
The future belongs to those who 
can hear it coming



} Why is do research as a practicing clinician?
} Why do a post-grad research degree? 



Here's Gareth...
INTERVIEWER: So if you need, if you’re feeling a bit stressed and you need a hand with something, do you 

have people you can phone?

RESPONDENT: I just go to my support workers, and just say hey, look…. Or I ring the helplines, like there’s 

anxiety lines out there and stuff, like there’s life line at night and stuff like that, and talk to people, or like if you’re

feeling, especially if you’re feeling like suicidal or anything like that, it’s best to ring them and say; hey look.  Or 

there’s, here in Dunedin there’s EPS. There’s…. down at the hospital and stuff.

INTERVIEWER: so have you been to EPS before?

RESPONDENT: yeah I’ve been a couple of times

INTERVIEWER: a couple of times?

RESPONDENT: trust me I don’t make a habit of it. I only go when I need to.

INTERVIEWER: Absolutely Gareth, yeah.

RESPONDENT: you know

INTERVIEWER: yeah. So thinking about the times when you…. Sorry. So we’re thinking about when you 

have kind of gone to EPS or called somebody when things aren’t going so good, what kind of thing have you 

needed a hand with?

RESPONDENT: oh they’ve just, like they’ve just talked over with me, and with my support workers, like 

with… like straight…. Funnily enough it’s like, it’s always…. It’s been none of my own support workers that have 

been down to EPS, it’s been with the on-call workers that have been down there with me, and it’s like; you know, 

like they try and piece the puzzle to try and take… why are you feeling like this, and how they can fix things to 

see if they can put your staff hours up or something, you know, support hours up and stuff. But then EPS just 

can’t do that automatically, because it’s got to go through the funding organisation. It’s got to go through the 

funding organisation, so… which here in Dunedin, it’s accessibility here in Dunedin.



} Most ASD research is about children
} A few studies have identified that adult outcomes 

are negatively influenced by mental health 
problems (Howlin 2009)

} Very little research has looked at the mental 
health of adults with ASD, 



Anxiety Disorders Clinic pop 30%+
Community Prevalence 
study 13.6%

Mood Disorders 30-50% MDE
No clear data for BPD

Psychosis Schizophrenia 0.4 to 0.6 
% 
Catatonia 12-17%

ADHD 43%



● To identify the range of psychiatric disorders 
experienced by a sample of people with ASD

● Examine similarities/differences in types of disorder 
experienced by ID vs Non-ID adults with ASD

● To compare range and rate of disorders with ID only 
and general population studies

● Identify effective treatments & support strategies
● Identify service gaps & future needs 



68 individuals

31 with both 

ID and ASD

15 ASD, no 

ID

22 ID/No 

ASD



● Mixed Methods:
● Systematic Review       QUAN      qual
● 6 component studies
◦ SR psychopharmacology
◦ SR Psychological treatments
◦ QUAN psychiatric screening
◦ Analysis of psychometric properties of tools
◦ Quan; detailed analysis of complex needs group
◦ Qual: 10 x interviews with AS/HFA adults



Three process for all participants:

● File review utilising DC-LD protocol (demographics, 
diagnoses, living situation, current treatment)

● The REISS Screen for Maladaptive Behaviour (Reiss S, 
1988, revised 2009)

● The ASD-A (Autism Spectrum Disorder Battery-Adult 
Version), (Matson, J,Terlonge, C & Gonzalez M, 2006)





ASD-CA total 

score

Percentage above 

clinical cut-off score

RSMB

Total score

Percentage above 

clinical cut-off score

ASD+ID 14.52 56.7% (n = 17) 12.10 60% (n = 18)

AS/HFA 11.80 53.34% (n = 8) 11.08 67% (n = 10)

ID Only 11.00 34.78% (n = 8) 11.30 52% (n = 12)

Combined 

Groups
12.78 49.25% (n = 33) 11.43 59.7% (n = 40)

Total Scale Scores for ASD-CA and RSMB

•One-way ANOVA showed there was a significant difference at the <.05 level between groups [F (2, 65) = 3.28, p = 0.044]. 

