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Abstract

There is growing recognition that individuals with autism spectrum disorder (ASD) struggle with 
anxiety, depression and anger: symptoms that are not part of the diagnostic criteria for the disorder. 
Psychiatric comorbidity is common, although prevalence estimates vary widely. Rates vary from 28 
to 84% of individuals with ASD meeting criteria for at least one other psychiatric disorder. Results of 
a meta-analysis indicate that the pooled prevalence estimate of comorbidity is 68%. Individuals with 
ASD have more emotional and behavioural problems than the general population and other clinical 
groups. It is important to understand this comorbidity because of its high prevalence, impact on both 
current functioning and long-term outcomes, persistence of symptoms, and cost to the individual, 
their family and society. The recognition and assessment of emotional and behavioural problems in 
individuals with ASD is challenging. Comorbid psychiatric disorders should be assessed and diagnosed 
early to support the individual and their family better in school/work and home environments in order 
to improve the quality of their lives and improve longer-term outcomes.

Emotional Dysregulation and Comorbidity in Autism Spectrum Disorder 
(ASD)

There is growing recognition that, in addition to the difficulties with social-communication and 
repetitive behaviours and/or interests, with which individuals with ASD struggle, behavioural 
problems and emotional difficulties are an added burden and impairment (1-9). Concerns about 
emotional functioning are not new and were noted in Kanner’s (10) original description of children 
with “classic” autism. Not only do individuals meet diagnostic criteria for various mental disorders but 
many also just fall short of meeting full diagnostic criteria and are considered subsyndromal for the 
disorder, suggesting that these individuals are experiencing mental health symptoms and would also 
be likely to benefit from treatment (5). Thus, emotional and behavioural symptoms and disorders are 
commonly experienced by individuals with ASD. 

Importance

Given that psychiatric concerns are common in ASD, occurring in approximately 28 to 84% of 
individuals, it is important to understand this comorbidity because psychiatric problems cause 
considerable distress, interfere with daily functioning, and significantly impact long-term prognosis 
and outcome (11). For instance, children with comorbid anxiety and mood problems have been 
reported to be more aggressive and to have poorer social relationships; their parents’ social activities 
were also more limited than in ASD individuals without such comorbidity (12). Behavioural problems 
have been associated with difficulties in functioning within the community (13,14), parental stress (15) 
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and use of psychotropic medication to stabilize behaviour (16).  In addition, many individuals with 
ASD and with psychiatric concerns are at risk for being hospitalized (17-19). There is evidence that 
psychiatric concerns are present early in life (20,21), persisting from childhood to adolescence (22) and 
into adulthood (23-26). Furthermore, the presence of a comorbid psychiatric disorder has important 
implications for treatment. Recognition that problem behaviours are related to a comorbid psychiatric 
disorder, rather than being an isolated behaviour or secondary to the ASD, allows for more specific 
and targeted treatment, which is associated with greater improvement (5). Without intervention, 
emotional and behavioural concerns may become more impairing as children grow older, negatively 
impacting long-term prognosis and outcome (11). Thus, addressing mental health concerns is an 
important treatment focus for this population, to minimise the long-term cycle of maladaption.
There is a growing body of evidence that treatments, such as cognitive behavioural therapy (CBT), are 
effective in this population (27). These findings highlight the potential impact of psychiatric concerns 
on the lives of individuals with ASD and their families.

Comorbidity in ASD 

Individuals with ASD often struggle with multiple psychiatric disorders; 28 to 84% meet criteria for 
one psychiatric disorder and 27 to 50% for two or more (see Table 1 (2-3, 5-7,24,25,28-33)). A meta-
analysis was conducted to obtain an impression of the overall prevalence estimates across all the 
studies reviewed that examined psychiatric problems. Studies were included if they reported the 
percentage of individuals with ASD who met criteria for at least one psychiatric disorder, regardless 
of methodology used to calculate prevalence (i.e., interview, questionnaire, etc). The literature was 
reviewed using PsycLit/PsycInfo and MEDLINE, by examining the references of articles reviewed (i.e., 
ancestor search), and by reviewing reference lists of review articles. Prevalence was determined by 
calculating the number of cases who met criteria for one psychiatric disorder across all studies, divided 
by the pooled sample size. An estimated 68% of individuals with ASD met criteria for at least one 
psychiatric disorder. 

