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The Hong Kong Society of Child Neurology & 
Developmental Paediatrics
EDITOR’S NOTES for the May 2021 Issue

BrainChild on Autism Spectrum Disorder – 
Editorial
Dr. Kwing Wan TSUI

In this issue of BrainChild, our Society will bring you articles on updates of Autism 
Spectrum Disorder (ASD).

The term “autism” was first used by a Swiss Psychiatrist Eugen Bleuler in 1916 when 
he was describing symptoms of schizophrenia. In 1940s, Leo Kanner and Hans Asperger 
adopted “Early Infantile Autism” and “Autistic Psychopathy” as diagnostic label for a 
group of children with abnormal communication, social interaction and rigid / stereotyped 
behaviour, respectively. However, many people still viewed autism as an early onset form of 
schizophrenia. It was not until late 1970s that consensus was reached to separate autism from 
schizophrenia and “Infantile Autism” was first published as a distinct diagnosis in DSM-III 
in 1980. Over the past decades, autism and its related disorders underwent various revisions 
in nomenclatures and diagnostic criteria. Most recent DSM-5 published in 2013 finalized 
a single term “Autism Spectrum Disorder” to describe children with difficulties in social 
communication and presence of restricted, repetitive behaviours. 

Change of the diagnostic criteria and increased awareness might explain the 
progressively rising prevalence of ASD. CDC reported 1 in 54 8-year-old children of the 
USA was identified with ASD in 2016 and similar trend was observed in many parts of the 
world, including Hong Kong. Despite the recent advance in molecular genetics confirming 
the strong neurobiological basis in ASD, we have not yet identified a biological marker which 
can make diagnosis of the condition more straightforward. Like other neurobehavioural 
disorders, a multidisciplinary approach is often required for assessment and management 
of the associated neurophysiological impairments, physical dysfunctions and psychosocial 
difficulties. The multidisciplinary team involves child psychiatrists, paediatricians, clinical 
psychologists and educational psychologists, occupational therapists, speech therapists, 
physiotherapists and social workers. The process of care can be resource demanding and 
time consuming. The service provisions are also beyond medical and educational needs since 
vocational counseling and support are often needed for grown-ups with autism. Besides, we 
need a strong advocacy for education of public to understand the condition, timely access to 
diagnosis, assessment and management, provision of special needs in education and equal 
opportunity in opening employment.

Articles in this issue cover various important topics from review of neurobiology of 
ASD, new conceptualization of ASD, management in children and grown-ups, TEACCH as 
an evidence-based treatment of ASD core impairments, treatment of associated emotional 
problems to school and employment support. After reading these articles, I wish you will 
have better understanding of ASD in modern terms and support these children with your own 
field of expertise.
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I would like to thank all the authors who contributed to this issue of BrainChild and 
members of the editorial board who spent their valuable time and efforts to make publication 
of this issue successful. 

Last but not the least, my special thanks to Anita, mother of a teenager with autism for 
sharing their story and allowing us to use her son’s painting as cover picture of this issue of 
BrainChild.

Dr. Kwing Wan TSUI
President
The Hong Kong Society of Child Neurology and Developmental Paediatrics
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New Conceptualization and Diagnostic 
Considerations of Autism Spectrum Disorder
Lorinda Lam1, Catherine Lam2, Wendy Lai1

Clinical Psychologist1 Specialist in Developmental-Behavioural Paediatrics2 
Child Assessment Service, Department of Health

The understanding of autism spectrum disorder (ASD) has undergone revolutionary 
changes from a severe psychotic disorder to the current view as a neurodevelopmental 
disorder which involves neurocognitive developmental factors including social and language 
impairments and a variety of compulsive, repetitive and stereotypic activities.1,2 These re-
conceptualizations resulted from the expansion of an epidemiological approach in child 
psychiatry and developmental psychology, along with the growth in genetic and neuroscience 
research and findings.

 
In their review on issues related to the diagnostic classifications in ASD, Lord & 

Jones pointed out that despite past decades of effort in understanding the genetics or 
neurobiological underpinnings of ASD, findings on neurobiological causes for ASD remained 
diverse and lacking in specificity to behavioural dimensions of ASD. Given the lack of 
reliable biomarkers, diagnosis of ASD must be made based on behavioural manifestations.3,4 

Overview of the DSM-5 and ICD-11
Diagnostic and Statistical Manual of Mental Disorders (DSM) and International 

Classification of Diseases (ICD) are two major diagnostic systems internationally adopted in 
making diagnosis of autism. Over the years, researchers found that the previous categorical 
Autism Spectrum Disorder groupings in DSM-IV-TR or ICD-10 were not consistently 
applied across clinics and treatment centres, and the move from using previous clinical 
categorical diagnoses to unified dimensional descriptions of core features of deficits in 
social communication, restricted behaviours and cognitive flexibility was made to improve 
diagnostic accuracy and better reflect the state of knowledge about autism.3  

Both classification systems have undergone review and new editions were made. The 
Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5)5 was released 
in May 2013, whereas The World Health Organization (WHO) released the 11th revision of 
the International Classification of Diseases (ICD-11) on 18 June 2018.6 The two international 
diagnostic classification systems have made several major changes regarding the diagnostic 
criteria for autism in their new editions that reflect a reconceptualization about the disorder 
from a new perspective. In the following, we will outline the major changes of diagnostic 
criteria in DSM-5, followed by a comparison of DSM-5 and ICD-11.

 
Major changes in the diagnosis of ASD in DSM-5
i) Umbrella term

In the newly revised DSM-5, the diagnosis “Autism Spectrum Disorder” (ASD) has 
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been introduced to replace the prior category of “Pervasive Developmental Disorders” in the 
DSM-IV-TR. The various categorical diagnostic subtypes of Autism Spectrum Disorders, 
namely Autistic Disorder, Asperger’s Disorder, Childhood Disintegrative Disorder and 
Pervasive Developmental Disorder not otherwise specified (PDD-NOS), are now subsumed 
under the single umbrella diagnosis of ASD. The NOS Categories was removed as it was 
unspecific and often ambiguous for diagnostic purposes. Given its single-gene aetiology, 
Rett’s Disorder was removed from DSM-5, although an individual with this genetic condition 
would still receive an ASD diagnosis, probably with a specifier, if the diagnostic criteria for 
ASD are met.7

ii) Triadic to dyadic approach in diagnosis
In DSM-5, diagnostic domains were reduced from three to two, focusing on social 

communication and social interaction deficits (Criteria A), as well as restricted, repetitive 
patterns of behaviours, interests, and activities (Criteria B). Social communication and social 
interaction are combined into one category under DSM-5, in recognition that communication 
is necessarily social in nature.8 For a diagnosis of ASD, individuals must display all the three 
kinds of social and communication deficits listed under criterion A, and they are pervasive 
and sustained, and must be manifested across multiple contexts. 

iii) RRBs and Sensory Processing Problems
Another major change in DSM-5 was that it has included atypical sensory responsiveness 

