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INTRODUCTION

Autism spectrum disorder (ASD) is defined as persistent 
impairment in social interaction, communication, and re-
stricted interests and behavior [1]. The Diagnostic and Statis-
tical Manual of Mental Disorders, Fifth Edition (DSM-5) de-
fines ASD as the core features of “persistent impairments in 
social communication and social interaction” (criterion A) 
and “restricted, repetitive patterns of behavior, interests, or 
activities” (criterion B). These symptoms manifest in early 
childhood and result in daily functional limitations (criteri-
on C, D).

In addition to the core symptoms mentioned above, indi-
viduals with ASD typically exhibit additional symptoms such 
as obsessive-compulsive behaviors, self-injurious behaviors, 
attention deficits, atypical emotional responses, and tics [2]. 
In order to provide appropriate treatment, it is essential to 
identify and address the behavioral problems associated with 

these symptoms. Behavioral symptoms of ASD can impede 
the educational and developmental progress of affected in-
dividuals, thereby causing considerable challenges for their 
primary caregivers [3]. Although behavioral therapy is used 
to manage the symptoms, complete control of all of the symp-
toms might not be achieved with these treatments alone [4]. 
Therefore, complementary measures such as pharmacologi-
cal treatments are necessary in many cases.

Both first-generation typical antipsychotics and second-
generation atypical antipsychotics have been used to manage 
the behavioral symptoms of ASD [5]. Randomized controlled 
trials have demonstrated that haloperidol administration 
improves specific behavioral symptoms in individuals with 
ASD [6]. However, typical antipsychotic medications have 
limited use because of the associated side effects, including 
drug-induced movement disorders such as tardive dyskine-
sia and acute dystonia [5]. This has resulted in an increased 
use of atypical antipsychotics, since these medications can 
effectively address challenging behaviors such as repetitive 
movements, self-injurious behaviors, and aggression in in-
dividuals diagnosed with ASD [7]. Atypical antipsychotics 
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are effective for the management of behavioral problems as-
sociated with ASD. Risperidone and aripiprazole have been 
approved by the United States Food and Drug Administra-
tion (FDA) and are widely used in the treatment of ASD [8,9].

Aripiprazole is an atypical antipsychotic medication com-
monly prescribed to alleviate symptoms in individuals with 
ASD. It is also widely used to treat serious mental illnesses 
such as schizophrenia and bipolar disorder [10]. The partial 
agonist activity of the drug at the D2 receptors reduces the 
possibility of extrapyramidal symptoms, including involun-
tary movements [11]. Aripiprazole demonstrates a greater 
propensity for inhibiting 5-HT2 receptors when compared 
to other atypical antipsychotic drugs [12]. Aripiprazole is a 
safe and effective treatment for behavioral problems in peo-
ple with ASD [10]. In a double-blind, randomized controlled 
trial involving 218 individuals with ASD, aripiprazole was 
found to be effective in improving irritability and hyperac-
tivity [13]. Another randomized, double-blind study of 98 
individuals with ASD showed a significant improvement in 
problem behaviors with aripiprazole after 8 weeks compared 
to placebo [14]. That study also showed that aripiprazole had 
excellent tolerability. Aripiprazole is approved for the treat-
ment of irritability in children and adolescents aged between 
6 to 17 years with ASD [15], and is currently widely used in 
clinical practice for this purpose. However, aripiprazole use 
in children and adolescents is associated with certain side ef-
fects such as increased appetite, weight gain, elevated fasting 
blood glucose, dyslipidemia, and increased insulin resistance 
[16]. These effects on the metabolism increase the risk of de-
veloping diabetes and cardiovascular diseases [17]. When ad-
ministering aripiprazole to individuals with ASD, it is impor-
tant to understand the common dosing patterns, reported 
adverse drug reactions, and common side effects.

This study aimed to analyze trends in the use of oral ar-
ipiprazole by retrospectively reviewing the medical records 
of children and adolescents with ASD who were outpatients 
at a university hospital. This study specifically focused on 
examining aripiprazole dosage, side effects, reasons for dis-
continuation, and common concomitant medications. 

