of corneal surface ablation [69].

Unfortunately, there are refractive errors that are beyond the limits of excimer laser pro-
cedures. For these procedures, intraocular lens implantation can be used. Anisometropic
amblyopia [76–78], myopia [79–81], and hyperopia [68] have been treated with phakic
intraocular lenses (pIOL). PIOL placement is reversible. Still, PIOL risks exist, similar to
those of any intraocular surgery, including infection, residual refractive error, and increased
risk of retinal detachment. Such risks should be weighed against the benefits of the surgery;
the degree of amblyopia and current visual functioning should be taken into considera-
tion [78]. Finally, there are refractive errors beyond the limits of pIOL, or children whose
anterior chamber depth is too small for pIOL. These children are candidates for clear lens
exchange [82]. Clear lens exchange is associated with similar risks as PIOL, including retinal
detachment and infection, along with the additional risk of loss of accommodation [83].

2.11. Refractive Surgery in Children Improves Quality of Life and Behavioral Outcomes

In addition to improving visual acuity, refractive surgery can improve behavioral
and developmental outcomes and quality of life. A recent study by Paysse et al. showed
that PRK improves the developmental outcomes of children with intellectual disability
and high isoametropia [82]. Similarly, in studies of refractive surgeries in children with
neurobehavioral disorders, 85–92% exhibited enhanced visual awareness, attentiveness,
or social interactions postoperatively [81–84]. We recently published the results of a small
pilot study enrolling 24 children pre- and 1-month post refractive surgery. All patients
underwent surgery without complication and improvement in visual acuity. Quality of life
scores as measured by the Pediatric Eye Questionnaire improved by a median of 22 points
on the functional vision scale. Additionally, Social Responsiveness Scale-2 (SRS-2) scores
improved by a median of 15 points 1 month post refractive surgery. SRS-2 identifies the
social impairment within the autism spectrum and differentiates it from other disorders.
Improvement on this scale indicates improvement in social deficits secondary to ASD post
refractive surgery.

The implications of improved visual acuity for ASD children are unknown to date.
However, further understanding of how the ASD phenotype changes secondary to im-
proved visual acuity may offer some insight into how decreased visual acuity affects ASD
children. Further investigation is certainly merited. Because uncorrected refractive error
is a potentially reversible cause of blindness in children with ASD traits, understanding
the behavioral impact of reversing visual impairment in this group will help elucidate the
underlying neural mechanisms for this association between ASD and visual impairment.

3. Discussion

In summary, ASD is a relatively common neurobehavioral disorder with a prevalence
of 2% in the population. Children with ASD have a relatively high rate of ocular comor-
bidities including refractive error; however, a high percentage (1/3) children refuse to wear
their spectacles even though they are rendered legally blind. Refractive surgery in this
population has been proven safe and effective in correcting refractive error and improving
visual acuity. It has also been shown to improve quality of life, acquisition of milestones,
and social responsiveness.

4. Conclusions

In conclusion, visual acuity correction via refractive surgery in spectacle-non-compliant
ASD children appears to have benefits for visual acuity, as well as for behavior and quality
of life.

5. Future Directions

The role of visual acuity improvement as a way to improve ASD behaviors is worthy
of additional exploration. Additional research should be conducted to determine which
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patients experience improved quality of life and behavioral benefits as a result of this
treatment. Additional research should be conducted on why these individuals benefit from
such interventions.

Author Contributions: Conceptualization, M.R. and S.M.C.; Investigation, M.R. and S.M.C.;
Writing—Original Draft Preparation, M.R.; Writing—Review and Editing, S.M.C. All authors have
read and agreed to the published version of the manuscript.

Funding: This project is supported by an unrestricted grant from Research to Prevent Blindness, the
Doris Duke Foundation, and the Knights Templar Eye Foundation.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Hirota, T.; King, B. Autism Spectrum Disorder: A Review. JAMA 2023, 329, 157–168. [CrossRef] [PubMed]
2. Butchart, M.; Long, J.J.; Brown, M.; McMillan, A.; Bain, J.; Karatzias, T. Autism and Visual Impairment: A Review of the Literature.