(hyper- or hypo- reactivity to sensory input) or unusual interest in sensory aspects of the 
environment as one of the four possible elements of which two must be met under domain 
of restricted, repetitive patterns of behaviour, interests, activities (RRB)8. Although atypical 
responses to sensory stimuli were also reported in people with intellectual disability and other 
neurodevelopmental disorders,9 these responses were more common in ASD group compared 
to the special educational need group. Occurrence of potential sensory abnormalities is now 
incorporated as behavioural symptoms in Criteria B. In validation study of proposed DSM-5 
criteria for ASD by Frazier et al,10 adding sensory sensitivities and unusual interests as a RRB 
criterion improved sensitivity (0.81 versus 0.78) without substantially altering specificity. 
Sensitivity to high-functioning ASD could be maximised by including sensory sensitivities 
or unusual sensory interests.

iv) Age of onset 
DSM-5 had eliminated strict age criteria that required delays in social interaction and 

communication to be apparent before age 3 years. Instead, the onset of these symptoms 
in the “early developmental period” was enough to fulfil the criteria. In DSM-5, it has 
emphasized that some symptoms may not be fully recognised until social demands exceed 
their capacities, or they may be masked by compensatory strategies in later life. Besides, 
diagnostic criteria may be met when restricted, repetitive patterns of behaviours, interests, 
or activities were clearly present during childhood or at some time in the past, even if 
symptoms had subsided at the time of diagnosis. This amendment has recognized that for 



5

n

2
0
2
1

Volume 20  No.1  May 2021

some individuals, symptoms or characteristics may be prominent in early years but they 
improve at later development.

v) Specifiers 
List of “Specifiers” includes recording the severity of cardinal symptoms, the current 

language and intellectual ability and the presence of concurrent genetic, medical or 
environmental condition to further describe the symptomatology or the subtyping of the 
population. By doing so, it helps to facilitate the formulation of the management plan to the 
individual with such heterogeneous nature. 

Language impairment is no longer included in the diagnostic criteria, but is included as a 
specifier. This radical change is the recognition of language delay is not specific to ASD and 
the language abilities of children with ASD are found to be varied and highly correlated with 
other factors such as their intellectual functioning.3

The severity levels of cardinal symptoms are recorded through classifying the amount of 
support that the autism condition required in each of the 2 cardinal symptoms, which ranged 
from one to three on a scale. The three levels are namely Level 3: Requiring very substantial 
support; Level 2: Requiring substantial support; and Level 1: Requiring support.

The addition of a system of specifiers is a valuable contribution as it allows the 
recognition of essential shared features of the autism spectrum condition with various 
individualized characteristics.

Dual diagnosis:
Finally, in DSM-5, comorbidities with other neurodevelopmental, mental or behavioural 

disorders are recognised, thus, it is possible for an individual to receive dual diagnoses 
for ASD with another neurodevelopmental disorder (for examples, Attention Deficit/ 
Hyperactivity, and Anxiety Disorders) if diagnostic criteria of both conditions are met.

Similarities and Differences of DSM-5 and ICD-11
Overall, the concepts of ICD-11 on autism are basically similar to that of the DSM-

5. In ICD-11, similar to DSM-5, ASD is characterized as a neurodevelopmental disorder. 
It emphasizes that individuals exhibit difficulties from birth onwards and its cause is often 
situated neurologically at birth. The onset of the disorder occurs during the early development 
and persists but may not be fully manifested until later when social demands exceed limited 
capacities. Individuals along the spectrum may exhibit a full range of intellectual functioning 
and language abilities, and may have associated known medical, genetic or environmental 
factors or other neurodevelopmental, mental or behavioural disorders. Deficits or the 
presented core symptoms must be sufficiently severe to cause impairment in personal, family, 
social, educational, occupational, or other important areas of functioning. 
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Both manuals put autism, Asperger syndrome and pervasive developmental disorder not 
otherwise specified into a single umbrella category called ‘Autism Spectrum Disorder.’ Both 
highlight impairments in two broad realms — social communication, and restricted interests 
and repetitive behaviors as characteristic of the condition.  

Although both new editions have advantages over the old one in terms of improved 
specificity and sensitivity by removal of the separate diagnoses, much concern has been 
raised if individuals who do not fully meet the current revised DSM-5 or ICD-11 diagnostic 
criteria may be denied of necessary support, especially in countries where specific medical 
diagnosis is required for intervention. However, DSM-5 explicitly states that individuals with 
well-established DSM-IV diagnosis of autistic disorder, Asperger’s Disorder, or pervasive 
developmental disorder not otherwise specified, should be given the diagnosis of autism 
spectrum disorder.11  

In the DSM-5, there is a diagnosis of Social Communication (Pragmatic) Disorder which 
may include individuals who only present symptoms on the domain of social communication 
deficit (Criteria A), but do not present symptoms of restricted patterns of behaviours, interests 
and activities (Criteria B). For the ICD-11, it also includes a category characterized mainly 
impairment in pragmatic language under the section on developmental language disorder 
which echoes the DSM-5 Social Communication (Pragmatic) Disorder.11

Regarding the differences between the two diagnostic systems, the ICD-11 diverges from 
the DSM-5 in significant ways. One major discrepancy is that ICD-11 makes no mention 
of sensory abnormalities such as over- or under sensitivity to sound and tactile, whereas 
the DSM-5 has included them under the core diagnostic criteria (Criteria B), given its high 
prevalence rate among individuals with autism.11 

On severity classification, the ICD-11 listed eight subcategories of autism to specify 
whether an individual with autism has comorbid disorder of intellectual development, 
together with the level of functional language and impairment. It is similar to the DSM-
5 specifiers but provides greater detail. This system of specifiers enables the recognition 
of essential shared features of the autism spectrum condition while also attempting to 
individualise diagnosis through dimensional descriptors.12 As such, a single categorical 
diagnosis will be complemented with a clearer symptom description and impairment 
measurement.

