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Quality of life: A case-controlled long-term follow-up study, 
comparing young high-functioning adults with autism  
spectrum disorders with adults with other psychiatric  
disorders diagnosed in childhood.  

Abstract 
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arrangements, level of education, employment, and usage of mental health 

work or education, physical condition, partner relationship, social relation

had lower educational levels, relatively few had paid employment and many 

work or education, partner relationship, and future perspective than the other 

educated adults diagnosed with other childhood disorders, the QoL appeared 

Chapter 2
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Introduction

 

impairments in social interaction and communication as well as by restricted 

daily life functioning as demands for social relationships and independent 

relationships, and education and employment levels are low, even when gen

psychiatric problems to an outpatient child psychiatric clinic, children, their 

had fewer friends and received more special education than 107 children with 

subjective QoL, involving the perspective of the child, parents and clinician of 

raters, the subjective QoL appeared to be poorest in those areas of life that 

studies that have investigated adult outcome on objective and subjective QoL 

consequences for social functioning may become more prominent throughout 

of adults representing three main psychiatric disorders diagnosed in child

   There is a general consensus of factors related to late outcome in 
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   This study is about comparison of outcomes between psychiatric 

arrangements, education, employment, and mental health care to portray 

 

 

Methods

 Procedure and participants 

  This study is part of a longitudinal study, designed to monitor the cognitive 

focused interviews, observations, medical records, and structured question

this study, whereas 227 adults refused participation or could not be traced de

spite thorough search procedures involving family doctors and local govern
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Materials 

 Objective QoL

  The questionnaire developed for this study to administer objective life 

prepare students for entering the labour market or as a preparation for further 

p<

 Subjective QoL

life satisfaction was based on questions concerning satisfaction about living 

arrangements, work or education, physical condition, having or not having a 

 Statistical analysis

  Descriptive statistics were used to characterize the objective and subjective 

X2

performed using X2

X2

For the X2

p

2) was computed 

 

Results 

 QoL of adults with ASD as compared to adults with ADHD, DISR or AFF.
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Table 1. Objective quality of life of adults with autism spectrum disorders (ASD) as compared to adults with attention deficit/
hyperactivity (ADHD), disruptive behaviour (DISR), and affective disorders (AFF). * p

ASD % z ADHD % z DISR % z AFF % z

N N N N

143 58 47 48

Relationship 6 6 8 7

Married, cohabiting 13 16 28 27

N N N N

45 18 17 34

11 18 28 28

ily members

74 43 31 20

35 4 3 2

N N N N

31 8 5 6

education

26 20 14 13

education

87 46 49 51

5 4 9 7

education

8 4 2 8

N N N N

Paid employment 78 57 59 52

24 12 11 18

57 13 10 14

N N N N

None 100 52 44 45

None, but counselling 

in the past

27 14 23 19

24 13 13 16

10 3 3 5

Psycho stimulants 11 34 10 4

10 2 6 19

26 4 2 3

5 0 0 1 4

Remaining 3 0 0 1 0 0

34 35



 Mental health care

p=

M= SD=

p=

p=

z

z

z

X2 p<

z

z

 Subjective QoL

F p<
p
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p= p= p=

p= p= p=

p= p=

p= p=

  QoL of adults with ASD with low (SOI 1-3) versus high (SOI 4-7) educational quali-

M= SD=

M=

SD= p=

X2 p<

z

z

z

X2 p<

z

z

z

z

p=

p= p= p=

  QoL in high-educated adults with ASD versus high-educated adults with ADHD, 

DISR, and AFF.

p= p=

 Marital status 

X2 p<

z

z

 Living arrangements
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Table 2. Subjective quality of life of adults with autism spectrum disorders (ASD) as compared to adults with attention deficit/
hyperactivity (ADHD), disruptive behaviour (DISR), and affective disorders (AFF). * p

Table 3. Objective quality of life of adults with autism spectrum disorders and high educational qualifications (SOI 4-7) (ASD HIGH)
as compared to highly educated adults with attention deficit/hyperactivity (ADHD HIGH), disruptive behaviour (DISR HIGH), and 

 
ASD          

N

ADHD  

N

DISR

N

AFF  

N      F (3,365) p
p

2

Living arrangements

.009*

Physical condition .007*

Relationship partner .004*

Future perspective .047*

ASD 
HIGH % z  

ADHD 
HIGH % z

DISR 
HIGH  % z  

AFF
HIGH % z  

N N N N

84 35 32 38

Relationship 5 3 6 5

Married, cohabiting 8 15 22 23

N N N N

35 13 16 28

6 16 22 24

family members

50 24 20 13

8 1 1 1

N N N N

Paid employment 59 36 43 44

18 10 8 15

21 6 7 7

N N N N

None 63 38 29 36

None, but counselling  

in the past

16 8 20 13

16 7 10 13

3 1 1 4

N N N N

Psycho stimulants 8 16 8 3

6 2 6 16

9 2 1 1

3 0 0 2

Remaining 2 0 0 0
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ences with the comparison groups considering usage of mental health care 

p=

p=

X2 p<

z

   Subjective QoL
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p
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p= p=
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Table 4. Subjective quality of life of adults with autism spectrum disorders and high educational qualifications (SOI 4-7) (ASD HIGH) as 
compared to highly educated adults with attention deficit/hyperactivity (ADHD HIGH), disruptive behaviour (DISR HIGH), and affective 
disorders (AFF HIGH). * p

 ASD          
N

ADHD  
N

DISR
N

AFF  
N F (3,254) p

p

2

Living arrangements

Physical condition

Relationship partner

Future perspective
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conditions is also essential, but these measures are not frequently used in 

over, it is possible that psychiatric patients in general may lower their own 

standards to what would be objectively not desirable levels as a consequence 

were not generally less content about their life conditions, but they were able 

Discussion

 

had paid employment, and relatively many were social security recipients, as 

disorders is considerable poorer than that of typically developing individu

als, but also comparable to or even poorer than that of physically ill patients, 

ing the relationship between the main psychiatric disorders and outcome in 
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with a partner or family and many lived with their parents or were institution

other main childhood disorders, the QoL remained to be more unfavourable in 

N=58) versus those 

N=

p=

p=

p<

p<

to their work or education, physical condition, partner relationships, social re

lationships, state of mind, and their future perspective, when compared to the 

who used medication, the QoL indicators were compared between those who 

N=26) and those who used other types of medication 

N=

plained by the medication use itself or the severity of symptoms and therefore 

N= N=100) and group dif

p<

p=

cation, social relationships, state of mind, and their future perspective, than 

were found in satisfaction of their living arrangements, physical condition 

This might suggest that the severity of symptoms rather than medication use 

tativeness of the sample and, as such preclude generalizability to the whole 

morbidity of the control patients in the period of their referral to the Depart

to improve our understanding of relationships between QoL and other factors 

besides characteristics of the diagnosis itself, like the impact of symptom 

44 45



comparison groups of patients presenting with the other major childhood 

thology is generally associated with poor outcome, this study revealed that 

They are less likely to live independently, have less intimate relationships, 

have lower education levels and employment levels, and their subjective life 
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