Rev. J. Autism Dev. Disord. 2017, 4, 118–131. [CrossRef]
3. Sanders, S.J.; He, X.; Willsey, A.J.; Ercan-Sencicek, A.G.; Samocha, K.E.; Cicek, A.E.; Murtha, M.T.; Bal, V.H.; Bishop, S.L.;

Dong, S.; et al. Insights into Autism Spectrum Disorder Genomic Architecture and Biology from 71 Risk Loci. Neuron 2015, 87,
1215–1233. [CrossRef] [PubMed]

4. Kim, J.Y.; Son, M.J.; Son, C.Y.; Radua, J.; Eisenhut, M.; Gressier, F.; Koyanagi, A.; Carvalho, A.F.; Stubbs, B.; Solmi, M.; et al.
Environmental risk factors and biomarkers for autism spectrum disorder: An umbrella review of the evidence. Lancet Psychiatry
2019, 6, 590–600. [CrossRef]

5. Wu, S.; Wu, F.; Ding, Y.; Hou, J.; Bi, J.; Zhang, Z. Advanced parental age and autism risk in children: A systematic review and
meta-analysis. Acta Psychiatr. Scand. 2017, 135, 29–41. [CrossRef]

6. Christensen, J.; Grnøborg, T.K.; Srøensen, M.J.; Schendel, D.; Parner, E.T.; Pedersen, L.H.; Vestergaard, M. Prenatal valproate
exposure and risk of autism spectrum disorders and childhood autism. JAMA 2013, 309, 1696–1703. [CrossRef]

7. Fagiolini, M.; Leblanc, J.J. Autism: A critical period disorder? Neural Plast. 2011, 2011, 921680.
8. Ben-Ari, Y. Is birth a critical period in the pathogenesis of autism spectrum disorders? Nat. Rev. Neurosci. 2015, 16, 498–505.

[CrossRef]
9. Hensch, T.K. Critical Period Regulation. Annu. Rev. Neurosci. 2004, 27, 549–579. [CrossRef]
10. Nelson, C.A.; Zeanah, C.H.; Fox, N.A.; Marshall, P.J.; Smyke, A.T.; Guthrie, D. Cognitive recovery in socially deprived young

children: The Bucharest early intervention project. Science 2007, 318, 1937–1940. [CrossRef]
11. Hyman, S.L.; Levy, S.E. Autism: AAP Guidance Includes Updates, Searchable Topics, Executive Summary; American Academy of

Pediatrics: Itasca, IL, USA, 2019.
12. Schreibman, L.; Dawson, G.; Stahmer, A.C.; Landa, R.; Rogers, S.J.; McGee, G.G.; Kasari, C.; Ingersoll, B.; Kaiser, A.P.;

Bruinsma, Y.; et al. Naturalistic Developmental Behavioral Interventions: Empirically Validated Treatments for Autism Spectrum
Disorder. J. Autism Dev. Disord. 2015, 45, 2411–2428. [CrossRef]

13. National Research Council. Educating Children with Autism; The National Academies Press: Washington, DC, USA, 2001.
14. National Autism Center. National Standards Project; National Autism Center: Randolph, MA, USA, 2015.
15. Ambrose, K.; Simpson, K.; Adams, D. The relationship between social and academic outcomes and anxiety for children and

adolescents on the autism spectrum: A systematic review. Clin. Psychol. Rev. 2021, 90, 102086. [CrossRef] [PubMed]
16. Williams, M.E.; Fink, C.; Zamora, I.; Borchert, M. Autism assessment in children with optic nerve hypoplasia and other vision

impairments. Dev. Med. Child Neurol. 2014, 56, 66–72. [CrossRef] [PubMed]
17. Chang, M.Y.; Doppee, D.; Yu, F.; Perez, C.; Coleman, A.L.; Pineles, S.L. Prevalence of Ophthalmologic Diagnoses in Children

with Autism Spectrum Disorder Using the Optum Dataset: APopulation-Based Study. Am. J. Ophthalmol. 2021, 221, 147–153.
[CrossRef] [PubMed]

18. Ikeda, J.; Davitt, B.V.; Ultmann, M.; Maxim, R.; Cruz, O.A. Brief report: Incidence of ophthalmologic disorders in children with
autism. J. Autism Dev. Disord. 2013, 43, 1447–1451. [CrossRef]

19. Kabatas, E.U.; Ozer, P.A.; Ertugrul, G.T.; Kurtul, B.E.; Bodur, S.; Alan, B.E. Initial Ophthalmic Findings in Turkish Children with
Autism Spectrum Disorder. J. Autism Dev. Disord. 2015, 45, 2578–2581. [CrossRef] [PubMed]