Validity of ASD as a unitary concept
A large body of research has emerged over the past decades to inform our understanding 

of how behavioural, cognitive, social and emotional competencies emerge and change across 
development trajectories. Much is also known about their underlying neurobiological bases, 
and how they can go awry and manifest as psychopathology. 
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The validity of a unity concept of ASD with co-occurrence of separate subdomains of 
impairment has been argued in view of the current state of ASD research findings which 
reveal the disorder’s heterogeneous clinical presentations and aetiologies vary across 
individuals, developmental trajectories and outcomes.13 Genetic architecture of individuals 
with ASD differ from one individual to another, requiring further refined analysis of 
individual variations in connections between brain and behaviour.14 Complex combinations 
of multiple genetic and environmental factors needed to be resolved. Heterogeneity of risk 
factors, brain impairment and non-diagnostic symptoms in ASD individuals remain to be 
explained. Moreover, understanding the high rate of comorbidity (e.g. anxiety disorders, 
mood disorders and Attention Deficit/Hyperactivity Disorders) in ASD also remains limited. 
This high level of comorbidity could be attributable to similar or associated risk factors, 
or the occurrence of one disorder increasing the risk of another disorder (i.e., sequential 
comorbidity). As such, support for the neurobiological and construct validity of ASD 
diagnostic criteria and ASD spectrum features has been increasingly called to question.15

In 2008, the National Institutes of Mental Health (NIMH) proposed a Research Domain 
Criteria (RDoC) initiative which aims to understand complex mechanisms of linkages 
between brain-behaviour association and time courses of mental health disorders, including 
ASD, through observable behaviors and neurobiological measures that are dimensional 
in nature.16,17,18 It provides a research classification approach based on neurobiology and 
observable behaviour, and integrates different levels of information (from genomics and 
circuits to behaviour, and self-report) to explore basic dimensions of functioning that span 
the full range of human behaviour from normal to abnormal.19,20  

Under the RDoC framework, the current definition of ASD is a somewhat arbitrary 
and ill-defined clustering of symptoms that is not necessarily closely related in terms of 
neurobiology, given its phenotypic heterogeneity. Specific brain regions have been found 
to be associated with deficits in social perception, cognitive impairments and still others 
have been linked to circumscribed interests.21 Similarly, some neurobiological bases might 
be shared among other disorders but then go in different developmental courses. A number 
of RDoC constructs are relevant to impairments that are common in ASD, including social 
processing (e.g., social communication, social attention, joint attention, perception and 
understanding of others), negative valence systems (e.g. fear, anxiety, and reward circuitry 
dysfunction), positive valence systems (e.g. initial and sustained response to rewards), 
and cognitive control (e.g. executive functions, such as response selection, and inhibitory 
control). The long-term goal of the RDoC initiative is to establish a research database 
that will allow for multimodal dimensional classification of traits related to psychological 
and biological systems, and to foster research into the development of novel and effective 
intervention approaches that target these dimensional traits.21,22 

With the parallel developments of RDoC for understanding ASD and the revised 
conceptualizations DSM-ICD diagnostic classification systems, large-scale research 
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programmes on ASD may be scaffolded and cascaded. A biologically valid, reformulated 
classification, instead of categorical diagnoses may help guide the discoveries of the 
neurobiological basis of psychopathology, and ultimately help diagnosis, prevention, 
treatment, and cure.
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TEACCH & SCERTS – Good Friends in Enhancing 
the Learning and Social-Emotional Development 
of Children with Autism Spectrum Disorder
Natalie Yuen Ting TSUI
Educational Psychologist, Heep Hong Society

Introduction
With difficulties in social communication, emotional regulation, learning and adaptation 

to new environments, it has always baffled educators how to teach children with Autism 
Spectrum Disorder (ASD). In recent decades, the Treatment and Education of Autistic and 
related Communication handicapped CHildren (TEACCH) and Social Communication, 
Emotional Regulation, Transactional Support (SCERTS) models have been used world-wide 
as educational frameworks to support the learning and overall development of children with 
ASD1-3. Acknowledging that no one single approach can meet the diverse needs of children 
with ASD, Heep Hong Society has been adopting a combination of models and strategies, 
including TEACCH, SCERTS, DIR Floortime, Social Story, Sensory Integrative Therapy 
and Picture Exchange Communication System (PECS) in training children with ASD. 
Nevertheless, TEACCH & SCERTS are the two major models that have been widely and 
mostly used in our centres. In this paper, the effectiveness of these two models in helping 
children with ASD to learn will be reviewed. Frontline challenges on how to implement these 
two models in Special Child Care Centres (SCCC) and Early Education and Training Centres 
(EETC) will also be discussed. 

The Difficulties of Learning with ASD
Autism Spectrum Disorder (ASD) is a developmental disorder that poses various 

challenges to individuals living with it. Children with ASD show deficits in both verbal 
and nonverbal social communication, understanding and developing social relationships4. 
Furthermore, they demonstrate different degrees of severity in repetitive behaviours, 
restricted interests, rigidity, and hypersensitivity or hyposensitivity to sensory stimuli4. The 
word ‘spectrum’ in ASD implicates diversity in the type and severity of symptoms people 
experience. The variety of symptoms and levels of difficulty further pose challenges to 
teachers on handling children with ASD. In Hong Kong, children with ASD who are aged 
two to six with comorbidity in other special needs are often admitted to special education 
settings such as SCCCs and EETCs5,6, depending on the severity of their symptoms. 

The TEACCH system
To provide a framework for educators in helping children with ASD to learn, The 

University of North Carolina has introduced the programme TEACCH2. TEACCH is a 
‘system’ that helps children with ASD to better comprehend, adapt and learn individually 
in class. The design of TEACCH is based on the idea that individuals with ASD have their 
unique ‘culture’ in thinking and acting7.This includes their relative strengths in processing 
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visual information, their difficulties in understanding time passage and sequencing of 
activities, their frustrations in handling changes in routines and environment, as well as 
their deficiencies in social communication. Through structured teaching and design of the 
environment, TEACCH provides children with ASD an easier way to understand what they 
have to do and learn independently8. 

The three core components of TEACCH
TEACCH can be categorized as having three core components, which are listed in the 

figure below:

TEACCH

Physical 
Organization Schedules

Teaching method 
and Individual Work  

System (IWS)

Figure 1. The Three Core Components of TEACCH

Physical organization refers to the design of a structured learning environment2. In 
TEACCH, there should be clearly defined physical and visual boundaries between different 
corners in a classroom9. All teaching materials should be placed at their specific locations 
with visual cues all year round so that changes are minimalized10.  

    
Schedules in TEACCH illustrate the activities or lessons that children are going to have 

on a school day2. They help children understand what activities to expect at different times 
of the day so they are being informed earlier about the changes that are going to take place. 
In class schedules, miniatures, photos, pictures or word cards may be chosen to represent an 
activity depending on the cognitive and 
literacy level of children10 (Figure 2).

Figure 2. Class schedules with 
different levels of difficulty 
(From miniatures to words)
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Teaching method in TEACCH refers to the principle that teachers have to give clear 
instructions on ‘what to do’ and ‘how to do’ 2. Children with ASD are usually more receptive 
to visual cues instead of auditory cues11. Therefore, teachers should make sure they deliver 
their instructions in ways that children understand, such as using precise verbal prompts with 
clear visual cues. 

Individual work system (IWS) in TEACCH helps children develop independent working 
skills by delivering their tasks in a structural and organized way2.Teachers can make use 
of the IWS to design jigs (Figure 3) for children to consolidate various concepts and skills. 
In each jig, children should easily understand (1) what they are expected to do; (2) how 
many tasks or items they are expected to finish; (3) the sequence of tasks; (4) the criteria of 
finishing each item and (5) what they will gain upon the completion of all tasks12.

