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Abstract

While the presentation of autism-related symptoms is variable across individuals with ASD, there is growing evidence that many of these symptoms may be further
complicated or exacerbated by comorbid symptoms of psychopathology. Some individuals with ASD may also have difficulty reflecting and reporting on their own
behavioral and emotional symptoms, which can interfere with diagnosis and treatment. The current study compared self- and other-ratings of the behavior of 47
young adults with ASD in the home environment, to identify areas of rater agreement and discrepancy across symptoms of both ASD and general pathology. For
ASD symptoms, nominated reporters rated the participant’s behavior as significantly more impaired regarding social communication symptoms, but no significant
difference was found for restricted and repetitive behavior. For symptoms of psychopathology, only attention problems, depression problems, avoidant personality
problems, and total problems were reported by others as significantly higher when compared to self-report. While this provides increased confidence for assessing
most comorbid symptoms of psychopathology via one reporter, results suggest obtaining collateral reports for ASD symptoms may be important for comprehensive
assessment. The results from this study may inform the future of the clinical field regarding the use of a more efficient assessment of individuals with ASD’s behavior

and comorbid psychopathology.

Introduction

Recent estimates indicate that 1 in 68 individuals meet criteria
for ASD [1]. Social communication and social interaction deficits,
as well as restricted and repetitive behaviors represent the two core
symptoms of Autism Spectrum Disorder [2]. Research has shown
significant differences across a variety of social communication deficits
and restricted and repetitive behaviors when comparing individuals
with ASD and typically developing individuals. Younger children with
ASD often fail to naturally develop and demonstrate joint attention, an
early form of social interaction typically observed between a parent and
toddler [3,4]. Continued difficulties as the child develops are observed
in reduced number of social initiations and reciprocity in conversation
and sustained conversation skills, compared to typically developing
school aged children [5,6]. Finally, several studies have demonstrated
reduced ability in individuals with ASD to recognize and correctly
interpret emotional states from facial affect [7], vocal affect, [8], and
video vignettes of interactions [9].

Though many interventions to improve symptoms of ASD have
focused on children [10-12] , there is evidence that these difficulties
persist with age [13-16]. As adults, individuals with autism are faced
with an even greater variety of social interactions and complexities, as
well as the expectation of greater independence in navigating them.
With limited ability to interpret social communication, adults with
ASD may in turn interact with others in ways that may be perceived as
incongruent, indifferent, or offensive in situations where the expected
response would involve an empathetic or reciprocal reaction.

Assessment of core deficits of ASD

Constantino et al. [17,18] referred to the communication and

Contemp Behav Health Care, 2016 doi: 10.15761/CBHC.1000120

social interactions skills deficits in individuals with ASD collectively
as reciprocal social behavior (RSB). RSB “requires an individual to
be cognizant of the emotional cues of others, to interpret those cues
appropriately, to respond appropriately to what he or she interprets,
and to be motivated to engage in social interactions with others” [19].
As a means to assess RBS, Constantino and Gruber developed the
Social Responsiveness Scale, Second Edition [18]. The SRS 2 measures
RSB in addition to restrictive/stereotyped behavior and interests,
across four domains, two composite scores, and a total score for both
self- and other-report of symptoms. The SRS 2 has been demonstrated
to distinguish individuals with ASD (from those without or those with
other psychiatric conditions), as well as provide a range of scores that
correspond to severity of impairment [18].

Greater severity of impairment of RSB has been shown to be
significantly associated with poorer outcomes across peer relationships
[20], romantic relationships [21], adaptive behavior skills [22], and
overall outcome measures [23] for adults. Similarly, deficits in RSB have
been hypothesized to contribute to the high rates of unemployment
and under-employment of adults with disabilities [24,25]. Social
communication and perception skills are critical for interviewing,
working with co-workers, understanding social norms in a work
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setting and maintaining a positive relationship with supervisors. In a
qualitative study by Hurlbutt et al. [26], adults, with ASD reported
experiencing more challenges with navigating the social expectations
of the workplace than with the work-tasks themselves. Limitations on
employment, social relationships, and adaptive behavior place adults
with ASD at high risk for isolation and poor quality of life.

