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Abstract

My capstone examines the link between Autism Spectrum Disorder (ASD) and the higher
rates of anxiety and depression often seen in autistic teenagers. It looks at how the unique
cognitive and social differences of students with ASD contribute to these challenges, and why
traditional approaches to diagnosis and support often fall short. I also explore the role educators
and school counselors can play in addressing these issues through inclusive and evidence-based
practices. Strategies such as predictable routines, sensory accommodations, and flexible ways of
showing learning are highlighted as ways to reduce stress and build a greater sense of safety for
students. By connecting research with practical approaches in schools, my capstone emphasizes
the need for collaboration, awareness, and supportive environments that promote both learning

and mental well-being for neurodiverse students.
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Understanding Depression and Anxiety in Teenagers with Autism Spectrum Disorder

Chapter 1: Introduction

Introduction

The prevalence of students with autism spectrum disorder (ASD) in schools is increasing,
and the needs associated with these students are becoming more pressing (Rice et al., 2012).
ASD is a neurodevelopmental condition that is often characterized by challenges in
communication, understanding social cues, repetitive behaviors, and hyper-focused interests
(American Psychological Association, 2023). Related to these challenges, teenagers with ASD
are at a significantly higher risk of developing comorbid mental health conditions, particularly
depression and anxiety (Mayes et al., 2013). Comorbid conditions refer to issues that happen
simultaneously to other disorders. In this case, anxiety and depression disorders complicate and
intensify existing challenges and have negative effects on quality of life, as well as academic
performance and social development for students with ASD (Boulter et al., 2014). Identifying
and understanding these mental health challenges for children and teens with ASD is crucial for

effective intervention and support (Dickson et al., 2021).

Adolescence is a critical period of psychological and social development during which
psychosocial challenges increase (Corbett et al., 2024). Early maturation for girls and late
maturation for boys are considered risk factors for poor mental health outcomes (Corbett et al.,
2024). While this developmental period poses challenges for most young people, individuals
with autism spectrum disorder (ASD) often face greater challenges in navigating adolescence.
Conditions such as depression and anxiety commonly emerge during adolescence; the onset for

anxiety and depression in neurotypical children generally happens between ages 14-17, while



similar symptoms in ASD populations begin earlier and are more prevalent than in neurotypical
populations (Corbett et al., 2024). In terms of percentages, typically developing children are
estimated to have clinically elevated anxiety levels between 2.2-27%, while nearly 40% of
adolescents with ASD struggle with anxiety (Van Steensel et al., 2011). The presence of mental
health issues in teenagers with ASD, in higher levels than neurotypical populations, has
significant implications for their emotional well-being, social interactions and overall
functioning. By recognizing and addressing the comorbidity of depression and anxiety in
adolescents with ASD, counselors and educators can develop greater understanding and
contribute to early identification, appropriate interventions, and specialized support (Van
Steensel et al., 2011). The focus of my capstone is the comorbidity of depression and anxiety in

teenagers with ASD, and the role educators and counselors play in addressing these challenges.

Background Information

Autism Spectrum Disorder (ASD) is a lifelong neurodevelopmental condition that can
affect communication, behavior, and social interactions. Children and teens with ASD also have
difficulties in socialization, communication, and have tendencies to engage in rigid behaviour
(Bitsika & Sharpley, 2014). Anxiety and depression are among the most common comorbid
conditions in teenagers with ASD, yet they are often underdiagnosed or misinterpreted due to the
unique ways they manifest in autistic individuals (Fusar-Poli et al., 2021). Research indicates
that individuals with ASD experience anxiety and depression at much higher rates than their
neurotypical peers, with estimates suggesting that up to 40-50% of autistic adolescents struggle
with one or both conditions (Corbett et al., 2024; Accardo et al., 2024). I will go into more detail

on both ASD and how anxiety and depression appear as comorbidities in chapter 2.



Several factors contribute to this high prevalence of anxiety and depression. Sensory
sensitivities, difficulty interpreting social cues, and rigid thinking patterns can increase stress
levels and contribute to heightened anxiety in autistic individuals (White et al., 2009).
Additionally, social isolation and bullying are common experiences for autistic adolescents,
exacerbating feelings of loneliness and depression (Mazurek, 2014). The lack of tailored mental
health interventions and the reliance on diagnostic criteria designed for neurotypical individuals
further complicate the identification and treatment of these conditions. According to Chiri and
Warfield (2012), “families of children with autism spectrum disorder were more likely to report
provider lack of skills to treat the child as a barrier in obtaining therapy and mental health
services” (p. 1). Furthermore, despite autistic people being at significantly increased risk of
mental health problems and suicidality than the general population, they appear to be less likely

to be able to access support and treatment for these difficulties (Camm-Crosbie et al., 2018).

The educational and counseling implications of this comorbidity are significant.
Undiagnosed or untreated anxiety and depression can lead to decreased academic performance,
school refusal, and increased dropout rates among autistic students (Bitsika & Sharpley, 2014).
Many educators and school counselors lack the necessary training to recognize and address these
mental health concerns in autistic students, leading to inadequate support. Schools play a crucial
role in early intervention, yet without proper awareness and resources, many students go without

the help they need.

Given the rising awareness of mental health challenges in youth, it is imperative to better
understand how anxiety and depression impact teenagers with ASD. By addressing these issues
in educational and counseling settings, professionals can create more inclusive environments that

promote well-being and academic success. This background establishes the foundation for



emphasizing the need for specialized interventions and increased awareness among educators

and mental health practitioners.

Problem Statement

The problem I am investigating is the high prevalence and significant impact of
depression and anxiety in teenagers with ASD. Research shows that autistic individuals are more
vulnerable to experiencing mental health disorders due to factors such as sensory sensitivities,
social difficulties, and challenges in emotional regulation (Simonoff et al., 2008). Studies
indicate that up to 50% of autistic adolescents suffer from anxiety, while depression affects
approximately 20-30% (Hudson et al., 2019). The presence of these conditions exacerbates daily
struggles, increasing the risk of self-harm, school attendance, and social isolation (Simonoff et

al., 2008).

This issue is particularly concerning for educators, counselors, and families who work
closely with autistic adolescents. Without proper identification and intervention, these comorbid
mental health conditions can lead to long-term adverse effects, including poor academic
performance, difficulty maintaining relationships, and increased reliance on mental health
services in adulthood (Accardo et al., 2024). The problem is compounded by the fact that many
traditional mental health assessments and interventions are not tailored to the unique cognitive
and social differences of autistic individuals, leading to underdiagnosis and inadequate treatment
(Astle et al., 2022). Current diagnostic systems do not fit neurodiversity, as they try to capture a
spectrum of symptom variability neatly into clear, distinct boxes (Astle et al., 2022). Children

with the same diagnostic label of ASD can vary widely in the scope, nature, and impact of their



symptoms. Comorbidities like depression and anxiety, as well as the potential of those two to be
misattributed as the primary diagnosis instead of ASD will be discussed more in detail in

Chapter 2.

Addressing this problem is crucial not only for improving the well-being of autistic
teenagers but also for developing better educational and counseling approaches. By
understanding how depression and anxiety manifest in this population and the best strategies for
intervention, professionals can create more inclusive and supportive environments that cater to
their unique needs. In this paper, I aim to provide evidence-based recommendations to help
educators and counselors recognize, support, and effectively address the mental health

challenges faced by autistic adolescents.

