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Overview of Presentation

• Mental Health in Canada
• Importance – Making the case!

• Anxiety Disorders
• Anxiety Disorders and ASD

• Assessment - Diagnostic Challenges
• Treatment (CBT)
• Current Study

• Questions

• First mental health strategy for 
Canada (MHCC)

• Only advanced industrial country 
without a national strategy on 
mental health

• Provides a broad vision

• Key next step: 
detailed implementation plan

Mental Health Strategy in Canada
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Mental Health Strategy in Canada
Canadian Mental Health Association:

“All departments of government and all levels of 
government need to take a ‘whole of 
government’ approach and adequately fund the 
strategy’s implementation. Without this 
commitment, Canada’s first-ever national mental 
health strategy blueprint will join the many other 
reports and recommendations that are not 
implemented and will result in no real 
improvements in mental health and mental 
illness services for Canadians.”

2006
• The Standing Senate Committee on Social Affairs, Science 

and Technology – national study of MH

Out of the Shadows at Last – Transforming Mental Health, 
Mental Illness and Addiction in Canada

2007
• Mental Health Commission of Canada (MHCC)

2009
• Phase 1 of The Strategy - Toward Recovery and Well-Being:  

A Framework for a Mental Health Strategy for Canada

2012
• Changing Directions, Changing Lives: The Mental Heath 

Strategy of Canada
• First mental health strategy for Canada

Mental Health Strategy in Canada

1. Promote mental health across the lifespan in homes, schools, and 
workplaces, and prevent mental illness and suicide whenever 
possible.

2. Foster recovery and well-being for people of all ages living with 
mental problems and illnesses, and uphold their life.

3. Provide access to the right combination of services, treatments and 
supports, when and where people need them.

4. Reduce disparities in risk factors and access to mental health 
services, and strengthen the response to the needs of diverse 
communities and Northerners.

5. Work with First Nations, Inuit, Metis to address their mental health 
need, acknowledge their distinct circumstances, rights and cultures.

6. Mobilize leadership, improve knowledge, and foster collaboration at 
all levels. 

Six Key Strategic 
Directions
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Mental Health in Canada

• Affects1 in 5 Canadians

• Estimated cost  is $51 billion annually

• Few seek or receive services or treatment

• Why so few? 
- stigma/fear of being labelled
- lack of understanding/recognition

Mental Health Issues in 
Children & Adolescents
• 14% suffer from mental illness
• >75% do not receive specialized treatment 
• Few resources designed for children and youth
• Most receive follow-up care from a family 

physician or paediatrician

Wait Times in Canada for 
Children/Youth

• Only 8.6% had no wait list

• Substantial wait times 

• Wait times vary across agencies

• Wait times decrease with 
increasing priority level

Kowalewski, McLennan, McGrath, 2011
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Kowalewski, McLennan, McGrath, 2011

Wait Times in Canada for 
Children/Youth

• Current practice does not meet 
proposed standards

• Timely access to services is 
critical

Kowalewski, McLennan, McGrath, 2011

Mental Health & ASD

• Comorbid psychiatric symptoms and disorders
are common 

• Common disorders:
5 - 84% anxiety disorder

3 - 72% disruptive behavior disorders
4 - 58% depressive disorders
1 - 30% ADHD
3 - 21% bipolar disorder

Overall: 
30 - 70% comorbid mental health disorder
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Mental Health & ASD
(Joshi et al., 2010)

• Psychiatrically referred population of youth with and 
without ASD.

• Youth with ASD have higher levels of psychiatric 
comorbidity and dysfunction compared to the youth 
without ASD

- 95% - 3 or more comorbid disorders
- 74% - 5 or more

• More functionally impaired
• Required extra assistance in school
• Required more therapeutic interventions 

Importance
Prevalence
• Mental health concerns are commonly reported, with anxiety disorders 

being the most commonly reported concurrent diagnoses in individuals 
with ASD - and are more prevalent in ASD than in typical peers (for review see 
White et al., 2009).