Comorbid psychopathology

While the presentation of autism-related symptoms is unique
across individuals with ASD, there is growing evidence that many
of these symptoms may be complicated or exacerbated by comorbid
psychiatric diagnoses. In samples of children with ASD, studies have
found that the children scored within the clinical range for least one
other comorbid psychiatric disorder for up to 95% [27, 28] in a sample
that had been referred for treatment [29]. More specifically, many
children with ASD meet the criteria for disruptive behavior disorders
[e.g., attention-deficit/hyperactivity disorder (ADHD), oppositional
defiant disorder (ODD)], anxiety, or affective disorders [30,31]. Recent
studies with adults with ASD suggest that many of these comorbidities
continue or develop in adulthood as well [32-34] prompting more
interest in how best to assess and treat potential comorbid pathologies,
discriminant from ASD symptoms, in clinical practice [35].

Among internalizing disorders, comorbid anxiety disorders in
individuals with ASD have been most extensively studied [35] and
co-occur at higher rates in the ASD population than in populations
without ASD symptoms [36,37] and non-ASD psychiatric referred
populations [34]. Mood or depressive disorders also are shown to
co-occur in individuals with autism at greater rates than the general
population [28,32]. In a sample of adults with an ASD (diagnosed with
DSM-1V criteria including Autistic Disorder, Aspergers’ Disorder or
Pervasive Developmental Disorder), 50% and 53% met the criteria for
anxiety and mood disorder respectively [33]. Joshi et al. [34] found
similar percentages of lifetime comorbidities in referred adults with
ASD.

Despite the previous exclusion of ADHD diagnosis comorbid with
ASD in the DSM-1V, recent research, and the reversal of this exclusion
in DSM-V, suggest that the comorbidity exists in relatively high rates
and is relevant to study to determine effective treatment [28, 38,39].
Criteria for ADHD diagnosis has been found among 43% of adults
with ASD. Similarly, Joshi et al. [34] found 42% of adults with ASD
in a referred population to have a comorbid ADHD diagnosis, with
63% of the sample reporting having the diagnosis at some point in their
lifetime. Though ADHD has shown the highest rates of comorbidity as
a separate DSM diagnosis, an abundance of literature exists describing
other challenging externalizing behavior or disruptive behavior
disorders common among those diagnosed with autism [40,41].
Studies report a range of 27% to 42% of children to have a comorbid
diagnosis of Oppositional Defiant Disorder (ODD), while rates of
comorbid Conduct Disorder in children with ASD have been found to
be quite low ranging from 3% to 10%.

Cross-ratings of behavior

In order to maximize construct validity while at the same time
minimizing measurement error, both researchers and clinicians often
attempt to secure multiple measures of behavior as a means to identify
the true score on a variable of interest [42,43]. In spite of this well-
known recommendation for practice, securing reports of behavior
on multiple measures from various methods is not always feasible,
particularly when assessing for diagnoses of ASD in adults. Therefore, it
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is important to identify whom to ask about which behavior of interest,
particularly if asking only one person will suffice.

This dilemma is pertinent for individuals working with adults
diagnosed with ASD who may present with difficulty reporting on
their own behavioral and emotional symptoms. Often it has been
assumed that all individuals with ASD are unable to report on their
symptoms; however, research is limited and individuals who work with
this population often find that some individuals with ASD are able to
accurately report on their symptoms and emotional states. Similarly,
several autism symptom scales that provide multiple reporter versions
have reported generally good correlation between self- and other-
report [44,45]. Among children and adolescents, at least three studies
have found that children tend to report fewer autistic traits or greater
social competency skills than their parents rate them as having [46-48].
However, Knott et al. [47] did report a positive correlation between
child and parents scores, but found the parent scores indicated a greater
impact of symptoms (e.g., in severity, frequency or rate) than the child
self-report of symptoms. More recently, De la Marche et al. [49] found
that among adults, although inter-informant agreement was lower
for the adults with ASD than adults without ASD, the difference was
not significant. Therefore, they concluded that adults with ASD were
not an unreliable source of reported symptoms. With an aging ASD
population, there is an increasing demand for effective assessments
of adults with an ASD diagnosis. Across many mental health
assessments with adults, there is a heavy reliance on self-reported data.
However, there appears to be an insufficient amount of research about
discrepancies in reports of behavior by multiple informants, chiefly in
the population of individuals with ASD [50,51].

