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          Introduction 

 Anxiety disorders and  obsessive-compulsive 
disorder (OCD)   are among the most common 
psychiatric comorbidities seen in youth (e.g., 
Joshi et al.,  2010 ; White, Oswald, Ollendick, & 
Scahill,  2009 ) and adults (e.g., Buck et al.,  2014 ; 
Hofvander et al.,  2009 ) with autism spectrum 
disorder (ASD). Although prevalence estimates 
vary widely across studies (11–84 %; Kerns & 
Kendall,  2012 ; White et al.,  2009 ), researchers 
generally agree that individuals with ASD are at 
increased risk of experiencing anxiety disorders 
and OCD. A recent meta-analysis found that 
approximately 40 % of children and adolescents 

with ASD have at least one anxiety disorder (van 
Steensel, Bögels, & Perrin,  2011 ). This rate is 
signifi cantly higher than that found in the general 
population (Costello, Egger, & Angold,  2005 ; 
Kessler, Petukhova, Sampson, Zaslavsky, & 
Wittchen,  2012 ) and in many other clinical 
groups, such as learning disabilities (Burnette 
et al.,  2005 ), specifi c language impairments 
(Gillott, Furniss, & Walter,  2001 ), and Williams 
syndrome (Rodgers, Riby, Janes, Connolly, & 
McConachie,  2012 ). Although the majority of 
research in this area has focused on youth with 
average or above cognitive abilities, it appears 
that anxiety affects a wide range of individuals 
with ASD, across ages (e.g., Davis et al.,  2010 ; 
Joshi et al.,  2013 ) and intellectual abilities (e.g., 
Helverschou & Martinsen,  2011 ; Moseley, 
Tonge, Brereton, & Einfeld,  2011 ). 

  Co-occurring anxiety   or OCD can cause 
signifi cant distress and impairment for individuals 
with  ASD  , negatively affecting daily living skills, 
school or occupational performance, peer relation-
ships, family functioning, and parental stress 
(Drahota, Wood, Sze, & van Dyke,  2011 ; Kerns, 
Kendall, et al.,  2015 ; Reaven,  2009 ). Anxiety prob-
lems may be particularly debilitating in the context 
of ASD by further exacerbating or amplifying core 
ASD symptoms, such as impaired social reciproc-
ity and communication, and triggering disruptive 
behaviors, such as aggression, tantrums, and self-
injury (e.g., Sukhodolsky et al.,  2008 ; Wood & 
Gadow,  2010 ). Co-occurring anxiety has also been 
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associated with increased loneliness, depressive 
symptoms, and negative automatic thoughts in 
individuals with ASD (Kerns, Kendall, et al.,  2015 ; 
Mayes, Calhoun, Murray, & Zahid,  2011 ; White & 
Roberson-Nay,  2009 ). 

 The remarkably high rates of co-occurring 
anxiety or OCD, coupled with the associated 
impairments, highlight the importance of rou-
tinely assessing all individuals with ASD for 
these conditions. Unfortunately, anxiety and 
OCD often go unrecognized or misdiagnosed in 
the context of ASD (MacNeil, Lopes, & Minnes, 
 2009 ). The  assessment   of anxiety and OCD in 
this population can be problematic for multiple 
reasons. One source of challenge comes from 
overlapping symptoms, such as limited eye con-
tact, social avoidance, and ritualistic behavior. 
This phenotypic overlap makes it diffi cult to 
determine whether seemingly anxious behaviors 
are due to anxiety or are a component of ASD. In 
many cases, anxiety or OCD symptoms are 
attributed to the diagnosis of ASD and thus over-
looked as a distinct disorder. This is an example 
of diagnostic overshadowing (Mason & Scior, 
 2004 ), meaning that the salience of ASD over-
shadows the recognition of a true psychiatric 
comorbidity. Diagnostic overshadowing is a 
major concern because it detracts from learning 
how ASD and anxiety disorders or OCD manifest 
clinically, interfere with daily functioning, and 
complicate treatment. 

 A related problem is the tendency to miss atyp-
ical or unusual presentations of anxiety and OCD 
in individuals with ASD (Kerns et al.,  2014 ). For 
example, a person with ASD may express anxiety 
as increased repetitive behaviors, sensory-seeking 
or sensory-avoiding behaviors, and aggression 
(Stoddart, Burke, & King,  2012 ), and these behav-
iors are not typically captured by current assess-
ment tools. Additional diagnostic challenges 
include the cognitive impairments and diffi culties 
with communication, introspective thinking, 
insight, and emotion identifi cation often seen in 
individuals with ASD (Reaven,  2009 ). 

 Although the identifi cation of anxiety or 
OCD in the context of ASD may be diffi cult, it is 
certainly possible to distinguish these disorders 
with a thorough evaluation and sound clinical 

judgment. Accurately identifying  co-occurring 
anxiety   or OCD has considerable implications 
for case conceptualization and treatment plan-
ning with individuals with ASD. For example, it 
is likely that unaddressed anxiety can undermine 
potential treatment gains from social skill inter-
ventions by interfering with learning and prac-
tice of social skills (White et al.,  2010 ). Yet, 
there is little guidance or agreement about how 
to best assess anxiety and OCD in this popula-
tion, which leaves many clinicians and research-
ers feeling uncertain and undertrained to make 
these distinctions. 

 This chapter offers a comprehensive review of 
current methods and procedures available to help 
make differential or dual diagnoses of anxiety 
and OCD with ASD. The fi rst section of this 
chapter provides an overview of available anxiety 
and OCD measures for use with individuals with 
ASD. The second section presents practical, 
evidence- based recommendations for the assess-
ment of particular anxiety disorders and 
OCD. Finally, avenues for future research and 
key clinical practice points are discussed. 

 The majority of previous research in this area 
has focused on youth without cognitive impair-
ment. Fewer studies have examined anxiety and 
OCD in adults with ASD (regardless of cognitive 
level) or in individuals with ASD and co- 
occurring intellectual disability (ID). As a result, 
the information provided in this chapter is most 
representative of a higher functioning population 
of children and adolescents with ASD. When 
available, empirically based recommendations 
specifi c to adults with ASD or individuals with 
co-occurring ID will be discussed.  

    Measures to Assess Anxiety 
and OCD in ASD 

 Much research on  anxiety   in ASD and OCD has 
relied on measures developed and validated in 
non-ASD populations. The ability of these mea-
sures to accurately capture the constructs of anxi-
ety and OCD in individuals with ASD is under 
investigation (Grondhuis & Aman,  2012 ; Kerns 
& Kendall,  2012 ; van Steensel et al.,  2011 ). 
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Research has begun to explore the  psychometric 
properties   of current anxiety and OCD measures 
in ASD samples and, further, to adapt these mea-
sures to better differentiate and capture overlap-
ping and atypical symptoms. This section will 
review the pros and cons of a selection of anxiety 
and OCD measures that have received the most 
empirical attention for individuals with ASD. To 
cover a broad range of  clinical assessment   needs, 
we review measures designed for brief and com-
prehensive assessment, screening and diagnosis, 
broad anxiety symptoms and specifi c diagnoses, 
as well as measures suitable for a varied range of 
ages and intellectual ability (see also: Grondhuis 
& Aman,  2012 ; Lecavalier et al.,  2014 ; Wigham 
& McConachie,  2014 ). 

    Semi-structured Clinical Interviews 

 The  Anxiety Disorders Interview Schedule—
Child/Parent Versions  (ADIS-C/P; Silverman & 
Albano,  1996 ) is a semi-structured  interview   that 
combines child and parent report with expert 
clinical judgment to assess anxiety and related 
disorders in children ages 7–18 years. Considered 
the “gold-standard” for assessing anxiety disor-
ders in youth without ASD, the ADIS-C/P has 
empirical support as a reliable and valid tool for 
cognitively able youth on the spectrum. The 
ADIS-C/P has demonstrated inter-rater reliability 
(0.77–1.00; Ung et al.,  2014 ), sensitivity to 
change (White et al.,  2013 ; Wood et al.,  2009 ), 
and convergent and divergent validity in youth 
with ASD seeking anxiety treatment (Renno & 
Wood,  2013 ). Notably, parent/child agreement on 
the ADIS-C/P can be poor (Storch et al.,  2013 ), 
and some studies have relied on parent report 
alone (Keehn, Lincoln, Brown, & Chavira,  2013 ; 
Reaven, Blakeley-Smith, Culhane-Shelburne, & 
Hepburn,  2012 ). In addition, the ADIS-C/P is 
lengthy, often requiring upwards of 2 h to com-
plete for children with complex clinical presenta-
tions. As such, the ADIS-C/P may be most useful 
when precise clinical characterization is needed 
for research or when determining clinical diagno-
ses and developing treatment plans. An adult 
version of the ADIS (Brown, DiNardo, & Barlow, 

 1994 ) is available and may be useful for cogni-
tively able individuals with ASD (Maddox & 
White,  2014 ), though this version has yet to be 
psychometrically evaluated in an ASD sample. 

 In a sample of 59 non-treatment-seeking youth 
with ASD, Kerns et al. ( 2014 ) found convergent 
and discriminant validity as well as inter-rater 
and 2-week test-retest reliability (in a small sub-
sample) for an expanded version of the ADIS- -
C/P, the  ADIS / Autism Spectrum Addendum  
(ADIS/ASA). The ADIS/ASA was designed to 
differentiate overlapping symptoms and capture 
atypical manifestations of anxiety in ASD (e.g., 
social avoidance, repetitive behavior, fears of 
change or unusual stimuli). The retest and inter- 
rater reliability of the ADIS/ASA needs further 
assessment in a larger ASD sample. Further, how 
inclusion of the ASA items may infl uence hit 
rates for other psychiatric disorders on the ADIS- -
C/P requires exploration. Atypical phobias and 
fears of change are not exclusive to youth with 
ASD. Rather, it is widely acknowledged that 
symptoms of childhood anxiety, with or without 
co-occurring ASD, do not always adhere to the 
 Diagnostic and Statistical Manual of Mental 
Disorders  (DSM) criteria (Regier, Narrow, Kuhl, 
& Kupfer,  2009 ). As such, the ASA may be use-
ful not only for youth with ASD, but also in cases 
where ASD is suspected, but not yet diagnosed or 
when atypical presentations of anxiety are 
endorsed. In some cases, administration of the 
ADIS/ASA may raise concerns for ASD in not 
previously diagnosed individuals. 