•Post hoc comparisons using indicated that the higher mean score for those with ASD+ID (M = 14.52, SD = 6.16) was 

significantly different at the p < .05 level to that of the ID group (M = 11.00, SD = 7.22) but that there was no other statistically 

significant difference for group. 

• A one-way between groups ANOVA was also calculated for RSMB total scale score but no statistically significant variation 

between groups was found. 

• For the overall sample, there was a strong positive correlation between ASD-CA and RSMB total score (r= .74, p < .001) and by 

group ASD + ID ( r = .72, p < .001), AS/HFA ( r = .74, p < .001) and ID (r =.83, p < .001, which indicates that both scales will

show clinically significant scores for the same individuals.



} High rates of anxiety (60%) and depression found 
(22%). 
◦ Kruskal-Wallis H Test was completed. This showed that there was a statistically significant difference in anxiety 

scores between groups [χ2 (2) = 7.881, p = .0190], with a mean rank for anxiety scores of 46.67 for those with 
AS/HFA, 30.63 for those with ASD/ID and 31.66 for those with ID.  Further post hoc comparisons using the Man-
Whitney U Test indicated that the mean rank score for those with AS/HFA was significantly different than the ASD+ID 
group [U = 117.50, p = .005] and the ID group [U = 97.5, p = .031]. There was no significant difference between the 
ASD/ID group and the ID group [U = 336, p = .925].

◦ A one-way between groups ANOVA was conducted to compare rates of depression for those with ASD/HFA, AD+ID 
and ASD only for both the ASD-CA scale and the RSMB. There were no statistically significant differences in the 
results for the three groups, on either the ASD-CA or RSMB depression subscales.

} Medications for depression & anxiety don’t seem to 
be working very well…..

} Only 2 of 15 had a job
} Only 2 of 15 had a long term relationship



} 70% had clinically significant scores for one or more additional 
disorder

} High rates of anxiety (40%) and depression found (30%)
} 50% of group had ADHD symptoms, but no one receiving 

treatment
◦ Kruskal-Wallis H Test was completed. There was a statistically significant difference in ADHD scores between groups

[χ2 (2) = 22.827, p = .000], with a mean rank for ADHD scores of 46.81 for those with ASD/ID, 25.23 for those with
ID and 22.67 for those with AS/HFA. Further post hoc comparisons using paired-sample Mann-Whitney tests
indicated that the mean rank score for those with ASD+ID was significantly different than the ID group [U = 118.50, p
= .000] and the AS/HFA group [U = 73.5, p = .000]. There was no significant difference between the AS/HFA group
and the ID group [U = 146.50, p = .572].

} Results indicate that additional psychiatric problems may have a 
major influence on the behaviour of adults with ASD

} Medications for depression & anxiety don’t seem to be working 
very well…..



The results regarding group differences between ASD+ ID, AS/HFA and 
ID prompted further questions; 

•Does autism symptom severity, the severity of intellectual disability or a 
combined product of both variables have an effect on overall comorbidity for 
the three sample groups?
•Is the higher mean score for ADHD symptoms amongst adults with ASD+ID 
associated with; a) severity of autism symptoms, b) severity of intellectual 
disability, or c) a combination of these two variables? 
•Is the higher mean score for anxiety in adults with AS/HFA related to the 
severity of autism symptoms or some other factor?

The Influence of Autism Symptom Severity and Severity of Intellectual 
Disability on Comorbidity.
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Further analysis of ASD+ID group





Clinical Diagnosis Screening

Autistic Disorder * *
Anxiety Disorder - -
Depression * *
ADHD - *
Behavioural 
Disorder * *





Clinical Diagnosis Screening

Autistic Disorder * *
Anxiety Disorder * *

Depression * *
ADHD - *

Behavioural 
Disorder * *
Avoidant 

Personality - *



● What answers can neuroscience offer?
● Is there a role for Applied Behaviour Analysis in 

treatment of mental health problems?
● How about other models of psychological treatment?
● What about quality of life?