Purpose of the Paper

My purpose is to explore how depression and anxiety manifest in teenagers with ASD,
analyze the effects of these comorbidities, and identify effective intervention strategies. I seek to
raise awareness among educators, counselors, and mental health professionals about the specific
challenges faced by autistic adolescents and provide practical recommendations for improving
their mental health outcomes. This paper aims to bridge the gap between psychological research
and educational practice, ensuring that schools and counseling services implement evidence-

based strategies that foster resilience and well-being in autistic students.

By conducting this research, I intend to contribute to the growing body of literature on
autism and mental health, while emphasizing the role of school-based interventions in supporting

students with ASD. The findings will be particularly beneficial for school counselors, teachers,



administrators, and policymakers who work directly with teens on the spectrum. Furthermore, I
hope to promote greater inclusivity in mental health care, encouraging educators and mental
health practitioners to adopt a varied and inclusive approach when addressing the emotional and

psychological well-being of adolescents with ASD.

Positionality Statement

I come to this research as both a teacher and counselor in-training, with a strong
commitment to inclusivity and mental health support for neurodiverse youth. Over the past seven
years, I have worked closely with teenagers in the classroom, and I have witnessed a noticeable
increase in the number of students diagnosed with ASD; from just a few across all my classes, to
one or two in nearly every class. This increase has challenged me to think deeply about the
support I am currently providing, to one where I can genuinely assist students who often feel
misunderstood in regular educational settings. Personally, I value the idea that education should
nurture academic growth and emotional well-being, and I feel a strong responsibility to ensure
that vulnerable students, especially those with ASD, are not left behind. However, I often feel
overwhelmed and frustrated by the lack of resources, professional development, and lack of
systemic support available to teachers and counselors. This sense of frustration has been my
main motivator to critically examine my own practice, and question whether or not I am
providing adequate understanding and strategies that my neurodiverse students deserve. In
addition to my teaching experiences, my role as a student-teacher supervisor has further shaped
my perspective. | often notice that while new teachers do learn about IEP’s and student

designations, they are not receiving enough practical training for how to truly connect with and



support ASD students. This has deepened my resolve to advocate, not only for my students, but

also for future students that hope to become teachers.

Although there has been an increase in professional development opportunities and in-
school learning in most schools and districts. These topics only brush the top of the iceberg in
terms of practical intervention and clear understanding. Furthermore, it is incredibly difficult for
teachers and counselors to truly deal with, and provide differentiated learning to students on the
spectrum, especially when each case is unique, and when teachers are dealing with 25 to 30
students per class, and counselors with caseloads of 400 to 460 students. I acknowledge the
diverse experiences within the autism community and aim to approach the topic with sensitivity,
using evidence-based practices to support the well-being of autistic adolescents; while
acknowledging that this is a difficult issue to address, and that teachers and counselors are often
trying their best with the limited resources available to them. Ultimately, my positionality in this
research is rooted in professional and personal experiences. My commitment to inclusive
education, a frustration with systemic drawbacks, and a desire to contribute meaningfully to
change. I acknowledge that my perspectives are shaped by these values and beliefs, and that my
research is guided by a desire to bridge the gap between what students with ASD need, versus

what schools currently provide.

Theoretical Framework

This work is guided by the concept of neurodiversity, which is an alternative to the more
rigid medical model (Dwyer, 2022). The neurodiversity approach strongly suggests that diversity
of minds and brains should be valued. Currently, neurodivergent individuals are described using

29 ¢

stigmatizing terms: “deficit,” “disorder,” “restricted,” among others, which proponents of the



neurodiversity approach view as language that is subjective, value-laden, and unscientific
(Dwyer, 2022). Proponents of the neurodiversity movement claim their condition is not
something to be cured, but rather a human specificity or difference, with different ways of

socializing, communicating and sensing (Jaarsma & Welin, 2012).

Furthermore, this work is also guided by the concept of transdiagnostic approach, in
which studies focus on characteristics and mechanisms that may not align with a conventional
diagnostic category. This approach advocates for a more in depth and collaborative approach to
diagnosis that includes case-controlled designs, cross-syndrome comparison designs, diagnosis
blind studies, includes co-occurring diagnoses, specialist service recruitment, community
screening, regional/national cohorts, and population representative birth cohorts (Astle et al.,
2022). Dalgleish et al. (2020) argues that transdiagnostic approaches have the potential to better
represent the clinical and scientific reality of mental health problems, reflecting the complexity,
and comorbidity that is observed in clinical practice. The rigidity of diagnostic systems does not
match the high levels of symptom variability within categories, as co-occurring diagnoses and
difficulties are common: co-occurring learning difficulties are present in 44% of children with
ADHD and in 65%—85% of autistic children, and ADHD and autism have co-occurrence rates
ranging from 30%-70% (Astle et al., 2022). Similarly, in this paper I view depression and
anxiety disorders as issues that are highly prevalent in society. However, since autistic youth
show higher levels of depression and anxiety than normal populations (Corbett et al., 2024), I
believe that delving into the ways in which anxiety and depression presents in ASD children and

youth merits further study.

The comorbidity of depression and anxiety in autistic teenagers is not just an individual

concern but a societal issue with implications for families, educators, mental health
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professionals, and policymakers. Understanding this comorbidity could lead to the development
of more inclusive educational policies and mental health resources, ultimately improving the
quality of life for affected individuals, as well as everyone who works with such individuals.
Schools serve as primary environments where students experience social interaction and
academic development, making them crucial sites for early detection and intervention.
Additionally, by equipping educators and counselors with the necessary knowledge and
resources, this study can contribute to a more supportive and neurodiversity-affirming approach

to education and mental health care.

Outline of the Remainder of the Paper

For the following chapters, I examine existing literature, methodology, findings,
implications for educators and counselors, and potentials for future research. Firstly, the
literature review will provide an overview of existing research on levels of comorbidity and
ASD, the misdiagnosis of ASD and the inadequacy of traditional assessments and interventions,
and lastly, the role educators and counselors play in addressing these challenges. The final

chapter will provide a summary of key insights and recommendations for practice in this field.
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Chapter 2: Literature Review

Introduction

Adolescence is often considered an intense transition period in terms of physical,
cognitive, emotional, and developmental growth. This period can be both exciting and daunting,
and even more so for youth with ASD. Studies have shown that children with autism spectrum
disorder have significantly higher maternal ratings of anxiety and depression than typical
children, some reports indicate that 79% of children with high functioning autism had anxiety
and 54% had depression (Mayes et al., 2011). These rates matter because they illustrate the
disproportionate mental health load that autistic youth face compared to their neurotypical peers,
which highlights the need for targeted support. Without proper recognition and intervention,
comorbid anxiety and depression in teens on the spectrum can intensify social withdrawal, lower
self-esteem, and impair academic performance, making it even more difficult for ASD students
to manage school and social environments (Accardo et al., 2024). This has direct implications for
educators and counselors, who are often the first line of support in helping students mitigate and
manage stress, develop coping strategies, and access support. Therefore, some of the main
themes that arise in the literature include the high levels of comorbidity of anxiety and
depression in adolescents with ASD, the challenges faced by teens with ASD due to this
comorbidity, and the role that educators and counselors play in addressing these challenges and

creating inclusive, supportive environments.
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Levels of Comorbidity of Anxiety and Depression in Teenagers with Autism Spectrum
Disorder.