 Other semi-structured  diagnostic   interviews 
for youth with ASD include the  Autism 
Comorbidities Interview, Present and Lifetime  
(ACI; Leyfer et al.,  2006 ), a version of the 
Kiddie—Schedule for Affective Disorders and 
Schizophrenia (K-SADS; ages 5–17), which 
requires 1–3 h to complete, and the briefer, 
60-min  Children’s Interview for Psychiatric 
Syndromes-Parent Version  (P-ChIPS; Weller, 
Weller, Teare, & Fristad,  1999 ). The ACI, which 
relies solely on parent report, was expressly 
developed for youth with ASD; however, prelim-
inary testing of the ACI established inter-rater 
reliability and concurrent validity for only OCD, 
attention-defi cit/hyperactivity disorder (ADHD), 

13 Anxiety Disorders and Obsessive-Compulsive Disorders (OCD)



236

and major depressive disorder, and not the anxi-
ety disorders (Leyfer et al.,  2006 ). The P-ChIPS 
assesses 20 psychiatric disorders, including anxi-
ety disorders, in youth ages 6–17 years. It has 
demonstrated inter-rater reliability for phobias, 
generalized, separation, and social anxiety disor-
ders, but more limited inter-rater agreement for 
OCD symptoms, ADHD, and mood disorders in 
youth with IQ < 70 (Witwer, Lecavalier, & Norris, 
 2012 ). Further research is needed to validate the 
ACI and P-ChIPS for ASD research. Nonetheless, 
both measures offer certain advantages. The ACI 
measures both lifetime and current disorders, a 
useful aspect for epidemiological research. The 
P-ChIPS is considerably shorter than other semi- 
structured interviews, which may enhance its 
usability in clinical and research settings. 

 Though not a diagnostic tool, the  Pediatric 
Anxiety Rating Scale  (PARS; RUPP,  2002 ) com-
bines child and parent reports with clinical judg-
ment to provide a continuous measure of anxiety 
symptoms, spanning panic, phobias, separation, 
social, and generalized anxiety disorders in youth 
ages 6–17 years. The PARS was designed  as   a 
treatment outcome measure, appears sensitive to 
change in cognitively able children with ASD 
(Storch et al.,  2013 ), and takes only 30–60 min to 
administer (RUPP,  2002 ). Its psychometric proper-
ties in youth with ASD are variable. Storch, 
Ehrenreich-May, et al. ( 2012 ) found moderate 
internal consistency ( α  = 0.59) and acceptable inter-
rater and 26-day retest reliability, as well as conver-
gent validity with other anxiety measures in 
cognitively able youth with ASD seeking treat-
ment; however, evidence for discriminant validity 
was limited. In a small sample of cognitive able 
youth with ASD (non-treatment seeking), Kerns, 
Maddox, et al. ( 2015 ) found that the PARS was an 
effective tool for ruling in the presence of anxiety 
(e.g., specifi city is high), but lacked sensitivity. 
That is, the PARS may lead clinicians to incorrectly 
rule out clinically signifi cant anxiety in youth with 
ASD. Further research may be needed  to   improve 
the sensitivity of the PARS, particularly in non-
treatment-seeking (i.e., lower- risk) samples. 

 With regard to OCD assessment, the  Yale- 
Brown Obsessive Compulsive Scale  (Y-BOCS; 
Goodman et al.,  1989 ) and  Children’s Yale- 

Brown Obsessive Compulsive Scale  (CY-BOCS; 
Scahill et al.,  1997 ) are clinician-administered 
interviews designed to measure the symptom 
severity of obsessions and compulsions in ado-
lescents/adults (age 14+ years) and children (age 
6–14 years), respectively. The Y-BOCS has 
demonstrated inter-rater reliability and sensitiv-
ity to change in cognitively able adults with 
ASD (Russell, Mataix-Cols, Anson, & Murphy, 
 2005 ,  2008 ), although evaluations of its retest 
reliability, convergent, and discriminant validity 
are still needed. The CY-BOCS has demon-
strated internal consistency, inter-rater reliabil-
ity, convergent and discriminant validity in 
cognitively able youth with ASD seeking treat-
ment for anxiety (Wu et al.,  2013 ). It has also 
been modifi ed to measure repetitive behavior in 
youth with ASD by excluding all obsession-
related items (i.e., the CY-BOCS-PDD; Scahill 
et al.,  2006 ). The CY-BOCS-PDD has demon-
strated reliability and convergent validity with 
other measures of repetitive behavior, as well as 
sensitivity to change (McDougle et al.,  2005 ; 
Scahill et al.,  2006 ). However, it is a measure 
designed to assess the severity of repetitive 
behaviors in ASD rather than to differentiate 
ASD and OCD-related behaviors per se. When 
 differential diagnosis   of ASD and OCD is the 
focus of evaluation, the original CY-BOCS, ACI, 
and ADIS/ASA may be more useful.   

    Informant- and Self-Report 
Measures for Youth with ASD 

 A number of informant and self-report measures 
of child behavior have been utilized and assessed 
in youth with ASD. These include general mea-
sures of psychopathology with anxiety subscales 
and anxiety-specifi c scales. Because these mea-
sures are brief, continuous in nature, and com-
pleted by youth and their caregivers, they 
can—when reliable and valid—provide a quicker, 
more effi cient means to screen for anxiety prob-
lems or track symptom change over time. Below 
we summarize research on the reliability and 
validity of various anxiety questionnaires in 
youth with ASD. 
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    Broad Child Psychopathology 
Questionnaires with Anxiety 
Subscales 

 The  Child and Adolescent Symptom Inventory  
(CASI; 5–18 years, 120–163 items; Gadow & 
Sprafkin,  2002 ) and  related       Early Childhood 
Inventory  (3–5 years; Gadow & Sprafkin,  1997 ) 
and  Child Symptom Inventory  (5–12 years; 
87–97 items; Gadow & Sprafkin,  2002 ) have 
been used in several studies to assess anxiety in 
a wide age range of youth with ASD (Gadow, 
Roohi, DeVincent, Kirsch, & Hatchwell,  2010 ; 
Guttmann-Steinmetz, Gadow, DeVincent, & 
Crowell,  2010 ; Hallett, Lecavalier, et al.,  2013 ; 
Roohi, DeVincent, Hatchwell, & Gadow,  2009 ; 
Sukhodolsky et al.,  2008 ; Weisbrot, Gadow, 
DeVincent, & Pomeroy,  2005 ). The original 
CASI-4 asks parents or teachers to rate the fre-
quency of various  Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition  
(DSM-IV) referenced symptoms, including 26 
anxiety items covering post-traumatic stress, 
obsessions, compulsions, specifi c phobia, gen-
eralized, separation, and social anxiety symp-
toms. Sukhodolsky and colleagues ( 2008 ) 
created a modifi ed, 20-item CASI-4 anxiety 
scale for use in ASD. This revised subscale has 
demonstrated internal consistency in youth 
with varied intellectual functioning (Hallett, 
Lecavalier, et al.,  2013 ) as well as convergent 
validity in youth without intellectual disability 
(White, Schry, & Maddox,  2012 ). Notably, par-
ent/adolescent agreement for this subscale may 
be limited (White et al.,  2012 ), and items 
involving verbal worry appear less endorsed for 
youth with ASD (Hallett, Lecavalier, et al., 
 2013 ). In addition, research has yet to deter-
mine whether this subscale is sensitive to symp-
tom change, or whether it is a sensitive and 
specifi c screener for anxiety disorders in 
ASD. The CASI-4’s DSM-based items may not 
correspond well with the more unusual anxiety 
symptoms in ASD. 

 The  Behavioral Assessment System for 
Children — Second Edition  (BASC-2; Reynolds 
& Kamphaus,  2004 ) is a 126- to 148-item self/
parent/teacher rating of various childhood 

behaviors for youth 2–21 years (preschool, child, 
and adolescent versions) that includes anxiety 
and internalizing subscales. Rieske et al. ( 2013 ) 
reported convergent validity between the BASC-2 
and the Worry/Depressed subscale of the Autism 
Spectrum Disorder—Comorbidity for Children 
(ASD-CC; Matson, LoVullo, Rivet, & Boisjoli, 
 2009 ) measure in children (ages 2–16 years) with 
ASD. Still, further research is needed to deter-
mine the reliability, sensitivity to change, and 
discriminant validity of the BASC-2 in youth 
with ASD. In a small sample of cognitively able 
youth with ASD (Kerns, Maddox, et al.,  2015 ), 
the BASC-2 (child and parent versions) demon-
strated limited sensitivity to detect anxiety disor-
ders, a cautionary fi nding given that the BASC-2 
is often used to screen for anxiety and may lead 
clinicians to prematurely rule out anxiety in a 
child with ASD. 