Prevalence estimates are generally high, even in studies that employed population-based recruitment 
strategies (see Table 1). It is important to examine comorbidity in population-based samples since 
clinically-referred samples tend to overestimate the prevalence (34).  Furthermore, anger, anxiety 
and depression commonly co-occur and are positively correlated with each other (5,12,14,35-39). For 
example, Quek et al. (38) found that feelings of distress (such as depression) commonly co-occur with 
anger in individuals with ASD. This is consistent with findings in the general population (40).

Types of Comorbid or Co-occurring Disorders

Studies examining psychiatric comorbidity have been conducted primarily in children and adolescents 
(2,5,8,9,29,31,41,42), although studies examining these issues in adults are emerging (6,32,43-46) 
and rates of mental health concerns are being reported in follow-up studies examining outcomes 
in adults (23-25), see Table 2. As can be gleaned from Table 2, psychiatric concerns are common in 
children, adolescents and adults with ASD, but it is notable that rates vary widely. The inconsistencies 
in reported prevalence findings may be accounted for by differences in sampling (e.g., clinic vs. 
population-based), assessment (e.g., questionnaire vs. interview) and diagnostic (e.g., symptoms vs. 
disorder) approaches used in different studies. For instance, rates of depression range from 1-70%. 
In general, rates of depression were higher in the studies where the majority of participants were 
adolescents/adults, as compared to children/adolescents; consistent with rates in the typically-
developing population which increase from childhood to adolescence and are highest in young 
adulthood (47). Rates of depression were lowest in the samples that employed a population-based 
methodology (7,23). Lugnegard et al. (46) reported the highest rates of depression, with 70% having 
experienced at least one episode of major depression and 50% with recurrent depressive episodes. 
Some of the reported variability may be related to what information is reported, such as current 
vs. lifetime prevalence or single vs. recurrent episodes. In a recent study, Kaat et al. (3) found that 
prevalence rates varied, depending on the mental health parameter used to determine presence 
of the disorder. Specifically, rates based on impairment cut-offs (i.e., extent to which psychiatric 
symptoms impair the child’s functioning) were higher than symptom cut-offs (i.e., number of 
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psychiatric symptoms), and lowest rates were for clinical cut-offs (i.e., met both impairment and 
symptom cut-offs); however, prevalence remained high, regardless of the parameter used. For 
example, prevalence rates for any disorder based on combined parent and teacher report using 
impairment cut-off was 94%, symptom cut-off was 87%, and clinical cut-off was 84%. These findings 
are consistent with previous work (48). Although it is difficult to draw conclusions about rates of the 
various comorbid mental disorders from these varying estimates, it is clear that individuals with ASD 
struggle with comorbid mental health concerns.

Findings in Children and Adolescents 

A systematic review examining psychosis, affective disorders and anxiety in children and adolescents 
with ASD found that the rates of comorbidity ranged from 0-6% for schizophrenia, 5-35% for 
generalized anxiety disorder (GAD), 10-64% for simple phobias, 1-37% for obsessive-compulsive 
disorder (OCD) and 0-50% for affective disorders or symptoms (8). Simonoff et al. (7) examined 
psychiatric comorbidity in a subgroup of 112 children, 10-14 years of age, from a population-derived 
sample using a semi-structured psychiatric interview. They found that the most common diagnoses 
were social anxiety disorder, 29%, attention deficit/hyperactivity disorder (ADHD), 28%, oppositional 
defiant disorder (ODD), 28% and GAD, 13%. 

