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Introduction
Autism spectrum disorder (ASD) is a neuro-developmental disorder that is characterised by 
impairments in communication skills, preoccupation with restricted interests, and the 
demonstration of stereotyped behaviours and activities.1 This heterogenous disorder is a 
prominent cause of disability in young children, and social, educational, occupational and 
economic disadvantages can accumulate with development. The individual may present with 
variable mix of behavioural symptoms and be affected along a continuum of severity.2 Autism 
spectrum disorder encompasses intrinsic cognitive symptoms and is frequently associated with 
comorbid disorders.3

Historically grouped under ‘pervasive developmental disorders (PDDs)’ in the Diagnostic and 
Statistical Manual of Mental Disorders III (DSM–III) for its broad social and communication 
deficits, the term ASD is now used in the DSM–5 and International Classification of Diseases 
11 (ICD–11) with clinical specifiers and modifiers for individual diagnostic differentiation.

The condition has long-term effects on the wellbeing and functioning of the individual and that 
of their family, with associated societal and economic costs, specifically related to their need for 
life-long care.4 The lifespan societal cost of ASD in high-income countries is estimated to be up to 
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2.4 million dollars per individual in the United States of 
America (USA)5, with the collective cost for all those affected 
being 32 billion pounds annually in the United Kingdom 
(UK),6 making the condition a public health priority.7 The 
costs associated with ASD in low to middle-income countries, 
such as South Africa, have not been determined or researched, 
making it difficult to establish the costs for the family and the 
health care system.

Autism spectrum disorder may be diagnosed by 18–24 
months of age, with early signs being identified as early as 12 
months of age.8 Notably, ASD occurs more frequently in 
males, with a male to female ratio of approximately 4.2:1.9 
Early identification of ASD is critical because implementing 
early interventions can lead to significantly improved 
outcomes.10 There are multiple medical disorders that are 
often comorbid with ASD, such as epilepsy, food intolerance, 
gastrointestinal dysfunction, and psychiatric disorders 
including attention deficit hyperactivity disorder (ADHD), 
tic, anxiety, depression, sleep and behavioural problems 
such as aggressive and self-injurious behaviours.11

These co-occurring conditions can exacerbate the challenges 
faced by individuals with ASD, making management and 
treatment more complex.12 For instance, ADHD is a common 
comorbidity that can affect between 26% and 65% of 
individuals with ASD.13 Comorbid ADHD symptoms can 
worsen outcomes14 and delay detection of ASD.15 Anxiety 
disorders are also prevalent, affecting around 40% of those 
with ASD,16 with specific phobia and generalised anxiety 
disorder being the most common.17 Additionally, people with 
ASD are at higher risk of depression, suicidal ideation and 
suicidal behaviours, often stemming from social isolation.18 
Depression may present with typical symptoms such as 
tearfulness, and self-harm,19 but also through ASD-specific 
symptoms such as irritability, or changes in behaviour 
patterns.20 Tic disorders, including Tourette syndrome and 
other tic behaviours, are more common in individuals with 
ASD than in the general population, with a prevalence rate of 
about 28% – 34%.21,22,23 The presence of tic disorders in 
individuals with ASD may also be linked to higher intelligence 
quotient (IQ) and more severe ASD and comorbid symptoms.24

As these comorbid disorders have a negative impact on the 
quality of life of the individual and their family, early 
intervention is aimed at decreasing disability and addressing 
comorbid conditions which may impact on prognosis.25 This 
study therefore aimed at describing the socio-demographic 
and clinical features including age of presentation and 
potential delay in diagnosis of children and adolescents 
affected by ASD attending public sector child psychiatric 
services in eThekwini Municipality of KwaZulu-Natal 
province, South Africa.

Materials and methods
Study design, site and sample population
A retrospective descriptive quantitative chart review study 
of children and adolescents diagnosed with ASD was 

conducted at the specialist psychiatry outpatient departments 
of the two hospitals for the period, 01 January 2018 to 31 
December 2021 using the hospital register. The study 
included all patients who were 18 years or younger, and 
clinically fulfilled DSM–5 criteria for ASD. Both hospitals 
have a child and adolescent psychiatrist supervising the 
assessment and management of the patients. They also have 
access to clinical psychology, occupational therapy, social 
work, and physiotherapy services at the units. 