 The parent-reported  Child Behavior Checklist  
(CBCL; Achenbach,  1991 ) and related  Teacher’s 
Report Form  (TRF; Achenbach,  1991 ) are 118- 
to 120-item questionnaires of adaptive and prob-
lem behaviors, and they include internalizing and 
anxious/depressed subscales. Preschool, child, 
and adolescent versions are available for ages 
1.5–18 years. Though widely used in youth 
 without ASD, there is limited research on the 
psychometrics of the CBCL in samples with 
ASD, and several studies suggest that youth with 
ASD generally show elevated scores on this mea-
sure across internalizing and externalizing 
domains (Holtmann, Bölte, & Poustka,  2007 ; 
Hurtig et al.,  2009 ). Initial research suggests that 
the CBCL may not be as reliable in youth with 
intellectual disability (Embregts,  2000 ). Pandolfi , 
Magyar, and Dill ( 2009 ) found support for the 
factor structure of the CBCL in preschoolers with 
ASD; however, internal consistency was lower 
relative to that seen in youth without ASD. Further, 
the CBCL’s limited coverage of anxiety symp-
toms (14 items) may limit its use as  an   anxiety 
outcome measure in ASD (Lecavalier et al., 
 2014 ). An  Adult   Behavior Checklist (ABCL; 
Achenbach,  1997 ) and Adult Self-Report (ASR; 
Achenbach,  1997 ) are also available, but are just 
beginning to be explored as tools for adults with 
ASD (Gotham, Unruh, & Lord,  2014 ).  
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    Child Anxiety Questionnaires 

 The  Multidimensional Anxiety Scale for Children  
( MASC  ; March,  1998 ) is a 39-item youth/parent 
questionnaire  of   various anxiety symptoms across 
four domains: physical symptoms, social anxiety, 
harm avoidance, and separation/panic. In their 
recent review, Lecavalier et al. ( 2014 ) described 
the  MASC      as a potentially appropriate outcome 
measure for youth with ASD, with conditions. 
The MASC has shown sensitivity to change 
(Storch et al.,  2013 ; Wood et al.,  2009 ), as well as 
good internal consistency (Wood et al.,  2009 ) and 
modest convergent validity with the PARS in cog-
nitively able ASD samples ( r  = 0.4; Storch, Wood, 
et al.,  2012 ). However, studies also suggest differ-
ences in the factor structure of the parent-reported 
MASC in youth with vs. without ASD, as well as 
poor child/parent agreement (White, Lerner, 
et al.,  2015 ; White et al.,  2012 ). Many MASC 
items are dependent on child verbal ability, a 
potential issue for youth with ASD and intellec-
tual or communication defi cits. Research is also 
needed to assess the sensitivity, specifi city, and 
retest reliability of this tool in ASD samples. 

 The  Spence Children’s Anxiety Scale  (SCAS; 
Spence,  1998 ) is a 44-item parent/child  frequency 
  rating of physical injury fears, panic, obsessive- 
compulsive, separation, social, and generalized 
anxiety symptoms that has shown sensitivity to 
change in cognitively able youth with ASD 
(Chalfant, Rapee, & Carroll,  2007 ; Sofronoff, 
Attwood, & Hinton,  2005 ). Several studies sug-
gest acceptable parent-child agreement for  SCAS      
total scores, as well as acceptable internal consis-
tency for the total and subscales scores in cogni-
tively able adolescents with ASD (Farrugia & 
Hudson,  2006 ; Keehn et al.,  2013 ; Sofronoff et al., 
 2005 ). Other studies report discrepancies in child/
parent ratings (Russell & Sofronoff,  2005 ) and 
limited internal consistency for the obsessive/com-
pulsive and physical injury subscales (Ozsivadjian, 
Hibberd, & Hollocks,  2014 ).  A   recent study found 
support for the sensitivity and specifi city of the 
parent-reported SCAS  in   non- treatment- seeking 
samples (Zainal et al.,  2014 ); however, the retest 
reliability, convergent validity, and discriminant 
validity of this tool in ASD samples require study. 

 The  Screen for Anxiety and Related Emotional 
Disorders  (SCARED; Birmaher et al.,  1999 ) is a 
41- item   parent/youth questionnaire of panic, 
generalized, social, and separation anxiety symp-
toms. Several treatment studies suggest that the 
 SCARED      is sensitive to anxiety change in youth 
with ASD (Reaven et al.,  2009 ,  2012 ; Weiss, 
Viecili, & Bohr,  2014 ), yet tests of its reliability 
and validity in this subgroup are scant. In a sam-
ple of verbally fl uent children with ASD, 
Blakeley-Smith, Reaven, Ridge, and Hepburn 
( 2012 ) found moderate to strong parent-child 
agreement on the SCARED total and subdomain 
scores. Stern, Gadgil, Blakeley-Smith, Reaven, 
and Hepburn ( 2014 ) found support for a similar 
factor structure and internal consistency for the 
SCARED in treatment-seeking youth with and 
without ASD as well as good sensitivity and 
specifi city. However, in a non-treatment-seeking 
sample of cognitively able youth with ASD, 
Kerns, Maddox, et al. ( 2015 ) found that the 
SCARED demonstrated limited sensitivity and 
specifi city. These studies underscore the impor-
tance of further exploring the  performance   of the 
SCARED in youth who are not already seeking 
services for anxiety. 1  

 The  Revised Children’s Manifest Anxiety 
Scale  (RCMAS; Reynolds & Richmond,  1985 ) 
asks youth  to   complete 37 yes/no questions 
across three anxiety symptom domains (i.e., 
physiological, worry/oversensitivity, and social 
concerns/concentration). Though the  RCMAS   
has shown sensitivity to change in cognitively 
able youth with ASD (Chalfant et al.,  2007 ), 
Mazefsky, Kao, and Oswald ( 2011 ) found the 
sensitivity and specifi city of the tool to be limited 
in  a   small sample of youth with ASD. The retest 

1   The Dutch version of the SCARED, the SCARED-71 
(Bodden, Bögels, & Muris,  2009 ), is an expanded, 71-item 
questionnaire that assesses social, separation, and gener-
alized anxiety, panic, specifi c phobia, post-traumatic 
stress disorder, and OCD symptoms. van Steensel, 
Deutschman, and Bögels ( 2012 ) reported construct valid-
ity and acceptable internal consistency for total and sub-
scales scores (except OCD) in cognitively able youth with 
ASD and anxiety diffi culties. Discriminant validity, how-
ever, was less than that observed for youth without ASD 
and a raised cut-off was needed to improve sensitivity and 
specifi city. 
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reliability, convergent validity, and divergent 
validity of the tool in ASD samples have yet to be 
evaluated. The  RCMAS   measures the presence, 
not the severity, of symptoms and relies solely on 
child self-report. As such, its use as a treatment 
outcome measure for youth with ASD may be 
limited (Lecavalier et al.,  2014 ). 

 The  Social Worries Questionnaire  (SWQ; 
Spence,  1995 ) is a brief parent and child report 
about avoidance  of   social evaluation situations, 
with 10 and 13 items, respectively. The  SWQ      has 
shown acceptable internal consistency and sensi-
tivity to change in studies of cognitively able 
youth with ASD (Russell & Sofronoff,  2005 ; 
Sofronoff et al.,  2005 ). Gillott et al. ( 2001 ) found 
weak agreement between parent and youth reports 
( r  = 0.28) in their sample of cognitively able chil-
dren with ASD. Assessment of the retest reliabil-
ity,    sensitivity/specifi city, convergent validity, and 
divergent validity of the tool in ASD is needed.  

    Other Anxiety Measures to Consider 

 In their review, Lecavalier et al. ( 2014 ) identifi ed 
the  Revised Child Anxiety and Depression Scale  
( RCADS  ; Chorpita, Yim, Moffi tt, Umemoto, & 
Francis,  2000 ) as a  potentially   appropriate anxiety 
measure for youth with ASD. The RCADS is a 
47-item self/informant report measure of mood, 
obsessive-compulsive, panic, separation, social, 
and generalized anxiety symptoms. Though the 
 RCADS   has been tested in only one study of youth 
with ASD, it demonstrated strong internal consis-
tency for total scores and individual subscales 
(Hallett, Ronald, et al.,  2013 ). Other promising 
measures include the  Social Phobia Anxiety 
Inventory for Children  ( SPAI-C     ; Beidel, Turner, & 
Morris,  1995 ) and  Social Anxiety Scale Child —
 Revised  ( SASC-R     ; La Greca & Stone,  1993 ), 
which Kuusikko et al. ( 2008 ) revised for use in 
cognitively able youth with ASD by removing 
items that might overlap with ASD itself (e.g., “I 
try to avoid social situations”). Internal consistency 
was excellent for both original and revised SPAI-C 
and SASC-R total scores, including the SASC-R 
Fear of Negative Evaluation subscale, but modest 
for revised subscales (e.g., Behavioral Avoidance). 

 Assessing fears of negative evaluation and 
other anxious thoughts/attributions can be an 
important element of anxiety assessment and 
treatment planning in cognitively able youth with 
ASD. Specifi cally, measures that capture anxious 
thoughts/attributions, such as the  Negative Affect 
Self-Statements Questionnaire  ( NASSQ     ; Ronan, 
Kendall, & Rowe,  1994 ) and the  Children’s 
Automatic Thoughts Scale  ( CATS     ; Schniering & 
Rapee,  2002 ), may help differentiate social avoid-
ance from social anxiety, guide the use of cognitive 
interventions (e.g., cognitive restructuring), and tap 
into a broader array of anxiety diffi culties in youth 
with ASD, including more atypical worries and 
fears (Kerns et al.,  2014 ). In cognitively able youth 
with ASD, the CATS has shown sensitivity to treat-
ment effects (Chalfant et al.,  2007 ). The NASSQ 
has shown acceptable internal consistency as well 
as moderate sensitivity (0.78) and specifi city (0.59) 
to detect anxiety disorders (Kerns, Maddox, et al., 
 2015 ). Further research is needed to validate these 
potentially promising tools.   