Figure 3. Jigs in Individual Work System (IWS)

The use of TEACCH in SCCC and its effectiveness
Similar to what other researches suggested13-15, TEACCH yielded a very positive 

response from teachers and great effectiveness in helping children with ASD to adapt to 
their learning environment and follow routines. First, with clear physical boundaries and 
settings, children were able to explore different corners on their own. Second, schedules 
were helpful in helping children to understand the transitions going to take place in their 
school day. It reduced the discomforts children faced during transitions at school. Third, the 
structured teaching methods, especially the use of IWS, proved to be very effective methods 
in providing children opportunities to work on their own. 

Filling in the gap – the addition of SCERTS
At frontline, it is indisputable that TEACCH has been a very effective approach in 

helping children with ASD to learn routines and work individually. However, teachers find 
children with ASD still struggling with social difficulties and behavioural problems sparked 
by their weak social communication skills and poor emotional regulation ability. To aid 
teachers in tapping on the social-emotional needs of children with ASD, the SCERTS model 
has been introduced. 
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SCERTS is an educational framework that can embrace various approaches, including 
TEACCH, PECS, Social Story and the Hanen Program16. While TEACCH focuses 
primarily on structured teaching to help children learn and work effectively, SCERTS is a 
much broader framework that aims to enhance children’s social communication skills and 
emotional regulation abilities17. In ‘SCERTS’, ‘SC’ stands for ‘Social Communication’, 
‘ER’ stands for ‘Emotional Regulation’ and ‘TS’ stands for ‘Transactional Support’ 17. To 
help local teachers of SCCCs and EETCs better grasp the concepts of SCERTS, a flower pot 
diagram representing the general framework of SCERTS has been designed by Heep Hong 
Society:

Figure 4. The SCERTS flower pot diagram of Heep Hong Society

In Figure 4, the sunflower represents each child with ASD, with two leaves representing 
the two core needs – SC and ER. Teachers, through transactional support such as 
interpersonal support and learning support, provide water, sunshine and soil to the flower so 
it can bloom18. 

Social Communication (SC)
In SC, children with ASD show difficulties in two major areas – (1) joint attention and (2) 

symbol use17. Joint attention is an essential prerequisite of meaningful communication19. It 
refers to the ability to share attention on the same object or topic with others so as to achieve 
a meaningful interaction20. Children with ASD usually have weaker joint attention than their 
same-aged peers21. Thus, their ability to engage in purposeful conversation with others is 
hampered. 

Symbol use refers to the concept that children and teachers are using symbols they both 
understand to communicate with one another, such as the use of signs, vocalizations, pictures 
and verbal language17. When children can use symbols to communicate with others more 
effectively, they can expand their communication goals from simply requesting to sharing, 
inviting, commenting and more. Moreover, they can express their feelings using symbols 
instead of socially-inappropriate physical acts. 
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Emotional Regulation (ER)
Regarding ER, SCERTS focuses on helping children to regulate their emotional arousal.  

Furthermore, emotional regulation also covers maintaining an optimal level of arousal to help 
children stay focused in their learning17. Children can use visual aids or language to name the 
emotion they are experiencing and learn various coping strategies to help them regulate their 
emotions. 

Figure 5. SCERTS Visual cue – ‘Emotion Ring’

Transactional Support (TS) - Interpersonal Support (IS) and Learning 
Support (LS)

TS refers to the support adults can provide to help children grow in social communication 
and emotional regulation. Under the SCERTS model, there are two major types of TS – 
Interpersonal Support (IS) and Learning Support (LS)17. 

IS refers to any adjustments in the interactive styles adults can make in response to the 
needs of children with ASD17. Such adjustments can be found in the change in tone, diction, 
emotional expressions and social interactions with children17. 

LS refers to the modification adults can make in the physical setting of children’s learning 
environment as well as the design of activities17. For instance, teachers can provide visual 
supports in children’s learning environment to foster their independence in communicating 
with others. They can also design activities that children find meaningful and engaging so as 
to improve their joint attention18. Besides IS and LS, support for families and support among 
professionals and other service providers are included in TS as well17. 

The three partner stages of SCERTS
As individuals with ASD varied in their abilities and severity of symptoms, they can be 

categorized into three partner stages according to their language ability under the SCERTS 
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model. The three partner stages are (1) Social Partner Stage; (2) Language Partner Stage and 
(3) Conversational Partner stage15. 

Social Partners are children who communicate through pre-symbolic nonverbal means17. 
The SC goal of social partners is to strengthen their initiation in communicating with others22. 
Teachers can teach them to use signs or gestures to communicate with others. For ER, the 
goal is to regulate emotions through behavioural strategies used by parents and teachers22. 

Language partners refer to children who are communicating through early symbolic 
means, such as using verbal language of one to two-word17. The SC goal is to enrich their 
communication by broadening their bank of vocabulary and lengthening their speech22. For 
ER, language partners aim to employ behavioural strategies by themselves to regulate their 
emotions, such as choosing the coping strategy of ‘drinking a cup of water’ from the ‘emotion 
ring’ (a visual cue card with different coping strategies) when they feel angry. 

Conversational partners can express themselves in sentences and conversational level 
discourse17. However, they may still be weak at turn-takings in conversation and following 
social etiquette. Therefore, the SC goal for conversational partners is to broaden their 
communication intents, as well as paying attention to paralanguage22. Concerning ER, 
conversational partners aim to employ behavioural, verbal and metacognitive strategies by 
themselves to regulate their emotions18. 

The use of SCERTS in SCCC and EETC and its effectiveness
SCERTS is first promoted through a case-based approach. With the help of educational 

psychologists, teachers in SCCC and EETC select two children each year as ‘SCERTS 
cases’. Prior to the first SCERTS meeting, educational psychologists have to conduct class 
observations, whereas teachers, parents and therapists fill in different forms17 to gather 
information on the children’s background and level of communication. 

In the first SCERTS meeting, psychologists, teachers and therapists discuss and review 
the needs of the cases. Next, they prioritise the goals and needs of each case and select 
relevant ‘SCERTS goals’ from the ‘Frequently Used Objectives & Transactional Supports’ 
list17. After selecting all the relevant ‘SCERTS goals’, the team brainstorms what practical 
strategies can be used under TS.

As each SCERTS case involves an in-depth analysis and close-monitoring of the child 
from a multidisciplinary professional team, it proves to be a largely effective way to enhance 
children’s SC and ER skills. More importantly, it provides teachers with fresh eyes to 
examine children with ASD. Rather than the traditional way of seeing children as a ‘trouble-
makers’ and aiming to eliminate the problematic behaviours, teachers begin to see children 
as lacking skills and ways to appropriately express themselves. In recent years, this case-
based approach has gradually faded out with the replacement of teachers trying to integrate 
SCERTS directly into their lesson designs.
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Challenges of promoting the use of TEACCH and SCERTS to teachers 
and ways to tackle them

As TEACCH is a relatively straightforward and structured system, teachers find it easier 
to understand the concepts and integrate them into the school routine. However, different 
from the visible and structured TEACCH, SCERTS is a much more abstract framework 
that highly demands teachers’ sensitivity and soft skills. To promote the use of SCERTS in 
centres, various strategies have been employed over the years, including (1) regular on-site 
support from the ‘SCERTS Team’; (2) video-guided feedback and video-sharing; (3) regular 
trainings and knowledge exchange and (4) the launch of the implementation guide and the 
activity guide to help teachers integrating SCERTS into lessons. 