Measures
A structured socio-demographic and clinical questionnaire 
was designed to extract data from the clinical records, 
including age at presentation, gender, educational level, 
referral source, and if living in urban or rural area. Clinical 
information was collated on birth history, educational needs, 
family history, clinical presentation, developmental features 
(milestones), comorbid conditions, medications and non-
pharmacological interventions. 

Statistical analysis
Data were collected by a senior psychiatry registrar and 
anonymised and analysed with Statistical Package for the 
Social Sciences (SPSS) version 28.0 (IBM Corp, Armonk, 
NY, USA) and Stata version 16.0 (StataCorp, College Station, 
TX, USA). Categorical data (e.g., age and educational level) 
were presented as frequencies and percentages, with 
descriptive statistics (mean and standard deviation [s.d.]) 
being used to describe the continuous data (e.g., gender) 
that were collected. 

Ethical considerations
The study was approved by the Biomedical Research 
Ethics  Committee of the University of KwaZulu-Natal 
(BREC/00004009/2022), and permission to conduct it in the 
provincial hospitals was given by the KwaZulu-Natal 
Department of Health. The two hospital managers gave the 
consent for the records to be accessed. 

Results
Demographic variables
During the 4 years in which the records were reviewed 
for  patients who met the inclusion criteria, 67 files were 
identified for analysis and their data were extracted. There 
were significantly more males (n = 60, 89.6%) than females 
(n = 7, 10.4%) (p < 0.001), almost half (n = 32, 47.8%) were 
African, and the largest age group was 6–12 years old 
(Table 1). The majority (n = 66, 98.5%) of the patients resided 
in urban areas, slightly more than half (n = 37, 55.2%) were 
living with both parents, with the majority (n = 47, 70.1%) 
attending remedial or special educational needs schools. 
The 15 (22.4%) patients who were not schooling were either 
awaiting placement at special educational needs school, or 
their severe aggressive behaviour precluded admission 
currently to a school.
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Clinical variables
The mean and s.d. for the current age of the child (in years) 
was 10.69 (s.d. 2.64) years (Table 2), while the median and 
interquartile range (IQR) was 10 (9.0–12.0) years. The mean 
age of first symptom recognition by parent/caregiver was 
4.10 years (s.d. 2.20), referral to psychiatry was 6.16 years 
(s.d. 3.79), and at first diagnosis of ASD was 7.38 years (s.d. 
3.93). Help-seeking was mainly at paediatric medical services 
(n = 28, 41.8%) followed by general medical services (n = 22, 
32.8%), with the main referrals being from mental health care 
practitioners (n = 20, 29.9%), paediatrics (n = 21, 31.3%), and 
other doctors (n = 22, 32.8%). The main reason for referral 
was behavioural problems (n = 61, 91.0%). In addition, 49 
(73.1%) patients indicated that there was no history of mental 
illness in first degree relatives.

In assessing the clinical variables of the ASD, the majority of 
patients living with ASD were noted to have severity level 2 
(n  = 27, 40.3%), with similar numbers being non-verbal 
(n  =  22, 32.8%) having limited speech (n = 23, 34.3%) and 
normal speech (n = 22, 32.8%) (Table 3). Three quarters 
(n = 50, 74.6%) had language delays, all lacked social 
interaction skills. 

In terms of comorbid disorders, 53 (79.2%) patients had an 
additional psychiatry diagnosis, with 37 (55.2%) having 
comorbid ADHD (Table 4). The prevalence of intellectual 
disability was approximately 50%.

One quarter (n = 25, 37.3%) of the patients were being 
assisted by a speech therapist, only seven (10.4%) by a social 
worker, and eight (11.9%) by a clinical psychologist. All the 
patients were on psychotropic medication, with 36 (53.7%) 
being on risperidone, 40 (59.7%) being on an anticonvulsant, 
and 40 (59.7%) being on more than one psychotropic drug 
(Table 5). 