    Measures of Anxiety in ASD 
for Adults and Individuals with ID 

 Research on the assessment of anxiety in individu-
als with ID, with and without ASD, has lagged 
behind that of individuals without intellectual defi -
cits (Hagopian & Jennett,  2008 ). The  Autism 
Spectrum Disorders—Comorbidity for Children  
(ASD- CC  ; Matson, LoVullo, et al.,  2009 ) is a 
39-item informant-rated anxiety scale designed to 
assess anxiety in youth (ages 2–16 years) with 
ASD and varied intellectual functioning. The 
 ASD-CC   Worry/Depressed subscale has shown 
convergent and discriminant validity with similar 
and dissimilar subscales of the BASC-2 (Rieske 
et al.,  2013 ), but its retest reliability, sensitivity, and 
specifi city have yet to be evaluated. In addition, the 
 Anxiety Depression and Mood Scale  ( ADAMS     ; 
Esbensen, Rojahn, Aman, & Ruedrich,  2003 ) is a 
28-item informant-rated scale of behaviorally 
based mood and anxiety symptoms that has shown 
promising psychometrics in youth with ID. Though 
untested in individuals with ASD, the ADAMS is a 
potentially appropriate measure for this group 

13 Anxiety Disorders and Obsessive-Compulsive Disorders (OCD)



240

given its brief nature and behavioral emphasis. 
Finally, the  Baby Infant Screen for Children with 
aUtIsm Traits — Part 2  ( BISCUIT     ; Matson, 
Fodstad, & Mahan,  2009 ),  Diagnostic Assessment 
for the Severely Handicapped-II  ( DASH-II     ; 
Matson,  1995 ),  Psychopathology in Autism 
Checklist  ( PAC     ; Helverschou, Bakken, & 
Martinsen,  2009 ), and  Developmental Behavior 
Checklist  ( DBC     ; Einfeld & Tonge,  1995 ) have 
been used in some studies to assess anxiety prob-
lems in youth with ASD and ID (e.g., Bakken et al., 
 2010 ; Bradley, Summers, Wood, & Bryson,  2004 ; 
Brereton, Tonge, & Einfeld,  2006 ; Helverschou & 
Martinsen,  2011 ). All are informant ratings 
designed to assess a range of behavior problems 
that include anxiety subscales. Such measures may 
be most helpful for screening or early stages of 
assessment, and they should be followed by a more 
comprehensive interview with multiple informants 
and behavioral observation of the individual. 

 Very few studies have focused on the assess-
ment of anxiety problems in adults with 
ASD. Matson and Boisjoli ( 2008 ) evaluated the 
psychometrics of the  Autism Spectrum Disorders —
 Comorbidity for Adults  ( ASD-CA  )    measure, an 
informant scale to assess comorbid psychopathol-
ogy in adults with ASD and ID. The ASD-CA 
items and factors demonstrated variable inter-rater 
reliability (0.07–0.77) and internal consistency 
(0.44–0.91); however, results of the exploratory 
factor analysis were promising and the overall 
internal consistency for the scale was good (0.91). 
The 21-item Beck Anxiety Inventory (BAI; Beck 
& Steer,  1993 ) has also been found to be a reliable 
tool for assessing anxiety in adults with and with-
out intellectual disability (Lindsay & Skene,  2007 ). 
The BAI has been used to assess anxiety in adults 
with ASD in several studies, though psychometric 
data is lacking (Cath, Ran, Smit, van Balkom, & 
Comijs,  2008 ; Lai et al.,  2011 ). Similarly, the 
 Liebowitz Social Anxiety Scale  ( LSAS     ; Heimberg 
et al.,  1999 ), a 24-item self-report of social anxiety 
symptoms, has been used to assess social anxiety in 
cognitively able adults with ASD in some studies 
with good internal consistency (Cath et al.,  2008 ; 
Dziobek, Gold, Wolf, & Convit,  2007 ; Kanai et al., 
 2011 ). Further research on its reliability and 
validity in ASD samples is needed.  

    Summary 

 Research suggests that there is both considerable 
overlap and also variability in the presentation of 
anxiety and OCD in people with and without 
ASD (Kerns & Kendall,  2012 ; Ozsivadjian, 
Knott, & Magiati,  2012 ; White, Lerner, et al., 
 2015 ). As such, existing anxiety and OCD mea-
sures have much to offer clinicians and research-
ers, and also considerable room for improvement. 
ASD-specifi c adaptations are needed and emerg-
ing (Kerns et al.,  2014 ; Kuusikko et al.,  2008 ; 
Leyfer et al.,  2006 ; Sukhodolsky et al.,  2008 ), but 
may limit comparisons across individuals with 
and without ASD (van Steensel et al.,  2011 ). 
Specifi cally, comparisons across studies and 
samples may be complicated by methodological 
differences (i.e., use of different tools) and con-
ceptual differences (i.e., discrepancies in how 
anxiety is conceptualized). In general, it is highly 
recommended that researchers and clinicians use 
multiple methods, including expert clinical judg-
ment, direct observation, and multiple informants 
to accurately assess anxiety and OCD in 
ASD. Given that rating scales often yield higher 
than expected scores for people with ASD, clini-
cians must be cautious about interpreting scores 
(which may be elevated due to other diffi culties 
associated with ASD) and should not rely on a 
single indicator. Multi-informant assessment 
may be particularly important when parent-youth 
reports tend to be discrepant, as in youth with 
ASD (e.g., Gillott et al.,  2001 ; Russell & 
Sofronoff,  2005 ; White et al.,  2012 ). This type of 
multifaceted approach will improve understand-
ing of the constructs of anxiety and OCD in ASD, 
as well as the strengths and weaknesses of vari-
ous individual measures.  

    Recommendations for Diagnosing 
Anxiety and/or ASD 

 Determining whether psychiatric symptoms in 
individuals with ASD are part of core ASD fea-
tures or whether they represent anxiety is a com-
plex clinical issue. This section highlights key 
points for differential and dual diagnostic 

B.B. Maddox et al.



241

decision- making, in hopes of aiding the accurate 
identifi cation of co-occurring anxiety disorders. 
Before providing recommendations for each anx-
iety disorder separately, several general guide-
lines are offered here. 

 Anxiety symptoms can be conceptualized 
along three dimensions: physiological, behav-
ioral, and cognitive (Lang,  1968 ).  Physiological 
symptoms   include signs of arousal, such as 
tachycardia (i.e., quickened heart rate), blushing, 
trembling, and sweating, along with somatic 
complaints (e.g., nausea, headaches, muscle ten-
sion). The primary behavioral symptom of anxi-
ety is avoidance of feared stimuli and situations. 
Behavioral avoidance may be obvious (e.g., run-
ning away from a bee) or more subtle (e.g., 
avoiding eye contact). Hypervigilance and 
checking are also common behavioral symp-
toms. Cognitive symptoms typically include 
catastrophic predictions and other negative 
thoughts. This model of anxiety provides a 
framework to determine whether an assessment 
battery covers all three domains. Given that ASD 
and anxiety share common features, it can be 
helpful to use this framework to organize an 
individual’s different symptoms and determine 
whether an ASD diagnosis accounts for all pre-
senting problems, or whether there is support 
across the three dimensions of anxiety to diag-
nose an anxiety disorder. 

 The  Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition  ( DSM-5     ; APA, 
 2013 ) highlights how anxiety and fear may mani-
fest differently in children (e.g., fear or anxiety 
may be expressed by crying, tantrums, freezing, 
or clinging). We encourage clinicians to think 
similarly about individuals with ASD of all 
ages—they may self-report and/or manifest anxi-
ety symptoms in a different way than do individu-
als without ASD. For example, people with ASD 
may make vague statements about having “bad 
feelings” instead of “feeling anxious” (Kreiser & 
White,  2014 ). Based on a focus group with par-
ents of youth with ASD, Ozsivadjian and col-
leagues ( 2012 ) identifi ed fi ve common  categories   
for the ways that anxiety is expressed in this 
population: (1) challenging behaviors (e.g., tan-
trums), (2) avoidance or escape, (3) hyperactivity or 

heightened arousal, (4) increased sensory behav-
iors, and (5) increased repetitive behaviors. 
These categories highlight how, relative to typi-
cally developing individuals, anxiety in people 
with ASD can present similarly (e.g., avoidance, 
increased arousal) or differently (e.g., aggres-
sion), often amplifying the core ASD defi cits 
(e.g., sensory or repetitive behaviors). 

 Diagnostic decisions are even more challeng-
ing without direct verbal expression from the 
individual. When assessing individuals with lim-
ited expressive language, clinicians must rely 
more on their assessment of behavioral and 
physiological symptoms of anxiety. One way to 
directly observe behavioral and physiological 
reactions to a feared stimulus is a behavioral 
avoidance test (BAT), an individualized task that 
involves gradually exposing a person to his or 
her feared stimulus to assess when avoidance 
and/or anxiety is displayed (Dadds, Rapee, & 
Barrett,  1994 ). BAT participants may also indi-
cate their subjective experience of fear with 
Subjective Units of Distress Scale ( SUDS  )    rat-
ings and visual aids. 

 In order to constitute  comorbidity   of any anxi-
ety disorder with ASD, the following should be 
established:

    1.     The anxiety symptoms are not better accounted 
for by the ASD diagnosis . To help tease apart 
anxiety symptoms from core ASD symptoms, 
clinicians can make a list with three columns: 
 ASD ,  anxiety , and  unclear  (meaning the 
symptom could be due to ASD or anxiety). 
This list is then used to organize all available 
clinical information and determine which pre-
senting concerns are not explained by ASD.   

   2.     The anxiety symptoms lead to additional dis-
tress and/or impairment beyond the ASD diag-
nosis . According to the DSM-5, in order for an 
individual to meet full diagnostic criteria for 
an anxiety disorder, the anxiety, fear, or worry 
must result in impairment in at least one sig-
nifi cant life domain (e.g., social, occupational, 
or academic functioning) or cause the person 
signifi cant distress (APA,  2013 ). For a person 
with ASD and a co-occurring anxiety disorder, 
the anxiety symptoms should cause signifi cant 
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negative impact on the individual’s daily 
functioning, above and beyond the individual’s 
baseline functioning with ASD.   

   3.     The individual’s fear or anxiety is excessive or 
unreasonable relative to the actual threat 
posed by the feared object or situation . 
According to the DSM-5, this distinction is 
determined by the clinician because many 
individuals with anxiety disorders overesti-
mate the danger in feared or avoided situa-
tions (APA,  2013 ). Thus, it is important for 
the clinician to gather additional background 
information for this determination. For exam-
ple, does the individual with ASD and social 
anxiety symptoms experience severe bullying 
or tormenting at school? If so, his fear of 
social interactions may be reasonable given 
the real threat in his daily environment.   

   4.     The onset of anxiety symptoms is marked by a 
change from the individual’s baseline behav-
iors  (e.g., increase in aggressive behavior or 
restricted interest intensity). That is, do the 
anxiety symptoms represent a departure, 
either qualitatively or quantitatively, from the 
person’s baseline level of functioning? 
Although this change from baseline is typi-
cally conceptualized as a change in behavior, 
it may also manifest as changes in thoughts or 
physiological arousal.   