More recently, Totsika et al. (41,42) examined these problems in children and adolescents with 
ASD, with and without the presence of intellectual disability (ID), using a population-based sample.  
Behavioural and emotional problems were assessed using a questionnaire, and children who scored 
in the borderline or clinical range were combined to identify children with concerns. In a group of 
5-year-old children with ASD, they found high rates of hyperactivity (ASD+ID: 88% vs. ASD: 59%), 
conduct problems (ASD+ID: 58% vs. ASD: 46%), and emotional symptoms (ASD+ID: 39% vs. ASD: 
38%); with hyperactivity being significantly higher in children with ASD+ID (41). In a group of 5 to 
16 year olds, reported rates were generally higher than rates reported in the sample of 5-year-old 
children with ASD (with and without ID), and similar, regardless of the presence of ID: hyperactivity 
(ASD+ID: 88% vs. ASD: 85%), conduct problems (ASD+ID: 65% vs. ASD: 64%), and emotional symptoms 
(ASD+ID: 71% vs. ASD: 74%) (42).  The rate of concerns reported in the studies by Totsika et al. (41-42) 
were higher than in the study by Simonoff et al. (7), which is probably accounted for by the method of 
assessment (‘interview format’ to identify DSM-IV and ICD-10 diagnoses vs. ‘questionnaire format’ to 
identify symptoms).  Taken together, serious concerns about emotional and behavioural functioning 
are generally reported in children and adolescents.

Findings in Adults 

Consistent with the literature in children, adults with ASD also present with high rates of psychiatric 
comorbidity. Although studies report variable prevalence rates, in general, concerns about anxiety 
and depression remained high, whereas psychotic and substance-related disorders were uncommon 
(46), see Table 2.  Hofvander et al. (44) conducted the largest study (N=122) in adults (aged 16 to 60) 
with ASD and normal intelligence that specifically examined psychiatric and psychosocial problems.  
They reported that Lifetime axis I disorders were common, with mood (50%) and anxiety disorders 
(53%) being the most common.  Regarding the rate of lifetime axis II disorders, 62% met criteria for 
at least one personality disorder (PD) with obsessive-compulsive PD being the most common (32%). 
Somewhat lower rates were reported in other studies: 12 to 22% for anxiety (6, 25) and 1 to 32% for 
depression (6,23-25).

Comorbidity in ASD Compared to Other Populations

Individuals with ASD experience more psychiatric symptoms than the general population (21,49,50), 
and rates that are comparable to or higher than other clinical groups (51,39,49,50,52-54) or individuals 
with other psychiatric concerns (21,50,55). With regard to the last, in a psychiatrically-referred 
population of youth with and without ASD, not only were the levels of psychiatric comorbidity found 
in those individuals with ASD higher, but the pattern of concerns differed: they were more functionally 
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impaired and their needs were more complex; for example, they required extra assistance in school 
and more therapeutic interventions (55). Mazzone et al. (56) noted the suggestion of a possible 
bidirectional relationship between autistic disorders and psychiatric symptoms: individuals with ASD 
not only have a higher prevalence rate of anxiety disorders (8), but individuals with anxiety disorders 
have a higher rate of autistic traits (57). However, as intimated by these authors, the concept of 
bidirectionality is questionable when one of the conditions is a neurodevelopmental disorder, as is the 
case for autism; this implies that the autism is the underlying disorder, not that the other disorder is in 
some way causing the autism. Traits that could be described as “autistic” arising from a condition such 
as depression should not be confused with underlying autism, since it would be expected that these 
traits would improve or resolve completely during periods when the depression has lifted.

Levels of comorbidity are higher in individuals with ASD (with and without an ID) than those with 
ID alone (1,41,42,58,59), although this is not a consistent finding (60). A recent population-based 
investigation examining behavioural and emotional problems comparing children aged 5 to 16 years 
who had ASD (with and without ID), ID only, or neither condition (comparison group), found that the 
level of problems was highest among individuals with ASD (with and without ID) (42). The presence 
of ASD and ID significantly and independently increased the risk for all these problems, although 
the contribution of ASD was larger than that of ID (42), which is consistent with other findings in 
younger children (41,61). Thus, ASD and ID are independent risk factors for behavioural and emotional 
problems, with onset at an early age. 

