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Understanding Treatment Approaches
for Autism Spectrum Disorder

INTRODUCTION
Autism spectrum disorder (ASD) is a neurodevelopmental disorder characterized
by persistent challenges in social interaction and communication, and restricted,
repetitive patterns of behavior, interests, or activities. “Autism” has evolved from
the early 1900s, when it was originally described as childhood schizophrenia in
the first and second editions of the Diagnostic and Statistical Manual of Mental
Disorders (DSM).1 Autism was classified as an independent condition in the DSM-
III in 1980. The DSM-IV in 1994 was the first to recognize autism as a spectrum
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with various distinct diagnoses. In 2013, the DSM-V consolidat-
ed autistic disorder, Asperger syndrome, pervasive develop-
mental disorder—not otherwise specified, and childhood
disintegrative disorder into the term known as autism spec-
trum disorder.2

The change in terminology has left many healthcare providers
unsure about how to talk with and about people who have
ASD. Researchers from the United Kingdom surveyed 654 Eng-
lish-speaking adults with ASD around the world to determine
their preferences.3 Regardless of country, participants tended
to favor the terms autism, autistic person, is autistic,
neurological/brain difference, differences, challenges, difficul-
ties, neurotypical people, and neurotypicals. Thus, the re-
searchers were unable to find a universally accepted
vernacular to talk about autism.3 Perhaps the best way to de-
termine how to describe a patient with ASD is to ask how they
themselves prefer to discuss their condition.

The term neurotypical is closely related to the term neurodi-
verse, and the SIDEBAR (to the right) describes this relatively
new term.

Prevalence rates of ASD are reported to be approximately 1%
worldwide (i.e., affecting 1 in 100 people), with comparable
figures observed in samples of children and adults.8 Prevalence
estimates have increased over time and vary greatly within
and across socioeconomic and demographic groups. ASD is di-
agnosed four times more often in males than females.2

PAUSE AND PONDER: How many symptoms of au-
tism spectrum disorder can you list before you continue read-
ing?

Diagnosing ASD
According to the DSM-V, diagnosis of ASD requires persistent
deficits in all three areas of social communication and interac-
tion, in addition to at least two of four types of restricted, re-
petitive behaviors. Table 1 (on the next page) lists ASD’s core
characteristics and symptoms.

Symptoms must be present in early development, cause clini-
cally significant impairment in functioning, and cannot be at-
tributable to intellectual disability or developmental delay.
Since ASD is a spectrum, symptoms, severity, and treatment
response vary widely among children and adults. Severity is
categorized into three levels, described in Table 2 (on page 4).2

Prognosis
One concern for many people with ASD and their caregivers is
long-term prognosis. A recent systematic review looked at da-
ta from 16 small studies (two randomized, 14 non-
randomized).9 Only three of the included studies enrolled
more than 100 participants, limiting the ability to draw conclu-

sions, but researchers found that early intervention improved
children’s prognosis considerably.

Children who received intervention before 2 years of age were
more likely to improve their cognition, social skills, and stereo-
typed behaviors than others. They needed less monitoring at

SIDEBAR: Neurodiversity4-7

Medical insight and social changes in the perception of develop-
mental disorders and neurodevelopmental trajectories, including
the autism spectrum, have led to a changing vocabulary and a
deeper appreciation of what is “normal.” Increasingly, we under-
stand that human development is neurodiverse, meaning all in-
dividuals develop and behave differently. The concept of
neurodiversity promotes the idea that people who have neuro-
logical limitations also have strengths, and that accommodating
their differences as early in life as possible can be beneficial to
the individual and to society at large. This is an empathetic, hu-
manistic, tolerant approach.

It's now clear that people with ASD are often skilled in working
with systems and finding patterns in complex data or material.
This makes them good candidates to work in technology and
manufacturing if an employer can accommodate an individual’s
needs (e.g., quiet or dimly lit spaces, private or uncrowded work
areas). People with dyslexia are often better than others at iden-
tifying peripheral or diffuse visual information or processing blur-
ry visual scenes, making them excellent candidates for jobs that
engage three-dimensional thinking (e.g., computer graphics, en-
gineering, genetics, or molecular biology). Similarly, people with
Williams syndrome (a rare genetic condition that affects physical
features, development, and cardiovascular health), Down syn-
drome, and Prader-Willi syndrome (a rare genetic disorder caus-
ing weak muscles, poor feeding, and slow development in infants
followed by constant hunger in childhood), tend to be more mu-
sical, more friendly, and more nurturing than others, respective-
ly. Researchers have also connected specific strengths to other
neurologic and intellectual disability diagnoses.

The origin of these strengths and limitations is probably linked to
evolutionary adaptation. Being able to focus on patterns and sys-
tems, as seen in ASD, likely helped early humans in hunting and
gathering societies. They were able to respond quickly to envi-
ronmental stimuli and move in an appropriate direction when
they identified potential prey. A famous quote comes from the
autism activist Temple Grandin, who has autism. She has said,
“Some guy with high functioning Asperger's developed the first
stone spear; it wasn't developed by the social ones yakking
around the campfire.”