   5.     The anxiety symptoms are not transient . 
Transient anxiety occurs naturally as part of 
development and causes little interference in 
functioning. It is often associated with cir-
cumscribed events (e.g., public speaking, new 
situations) and ultimately dissipates with 
encouragement, reassurance, or habituation. 
Information about the specifi c contexts in 
which anxiety symptoms are experienced and 
are  not  experienced should be collected dur-
ing the assessment to rule out transient anxi-
ety. If the situation or object only occasionally 
provokes fear or anxiety, an anxiety disorder 
is not diagnosed.   

   6.     Avoidance of the object or situation is driven by 
anxiety or fear . Hagopian and Jennett ( 2014 , 
p. 156) distinguish between “simple avoid-
ance” (i.e., avoidance of nonpreferred stimuli 
or mildly aversive situations, such as 

schoolwork) and “anxious avoidance” (i.e., 
avoidance that is associated with indicators of 
anxiety, such as increased physiological arousal 
and fearful facial expressions). Clinicians 
should have evidence for anxious avoidance 
before diagnosing an anxiety disorder. The 
continued display of distress after the eliciting 
stimulus has been avoided may suggest an anx-
iety disorder (Jennett, Vasa, & Hagopian, 
 2013 ). Conducting a functional analysis of the 
avoidant behavior can also provide helpful 
information during an assessment.    

  To provide more specifi c recommendations 
for distinguishing co-occurring anxiety symp-
toms from core ASD symptoms, the assessment 
of each anxiety disorder is described below. This 
information is based on the DSM-5 (APA,  2013 ), 
which takes a developmental lifespan perspective 
and presents anxiety disorders chronologically 
according to their average age of onset. As will 
be clear from this section, we currently know 
more about certain anxiety disorders in the con-
text of ASD (e.g., Social Anxiety Disorder) than 
others (e.g., Panic Disorder, Agoraphobia). 

    Separation Anxiety Disorder 

  Separation anxiety disorder      is characterized by 
developmentally inappropriate and excessive 
anxiety about separation from attachment fi g-
ures, such as parents or caregivers (APA,  2013 ). 
Individuals with separation anxiety disorder 
experience persistent concerns about harm befall-
ing attachment fi gures and about events that 
could result in separation from attachment fi g-
ures (e.g., getting lost, being kidnapped). They 
often show reluctance or refusal to separate from 
attachment fi gures (e.g., going to school, sleep-
ing away from home), nightmares involving the 
theme of separation, and physical symptoms of 
distress (e.g., headaches, stomachaches) when 
separation occurs or is anticipated. To meet diag-
nostic criteria for this disorder, the separation 
anxiety must be present for at least 4 weeks in 
children and adolescents, and typically lasts for 
at least 6 months in adults. 
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 We recommend that clinicians pay close 
attention to the following considerations when 
assessing for possible comorbid separation anxi-
ety disorder in individuals with ASD (Kerns 
et al.,  2014 ; Leyfer et al.,  2006 ): 

  Anxiety vs. rigidity . The DSM-5 notes that 
some symptoms of separation anxiety disorder 
may be better explained by ASD, “such as refus-
ing to leave home because of excessive resis-
tance to change” (APA,  2013 , p. 191). The 
clinician should clarify that the individual’s 
anxiety is due to attachment-related aspects of 
separation from his or her attachment fi gure, 
instead of a change in routine. If part of a rou-
tine (e.g., going to school each morning), can 
the person be apart from his or her attachment 
fi gure without signs of distress? Individuals 
with separation anxiety disorder often show 
anticipatory anxiety about separation from 
attachment fi gures, whereas individuals with 
ASD and associated rigid routines may only 
show distress when the change occurs. In addi-
tion, clinicians should gather information about 
whether the individual frequently wants to know 
the whereabouts of his attachment fi gures (e.g., 
frequent phone calls when apart), has diffi culty 
staying in a room of the house by himself, and 
has fears of potentially dangerous situations to 
himself or family members (e.g., kidnappers, 
car accidents), all of which would increase one’s 
confi dence in the diagnosis of separation anxiety 
disorder. 

  Reality basis of fear . Due to the defi cits asso-
ciated with ASD, the individual may be highly 
dependent on his parent or caregiver for daily 
functioning needs. If this is the case, anxiety 
related to separation may not meet the DSM-5 
criterion of “developmentally inappropriate and 
excessive fear or anxiety” (APA,  2013 , p. 190). 

  Precipitating events . Details about the onset 
of separation anxiety symptoms and surrounding 
life events are important to collect. Research sug-
gests that separation anxiety disorder in typically 
developing youth often develops after a life 
stress, particularly when the stress involves loss, 
such as  the   death of a  family   member or pet, 
change in schools, parental divorce, or move to a 
new house (APA,  2013 ).  

    Specifi c Phobia 

  Specifi c phobia is   characterized by markedly 
intense and excessive fear or anxiety about a spe-
cifi c object or situation, leading to active avoid-
ance or distress when the object or situation is 
endured (APA,  2013 ). The fear or anxiety is typi-
cally an immediate reaction to the specifi c object 
or situation and present for at least 6 months. 
There are fi ve types of a specifi c phobia diagno-
sis: animal type (e.g., spiders, insects, dogs), 
natural environment type (e.g., heights, storms, 
water), blood-injection-injury type (e.g., needles, 
invasive medical procedures), situational type 
(e.g., airplanes, elevators, enclosed places), and 
other type (e.g., choking, vomiting, loud sounds, 
costumed characters). 

 For youth with ASD, specifi c phobia has been 
found in some studies to be the most common 
co-occurring disorder (e.g., Leyfer et al.,  2006 ; 
Sukhodolsky et al.,  2008 ; van Steensel et al., 
 2011 ), so it is likely that clinicians will encounter 
this comorbidity. We recommend the following 
considerations when assessing for possible 
comorbid specifi c phobia in individuals with 
ASD (Davis & Ollendick,  2014 ; Kerns et al., 
 2014 ; Kerns & Kendall,  2014 ; Matson & Nebel- 
Schwalm,  2007 ; Mayes et al.,  2013 ): 

   Physiological reactions   . Although physiological 
symptoms can be present in all anxiety disorders, 
they may be particularly prevalent in specifi c pho-
bias, both in anticipation of or during exposure to 
the feared stimulus (APA,  2013 ). Individuals with 
animal, natural environment, and situational spe-
cifi c phobia types tend to show sympathetic nervous 
system arousal (e.g., increased heart rate), similar to 
the physiological manifestations of anxiety in other 
anxiety disorders. However, individuals with the 
blood- injection- injury type often have a vasovagal 
syncope (fainting) or near-fainting response  because 
  their initial increase in heart rate and blood pressure 
is followed by a drastic drop in both. 

  Unusual fears . Individuals with  ASD   may pres-
ent with atypical fears that are not generally reported 
in the specifi c phobia literature, such as fear of vac-
uum cleaners or graffi ti (Kerns et al.,  2014 ; Mayes 
et al.,  2013 ). Clinicians are encouraged to include 
open-ended questions when assessing for specifi c 
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phobia in people with ASD, given that standardized 
measures of fears may not capture the variety of 
unusual fears experienced by many of these indi-
viduals. If the presenting fear is excessive, unrea-
sonable, distressing, circumscribed to a specifi c 
stimulus, and impairing to daily functioning, then it 
may meet criteria for specifi c phobia. Of note, typi-
cally developing youth have also been documented 
to experience unusual fears (e.g., buttons, mush-
rooms), so this type of specifi c phobia is not exclu-
sive to ASD (Davis & Ollendick,  2014 ). 

  General hypersensitivity .  Hypersensitivity t  o 
sensory input is part of the recently revised ASD 
diagnostic criteria (APA,  2013 ), and a specifi c 
phobia diagnosis may not be warranted if the fear 
is part of a generalized sensitivity. For example, 
an individual with hypersensitivity to most noises 
may show distress at the sound of a specifi c tone, 
but this distress is better accounted for by the 
 ASD   diagnosis. By comparison, an individual 
who does not exhibit a general sensitivity to noise 
but responds with excessive fear and avoidance to 
particular tones, noises, or other sensory stimuli 
(e.g., sight of men with beards) may meet criteria 
for specifi c phobia. 

  Restricted interests . Clinicians  s  hould consider 
whether the person’s restricted interest is related to 
the stimulus endorsed by a caregiver as causing fear. 
For example, a child with ASD may spend hours 
each day researching thunderstorms and checking 
the weather station due to his intense interest in 
weather, and this type of preoccupation should be 
distinguished from a specifi c phobia of storms. If 
the child displays negative affect about future expo-
sure to storms and avoids news about the weather, a 
diagnosis of  specifi c phobia   may be appropriate. 

   Stability . To meet   criteria for specifi c phobia, 
the fear typically lasts for 6 months or more, 
meaning that it is not a transient fear following a 
frightening encounter or experience. This point is 
particularly relevant when assessing individuals 
with ASD because they often become “stuck” or 
perseverate on a negative event (e.g., choking on 
a piece of food, losing electricity due to a light-
ning storm) for longer than  is   expected, but per-
severation with associated distress does not 
necessarily equate to a specifi c phobia and often 
shows a more transient pattern.  

    Social Anxiety Disorder 

 Social anxiety disorder ( SAD  )  is   characterized 
by an excessive and persistent fear of social 
 scrutiny that typically lasts for at least 6 months 
(APA,  2013 ). For children to be diagnosed with 
this disorder, their social anxiety must occur with 
peers and not just with adults. An individual with 
SAD fears that he or she will experience embar-
rassment or negative evaluation by others in 
social or performance situations (e.g., attending a 
party, eating or drinking in front of others, main-
taining a conversation, giving a speech), which 
often leads to avoidance of these situations. The 
DSM-5 places an increased emphasis on the role 
of fear of negative evaluation by others in SAD, 
relative to prior versions of the manual (Heimberg 
et al.,  2014 ). This fear can include concerns about 
rejection, ridicule, or offending others. 