20. Black, K.; McCarus, C.; Collins, M.L.Z.; Jensen, A. Ocular manifestations of autism in ophthalmology. Strabismus 2013, 21, 98–102.
[CrossRef]

21. Bhandari, G.; Neupane, S.; Shrestha, G. Ocular Morbidity in Children with Autism. Optom. Vis. Perform. 2013, 1, 19–24.

http://doi.org/10.1001/jama.2022.23661
http://www.ncbi.nlm.nih.gov/pubmed/36625807
http://doi.org/10.1007/s40489-016-0101-1
http://doi.org/10.1016/j.neuron.2015.09.016
http://www.ncbi.nlm.nih.gov/pubmed/26402605
http://doi.org/10.1016/S2215-0366(19)30181-6
http://doi.org/10.1111/acps.12666
http://doi.org/10.1001/jama.2013.2270
http://doi.org/10.1038/nrn3956
http://doi.org/10.1146/annurev.neuro.27.070203.144327
http://doi.org/10.1126/science.1143921
http://doi.org/10.1007/s10803-015-2407-8
http://doi.org/10.1016/j.cpr.2021.102086
http://www.ncbi.nlm.nih.gov/pubmed/34598053
http://doi.org/10.1111/dmcn.12264
http://www.ncbi.nlm.nih.gov/pubmed/24000901
http://doi.org/10.1016/j.ajo.2020.08.048
http://www.ncbi.nlm.nih.gov/pubmed/32896499
http://doi.org/10.1007/s10803-012-1475-2
http://doi.org/10.1007/s10803-015-2428-3
http://www.ncbi.nlm.nih.gov/pubmed/25800865
http://doi.org/10.3109/09273972.2013.786733


Children 2023, 10, 606 8 of 10

22. Chang, M.Y.; Gandhi, N.; O’Hara, M. Ophthalmologic disorders and risk factors in children with autism spectrum disorder. J. Am.
Assoc. Pediatr. Ophthalmol. Strabismus 2019, 23, 337.e1–337.e6. [CrossRef]

23. Jure, R.; Pogonza, R.; Rapin, I. Autism Spectrum Disorders (ASD) in Blind Children: Very High Prevalence, Potentially Better
Outlook. J. Autism Dev. Disord. 2016, 46, 749–759. [CrossRef]

24. Keeler, W.R. Autistic patterns and defective communication in blind children with. Proc. Annu. Meet. Am. Psychopathol.
1956, 64–84.

25. Pili, R.; Zolo, B.; Farris, P.; Penna, V.; Valinotti, S.; Carrogu, G.P.; Gaviano, L.; Berti, R.; Pili, L.; Petretto, D.R. Autism and Visual
impairment: A First Approach to a Complex Relationship. Clin. Pract. Epidemiol. Ment. Health 2021, 17, 212–216. [CrossRef]
[PubMed]

26. de Verdier, K.; Ulla, E.; Löfgren, S.; Fernell, E. Children with blindness—Major causes, developmental outcomes and implications
for habilitation and educational support: A two-decade, Swedish population-based study. Acta Ophthalmol. 2018, 96, 295–300.
[CrossRef] [PubMed]

27. Ek, U.; Fernell, E.; Jacobson, L.; Gillberg, C. Relation between blindness due to retinopathy of prematurity and autistic spectrum
disorders: A population-based study. Dev. Med. Child Neurol. 1998, 40, 297–301.

28. Sergott, R.C. Neuroradiographic, Endocrinologic, and Ophthalmic Correlates of Adverse Developmental Outcomes in Children
with Optic Nerve Hypoplasia: A Prospective Study. Yearb. Ophthalmol. 2009, 2009, 193–194. [CrossRef]

29. Parr, J.R.; Dale, N.J.; Shaffer, L.M.; Salt, A.T. Social communication difficulties and autism spectrum disorder in young children
with optic nerve hypoplasia and/or septo-optic dysplasia. Dev. Med. Child Neurol. 2010, 52, 917–921. [CrossRef]

30. Fazzi, E.; Micheletti, S.; Galli, J.; Rossi, A.; Gitti, F.; Molinaro, A. Autism in Children With Cerebral and Peripheral Visual
Impairment: Fact or Artifact? Semin. Pediatr. Neurol. 2019, 31, 57–67. [CrossRef]