METHODS

Participants
This study was conducted by reviewing the medical re-

cords of children and adolescents with ASD who attended 
the Seoul National University Bundang Hospital Depart-
ment of Psychiatry outpatient clinics. The study data was 
collected between November 1, 2020 and October 31, 2021. 
Patients with a primary or secondary diagnosis of one of the 
following DSM-IV-TR diagnostic codes: F840 (autistic dis-

order, childhood autism), F841 (atypical autism), F842 (Rett 
syndrome), F843 (childhood disintegrative disorder), F845 
(Asperger syndrome), and F849 (pervasive developmental 
disorder) were included. Further, patients who had been pre-
scribed oral aripiprazole by their treating physician and were 
still taking or had discontinued the medication before the 
age of 19 years were included. The study excluded patients 
≥19 years old, for whom the date of initiation of oral aripip-
razole treatment could not be determined from the medical 
records, those with other medical or psychiatric conditions 
that could cause significant weight changes or rapid cogni-
tive or mood changes, and those taking medications for the 
aforementioned conditions.

Measurements
To identify patients who met the criteria for receiving oral 

aripiprazole treatment, only one child and adolescent psy-
chiatrist reviewed the medical records. The demographic 
and clinical characteristics of each participant were identi-
fied and assessed using chart review. For each patient, infor-
mation was collected on gender, age, diagnosis, comorbid con-
ditions, concomitant medications, age at start of medication, 
duration of medication, target symptoms, weight at start of 
treatment, initial dosage, dosage maintained without change 
for at least 3 months (fixed dose), dosage maintained with-
out change for at least 3 months after symptom improvement 
(stabilized dose), side effects experienced during medication, 
reasons for discontinuation, other prescribed concomitant 
medications, and any other relevant information regarding 
medication trends. Other data collected for each patient in-
cluded age (at the time of data collection), Vineland Adaptive 
Behavior Scale or Wechsler Intelligence Scale scores, Social 
Maturity Scale (SMS) scores (SA, SQ), Korean Version of the 
Childhood Autism Rating Scale (K-CARS-2) scores, Kore-
an Version of the Autism Diagnostic Observation Schedule 
(K-ADOS-2) comparative scores, and other clinical charac-
teristics. Participants were divided into three groups based 
on age at the start of the medication: Group 1: early child-
hood (up to 6 years and 12 months); Group 2: childhood (7 
to 12 years and 12 months); and Group 3: adolescence (13 to 
18 years and 12 months). This study was approved by the In-
stitutional Review Board (IRB) of Seoul National University 
Bundang Hospital (IRB approval number: B-2201-731-103). 
In this retrospective medical records study, informed con-
sent was not required.

Data analysis
Means and standard deviations (SD) were calculated for 

continuous variables, and frequency analysis was performed 
for categorical variables. Independent samples t-test and one-
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way analysis of variance were used to determine differences 
between the groups, with an additional post hoc Bonferroni 
test. All statistical calculations were performed using Statis-
tical Package for the Social Sciences (SPSS) version 26.0 (IBM 
Corp., Armonk, NY, USA).

RESULTS

Demographic variables
A total of 164 medical records of child and adolescent pa-

tients with ASD who received aripiprazole during the speci-
fied period were analyzed (Table 1). Of the total 164 patients, 
20 (12.2%) were female. The mean age of the patients was 
10.21±3.52 years (mean±SD), ranging from 5 to 18 years. The 

mean age at the initiation of aripiprazole treatment was 7.64 
years with a standard deviation of 2.67 years. The minimum 
age at treatment initiation was 3 years and the maximum age 
was 15 years. Of the total 164 patients, 135 (17 females, 12.59%) 
had a primary diagnosis of F840 (autistic disorder, childhood 
autism), and 29 (3 females, 10.34%) had a primary diagnosis 
of F845 (Asperger’s syndrome). There were no cases of pri-
mary diagnosis of F841 (atypical autism), F842 (Rett’s syn-
drome), F843 (childhood disintegrative disorder), or F849 
(pervasive developmental disorder). Out of the total 164 pa-
tients, 29 (17.2%) patients were categorized as Group 1 (ages 
0 to 6 years 12 months) and included 5 females; 90 (54.9%) 
patients were categorized as Group 2 (ages 7 to 12 years 12 
months) and included 10 females; 45 patients (27.4%) were 
categorized as Group 3 (ages 13 to 18 years 12 months) and 
had 5 females. The intelligence quotient of the study patients 
was 69.44±23.01, ranging from a minimum of 39 and a maxi-
mum of 138. The SMS was 65.63±24.96, ranging from a min-
imum of 16 and a maximum of 137. The K-CARS-2 score was 
35.68±5.94, ranging from a minimum score of 22.0 and a 
maximum score of 50.5. The K-ADOS-2 comparison score 
was 7.09±1.68, ranging from a minimum of 2 and a maxi-
mum of 10. The average initial dose of aripiprazole among all 
patients was 1.15±1.07 mg, ranging from a minimum dose 
of 0.25 mg and a maximum dose of 10 mg.