 Another change in the  DSM-5   is that it now 
explicitly highlights the comorbidity of ASD and 
SAD, referring to social anxiety as a “hallmark of 
ASD” (APA,  2013 , p. 207). Diagnostic decisions 
regarding ASD and SAD are likely among the 
most challenging for clinicians due to consider-
able phenotypic overlap (Tyson & Cruess,  2012 ). 
Clinicians are cautioned against “double- 
counting” symptoms that may overlap (e.g., poor 
eye contact, social avoidance) and are encour-
aged to look for subtle symptoms of social anxi-
ety (e.g., diverting attention to others, 
over-preparing for a public speech). We recom-
mend that clinicians pay close attention to these 
additional considerations when assessing for pos-
sible comorbid SAD in individuals with ASD 
(Kerns et al.,  2014 ; Kreiser & White,  2014 ; 
Leyfer et al.,  2006 ; White & Schry,  2011 ; White, 
Schry, & Kreiser,  2014 ): 

  Bidirectional relationship of social anxiety 
and social skill impairment . When present, social 
anxiety and the social  defi cits   associated with 
ASD likely have a bidirectional relationship. 
That is, anxiety about social situations and nega-
tive evaluation by others may be magnifi ed by an 
awareness of one’s social diffi culties, and 
increased anxiety may lead to inaccurate process-
ing and interpretation of social cues, avoidance of 
social encounters, and fewer opportunities to 
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acquire new learning or practice social skills 
during interpersonal interactions. Understanding 
this relationship may help guide a clinician’s 
assessment and inform case conceptualization. 

  Social motivation and theory of mind capa-
bilities . Many individuals with ASD are acutely 
aware of their  social   diffi culties, place as much 
emphasis on the importance of peer approval as 
their typically developing peers, desire more 
social interactions and friendships, and experi-
ence a profound sense of isolation and loneliness 
(Müller, Schuler, & Yates,  2008 ; Williamson, 
Craig, & Slinger,  2008 ). These individuals are 
likely at increased risk of developing 
SAD. Clinicians can  supplement   existing assess-
ment measures with questions about social moti-
vation (i.e., desire to interact with others and/or 
have friendships) and theory of mind capabilities 
(i.e., an awareness of others’ social perceptions 
and intentions) or use diagnostic measures 
adapted for youth with ASD to assess these 
domains in concert with SAD (see Kerns et al., 
 2014 ). When an individual with ASD self-reports 
or displays limited social motivation, it is impor-
tant to evaluate whether this represents a change 
from baseline functioning. More specifi cally, the 
apparent lack of social motivation  or   denial of 
social interest could be a coping mechanism 
related to social anxiety and avoidance (e.g., “I’m 
not going to the party because I don’t care about 
making friends.”). 

  Reasons behind avoidance of social situations . 
 Avoidance   of social situations can be present in 
both ASD and SAD, and this symptom alone is 
clearly insuffi cient for the diagnosis of SAD. To 
meet criteria for SAD, the avoidance of social 
situations must be related to social, rather than 
non-social, aspects of the situation, and must not 
be due to a lack of interest in the particular situa-
tion. Thus, it is imperative to consider the pro-
cesses underlying social avoidance when 
determining whether symptoms are better 
accounted for by ASD or social anxiety. For 
example, avoidance of social or performance sit-
uations due to sensory overarousal or environ-
mental stimulation (e.g., bright lights, loud 
crowd) does not support a diagnosis of social 
anxiety disorder. Similarly, avoiding social or 

 performance   situations due to general disinterest 
in social engagement, distress about uncertainty, 
or dislike of changing the routine may be better 
accounted for by ASD. 

  Fear of negative evaluation . The cognitive 
domain of SAD (e.g., fear of negative evaluation 
by others)  may   be especially important to assess 
in individuals with ASD, given that these two dis-
orders can signifi cantly overlap in the physiologi-
cal and behavioral domains (Maddox & White, 
 2014 ; White, Maddox, & Panneton,  2015 ). If 
self-report is available, the clinician can include 
direct questions about the feared consequences 
related to social or performance situations (e.g., 
“What are you worried would happen if you 
started a conversation with someone?”). When 
SAD is present in ASD, the evaluative fears may 
not be expressed in elaborate terms, but rather in 
statements such as “they won’t like me” or 
“they’ll laugh at me.” When the clinician hears a 
 concern   about being judged negatively (e.g., 
viewed as stupid, boring, or anxious), the diagno-
sis of SAD can be made with greater confi dence. 

   Fear of positive evaluation . Although   not yet 
studied in the context of ASD, the fear of positive 
evaluation has recently been associated with the 
maintenance of social anxiety (Weeks, Heimberg, 
Rodebaugh, & Norton,  2008 ). According to the 
bivalent fear of evaluation model (Weeks & 
Howell,  2012 ), fear of positive evaluation is an 
important construct within SAD because informa-
tion conveying social approval (e.g., a smile or 
verbal praise) also conveys threat by making a 
socially anxious person feel conspicuous or self- 
conscious. Thus, clinicians are encouraged to look 
for concerns about positive evaluation as well. 

 The considerable phenotypic overlap between 
ASD and SAD makes differential diagnosis particu-
larly diffi cult, meaning people may be inaccurately 
diagnosed with SAD before receiving an ASD diag-
nosis later in life, or vice versa. For this reason, a 
few additional assessment recommendations are 
offered here. Guidelines for differentiating ASD 
and SAD mostly relate to differences in the chrono-
logical course of the disorder, pervasiveness of 
symptoms, and quality of social skills or relation-
ships (Tyson & Cruess,  2012 ; White & Schry,  2011 ; 
White, Schry, et al.,  2014 ). Chronologically, SAD 
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and the associated social impairments generally 
begin and intensify during adolescence, whereas 
ASD-related social defi cits are present from an 
early age. In addition, all individuals with ASD have 
social skill disability, which is pervasive across situ-
ations. They have few same-age friendships, and 
these relationships are usually not reciprocal in 
nature. Individuals with SAD may or may not dem-
onstrate clear social skill impairment; when present, 
these abnormalities (e.g., not speaking, avoiding 
eye contact) are usually not seen across contexts, 
but rather are specifi c to anxiety-producing social or 
performance situations.  They   typically have recip-
rocal, although perhaps not intimate, friendships. 
Another area of distinction is social initiation. 
Individuals with ASD may demonstrate awkward, 
socially inappropriate attempts to initiate with oth-
ers or completely avoid initiations due to not know-
ing what to do or say, whereas individuals with 
SAD avoid social initiations due to anxiety about 
embarrassing themselves or making a negative 
impression.  The   same patterns may also be found in 
social responses, with individuals with SAD often 
showing less responsiveness and assertiveness, and 
individuals with ASD displaying odd or stereotyped 
social responses. 

  Atypical manifestations of social anxiety in 
ASD . Research suggests that some individuals 
with ASD may present with  excessive   fear and 
avoidance of social situations without an accom-
panying fear of negative evaluation. Rather, these 
individuals may have worries related to theory of 
mind defi cits and not knowing what to do or 
expect in social situations due to their social defi -
cits (Ozsivadjian et al.,  2012 ). This presentation is 
closely aligned with symptoms of ASD itself and 
does not meet diagnostic criteria for SAD, given 
the absence of social evaluation concerns. 
Nonetheless, these fears may be excessive relative 
to the individual’s actual social diffi culties and 
impairing, preventing the individual from improv-
ing their social skills or participating in daily life 
activities. In cases where such anxiety is associ-
ated with severe distress and/or impairment, a 
diagnosis of other specifi ed anxiety disorder (see 
below) may be considered to communicate that 
anxiety is  an   important aspect of the clinical pre-
sentation and a target for treatment.  

    Panic Disorder 

  Panic disorder    is   characterized by recurrent (i.e., 
more than one), unexpected (i.e., no obvious cue 
or trigger at the time of occurrence) panic attacks 
(APA,  2013 ). Panic attacks are sudden surges of 
intense fear or discomfort that peak in intensity 
within minutes, with at least four physical (e.g., 
heart palpitations, sweating) and cognitive (fear of 
losing control, fear of dying) symptoms occurring 
(APA,  2013 ). Panic attack symptoms may surge 
from a calm state or an anxious state. Individuals 
with panic disorder experience persistent concern 
or worry (at least 1 month duration) about having 
more panic attacks or their consequences. They 
may also engage in maladaptive behavior changes 
due to panic attacks (e.g., avoidance of exercise). 

 We recommend that clinicians pay close atten-
tion to the following considerations when assess-
ing for possible comorbid panic disorder in 
individuals with ASD: 

  Unexpected vs. expected panic attacks . 
Although panic attacks can occur in response to 
specifi c triggers, a panic disorder diagnosis 
requires that at least some of the panic attacks are 
unexpected (i.e., not in response to a specifi c 
object or situation). Therefore, a thorough func-
tional assessment of the individual’s panic attacks 
is imperative. In individuals with ASD, the surge 
of panic-like symptoms may be situationally 
bound or triggered by specifi c triggers. Clinicians 
can ask: “Did the attack seem to occur out of the 
blue? Do you ever experience attacks when you 
are relaxing, engaging in a preferred activity, or 
emerging from sleep?” 

  Other reasons for somatic symptoms . The 
somatic symptoms associated with panic disorder, 
such as pounding heart and sweating, may or may 
not constitute a panic attack in people with 
ASD. They may be physiological  symptoms   indica-
tive of another anxiety disorder, and perhaps verbal 
report is limited to explain the associated factors. As 
part of the assessment, clinicians could inquire about 
experiences seeking medical care for panic attacks. 
Individuals with panic disorder often make  frequen  t 
visits to their primary care physicians and the emer-
gency room (APA,  2013 ), so a history of this behav-
ior may be more suggestive of a full panic attack.  
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    Agoraphobia 

  Agoraphobia   is  characterized   by marked fear and 
anxiety about two or more of the following situa-
tions: using public transportation, being in open 
spaces, being in enclosed spaces, standing in line 
or being in a crowd, or being outside of the home 
alone. Individuals with agoraphobia are afraid of 
these situations because they think that escape 
might be diffi cult or help might not be available 
in the event of developing panic- like symptoms 
or other incapacitating or embarrassing symp-
toms (e.g., falling, incontinence, vomiting). They 
tend to actively avoid these situations or require a 
companion to be present with them. The fear is 
persistent, typically lasting for at least 6 months. 
The avoidance can become so severe that the per-
son is homebound, meaning unable to leave his 
or her house. 