Autism spectrum disorder is a neurodevelopmental condition characterized by challenges
in communication, understanding social cues, repetitive behaviours, and hyper-focused interests
(American Psychological Association 2023). However, despite these core features, the way ASD
presents is highly diverse, which is why it is described as a spectrum. Some autistic individuals
have limited spoken language and require significant daily support, while others may have
advanced verbal ability and function independently, but may still struggle with matter-of-fact
communication or social interactions (Pearson, & Rose, 2021). Sensory processing differences
are also common, although the way in which they are expressed also vary. For some, heightened
sensitivity to sounds or lights may lead to overstimulation, while others may be under-
responsive, seeking sensory input, referred to as stimming, in ways that may appear unusual to
neurotypical peers, these include spinning, flapping, rocking, or humming (Kapp et al., 2019).
There are also executive functioning challenges, such as difficulty with organization, flexibility
in planning, or avoidance of routine disruption may also be present to varying degrees depending
on the individual (Silvester, & Rankine, 2024). This variety within the spectrum can be further
influenced by developmental stage, gender, and cultural background. For example, autistic girls
can present differently from boys, often masking or camouflaging their differences in social
setting, which can lead to under recognition or delayed diagnosis (Hull et al., 2017).
Developmentally, autistic traits may also shift in presentation over time, repetitive play in early
childhood may morph into intense intellectual pursuits or hobbies in adolescence (Pearson &
Rose, 2021). Furthermore, cultural factors can shape the perception of autistic behaviours and

distress, which complicates recognition across diverse populations (Kapp et al., 2019).
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Due to these variations in presentation, receiving a diagnosis is a complex process that
typically requires a combination of standardized tools. Parental, developmental, medical and/or
professional observations based on the American Psychiatric Association’s Diagnostic and
Statistical Manual, Fifth Edition (DSM-5) are required, as well as a combination of standardized
tools such as Autism Diagnostic Observation Schedule (ADOS-2), or Autism Diagnostic
Interview- Revised (ADI-R), (Brian et al., 2019). When anxiety and depression enter the picture,
these complexities deepen. Because autistic traits overlap with or mimic symptoms of
internalizing disorders, it can be difficult to distinguish whether a behavior is a core feature of
autism, an indicator of anxiety or depression, or a combination of both (Accardo et al., 2022).
For instance, social withdrawal could reflect difficulty navigating social interactions due to
autism, avoidance of social situations due to anxiety, or an early sign of depressive mood.
Similarly, repetitive questioning may be a manifestation of restricted interests, a coping
mechanism for uncertainty, or a symptom of generalized anxiety. This variability underscores
why comorbidity is so challenging to assess and why a nuanced understanding of ASD’s diverse

presentations is essential for identifying co-occurring conditions.

While autism spectrum disorder (ASD) is frequently comorbid with other conditions such
as ADHD, anxiety, and depression (Fusar-Poli et al., 2021), understanding these relationships
requires first recognizing the diversity of how ASD itself is expressed. For some autistic youth,
challenges may center on social and practical language, while others may experience heightened
sensory sensitivities, rigid adherence to routines, or difficulties with executive functioning. These
differences shape how emotional distress is both experienced and communicated. For example,
an adolescent with strong verbal skills may describe feelings of overwhelm but struggle to

articulate them in socially expected ways, while a minimally verbal peer may instead show
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distress through increased stimming, aggression, or withdrawal (Sterling et al., 2008). Gender,
developmental stage, and cultural context further influence how autism manifests, adding layers
of variability (Hull et al., 2017). This means that comorbid conditions often present in ways that
differ from neurotypical populations. Anxiety, for example, may emerge not as worry expressed
verbally but as school avoidance, sensory-driven meltdowns, or insistence on sameness (Jaarsma
& Welin, 2012). Depression may appear less as overt sadness and more as loss of interest in
preferred activities, flat affect, or chronic fatigue (Sterling et al., 2008). Importantly, autistic
adolescents are at elevated risk of suicidal ideation and behaviors (Mayes et al., 2013),
underscoring the urgency of adapted assessment and intervention. Beyond individual
presentation, social dynamics also play a critical role. Autistic teens who camouflage or mask in
order to fit in may experience exhaustion, identity confusion, and heightened vulnerability to
bullying or social exclusion (Bitsika & Sharpley, 2014). Similarly, difficulties with flexible
communication or sensory regulation can lead to misunderstandings and further stress in school
or peer environments. Over time, these overlapping personal and social challenges compound,

contributing to higher levels of dissatisfaction and compromised mental health (Park et al., 2020)

In terms of methodology and literature review regarding the study of ASD and its
comorbidities, most of the studies available fall into three categories: longitudinal, survey-based,
and meta-analytical. Each contributes differently to what is known about anxiety and depression
in autistic youth. Longitudinal studies track the same participants over time, making them
particularly valuable in showing how comorbidities shift during developmental transitions. For
example, Corbett et al. (2024) found that while some autistic teens demonstrated resilience and
stable functioning over four years, others showed worsening depressive symptoms, often linked

to peer rejection and school stressors. Similarly, Gray et al. (2012), followed participants for 18
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years and highlighted how early difficulties with social reciprocity predicted long-term
vulnerability to depression. These findings emphasize that comorbidity is not static; it changes
across adolescence and young adulthood, which has direct implications for when and how
interventions should be introduced. Meanwhile, survey studies dominate the field because of
their accessibility and large sample sizes. These studies often measure self-reported or parent-
reported levels of anxiety, depression, or related behaviours. For instance, Accardo et al. (2024),
drawing on Census Bureau data with over 54,000 youth, demonstrated that autistic adolescents
had far higher rates of clinically significant anxiety compared to neurotypical peers, and that
comorbidity was associated with difficulties in executive functioning and school performance.
Smaller studies, such as Bitsika & Sharpley (2014), while limited in sample size, show how
parental stress interacts with children’s self-reported anxiety, suggesting an opposite relationship
between family environment and mental health. However, survey research often relies on
parental reporting, which can under or overestimate internal states such as worry, sadness, or
hopelessness, making it difficult to capture the authentic lived experience of autistic youth. Next,
meta-analyses provide a broader synthesis of these patterns. For example, Fusar-Poli et al. (2021)
reviewed multiple studies and found that autistic individuals are 2 to 4 times more likely to
experience anxiety disorders and depression compared to neurotypical populations. Meta-
analyses also show that presentations of these conditions vary: autistic youth may show
depression as withdrawal or loss of interest rather than overt sadness, or anxiety as meltdowns or
rigid routines rather than verbalized worry. These findings highlight the importance of diagnostic
sensitivity; standard psychiatric measures designed for neurotypical populations may miss or
misinterpret autistic expressions of distress. Lastly, something that is significant in all these

methodologies is how comorbidity is framed. Many studies still adopt a deficit-based model that



16

views comorbidities like anxiety and depression solely as negative consequences of autism. This
risks overlooking the role of environmental factors, such as bullying, lack of accommodations, or
the exhaustion caused by masking (Pearson, & Rose, 2021). Research framed through a
neurodiversity lens, however, shifts the focus toward the interaction between autistic traits and
societal structures, emphasizing that distress is not only inherent to autism, but also produced by
exclusion, stigma, and lack of support. This differentiation matters, as it shapes both the
interpretation of findings and the interventions recommended: whether treatment focuses only on
symptom reduction or on creating environments that affirm autistic identity and reduce external

Stressors.

