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Abstract 
Objectives: To evaluate the clinico-social profile of children diagnosed with Autism Spectrum Disorder (ASD) 
and to study the occurrence of co-morbid conditions. 
Methods: This descriptive cross-sectional study included 60 children (1–18 years) with ASD attending OPD 
services and Special schools between June 2023 and October 2024. Diagnosis was based on DSM-5 criteria. 
Data were collected on socio-demographic variables, clinical features, comorbidities, and screen-time exposure 
using a semi-structured questionnaire. Statistical analysis was performed using SPSS v20. 
Results: Majority of children were <5 years (61.7%), male (78.3%), and from upper-middle socioeconomic 
class (58.3%). Language delay was the most common complaint (71.7%), with 91.7% having delayed language 
developmental milestone. Comorbidities included ADHD (43.3%), sleep disturbances (50%), and GI issues 
(16.7%). Notably, 33.3% of children had screen exposure of 2–3 hours/day.  
Conclusions: Early identification and awareness are essential for timely intervention in ASD. 
Sociodemographic factors and comorbid conditions play a significant role in presentation, early symptom 
recognition and management. Excessive screen time may influence symptom severity and development. 
Keywords: Autism Spectrum Disorder, Children, Clinical Profile, Socioeconomic Status, Screen Time, 
Comorbidities. 
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Introduction 

Autism Spectrum Disorder (ASD) comprises a 
group of neurodevelopmental conditions marked by 
significant impairments in social communication 
and the presence of restricted, repetitive behaviours 
and interests.[1]  

Genetic studies further affirm that ASD is a 
heterogeneous condition, with various genetic 
polymorphisms contributing to its presentation.  

The Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5) is considered for 
the diagnosis of this condition. 

Children with Autism Spectrum Disorder (ASD) 
often present with a range of associated medical, 
developmental, and psychiatric conditions that may 
impact diagnosis and management. 

Intellectual Impairment: Cognitive abilities in 
children with ASD are often uneven. While they 
may perform well on tasks involving memory or 

visuospatial skills, they may struggle with higher-
order reasoning, abstract thinking, and problem-
solving.[2]  

Language Impairment: Although not essential for 
diagnosis, language impairment is common and 
varies widely. Difficulties may include: Absence of 
verbal communication, Use of only gestures or 
single words, Delayed or regressive speech 
development, Limited comprehension and atypical 
speech patterns, Language-based learning 
difficulties. [3]  

Neurodevelopmental and Psychiatric 
Comorbidities 

Anxiety Disorders: Common among adolescents 
with ASD, presenting as social anxiety, phobias, or 
obsessive behaviors. Prevalence ranges from 42% 
to 55%. Untreated, these can significantly affect 
academic and social functioning.[4,5,6]  

http://www.ijcpr.com/


 
  

International Journal of Current Pharmaceutical Review and Research           e-ISSN: 0976-822X, p-ISSN: 2961-6042 

Pranali et al.                            International Journal of Current Pharmaceutical Review and Research  

1262   

ADHD: Symptoms of hyperactivity, impulsivity, 
and inattention affect 30%–50% of children with 
ASD and may worsen behavioral and learning 
outcomes.[7]  

Mood Disorders: Depression and mood 
dysregulation are more frequent in adolescents, 
often related to social isolation and communication 
challenges. Some children may display 
Oppositional Behaviors like defiance, aggression, 
or irritability.[8]  

Other Neurological and Behavioral Conditions 

Tic Disorders: Repetitive motor or vocal tics, 
including palilalia and echolalia, may be observed. 

Schizophrenia: Though rare, the risk of 
developing schizophrenia is higher in individuals 
with ASD.[9]  

Learning Difficulties: Even in the absence of 
intellectual disability, children with ASD may face 
academic challenges related to executive 
dysfunction, abstract reasoning, and pragmatic 
language use.[9]  

Sleep Disturbances: Common issues include 
bedtime resistance, frequent awakenings, 
restlessness, and altered sleep patterns, often due to 
anxiety or sensory sensitivities.[10,11]  

Feeding Issues: Selective eating due to sensory 
sensitivities may lead to gastrointestinal symptoms 
or nutritional deficiencies. 