It has also been shown that different IQ levels are associated with different profiles of behavioural 
problems (48,58,62). Brereton et al. (58) found that children and adolescents with ASD and moderate 
to severe levels of ID were more self-absorbed and had more difficulty with social relating, whereas 
individuals with IQ in the borderline to normal range had more problems with communication.  Estes 
et al. (62) found that IQ predicted a different pattern of associated symptoms from early to later 
childhood (from age 6 to 9). Specifically, those children classified as lower functioning (IQ below a 
standard score of 70) presented with higher levels of attention problems, hyperactivity and irritability, 
whereas the children classified as higher-functioning had increased internalizing symptoms. Witwer 
& Lecavalier (48) found that children with ASD and ID (IQ below 70) reported fewer symptoms overall, 
and were less likely to meet full criteria for GAD but more likely to be subsyndromal for GAD. Therefore, 
it is important to consider the moderating impact of intellectual functioning on the presentation of 
psychiatric symptoms in individuals with ASD.

Challenges with Assessment and Differential Diagnosis

What are the challenges?
Recognizing and assessing comorbid psychiatric concerns in people with ASD can be challenging for 
clinicians.  Individuals with ASD may have insufficient awareness and/or language to describe their 
internal states, symptoms, or physiological experiences, thereby leaving the clinician to gather clinical 
information about the individual from parents/caregivers, through direct observation in the clinic or 
the individual’s social environment (56). Other issues arise when behavioural/emotional difficulties are 
associated with severe cognitive impairment; this population is particularly challenging in terms of 
assessment (63). 

Another challenge is determining whether the psychiatric symptoms in ASD are part of the same 
dimension (part of the autism spectrum) or a different dimension (part of a comorbid psychiatric 
disorder). Thus, differential diagnosis is complicated by difficulties differentiating between comorbid 
psychiatric symptoms and core ASD symptoms; these symptoms may be difficult to distinguish 
because they are overlapping, the presentation of psychiatric concerns may be atypical, and 
psychiatric concerns might be masked by symptoms typical of ASD.  For example, as noted in Table 2, 

OCD has been reported in 6-55% of individuals with ASD; however this remains controversial given 
that obsessional, stereotyped and repetitive behaviours are core features of ASD and it is difficult to 
determine whether the obsessive and compulsive (OC) behaviours that are present are part of the core 
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ASD symptoms, or related to OCD.*

Recent evidence has shown that individuals with ASD report higher frequencies of compulsive 
saving/hoarding and ordering; whereas the individuals with OCD reported higher frequencies of 
contamination and aggressive obsessions and checking compulsions (64,65) and higher severity of 
symptoms (65,66). No differences have been found in the

level of awareness of the intrusive and distressing nature of the symptoms (egodystonicity), although 
an absence of insight was seen in the ASD group (65, 66). Furthermore, individuals with ASD do not 
tend to show distress or perform rituals to alleviate anxiety (65), although this is not a consistent 
finding (67). Thus, the overlap in symptoms complicates differential diagnosis. To illustrate this further, 
many features that are characteristic of ASD, such as social withdrawal, limited facial affect, flattened 
affect, are also features of depression (8). Also, resistance to change and repetitive questioning, which 
are characteristic of ASD, are also seen in anxiety (9). Difficulty identifying or articulating feelings of 
distress may present differently (e.g., overwhelmed, agitated, scared) (68) in ASD than in typically 
developing individuals. Moreover, it may be difficult to determine whether a change (exacerbation 
or improvement) in ASD symptoms represents the presence of a psychiatric disorder, or is due to 
other factors (56). For example, a decrease in repetitive and obsessive behaviours, that may indicate 
the presence of a psychiatric concern such as depression, might be mistakenly interpreted as an 
improvement in ASD symptoms (69). Conversely, psychiatric concerns can also exacerbate ASD 
symptoms, such as an increase in ritualistic behaviours and incorporation of depressive themes into 
obsessions (14,51,70).