The comparison of ratings across reporters has been well-
studied in neurotypical children and adolescents. Achenbach et al.
[52] conducted a meta-analysis of 119 studies in which they found
that different informants’ ratings of emotional, social, or behavioral
problems in children are incongruent. However, it has been found that
the environment and context in which the information is based upon
predicts the size of the informant discrepancies [53]. More specifically,
ratings across reporters and environments (e.g., teacher at school
compared to parent at home) were more discrepant than ratings across
reporters in the same environment e.g., mother and father at home
[52,53]. However, results from a study by Pearl et al. [50] examining
concurrence of parent-report of behavior for adolescents with ASD
showed high to moderate correspondence between mother and father
ratings, deviating from past studies in typically-developing populations
[52,54-56]. These results suggested that within the ASD population
under situational constraints, one parent’s report alone could suffice
when rating the specific behaviors.

More recently, a meta-analysis was conducted examining the
validity of self-report of symptoms of psychopathology in neurotypical
adults in comparison to collateral reports of behavior [42]. It was
found that there were on average modest correlations between
self- and other-report of behavioral problems on different versions
of the same questionnaire (e.g., 0.44 for externalizing symptoms,
0.43 for internalizing symptoms). The correlations were somewhat
lower when different versions of questionnaires assessing similar
psychological symptoms were compared. However, it was noted that
this area of research is lacking and that more specific analysis of the
correlation between self- and other-report of behavioral and emotional
symptoms needs to be conducted in the future [43]. It is unclear if these
relationships would be replicated within a sample of adults with ASD.
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Current study

The current study was designed to compare self- and other-ratings
of young adults with ASD’s behavior in the home environment.
Specifically, this study examined differences between self-report and
an elected reporter’s ratings of symptoms of ASD, as well as general
psychopathology in young adults with ASD. We expected that
there would be significant differences between raters on both ASD
symptoms and comorbid symptoms of general psychopathology, with
more significant differences between raters in ASD symptoms. More
specifically, it was hypothesized that individuals would rate their ASD
symptoms and symptoms of general psychopathology lower than
nominated reporters.

Materials and methods

Participants

Data was collected from 47 adults with ASD between the ages of
18- and 35-years-old who were enrolled in a larger study to determine
the effectiveness of a social skills intervention. All data included in
this study were collected at baseline prior to any intervention. Table 1
for descriptive statistics. The mean age of participants was 22.83 years
(SD = 4.17). The majority of participants were male, non-minority,
and not married. Seventy percent of participants reported living with
immediate or extended family. The majority of participants reported
that they were either employed for wages or were a full-time student
(60%). Finally, the mean number of years of education for participants
was 13.61 years (SD = 1.99). The Kaufman Brief Intelligence Test,
Second Edition [57] was used as a screener for inclusion for the larger
study. Inclusion criteria for the larger study was a Verbal IQ of 70 or
above. The mean composite IQ for the current participants was 99.09
(SD=20.07) and ranged from 54 to 138. All participants were screened
for and met criteria for the ability to self-report on their symptoms of
ASD and general psychopathology.

Procedure

The participants in this study were part of a larger clinical trial
examining the effectiveness of a social skills training program with peer
modeling for young adults diagnosed with an ASD. Upon receiving a
signed consent form allowing data to be used for research purposes,
participants completed the Social Responsiveness Scale, Second
Edition (SRS - 2) [18] and the Achenbach Self-Report Form (ASR; 58).
Each participant was asked to nominate a reporter who was “someone
they felt knew them well” for at least six months prior to the time of
data collection. The same reporter completed both the SRS - 2 [18] and
the Achenbach Adult Behavior Checklist [58].

Measures
Social Responsiveness Scale, Second Edition (SRS - 2): The

Table 1. Descriptive Statistics.