The bottom line is that appreciating and respecting neurodiversi-
ty is kind and reasonable. Another quote from Temple Grandin
explains it well: “Nature is cruel, but we don't have to be.”
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school and were better able to function and integrate socially.
These researchers noted that healthcare providers often fail to
offer early intervention for four reasons9:

1. Many healthcare providers are unfamiliar with the nec-
essary screening, diagnosis, and intervention tools for
ASD

2. Early intervention involves many different strategies
and is costly

3. Involving parents in early intervention programs is diffi-
cult

4. It’s difficult to recognize ASD’s signs in toddlers younger
than 2 years

ASD CASE PRESENTATION
John, a 10-year-old boy with ASD, enters the community phar-
macy with his mother to pick up his prescription for aripiprazole
10 mg tablets. His agitation due to the bright lights and loud
chatter from other customers becomes immediately apparent to
the pharmacy team. They notice several visible signs and hear
auditory cues that indicate his discomfort and distress in the en-
vironment. John's body tenses up, with rigid posture and fidgety
movements, and his hands are clenched tightly as he paces and
rocks back and forth. His facial expressions—furrowed brows and
widened eyes—convey distress, and his vocalizations include
whimpers and "I don't like it here." Additionally, John exhibits
repetitive behaviors such as hand-flapping and tapping his moth-
er. He attempts to retreat from the situation by seeking refuge
behind his mother. Understanding his sensitivity to sensory in-

put, the pharmacy team must respond with patience, empathy,
and sensitivity to ensure John feels supported and safe during his
visit. In addition, John’s mother will appreciate empathy and ac-
commodation.

Strategies for Support
Pharmacists can employ their medication expertise to help the
healthcare team, families, and patients improve ASD manage-
ment. As John’s description indicates, patients with ASD are of-
ten sensitive to sensory input like noise, light, and crowded
environments.10 Pharmacists should recognize how a pharmacy
setup can affect patients, potentially hindering communication.
Offering to move to a quiet, dimly lit, private space (e.g., the con-
sultation or vaccination area) for counseling helps accommodate
sensory sensitivities.

When communicating with patients with ASD, pharmacists
should consider the patient's level of autonomy and assess the
need to interact primarily with the patient or the caregiver. Com-
munication strategies can include using simplified language, di-
rect communication, and patients' names to engage them and
aid comprehension. Providing training to pharmacy staff on ASD
can help pharmacists and technicians to serve these patients
better.10

Putting Strategies in Action
The pharmacist, Keith, addresses John by name, acknowledges
his discomfort, and minimizes distractions to create a more calm-

Table 1. Symptoms of ASD2

Social Communication Deficits Restricted/Repetitive Behaviors

Deficits in social-emotional reciprocity
● Reduced sharing of interests
● Struggles with emotional recognition

Stereotyped or repetitive motor movements, use of objects, or speech
● Arranging objects meticulously
● Echolalia (meaningless word repetition)
● Stereotypical movements like hand-flapping

Deficits in non-verbal communication
● Aversion to eye contact
● Abnormal body language/facial expressions

Hypo- or hyper-reactivity to sensory input or unusual interest in sensory
input

● Apparent indifference to pain/temperature
● Adverse response to sounds or textures
● Excessive smelling/touching of objects
● Visual fascination with lights or movement

Deficits in developing, maintaining, and understanding
relationships

● Scripted speech/taking language literally
● Difficulty in sharing imaginative play
● Difficulty making friends
● Absence of interest in peers

Highly restricted, fixated interests that are abnormal in intensity or focus
● Expecting others to share their interests
● Strong attachment to unusual objects

Insistence on sameness, inflexibility in routines, or ritualized patterns of
behavior

● Discomfort with change
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ing environment to put John at ease. For example, “Hello, John.
I’m your pharmacist, and my name is Keith. It’s noisy out here.
Would you like to move to a quieter room?” A technician familiar
with the patient can also make this suggestion as soon as the pa-
tient arrives.

Keith also involves caregivers in the discussion, ensures they un-
derstand the medication instructions, and addresses any con-
cerns they may have. He also reassures them of his availability
for further assistance by saying, “I’m glad we talked about your
medications today. If you have questions, you can stop in or call.
I’m generally here Tuesday through Saturday, and my coworker
Suzanne covers when I’m not here.”

By implementing these strategies, community pharmacists and
technicians can improve the patient care experience for individu-
als with ASD.10

ASD TREATMENT
ASD is complex, and treatment often involves a multidisciplinary
approach targeting various symptoms and challenges.11 Although
there is no outright “cure,” effective interventions may enhance
functioning of children and adults with ASD. Pillars of treatment
include behavioral therapies, speech and language therapy, oc-
cupational therapy, educational support, and sometimes medica-
tion management.