Diagnosis, Misdiagnosis, Missed Diagnosis of ASD and the Inadequacy of Traditional
Assessments

The current diagnostic process for ASD is complex and multilayered, often beginning
when parents, educators, physicians, or other caregivers notice developmental differences in
communication, social interaction, or behaviour (Brian et al., 2019). However, these signs can
vary significantly depending on the individual, making recognition and diagnosis challenging.
For example, some children may demonstrate limited eye contact, struggle to interpret social
cues, or avoid group play, while others may speak fluently yet have difficulty sustaining
reciprocal conversations or recognizing sarcasm and metaphor (Brian et al., 2019). In my classes,
I have resorted to having a little green flag that spells “SARCASM?” in big letters, for when a
student or I say something sarcastic. Students often get a laugh out of it, and others have found it
helpful to be in the loop when sarcasm is being used in class. Furthermore, repetitive behaviours

and restricted interests can present differently as well, ranging from lining up toys in early
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childhood to an intense and highly specialized focus on topics such as trains, video games, or
historical events in adolescence. Some of the examples of these traits I have seen in my students
include an obsession with Jack the Ripper, making music videos, making elaborate plans for
dungeons and dragons, and dinosaurs. Another presentation that can further complicate
presentation are sensory sensitivities. One child may cover their ears at the sound of hand dryers
in public bathrooms, while another may appear unbothered by noise but show extreme sensitivity
to clothing textures (Zwaigenbaum et al., 2019). In school settings, this diversity in presentation
often determines whether a student is noticed or not. A child who exhibits disruptive meltdowns
or visible distress may be referred quickly for assessment, while a quiet, academically capable
student who internalizes difficulties or “masks” symptoms to blend in with peers may remain
undiagnosed for years. These variations highlight how teachers and counselors must approach
each case with nuance, as overlooking subtle or non-stereotypical presentations can delay both

identification and access to appropriate supports (Zwaigenbaum et al., 2019).

While some or many of these signs can emerge as early as 12 months (Brian et al., 2019),
they can be subtle enough to be delayed in recognition until later developmental stages
(Zwaigenbaum et al., 2019). Once one or more of these behaviours have been observed,
initiating the process of evaluation can begin. This process is varied and can often depend on the
country and location the person lives in. In Canada, a physician, usually a pediatrician, or
psychologist may diagnose cases using their own judgements and observations, and DSM-5
criteria. Some of the tools a physician and psychologist may also use, include tools like ADOS-2
or ADI-R (Penner et al., 2019). The ADOS-2 is a standardized, semi-structured, play and
conversation based assessment designed with 5 different modalities to assess toddlers, all the

way to adults. Behaviours are scored on standardized rating scales that measure things like social
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communication, repetitive behaviours, and reciprocal interactions. This assessment does not rely
on self-reporting, but rather, focuses on observable, in the moment behaviours in a controlled
context (Brian et al., 2019). Meanwhile, the ADI-R is a structured standardized interview that is
conducted alongside with a parent or primary caregiver. It mainly focuses on the developmental
history and current behaviour on three main areas: 1) reciprocal social interaction, 2)
communication language, and 3) restrictive and repetitive behaviour (Brian et al., 2019). Relying
on observational data in session can be highly limiting, as clinicians usually determine a
diagnosis based on observing the child in a clinical setting and limit themselves to the challenges
and behaviours the child exhibits at work, school, or home. Currently, the CDC acknowledges
that there are many tools to assess ASD in young children, and that no single tool should be used
as a basis for diagnosis. In British Columbia, a team-based approach is generally recommended,
as it usually involves a multidisciplinary team encompassing a physician, or
pediatrician/psychiatrist, psychologist and speech-language pathologist (Penner et al., 2019).
This allows different professionals to observe and interact with the child or teen, implement their
own preferred assessments, and then collaborate based on their experiences towards a diagnosis
(Penner et al., 2019). In terms of a timeline for a diagnosis, estimates vary widely. In British
Columbia assessment can be provided with the referral of a physician to the BC Autism
Assessment Network (BCCAAN). However, estimated wait times are 80.6 weeks, which can be
a difficult wait for parents to endure. Although there are private options, the cost of private
assessment ranges between $2,500 and $5,000 CAD, depending on the scope and complexity of
the case (BC Autism Assessment Network). Unfortunately, this cost can be prohibitive for many

families, who unfortunately may have no recourse but to wait for the public service.
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Structured tools like the ADOS-2, and ADI-R may have strong reliability and validity,
but they are administered in controlled conditions which can have limitations on the behaviour
displayed by the child or youth which can vary widely in the scope, nature, and impact of their
symptoms (Astle et all., 2022). Furthermore, Reilly et al. (2014) suggest that current diagnostic
tools are not particularly designed to differentiate between overlapping features, such as whether
social withdrawal is the result of autism-related communication challenges or of depression. As a
result, the diagnostic path is often guided more by the most obvious presenting problem. For
example, a child showing signs of anxiety may be diagnosed and treated primarily for anxiety,
while the underlying presence of ASD may remain unrecognized. This reliance on presenting
problems rather than the careful differentiation of co-occurring conditions increases the risk of
misdiagnosis or delayed diagnosis, which in turn can complicate intervention and support
planning. Firstly, some of the issues of traditional assessments under the medical model are
described using stigmatizing terms like “deficit,” “disorder,” and “restricted,” among others
(Dwyer, 2022). These terms tend to highlight weaknesses, and centre on neurotypical norms,
which contributes to limitations of understanding and misdiagnosis (Dwyer, 2022). By focusing
on what an individual cannot do, rather than their strengths, clinicians can develop a deficit
framing mentality of only looking for negatives (Astle et al., 2022). Another issue is that these
assessments usually take place in clinical environments, which may not reflect a child’s typical
environment, like their home or school. Since many autistic traits depend on the context,
masking or camouflaging can minimize observable signs, which can lead to missed diagnosis
(Brian et al., 2019). Similarly, traditional screening tools have a limited scope for sensory and

comorbid conditions, such as anxiety, depression, ADHD or others (Astle et al., 2022).
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Some of the reasons why a diagnosis may be missed during childhood and even
adolescence, despite the availability of assessment tools and a multidisciplinary team, include a
variety of individual and systemic reasons. Some of the specific cognitive and social differences
in autistic individuals that can contribute to misdiagnosis or underdiagnosis, can include masking
or camouflaging, internalizing symptoms, displaying non-stereotypical presentation, and
comorbid conditions. Many children and teens, especially girls, learn from an early age to imitate
or adapt to their peers' social behaviours, and in turn suppress stimming behaviours like
humming, or rocking (Pearson & Rose, 2021). They may also practice or engage in scripted
conversations, where they may prepare a set of questions or answers for moments where they
engage with others, all of which can hide autistic traits during assessment (Pearson & Rose,
2021). Masking or camouflaging can lead to missed or delayed misdiagnosis, as clinicians may

miss overt symptoms during assessment (Hull et al., 2017).

Another contributing factor to misdiagnosis is the presence of internalized symptoms.
These differ from masking because instead of actively pretending or mimicking, children and
youth will internalize their problems. Individuals with ASD demonstrate increased internalized
mental illness relative to typically developing youth (Solomon et all., 2012). Hiding feelings of
anger, frustration, misunderstanding, or any other feeling that is not being overtly expressed, can
then manifest as anxiety, depression, or withdrawal, which can then be misattributed to other
conditions, and can also lead to misunderstanding and misdiagnosis (Dwyer, 2022). Internalizing
symptoms can also lead to parental and professional misunderstanding, as parents, teachers, or
counselors may interpret autistic behaviours as shyness, depression, misbehaviour, and even

oppositionality, leading in turn to missed referrals or diagnosis (Mayes et al., 2013).
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Additional factors that could interfere with assessment are high verbal or cognitive
ability. Although some research studies have begun separating their research groups into high
functioning vs low functioning autism based on 1Q, this is again based on a deficit model
(Bitsika & Sharpley, 2014). Since many professionals are looking for children or teens with
social communication deficits, oftentimes children with strong language squills can be missed.
Autistic individuals who present with socially acceptable topics, who are more comfortable with
eye contact, or have strong verbal skills may be misdiagnosed (Pearson & Rose, 2021). This is
especially significant in girls, as male predominance is estimated at a ratio of 4:1, and as a result,
there has been relatively little research done on girls with ASD (Solomon et al., 2012). Gender
bias in autism research also means that most work has been historically based on male samples,
which has in turn led to underrepresented female presenting traits, and are affected in different

ways than boys (Mayes et al., 2011).