●The Amygdala and connected circuits perform multiple high level functions for humans
◦self monitoring of internal emotional state and moderating one’s behaviour in response 
to this internal state (Gaigg, 2012). 
◦the management of fear response and other emotional states (Holland & Gallagher, 
2004). 
◦Inhibition of inappropriate beahviours
◦Recognising and responding to threat (Gaigg & Bowler2007) 

●Bachevalier & Loveland (2006) proposed a model which explains the emotional regulation 
issues experienced by those affected by autism.
●In addition, a review of 72 published studies of the role of the amygdala and connected 
cortical  areas conducted by Adolphs (2008) concludes that this region of the brain is 
involved in social cognition, emotion regulation (particularly fear response), choice and risk 
in uncertain situations and response to reward and punishment, and that damage can cause 
impairment in any or all of these domains.
●These findings in relation to structural brain differences in individuals with autism may 
have significant implications for their apparent susceptibility to comorbid psychiatric 
disorders. This inability to recognise and manage emotional states at a neurobiological level 
would explain the high prevalence of anxiety amongst adults with autism (Amaral & 
Corbett, 2003). 



Neuroscience ABA Positive 
Psychology

Psychiatry

Activities and 
environments 
designed to 
reduce emotional 
arousal and 
promote 
regulation.

Skill 
development 
focused on 
activities which 
increase ability 
to communicate 
and increase 
ability to have 
fun.

Activities which 
increase 
pleasure/happine
ss responses 
(more happy = 
less depressed)

The right 
medications for 
the symptoms

Reactive 
strategies that 
shift cognitive 
focus and reduce 
fear response

Behavioural 
Relaxation 
Training

Aim to help 
people flourish: 
build on 
strengths and 
attributes

Medication 
reduction



● Calming environment
● Small teams, quiet & mindful
● Focus on activities which have regulatory effect
● Quality of life and happiness paramount.



So…what do nurses need to know about autism?
◦ 25% of adults with ID also have autism
◦ At least 1% of the general population have autism
◦ Adults with ID+autism take more psychotropic 

medications than any other group
◦ Adults with AS have poor outcomes in adult life
◦ Adults with ID+autism are the least likely group to live 

independently 
◦ Adults with ID+autism are the highest users of specialist 

behaviour supports and the most likely to be subject to 
restrictive practices

◦ Adults with autism are not well understood by 
mainstream mental health services



•Adults with ASD/ID and complex needs should have 
comprehensive assessments that include psychiatric 
screening/assessment as well as functional assessment of 
behaviour. 
•Support and treatment services need to be designed around the 
needs of the individual and staff need to be trained to understand 
the impact of comorbid disorders on the individuals day to day 
functioning. 
•Where screening indicates likely psychiatric comorbidity, referral 
should be made to local mental health services, preferably to a 
specialist service for people with ID.



•Mental health services who are involved in assessment of this 
population need to understand that the way psychiatric disorders 
present in this group will be significantly different to the general 
population and the use of specialist screening tools such as ASD-
CA can be of great benefit when attempting to make a clear 
diagnosis. 
•Specific behavioural treatments, such as reinforcement of on-task 
behaviours should be trialed with those individuals who show 
attentional deficits and impulsivity.
•Considerable effort should be made to increase quality of life for 
this group 



} From a place of thinking I knew quite a bit about 
autism.....to a place of knowing quite a lot about how brains 
work!

} From a place where I thought I had an understanding of 
mental illness...to a place where I'm getting to grips with 
the interaction between genes, brain architecture, childhood 
experience and support systems/services

} Thinking about how values based support systems/services 
can use neurobiology/neuropsychiatry

} From treating the DSM-4 (not so much 5!) like a bible....to 
believing the whole approach to diagnosis of psychiatric 
disorders is fundamentally flawed. 



} Leading through use of knowledge
} Discipline & focus
} The use of research methods in the services 

world
} Looking beyond the horizon