Impact
• Anxiety may cause considerable stress and interference with daily 

functioning in home, school, community (e.g., more aggressive, poorer 
social relationships with teachers, magnify social difficulties)                  
(Kim et al., 2000; Russell & Sofronoff, 2005; White et al., 2009).

Prognosis
• Prognosis in ASD is mainly determined by level of intelligence and 

communication. However, current evidence suggests that presence of 
psychiatric disorders may also affect long-term outcome (Muris et al., 1998).

Importance

Persistence
• Symptoms may continue across lifespan without treatment (Hudson et al., 2001)

Treatment
• Empirical evidence that anxiety symptoms are treatable in person with 

ASD using cognitive behavior therapy (CBT) (Chalfant et al., 2007;Reaven et al., 2009; 
Wood et al., 2009)

• Important implications for treatment. More specific and targeted 
treatment is associated with greater improvement (Leyfer et al., 2006). 

• Important to disrupt the long-term cycle of maladaption.
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Parent Perspective
From Child to Adult: The Lived Experiences of ASD

THEMES:

• Accessibility

• Service Coordination 
& Collaboration

• Transition

• Mental Health

• Parental Roles

THEME: MENTAL HEALTH
• Concerns regarding behaviour regulation, anxiety, and depression             
are prominent in many individuals with ASD beginning at an early 
age.
•Long-term implications of unaddressed mental health issues for 
individuals with ASD and family members.
• ASD diagnosis often an exclusion criteria for accessing mental 
health services. 
• Limited knowledge of ASD among mental health professionals.

QUOTATIONS FROM PARENTS
“She had a breakdown and there was no place for her to be. ..was 
prescribed sedatives to get her to go to school.”

“As soon as they hear that your child could be aggressive they can’t 
handle that...aggression seems to be the line in the sand that nobody 
wants to cross.”

“She had the potential to contribute a lot to society...but none of these 
things are going to happen if she does not get help managing her 
anxiety, emotional volatility, aggression, frustration and impulsivity...”

Problem Behavior: Reflection of Underlying 
Cognitive or Emotional Impairments

Schopler, Van Bourgondien, & Bristol (Eds.) (1993). Preschool issues in autism. New York: Plenum Press.
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Anxiety Disorders (AD)

• Anxiety is a normal reaction 
to fearful or stressful events. 
In general, it helps one cope. 

• However, when anxiety 
becomes an excessive, 
irrational dread of everyday 
situations, it has become a 
disabling disorder.

Anxiety Disorders (AD)

• Anxiety Disorders are the 
most common psychiatric 
illnesses affecting both 
children and adults.

• Arise from a complex set of 
risk factors: genetics, brain 
chemistry, cognitive,  
personality/temperament, 
negative life events, and 
parental anxiety/style.

Anxiety Formula

Overestimation of Threat
+

Underestimation of 
Coping Ability

=

Anxious Response

• Cognitive Bias: Cognitive errors & 
information processing biases. 
Negative threat-related thoughts and 
biases in cognitive processes such as 
attention, memory, thinking and 
subsequent judgments.

• Coping Efficacy: Perceive 
themselves as unable to cope with 
threatening environments and show a 
preference for maladaptive coping 
styles (e.g., rely on avoidance as a 
coping response). Need to change in 
coping style from avoidant to active.
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Common Anxiety Disorders

• Separation Anxiety 
Disorder (SEP)

• Generalized anxiety 
Disorder (GAD)

• Specific Phobias (SP)

• Social Anxiety Disorder 
(SAD)

• Obsessive Compulsive 
Disorder (OCD)

• Panic Disorder (PD)

Anxiety Symptoms

Common Symptoms ASD

• Difficulty separating from parent
• Persistent or chronic worry
• Excessive avoidance
• Difficulty concentrating
• Restlessness
• Fatigue
• Irritability
• Sleep disturbance
• Physiological over-reactivity
• Presence of distressing thoughts 
• Marked & excessive fearful 
response to object or event

• Avoids novelty
• Withdraws from social situations
• Resists changes in routine
• Prefers rules
• Narrow focus of attention
• Insists on sameness
• Becomes irritable easily
• Becomes explosive suddenly
• Increase in repetitive behaviour    
and/or intensity of special 
interests

Anxiety Disorders in General 
Pediatric Population

• Most common psychiatric dx: 5.6 to 18.1% (Baumeister & Härter 2007).