Behavioral therapy (e.g., applied behavioral analysis) involves
creating a structured behavioral plan to improve adaptive skills
and reduce inappropriate behaviors by studying affected individ-
uals' functional difficulties systematically. Speech and language
therapy is an integral part of ASD treatment for many children.
Speech therapy targets difficulty with social communication and
language development, which are some of ASD's core symptoms.
Language therapy may employ visual supports like picture cards,
augmentative and alternative communication devices, and
teaching sign language (e.g., American Sign Language). Occupa-
tional therapy focuses on enhancing individuals' ability to partici-
pate in everyday activities and improve their quality of life. It
typically addresses sensory processing issues, motor skill devel-
opment, self-care skills, social interaction, and coping strategies,
aiming to promote independence and function in various
environments.11

ASD treatment involves a multidisciplinary care team comprising
professionals such as specialists, psychologists, pediatricians,
paraprofessionals, and educators; ideally, team members collab-
orate to address individuals’ diverse needs and provide compre-
hensive support and intervention.11

ASD Treatment Guidelines
Several treatment guidelines are available for ASD. The United
Kingdom’s National Institute for Health and Care Excellence

Table 2. Level of Severity of ASD2

Severity Social Communication Restricted/Repetitive Behaviors

Level 1
Requiring support

Noticeable impairments in social communication without support,
difficulty initiating social interactions and exhibiting atypical or
unsuccessful responses to social cues, possible decreased interest in
social interactions

Example: Able to speak full sentences, engages in communications,
but social conversation attempts are odd/unsuccessful

Rigid behavior significantly disrupts
functioning in various contexts,
challenges transitioning between
activities, difficulty with organization
and planning

Level 2
Requiring
substantial support

Marked deficits in verbal/nonverbal social communication skills, social
impairments apparent even with support, limited initiation of social
interactions, reduced/abnormal responses to social approaches from
others

Example: Speaks simple sentences, interaction limited to narrow
special interests, odd nonverbal communication

Difficulty coping with change and
showing obvious restricted/repetitive
behaviors that interfere with
functioning in multiple contexts,
distress/difficulty switching focus

Level 3
Requiring very
substantial support

Severe deficits in verbal/nonverbal social communication skills, severe
impairments in functioning, very limited initiation of social
interactions, minimal response to social cues from others

Example: Few words of intelligible speech, rarely initiates interaction,
makes unusual approaches to meet needs only and responds to only
very direct social approaches

Inflexibility of behavior, extreme
difficulty coping with change,
restricted/repetitive behaviors
significantly interfere with functioning
in all contexts, great distress/difficulty
changing focus or action
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(NICE) has published ASD guidelines for both children under 19
years old and adults.12,13 The Canadian Pharmacists Journal pub-
lished ASD practice guidelines specifically for pharmacists. The
latter guideline outlines strategies for effective communication
and discusses how the community pharmacy team can create a
welcoming environment for people with autism and their
caregivers.10

Community pharmacists and technicians often encounter pa-
tients with diverse needs, including those with ASD. To provide
optimal care, it's crucial to understand patients’ unique challeng-
es and tailor services accordingly. Let's look at a case that high-
lights the importance of accommodating a patient with ASD in
the pharmacy setting.

Pharmacologic Interventions
Pharmacotherapy for ASD primarily focuses on managing symp-
toms rather than directly targeting core features.8 However,
many challenges exist in this area, including limited efficacy and
evidence, adverse effects, individual variability, lack of targeted
therapies, and long-term monitoring. Prescribers should consider
that children with ASD often have heightened sensitivity to medi-
cation and are more prone to adverse reactions compared to
neurotypical children. It is advisable to initiate pharmacologic
treatment at lower doses and increase gradually based on re-
sponse and tolerability. It's crucial to gather objective symptom
measures from various sources both before and after interven-
tion to assess treatment response accurately across different
settings.8

Another major hurdle lies in addressing co-occurring disorders
that often accompany ASD, such as attention-
deficit/hyperactivity disorder (ADHD), anxiety, epilepsy, sleep
disorders, and more. These additional conditions complicate
treatment approaches, requiring tailored interventions to ad-

dress unique needs. Very limited evidence supports the effec-
tiveness of many medications used to manage ASD symptoms.14

The lack of medications specifically targeting core ASD symptoms
and the limited efficacy data for various medications present bar-
riers to identifying effective treatment strategies. Addressing
these challenges requires a comprehensive approach that inte-
grates pharmacologic interventions with behavioral, educational,
and supportive therapies personalized to the individual's specific
needs and circumstances. Additionally, ongoing research is cru-
cial to advance our understanding of ASD and develop more ef-
fective and targeted pharmacological treatments in the future.14

Most medications for ASD are used off-label and few United
States Food and Drug Administration (FDA)-approved drugs are
available for specific symptom management. Medications used
may include atypical antipsychotics, stimulants, serotonergic
drugs, alpha-2 adrenergic antagonists, anticonvulsants, and
many others.14

Atypical Antipsychotics
Prescribers often use atypical antipsychotics for irritability associ-
ated with ASD. Currently, the FDA has approved only two medi-
cations for treatment of irritability associated with ASD:
risperidone and aripiprazole.15,16 Both are atypical (second gener-
ation) antipsychotics and exert effects through dopamine, 5-HT
(serotonin), alpha-adrenergic, and histaminergic receptors in the
brain.