M (SD) or %
Age 22.83 (4.17)
Gender (Female, Male) 79/21%
Ethnicity (Non-minority, Minority, Other) 80/11/9%
Marital status (Single, Dual) 96/4%
Living situation (With Family, Without Family)* 70/30%
Occupational status (Working/Student, Not working) 60/40%
Education (Years) 13.61 (1.99)

1Q Composite
*N =27

98.55 (20.04)
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SRS - 2 measures the severity of autism spectrum symptoms either
by self-report or as observed by another adult informant, often a
caregiver, family member, close friend, or significant other, in the
target individual’s natural setting (e.g., home, workplace, school).
The SRS - 2 measures social impairment as a continuous construct,
conceptualizing symptoms related to ASD as continuous, rather
than a dichotomous (indicative of diagnosis or not) construct. The
SRS - 2 consists of 65 items rated on a Likert scale, which ranges
from 1 (not true) to 4 (almost always true). Four treatment subscales
assessing social communication were included in the present analyses:
social awareness, social cognition, social communication, and social
motivation. Both the Social Communication Index and the Restricted
and Repetitive Behavior Index, as well as the SRS - 2 Total Score were
also included. Empirical examinations of the SRS - 2 indicate that it
demonstrates adequate reliability and validity [18,59].

Achenbach adult forms & profiles: The Achenbach System of
Empirical Based Assessments (ASEBA) includes assessments for adults
ages 18- to 59-years-old which examines areas of behavioral, emotional,
and social concern. Two versions of this assessment are available: a self-
report form (Self-Report Form) and a collateral report form (Adult
Behavior Checklist). The forms include 126 items rated on a three-
point Likert scale of 0 (not true) to 2 (very true or often true). Both
the Self-Report Form and Adult Behavior Checklist include syndrome
scales and DSM-oriented scales which assess patterns of symptoms
of psychopathology. Finally, both forms include overall scores for
internalizing, externalizing, and total problems. The Self-Report
Form and Adult Behavior Checklist have been found to demonstrate
adequate reliability and validity [58].

Kaufman Brief Intelligence Test, Second Edition: The KBIT 2
is a brief assessment of intelligence for individuals between the ages
of 4- and 90-years-old. The KBIT 2 provides estimates for verbal
(crystallized) and nonverbal (fluid) ability, as well as an overall IQ
composite score, which reflects a measure of overall intelligence. The
KBIT 2 has been found to demonstrate good reliability and validity [57].

Methods

All analyses were completed using SPSS 23. A priori a significance
level of o = 0.05 was employed for all statistical tests. First, both
Pearson and Intraclass Correlation (ICC) analyses were completed
to assess for the significance of the relationship between raters on
all variables. Subsequently, a comparison of informant rating was
conducted using the method outlined by De Los Reyes et al. [53] to
calculate standardized difference scores. The use of standardized
scores as opposed to raw scores allows for more consistent estimates
among informant discrepancies. Standardized difference scores were
calculated by converting each informant’s rating to a z-score and then
subtracting the self-report standardized rating from the other-report
standardized rating on the same variable.

Results

Preliminary analyses

Of the original sample of 56, 84% of participants completed both
assessments and had complete data from an elected reporter. Missing
data were addressed by listwise deletion, which resulted in an effective
sample size of 47. Patterns of missingness were examined and it was
found that the data were not missing at random. Missing data was not
significantly related to any demographic variables; however, there were
significant patterns of missing data related to the elected reporter’s
rating of the participant’s symptoms of avoidant personality (r = -.28,
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p < .05). Participants with missing data were rated as having more
symptoms of avoidant personality problems. Therefore, imputation
of missing values may not be the most appropriate and the remaining
sample size was still sufficient to proceed with the analysis.

Data were analyzed to detect non-normal distributions. Both
skewness and kurtosis parameters for each subscale were investigated.
Upon examination of these parameters, significant skewness and
kurtosis was detected. There is no agreement on what is an acceptable
level of non-normality as judged by univariate skewness or kurtosis;
however, simulation work has suggested that values greater than 2.0
may indicate moderate non-normality [60]. Given the average skewness
(M =1.97) and kurtosis (M = 1.18) in the dataset, as well as the fact that
maximum likelihood estimation is reasonably robust under conditions
of significant skewness, no transformation of the data was conducted
prior to analyses and normality was assumed [61].