• Early age of onset, and course is chronic and recurrent    
(Cartwright-Hatton et al. 2006; Costello et al. 2003; Hirshfeld-Becker & Biederman2002).

• Negative impact on quality of life: academic performance, 
social interactions, self-confidence, and ability to enjoy daily 
life experiences (Barrett & Pahl 2006; Langley et al. 2004).

• Comorbidity between anxiety and other psychological 
disorders is common, and evidence that AD may precede the 
onset of other disorders (e.g. depression) (Craske and Zucker 2002).
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Anxiety Disorders and ASD

• 11% to 84% experience anxiety symptoms     
(e.g., Lecavalier, 2006; Muris et al., 1998)

• 40% to 55% had an anxiety diagnosis                   
(De Briun et al., 2007; Simonoff et al., 2008; van Steensel et al., 2011)

• Most common include: (Meta-analysis: van Steensel et al., 2011)

29.8% specific phobia 

17.4% obsessive-compulsive anxiety disorder 

16.6% social anxiety & agoraphobia 

15.4% generalized anxiety disorder 

9.0% separation anxiety disorder 

1.8% panic 

Why the Range?

• Sample ascertainment

• Methodology

• Sample Composition

• Operationalization of anxiety

Anxiety Disorders and ASD

• Anxious symptoms are present early in life (Davis et al., 2010)

• Levels of anxiety in ASD are comparable to other clinically 
anxious samples (Farrugia & Hudson, 2006; Russell & Sofronoff, 2005) 

• Higher levels of AD than community-based populations and 
normative samples (Bellini, 2004; Kim, Szatmari, Bryson, Steiner, & Wilson, 2000; Thede & Coolidge, 
2007) 

• Higher levels of anxiety when compared to other clinical 
groups (e.g., conduct disordered and language impaired) or 
different pattern of anxiety (e.g., Down syndrome)             
(Green et al., 2000; Gillot et al., 2001; Evan et al., 2005; Weisbrot, 2005)
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Anxiety Disorders and ASD

• ASD Subtype:
ASP & PDD-NOS > Autism

• Cognitive Functioning:
higher functioning > lower functioning

• Age:
older > younger

ASD Subtype

Previous Reports:
• ASP & PDD-NOS > Autism

Meta-Analysis:
• Studies that included higher proportion of subjects with:

ASP: lower prevalence rates of anxiety reported
PDD-NOS: higher prevalence rates of anxiety reported
Specific Anxiety Subtypes:

Cognitive Functioning

Previous Reports:
higher functioning > lower functioning

Meta-Analysis:
• Lower mean IQ associated with higher prevalence 

rates of anxiety in general (ANX) & SAD
• Higher mean IQ associated with higher prevalence 

rates of OCD & SEP
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Age

Previous Reports:
• older > younger

Meta-Analysis:
• older > younger:  Anxiety & GAD
• older < younger:  OCD & SEP

Diagnostic Challenges

• Symptom Overlap: Symptoms of comorbid psychiatric disorders and core 
features of ASD may be overlapping and difficult to distinguish.

ASD Anxiety

Diagnostic Overshadowing
tendency to overlook          
co-morbid mental problems   
in the presence of disability.

Myth of Immunity

• Areas of Impairment: Further complicated by impairments in language 
and cognition, children with ASD may have difficulty communicating their 
thoughts, feelings, and experiences.

Social Anxiety Disorder

ASD SAD

• Social withdrawal

• Preference for being alone
• Not speaking in social situations

• Gaze avoidance or staring
• Lack of emotional expression

Are we really assessing anxiety disorders or symptoms of ASD?