Clinical trials have demonstrated effectiveness of these drugs in
reducing irritability and, to a lesser extent, repetitive behaviors.
They share similar safety profiles, with common adverse effects
including fatigue, increased appetite, gastrointestinal symptoms,
hyperprolactinemia, weight gain, and sedation. Less common ad-
verse effects include restlessness and akathisia (inability to re-
main still). Serious adverse effects such as dyslipidemia,
hyperglycemia, metabolic syndrome, and extrapyramidal symp-
toms (e.g., involuntary movements, muscle stiffness, tremors) or
drug-induced movement disorders have also been reported, ne-
cessitating close clinical and laboratory monitoring.14

Risperidone is FDA-approved for treatment of ASD-associated
irritability in children and adolescents aged 5 to 16 years.15 Stud-
ies have demonstrated that risperidone may effectively improve
core symptoms of ASD, including communication, social interac-
tion, and repetitive behaviors. Non-core symptoms such as ag-
gression, tantrums, and self-injurious behaviors also improved
based on various behavioral rating scales. Risperidone is general-
ly well-tolerated and safe, with the most common adverse effect
being mild, self-limiting weight gain. In one small study of 97 chil-
dren treated with risperidone over a 6-month period, partici-
pants gained an average of 5.4 kg over 24 weeks. At baseline, 59
of the 97 children (60.8%) had normal weight status. By week 24,
only 25 of the remaining 85 children (29.4%) maintained normal
weights.17 In adults with ASD, adverse cognitive effects have not



UCONN You Asked for It Continuing Education           August 2024              Page 6

been observed in patients treated with risperidone for other psy-
chiatric disorders. However, further exploration is needed re-
garding the efficacy of risperidone in adults with ASD.18

Aripiprazole is FDA-approved for treatment of ASD-associated
irritability in pediatric patients 6 to 17 years old.16 Short-term
studies have shown that aripiprazole can improve irritability, hy-
peractivity, and repetitive behaviors in children and adolescents
with ASD compared to placebo. However, researchers have not
observed improvement in lethargy or withdrawal symptoms.
Aripiprazole use was associated with higher rates of movement
disorders such as tremors and muscle rigidity. While aripiprazole
may offer benefits, weight gain and neurological adverse effects
like involuntary movements can limit its use. Regular monitoring
of symptoms and adverse effects is recommended, and further
research is needed to evaluate the long-term safety and effec-
tiveness of aripiprazole in treating ASD.19

Other atypical antipsychotics occasionally used off-label for ASD
include olanzapine, quetiapine, and ziprasidone. Providers gener-
ally avoid first generation antipsychotics due to the higher risk of
movement-related adverse effects.14

Revisiting John’s Case
John's ASD is graded at Level 2—needing substantial support. He
requires a range of support services tailored to his individual
needs to thrive. For instance, John may benefit from behavioral
interventions aimed at addressing his irritability and other be-
havioral challenges associated with his autism. These interven-
tions could include strategies to manage his sensory sensitivities,
develop coping skills, and enhance social communication. Addi-
tionally, providing John with structured routines and visual sup-
ports, such as clear schedules and visual cues, can help him
navigate daily activities more effectively and reduce anxiety. Giv-
en his sensitivity to sensory stimuli, providing sensory accommo-
dations like a quiet space or sensory tools (e.g., noise-canceling
headphones) can aid in regulating his sensory experiences and
minimizing agitation.

Moreover, John's prescription for aripiprazole indicates the need
for medication management to address his irritability. Keeping in
mind that John is 10 years old and in a period of rapid growth,
it's crucial for the pharmacy team to monitor his height and
weight regularly. The pharmacy team must inquire about any re-
cent changes in his behavior or symptoms. The reason: the two
atypical antipsychotics approved for irritability have similarities
and differences that are critical to recognize, and with weight
changes, the dose may require adjustments. The pharmacy team
can support John's family, particularly his mother, with referral
to resources such as parent training programs and support
groups that can help them navigate the challenges associated
with caring for a child with ASD. John can receive the assistance
he needs to thrive and lead a fulfilling life with these comprehen-
sive supports in place.

PAUSE AND PONDER: How many children with ASD re-
ceive care from your pharmacy? What behaviors do you see and
hear?

Stimulants
Clinicians often prescribe stimulants to manage hyperactivity and
inattention in ASD and co-existing ADHD. Two main classes of
stimulants are commonly used in ADHD: amphetamines and
methylphenidate derivatives.14 Prior to initiating stimulant thera-
py, clinicians must evaluate patients' medical and family histories
and conduct a comprehensive physical exam focused on cardio-
vascular health. Ongoing monitoring for common adverse ef-
fects, such as appetite changes and sleep disturbances, is
imperative, and it is essential to assess adolescent patients for
risk of substance use or misuse before treatment initiation.