31. Andrews, R.; Wyver, S. Autistic tendencies: Are there different pathways for blindness and Autism Spectrum Disorder? Br. J. Vis.
Impair. 2005, 23, 52–57. [CrossRef]

32. Burlingham, D. Hearing and its Role in the Development of the Blind. Psychoanal. Study Child 1964, 19, 95–112. [CrossRef]
33. Burlingham, D. Some problems of ego development in blind children. Psychoanal. Study Child 1965, 20, 194–208. [CrossRef]
34. Fay, W.H. On the echolalia of the blind and of the autistic child. J. Speech Hear. Disord. 1973, 38, 478–489. [CrossRef]
35. Fraiberg, S. Parallel and divergent patterns in blind and sighted infants. Psychoanal. Study Child 1968, 23, 264–300. [CrossRef]

[PubMed]
36. Nagera, H.; Colonna, A.B. Aspects of the contribution of sight to ego and drive development. A comparison of the development

of some blind and sighted children. Psychoanal. Study Child 1965, 20, 267–287. [CrossRef] [PubMed]
37. Wills, D.M. Early speech development in blind children. Psychoanal. Study Child 1979, 34, 85–117. [CrossRef] [PubMed]
38. Hobson, R.P.; Lee, A.; Brown, R. Autism and congenital blindness. J. Autism Dev. Disord. 1999, 29, 45–56. [CrossRef] [PubMed]
39. Carvill, S. Sensory impairments, intellectual disability and psychiatry. J. Intellect. Disabil. Res. 2001, 45, 467–483. [CrossRef]
40. Kancherla, V.; Van Naarden Braun, K.; Yeargin-Allsopp, M. Childhood vision impairment, hearing loss and co-occurring autism

spectrum disorder. Disabil. Health J. 2013, 6, 333–342. [CrossRef] [PubMed]
41. Do, B.; Lynch, P.; Macris, E.M.; Smyth, B.; Stavrinakis, S.; Quinn, S.; Constable, P.A. Systematic review and meta-analysis of the

association of Autism Spectrum Disorder in visually or hearing impaired children. Ophthalmic Physiol. Opt. 2017, 37, 212–224.
[CrossRef]

42. Rogers, S.J.; Puchalski, C.B. Social smiles of visually impaired infants. J. Vis. Impair. Blind. 1986, 80, 863–865. [CrossRef]
43. Minter, M.E.; Hobson, R.P.; Pring, L. Recognition of vocally expressed emotion by congenitally blind children. J. Vis. Impair. Blind.

1991, 85, 411–415. [CrossRef]
44. Goodman, R.; Minne, C. Questionnaire screening for comorbid pervasive developmental disorders in congenitally blind children:

A pilot study. J. Autism Dev. Disord. 1995, 25, 195–203. [CrossRef] [PubMed]
45. Brown, R.; Hobson, R.P.; Lee, A.; Stevenson, J. Are there “autistic-like” features in congenitally blind children? J. Child Psychol.

Psychiatry Allied Discip. 1997, 38, 693–703. [CrossRef] [PubMed]
46. Dale, N.; Salt, A. Social identity, autism and visual impairment (VI) in the early years. Br. J. Vis. Impair. 2008, 26, 135–146.

[CrossRef]
47. Moore, C.; Dunham, P.J. Joint Attention: Its Origins and Role in Development; Lawrence Erlbaum Associates: Mahwah, NJ,

USA, 1995.
48. Urqueta Alfaro, A.; Morash, V.S.; Lei, D.; Orel-Bixler, D. Joint engagement in infants and its relationship to their visual impairment

measurements. Infant Behav. Dev. 2018, 50, 311–323. [CrossRef]
49. Naber, F.B.A.; Bakermans-Kranenburg, M.J.; Van IJzendoorn, M.H.; Dietz, C.; Van Daalen, E.; Swinkels, S.H.N.; Buitelaar, J.K.;

Van Engeland, H. Joint attention development in toddlers with autism. Eur. Child Adolesc. Psychiatry 2008, 17, 143–152. [CrossRef]
50. Charman, T. Why is joint attention a pivotal skill in autism? Philos. Trans. R. Soc. B Biol. Sci. 2003, 358, 315–324. [CrossRef]
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