Discussion
In this study, one of the main findings was that of the 67 children 
and adolescents with ASD accessing psychiatric care, most were 
males (60 males; 89.6%), this being consistent with the 
literature.26,27,28,29,30,31 The literature has reported that male 
children with ASD display more externalising behaviours than 
their female counterparts such as aggression and hyperactivity,32 
which may explain an earlier presentation to psychiatric 
services. Other possibilities for the male predominance may 
include sex-linked genetic and hormonal factors that are thought 
to contribute to the risk of developing ASD, for example, 
prenatal hormones could diminish risk in female children while 
promoting it in males.33 The female protective model posits that 
a higher threshold of genetic liability is necessary for females to 
develop ASD versus males.34 The ‘extreme male brain theory’ 
also attempts to explain this gender bias – it suggests that foetal 
testosterone exposure may be the underlying gender difference 
in autistic traits.35

In terms of the racial demographics of this study, the bulk of 
participants were black children which is not consistent with 
international findings. The USA Centers for Disease Control 
and Prevention (CDC) community report of 2020 on ASD 
reports that black and Hispanic children are less likely to be 

TABLE 1: Socio-demographic characteristics of children/adolescents with autism 
spectrum disorder (N = 67).
Variable Characteristic Number Percent

Gender Male 60 89.6
Female 7 10.4

Race African 32 47.8
Indian 19 28.4
Coloured 8 11.9
White 8 11.9

Age (in years) 0–5 16 23.9
6–12 27 40.2
13–17 24 35.9

Social background Urban 66 98.5
Semi-rural 1 1.5

Living arrangements Living with both parents 37 55.2
Living with mother 21 31.3
Living with member of extended 
family

6 9.0

Foster care or children’s home 3 4.5
Current schooling 
type

Not currently schooling/preschool 15 22.4
Remedial/special needs 47 70.1
Mainstream 4 6.0
Unknown 1 1.5

TABLE 2a: Clinical variables of children and adolescents with autism spectrum 
disorder.
Age Mean Standard deviation

Current age (in years) 10.69 2.64
Age of first symptom recognition (in years) 4.10 2.20
Age of ASD diagnosis (in years) 7.38 3.93
Age of referral to psychiatry (in years) 6.16 3.79

ASD, autism spectrum disorder.

TABLE 2b: Clinical variables of children and adolescents with autism spectrum 
disorder.
Variable Characteristic Number Per cent

Help seeking Teacher 2 3.0
Medical 22 32.8
Paediatrician 28 41.8
Other for example 
Psychology/Occupational 
therapy/Speech therapy

15 22.4

Referral source Mental health care 
practitioners

20 29.9

Paediatrics 21 31.3
Other doctors 22 32.8
Speech therapy 1 1.5
Social worker 3 4.5

Reason for  
referral

Scholastic problems 5 7.5
Behaviour problems 61 91.0
Speech delay 14 20.9
Grant Application 1 1.5
Hyperactivity 1 1.5
Sleep Problems 1 1.5
Suicidal ideation 1 1.5

Family history of 
mental illness in 
first degree relative

No 49 73.1
Yes 15 22.4
Unknown 3 4.5

Specify relationship 
of mentally ill family 
member

Mother 4 26.7
Father 6 40.0
Sibling 5 33.3
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identified with ASD than white children.36 Our results, 
however, are a reflection of the demographics of KwaZulu-
Natal which has a black population of 87%.37

Fifteen individuals had a positive family history of mental 
illness in a first degree relative; however, the nature of the 
mental illness was not available in the medical records. This 
information is important in the context of ASD which is 
thought to be a highly heritable condition with a pronounced 
genetic contribution, reinforced by twin studies showing 
prominent concordance among monozygotic twins.38 Studies 
have demonstrated that ASD clusters in families, and 
estimate the quantity of phenotype variance because of 
heritability to be approximately 90%.39 Psychiatric disorders 
are more frequent among the relatives of children with 
ASD.40 Larsson et al. in a Danish study in 2005 showed that 
parental schizophrenia, affective disorders and substance 

use disorders were associated with ASD.41 These findings 
were echoed by Daniels et al.42 and Jokiranta et al.43 In a study 
in Taiwan in 2022, it was shown that patients with ASD are 
more likely to have parents with psychiatric disorders such 
as schizophrenia and psychotic disorders, mood, anxiety and 
personality disorders.44 In addition, maternal psychiatric 
diagnosis appeared to have a more profound effect on 
outcome than paternal diagnosis.44 