Amphetamine formulations include amphetamine-dextroam-
phetamine, dextroamphetamine, amphetamine sulfate, amphet-
amine, and lisdexamfetamine. Research suggests that
amphetamines tend to be slightly more effective in reducing AD-
HD symptoms than methylphenidate, but they are also less toler-
able. In a systematic review of data from more than 10,000
neurotypical individuals (i.e., children, adolescents, and adults
without ASD), researchers found that amphetamines were more
efficacious in reducing ADHD symptoms, although they were less
well-tolerated than both placebo and methylphenidate in chil-
dren and adolescents.20

Methylphenidate products come in various formulations includ-
ing immediate- and extended-release tablets or capsules, a
transdermal patch, an extended-release liquid, and orally disinte-
grating tablets. Short-term treatment with methylphenidate has
shown some benefit in improving hyperactivity, inattention, and
other ADHD symptoms in children with ASD, but studies are
small. The largest has enrolled just 66 children.21 Nonetheless, no
evidence showed improvement in core ASD symptoms or social
interaction. Additionally, while some children with ASD respond-
ed positively to methylphenidate, a significant number experi-
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enced adverse effects such as irritability, repetitive behaviors,
insomnia, and reduced appetite.14

Alpha-2 Adrenergic Agonists
Alpha-2 adrenergic agonists—including guanfacine and cloni-
dine—are commonly used in ADHD management for younger
children. Evidence exists regarding the off-label use of alpha-2
adrenergic agonists in alleviating some symptoms of ASD, so
some providers use them off label for this condition. Clinicians
commonly prescribe these for children younger than 5 years old
with ADHD or hyperarousal (intense, rapid, and often over-
whelming emotional responses). These medications are also use-
ful in cases when patients have poor responses to stimulants or
selective norepinephrine reuptake inhibitors (e.g., atomoxetine)
or when patients have significant co-occurring conditions like
sleep issues that preclude stimulant use.

Research on the use of alpha-2-adrenergic agonists in ASD is lim-
ited to a few small studies.14 Guanfacine has been shown to be
safe and effective in managing hyperactivity and impulsiveness in
children with ASD. Common adverse effects of guanfacine in-
clude sedation, constipation, irritability, and aggression, but they
are generally better tolerated than stimulant medications.14

PAUSE AND PONDER: What kinds of questions should
you ask caregivers when they present a new prescription for a
patient with ASD? What information do they need to know (but
might not think about)?

Other Medications with Limited Supporting Data
Several medications have been explored with limited evidence in
ASD management. These include various serotonergic medica-
tions (selective norepinephrine receptor inhibitors [SNRIs] and
selective serotonin reuptake inhibitors [SSRIs]), anticonvulsants,
gabapentin, and trazodone.

Researchers have looked at SNRIs and SSRIs to treat difficult be-
haviors in ASD. Venlafaxine has been proven beneficial as an ad-
junct treatment for self-injurious behaviors, aggression, and
ADHD symptoms in children and adults with ASD, particularly
when administered at doses lower than those typically used for

depression.22 Conversely, duloxetine (also an SNRI) did not dem-
onstrate any additional advantages in addressing comorbid
symptoms and behaviors associated with ASD when compared to
alternative antidepressants.22

SSRIs can be helpful in patients with comorbid anxiety, which is
very common with ASD. However, clinical trials assessing the SS-
RIs citalopram and fluoxetine found them to have low tolerability
and limited effectiveness in addressing repetitive behaviors.23

Anticonvulsants, also known as antiepileptic drugs, are some-
times used off-label in the treatment of certain ASD symptoms.
While these medications are primarily indicated for seizure man-
agement, they may also be prescribed to address co-occurring
conditions such as epilepsy, aggression, irritability, and repetitive
behaviors in individuals with ASD. Examples of anticonvulsants
studied or used in ASD treatment include valproic acid (val-
proate), lamotrigine, levetiracetam, and topiramate.14 However,
the evidence supporting anticonvulsants' efficacy in treating ASD
symptoms remains limited, and healthcare professionals should
consider the use of these drugs carefully and monitor closely for
potential adverse effects and individual variability in response.14

Limited research suggests that carbamazepine, oxcarbazepine,
levetiracetam, and topiramate may exacerbate hyperactivity,
mood disturbances, psychotic symptoms, and other psychiatric
or behavioral issues in individuals with ASD.24 These effects ap-
pear most common with levetiracetam. Evidence is inconclusive
on the role of anticonvulsants in ASD in the absence of epilepsy,
but there always remains potential for specific cases. Further re-
search is needed to better understand the safety and effective-
ness of anticonvulsants in ASD treatment and to identify
subgroups of individuals who may benefit most from this ap-
proach.