Regular on-site support
To promote the use of SCERTS in centres, a ‘SCERTS Team’, which comprised of 

educational psychologists, speech therapists and occupational therapists, was formed. During 
the monthly visit to centres, team members conducted class observation and provided on-site 
support to teachers who were responsible for the selected SCERTS cases. 

Video-guided feedback and video sharing
SCERTS accentuated the importance of a wide range of soft skills, which were very 

difficult to convey on paper or lectures. Teachers were encouraged to film their lessons 
for easier discussions. These videos were extremely useful in helping teachers view their 
interaction with the children clearly from a third-person perspective. They were also 
useful in another way that psychologists and SCERTS team members could provide video-
guided feedback to teachers. The use of video-guided feedback came from the concept of 
Video Interaction Guidance (VIG), which had been proved to be an effective approach 
in helping individuals to reflect on their soft skills and make necessary changes23. When 
promoting SCERTS in centres, SCERTS team members often selected clips that showed the 
effectiveness of using TS in achieving students’ objectives so as to motivate teachers using 
such strategies in class. 

Regular trainings and knowledge exchange 
To ensure the implementation of both TEACCH and SCERTS are sustainable in centres, 

regular trainings to therapists and teachers who are new to teaching children with ASD 
have been conducted. Moreover, to keep up with the latest practices in both models, multi-
disciplinary teams which included psychologists, therapists and SSCCW were sent to both 
USA and UK to learn the newest practices in both approaches. 

Integrating SCERTS into lesson designs – The Implementation Guide and The 
Activity Guide 

During the promotion of SCERTS in centres, many teachers held the misconception 
that SCERTS was a ‘specific lesson’ with its strategies only being used within a particular 
session. Therefore, an implementation guide (Figure 6) presenting the outline of using 
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SCERTS in class and an activity guide covering 60 activities have been published to provide 
teachers with ideas on how to integrate SCERTS within various lessons18,24.

Figure 6. Resources on SCERTS published by Heep Hong Society

Conclusion
Both TEACCH and SCERTS have proved to be equally important models in helping 

children with ASD, with the former helping them to adapt to routines and changes, and 
the latter helping them to communicate meaningfully and learn to regulate their emotions. 
Promoting the use of both models in special settings is no easy tasks. Regular on-site 
support, cultivating a culture of video-taking and video sharing, integrating both models into 
the settings and curriculums are helpful to ensure their sustainability and effectiveness.
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Overview of the JC A-Connect School Support 
Project – A School Support Project for Students 
with Autism in Hong Kong Mainstream Schools
Hannah Man-yan TSE
Research Officer, Department of Psychology, The University of Hong Kong

Kathy WONG
Principal Lecturer, Department of Psychology, The University of Hong Kong

Background
The number of people diagnosed with autism spectrum disorder (ASD) has increased 

rapidly throughout the world, and a similar trend has been observed in Hong Kong. The 
number of students with high-functioning ASD studying in Hong Kong mainstream primary 
and secondary schools is also increasing—from 7,713 in 2015/16, to 8,871 in 2016/17 and to 
9,947 in 2017/18—i.e., an approximately 13% increase per year.

With this rising number of students with ASD, schools have expressed the need for more 
resources and expertise to provide support to these students, including small group training 
by personnel experienced with their needs, professional support for teachers and parents 
on how to help these students, and activities for the peers of these students to promote their 
understanding and acceptance.

Because of these service demands, we obtained funding from the Hong Kong Jockey 
Club Charities Trust to launch the JC A-Connect school support project (the Project) in 
September 2015. We aimed to enhance mainstream schools’ support for students with ASD 
by implementing the Project with a three-year timeframe, i.e., from 2015 to 2018, through 
collaboration with the Education Bureau (EDB) and six non-governmental organizations 
(NGOs), namely, Caritas – Hong Kong, Heep Hong Society, SAHK, the Salvation Army, 
New Life Psychiatric Rehabilitation Association, and Tung Wah Group of Hospitals.

In view of the positive endorsement by and overwhelming demand from schools and 
parents, the Project has been extended for another three years to a second phase, i.e., from 
2018 to 2021. We collaborated with two more NGOs, Hong Kong Sheng Kung Hui Welfare 
Council Ltd. and Hong Kong Young Women’s Christian Association, in this second phase.

Since launching, the Project has provided training to more than one-half of the students 
with a confirmed diagnosis of ASD in approximately 50% of mainstream schools. For 
instance, in 2018/19, we served 7,764 students (of which 80% had a confirmed diagnosis of 
ASD) as well as their teachers and parents from 503 mainstream schools.
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Project Features
The Project aims to enhance mainstream schools’ support to students with ASD and to 

improve the capacity of the key stakeholders. The implementation of our Project is based on 
the latest practice guidelines for children with ASD1,2  with the following features:

1. Introducing the expertise of NGOs to schools by providing school-based services;
2. Providing supplemental training to a critical mass of students with ASD so that a 

significant number of schools would experience its benefits. The training is delivered 
in a small group format using evidence-based methods, where needs assessment and 
training goals are highly individualized. These training goals are critical for school 
adaptation, namely, skills in the social, emotional regulation and learning domains;
a. Requiring school personnel to assist in the group training, so they can observe 

the skills taught and help to facilitate transference in schools;
b. Providing teacher consultation and training seminars to facilitate support for 

students with ASD in the classroom and playground;
c. Providing parent consultation and training to foster home-school collaboration in 

supporting student development;
d. Conducting activities to promote inclusion in school;

3. Providing training and developing resources for participating NGOs and teachers to 
enhance their expertise to provide quality support to students with ASD.

School-based group training
Small group training is the backbone of our service delivery. These small groups are 

run by NGO-qualified trainers with at least 2 years of experience working with children 
with ASD. Each group has four to six students with at least 18 training hours per year. Our 
Project requires the same NGO to perform the training over these three years so that the 
training goals are planned in a spiral approach, and the systematic monitoring of student 
progress is conducted to continuously inform about programme effectiveness and the need 
for improvement.

Before the group training, teachers complete the Student Profile Checklist for 
School Adjustment (“SPCSA”)3 to assess the learning, social and emotional skills of the 
participating students. Training objectives are set based on the needs of the students, as 
reflected by the SPCSA and from discussions with teachers and parents. The trainers would 
then set group goals based on the training objectives of different students in the group and 
customize individual goals for each student. The SPCSA is also used as a post-training 
measure for the continuous monitoring of students’ progress and the revising of training 
objectives. By comparing the difference between pre- and post-training SPCSA ratings, both 
primary and secondary students are shown to have the most improvement in higher-order 
thinking, prosocial behaviour, social thinking and social problem solving.