In terms of their clinical variables, there was a delay between 
the recognition of first symptoms and a formal ASD diagnosis 
of approximately 3 years. The most common initial reason 
for referral to psychiatry being behavioural problems 
followed by speech delay. It should be noted that the early 
warning signs of possible ASD include poor joint attention, 
diminished eye contact, a lack of orienting to verbal call, 

TABLE 3a: Autism spectrum disorder characteristics (N = 67).
Variables Level 1 Level 2 Level 3

n % n % n %

Severity of ASD 19 28.4 27 40.3 21 32.3

ASD, Autism spectrum disorder. 

TABLE 3d: Autism spectrum disorder characteristics (N = 67).
Variables Normal Abnormal Not done

n % n % n %
Electro-encephalography 35 52.2 20 29.9 12 17.9
Educational Psychology Assessment 2 3.0 50 74.6 15 22.4
Occupational Therapy Assessment 3 4.5 45 67.2 19 28.4
Visual screen 40 59.7 7 10.4 20 29.9
Hearing screen 43 64.2 5 7.5 19 28.4

TABLE 3b: Autism spectrum disorder characteristics (N = 67).
Variables Non-verbal Some words Normal speech

n % n % n %
Speech 22 32.8 23 34.3 22 32.8

TABLE 3c: Autism spectrum disorder characteristics (N = 67).
Variables No Yes Not recorded

n % n % n %
Language delay 3 4.5 50 74.6 14 20.9
Lack of reciprocal social interaction 0 0.0 67 100.0 -
Lack of pretend play 8 11.9 34 50.7 25 37.3
Head banging 8 11.9 36 57.3 23 34.3
Tantrums 6 9.0 41 61.2 20 29.9
Stereotypic movements 5 7.5 57 85.1 5 7.5
Hyperactivity 20 29.9 46 68.7 1 1.5
Aggression 27 40.3 34 50.7 6 9.0
Head size-microcephaly 66 98.5 1 1.5 - -

TABLE 3e: Autism spectrum disorder characteristics (N = 67).
Variables No Yes Unknown

n % n % n %
Seizures in first year 32 47.7 4 6.0 31 46.3
Delayed milestones 7 10.4 57 85.0 3 4.6
Obstetric and other history
Low birth weight 51 76.1 4 6.0 12 17.9
Prematurity 51 76.2 9 13.4 7 10.4
Paternal age > 40 at conception 3 4.5 0 0.0 64 95.5
Maternal age of > 35 years 5 7.4 2 3.0 60 89.6
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decreased facial expression and social smile, and a lack of or 
poor quality of movements.29 In addition, the onset may be 
characterised by regression of language and social interaction 
between 16 and 20 months of age45 or sometimes by 
psychomotor delay or even by developmental stagnation.46 

The delay in diagnosis of ASD from first symptom recognition 
to a definitive diagnosis of ASD is concerning, as early 
diagnosis and prompt intervention for ASD and associated 
comorbidities is critical for a number of reasons. Between the 
ages of birth and 6 years, the brain is geared to acquire social 
and verbal skills.47 Initiating and teaching such skills when 
the brain expects to develop these skills is related to faster 
and more sustained responses than if they are taught at a 
later stage.48 Furthermore, early detection and intervention 
offers the opportunity to empower families and caregivers 
for long-term advocacy and assistance of their children.49 

Lastly, timeous diagnosis allows for monitoring and early 
intervention for co-occurring conditions such as ADHD, 
speech and sleep and eating problems.50 Early interventions 
which are both high in quality and intensity will result in 
increases in the individual’s intellectual, social, speech and 
adaptive behaviour, and decreases in life-long costs of special 
education, sheltered living and supported employment.51