Correlation analyses

ASD symptoms: The Pearson correlations between participants
and his/her nominated reporter on the social motivation (r = .39, p <
.01) subscale were significant. ICCs between participants and his/her
nominated reporter were significant for social cognition (ICC = .37,
p < .05) and social motivation (ICC = .57, p < .01; Table 2). The ICCs
for social awareness, social communication, restricted and repetitive
behaviors, the Social Communication Index, and Total SRS - 2 were
not significant.

Psychopathology symptoms: The majority of subscales on the
Achenbach ratings scales were significantly correlated for the ICC
and Pearson correlations for both the general subscales, as well as
for the DSM-oriented subscales (Table 3). The only exceptions were

Table 2. SRS — 2: Degree of relationship between informants.

Scale Intraclass Correlation Pearson Correlation
Awareness .36 22
Cognition 37* 23
Communication 37 22
Motivation ST 39%*

RRB 22 12

SCI 26 15

Total 23 13

*p <.05; **p <.01

Table 3. Achenbach: Degree of relationship between informants.

Scale Intra class Correlation  Pearson Correlation
Anxious/Depressed LO5FH* 49
Withdrawn 40% 25
Somatic Complaints Rk 69%*
Thought Problems 44% 28
Attention Problems LO5%H* A48**
Aggressive Behavior R VA 70%*
Rule-Breaking Behavior .60%* A3x*
Intrusive T4x** 59%*
Internalizing Problems Q7 HH* 53%*
Externalizing Problems Rk .60%*
Total Problems 64%H* A49%*
Depressive Problems L63%* A46%*
Anxiety Problems L62%* A5%*
Somatic Problems Rk 12%%
Avoidant Personality Problems .62%* A46%*
AD/H Problems A45% 31*
Antisocial Personality Problems TTEEH .64%*

*p < .05, Fp < 01, ***p <001

Contemp Behav Health Care, 2016 doi: 10.15761/CBHC.1000120

the Pearson correlations for the Withdrawn and Thought Problems
subscales, which were not significantly correlated between informants.
The highest correlations between informants were on the Somatic
Complaints/Somatic Problems subscales and the Aggressive Behavior
subscale suggesting the most agreement between informants in these
areas of concern.

Comparisons of informant ratings

ASD symptoms: There were significant differences between
participants’ ratings of their own behavior and their nominated
reporters’ rating of their behavior on the SRS - 2 on all subscales except
for Restricted and Repetitive Behavior (Table 4). On all subscales,
nominated reporters rated the participant’s behavior as more impaired.
The effect sizes for these differences were in the small to medium size
range (Cohen’s d range = 0.29 to 0.57) and were the largest for social
communication.

Psychopathology symptoms: Out of 17 subscales on the Achenbach
ratings scales, only four subscales were found to be significantly different
between self- and other-report of the participant’s behavior (Table 5).
Attention Problems and Total Problems, as well as the DSM-oriented
scales Depressive Problems and Avoidant Personality Problems
were found to be significantly different (p < .05; p < .01 for Avoidant
Personality Problems), with the nominated reporter endorsing more
impairment in these areas than the self-report of participants. The effect
size for these differences were between small and medium (Cohen’s d
range = 0.29 to 0.44).

Post hoc moderator analyses

Given the significant differences between raters on several
subscales on both the SRS 2 and the Achenbach rating scales, post
hoc exploratory moderator analyses were conducted to determine
if any variables predicted differences in ratings of behavior between
informants. Standardized difference scores for each subscale found
to be significantly discrepant between reporters were used as the
dependent measures in regression analyses testing all demographic
variables as possible moderators. No demographic variables were
significant moderators for the variables of interest.

Discussion

In the current study, young adults with ASD were asked to report
on their own symptoms of ASD, as well as symptoms of comorbid
psychopathology. Additionally, each participant was asked to
nominate a reporter to rate the participant’s symptoms of ASD and
psychopathology in the home environment. It was anticipated that
there would be significant differences between raters on both ASD
symptoms and symptoms of general psychopathology, with more
significant differences on ASD symptoms.

Table 4. SRS — 2: Significance of difference between informants.

