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This article aims to shed light on the co-occurrence of behavioural and mental
comorbidities in people with Autism. In 1943, psychiatrist Leo Kanner coined the term "Autism."
Autism is a neurodevelopmental disease known as autism spectrum disorder (ASD). The
three following categories are more likely to cause difficulties for adults with Autism: Social
interaction, communication, and flexibility in thought and action. Autism has long-lasting effects
on a person's life. People living with ASD are more likely to have one or more co-occurring mental
disorders. For people with Autism, adulthood presents more difficulties. Psychiatric symptoms
are more common in young people who have autism spectrum disorder (ASD) than in general
people. The common mental conditions that can co-occur with ASD are ADHD, schizophrenia,
depression, bipolar disorder, suicidal thoughts, and down syndrome, which are all covered in
this article. This review provides a piece of in-depth knowledge about the prevalence and the
co-occurrence of psychiatric and behavioural comorbidities among autistic adults.
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Leo Kanner, a psychiatrist, used the
word “Autism” in 1943 to describe boys who
were verbally deficient or non-existent, socially
isolated, and fixated on routine but did not exhibit
mental disability. However, Bleuler (1911) coined
the word “autism” to describe schizophrenic
individuals who were isolated from others and
withdrew from social involvement. Additionally,
Asperger’s was the first to identify specific
diseases that “run in families.” In the periods that
followed, the prevalent psychoanalytic theory of
the time strongly influenced the belief that Autism
was psychogenic and the product of inadequate
parenting.’

Autism spectrum disorder, also known
as “autism,” is a neurodevelopmental disorder 2
or condition that is typically diagnosed in infancy.
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Communication and social interaction deficits,
repetitive and stereotypical patterns of behaviour,
interests, and hobbies are all hallmarks of Autism.?
Autism affects more males than females, and those
who have it also have learning disabilities at a ratio
of 4:1.%. According to WHO, it is estimated that
worldwide, about 1 in 100 children has Autism.

A pervasive developmental disorder is an
autism (PDD). In contrast to other developmental
disorders like Rett’s condition (also a PDD) and
attention deficit hyperactivity disorder (ADHD),
Autism has distinct symptoms. The signs of Autism
typically present before the age of three. Frequent
tip-toeing, repetitive head banging and hand
flapping are some of the defining characteristics
of Autism. Autism has long-lasting effects on a
person’s life. For those who are autistic, adulthood
presents extra difficulties. >¢

This is an
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Compared to the general population,
youth with autism spectrum disorder (ASD)
experience psychiatric symptoms more frequently.,
as is now widely known.”® It is significant because
co-occurring psychiatric disorders are linked to
increased psychotropic medication use, higher
healthcare spending, and stopping ASD-related
treatments.’'' Age, general intelligence, and gender
may all have an impact on how co-occurring ASD
symptoms express themselves.

Prevalence

70-72% of children and adolescents with
ASD also have one or more co-occurring mental
disorders,'>"* although prevalence numbers vary
depending on the diagnostic technique'*'Sand
referral source. '

Keys to understanding Autism

* Autism in adults can be treated with a single
channel (Instead of doing both at once, individuals
can choose to either gaze or listen)

* Autism sufferers struggle to foresee outcomes.

* Because they have trouble predicting results,
people with Autism dislike change.'®

Techniques for Autism Spectrum Individuals

» Examine how the autistic individual understands
what is being expressed or shown.

* Educate that certain physiological and facial
expressions might correspond to certain behaviours,
feelings, and desires.

* Teach by rote the rules for particular circumstances
(We welcome our loved ones, not strangers.)

* Give the autistic individual time to adjust to
change whenever possible rather than “springing
things” on them.

» Use music, silence, reassurance, breathing
exercises, a soothing voice, and any other known
stress relievers to calm the autistic person down
while they are feeling worried.'