The delay in diagnosis may be associated with multiple 
factors, such as in the USA CDC community report of 2023 
on  ASD, which showed that stigma, a lack of access to 
healthcare services because of non-citizenship or low income 

and non-English primary language are potential barriers to 
identification of children with ASD, especially among 
Hispanic children.52 The challenge of late diagnosis and role of 
social and cultural stigma were also noted in a review of ASD 
in Africa, and the authors of this review further noted that 
other important factors influencing delay in diagnosing ASD 
in the African setting may be a lack of specialised healthcare 
professionals and services, and a lack of awareness and 
understanding of ASD among healthcare service providers.53 
Late identification and diagnosis may be further attributed to 
a lack of knowledge in parents pertaining to normal 
developmental milestones.54 In addition, they may also have a 
limited understanding of developmental disorders such as 
ASD45 or may be in denial about their child’s condition. 
Impediments to diagnosing and managing ASD include 
limited experience, inadequate educational resources, a lack 
of referral centres, failure of family support systems, deficient 
specialists in developmental disorders, scarce therapists, and 
insufficient time for a thorough assessment.55

In addition, Mazurek et al. report that older current age, 
lower socio-economic circumstances, higher IQ, and lower 
levels of autism symptoms are associated with later age of 
initial diagnosis. Lower parental education was also 
significantly associated with delays in diagnosis. They also 
found that children with greater current behavioural 
symptoms, and those with a previous psychiatric disorder 
diagnosis were diagnosed later with ASD than those 
without psychiatric diagnoses.56 Finally, importantly in 
low- and middle-income settings, health system factors 
which delay diagnosis include a backlog of patients to be 
seen48 and a lack of qualified healthcare providers57 may 
result in delay in diagnosis. In South Africa, families with a 
child with ASD may experience marked difficulties in 
gaining access to diagnostic, intervention, and educational 
services.58,59

In terms of ASD characteristics, the commonest presenting 
features reported in this study were a lack of reciprocal social 
interaction (100%), stereotypic movements (85.1%), language 
delay (74.6%) and hyperactivity (68.7%), this being similar to 
other studies.60,61 In a study conducted by Malhi et al., of the 33 
patients with ASD, no peer play was found in 95.2% of children 

TABLE 5: Management strategies used for children and adolescents with autism spectrum disorder.
Variables No Yes One More than one

n % n % n % n %
Strategies
Speech therapy 42 62.7 25 37.3 - - - -
Social worker 60 89.6 7 10.4 - - - -
Clinical psychologist 59 88.1 8 11.9 - - - -
Psychiatric meds 0 0.0 67 100.0 - - - -
Type of Medication - - - -
Methylphenidate 48 71.6 19 28.4 - - - -
Atomoxetine 63 94 4 6.0 - - - -
Risperidone 31 46.3 36 53.7 - - - -
Aripiprazole 61 91.0 6 9.0 - - - -
Clonidine 56 83.6 11 16.4 - - - -
Anticonvulsant 27 40.3 40 59.7 - - - -
Number of psychotropic medications 27 40.3 40 59.7 27 40.3 40 59.7

TABLE 4: Comorbid psychiatric and medical disorders (N = 67).
Characteristic No Yes

n % n %
Co-morbid psychiatry diagnosis/es 14 20.9 53 79.1
ADHD 30 44.8 37† 55.2
Intellectual Disability 33 49.3 34 50.7
HIV status – all negative 67 100.0 0 0.0
Asthma 66 98.5 1 1.5
Sinusitis 61 91.0 6 9.0
Bedwetting 59 88.1 8 11.9
Epilepsy 47 70.1 20 29.9

ADHD, attention deficit hyperactivity disorder; HIV, human immunodeficiency virus.
†, 32 males and 5 females.
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and motor stereotypies were also present in 85.7%.60 In another 
cross-sectional observational study of 112 children with ASD, 
the authors found a lack of reciprocal social interaction in 
80.49%, language delay in 85.37%, and stereotypic movements 
in 53.66% as the most common features.61