Off-label use of gabapentin and trazodone for ASD presents sig-
nificant patient safety concerns. Despite lacking FDA approval for
this indication, these drugs are increasingly prescribed, leading to
adverse drug reactions.25 Gabapentin is often used off-label to
address anxiety and occasionally behavioral problems. Gabapen-
tin can also cause central nervous system depression. Its use in
ASD is poorly studied, with one study that enrolled just 23 chil-
dren (mean age 7.2) with various neurologic diagnoses finding
that 78% of children had improved sleep at doses of 5 mg/kg 30
to 40 minutes before bedtime.26 However, further research is re-
quired to substantiate these findings.26

Very limited evidence supports using trazodone to manage irrita-
bility, but many individuals with ASD still use it, as sleep distur-
bances are very common. Safety considerations exist, as
trazodone poses risks of overdose-related complications, includ-
ing arrhythmias, respiratory arrest, coma, and the rare but seri-
ous condition of priapism. Overprescribing of these medications
is increasing and not backed by evidence, especially in ASD. Cau-
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tious prescribing practices and thorough patient education are
needed to ensure the safety and well-being of individuals with
ASD using gabapentin and trazodone.

As mentioned, sleep problems are common in children with ASD.
In fact, between 40% and 80% of children with ASD develop
them.27 For many children, insomnia is the problem, but other
children develop parasomnias (e.g., sleep talking, sleepwalking,
sleep terrors), or circadian rhythm sleep-wake disorders. Pre-
scribers have various options available to treat insomnia, but in
autism, the largest body of work describes the use of melatonin
to improve sleep onset and maintenance. Research suggests us-
ing lowest doses (1 to 2 mg) and titrating upward gradually.28,29

John Develops Insomnia
Once again, John and his mother visit the pharmacy to fill a pre-
scription. His mom says that although they have a very struc-
tured schedule and John's regular bedtime is 9:00 PM, John has
difficulty falling asleep and is often awake and moving around in
his room for long periods of time. His mom says, “Recently, it
feels like he's awake all night long and his symptoms are worse
when he doesn't get enough sleep. It's a vicious cycle.” She looks
exhausted; a key issue when children with ASD develop sleep dis-
orders is that the entire family often loses sleep.

Mom also reports that her primary care provider has counseled
her on ways to help John get to sleep, including discouraging be-
haviors that interrupt sleep, using positive reinforcement when
John is actively trying to sleep, and employing relaxation tech-
niques. She says that she moved his bedtime to 11:00 PM and he

has been a little bit sleepier. Her plan is to move John’s bedtime
15 minutes earlier each week. Regardless, John and his entire
family still need additional help with this issue. John’s mother in-
dicates that the prescriber told her to speak with the pharmacist
so she can find the most reliable melatonin product. That’s a pru-
dent recommendation, since many supplements are mislabeled
or unreliable.28

PHARMACY IMPLICATIONS
Pharmacists, pharmacy technicians, and the community pharma-
cy setting serve as essential components of healthcare for pa-
tients with ASD and their families. The pharmacy team can
address concerns, provide encouragement, and ensure parents
and caregivers feel equipped to manage medication administra-
tion effectively. Pharmacists can provide counseling and techni-
cians can offer support to help caregivers confidently manage
medication regimens for patients with ASD, ensuring better ad-
herence and improved healthcare outcomes. Table 3 (above)
lists important reminders for the pharmacy team.

Pharmacists are a valuable drug information resource and adept
at assessing existing evidence to help patients with ASD and their
families make well-informed decisions. Pharmacy involvement is
invaluable in providing optimal care and support for this patient
population.

The Future of Treating ASD
The future of pharmacologic treatment for ASD holds promise
but also faces significant challenges. Continued research into
ASD's underlying neurobiologic mechanisms may lead to the de-

Table 3. Best Interventions for Children with ASD at the Pharmacy10,30,31

Anticipate that you will provide care for patients with ASD and identify a calm area where you can council without noise or
distraction

Accept that some parents do not want to take any more time in a store (pharmacy or not) than they must, and try to
accommodate them

At every visit, ask if anything has changed since the last visit and record an updated height and weight (especially if the patient is
on a medication dosed by weight)

If parents struggle with administering medications to children with ASD
● Provide tailored support and education, offer clear and concise medication instructions using visual aids and use simpli-

fied language
● Recommend dosage forms like liquids or chewable tablets to ease administration challenges
● Offer customized packaging options such as unit-dose blister packs or pre-filled syringes proactively to simplify dosing and

organization
● Help parents and caregivers create visual medication schedules or reward systems to reduce anxiety during medication

administration

Encourage parents and caregivers to keep a diary of symptoms so they can monitor the patient’s response to newly prescribed
medications

Remember that stimulants, gabapentin, and trazodone have been linked to abuse and all families need to be reminded to store
these drugs securely

● In some states, gabapentin is a controlled substance
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velopment of more targeted interventions tailored to address specific symptoms and subtypes of the disorder. Additionally, ad-
vancements in genetic testing and biomarker identification could enable personalized treatment approaches, optimizing efficacy
while minimizing adverse effects.

