
Managing anxiety and depressive
symptoms in adults with autism-
spectrum disorders

A 22-year-old man presented with his
parents to the family physician owing
to progressive withdrawal from family
and avoidance of social or vocational
opportunities. He reported depressed
mood with diminishing motivation
and energy and ruminative thoughts
before falling asleep and after waking.
There were no detectable medical con-
tributors or substance abuse. He had
always been reluctant to make friends.
His mother stressed that since early
childhood he had exhibited unusual
interest in Japanese anime and recur-
rent rituals that had intensified and
now consumed his waking hours.
A full diagnostic evaluation indi-

cated early childhood onset of impair-
ments of social communication, lack of
age-appropriate relationships, restrict -
ed interests and repetitive behaviours
consistent with autism-spectrum dis-
order (ASD). Based on the history of
social withdrawal and mood and sleep
disturbance after high school, a major
depressive disorder was diagnosed.
There was no personal or family his-
tory suggestive of bipolar affective dis-
order. He was started on a typical
adult dose of a selective serotonin re-
uptake inhibitor (SSRI). As the dose
was increased, he became agitated
with an increase in repetitive speech
and sleep disturbance. His parents de-
scribed his behaviour as “restless” and
“inappropriate.” As he did not meet
the criteria for a hypomanic episode,
his SSRI was reduced to the starting
dose, which reduced his agitated, dis-
inhibited behaviour and gradually im-

proved his depressive symptoms.
Unfortunately, many adults have

undiagnosed ASD. Accurate diagnosis
requires early medical and develop-
mental history with an emphasis on so-
cial communication, patterns of behav-
iour and interests and other commonly
associated features. Although there are
core features associated with ASD,
there is great variation in how individ-
uals are affected. Comorbid psychiatric
conditions are described at different
stages of development, resulting in
diag nostic confusion. Adolescence,
with the onset of puberty and a new
set of psychosocial stressors, is a stage
when vigilance for possible comorbid
anxiety and depressive disorders is im-
portant. Primary care physicians are
increasingly diagnosing and treating
anxiety and mood disorders, and SSRIs
are widely prescribed. High- quality
studies of their efficacy in adult ASD
are limited. None theless, the useful-
ness of SSRIs in the general population
justifies their use for ASD. A recent
Cochrane review of 2 studies of adults
with ASD treated with SSRIs provides
no information on their usefulness for
depression in adults. It concludes that
treatment of comorbid depression and
anxiety disorders should be made case-
by-case.1 Individuals with ASD taking
SSRIs may exhibit akathisia, behaviour -
al activation, disinhibition or manic-like
symptoms.2–4 Although the mechanism
is unclear, it seems that some patients
with ASD are not only at risk in adoles-
cence and early adulthood for severe
anxiety and depressive symptoms but
also for side effects of drugs used to
treat these disorders. Some guidelines
for physicians seeking to assess and
manage anxiety and depressive comor-

bidities for patients with ASD include
the following:
• Clinicians should be alert to the risk
of mental health comorbidity among
patients with ASD.

• Management of depressive or anxi-
ety disorders requires assessment of
contextual factors affecting the per-
son’s mental health, which can lead
to nonpharmacologic interventions
that can be used before or concur-
rent with medications.

• Although there are no pharmaco-
logic treatments for the core features
of ASD, it is reasonable to treat spe-
cific psychiatric comorbidities, such
as anxiety and depression.

• Discussion of possible benefits and
risks, including common side effects,
the possibility of activation and/or
akathisia, with associated timelines
is paramount.

• Minimizing side-effects by begin-
ning at low doses and monitoring
response is essential.

• Physicians should allow sufficient
time at low doses (4–6 wk) to deter-
mine response.

• The optimal approach to adults with
ASD is individualized and includes
specialized multidisciplinary assess-
ment and intervention as required.2–6
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