Considering that there are potential problems with only a single diagnosis of ASD, issues
can become increasingly complex when there are more comorbidities present. Comorbidity
confusion can lead to diagnostic overshadowing, which refers to the process by which a person
with a mental illness receives inadequate or delayed treatment (Shefer et al., 2014). A meta-
analysis conducted by Accardo et al. (2024), reported that co-occurring mental health conditions
with autism accounted for 20% anxiety, 11% depression, 5% bipolar disorder, 9% obsessive
compulsive disorder, and 4% schizophrenia. However, concerns regarding inconsistencies in the
methods, conditions, and reporting of autism have contributed to a state of variability in
reporting. When one or more of these conditions show up alongside a diagnosis of ASD, they

can overshadow autistic traits and consequently autistic treatments, especially if clinicians focus
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on treating or working on the most obvious symptoms (Kerns et all., 2014). This is why

understanding ASD and the nuance of the diagnostic process is so vital.

Receiving a misdiagnosis can lead to misapplied therapies. In some cases, the diagnosis
can be missed during the early developing years, and instead the child or youth may be referred
to mental health services for treatment of other comorbid psychiatric conditions instead of ASD
(Aggarwal & Angus, 2015). If a child or youth is misdiagnosed with disorders such as social
anxiety, personality disorder, conduct disorder or any other, the resulting treatment would mostly
focus on suppressing or changing behaviours, instead of understanding the underlying cause of
what is generating this behaviour (Boulter et al.,2013). Misdiagnosis and the use of misapplied
treatment or being involved in therapies that seek to change behaviour can lead to increased
levels of distress for children and teens with ASD (Pearson & Rose, 2021). The implications of
misdiagnosis for long-term mental health outcomes for people with ASD can be far-reaching and
can significantly shape quality of life and overall mental health. One of the main implications
involves an increased risk of mental illness, where misdiagnosis of ASD showed elevated rates
of anxiety, depression, eating disorders, and even suicidal ideation (Hirvikoski et al., 2020).
Furthermore, experiencing barriers to access and feeling misunderstood and even ignored can
lead to feelings of burnout, and even exhaustion, which unfortunately worsen mental health
conditions. ASD individuals are at increased risk of suicidal behaviour, and as previously
mentioned, the highest risk was in ASD females without intellectual disabilities but with ADHD
(Hirvikoski et al., 2020). This sheds some light into the impact that comorbid conditions have on
people with ASD, as well as the importance of an accurate diagnosis. An incorrect diagnosis can
be a barrier to self-understanding, especially in terms of their own neurodiversity. A big part of

the neurodiversity model is self-advocacy, especially in diagnosing and lobbying for greater
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inclusions and understanding (Dwyer, 2022). One of the points of diagnosis is the ability to
create connections, community, and acceptance. Many people, as well as their families, report
feelings of relief, clarity, and understanding upon receiving a diagnosis (Aggarwal & Angus,
2015). In order to provide the best possible services, the quality and accuracy of diagnosis for
children and youth with ASD is essential. The earlier the diagnosis the better, as it has been
demonstrated that early intervention improves both the short-term and long-term outcomes of
ASD (Fusar-Poli et al., 2022). If, however, diagnosis is missed during the early years, it is
imperative to understand and consider the comorbidities that are often present, since the high co-

occurrence of anxiety and depressive disorders in individuals with ASD has been established.

The Role of Educators and Counsellors Play in Addressing the Comorbidity of Anxiety and
Depression with ASD

The prevalence of ASD in schools, as well as the comorbid conditions that often
accompany ASD, are underrecognized or misinterpreted in educational and therapeutic settings
(Kerns et al., 2015). Although mental health conditions are increasingly prevalent in neurotypical
teens, the rates at which they occur in neurodiverse teens is significantly higher (Solomon et al.,
2012). Some of the ways in which anxiety can manifest in the classroom include high
absenteeism, withdrawal, meltdowns, or perfectionism, while depression can come across as
disinterest, laziness, or defiant and hostile behaviours (Kerns et al., 2015). As a result, autistic
students are at risk of not receiving appropriate interventions, both in class and with a school
counselor. All of which can lead to emotional distress, academic engagement, and deeper levels

of anxiety and depression (Accardo et al., 2022).
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Some of the cognitive and social differences in children and youth with ASD include
sensory sensitivities, executive functioning challenges, and communication challenges,
especially in social settings (Van Steensel et al., 2011). Many of these challenges are exacerbated
in a school setting. For example, navigating large classes, loud common areas for lunch and
play, strict or rigid learning guidelines, and complex social environments and unwritten
guidelines among peers (White et al., 2009). While a neurotypical student may not consider
many of these issues, or feel they interfere with their learning, they can be incredibly challenging
for neurodiverse individuals. Furthermore, many students with ASD also struggle with
transitions, issues of perfectionism, rigid thinking patterns, and intolerance of uncertainty
(Boulter et al., 2013). Some of the ways in which these traits can show in a class setting include
having trouble switching between different classes during the day; being unhappy or frustrated if
they do not receive a perfect grade, or refusing to hand in work because it is not “perfect yet”;
only wanting to do one type of assessment, like always taking a test, but not wanting to work in
groups, or do presentations; and only wanting to work on a topic they are knowledgeable in, or
reluctant to go into a new learning unit. All of these difficulties can increase and worsen anxiety,
depression, and school performance (Accardo et al., 2022). These can show up in the classroom
as lack of participation or assignment avoidance, skipping class, or even having meltdowns. All
of these can potentially affect their overall grades, as well as the connection they have with their
teacher and peers. Teachers can misconstrue these reactions as misbehaviour, and peers may
avoid working with them or interacting positively with ASD students, all of which leads to a

further negative feedback loop of more depression and anxiety.

Since maintaining a non-problematic school environment is a priority for most educators,

schools often prioritize behavioural compliance over emotional well-being. While this is not
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necessarily malicious in nature, teachers, admin, and even counselors can focus on managing
observable behaviours, as opposed to mental health and underlying conditions. Therefore, the
role that educators play in the lives of students with ASD is enormous. They are often the first
adults outside of the family that have the opportunity to spend significant amounts of time with
the children and youth outside of the home, and as a result can identify and observe patterns of
behaviour. Therefore, educators are often some of the first to notice ASD tendencies, as well as
other mental health challenges in their students. However, a teacher’s ability to hone-in to these
challenges a student may be facing is highly dependent on their training, knowledge of
neurodiversity, and understanding of other mental health comorbidities. Recognizing the
student’s challenges and determining how to support the student is an additional task added onto
the regular pressures of teaching, such as marking, managing 25 or more students, regular
misbehaviour, and teaching the required material. While teachers are not diagnosticians, lack of
training on neurodiverse presentations and their unique needs, may lead them to inadvertently
overlook or misconstrue symptoms in neurodiverse populations, especially if they are high
functioning or masking their distress (Boulter et al., 2013). Some of these behaviours may
include frequent absences, work avoidance, perfectionistic tendencies, intolerance of uncertainty,
or distress when deviating from a set schedule (Sterling et al., 2008; Boulter et al., 2013). All of
these behaviours can easily be misattributed to personality, laziness, and even disobedient or
defiant attitudes. In my own practice as a teacher, I have even heard other teachers refer to
students as “bad apples” and attribute all their behaviour to “bad parenting”, without
understanding that some of these students literally cannot help themselves in their behaviour or

