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•Self-harm
•Self-neglect
•Harm to others
•Breakdown of family or residential
support
•Exploitation or abuse by others  

Additional assessments are often
carried out to aid the diagnostic process.
These include:
•A formal IQ test to identify
discrepancies between verbal and
performance abilities as well as the
variety of specific disabilities 
•Assessment of functional ability to
determine the extent to which there
may be difficulties in everyday living
skills, social relationships,
communication, occupational and
executive function, as well as identifying
areas of talent that might be developed 

MANAGEMENT
There is no robust evidence of any
effective pharmacological treatment 
for the core symptoms of ASD.33

The management of core symptoms in
children and young people involves
social-communication interventions that
include play-based strategies with
parents, carers and teachers to 
increase joint attention, engagement
and reciprocal communication.34 

For example, interventions focusing on
increasing children’s interactive play 
with peers.

Strategies are adjusted to the child’s
developmental level and aim to increase
the parents' or teachers' understanding
of, and responsiveness to, the child’s
patterns of communication. 

Applied behavioural analysis for
children and young people with ASD
has been shown to be effective and
helps improve long-term outcomes.35

Through reinforcement, new positive
behaviour (such as learning to talk or
acquiring social skills) is encouraged,
and challenging behaviour is reduced. 

Psychosocial interventions for
challenging behaviour include clearly
identified target behaviour, assessment
and modification of environmental
factors (e.g. sensory issues) that may
contribute to initiating or maintaining
the behaviour, and consistent
application in all settings.34

It is imperative that children and
young people with autism have full
access to health and social care services,
including mental health services,
regardless of their intellectual ability.

Cognitive behaviour therapy has been
reviewed by NICE,32 but less attention
has been given to other types of
psychotherapy and counselling, because
of the lack of adequate trials of these »

or paternal age, and less than 18 months
between deliveries)
•Reviewing family history with
heightened surveillance if there are
siblings or close relatives with
developmental or psychiatric diagnoses
•Standardised developmental
screening such as the Modified Checklist
for Autism in Toddlers (M-CHAT), a free
validated tool that can be used in
primary care (www.mchatscreen.com) 
•Observing the child

A systematic review, however, found
that the M-CHAT had moderate
sensitivity and low specificity among
children with developmental concerns.
The authors concluded that it had
limited value because of the high
number of false positives.31

Screening tools should not be used
exclusively to make or rule out a
diagnosis of autism. If ASD is suspected
based on screening or clinical
judgement, a referral to psychiatric
services should be made for diagnostic
assessment. 

For those cases where diagnosis is
less straightforward, or the clinical
management is more complex because
of comorbidity and clinical risk, there
needs to be access to local specialist
expertise and, where necessary, 
to tertiary specialist services. 
This applies particularly to the provision
for psychiatric inpatient admission, as
autistic individuals often find generic
psychiatric wards very distressing.

Making a diagnosis of ASD is a lengthy
multistage process. It requires
multidisciplinary assessment of current
symptoms, a detailed developmental
history from a primary caregiver and the
exclusion of alternative diagnoses by 
the psychiatrist.32 The diagnostic process
involves a direct clinical assessment of
the individual and an interview with
collateral informants, review of early
health records, reports from school,
assessment of cognitive skills and a
medical examination. 

In addition, the diagnostic process
includes a detailed assessment of the
following risk factors to outline a risk
management plan:
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Autism spectrum disorder (ASD) is a complex pervasive 
neurodevelopmental disorder with an estimated lifetime
prevalence of 1%. ASD presents across a wide range 
of intellectual ability and persists throughout life. 
Core symptoms include abnormal social interaction and
communication, restricted and repetitive interests or
activities, associated with lack of cognitive flexibility, and
unusual sensory responses. A key diagnostic criterion in
both DSM-5 and ICD-11 is that symptoms must be
sufficiently severe to undermine the individual’s
functioning in everyday life.

ASD is highly heritable and polygenic. The risk of ASD
increases with advancing paternal and maternal age
and is also associated with the parental age difference.
The male: female ratio of ASD is 3:1. Antenatal risk
factors include maternal diabetes (pre-existing and
gestational), vitamin D deficiency, placental insufficiency,
maternal obesity, and pre-eclampsia. ASD risk is also
associated with intrauterine exposure to: infections
such as cytomegalovirus and rubella; maternal drinking;
antidepressants; and several antiepileptic drugs,
especially valproate. Perinatal risk factors include low
birthweight, breech delivery and premature birth.

Although the behavioural presentation has a childhood 
onset, approximately 40% of children with ASD are
undiagnosed. In those who reach adulthood without being
diagnosed, the symptoms may only come to the surface
when they experience adversity, such as work-related
stress, redundancy, divorce, bereavement or problems
with the law. Presenting concerns are often about mental
health rather than autism per se.

The following signs should make the clinician consider the 
possibility of ASD: difficulties with social relationships;
abnormal communication; absorbing and narrow interests;
onset in childhood; a known neurodevelopmental
condition, including learning disabilities and ADHD. 
NICE recommends that GPs should: pay attention to
parental concerns; recognise speech delay or regression;
review the obstetric history for risk factors; and review the
family history for developmental or psychiatric diagnoses.
Developmental screening tools such as the Modified
Checklist for Autism in Toddlers (M-CHAT) may be useful
but should not be used to make or rule out a diagnosis of
autism. If ASD is suspected based on screening or clinical
judgement a referral to psychiatric services should be made.

Core symptoms in children can be improved by a 
social-communication intervention that uses play-based
strategies with parents, carers and teachers to increase joint
attention, engagement and reciprocal communication.
Challenging behaviour should be addressed through the
clear identification of target behaviours, assessment and
modification of environmental factors that may contribute
to initiating or maintaining the behaviour, and consistent
application in all settings. 

‘If ASD is suspected
based on screening
or clinical judgement
a referral to
psychiatric services
should be made ’