Special Abilities ("Savant" Skills): A subset of 
individuals with ASD may exhibit exceptional 
abilities in areas like memory, calculation, music, 
art, or language. These rare talents, such as 
hyperlexia or calendar memory, may coexist with 
significant developmental challenges.[12]  

Surveillance and screening aid in the early 
identification is an important step in optimizing 
outcomes. Early identification facilitates:[13]  

• Initiation of early interventions (Specialist 
involvement, Behavioral modification 
techniques, Targeted treatments, 
Communication interventions, Occupational 
therapy) 

• Delivery of appropriate medical care and 
treatment of associated conditions 

• It is imperative for Paediatricians to actively 
screen for Red Flag signs of autism 

Materials and Methods 

Sample Size: According to the World Health 
Organization, the global prevalence of ASD is 
approximately 0.75%, representing around 16% of 
the worldwide paediatric population. Based on a 
reported ASD prevalence of 0.2% in India[14]  and 
using the formula: 

n = (Zα/2 + Z1-β)² × p × q / d² 

With α = 0.025 (Z = 1.96), β = 0.20 (Z = 0.842), p 
= 0.2, q = 0.98, and margin of error (d) =0.1, the 
calculated sample size was approximately 32.4, 
which was rounded to 40. However, a total of 60 
participants were ultimately included in the study. 

Sampling Method 

Participants were selected based on defined 
inclusion and exclusion criteria.  

Data were collected using a predesigned, semi-
structured, and validated proforma. 

Inclusion Criteria 

1. Children aged 1–18 years with features of 
Autism Spectrum Disorder. 

2. Children with ASD and associated 
comorbidities such as epilepsy, psychiatric 
disorders, gastrointestinal disturbances, or 
tuberous sclerosis. 

Exclusion Criteria 

1. Children with suspected or confirmed genetic 
or metabolic disorders. 

2. Children too ill to participate in the 
assessment. 

Study Procedure: After obtaining written 
informed consent from caregivers in their local 
language, eligible children were assessed using 
DSM-5 diagnostic criteria for ASD. The Diagnostic 
and Statistical Manual of Mental Disorders, Fifth 
Edition (DSM-5) is considered for the diagnosis of 
this condition which includes following cluster of 
symptoms 

Cluster A: Persistent deficits in social 
communication and interaction. 

Cluster B: Restricted, repetitive patterns of 
behaviour, interests, or activities, including atypical 
sensory responses. 

All three of the following symptoms from 
Cluster A must be present: 

1. Deficits in social-emotional reciprocity (e.g., 
limited back-and-forth interaction, poor 
sharing of emotions or interests). 

2. Impairments in nonverbal communication 
(e.g., poor eye contact, facial expressions, 
gestures). 

3. Difficulties in developing and maintaining 
relationships (e.g., minimal interest in peers, 
trouble adjusting behaviour in social 
situations). 

At least two of the following symptoms from 
Cluster B are required: 
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1. Stereotyped or repetitive movements, speech, 
or object use (e.g., hand-flapping, echolalia, 
lining up toys). 

2. Inflexible adherence to routines or rituals (e.g., 
distress over changes, strict routines). 

3. Highly focused or intense interests (e.g., 
fixation on specific objects or topics). 

4. Unusual sensory responses (e.g., 
hypersensitivity to sound, fascination with 
lights or textures). 

In addition, the symptoms must: 

Cause significant impairment in social, academic, 
or daily functioning. 

Be present from early developmental periods, even 
if they become evident only under increased social 
demands.[1] 

Statistical Analysis: Data were analysed using 
IBM SPSS version 20.0. 

Results 

In our study majority of cases were of age group 
less than 5 years 37(61.7 %), between 5-9 years 
21(35%) and more than 10 years were 2(3.3%)   

Out of the total 60 patients, 47 (78.3%) were male 
and 13 (21.7%) were female. The ratio of males to 
females is approximately 3.6:1, which is consistent 
with well-documented trends in autism spectrum 
disorder (ASD) research, where males are more 
frequently diagnosed than females. 

Majority children (35%) were attending Special 
school, while only 18.3% cases attended regular 
schools. Children majorly belonged to Upper 
Middle class (58.3%), and (35%) of cases belonged 
to Upper class. These results of cases mainly from 
high Socioeconomic status can be attributed to 
education status of parents for recognization of 
symptoms and ability to reach out for consultation, 
while in lower socioeconomic status cases may be 
unnoticed due to lack of awareness about the 
condition as Autism.  

Most of the cases presented with language delay 
(71.67%) as complaint and few complained of 
abnormal behaviour like not responding to name, 
hyperactivity, lack of attention, not playing with 
siblings/friends. The study shows that social-

communication deficits were the most prominent 
features among the children. The highest 
proportions were observed for inability to follow 
verbal commands and lack of joint attention (95.0% 
each). Other major findings included poor response 
to name, inability to follow language, abnormal 
social approach, lack of pointing, lack of social 
smile, poor eye contact, and language delay (91.7% 
each). 

Among restricted/repetitive behaviours, same food 
habits (75.0%), difficulties in transition (66.7%), 
and resistance to small changes (63.3%) were 
common. Sensory abnormalities were also 
presented, particularly unusual responses to sound, 
smell, touch, pain or temperature. Spinning, 
echolalia, use of idiosyncratic phrases were other 
features noted. 

Overall, the findings indicate that deficits in social 
communication and lack of interaction constituted 
the predominant clinical features, while 
restricted/repetitive behaviours and sensory 
abnormalities were also commonly present.  