reactions.
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The first challenge that schools face is in identifying students who are struggling.
Educators are often the first ones to notice when ASD students are struggling, since they interact
with them on a daily basis in both an academic and social setting. Some of the signs of struggle
students may display includes working in groups, sensory overload due to bright lights or loud
noises. Signs of anxiety and/or depression can also manifest as withdrawal, high absenteeism,
perfectionism, refusal to participate, meltdowns, or misbehaviour. As a result, teachers must
make an effort to balance identifying these symptoms and avoiding assumptions, since masking
and camouflaging among autistic students can make their struggles less noticeable. Observing
patterns and collaborating with other teachers can be incredibly valuable in identifying when a
student is struggling. Similarly to teachers, counselors are also essential in providing a
complementary perspective to identifying student challenges. By exploring the underlying
emotional and social difficulties a student may be experiencing, counselors can delve beyond the
confines of the classroom. Unlike most teachers, counselors are trained to identify and make
preliminary assessments for anxiety and depression, which are two of the most common
comorbidities of ASD, but can often be attributed to personality or behaviour. Through a
counselor’s ability to connect with the student one-on-one and collaborate with their teachers and
families, they can help identify and/or clarify whether the cause of the student’s struggles are
ASD related, due to comorbid conditions, or environmental. If the school counselor is unable to
identify the cause or reason for the student’s struggle, they can always refer the student to an
outside agency or specialist. However, counselors who are unfamiliar with the needs of ASD
students, and the adaptations that can be beneficial to them can unintentionally misunderstand
and isolate their needs (Silvester, & Rankine, 2024). All of this makes the counselor’s role

critical in collaboration, identifying, and providing ongoing support for the student.
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Some of the most effective ways educators and counselors can support students with
ASD are through intentional strategies that promote inclusivity and directly address the
challenges many autistic students experience in school. Trauma-informed and inclusive teaching
practices, for example, can help create environments where students feel safe, respected, and
understood. These are key factors given that autistic students often experience heightened stress
and anxiety in unpredictable or non-accommodating settings (Meyer et al., 2014). Flexible
methods for student learning, such as offering multiple ways to demonstrate knowledge (oral,
written, visual, or project-based), not only align with Universal Design for Learning but also
allow autistic students to show their strengths in ways that minimize barriers posed by rigid
assessment methods (Goodall et al., 2022). In addition, consistency through structured routines
and predictable schedules can reduce anxiety, as many ASD students rely on clear expectations
and in-advance knowledge of transitions to feel secure (Zwaigenbaum et al., 2019). The use of
visual supports and explicit written instructions, such as rubrics, step-by-step guides, and posted
classroom norms addresses the frequent challenges autistic students may face in processing
abstract or verbal-only instructions (Fleury et al., 2014). Likewise, adjusting the sensory
environment, such as dimming fluorescent lights or reducing auditory overstimulation with
simple adaptations (e.g., tennis balls on chair legs), acknowledges the sensory sensitivities that
are common features of ASD (Robertson & Simmons, 2015). Most importantly, emotionally
responsive classrooms where students’ feelings are validated, and co-regulation strategies are
modeled support the high rates of co-occurring anxiety and depression among autistic youth.
While these approaches benefit all students, they are particularly critical for ASd learners, who
may otherwise experience school as a source of stress rather than belonging (Goodall et al.,

2022).
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Similarly to educators, counselors can also practice inclusivity beyond the classroom by
promoting social-emotional learning and peer connection. By providing safe spaces within the
school environment counselors can create opportunities for neurodiverse students to decompress
and regulate their emotions, which is particularly important for autistic students who may
experience sensory overload or social fatigue during the school day (Dwyer et al., 2022). From a
counseling perspective, these spaces can also serve as supportive environments where students
learn coping strategies, practice self-regulation, and process challenges they encounter in
academic or social contexts. In addition, counselors play a vital role in advocating for
accommodations such as extended time on tests, structured supports during transitions, or
adjustments in extracurricular activities like sports or clubs. These efforts not only reduce
barriers that often exacerbate anxiety and depression in autistic students but also promote
inclusion, equity, and emotional safety, reinforcing the counselor’s role as both advocate and
mental health support within the school setting. Some of the adaptations that a counselor may
make to better facilitate a session with an ASD child or youth could include using visual
supports, simplifying abstract language, and incorporating interests or routines that are
meaningful to the client (White et al., 2009). In addition to individual counselling, school
counsellors play a pivotal role in connecting educators, parents, and external counselling or
mental health support to liaise and facilitate collaboration between all parties. In a school setting,
this can include contributing to and collaborating on Individualized Educational Plan (IEPs), or
more individual learning plans that best support the academic and emotional needs of the student
(Silvester, & Rankine, 2024). Planning, collaborating, and involving support teachers, educators,
and parents can help reduce rates of anxiety and depression, as well as intolerance of uncertainty,

absenteeism, and withdrawal, with special attention to assisting ASD students when they are
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placed in inclusive classrooms (Park et al., 2020). By supporting students and staff, counselors

can create a bridge where both parties can develop greater understanding, and empathy.

In order to better implement these strategies, there are many different resources needed to
provide better supports for students with ASD. For educators, they often lack sufficient time,
training, and supplies to successfully practice inclusive practices effectively. Research shows
that evidence-based teaching strategies, such as the use of visual supports, structured routines,
explicit social skills instruction, and differentiated learning approaches are among the most
successful and practical in classrooms for students with ASD (Gray et al., 2012). These strategies
help address some of the challenges autistic students face, such as difficulties with transitions,
social communication, and processing abstract information, while also promoting predictability,
reducing anxiety, and allowing students to demonstrate learning in ways that align with their
strengths. For all of this to happen, professional development regarding ASD, as well as
comorbid mental health issues like anxiety, depression and others, is essential in raising
understanding and capability among teachers (Sanz-Cervera, & Tarraga-Minguez, 2021). Being
familiar with terms like executive functioning, emotional regulation, and common comorbidities
in ASD can help educators develop empathy and recognize mental health warning signs with
care and compassion, rather than judgement, punishment, or exclusion (Goodal et al., 2022). All
of this helps educators create a learning environment in which neurodiverse students feel
confident to reach out and express distress. These resources can include visual schedules,
assistive technology, and opportunities to collaborate with a specialist or case manager.
Furthermore, smaller classrooms, lighter workload or prep-time are equally important in
providing teachers with the opportunity to focus on individualized support. Similarly, counselors

would greatly benefit from receiving resources to support their practice. Having a manageable
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caseload to dedicate meaningful time to their students, access to specialized training or
professional development in autism and mental health comorbidities, as well as sufficient in-
school prep time to liaise and coordinate with parents, teachers, and outside specialists.
Counselors also require the support of the union, district, and local government to implement and
advocate for systemic changes, such as implementing school wide policies and initiatives, as
well as creating partnerships with local organizations that can further help the students and the

community at large.