Comorbid ADHD was noted in 55.2% (n = 37) and intellectual 
disability in 50.7% (n = 34). Comorbidity is the co-occurrence of 
two or more disorders in the same individual.62 Youth with 
ASD suffer from a significantly greater number of comorbid 
conditions than youth without ASD.63 Simonoff et al. (2008) 
report that 70.0% of children with ASD had at least one comorbid 
disorder and 41.0% had two or more conditions.64 Bradley and 
colleagues note that individuals with ASD showed four times 
more psychiatric comorbidity than those without ASD.65 
Fodstad et al. noted that there was an increasing trend of 
comorbid symptoms as the child grew older.66 Mannion et al. 
also found that 46.1% of children and adolescents with ASD had 
a comorbid disorder, and when intellectual disability was 
included, this increased to 78.7%.67 These findings are consistent 
with this study also, where 50.7% of patients were diagnosed 
with comorbid intellectual disability. 

The prevalence of ADHD in those living with ASD has 
ranged from 14% to 78%.68 Mannion et al. found that 18% of 
children and adolescents with ASD had a comorbid diagnosis 
of ADHD.67 Skokauskas and colleagues compared children 
with ASD to those without this diagnosis,69 and found that 
44.78% of the ASD group met criteria for clinically significant 
ADHD. In this study, 37 of the 67 children and adolescents 
were diagnosed with ADHD (55.2%), which is in keeping 
with findings of another study at a paediatric neurology 
public hospital in KwaZulu-Natal, which reported a 57% 
prevalence rate of ADHD.70

The finding in this study that 29.9% of patients had a 
comorbid diagnosis of epilepsy is consistent with other 
studies such as 30.0% prevalence of comorbid seizure 
disorders in ASD in a study by Maniram et al. in 2023.70 

Varying rates of epilepsy have been found and other studies 
have reported different rates; for example, Mannion et al. 
found that 10.1% of children and adolescents with ASD had 
a comorbid diagnosis of epilepsy.67 Epilepsy in ASD is 
associated with intellectual disability and the more severe 
the intellectual disability, the higher the prevalence of 
epilepsy.71 Bolton et al. also reported that 22% of individuals 
with ASD had epilepsy.72 Smith et al. report that those with 
ASD and a comorbid condition such as epilepsy were more 
impaired in terms of psychopathology than those with 
intellectual disability, epilepsy or ASD on its own.73 Hence, 
comorbid disorders may also have negative implications on 
outcome if not recognised and managed. 

Regarding their management, non-pharmacological 
treatment modalities are critical for treating ASD and to 
assist with the core symptoms, they are easily accepted by 
parents and have fewer side effects.74 In this study, 45 (67.2%) 

patients were assessed by occupational therapy and 50 
(74.6%) had an educational psychology assessment. However, 
only one-third (37%) had attended speech therapy, 10.4% 
were seen by the social worker and 11.9% by clinical 
psychology department, suggesting that care from the multi-
disciplinary team may not be optimal, considering the high 
rates of comorbidities. Similarly, Maniram et al. report that 
less than half (44%) of patients were being seen by speech 
and/or occupational therapy, of whom, 23% were 
recommended by the prescriber of the pharmacological 
management.70 

With regards to medication in this study, all those with ASD 
were on psychotropic medication and 40 patients (59.7%) 
were on more than one, the most widely used being 
anticonvulsants (59.7%), risperidone (53.7%), and 
methylphenidate (28.4%). This is consistent with a systematic 
literature review by Ritter et al., which found that most of 
the youth with ASD were taking two or more medications, 
psychotropic or non-psychotropic, simultaneously. The 
authors found that the rates of polypharmacy range across 
studies from 6.8% – 87% among autistic youth, and noted 
that having psychiatric comorbidities, self-injurious 
behaviours and physical aggression as well as being male 
and older were associated with higher rates of polypharmacy.75 
Similarly, another recent study reported that 57% of patients 
with ASD were treated with polypharmacy of three or more 
medications and 83% were prescribed medications within a 1 
year period of diagnosis and received a mean of four 
medications. It was evident that polypharmacy rates were 
higher in the ASD group compared to the general 
population.76 In a study of 33 565 children with ASD, Spencer 
et al. report that 35% of children had evidence of psychotropic 
polypharmacy. They found that older children and those 
with evidence of comorbid conditions such as epilepsy or 
ADHD had higher rates of psychotropic use and/or 
polypharmacy.77 