Self Nominated Reporter
Scale M SD M SD t Cohen’s d
Awareness 59.48 10.53 63.36 10.69 2.19% 37
Cognition 62.66 10.41 66.32 10.96 2.06* 34
Communication 63.20 9.22 68.28 8.62 3.35%* 57
Motivation 64.04 10.75 68.04 10.46 2.53% .38
RRB 65.46 11.86 68.80 11.35 1.62 29
SCI 64.04 9.90 68.55 8.93 2.75%* 48
Total 64.64 10.04 69.14 9.23 2.65% 47

< .05, *p < .01
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Table 5. Achenbach: Significance of difference between informants.

Self

Scale M

Anxious/Depressed 62.79
Withdrawn 63.60
Somatic Complaints 59.51
Thought Problems 60.02
Attention Problems 61.26
Aggressive Behavior 56.49
Rule-Breaking Behavior 55.38
Intrusive 54.70
Internalizing Problems 62.00
Externalizing Problems 53.81
Total Problems 57.30
Depressive Problems 60.40
Anxiety Problems 58.45
Somatic Problems 59.19
Avoidant Personality Problems 64.06
AD/H Problems 60.13
Antisocial Personality Problems 55.85

*p < .05, **p < .01

Ratings of ASD symptoms

The measure of ASD symptoms (SRS - 2) demonstrated variable
inter-rater reliability between reporters. There was a significant
correlation between reporters in the areas of social cognition
(ICC only) and social motivation. However, in the areas of social
awareness, social communication, restricted and repetitive behaviors,
overall social communication, and total ASD symptoms, the ratings
between individuals’ self-report and nominated reporters’ ratings
of the individual’s behavior were not significantly correlated. When
examining the differences between raters, the means for all subscales
of the SRS - 2 were significantly different between raters except for
restricted and repetitive behaviors. On all subscales, the elected
reporters rated the young adult as having significantly more symptoms
of ASD when compared with the self-report. The most significant
differences were found in the social communication subscale, social
communication index, and in the total score. Post hoc exploratory
moderator analyses did not reveal any significant demographic
variables, which may have been predictive of differences in ratings of
behavior between informants.

The results suggest that there is significant value in obtaining
multiple ratings of most symptoms of ASD using the SRS - 2. For the
majority of the SRS - 2 subscales, and for the total SRS - 2 score, the
inter-informant responses were not significantly correlated, and were
significantly different. This suggests separate perspectives of ASD
symptoms and their impact between self- and other-reports, which
together have the potential to provide a more complete profile of
symptomatology for adults with ASD. Across the subscales, the results
do suggest that it may be sufficient to assess social motivation and
restricted and repetitive behaviors via single informant report.

Restricted interests and repetitive behaviors was the only subscale
that was not significantly different between self- and other-reports.
Because this subscale includes several observable, externalized
behaviors, it is possible that these symptoms are easier for individuals
to accurately self-evaluate. Alternatively, they are also behaviors that
the individual with autism may be more likely to receive direct feedback
about from others (e.g. repetitive, odd, behaviors, perseverative
interests or inflexibility with routines). Similarly, initiation or desire
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Nominated Reporter

SD M SD t Cohen’s d
10.52 63.64 8.35 0.60 --
10.54 67.34 9.95 2.05 --
10.05 59.15 9.60 -0.32 --
9.40 61.72 8.53 1.08 --
8.20 63.94 8.52 2.16* 0.29
6.64 56.57 7.35 0.11 --
5.83 56.04 5.25 0.76 --
6.56 53.77 5.56 -1.16 --
12.82 65.15 9.28 1.93 --
10.17 54.47 8.03 0.54 --
11.08 60.66 8.16 2.29% 0.35
10.26 63.72 8.80 2.28% 0.35
7.50 58.70 8.34 0.21 --
9.60 58.26 8.92 -0.92 --
10.27 68.19 8.33 2.88%* 0.44
7.62 63.06 10.97 1.79 --
7.07 55.13 6.15 -0.87 --

to join certain social setting or groups may be more likely to be
observed or verbally discussed (e.g., when making plans or responding
to invitations) between the individual with ASD and the nominated
reporter, more so than nuanced or internalized symptoms such as
being able to interpret another person’s feelings or facial expression
accurately, or knowing if your behavior is socially “awkward” when you
are trying to be polite, which are examples of symptoms represented on
the social communication and social awareness scales. However, with
only the self-report available, even the subscales of Restricted Interests
and Repetitive Behaviors and Social Motivation should be interpreted
with caution due to the bias for individuals with ASD to under-report
symptoms.