Symptoms of autism

Adapted from the DSM-IV-TR diagnostic
criteria for autism disorder, symptom domains.
Impairment in social interaction
* Impairment in the ability to control social
interaction through a variety of nonverbal actions
* Failure to establish suitable peer relations
* Absence of a natural desire to share experiences,
passions, or accomplishments with others
* Lacking emotional or social reciprocity
Impairment in communication
* Delayed language development

* Markedly reduced ability to start or carry on a
discussion with people
» Using words in a stereotypical and repetitious
manner or in an odd way
* Inadequate social imitative play or inappropriately
diverse, spontaneous make-believe play
Restrictive, stereotyped, repetitive behaviour,
interest, and activity patterns
* Fixation with one or more stereotypical and
limited patterns of interest
* Rigorous adherence to prescribed, ineffective
traditions or practices
* Repetitive and stereotypical motor behaviors
* Persistent attachment to object parts.
Some suspected RISK FACTORS for ASD
include

Being born to elderly parents, having
specific genetic abnormalities, fragile X syndrome,
and other genetic problems, as well as low birth
weight, abnormalities in metabolism, exposure to
environmental pollutants and heavy metals, and
a history of viral infections in the mother, are all
risk factors for Autism—exposure of the fetus to
thalidomide or valproic acid.
PSychiatric And Behavioural Comorbid with
ASD Adult are
1. ADHD

The hallmark of attention-
deficit/hyperactivity disorder (ADHD), a
neurodevelopmental condition, is impulsivity,
hyperactivity, and disorganization. Three
different presentations of ADHD exist: Combined
presentation primarily consists of symptoms
of combining hyperactivity-impulsivity and
inattentiveness. Unfocused presentation, which
mainly consists of symptoms of inattention.
Hyperactive/impulsive presentation mainly consists
of symptoms of hyperactivity and impulsivity".
Despite prior DSM revisions explicitly dismissing
the potential of comorbidity between the two
illnesses, the co-occurrence of ADHD and ASD
is one of the co-occurring disorders with the most
extensive studies in the ASD community.?**
Prevalence

The frequency of ADHD in the population
of children with ASD ranges from 21 to 30%.2%
ADHD is diagnosed in 27% of adult outpatients
with ASD.” Inattentive type ADHD is the most
prevalent diagnosis for ASD, hyperactive type
and combined type came next.”*?’ Co-occurring
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ADHD in ASD is associated with a range
of symptoms, including ASD severity, social
impairments, impaired cognitive functioning,
delays in adaptive functioning, and general
internalising and externalizing symptoms.?*!
2. SCHIZOPHRENIA

Retrospective research has occasionally
been used to imply that adults with Autism are
more likely to acquire schizophrenia.’* While the
incidence of schizophrenia in people with Autism
is minimal, this finding is supported by both
prospective research and studies based on a recent
standardised psychiatric examination.
Prevalence

For instance, Howlin carried out follow-
up research on 20 individuals with a receptive
language deficit and 19 adults with Autism who
had been initially evaluated at the age of 7-8 years.
In the group with Autism, there were no similar
cases, whereas 2 of the 20 people within the
linguistic unit experienced vivid, paranoid insanity
in the latter stages of adolescence. Only one of
the 16 high-functioning autistic children who had
follow-up developed schizophrenia.** However, 6
(37.5%) of the participants exhibited symptoms
of schizophrenia, like hallucinations, paranoid
thoughts, and magical thinking. Fourteen men were
recruited, at a mean of 28 years old, by Rumsey
et al. in 1985. Both the adult autistic person and
their parent underwent psychiatric interviews, but
neither of them showed that the adult had a present
psychotic condition.**
Assessment