In our study all the children were using 
screen/mobile phones, maximum time of 4-6 
hrs/day, and minimum for 1-2 hours/day. About 
33.3 % cases had screentime exposure for 2- 3 
hrs/day. Excess and continuous Screen exposure 
may may influence symptom severity and 
behaviour development of the children. Some cases 
of Virtual Autism have been reported and are under 
research studies. 

In the present study, Autism with co-morbid 
conditions were studied wher sleep-related issues 
such as delayed sleep onset and frequent 
awakenings were the most prevalent comorbidity, 
affecting 50% of children with Autism Spectrum 
Disorder (ASD). Attention Deficit Hyperactivity 
Disorder (ADHD) was also commonly observed, 
present in 43.3% of cases. Other notable 
comorbidities included tics in 20% of children and 
gastrointestinal issues, particularly constipation, in 
16.7%. Seizures were reported in 10% of the 
participants, while Global Developmental Delay 
(GDD) and anxiety were each seen in 6.7% cases. 

 
Tables 1: Age wise Distribution of cases 

AGE (Years) No. of patients Percentage 
< 5.0 37 61.7 
5.0 - 9.9 21 35.0 
10.0+ 2 3.3 
Total 60 100.0 
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Tables 2: Gender wise Distribution of cases 
GENDER No. of patients Percentage 
Female 13 21.7 
Male 47 78.3 
Total 60 100.0 

Tables 3: Distribution of Clinical Features According to DSM-V Criteria (n = 60) 
DSM-V Domain Observation Number of 

Children (n) 
Percentage 
(%) 

1. Deficits in social-
emotional reciprocity 

Inability to follow verbal commands 57 95.0% 
Inability to follow language 55 91.7% 
Poor response to name 55 91.7% 
Developmental regression — — 
Abnormal social approach and failure of 
normal back-and-forth conversation 

55 91.7% 

2. Deficits in nonverbal 
communicative 
behaviours used for 
social interaction 

No finger pointing (index) 55 91.7% 
Lack of joint attention 57 95.0% 
Delayed motor milestones 7 11.7% 
Difficulty in playing with toys in a 
constructive manner 

50 83.3% 

Lack of facial expressions 50 83.3% 
Deficits in use and understanding of gestures 40 66.7% 

3. Deficits in 
developing, maintaining, 
and understanding social 
relationships 

Minimal interest in interaction with peers 50 83.3% 
Lack of social smile 55 91.7% 
Poor eye contact 55 91.7% 
Language delay 55 91.7% 
Unusual play 15 25.0% 
Lack of social referencing 30 50.0% 
Lack of pretend play / imaginative play 40 66.7% 

4. Stereotyped or 
repetitive motor 
movements, use of 
objects, or speech 

Motor stereotypes (rocking, pinning, hand 
gazing, hand slapping, toe walking, flipping 
objects) 

34 56.7% 

Echolalia 30 50.0% 
Idiosyncratic phrases 10 16.7% 

5. Insistence on 
sameness, inflexible 
adherence to routines, or 
ritualized behaviour 

Resistance or extreme distress even to small 
changes 

38 63.3% 

Same arrangement of toys or books 25 41.7% 
Same food habits 45 75.0% 
Difficulties in transition 40 66.7% 

6. Highly restricted, 
fixated interests or non-
functional manipulation 
of objects/body 

Spinning 3 5.0% 
Mouthing 28 46.7% 
Banging objects 25 41.7% 
Licking surfaces 18 30.0% 
Head banging 15 25.0% 
Tantrums 15 25.0% 

7. Hyper- or hypo-
reactivity to sensory 
input or unusual sensory 
interest 

Unusual sensory response to smell, touch, 
sound, pain, temperature (hypo/hyper 
reactivity) 

42 70.0% 

Visual fascinations with light or movement 28 46.7% 

Tables 4: Distribution of cases according to Comorbid conditions with Autism 
Comorbid Condition Number of Children (n) Percentage (%) 
Sleeping issues (late onset / awakening) 30 50% 
ADHD 26 43.3% 
Tics 12 20% 
GI issues – constipation 10 16.7% 
Seizures 6 10% 
GDD (Global Developmental Delay) 4 6.7% 
ID (Intellectual Disability) 2 3.3% 
Anxiety 4 6.7% 
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Discussion 

This 18-month descriptive study conducted in 
Kalaburagi, Karnataka, included 60 children aged 
1–18 years with Autism Spectrum Disorder (ASD). 
The most common presenting complaint was 
language delay, particularly among children under 
five. This aligns with findings from Kondekar et al. 
[15] , Kommu et al. [16] , and Malhi & Singhi [17]  
who all noted delayed speech as a primary early 
indicator of ASD, reinforcing the importance of 
early developmental screening. 