Under the 3-tier support model (Figure 1) promoted by the EDB to support the diverse 
special education needs of students, our small group training serves as support at the tier-2 
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level. Using the tier-2 level as an entry point, with the support from the experienced trainers 
from NGOs, together with the capacity building of stakeholders in supporting students with 
ASD, support for students with ASD at tiers 1 and 3 will also be enhanced.

Figure 1. 3-tier support model adapted by the EDB4

Capacity Building
Another goal of our Project is to enhance the skills of teachers, parents and NGOs and 

strengthen their collaboration in supporting students with ASD. Capacity building for these 
stakeholders is essential for the effective transference of skills from training groups to daily 
life and to sustain support for students with ASD in the long run.

Schools and Teachers
Participating schools are required to dedicate one school staff member, usually a teacher 

or teaching assistant, to assist in the group training so that the school staff member can 
observe the skills used by the trainers during the training and help encourage the students to 
generalize the skills learned in the school environment. The trainers also provide consultation 
or staff development to school teachers to facilitate knowledge transfer to the organization 
level, i.e., the school. The Project team also conduct teachers’ training workshops on 
supporting the needs of students with ASD for teachers who may or may not have joined this 
project.

Parents
The trainers also provide consultation to the parents of the students in their group through 

individual meetings or groups. Hence, the parents become familiar with what is taught in the 
training group within the context of their school.

NGOs
Similarly, we build capacity for NGOs in supporting students with ASD by working 

closely with the trainers and their advisory teams. The educational psychologists from our 

Tier 3

Intensive individualized
support for students

with severe learning difficulties

Tier 2

Additional support for students with
persistent learning difficulties

(e.g., group training)

Tier 1

Early identification and quality teaching in the
regular classroom for students with transient or mild learning difficulties
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Project team and the EDB provide support through meetings, group observations and reviews 
of lesson plans. Workshops are also conducted on goal setting and the adoption of evidence-
based strategies in group training.

Resource Development
The Project also aims to share the knowledge and experience gained with NGOs, 

teachers and practitioners in Hong Kong. We have developed numerous resources for 
supporting students with ASD.

Student Profile Checklist for School Adjustment-Short Form (SPCSA-S)
The SPCSA developed by the EDB comprehensively describes a list of 135 expected 

behaviours to assess the learning, social and emotional skills needed for the students to 
be adaptive in the classroom, which would be time-consuming for teachers to complete. 
Therefore, we developed the Student Profile Checklist for School Adjustment-Short Form 
(SPCSA-S) with local norms to help quickly inform intervention priorities and monitor 
training progress.

Resource Packages for the Group Training of Students with ASD
Together with our six partnering NGOs in the first phase, we published two resource 

packages—one for primary school and one for secondary school—in 2018. Each resource 
package consists of 13 books, including 12 resource books, each covering one domain on 
adaptive skills that students with ASD needed support with group training, 1 guidebook 
to provide an overview of how to use the resource books and implement the training 
programme, and 1 CD-ROM that contains the assessment tools and training materials. The 
resource books emphasize the use of evidence-based strategies in the training plans. They 
also cover the needs of ASD students in that domain and training plans that would help 
teachers and NGOs adapt and develop their own. The resource packages were distributed 
to all mainstream primary and secondary schools in Hong Kong. To facilitate the teachers 
in understanding and using the resource packages, we have been providing workshops by 
domain for school personnel. The feedback from schools has been very positive.

Chinese Writing Packages
Both schools and parents report that students with ASD need help in their academic 

learning, yet they find it difficult to develop training materials dedicated to learning due to a 
lack of resources and expertise. We, therefore, initiate the development of a training group on 
Chinese writing, which is an area in which students with ASD often face great difficulty and 
is crucial for school success and later school transition.

Our team of educational psychologists and Chinese teachers adopted the Self-Regulated 
Strategy Development (“SRSD”)5-7, model in developing our Chinese writing packages. The 
SRSD model is a cognitive strategy instruction approach developed to help students with 
learning disabilities improve their writing through six stages of instruction: 1. develop and 
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activate background knowledge, 2. discuss it, 3. model it, 4. memorize it, 5. support it, and 6. 
independent performance. It was shown to be effective in helping students with ASD8.

Two writing packages—one for senior primary school students focusing on narrative 
essays and the other for junior secondary school students focusing on argumentative 
essays—were developed and piloted in two primary schools and two secondary schools. The 
initial responses from teachers were positive. We are currently running a trial study of the 
writing curriculum in 11 primary schools and seven secondary schools. The curriculum will 
be published and distributed to all mainstream primary and secondary schools in Hong Kong 
in 2021.

Conclusions
With the funding support from the Hong Kong Jockey Club Charities Trust, our Project 

helps primary and secondary school students with ASD better adjust in mainstream schools. 
Given its success, the EDB will regularize the small group training upon our Project 
completion in 2021. Combining the capacity we build on individual levels (parents, teachers 
and NGO trainers) and organization levels (school and NGOs) with the training resources 
developed, it is hopeful that the support for these students will not only be maintained but 
also continue to improve. 
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Employment Support for Youths with Autism 
Spectrum Disorder (ASD) in Heep Hong Society
Vergo CHENG
Educational psychologist, Heep Hong Society

Introduction
Autism spectrum disorder (ASD) is a kind of neuro-developmental disorder. The 

manifestations vary among different individuals and also vary at different stages. Scientists 
found no single cause, but they believe that genetics and environment might have an 
interactive contribution to ASD1. Two diagnostic criteria are listed in the Diagnostic 
and Statistical Manual of Mental Disorder (DSM-5), (i) persistent deficits in social 
communication and social interaction across multiple contexts; and (ii) restricted, repetitive 
patterns of behavior, interests, or activities2. Broadly speaking, individuals with ASD have 
weak social reciprocity. Deficits in theory of mind (ToM) and central coherence contribute to 
their tremendous challenges in social communication. In simple language, people who have 
poor theory of mind have a hard time understanding others from others’ perspective. On the 
other hand, weak central coherence suggested the limited ability in seeing a big picture or to 
process context-dependent information3. Public often find individuals with ASD challenging 
to work with, they are also perplexed by their behaviors and communication style. However, 
as the name suggested, individuals with autism do not have just one phenotype. Each person 
with autism has a distinct set of strengths and difficulties. Some require significant support 
in their daily lives, while others may need less support and, in some cases, live entirely 
independently4. 