Assessment Recommendations

The assessment of mental health problems in individuals with ASD is challenging. It is important to 
determine which symptoms are part of the autism spectrum and which are part of the mental health 
concern. To do this it is important to distinguish between ‘competence’ and ‘performance’ (change 
in behaviour) (14,71). An example of competence in a specific skill may be impaired nonverbal 
communication which is seen in all situations (part of core ASD); whereas, nonverbal communication 
difficulties that are due to a psychiatric condition may not be seen in every situation. Thus, it is 
important to determine whether there is a change over time in the behaviour (9,12). It is also 
important to establish deterioration in adaptive functioning, and whether the impairment is over and 
above the impairment caused by the primary diagnosis of ASD (9). Last, given that IQ and language 
affect endorsement rates (48), modifications may need to be applied when using DSM criteria.

Assessment Tools 

In clinical practice, psychometric tools, such as questionnaires and interviews, are often used to 
screen or assess emotional and behavioural concerns (72). Although clinicians find these tools to be 
valuable, few questionnaires or interviews have been specifically validated, designed or modified to 
assess comorbid psychiatric symptoms in ASD. Current studies examining psychiatric comorbidity in 
ASD typically use DSM-IV diagnostic criteria or adapt scales that were developed for use in the general 
population, which has several limitations (56). Measures that are designed or modified specifically 
to assess comorbid psychiatric symptoms in ASD are beginning to emerge, for example, the Autism 
Comorbidity Interview - Parent and Lifetime Version (5); however, these types of measures are time-
intensive and require highly-trained staff to administer. It is consequently also important to determine 
the reliability and validity of shorter screening questionnaires. A recent study examining the utility of 
self-report measures to screen for psychiatric comorbidity in a group of 10 to 17 year old children with 
ASD and without ID found a lack of concordance between self-report questionnaires and structured 
parent interviews, suggesting that self-report measures may provide some useful information but 
not sufficient for clinical diagnostic purposes (73); this is also true for typically developing children 

*Editor’s note. The authors correctly allude to the important distinction between the core autism symptoms of 
excessively-preferred thoughts or activities which the individual typically enjoys, on one hand, and obsessive-
compulsive disorder which is associated with anxiety in the individual, on the other hand. Both may coexist.
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(74). It is also important to be aware of the impact of different environmental factors (e.g., family, daily 
routines) on psychiatric comorbidities in order to develop better social supports and coping strategies 
(75). Given that there is often a lack of consensus between informants (child, parents, teachers) on the 
presence of symptoms, it is recommended that additional information be obtained, based on multiple 
informants and settings, and direct observation, even when a negative screen is obtained on self-
report measures (73,75).  

Management of Comorbidity

Determining whether an individual is suffering from a psychiatric problem, in addition to the 
diagnosis of ASD, has important implications for management. Studies examining the use of 
cognitive behavioural therapy (CBT) to treat anxiety in ASD have recently begun to receive empirical 
attention, and results are promising (11,27,76-84). In general, individuals with ASD and comorbid 
anxiety receiving CBT showed substantial improvements after delivery of the treatment, compared 
to treatment as usual. Treatment response rates (i.e., achieving a clinically meaningful improvement 
relative to baseline) ranged from 46 to 77% in individuals who received CBT, versus only 9 to 14% in 
the treatment-as-usual group (TAU) (79,80,82,84), with treatment gains generally being maintained 
at short-term follow-up (79,80,82). Remission rates (i.e., no longer meeting criteria for the anxiety 
diagnosis) varied from 38 to 71% for those children and youth receiving CBT, compared to 0 to 8.7% in 
the comparison sample (TAU or waitlist control) (76,77,82,84). Response and remission rates are close 
to those seen in typically-developing anxiety-disordered children and youth: response rates range 
from 60 to 78% (84,89) and remission rates from 64 to 70% (90-92). McNally Keehn et al. (77) reported 
that the Number Needed to Treat (NNT) indicated that approximately two children must participate 
in CBT in order for one child with ASD to return to non-clinical levels for the primary diagnosis at 
post-treatment (NNT = 1.72) compared to waitlist controls; which is similar to results seen in typically 
developing children (NNT=2.8) (89). Although the majority of studies have examined anxiety, 
some programs have used cognitive and behavioural strategies to target emotion regulation (85), 
increase understanding and expression of affectionate behaviour (86,87), and social skills (88). CBT is 
considered an ‘emerging’ treatment based on the National Autism Center’s 2009 National Standards 
Report, and was noted by Lang et al. (27) to be a “potentially versatile and effective intervention 
approach”. 