In this study, Parental demographics showed that 
most mothers were aged 25–30 and fathers 31–35 
years. A significant proportion (31.7%) of mothers 
held a college degree, and the majority of families 
belonged to the upper-middle socioeconomic class. 
These trends mirror observations by Dickerson et 
al. [18] and Durkin et al.[19] , who linked higher 
maternal education and socioeconomic status with 
increased ASD diagnosis. This likely reflects 
greater health awareness and access to diagnostic 
services in better-educated and economically stable 
families. 

Comorbidities were also cnoted in the study 
population. Sleep disturbances affected 50% of 
children, a higher rate than the 27.5% reported by 
Goldman et al[20 ] . ADHD, a psychiatric 
comorbidity, was seen in 43.3% of cases higher 
than the 29.1% prevalence reported by Simonoff et 
al, [21].  Tics were observed in 20%, and 
gastrointestinal issues (mainly constipation) in 
16.7%, similar to rates noted by Kohane et al. [22] 

Consanguineous marriage was reported in 33.3% of 
parents. A positive family history of psychiatric or 
behavioral issues was observed in 26.7% of 
children. The study by Mamidala MP et al [23] 
investigated the association between consanguinity 
and ASD in an Indian population. The findings 
indicated that consanguinity increased the risk for 
ASD with an odds ratio of 3.22, suggesting a 
significant association between parental 
consanguinity and ASD risk in this cohort.  
Regarding gestational age of delivery, in our study 
33.3% were born preterm and 66.7% were born at 
term. A comprehensive Swedish cohort study by 
Crump C et al[24] found that the risk of ASD was 
significantly higher in preterm births, with a 
prevalence of 6.1% in extremely preterm infants, 
2.6% for very to moderate preterm compared to 
1.4% in full-term births. The risk decreased 
progressively with increasing gestational age.  

All children in the study were habituated to screen 
exposure, with an average daily use of 2–3 hours. 
This is consistent with broader research. Saito et 
al.[25] identified a significant association between 
screen exposure and ASD in preschool children. 
Kushima et al [26] study suggested that boys with 

over four hours of daily screen use at age one had a 
higher risk of ASD by age three. Similarly, Dong et 
al [27]. reported an average of 2.64 hours/day in 
children with ASD, linking it to lower 
developmental scores and reduced parent-child 
interaction. These findings highlight the growing 
concern regarding excessive screen time as a 
potential environmental risk factor in 
neurodevelopmental and behavioral disorders. 

Conclusion 

This study emphasizes the importance of early 
diagnosis and intervention in Autism Spectrum 
Disorder. Timely recognition of early signs can 
significantly improve developmental outcomes. 
Socioeconomic factors played a key role in 
diagnosis and access to care. Families with higher 
education and income levels were more likely to 
seek early evaluation, while children from lower 
socioeconomic backgrounds may face delays due to 
limited awareness and access. 

A prominent concern identified was excessive 
screen exposure, which appears to negatively 
impact social and language development and may 
increase ASD risk. This highlights the urgent need 
to monitor and regulate screen time in early 
childhood, while promoting social interaction and 
responsive parenting. It is imperative for 
Paediatricians to actively screen for Red Flag signs 
of Autism, which include delayed social smiling, 
poor eye contact, and lack of name response, 
delayed or absent speech, absence of babbling or 
gesturing by 12 months, delayed or regressed 
language and social skills, and lack of joint 
attention. In addition, rising screen exposure among 
young children has contributed to increased risk 
and severity of Autism. The increasing prevalence 
of ASD, evolving diagnostic criteria, and delays in 
recognition of symptoms and formal diagnosis 
emphasizes the need for public awareness  

Early identification facilitates 

• Provision of appropriate management 
(Specialist involvement, Behavioral 
modification techniques, Targeted treatments, 
Communication interventions, Occupational 
therapy) 

• Earlier education planning  
• Parent/caregiver and family support 
• Genetic testing and counselling (particularly if 

syndromic/dysmorphic features noted) 

ASD is a genetically influenced 
neurodevelopmental condition, but several 
perinatal and environmental risk factors such as 
advanced paternal age, consanguinity, prematurity, 
and antenatal complications may contribute to its 
occurrence. Comorbidities like ADHD, anxiety, 
sleep disturbances, and GI issues further 
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complicate management, thus the need for a 
comprehensive, individualized treatment approach. 

In summary, managing ASD effectively requires a 
multi-pronged strategy involving early detection, 
socio-contextual support, regulation of 
environmental risks like screen exposure, and 
targeted interventions for comorbidities.  

Early identification and management are crucial to 
empowering children with autism to develop 
essential life skills, pursue education, maintain 
personal care and safety. Ongoing research and 
inclusive public health policies are essential to 
ensure equitable care and support for all children 
with ASD. 
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