Large-scale clinical trials and collaborative research efforts to evaluate treatment effectiveness comprehensively are needed. Ulti-
mately, the future of medication therapy for ASD will depend on the ability to integrate advancements with a nuanced understand-
ing of individual differences and needs of patients with ASD.14

CONCLUSION
While progress has been made in understanding and treating ASD, significant challenges remain. A comprehensive approach com-
bining behavioral interventions, therapies, and pharmacotherapy tailored to individual needs is essential for improving outcomes in
individuals with ASD. Continued research efforts are necessary to develop more effective and evidence-based treatments for this
complex disorder. Temple Grandin explains it well: “A treatment method or an educational method that will work for one child may
not work for another child. The one common denominator for all of the young children is that early intervention does work, and it
seems to improve the prognosis.”

Best
❶Be COMMUNITY CHAMPIONS and disseminate information
in April, which is World Autism Awareness month
❷Ask about any difficulties administering medication, and
offer different dosage forms for patients who have difficulty
with tablets or capsules
❸Help parents and caregivers create visual medication
schedules or reward systems to reduce anxiety during medica-
tion administration

Better
❶ Use your counseling space to provide a quiet place for pa-
tients with ASD to wait if necessary
❷Discuss each medication’s potential adverse effects and if it
is used for an off-label indication, be sure to explain what to ex-
pect
❸ Remind patients (or parents) to read labels carefully and
follow the directions exactly

Good
❶Step up your vocabulary so that you refer
to patients appropriately
❷Recognize social skills deficits and
❸ Empathize with patients and their parents
when they present at the pharmacy and need
help

Figure 1. Working Productively with Patients who have ASD

© Can Stock Photo / ymgerman



REFERENCES
1. Sasson NJ, Pinkham AE, Carpenter KL, Belger A. The benefit of direct-
ly comparing autism and schizophrenia for revealing mechanisms of so-
cial cognitive impairment. J Neurodev Disord. 2011;3(2):87-100.
doi:10.1007/s11689-010-9068-x
2. American Psychiatric Association. Diagnostic and Statistical Manual
of Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR). 2022;5(5).
https://doi.org/10.1176/appi.books.9780890425787
3. Keating CT, Hickman L, Leung J, et al. Autism-related language pref-
erences of English-speaking individuals across the globe: A mixed meth-
ods investigation. Autism Res. 2023;16(2):406-428.
doi:10.1002/aur.2864
4. Bąbel P, Ostaszewski P. Between neurodiversity and therapy: the im-
portance of making conscious and responsible choices in supporting
individuals on the autism spectrum. Postep Psychiatr Neurol.
2023;32(4):175-180. doi:10.5114/ppn.2023.135596
5. Armstrong T. The myth of the normal brain: embracing neurodiversi-
ty. AMA J Ethics. 2015;17(4):348-352.
doi:10.1001/journalofethics.2015.17.4.msoc1-1504
6. Brüne M, Belsky J, Fabrega H, et al. The crisis of psychiatry - insights
and prospects from evolutionary theory. World Psychiatry.
2012;11(1):55-57. doi:10.1016/j.wpsyc.2012.01.009
7. Solomon A. The autism rights movement. New York Magazine. June
2, 2008. Accessed April 4, 2024.
http://nymag.com/news/features/47225/
8. Zeidan J, Fombonne E, Scorah J, et al. Global prevalence of autism: A
systematic review update. Autism Res. 2022;15(5):778-790.
doi:10.1002/aur.2696
9. Pires JF, Grattão CC, Gomes RMR. The challenges for early interven-
tion and its effects on the prognosis of autism spectrum disorder: a sys-
tematic review. Dement Neuropsychol. 2024;18:e20230034.
doi:10.1590/1980-5764-DN-2023-0034
10. Kadi R, Gayed F, Kauzman P, et al. Autism spectrum disorder: Prac-
tice guidelines for pharmacists. Can Pharm J (Ott). 2024;157(2):58-65.
doi:10.1177/17151635241228495
11. Hyman SL, Levy SE, Myers SM; COUNCIL ON CHILDREN WITH DIS-
ABILITIES, SECTION ON DEVELOPMENTAL AND BEHAVIORAL PEDIAT-
RICS. Identification, Evaluation, and Management of Children With
Autism Spectrum Disorder. Pediatrics. 2020;145(1):e20193447.
doi:10.1542/peds.2019-3447
12. Autism spectrum disorder in under 19s: support and management.
London: National Institute for Health and Care Excellence (NICE); June
14, 2021.
13. Autism spectrum disorder in adults: diagnosis and management.
London: National Institute for Health and Care Excellence (NICE); June
14, 2021.
14. Aishworiya R, Valica T, Hagerman R, Restrepo B. An Update on Psy-
chopharmacological Treatment of Autism Spectrum Disorder. Neuro-
therapeutics. 2022;19(1):248-262. doi:10.1007/s13311-022-01183-1
15. Risperdal [package insert]. Janssen Pharmaceutical Companies;
2022. Accessed May 10, 2024.
https://www.accessdata.fda.gov/drugsatfda_docs/label/2022/020272s
087,021444s059lbl.pdf
16. Abilify [package insert]. Otsuka Pharmaceutical Co; 2022. Accessed
May 10, 2024.
https://www.accessdata.fda.gov/drugsatfda_docs/label/2022/021436s
048lbledit.pdf
17. Scahill L, Jeon S, Boorin SJ, et al. Weight Gain and Metabolic Conse-
quences of Risperidone in Young Children With Autism Spectrum Disor-
der. J Am Acad Child Adolesc Psychiatry. 2016;55(5):415-423.
doi:10.1016/j.jaac.2016.02.016
18. Hutchinson J, Folawemi O, Bittla P, et al. The Effects of Risperidone
on Cognition in People With Autism Spectrum Disorder: A Systematic
Review. Cureus. 2023;15(9):e45524. doi:10.7759/cureus.45524