• Impaired social 
skills

• Present in every 
situation

• Possibly less or 
no interest

• Appropriate 
social skills

• Present in social 
situations only

• Interest in 
engaging 
socially

?



12

Obsessive Compulsive Disorder

ASD SAD

• Repetitive Behavior

• Counting over and over
• Ordering or arranging

Core symptoms of ASD will be better distinguished from OCD by asking 
about the target of the interests and routines

• Hoarding 
obsessions/ 
compulsions

• Repeating
• Ordering

• Contamination
• Aggressive 

obsessions
• Checking 

compulsions

?

Diagnostic Challenges

• Measurement: Standardized diagnostic interviews and 
questionnaires used in the general population are not validated 
for children with ASD, and few specialized instruments are 
developed.

Common Assessment Tools

• *Autism Comorbidity Interview-Present and Lifetime (ACI-PL)
• Diagnostic Interview Schedule for Children (DISC)
• Kiddie Schedule for Affective Disorders & Schizophrenia (K-SADS)

• Child Behavior Checklist (CBCL)
• Spence Children’s Anxiety Scale (SCAS)
• Social Phobia & Anxiety Inventory for Children (SPAI-C)
• Screen for Child Anxiety Related Disorders (SCARED)

INTERVIEWS

QUESTIONNAIRES
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Method of Assessment

“distinguish anxiety disorders from anxiety symptoms ” 

and

“discriminate anxiety symptoms from ASD symptoms ”

• Methods used influenced the wide variability across studies    
that reported anxiety prevalence rates (van Steensel et al., 2011)

• Important Issue:

Method of Assessment

Anxiety ‘Disorder’ vs. ‘Symptoms’ : 
• AD’s more likely diagnosed using interview-based 

measures (vs. questionnaires)

‘Anxiety’ vs. ‘ASD’ Symptoms: 
• Comorbidity between ASD & AD may arise from:                

(1) Diagnostic Overlap
(2) Anxiety measures not developed for ASD

• When ASD-specific measures used or certain adjustments 
made (i.e., excluding particular items): prevalence rates of 
anxiety disorders ranged from 31.5% to 50.0%

Intervention
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Intervention for AD

• CBT is the treatment of choice for anxiety disorders 
(Compton et al., 2004; Walkup et al., 2008)

• Combined treatment (CBT + medication) is superior 
to either alone

• Approximately 65% of children no longer meet criteria 
for primary pre-treatment anxiety diagnosis post-
treatment (Kendall et al., 2005)

CBT: Core Components
(Velting, Setzer, & Albano, 2004)

• Psychoeducation
• Somatic Management

• Cognitive Restructuring
• Problem Solving

• Graded Exposure
• Relapse prevention

� core component
� facing fears “a little at a 
time”
� not critical for decrease 
in anxiety to occur  
(exposure is critical)
� make treatment more 
palatable

Anxiety Treatment

• Evidence that cognitive behavioral therapy (CBT) is an effective 
treatment for anxiety symptoms in ASD is beginning to emerge.
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RCT

CBT for anxiety in children with ASD: 
an RCT (Wood et al., 2009)

Methods
• 40 children, 7-11 yrs, 
• Randomly assigned to immediate treatment (IT) or waitlist (WL)
• Dx: SEP, SAD, SP, OCD; Average 4.18 psychiatric disorders
Intervention (individual treatment)
• Building Confidence CBT Program (Wood & McLeod, 2008)

- coping skills & in vivo exposure

- New modules for children, parents, school module: social coaching, social isolation, 
social intervention techniques to school, independence skills

• 16 weekly sessions, 1.5 hours (30 min-child; 60 min-parent)
• Therapists: 2 Psychologists, 11 doctoral students (in psychology 

& education with 1 year of  previous clinical experience and 
working with ASD)

CBT for anxiety in children with ASD: 
an RCT (Wood et al., 2009)

Measures
• Anxiety Diagnostic Interview Schedule (ADIS-C/P)

• Clinical Global Impression (CGI)

• Multidimensional Anxiety Scale for Children (MASC)

Results
• CGI: positive treatment response in 93% IT vs. 9% WL

• ADIS: 64% IT vs. 9% WL did not meet AD criteria 

• MASC-parent: statistical difference between IT/WL post-
treatment/post-waitlist parent p<.0001

• MASC-child: ns

• 3-month follow-up: 80% of CBT group remained diagnosis free; 
CGI – 90% maintained positive response to treatment; MASC –
treatment effect was maintained
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Modifications for ASD
(Moree & Davis, 2010)

• Incorporating communication and social skills training into 
overall therapy program.