Ultimately, both teachers and counselors need and rely on greater systemic support in
order to truly support ASD students. Training in neurodiversity understanding and best practices
should be mandatory in teacher training universities and colleges, as well as part of the ongoing
professional development teachers do throughout their career, not just for teachers, but
counselors as well. Many counselling programs often focus on and are geared towards
neurotypical problems and populations. Lack of specialized training in both autism and child
mental health is a recurring theme, while many programs may include modules on
neurodiversity, these are often general in scope, and do not go into depth of recognition,
diagnosis, or treatment (Brookman-Frazee et al., 2009). In fact, when a counselor or school
counselor has suspicions or believes they may be dealing with a neurodiverse client or student,
they are often trained to refer the student to a counselor that specializes in this area. Most schools
do not have a specialized counselor in-house that knows how to adequately address the cognitive
and emotional challenges of ASD children and youth (Silvester, & Rankine, 2024). Schools also
need support from the administrative team in order to prioritize mental health services and ensure

staff have the adequate support and time to plan. Without institutionalized support, such as
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adequate staffing, funding for training and resources, many of the efforts made by individual

schools, teachers, and counselors may be unsustainable in the long run.

Due to the diagnostic challenges of ASD, treatment, and therapeutic accommodations,
research regarding best practices increasingly point towards neurodiversity-affirming
frameworks that combine mental health awareness with inclusive education (Goodal et al.,
2022). Some examples of these methodologies include Multi-Tiered Systems of Support
(MTSS), and Collaborative and Proactive Solutions (CPS). MTSS offers tiered services that
address both learning and emotional needs across school populations, and can easily be adapted
to include specific interventions for autistic students with mental health comorbidities
(Belmonte-Mulhall & Harrison, 2022). Similarly, CPS, developed by Ross Greene, emphasizes
understanding the “why” behind challenging behaviours and working with students to solve
problems collaboratively (Greene & Winkler, 2019). This approach is helpful for students who
experience emotional dysregulation due to anxiety or sensory overload. However, the emphasis
is less on the specific needs of autistic individuals, but rather on behaviorally challenging youth
(Greene & Winkler, 2019). In most cases, once children with ASD enter elementary school, the
school becomes the primary service provider, delivering large amounts of special education
interventions (Kasari & Smith, 2013). Therefore, the implementation of precise but flexible
interventions likely requires developing individualized manuals that specify key components of
the intervention. However, even if teachers are willing, deploying efficacious interventions into
community settings such as schools poses many challenges, and are difficult to implement
(Kasari & Smith, 2013). Since no one methodology is a catch-all for best practices, and often
require individual planning, the effectiveness of each methodology is dependent on adequate

training, access to resources, and staff willing to be trained and implement these methodologies.



Therefore, until schools prioritize inclusive and informed practices, outcomes for children and

youth with ASD will continue to suffer.
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Chapter 3

Summary

Throughout this capstone my goal was to develop a greater understanding of depression
and anxiety in teenagers with ASD, with an emphasis on the importance of diagnosis and the role
that educators and school counselors play in addressing these challenges. The main issue
addressed is the high prevalence of anxiety and depression in autistic teenagers, and the ways in
which these conditions can impact their quality of life, academic work, social engagement, and
long term results. Furthermore, the way in which these comorbidities can complicate the process
of identification and diagnosis of ASD should be of critical concern to teachers and counselors.
The literature review shows that teenagers who are on the spectrum have an elevated risk of
anxiety and depression compared to their neurotypical peers. Some of the factors that contribute
to this discrepancy include difficulties with social communication, sensory sensitivities,
challenges with emotional regulation, intolerance of uncertainty, and the emotional toll of
masking behaviours. Lack of validation in regards to autistic experiences, as well as
stereotyping, bullying and internalizing are also linked to depressive symptoms. These findings
highlight the complex interaction between comorbid conditions and ASD characteristics.
Research also points to the limitations with the traditional diagnostic process. The current most
typically used medical model often portrays ASD through a deficit lens, which can lead
professionals to focus on things that are wrong, or low compared to the norm. Some of the
diagnostic tools most commonly used include the ADOS-2 and the ADI-R, which are valid and

valuable. However, they are time-sensitive, costly, and can sometimes overlook girls due to their
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high masking tendencies, individuals with high verbal and communication skills, and culturally
diverse populations for whom English is not their first language. Cases of misdiagnoses, or
missed diagnoses can delay access to necessary and appropriate supports, and can also increase

vulnerability and mental health challenges.

In schools, teachers and counselors play a key role in identifying signs of distress in ASD
students, while helping provide supportive environments. Teachers can be instrumental in
recognizing classroom challenges, implement inclusive strategies, and promote collaboration and
acceptance through differentiated instruction and learning accommodations. Similarly,
counselors complement educators’ work by interacting with students one on one, facilitating
social-emotional learning, and collaborating with student’s peers, teachers, and family. Despite
the potential that both teachers and counselors have in positively impacting ASD student’s lives,
they both face systemic barriers to provide the best support. Limited training, time constraints,
large caseloads or class-sizes, low staffing, and insufficient resources limit their ability to

provide well informed, consistent, and individualized support.

Lastly, despite valuable research, the literature has multiple limitations. Much of the
research relies on clinical and survey methodology, rather than school or home based contexts.
Studies also tend to generalize across the autism spectrum, and although some are differentiating
between low vs high functioning autism, a focus on individual variation remains low. Gender
differences continues to be a limitation, as population samples for boys are larger, and many
studies on bullying, ADHD, and other comorbidities of ASD have only been done on boys.
Moreover, the research encourages evidence based solutions, but research is limited or unclear as

to how their findings can be translated into everyday school practice.
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Implications

The literature review is varied and covers many aspects of ASD, all of which carry
important implications across multiple levels. From the individual student who is on the
spectrum, to the policy makers that determine the budget and the way schools, teachers and
counselors deal with students with ASD. To begin, the literature makes it clear that teens with
ASD are at a heightened risk of depression and anxiety, due to both environmental and biological
factors. The importance of early identification and adequate supports are essential for overall
well-being. ASD students benefit from having supportive environments that validate and
accommodate for neurodiversity, reduce the need to mask, and provide mental health resources.
Failure to understand address or accommodate these needs can lead to deeper levels of anxiety,

depression, disengagement, absenteeism, suicidality, and other mental health challenges.

For educators, the implications of the literature suggests that they play a crucial role in
the lives of ASD teens, as they can either ease or intensify the challenges of their students.
Having the knowledge and ability to identify and recognize ASD traits, as well as the subtle
and/or overt signs that ASD students present, which may be different from neurotypical students
is essential for helping and accommodating students accordingly. Implications for this group
include adopting flexible instructional strategies, fostering inclusive classroom culture,
accommodating for sensory overstimulation, and collaborating with counselors and family to
ascertain what works best for the student. However, this requires adequate training, resources,
and prep-time, which is often not readily available. The risk of not learning and implementing
these types of measures can lead to teachers misinterpreting and misunderstanding ASD

comorbid behaviours as defiance, lack of motivation, or worse, personal failure, rather than signs
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of distress, leading to punitive or disciplinary actions, rather than empathetic and supportive

measures.

School counselors are uniquely positioned to use their clinical knowledge to bridge the
student, teachers, and family to the appropriate mental health supports. The implications of the
literature emphasizes the need for counselors to become knowledgeable in the ways in which
ASD presents, as well conditions such as anxiety and depression that co-exist with the spectrum.
It is of utmost importance that counselors provide a neurodiversity affirming approach to
validate autistic students, and provide support and advocacy with them to teachers and their
family. Counselors should also be skilled in supporting self-advocacy, coordinating care between
families, teachers, and outside professionals. All the literature highlights the importance of these
approaches but underscores the need for counselors to have smaller caseloads, greater access to
professional development, and resources to educate and liaise with other in school teams and
outside agencies. Unfortunately, in order for counselors to provide high quality individualized
care and move towards preventive care instead of crisis management, resource allocation must be

prioritized towards this area.