ASD Youth and Employment Support
Challenges individuals with ASD encounter could be different at different ages5. Among 

the diverse needs, independent living, in particular employment, remains one of the top 
concerns. Some early studies on youth employment in western countries found that only 
about 8-22% of individuals with ASD were employed, and even a lower percentage of 
them pursued or completed higher education5. Even being employed, they still face various 
challenges. Hitches include but not limited to prioritizing job tasks, regulating emotions 
when receiving criticism, communicating with supervisor or colleagues, and reacting to 
sudden change of duties. In 2018, Heep Hong Society conducted a survey on “Employment 
Condition of Youths with ASD”. The survey revealed that fewer than 50% of the interviewed 
ASD youths could keep their job for more than a year. 44% of the employers who hired ASD 
youths reported their inadequate understanding on ASD. Therefore, professional support for 
both the youth and the employer are crucial to create efficacious employment. 

Jockey Club STAR Resource Center (JCSRC)
Heep Hong Society, being the leading education and rehabilitation organization, commits 

to helping children and youth with diverse needs. There are three units operated by Heep 
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Hong Society for youths: Support Centre for Persons with Autism (SPA), Jockey Club 
STAR Resource Center (JCSRC) and the Community-based Support Centre at the Integrated 
Service Complex (ISC). Each center has different service schemes to support youth with 
autism spectrum disorder. The Jockey Club STAR Resource Center will be introduced in this 
article.

The Jockey Club STAR Resource Center (JCSRC) at Oi Man Estate was established in 
2015. It is funded by The Hong Kong Jockey Club Charities Trust (HKJC). The Centre has 
a variety of facilities catered for different training purposes such as a computer room for IT 
training, a simulated office for clerical training, a Star Café for catering training, a bedroom 
and washing machine for housekeeping training. JCSRC is the first one-stop comprehensive 
service center for children, youth, young adults with ASD and their parents. The word STAR 
is an acronym for four core values: Support (S), Training (T), Acceptance (A) and Respect (R). 
We believe that acceptance and respect are essential qualities to bring the society nearer to 
true inclusion.
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Abstract
Autism spectrum disorder (ASD) is one of the common developmental disorders 

affecting children and adolescents. In this article, the emotional problems of children or 
adolescents with ASD were reviewed. Clinical recommendations on assessment and treatment 
of these emotional problems were summarized. Specific modifications and adaptations in 
implementing cognitive-behavioural treatment (CBT) programs were also listed. 

According to the fifth edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5), autism spectrum disorders (ASD) are characterized by persistent deficits 
in social communication and interaction across contexts, as well as the presence of restricted 
interest, and repetitive or rigid patterns of behaviours1.

Ghaziuddin reviewed literature and summarized that around 40% of individuals referred 
for an evaluation of ASD also suffered from additional psychiatric problems2. Mukaddes 
and Fateh investigated psychiatric comorbidities of 37 children and adolescents attending a 
private psychiatric clinic in Turkey, and found the majority (94%) had at least one additional 
psychiatric disorders. The most common comorbid psychiatric condition was anxiety 
disorders (54%), followed by disruptive behaviour disorder (48%) and mood disorders (37%)3.

Emotional problems of children or adolescents with ASD
As summarized by White and colleagues, among individuals with high functioning ASD, 

anxiety and depression are the most common co-occurring emotional problems4. To further 
look into the issue, results of some meta-analyses or systematic reviews were summarized.

White and colleagues identified 40 studies investigating anxiety in children and 
adolescents with ASD. Results of their systematic review indicated that between 11% and 
84% of children with ASD experienced some degrees of anxiety5. Van Steensel, Bögels, 
and Perrin further conducted a meta-analysis with 31 studies that involved individuals with 
ASD who were up to the age of 18. Results indicated that 36.9% of children and adolescents 
with ASD had at least one comorbid DSM-IV anxiety disorders, with the most frequently 
reported anxiety disorder was specific phobia (29.8%), followed by obsessive-compulsive 
disorder (17.4%) and social anxiety disorder (16.6%; See Table 1)6. Results of moderator 
analyses suggested that studies with a higher mean age also reported higher prevalence rates 
for anxiety in general and generalized anxiety disorder; while higher prevalence rates of 
obsessive-compulsive disorder and separation anxiety disorder were associated with studies 
that reported a lower mean age. 
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Depression is another common coexisting psychiatric condition. Wigham and colleagues 
conducted a systematic review with 19 studies investigating depression in children and adults 
with high-functioning ASD7. Among the 11 studies where depression was measured with 
diagnostic interview or informant-report, the rates of comorbidity ranged from 2.5% to 29%.  
Among the 8 studies where depression was measured with self-reported outcomes, the rates 
of comorbidity ranged from 1% to 47.1%. Based on another systematic review, depression is 
the most cited risk factor for suicidal attempt among individuals with ASD8.

Meta-analysis k Prevalence(%) CI (95%) Z Q P
ANX
  Fixed 20 34.8 32.3-37.2 28.032 <.001*
  Random 20 39.6 29.7-49.6 7.798 <.001*
  Homogeneity test 293.662 <.001*
OCD
  Fixed 12 12.5 1.5-14.6 11.916 <.001*
  Random 12 17.4 10.3-24.6 4.772 <.001*
  Homogeneity test 120.366 <.001*
SOC
  Fixed 15 13.4 11.5-15.2 14.261 <.001*
  Random 15 16.6 12.0-21.3 7.056 <.001*
  Homogeneity test 74.403 <.001*
SPH
  Fixed 16 24.6 22.3-26.8 21.538 <.001*
  Random 16 29.8 21.5-38.1 7.028 <.001*
  Homogeneity test 194.823 <.001*
GAD
  Fixed 14 9.8 8.2-11.5 11.944 <.001*
  Random 14 15.4 10.2-20.5 5.873 <.001*
  Homogeneity test 105.075 <.001*
SAD
  Fixed 13 3.5 2.5-4.5 6.807 <.001*
  Random 13 9.0 5.5-12.5 5.021 <.001*
  Homogeneity test 85.022 <.001*
PAN
  Fixed 10 0.2 -0.1-0.5 1.074 .283
  Random 10 1.8 0.6-3.0 2.979 <.003*
  Homogeneity test 34.861 <.001*
AGP
  Fixed 5 9.2 6.4-12.0 6.422 <.001*
  Random 5 16.6 6.7-26.5 3.290 <.002*
  Homogeneity test 42.305 <.001*

Table 1. Results of the meta-analyses for the prevalence of anxiety disorders in children or adolescents 
with ASD6

Note: * p < .01; k = number of studies; CI = confidence interval; ANX = at least one anxiety disorder 
diagnosed, or impairing anxiety level above clinical cut-off; OCD = obsessive-compulsive disorder, 
SOC = social anxiety disorder; SPH = specific phobia; GAD = generalized anxiety disorder; SAD = 
separation anxiety disorder; PAN = panic disorder; AGP = agoraphobia.
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In a local epidemiological study, the prevalence of ASD in Hong Kong was 16.1 per 
10000 for children and adolescents aged 15 years or younger9. Based on the statistics 
released by the Hospital Authority, a significant proportion of patients attending child 
and adolescent psychiatric clinics are diagnosed to have ASD. Analyses of major mental 
disorders indicated that, among children and adolescents aged 0-5 years, 6-11 years and 11-
17 years, the proportion of patients with the diagnosis of ASD in the year 2015-16 were 
60.2%, 32.1% and 24.7% respectively10. 