CBT programs that have been used with ASD populations have either been existing programs 
produced for typically-developing anxiety-disordered individuals that have been adapted for use 
in ASD, e.g., Coping Cat (77), or were specifically developed for use with individuals with ASD, e.g., 
Facing Fears (79). A number of modifications have been recommended, such as using concrete and 
visual tactics, incorporating communication and social skills training into hierarchies when required, 
increasing affective communication, incorporating child-specific interests, and involving parents 
(93,94). These treatment studies do not consider the impact of other emotional or behavioural 
disorders on treatment outcome, nor do they examine changes in other internalizing or externalizing 
symptoms. Furthermore, there is little evidence regarding treatment of other disorders such as 
depression, conduct problems, aggressive behaviour or attentional issues, although some research 
is emerging (68,85,95,98). There is also an emerging literature on the use of mindfulness-based 
interventions for individuals with ASD (97,98). 

With regard to pharmacological interventions, the majority of clinical trials have targeted specific 
behavioural symptoms (e.g., aggression, hyperactivity and inattention, stereotypical and repetitive 
behaviours, self-injurious behaviour), whereas few studies have used pharmacotherapy to target 
specific psychiatric disorders (56,99,100). More research is needed to determine whether medications 
that are effective in non-ASD individuals with psychiatric disorders will also be effective in individuals 
with ASD who have similar comorbidities; to date, findings are mixed (101,102).   For example, Williams 
et al. (102) conducted a review of the use of selective serotonin reuptake inhibitors (SSRIs), a class of 
antidepressants that are prescribed for the treatment of conditions often comorbid with ASD, such 
as depression, anxiety and obsessive-compulsive behaviours. The authors reported that there is no 
evidence to support the use of SSRIs to treat children with ASD, and limited evidence in adults with 
ASD. 
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Clinical Implications

Despite increasing evidence that emotional and behavioural disorders are common and serious 
clinical problems in individuals with ASD, these comorbidities continue to be unrecognized. This, 
in turn, impacts care. Comorbid psychiatric disorders should be assessed and diagnosed early to 
improve prognosis, and addressed routinely in post-diagnostic and early-intervention services (7,41). 
The expression of emotional or behavioural symptoms, e.g., anger, may serve as a useful cue to 
consider further assessment and examination of other mental health concerns, e.g., depression (38).  
Furthermore, the presence of ASD or ID should alert clinicians to assess for possible emotional and 
behavioural problems (42). Prompt assessment of these comorbidities should help to ensure that 
individuals and their families gain appropriate access to the support they need.

Table 1:  Rate of Psychiatric Comorbidity

Table 2:  Types and Rates (%) of Comorbidity in Children, Adolescents and Adults

Reference Sample Country N Age Comorbidity 
(%) 