In the other local study, the likelihood of psychotropic 
medication combination use among children with ASD was 
greatest among the 7–9 year age group, with males across all 
age groups requiring a combination of psychotropic 
medications more often than female patients. In contrast to 
this study, risperidone was used in 88% of patients, followed 
by methylphenidate in 32% and sodium valproate in only 
16% of children,70 which may be because of their study being 
based in a paediatric clinic, which tends to focus on treating 
children less than 12 years of age.

Limitations
This retrospective chart review was conducted at only two 
public sector psychiatric services in Durban, KwaZulu-Natal 
province, and did not include patients from the private health 
sector which may limit the generalisability of findings to the 
community at large. The sample size was small (67 patients), 
and there was missing information in some files because of 
incomplete documentation which were then excluded. 
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Occasionally it was difficult to interpret information in the 
charts and a variance in the quality of information recorded by 
the medical professionals was noted. The period of analysis 
included the COVID-19 pandemic lockdown period, which 
may have limited help-seeking by caregivers and therefore 
affected the sample size. The timing of the study during the 
COVID-19 pandemic is a limitation as the pandemic influenced 
not only help-seeking by caregivers, but availability of health 
care professionals to assess and manage children with 
neurodevelopmental disorders particularly when mental 
health services were curtailed to support the COVID-19 crisis. 
It is recommended that additional studies review pathways to 
care after the pandemic. In addition, the use of pharmacotherapy 
may be artificially high in that patients are referred specifically 
to psychiatry for psychotropic medications as they may have 
not responded to other psychosocial treatments, their 
management status not reflecting patients who do not attend 
such a specialised facility. A final limitation is the lack of being 
able to assess use of alternative therapies.

Recommendations
A diagnosis of ASD is often delayed and associated with 
comorbidity which may impact on outcome. Improved 
public health awareness is essential to reach parents, 
caregivers and teachers of children with ASD to ensure the 
early diagnosis and implementation of a multi-disciplinary 
approach to ensuring favourable outcomes. Moreover, we 
need to promote ASD in the curriculum of all health care 
workers to improve diagnosis. Research is needed at primary 
health care and community level to identify blockages in the 
system of having young children timeously referred for 
diagnosis and management. 

Parents and caregivers must be empowered with knowledge 
about ASD so as to better relate to and understand their 
children.49 Increased awareness in parents and caregivers 
allows for greater support and advocacy for the special 
needs of their children.49 Early diagnosis enables close 
monitoring and intervention for associated comorbidities 
such as ADHD.50 Early detection improves outcomes as 
it  allows for developmental trajectories be positively 
influenced in the phase of highest neuroplasticity (birth to 6 
years of age).47

Standardised national policies which are evidence-based 
and in the best interest of individuals with ASD need to 
be formulated and implemented78 Swift detection and early 
intervention in ASD enhances long-term prognosis of the 
affected child and family, and decreases the financial 
burden on health care systems. 

South Africa is known to have considerable health disparities.78 
In order to enable access to comprehensive health care, 
outreach to disadvantaged communities is encouraged.78 
Screening tools for ASD which are language-specific and 
culture-sensitive need to be formulated and implemented.59

Finally, parental education and training is the cornerstone 
of  treatment of ASD. There is a lack of specialist service 
providers in most state facilities. By involving parents and 
caregivers, children with ASD can receive early interventions 
despite low resource settings.78

Conclusion
This study echoes findings cited in existing literature 
regarding the clinical profile of children presenting with 
ASD. The strong male predilection of ASD coupled with 
significant comorbidities are in keeping with previous 
research. This study illustrates a persistent delay in diagnosis 
of approximately 3 years and low rates of allied health care 
involvement. It is important to recognise that prompt 
identification of and intervention in children with ASD 
capitalises on the period of highest neuroplasticity. In this 
way, the social, communication and language skills and 
functioning of those affected are improved, enhancing their 
quality of life and long-term prognosis. 
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