• Use of more concrete, visual tactics 
- visual worksheets, social stories, role play

• Incorporation of child specific interests (e.g., using child’s 
preferred language vs. anxiety language)

• Group structure and management 
- token reinforcement system for in-group behavior
- visual structure and predictability of routine (schedule)
- careful pacing of each group

• Incorporation of parents 

Systematic Review of CBT in ASD
(Lang et al., 2010)

• CBT is a potentially effective intervention approach for 
treatment of anxiety in individuals with ASP. Limited data is 
available for other ASD subtypes.

• Future research aimed at understanding influence of 
communication skills and IQ on CBT could be useful for 
predicting intervention outcomes.

• CBT treatment contains multiple intervention components 
(e.g., correcting dysfunctional cognitions, teaching practical 
skills). CBT is often modified for ASD (e.g., more behavioral, 
less cognitive). Future research could involve a component 
analysis to identify mechanism of action for clinical 
improvement and to increase efficiency of interventions. 

DSM-IV vs. DSM-5

• DSM-IV: SAD, GAD, SEP should be excluded if 
symptoms are better accounted for by ASD

• DSM-5: proposed changes make the additional 
diagnosis of SAD in children with ASD more easy

In support of proposed changes :
• AD’s experienced by children with ASD are more similar 

than different in topography as typically developing 
children (Russell & Sofronoff, 2006; Farugia & Hudson, 2006) 

• Follow similar developmental course (van Steensel et al., 2011)

• CBT decreases symptoms of anxiety (e.g., Reaven et al., 2009), 

while core symptoms remain persistent (Billstedt et al., 2007)
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Future Research

• Multi-modal methods for of assessment 
• Multiple informants
• Examine the reliability and validity of instruments 

used to assess anxiety in the typical population 
for the ASD population

• Developing ASD specific measures
• Examine whether rates of particular AD’s vary as 

a function of the particular symptoms that make 
up ASD

Current Study

• Although results are promising, CBT is not effective for 
all children with ASD.

• However, little is little is understood about the factors that 
“mediate” symptom reduction following treatment (i.e., 
don’t understand “why” it’s effective).

• Studies investigating the mechanisms responsible for 
improvement with CBT are lacking.

• Purpose of the pilot study: To examine potential factors 
that may mediate positive therapeutic outcome. 

Facing Your Fears:
Group Therapy for Managing Anxiety in Children with  

High-Functioning Autism Spectrum Disorders
Judy Reaven, Ph.D., Audrey Blakeley-Smith, Ph.D., Shana Nichols, Ph.D., & Susan Hepburn, Ph.D

Overview:
•14 weekly sessions
• 1½ hours each session
• Combination of: large group time, 
separate parent & child meetings, parent-
child dyads
• Booster session 4-6 weeks post-treatment

Two 7-session intervention blocks:
Block 1:
• introduction to concept of anxiety
• identification of signs & symptoms 
• awareness of anxiety provoking situations
• strategies or tools (e.g., relaxation)
Block 2:
• implementation and generalization of 
specific tools and strategies: in-vivo role 
play, real situations that naturally occur in 
the child’s environment, and exposure 
sessions in group and at home.
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In Summary

• Anxiety disorders are prevalent and have a significant 
impact on quality of life

A lot of work still needs to be done:
• Clarification of the construct in ASD: 

- symptom overlap, effects of IQ, etc.

• Validation of Measures:
- validation of existing measures, developing new 
measures, multi-informant evaluations

• Moderator and mediator effects

Thank You!