The patient’s age, the variation of the
condition, when an intellectual disability is present,
the degree of spoken ability, and the existence of
more concurrent conditions all play a part in the
diagnosis of schizophrenia in Autism. Because
neither disorder can be scientifically determined
in this way, organised interviews and grading
scales only help with the clinical evaluation of
schizophrenia or Autism. The review should be
founded on methods employed with people who
have cerebral impairments when an adult with
significant intellectual disability and Autism is
suspected of having psychosis. However, the
evaluation of high-functioning autistic individuals
should be based on techniques used by the general
public. On the other hand, in a grownup who
possesses a proven assessment for psychosis or

schizophrenia, it can be challenging to rule out
Autism. Obtaining a trustworthy developmental
history is necessary, which might sometimes be
challenging. The diagnosis of patients who display
adverse signs of schizophrenia is more difficult
due to the similarities with the passive and distant
social ASDS subtypes.*

Depression

The most frequently seen co-occurring
psychiatric illnesses in this cohort are affective
disorders. Depression is the most prevalent
affective illness, accounting for up to 28% of
diagnoses, while a prevalence of up to 64% of
diagnoses for affective disorders are thought to
have occurred.**** According to clinical research,
As people age, their chance of developing
depression may increase, peaking in adolescence
and early adulthood.*

The main characteristics of major
depressive disorder, according to the DSM-5, are
anhedonia and a dull or angry mood. Additionally,
there must be five additional symptoms that
affect baseline functioning and induce functional
impairment during a 2-week time frame. In
contrast to a dull mood or anhedonia, depression in
youngsters might present as extreme irritability."
Prevalence

In children and adolescents, the incidence
of any co-occurring depressive disorder is estimated
to be greater than the average population’s rate of
depression, ranging from 0.9 to 29%.”* Similarly,
In contrast to 46% of people in outpatient treatment
without ASD, 77% of adults in outpatient care with
ASD have ever been diagnosed with depression.?
According to these results, people with ASD may
be more prone to depression than people in general.
It is significant to note that depression in ASD is
linked to low life quality and hospitalization as an
inpatient,’” and medical conditions.*®
Bipolar disorder

The most severe mental condition that may
coexist with illnesses related to the autism spectrum
is bipolar disorder. It is perhaps the most prevalent
psychiatric condition associated with Autism, along
with depression and anxiety. Before examining its
comorbidity with Autism, it is imperative to assess
its existing categorization swiftly. The Diagnostic
and Statistical Manual of Mental Illnesses, Fifth
Revision (DSM-5) classifies it as bipolar I, bipolar
11, and cyclothymic illnesses.** Bipolar I disorder
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is the typical manic-depressive condition that
manifests as a manic episode, whether or not it
is accompanied by depression or psychosis. A
history of at least one major depressive episode
and at least one hypomanic episode is required
for the diagnosis of bipolar II disorder. Between
episodes, patients resume their normal levels of
functioning. Depression symptoms, some of which
are severe, are a common reason why people with
bipolar II seek treatment first. A bipolar illness
with a milder variant known as cyclothymic
disorder has a minimum two-year history of mood
fluctuations. When the requirements for any of
the three particular categories are not satisfied, a
residual classification of other specified bipolar and
related disorders is also provided by the DSM-5.
Both in the general population and people with
ASDs, bipolar disorder itself can co-occur with
and be misdiagnosed as several diseases, such as
oppositional defiant disorder, drug abuse, attention-
deficit/hyperactivity disorder (ADHD), and anxiety
disorders.*°
Prevalence

It is unclear how common bipolar disorder
is in the general population among kids with
Autism. Studies conducted in clinics have revealed
high frequencies. For example, a study by Wozniak
and colleagues* reported that 21% of a sample of
ASD-affected children under outpatient care had
a bipolar illness. Some clinical investigations on
adults with ASD found slightly higher rates.** For
example, Mune Sue and colleagues*® reported that
16 (34%) of 44 adult outpatients with ASD in their
study had a mental condition. Out of these, 4 had
significant depression diagnoses, 2 had bipolar
one diagnosis, 6 had bipolar II diagnoses, and four
had bipolar disorder not else identified. In total, 12
people (or 75%) had a diagnosis of bipolar disorder.
Cause