Since anxiety and/or depressive symptoms are prevalent co-occurring problems among 
children and adolescents with ASD, it is essential for primary care providers or frontline 
workers to keep in mind these co-occurring and impairment problems, in addition to the core 
deficits related to ASD.

Assessment and treatment of emotional problems in children or 
adolescents with ASD

In the United Kingdom, the National Institute for Health and Care Excellence 
recommended health and social care service agencies to provide age-appropriate psychosocial 
interventions for the core features of ASD, and psychosocial and pharmacological 
interventions for the management of coexisting mental health problems or other behavioural 
problems11.

The Autism Speaks Autism Treatment Network/ Autism Intervention Research on 
Physical Health Anxiety Workgroup, a multidisciplinary team of clinicians and researchers 
with expertise in ASD, published the following clinical recommendations on assessment and 
treatments of anxiety in youths with ASD12 (see Figure 1).

Recommendations for assessment of anxiety:
1. Performing a developmentally appropriate multi-informant (child, parent, and 

teacher) assessment, utilizing multi-methods. 
2. Assessing specific anxiety disorders and anxiety symptoms related to the core 

symptoms of ASD.
3. Assessing and treating other psychiatric and medical conditions that may cause or 

aggravate anxiety.
4. Addressing psychosocial stressors or sub-optimal behavioural/ educational supports 

that may be contributing to anxiety.
5. Assessing the impairments.

Recommendations for treatment of anxiety:
1. Providing psychoeducation and coordination of care. 
2. Modifying CBT techniques.
3. Considering medication.
4. Referring to mental health professionals if anxiety is extreme, impairing, or not 

responding to the interventions.
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Child with ASD and suspected anxiety symptoms

Conduct a developmentally appropiate multi-informant
and multi-method assessment.

Assess for DSM-5 anxiety disorders as well as
anxiety related to the core symptoms of ASD.

Is clinical anxiety present?

Yes

Yes

Assess and treat any psychiatric and medical conditions
that may cause or aggravate anxiety.

Identify and address psychosocial stressors or suboptimal
educational and behavioral supports that could be

contributing to anxiety.

Are clinically significant anxiety symptoms still present
after all other contributions have been addressed?

Determine severity of anxiety to guide treatment
decisions

Proceed to treatment recommendations

Figure 1: Assessment of anxiety in youth with ASD12

For typically-developed children and adolescents, the recommendations from the 
National Institute for Health and Care Excellence are to offer evidence-based psychological 
interventions with various intensities in the management of anxiety and depression13, 14.  
Among these recommended psychological interventions, cognitive-behavioural therapy 
(CBT) is one of the most commonly applied psychotherapy.

Traditional CBT programs comprise assessment and treatment tasks like 
psychoeducation, cognitive restructuring and exposure. Aside from the deficits in 
understanding social communication and interaction across contexts, executive dysfunctions 
including impairments in verbal working memory, flexibility, planning and generativity 
likely impose them with greater difficulties in benefiting from these CBT programs15.

In fact, more researchers investigated the benefits of applying modified CBT to children 
or adolescents with ASD. Moree and Davis reviewed literatures about ASD children, and 
summarized four predominant modification trends for CBT in management of co-occurring 
anxiety16.
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1. Using ASD specific treatment hierarchies, rather than solely focusing on comorbid 
problems like anxiety. For example, it is important to consider ASD specific 
problems like communication or social skills deficits in the assessment and case 
formulation, so that a broader hierarchy that also encompass ASD-specific problems 
could be used to guide the interventions.

2. Applying concrete and developmentally appropriate supports like visual tactics.  
Techniques commonly used in psychoeducation or cognitive restructuring include the 
use of emotion statements, picture drawings, visual worksheets, narrative and social 
stories, and role-plays.

3. Considering special interests of ASD children when appropriate, which would 
enhance participants’ motivation and willingness to participate in treatment activities.

4. Strengthening parental improvements, which would facilitate generalization of 
therapy skills by allowing more home-practice.

With the considerations of the extra difficulties faced in the transition to adulthood, 
Kerns, Roux, Connell, and Shattuck raised the following issues in applying CBT in 
management anxiety and depression for adolescents and emerging adults with ASD17.

1. Providing disorder-specific psychoeducation. For example, providing these 
individuals with scientific information about prevalence and presenting problems 
of affective disorders and ASD can facilitate the normalization of experience and 
installation of hope. In particular, providing psychoeducation on the perpetrating and 
reinforcing cycle of anxiety and depressive symptoms also helps them understand 
the treatment rationale, as they understand more concrete evidence and treatment 
planning better than abstract concepts.

2. Simplifying and adding greater structure when cognitive strategies are introduced.  
The use of automatic thought records or cartoons with thought bubbles make 
abstract concepts more salient and concrete to understand. Examples of common 
cognitive distortions and coping thoughts are helpful for these individuals to generate 
alternative thoughts and practice using them. In-session role-playing, behavioural 
experiments, and video-modelling may be used to demonstrate and practice the 
alternative coping thoughts.

3. Restoring structure and increasing positive and rewarding activities in daily life.  
Adolescents or young adults may abruptly transit from a relatively structured and 
familiar school environment, where their social roles are well-defined, to relatively 
unstructured situations upon the completion of education. Therefore, by teaching 
these individuals various ways to restore structure in their daily lives, setting up 
routines, and regularly attainable goals may improve their sense of accomplishment.  

Actually, most existing research on ASD focused on applying CBT to reduce the co-
occurring anxiety, while relatively fewer studies on other clinical problems, including 
depression, anger, or emotional dysregulation4. Weston, Hodgekins, and Langdon conducted 
meta-analytic reviews to look into the effectiveness when applying CBT to people with 
high-functioning ASD. Overall speaking, positive treatment effects were observed. By 
comparing magnitudes of effect sizes in terms of Hedges’ g, studies focused on reduction 
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on anxiety (g = 0.32 based on self-reported measures; 0.80 based on informant-reported 
measures; 0.86 based on clinician-rated outcomes) appeared to be more effective than those 
focused on reducing other clinical problems (g = 0.24 based on self-reported measures; 0.66 
based on informant-reported measures; 0.08 based on clinician-rated outcomes)18.

Conclusion
In conclusion, children and adolescents with ASD display high rates of co-occurring 

psychiatric disorders. Symptoms associated with ASD impose these individuals with greater 
difficulties in attending treatment programs developed for typically developed children and 
adolescents. Health care service providers or frontline workers are suggested to conduct 
a comprehensive assessment and make necessary adaptions or modifications to help them  
fully benefit from psychosocial interventions.
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