Usage patterns of aripiprazole
The time to reach the fixed dose (i.e., the time from start-

ing medication to the time the dose remained unchanged for 
at least 3 months despite previous dose adjustments) was 
35.74±161.09 months (Table 2). The dose at that time was 4.02± 
3.66 mg, and the minimum dose was 0.5 mg and maximum 
dose was 20 mg. The stabilized dose (the dose that remained 
unchanged for at least 3 months after target symptom relief) 
was 3.67±3.08 mg, and the minimum dose was 0.5 mg and the 
maximum dose was 15 mg. Of the 164 patients, 162 (99.8%) 
were prescribed a combination of aripiprazole and other 
medications.

Among the combination medications, methylphenidate 
had the highest prescription frequency, accounting for 24.1% 
of cases (Table 3). The second highest frequency was ob-
served for selective serotonin reuptake inhibitors (SSRIs), at 
a rate of 15.4%. After SSRIs, the next highest frequency of 
combination medications were risperidone (13.0%), pro-
pranolol (11.1%), atomoxetine (9.3%), and valproate (6.2%).

Trends in side effects of aripiprazole
Of the 164 patients, 106 had adverse effects to aripiprazole 

use which were reported by their caregivers (Table 4). Weight 
gain (17.9%) was the most frequently reported adverse ef-

Table 1. Demographic and clinical characteristics of the child 
and adolescent patients with ASD

Characteristics Value (n=164)

Sex
Male 144 (87.8)

Female 20 (12.2)

Age at starting drug (yr) 7.64±2.67
(3-15)

Main diagnosis
F840 (autistic disorder, childhood autism) 135 (82.3)

F841 (atypical autism) 0 (0)

F842 (Rett’s syndrome) 0 (0)

F843 (childhood disintegrative disorder) 0 (0)

F845 (Asperger’s syndrome) 29 (17.7)

F849 (pervasive developmental disorder) 0 (0)

Classification
Group 1 (≤6 yr 12 month) 29 (17.2)

Male 24 (82.8)

Female 5 (17.2)

Group 2 (7 yr-12 yr 12 month) 90 (54.9)

Male 80 (88.9)

Female 10 (11.1)

Group 3 (13 yr-18 yr 12 month) 45 (27.4)

Male 40 (88.9)

Female 5 (11.1)

Full Scale Intelligence Quotient 69.44±23.01 
(39-138)

Social Maturity Scale-SQ 65.63±24.96 
(16.0-137.0)

K-CARS-2 35.68±5.94 
(22.0-50.5)

K-ADOS-2 Comparison score 7.09±1.68 
(2-10)

Values are presented as mean±standard deviation (range) or 
number (%). ADS, autism spectrum disorder; K-ADOS-2, Korean 
Version of the Autism Diagnostic Observation Schedule; K-
CARS-2, Korean Version of the Childhood Autism Rating Scale



JH Han, et al.

http://www.jkacap.org  139

fect, followed by increased appetite (17.0%), hypersensitivity 
(12.3%), and drowsiness (11.3%). Furthermore, numerous 
other unfavorable responses were recorded, including an 
increase in frequency of crying, heightened impulsiveness, 
dullness, stereotyped behavior, increased emotional expres-
sion, headache, vomiting, extrapyramidal symptoms, consti-
pation, hyperactivity, rash, increased sensitivity, abnormal 
liver function, increased nail biting frequency, diarrhea, de-
creased appetite, compulsions, priapism, nocturnal awaken-
ing, gynecomastia, and epistaxis, among others. The medi-
cation was stopped due to adverse reactions such as weight 
gain, increased appetite, hypersensitivity, insomnia, increased 
crying frequency, rash, and abnormal liver function.