Ratings of comorbid psychopathology

When examining symptoms of psychopathology, there was
significant inter-rater reliability across all subscales on the Achenbach
Adult Self-Report Form and Adult Behavior Checklist. There was
some variability in the strength of the correlations with symptoms of
withdrawal, thought problems, and Attention-Deficit/Hyperactivity
symptoms demonstrating weaker associations. When comparing the
means between raters, there were significant differences between raters
in the areas of attention problems, depressive problems, avoidant
personality problems, and total problems. No demographic variables
were found post hoc to significantly predict differences between ratings
of behavior. As with the SRS - 2 results above, individuals with ASD
tended to report fewer symptoms as compared to the nominated
reporters. However, there was less of a difference between raters than
observed for ASD symptoms, as reflected in the effect sizes.

These results provide increased confidence for the utility of this
instrument in young adults with ASD and support the ability for young
adults with ASD to reliably self-report for the majority of comorbid
symptoms of psychopathology. These results were similar to Hurtig
et al. [62] who assessed inter-informant ratings of children with ASD
using the child version of the Achenbach scales (Youth Self Behavior
Report and the Child Behavior Checklist). They found correlations
between self- and parent-report in high functioning children and
adolescents with autism on nine out of 10 subscales. Ozsivadjian et al.
[63] reported good inter-informant correlation on anxiety scales and
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depression scales in children with ASD and a parent, while a control
group of neurotypical youth only correlated on the depression scale.

Limitations

There are a number of limitations to this study. First, all data were
measured by self-report. In the future, researchers should include
observational data to corroborate self- and other-report of symptoms
in specifically targeted environments. As noted previously, missing
data which, was excluded from the present analyses, were found to be
significantly more likely for those who reported lower levels of avoidant
personality problems. Therefore, it does not appear that the missing
data would have impacted the findings here and would have only
potentially strengthened the findings on this variable. Additionally,
the sample was somewhat restricted in level of ASD impairment and
ethnicity. Future research should establish whether these findings
can be generalized to a wider range of impairment levels, as well as
more variable ethnic backgrounds. However, there is some limitation
to examining these associations in individuals with more significant
ASD impairment as they may not have the ability to self-report. Finally,
because these measures were completed primarily based on parental
observation in the home, it is our belief that the significant correlations
may be biased by shared method variance as the different informants
reported on observations made in the same environment.

Conclusion

Much of the recent research and clinical interventions have focused
on improving the core deficits of ASD due to the pervasive impact
these deficits can have on various life domains, which continue from
childhood into adulthood [10,64]. Difficulties in social communication,
reciprocity, empathy, discriminative responding and interpretation of
non-verbal or emotional states can contribute to on-going struggles
with unemployment or under-employment, limited community access,
and fewer opportunities for friendships and romantic relationships.
These domains are critical to one’s overall quality of life in adulthood,
which has been reported to be significantly lower in individuals with
autism [65,66].

Despite the limitations, the present study expands existing
knowledge of the relationship between different informants on specific
behaviors in young adults with ASD. The reliability of self-reporting
in individuals with ASD is increasingly important given recent data
showing high prevalence of co-morbid diagnoses in adolescents and
adults with autism [32-34] and the increasing need for clinicians
to assess co-morbid symptoms in clinical practice [35]. While self-
reported symptoms may be slightly lower when compared to other-
report, the data suggests that the Achenbach Adult Self-Report Form
may be a reliable and useful source of information when treating young
adults with autism.

The results suggest that when evaluating autism symptoms and
severity in adults, a multi-informant approach may be necessary for
an accurate and comprehensive assessment. In contrast, it may not
be necessary to include ratings from both the individual themselves
and an elected reporter when assessing comorbid symptoms of
psychopathology in adults with ASD, if those raters are basing their
ratings on the individual’s behavior in one environment. As the
prevalence of co-morbid psychopathology is increasingly recognized
in adults with ASD, the need for reliable and efficient assessment tools
for clinicians also gains importance. The results from this study may
inform the future of the clinical field in regard to the use of a more
efficient assessment of individuals with ASD’s behavior and comorbid
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psychopathology symptoms in specific situations.
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