 We recommend that clinicians pay close atten-
tion to the following considerations when assess-
ing for possible comorbid agoraphobia in 
individuals with ASD: 

  Reasons behind avoidance . Some people with 
ASD resist leaving their house due to the pres-
ence of their restricted interests at home, over-
whelming sensory input outside of home, or rigid 
routines at home. Although many people with 
ASD may not be able to verbalize the cognitive 
component of agoraphobia, when possible, clini-
cians can focus on whether the individual worries 
about diffi culties with escaping (e.g., “impossi-
ble to get out of there”) or receiving help (e.g., 
“nobody would be there to help me”) in the event 
of developing embarrassing or incapacitating 
symptoms away from home. 

  Nature of fear . If an individual with ASD is 
better able to confront an agoraphobic situation 
with a  companion   (e.g., parent, friend, health 
professional) present, then a diagnosis of  agora-
phobia may be   more likely.  

    Generalized Anxiety Disorder 

 Generalized anxiety disorder ( GAD  )     is   character-
ized by excessive anxiety and worry (i.e., appre-
hensive expectation) about a number of events or 

activities, such as work and school performance, 
family affairs, and health (APA,  2013 ). The 
worry is diffi cult to control and occurs more days 
than not for at least 6 months. To meet diagnostic 
criteria for GAD, a person’s worry must be regu-
larly accompanied by at least some of the follow-
ing physical symptoms (at least three are required 
for adults, and only one for children): restless-
ness or feeling keyed up or on edge, fatigue, dif-
fi culty concentrating or mind going blank, 
irritability, muscle tension, and sleep disturbance. 
Youth and adults with GAD are often described 
by others as “worriers.” 

 We recommend that clinicians pay close atten-
tion to the following considerations when assess-
ing for possible comorbid GAD in individuals 
with ASD (Kerns et al.,  2014 ; Reaven,  2009 ): 

  Focus of worry . In GAD, the focus of the 
worry is typically about forthcoming problems or 
future events (even seemingly positive events 
such as upcoming vacations). The content of 
GAD worries may differ with age, with adults 
often worrying about routine daily life circum-
stances (e.g., job responsibilities, health of fam-
ily members, fi nances) and children often 
worrying about their competence or quality of 
their performance (APA,  2013 ). Other common 
concerns for children with GAD are punctuality 
and catastrophic events (e.g., earthquakes, war). 
For an individual with ASD to be diagnosed with 
co-occurring GAD, the worry must be general-
ized and not restricted to one area (e.g., worrying 
about limited access to restricted interest). 

  Perseverative style . Individuals with ASD 
tend to get “stuck” on a variety of topics, which is 
an important aspect for differential diagnosis. It 
is currently unclear whether this perseverative 
style is a risk factor for GAD. Clinicians must 
determine whether the perseveration is associ-
ated with worry and physical signs of distress. 

  Need for reassurance . Family members and 
friends of individuals with ASD and co-occurring 
GAD often fi nd themselves spending excessive 
amounts of time reassuring the individual, with-
out much relief from the worry. An individual 
with GAD may report that it feels impossible to 
go long periods of time without feeling worried, 
despite reassurance from others. 
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  Atypical worries in ASD . Individuals with 
ASD may also present with a number of exces-
sive worries about novelty and change, as well as 
worries related to their circumscribed interests, 
but not other more generalized concerns. These 
worries appear closely related to insistence on 
sameness, a  common   feature of the ASD pheno-
type, but also resemble the intolerance of uncer-
tainty frequently associated with GAD (Boulter, 
Freeston, South, & Rodgers,  2014 ; Gotham et al., 
 2013 ). The amount of anxiety and distress that 
surrounds insistence on sameness behaviors in 
ASD varies signifi cantly across individuals 
(Gotham et al.,  2013 ; Kerns et al.,  2014 ). Further, 
worries about change and novelty in children 
with ASD have been associated with DSM- 
consistent anxiety disorders and anxious auto-
matic thoughts (Kerns et al.,  2014 ).  A   diagnosis 
of other specifi ed anxiety disorder (see below) 
could be considered to capture excessive worries 
of this type, which appear distinct from GAD, but 
are also signifi cantly interfering  for   the individ-
ual and deserving of intervention.  

    Other Specifi ed Anxiety Disorder 

 The DSM-5 (APA,  2013 )  no      longer includes an 
anxiety disorder-not otherwise specifi ed (NOS) 
category. Instead, the new revision includes a 
category termed other specifi ed anxiety disorder, 
which applies to presentations of predominately 
anxiety disorder symptoms that cause clinically 
signifi cant distress or impairment in important 
areas of functioning, but do not meet the full 
diagnostic criteria for any of the anxiety disor-
ders. When diagnosing other specifi ed anxiety 
disorder, the clinician should specify the reason 
that the individual’s presentation does not meet 
full diagnosis criteria (e.g., “generalized anxiety 
not occurring more days than not”). Based on 
our collective clinical experience, this category 
appears warranted and useful in some cases with 
ASD to communicate the presence of clinically 
signifi cant anxiety, which is excessive (given the 
known defi cits in ASD) and deserving of tar-
geted treatment, but which does not fall into the 
traditional DSM-5 categories. As described 

above, other specifi ed anxiety disorder could be 
diagnosed to capture social anxiety without a 
fear of negative evaluation, circumscribed fears 
of change or novelty, or other atypical and 
ambiguous fears that have been noted in the lit-
erature (Kerns et al.,  2014 ). It may also be used 
when certain signs  and      symptoms that contribute 
to a traditional DSM-5 diagnosis cannot be eval-
uated in people with ASD due to language or 
cognitive impairments.  

    Recommendations for Diagnosing 
OCD and/or ASD 

 As described in the DSM-5, OCD is character-
ized by recurrent obsessions and/or compulsions 
that cause marked distress and/or functional 
interference (APA,  2013 ). Key  features   of OCD 
include (1) obsessions, which are intrusive, recur-
rent, and persistent thoughts, images, or impulses; 
and (2) compulsions, which are repetitive, pur-
poseful behaviors or mental acts performed in 
response to an obsession, often according to cer-
tain rules or in a stereotyped fashion. Obsessions 
are generally accompanied by dysphoric affect, 
such as fear, disgust, doubt, or a feeling of incom-
pleteness, and are experienced as distressing to 
the affected individual. Compulsions, which can 
be observable repetitive behaviors, such as wash-
ing, or covert mental acts, such as counting, serve 
to neutralize or alleviate obsessions and accom-
panying dysphoric affect in the short run. This 
functional link between obsessions and compul-
sions may well serve to assist clinicians in deter-
mining whether a recurrent thought or repetitive 
behavior is indeed an obsession or compulsion—
in the absence of such a link, other phenomena 
should be considered. 

 Assessment of OCD includes a  comprehen-
sive evaluation   of (1) current and past obsessions 
and compulsions, (2) current OCD symptom 
severity, (3) associated functional impairment, 
and (4) comorbid psychopathology. In addition, 
the strengths of the individual and family should 
be evaluated, as well as their knowledge of OCD 
and its treatment. Problems other than OCD iden-
tifi ed in the assessment process become the focus 
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of further evaluation if it is apparent that such 
symptoms are prominent or perhaps even pri-
mary. It is in this context that ASD symptoms are 
sometimes uncovered if they have not already 
been raised previously by the family. At that 
point, it is imperative to perform a functional 
analysis to carefully identify the antecedents, 
exact behaviors, and consequences of OCD and 
ASD symptoms, as they may serve different 
affective functions that can help differentiate 
them from one another and help the clinician to 
devise treatment strategies for each. We recom-
mend that clinicians pay close attention to the 
following considerations when differentiating 
between OCD and ASD: 

  Restricted interests vs. obsessions .  Individuals   
with ASD may well present to the clinic with 
symptoms that are described colloquially as 
“obsessional,” yet careful assessment of these 
focused areas of interest may not reveal any fear 
or anxiety in the presence of relevant stimuli. For 
example, a young boy (age 5) presented to an 
OCD treatment clinic with what his mother 
described as “obsessions about trains.” Initial 
efforts by the therapist to interact directly with 
the boy were met with poor eye contact, unusual 
speech patterns, and an absence of reciprocity 
despite his being at an age in which such skills 
might be expected developmentally. The thera-
pist mentioned to the boy that the offi ce window 
overlooked the region’s largest train station; the 
boy immediately sprung from his seat, dragged 
the chair across the room to the window and, 
after knocking down several piles of books and 
articles from the therapist’s credenza to improve 
his view, proceeded to hone in exclusively on the 
arriving and departing trains, breaking eye con-
tact with the station only occasionally to express 
gleefully to his mother that he was looking at the 
trains. His affect at the time was very positive, 
although his mother correctly anticipated sub-
stantial distress when he was asked to leave the 
offi ce at the end of the appointment—it was this 
response, rather than his affect at the time he was 
exposed to trains, that led her to believe that anxi-
ety was central to this picture. The evaluation was 
useful in that the boy’s behavior in the moment 
allowed the therapist to explore in detail whether 

these were the kinds of obsessions she was 
alluding to, and whether she had ever noticed any 
anxiety in the presence of trains, which she 
reported only occurred when he was asked to 
move on with other tasks. Individuals with both 
OCD and ASD can have both obsessions and 
focused interests, but their affect at the time they 
are in the presence of the relevant stimuli will 
likely serve as the best guide to which diagnostic 
umbrella best applies: obsessions in  OCD   give 
rise to distress, whereas restricted interests are 
usually experienced as appetitive, which may be 
gleaned either from verbal description or from 
behavioral observations. 