Students, teachers, and counselors all exist within the umbrella and power of individual
schools and school district policies. For individual schools, they must commit to creating
environments where mental health needs, not just academic, are addressed. Having school wide
policies that promote inclusivity, sensory accommodations, and collaboration between teachers,
counselors, and parents. However, many of these policies come directly from the district, where
resource allocation takes place. Ideally, district leadership should prioritize the mental health of
the students, and provide support for professional development, collaboration guidelines, and

resources for all staff. Without this type of top-down support, teacher and counselor efforts will
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remain local or limited to the few teachers and counselors and the students they oversee. Lastly,
the literature points towards larger implications at a government or policy making levels. These
include increasing funding for early screening and reducing waiting times for diagnosis. Moving
beyond a focus on deficit-based medical model and making a move towards policies that
recognize neurodiversity and address mental health comorbidities. Addressing systemic barriers
to diagnosis, allocating and mandating funding for mental health in schools and addressing

systemic barriers are necessary to provide equitable support.

Recommendations

Based on the findings of this capstone, it is clear to me that teachers require an in depth
and practical understanding of the subject matter to better support ASD students, as well as those
experiencing comorbid depression and/or anxiety issues. To address this gap in knowledge, I
propose a two-part initiative where I provide a professional learning workshop to equip teachers
with the theoretical and practical knowledge of ASD and the common comorbidities that often
accompany the spectrum. Secondly, I would spearhead a school wide initiative to create
designated sensory friendly lunchrooms within the school to provide safe and supportive spaces

for students to decompress during the day.

First, the teacher workshop would be based on a neurodiversity affirming framework,
focusing on the unique cognitive and social experiences that ASD students often have, while
providing practical strategies to identify early signs of distress, anxiety, and depression. These
would include noticing behavioural pattern changes, such as always handing things on time, to

suddenly not handing things in; taking a daily 5 minute bathroom break that turns into 20 plus
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minute breaks; or sudden obsession/frustration with not receiving perfect grades. Moreover, |
would also discuss how anxiety and depression manifests in students with ASD, and the type of
accommodations that can help with minimising these stressors. I would highlight the role of
inclusivity, encouraging teachers to reflect on how their classroom environment impacts sensory
and emotional regulation. My hope is that this workshop empowers teachers to be aware and
recognize students at risk, while encouraging teachers to take action in small ways that not only

benefit neurodivergent students, but neurotypical ones as well.

The second component of the model would see me translating the theory into practice by
creating sensory designated rooms during lunch periods. Burnaby Mountain, which is the school
where I currently work, has a recreational space problem, especially during lunch, as there aren’t
enough benches, tables, or sitting areas for students to sit. As a result, they often sit in the
hallways on the floor. However, there are many teachers who have an open door policy and
allow students to eat their lunch in their classroom while they eat in the teachers’ lounge or sit
outside. I would then propose to that teachers who volunteer to let their classroom open during
lunch for students, to follow or collaborate with me, in designating each classroom as suited for
different sensory needs. For example, “silent rooms” for students craving quietude, “dark rooms”
for students preferring reduced lighting, “loud noise-friendly rooms” for students looking to hang
out with their friends. This system directly acknowledges the different sensory needs of
neurodiverse students, while also providing a safe space for neurotypical students who may also
benefit from these designated spaces. Students and staff would be informed of the availability of
these rooms through signage, speaker announcements, and room labeling for clear
communication. This would normalize practices that benefit neurodiverse students, while

reducing stigma for these types of accommodations.
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Furthermore, to enhance the effectiveness of these rooms, a simple, and I hope, impactful
addition would be the use of tennis balls on chairs and desk legs to minimize disruptive and loud
noises. This is a small, but impactful modification that can reduce auditory stressors for all
students sensitive to sound, while contributing to a calmer atmosphere. To begin, I would apply
the tennis balls to the rooms participating in the specialized open door program but would scale
up to other teachers that may request tennis balls. This is also a practical and free practice that
can have immediate benefits for students. I first applied this methodology to my own classroom
with great success, and I believe it could be easily applied to more classrooms. Moreover, it is
fairly easy to collect free, no longer used tennis balls. I personally acquired the ones from my
classroom from the racquets club where I play squash. However, having since reached out to
other tennis clubs where I am not a member, I have found very accommodating staff that are
more than happy to provide the used tennis balls, as they go to a good cause. This is a small, free,
and impactful way in which teachers can make accommodations in their classrooms without
depending on financial support from the school or district. I believe that these types of initiatives
reinforce the idea that inclusive learning environments are possible through individual and

systemic initiatives and small, cost-effective changes.

I developed this proposed model as a direct response to the literature review and my own
experience as a teacher watching neurodivergent students struggle in a neurotypical environment.
As a teacher and counselor in training, I recognize the need for inclusive school environments,
and the benefits that all students, but especially neurodivergent students derive from such small
accommodations. By combining teacher education with systemic changes to the school
environment, [ believe that initiatives like this one offers practical, actionable measures to

improve student well-being. The project aims to educate and empower teachers to address the
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challenges posed by ASD, anxiety, and depression, but also to foster a culture of acceptance and
empathy within the school. By providing students with designated spaces, I hope that students
will appreciate, understood, and supported. If this project is successful in my school, I would aim
to reach out to other schools in the district to implement these strategies. I would gladly provide
the same workshop at a district pro-d level, share the struggles and success we faced in our
school while implementing the program, so they can learn from our pilot test. Furthermore, I
would be glad to reach out to more racquet clubs in the city and scale up the repurposing of the
tennis balls to other schools. The benefit of this type of initiative, is that I don’t have to be the
only one doing all the work, but rather, by sharing the knowledge and the tools, other teachers
and schools can grow and implement their own techniques in different schools. Ultimately,

everyone benefits from knowing more, and having students feel safe in their place of learning.

Conclusions

Throughout my capstone, I have aimed to explore the critical issue of depression and
anxiety among teenagers with ASD, highlighting how these comorbidities affect learning, social
development, and overall well-being. The literature reviewed makes clear that ASD presents
with unique cognitive and social differences, but often, lack of understanding, inclusivity and
adequate support exacerbates the risk of mental health challenges. Educators and counselors play
a key role within the school context, as they are often the first to observe or notice early signs of
distress and can directly facilitate support to students. The literature findings show a need to
move away from deficit, solely medical based models of assessment, towards a more holistic and
inclusive approach that validates neurodiverse experiences. Schools should take seriously the

responsibility of addressing the mental and emotional health of students with ASD. For this to
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happen, teachers and counselors require training, and resources to make time to collaborate with
each other, as well as with families. Schools must be willing to adopt strategies to create

environments that meet a variety of sensory and emotional needs.

The recommendations made in my capstone aim to address the gap in knowledge
regarding ASD and anxiety and depression as comorbidities, as well as a practical and free plan
to increase safe places for students to decompress and materials to reduce noise levels in all
classrooms. Although small in scale, these type initiatives can easily snowball in scale and
inspire others to take similar action. Moreover, these types of strategies can have a powerful
impact on students’ well-being, which can then bring about larger systemic changes at other
schools, and district levels. In the end, my goal is to underscore the importance of informed,
empathic, and purposeful practices in schools, for both teachers and counselors. Supporting
autistic students requires an understanding of the condition and its unique traits, while also
making accommodations in educational environments. Although all literature and research
comes with limitations, there is a growing awareness of the importance of new approaches to
mental health for vulnerable populations like children and teens with ASD. Moving forward,
educators and counselors will continue to advocate and find new ways to support the needs of

their students.
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