    Range 1 2 or more 

Kaat et al., 2013 (3) Clinic USA 104 6-12 81 -- 

Memari et al., 2012 (28) School-based health survey Tehran 91 6-14 28 -- 

Amr et al., 2012 (29) Clinic Egypt, Jordan, Saudi Arabia 60 6-11 63 -- 

Gjevik et al., 2011 (2) School ASD population  Norway 71 6-17 72 30 

Abdallah et al., 2011* (30) Nation-wide health registry Denmark 414 11-21 73 -- 

Moseley et al., 2011 (6) Community clinic Australia 84 11-30 42 -- 

Matilla et al., 2010 (31) Community & clinic Finland 50 9-16 84 -- 

Farley et al., 2009 (25) Statewide survey USA 41 3-25 59 27 

Simonoff et al., 2008 (7) Population-based U.K. 112 10-14 70 41 

Eaves & Ho, 2008 (24) Clinic Canada 48 19-31 77 -- 

Ghaziuddin & Zafar, 2008 (32) Clinic USA 28 18-57 75 -- 

de Bruin et al., 2007 (33) Clinic Netherlands 94 6-12 81 -- 

Leyfer et al., 2006 (5) Community USA  109 5-17 72 50 

*Actual age range is not provided, but approximate ranges reported in table are based on the mean age (X=16.28±4.55) 
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Amr et al., 2012 (29) 6-11 58 55 32 13 -- -- -- 23 -- -- 

Kaat et al., 2013* (3) 6-12 47 -- 67 20 21 -- 35 2 3 -- 

Memari et al., 2012 (28) 6-14 -- -- 9 1 1 2 -- -- -- -- 

Leyfer et al., 2006 (5) 5-17 -- 37 31 10 -- -- 7 --  -- 

Gjevik et al., 2011 (2) 6-17 42 10 31 1 0 -- 4 3 1 -- 

de Bruin et al., 2007 (33) 6-12 1-38 6 21 11 3 -- 37 10 0 -- 

Simonoff et al., 2008 (7) 10-14 42 8 28 0.9 -- -- 28  -- -- 

Mattila et al., 2010** (31) 12-13 42 22 38 6 -- 44 16 2 -- -- 

Moseley et al., 2011 (6) 11-30 12 -- 1 11 1 10 -- –- -- -- 

Lugnegard et al., 2011*** (46) 23-31 56 7 30 50-70 9 -- -- -- -- 7 

Hofvander et al., 2009 (44) 16-60 50 24 43 53 -- -- -- -- 12 16 

Billstedt et al., 2005 (23) 17-40 -- -- 33 1 -- 42 -- -- 7 -- 

Ghaziuddin & Zafar, 2008 (32) 18-57 21 -- 18 50 -- -- -- -- -- -- 

Eaves & Ho, 2008 (24) 19-31 50 50 -- 21 6 63 -- -- -- -- 

Farley et al., 2009 (25) 22-46 22 7 15 32 2 -- -- -- 2 -- 

*reported parent reported impairment ratings 
**reported combined data for community and clinic sample for current ratings 
***Actual age range is not provided, but approximate ranges reported in table are based on the mean age (X=27±3.9) 
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GP Comment.

What have I learned from this paper? 

1. Many individuals with Autism Spectrum Disorder (ASD) experience significant emotional and 
behavioural problems. Psychiatric disorders commonly coexist with ASD in children, adolescents and 
also adults. However, they are often not recognised.

2. The rate of prevalence varies widely from 28% to 84% for one psychiatric disorder and 27% to 50% 
for two or more disorders in people with ASD.

3. The coexistent psychiatric disorders include ADHD, oppositional defiant disorder, anxiety, OCD, 
depression, manic/bipolar disorder, and psychosis/schizophrenia.

4. Having other psychiatric problems can impact the individual enormously, resulting in aggression, 
poor social relationships, restrictions on family’s social activities and also negatively affecting long-
term outcomes.

5. It remains a challenge for clinicians to assess mental health problems and to distinguish them from 
ASD features when both coexist. In individuals with ASD or intellectual disability, symptoms such as 
anger and aggression should alert the clinician to look out for other mental health concerns.

6. Although self-report questionnaires may be helpful to identify psychiatric problems, they need to 
be supplemented with direct observations and additional information from multiple informants and 
settings.

7. Cognitive Behaviour Therapy is found to be effective in treating coexistent anxiety and whilst 
medications can be helpful for managing symptoms such as aggression and hyperactivity, there is no 
evidence for using antidepressants (SSRIs) in children with ASD.

Dr Murari Agrawal
GP, Bedford.
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