   Repetitive behaviors vs. compulsions . There   is 
no disputing that repetitive behaviors are com-
mon in ASD, but again uncovering their affective 
function will go a long way towards determining 
whether said behaviors are compulsive, part of 
ASD, or characteristic of other common co- 
occurring symptoms such as tics. Compulsions 
are defi ned in relation to obsessions: obsessions 
give rise to anxiety or some other form of distress 
and are typically experienced as intrusive, 
whereas compulsions are typically reported to be 
intentional in that they are performed in order to 
reduce obsessional distress. This neutralizing of 
negative affect associated with obsessions is the 
cardinal feature of a compulsion. Stereotypies, 
which are commonly observed in ASD, may 
serve a self-stimulating function rather than an 
anxiety reduction function per se, and the aware-
ness of stereotypies is typically less well devel-
oped than what is seen in compulsions, in which 
most are able to describe a cognitive prompt and 
a neutralizing function to the repetitive behavior. 
Tics are typically performed in response to a pre-
monitory urge rather than to a specifi c cogni-
tion—here again, the close relationship between 
negative cognition, anxiety, and repetitive behav-
ior also helps to differentiate compulsions from 
tics in that tics are usually performed in response 
to a physical sensation rather than a thought. In 
the absence of adequate verbal skills or capacity 
for introspection about internal cues that precede 
behavior, such distinctions are more diffi cult to 
make in individuals with ASD who have co- 
occurring intellectual impairments. When the 
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link between obsessional anxiety and repetitive 
behaviors is stated or is evident behaviorally, 
then OCD may be the most  appropriate   diagnos-
tic entity to apply. 

  “   Not Just Right” OCD vs. behavioral rigidity . 
Although   most individuals with OCD can articu-
late a specifi c feared consequence that they fear 
will occur if they do not engage in a compulsion, 
a subset can only describe a prevailing sense of 
mental and physical discomfort that they can 
only discharge if they engage in a compulsion. 
For example, patients with OCD sometimes 
describe discomfort that follows if one arm 
brushes unexpectedly against something; this 
experience causes discomfort that can only be 
neutralized by touching the other arm in the same 
spot to restore their sense that things are “just 
right.” Individuals with ASD may also have to 
repeat behaviors in order to restore homeostasis, 
but the prompt for this kind of discomfort is often 
a deviation from usual routines (e.g., being 
picked up early or late for school) that typically 
provide comfort and assurance about sameness. 

  Making use of the focused interest to drive 
treatment of comorbid OCD . In clinical situa-
tions in which an  individual   suffers from both 
OCD and ASD, exposure-based treatments can 
be especially diffi cult to conduct. Individuals 
with ASD often struggle to regulate strong nega-
tive emotion, which is of course part of what is or 
perhaps even must be experienced in the behav-
ioral treatment of anxiety disorders (e.g., Foa & 
Kozak,  1986 ). A comprehensive discussion of 
how to move exposure treatments forward in this 
context is beyond the scope of the current chap-
ter, but one way to enhance motivation to engage 
in exposures both in and between sessions is to 
link compliance with procedures with time spent 
in session discussing the ASD patient’s restricted 
interest. For example, one teenager treated for 
OCD had contamination-related fears and wash-
ing compulsions that necessitated exposure to 
surfaces and items the patient viewed as 
 “repulsive.” The therapist laid out a hierarchy of 
items to confront in treatment, but also made 
clear that confronting those items without wash-
ing or avoiding could be exchanged for time at 
the end of the session reviewing the patient’s 

Facebook page fi lled with pictures related to his 
restricted interest in fi shing, including the “Catch 
of the Week” photos of fi sh he had caught him-
self. This procedure helped energize and moti-
vate the patient, and the therapist could address 
avoidance behaviors in session directly by sug-
gesting that fi nishing the exposures without delay 
would allow more time for the review of the 
Fishing Page. We encourage clinicians to make 
ample use of such reinforcers during treatment, 
and to mine the restricted interests to generate the 
language and metaphors needed to help patients 
engage fully with the exposure procedures.   

    Future Directions and Conclusions 

 It is clear that anxiety is widespread among chil-
dren, adolescents, and adults with ASD. Most of 
the extant research on this topic indicates that 
anxiety is more common, both in terms of reason 
for treatment-seeking and diagnostic outcome, 
among individuals with ASD than those without 
ASD, regardless of whether samples are commu-
nity based or clinically derived. We cannot, how-
ever, be certain that prevalence estimates for 
comorbid anxiety disorders or OCD in people 
with ASD can be directly compared to estimates 
from samples without ASD. Studies using mea-
sures of anxiety developed for use with individu-
als who do not have ASD have often, quite 
rightly, cautioned that derived scores may be 
infl ated due to the ASD itself. As previously dis-
cussed, there is considerable phenotypic overlap 
(e.g., social avoidance, decreased eye contact). If 
this overlap is not considered and adjusted for, it 
stands to reason that scores will be elevated, not 
necessarily due to elevated anxiety. On the other 
hand, studies that have used measures of anxiety 
modifi ed to ASD issue a different cautionary 
tale. Is the construct being assessed the same, 
once the measure is modifi ed, as it is in its 
unadulterated state? One cannot assume the 
answer is yes. In simple terms, our attempts to 
disentangle measurement of ASD and anxiety/
OCD symptoms may yield incomplete con-
structs that, in effect, capture neither entity in its 
complete form. Can we assess social anxiety, for 
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instance, without considering core symptoms 
such as behavioral avoidance of social situa-
tions? The obvious answer is  no . 

 As we continue to conduct research on how to 
effectively and validly assess anxiety in people 
with ASD, it will be important to consider how 
“manifest anxiety” maps onto the processes that 
underlie the anxiety. Examination of both the 
identifi ed problem (anxiety) and its pathways 
(e.g., reward salience, social problems) will per-
mit us to more deeply explore the construct valid-
ity of anxiety. If the underlying mechanisms are 
similar yet the “outcome” is manifested differ-
ently, then there is greater validity to considering 
anxiety in both forms. For example, demonstra-
tion of engagement of similar processes (e.g., 
social gaze patterns) across ASD and non-ASD 
clinical groups, in the context of differing clinical 
manifestations of social anxiety disorder, would 
support the validity of our conceptualization of 
an “atypical” manifestation in ASD as anxiety. It 
has been suggested that emotional dysregulation, 
for instance, may underlie the expression of a 
range of primary (e.g., cognitive perseveration) 
as well as secondary problems (e.g., repetitive 
checking) in people with ASD (e.g., Mazefsky, 
Pelphrey, & Dahl,  2012 ). As proposed by White, 
Mazefsky, and colleagues ( 2014 ), expression of 
the emotional dysregulation that is ubiquitous in 
ASD as anxiety may be moderated by a host of 
ASD-specifi c characteristics, such as sensory 
issues and cognitive rigidity. This type of research 
should inform to what extent measures of anxiety 
must be modifi ed (or forgone for new measures 
developed specifi cally for ASD) and what such 
modifi cation means with regard to examination 
of the construct of anxiety transdiagnostically. 

 As clinical scientists work to resolve how to 
best assess anxiety in this clinical population, 
practitioners need guidance on how to best evalu-
ate its presence in their clients. We have offered 
some suggestions on this topic. It is critical to 
consider the temporal and confi gural relationship 
of symptoms. For example, although an unan-
nounced fi re alarm at school may trigger an ini-
tial intense negative reaction in a boy with ASD 
(e.g., fl eeing, crying), if the behavior generalizes 
and he begins worrying about fi res and other nat-

ural disasters and how to determine when it is a 
drill or a real emergency, seeking reassurance 
about safety from his parents, it is important to 
consider the possibility of a secondary disorder 
(e.g., generalized anxiety disorder) and not 
assume attribution to the ASD itself (e.g., height-
ened sensory sensitivity). 

 Second, clinicians should consider the pos-
sibility that accommodations, both overt (e.g., 
homeschooling) and the less obvious (e.g., a 
mother arranging all social and athletic activi-
ties for her unwilling son, throughout high 
school), may function to reduce obvious impair-
ment owing to anxiety. Often in families of chil-
dren with ASD, well-intentioned parents 
accommodate to help their offspring manage 
and succeed socially and academically. Parents, 
in fact, are often trained to do so. In the case of 
anxiety, unfortunately, such parental accommo-
dation can unwittingly perpetuate and strengthen 
the problem (e.g., the phobic child never learns 
that he can face his fears without suffering the 
feared consequence). As such, in assessment it 
is critical to probe for obvious as well as more 
covert accommodations and compensations and 
their functions. 

 Finally, in attempting to differentiate between 
ASD and an anxiety disorder or OCD, it is impera-
tive to consider the  function(s)   of the target behav-
ior. In ASD, functions are often not obvious, which 
requires astute clinical observation and hypothesis 
testing, and often functional analysis. For exam-
ple, a child with ASD may engage in a ritual that is 
comforting when faced with novelty. A child with 
ASD and OCD may have no clear trigger to use of 
rituals, and possibly verbalize a desire to prevent 
an imagined danger from occurring (or seek reas-
surance from a parent or attachment object, ver-
bally or nonverbally). Additionally, just as 
important as considering the possibility of an anxi-
ety disorder in a person with ASD is to be mindful 
of the possibility of ASD in a person referred for 
problems with anxiety. Although most diagnosis 
of ASD is in early childhood, this is not uniformly 
the case. Especially among higher functioning 
individuals, diagnosis can be considerably later—
in adolescence and even adulthood. If there is no 
evidence of heightened rigidity, unusual rituals, or 
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repetitive behaviors or of social diffi culties until 
after fi rst report of anxiety symptoms, for instance, 
it is very unlikely that ASD is present. However, 
thoughtful history-taking and probing about early 
childhood social interest and skill, presence of 
unusual interests or behaviors, and behavioral 
preferences and environmental accommodations 
made to compensate for social or communicative 
diffi culties may be helpful in some cases.     
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