The exact causes that lead to bipolar
disorder in people, in general, are probably
responsible for the condition’s co-occurrence with
Autism. According to studies, parents of autistic
children are more likely to experience depression
and, maybe, bipolar illness. Common genes for
conditions like Autism, schizophrenia, and bipolar
illness have been discovered through genetic
research.*4
Presentation

Irritability and violence are common signs

of bipolar disorder and Autism that can both be seen
by medical professionals. These, however, do not
represent either disorder’s primary symptoms. The
main characteristics of Autism include mutual in
terms of social and difficulties in communication
along with constrained knowledge and behaviours,
mood symptoms, and notable grandiosity, which
are typical of bipolar illness. When an autistic
person has emotional or behavioural swings
during episodes that deviate from their usual
behaviour, the bipolar illness must be checked out.
However, depending on some variables, age, the
bipolar disorder subtype, and the autism subtype,
among other factors, when intellectual impairment
coexists with concurrent mental and physical health
conditions, it might provide unique challenges
when it manifests in Autism.*¢
Suicidal thoughts

Suicidal ideas and attempts are far more
common in people with ASD than in people who
are typically developing, and there is growing
worry over this relationship. This could be a result
of fear of losing their job, as well as developing
depressive and withdrawn symptoms as you move
toward independence.*’ stated that compared to
0.4% of typical youth, 13% of moms said their
child with ASD had suicidal thoughts or attempts.
Abuse at school, behavioural issues, and depression
were all contributing reasons. Similar studies have
found that adults with ASD have high rates of
suicide thoughts (65%), plans or attempts (34%),
and depression (30%). In this demographic, it is
essential to routinely screen for suicidal ideation
while utilizing developmentally appropriate
questioning techniques.*
Down syndrome

At one in a thousand live births, it
is the most prevalent genetic cause of mental
impairment.* from 0% to 16.6% of people with
Autism has Down syndrome (DS), and 1% to 11%
of those with DS also have Autism. It has been
proposed that when the risk factor for Autism,
mental illness, is taken into account, the combined
risk of DS and Autism is not more than would be
predicted by chance.*
Prevalence

In contrast to those who suffer from
other developmental diseases, such as Down
syndrome, adults with Autism have more significant
behavioural issues. Seltzer observed that 153
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adults with Autism displayed significantly more
significant degrees of asocial, externalising, and
internalising behaviours in contrast to 148 people
with Down syndrome. Adults with Autism had an
average of 4.2 behavioural issues, compared to just
1.3 for people who have Down syndrome, about a
fourfold rise.*!

Important Points

* Autistic adults frequently have unfavourable
being different feelings.

* Autistic adults have received a mental disorder
diagnosis and an antipsychotic prescription to
manage their behaviour.

« It is essential to recognize that individuals with
Autism have distinct mental processing styles.

* For those looking for constructive justifications
for “different,” counselling autistic people can be
helpful.

* Counseling can assist people with Autism in
thinking back on their experiences and realising
that others will have similar ones.

CONCLUSION

The primary comorbid conditions
associated with autistic adults are ADHD,
schizophrenia, depression, bipolar disorder,
suicidal thoughts, and Down syndrome. 70-
72% of adults with ASD have one or more co-
occurring mental disorders. The prevalence of co-
occurrence of comorbid conditions is ADHD- 30%,
schizophrenia- 37.5%, depression- 29%, bipolar
disorder- 75%, suicidal thoughts- 65%, and Down
syndrome- 16%. Among these, bipolar and suicidal
thoughts have the highest prevalence rate. Knowing
these conditions and their prevalence helps in
improving the quality of life of autistic adults. This
review provides a piece of in-depth knowledge
about the prevalence and the co-occurrence of
psychiatric and behavioural comorbidities among
autistic adults.
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