19. Hirsch LE, Pringsheim T. Aripiprazole for autism spectrum disorders
(ASD). Cochrane Database Syst Rev. 2016;2016(6):CD009043.
doi:10.1002/14651858.CD009043.pub3
20. Cortese S, Adamo N, Del Giovane C, et al. Comparative efficacy and
tolerability of medications for attention-deficit hyperactivity disorder in
children, adolescents, and adults: a systematic review and network me-
ta-analysis. Lancet Psychiatry. 2018;5(9):727-738. doi:10.1016/S2215-
0366(18)30269-4
21. Posey DJ, Aman MG, McCracken JT, et al. Positive effects of meth-
ylphenidate on inattention and hyperactivity in pervasive developmen-
tal disorders: an analysis of secondary measures. Biol Psychiatry.
2007;61(4):538-544. doi:10.1016/j.biopsych.2006.09.028
22. Nanjappa MS, Voyiaziakis E, Pradhan B, Mannekote Thippaiah S.
Use of selective serotonin and norepinephrine reuptake inhibitors (SN-
RIs) in the treatment of autism spectrum disorder (ASD), comorbid psy-
chiatric disorders and ASD-associated symptoms: a clinical review. CNS
Spectr. 2022;27(3):290-297. doi:10.1017/S109285292000214X
23. Hellings J. Pharmacotherapy in autism spectrum disorders, includ-
ing promising older drugs warranting trials. World J Psychiatry.
2023;13(6):262-277. doi:10.5498/wjp.v13.i6.262
24. Chen B, Choi H, Hirsch LJ, et al. Psychiatric and behavioral side ef-
fects of antiepileptic drugs in adults with epilepsy. Epilepsy Behav.
2017;76:24-31. doi:10.1016/j.yebeh.2017.08.039
25. Lenzer J. Pfizer pleads guilty, but drug sales continue to soar. BMJ.
2004;328(7450):1217. doi:10.1136/bmj.328.7450.1217
26. Mammarella V, Orecchio S, Cameli N, et al. Using pharmacotherapy
to address sleep disturbances in autism spectrum disorders. Expert Rev
Neurother. 2023;23(12):1261-1276.
doi:10.1080/14737175.2023.2267761
27. Sidhu N, Wong Z, Bennett AE, Souders MC. Sleep Problems in Au-
tism Spectrum Disorder. Pediatr Clin North Am. 2024;71(2):253-268.
doi:10.1016/j.pcl.2024.01.006
28. Souders MC, Taylor BJ, Zavodny Jackson S. Sleep Problems in Au-
tism Spectrum Disorder. In: White SW, Maddox BB, Mazefsky CA, eds.
The Oxford Handbook of Autism and Co-Occurring Psychiatric Condi-
tions. Oxford University Press; 2020: 258-283. Accessed May 10, 2024.
https://academic.oup.com/edited-volume/28150/chapter-
abstract/212932907
29. Williams Buckley A, Hirtz D, Oskoui M, et al. Practice guideline:
Treatment for insomnia and disrupted sleep behavior in children and
adolescents with autism spectrum disorder: Report of the Guideline
Development, Dissemination, and Implementation Subcommittee of
the American Academy of Neurology. Neurology. 2020;94(9):392-404.
doi:10.1212/WNL.0000000000009033
30. Kurtz SP, Buttram ME, Margolin ZR, Wogenstahl K. The diversion of
nonscheduled psychoactive prescription medications in the United
States, 2002 to 2017. Pharmacoepidemiol Drug Saf. 2019;28(5):700-
706. doi:10.1002/pds.4771
31. Anderson LA. Is gabapentin a controlled substance/narcotic?
Drugs.com. Updated December 5, 2022. Accessed April 5, 2024.
https://www.drugs.com/medical-answers/gabapentin-narcotic-
controlled-substance-3555993/

UCONN You Asked for It Continuing Education           August 2024                            Page 10