The administration of aripiprazole was categorized into 
two groups: patients who received aripiprazole as monother-
apy and those who received aripiprazole in combination with 
other medications. Dosage and weight changes were analyzed 
for each group (Table 5). Patients for whom aripiprazole was 
used as monotherapy, the initial dose was 0.79 mg, the fixed 
dose was 2.00 mg, and the stabilized dose was 1.89 mg. Pa-

tients for whom aripiprazole was used in combination with 
other medications, the initial dosage was 1.38 mg, the fixed 
dose was 5.49 mg, and the stabilized dose was 4.27 mg. In pa-
tients administered aripiprazole as a monotherapy, it took an 
average of 15.67 months for dosage fixation. During this time 
period, the average weight change was 6.94 kg. Conversely, 
patients who were administered aripiprazole in conjunction 
with other medications required an average of 44.34 months 
for dosage fixation. The average weight change during this 
period was 11.16 kg. During the period leading up to dosage 

Table 2. Oral aripiprazole dosing profile in child and adolescent patients with ASD

Dosage Range (min-max) Missing value*
Start dose (mg) 1.15±1.07 0.75 (0.25-10)     5
Period until dose fixation (month)   35.74±161.09 1451 (0.1-1451)   84
Fixed dose (mg) 4.02±3.66 19.5 (0.5-20)   62
Stabilized dose (mg) 3.67±3.08 14.5 (0.5-15) 109
Values are presented as mean±standard deviation. *the number of individuals with no information found during chart review out 
of 164 individuals. ADS, autism spectrum disorder

Table 3. Types and frequency of concomitant medications used 
with aripiprazole in child and adolescent patients with ASD

Drug Value (n=162)

Methylphenidate 39 (24.1)

SSRI 25 (15.4)

Risperidone 21 (13.0)

Propranolol 18 (11.1)

Atomoxetine 15 (9.3)

Valproate 10 (6.2)

Trihexine 8 (4.9)

Benzodiazepine 7 (4.3)

Quetiapine 4 (2.5)

Trazodone 3 (1.9)

Lithium 3 (1.9)

Benztropine 3 (1.9)

Clonidine 2 (1.2)

Olanzapine 2 (1.2)

TCA 1 (0.6)

Pocral 1 (0.6)

Values are presented as number (%). ADS, autism spectrum dis-
order; SSRI, selective serotonin reuptake inhibitor; TCA, tricyclic 
antidepressant

Table 4. Side effect profile of aripiprazole

Side effect Value (n=106)

Weight gain* 19 (17.9)

Appetite ↑* 18 (17.0)

Irritability ↑* 13 (12.3)

Somnolence 12 (11.3)

Insomnia * 7 (6.6)

Crying ↑* 5 (4.7)

Impulsivity ↑ 3 (2.8)

Agility ↓ 2 (1.9)

Stereotyped behavior 2 (1.9)

Emotional expression ↑ 2 (1.9)

Headache 2 (1.9)

Nausea/vomitting 2 (1.9)

EPS (extrapyramidal symptoms) 2 (1.9)

Constipation 2 (1.9)

Hyperactivity 2 (1.9)

Rash* 2 (1.9)

Sensitivity 2 (1.9)

Abnormal liver lab* 1 (0.9)

Nail biting 1 (0.9)

Diarrhea 1 (0.9)

Appetite ↓ 1 (0.9)

Obsession 1 (0.9)

Penile erection 1 (0.9)

Night terror 1 (0.9)

Gynecomastia 1 (0.9)

Nasal bleeding 1 (0.9)

Values are presented as number (%). An upward-pointing ar-
row indicates an increase in frequency, while a downward-
pointing arrow indicates a decrease in frequency. *side effects 
that led to medication discontinuation
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fixation, the average weight change per month was 0.29 kg 
for those who were administered aripiprazole as monother-
apy and 0.71 kg for those were administered aripiprazole in 
combination with other medications.

Table 6 presents the dosage and weight changes of aripip-
razole based on age at medication initiation. For Group 1 
(ages 0 to 6 years 12 months), the initial dosage was 0.74 mg, 
the fixed dose was 2.34 mg, and the stabilized dose was 2.00 
mg. For Group 2 (ages 7 to 12 years 12 months), the initial 
dosage was 1.26 mg, the fixed dose was 4.47 mg, and the sta-
bilized dose was 4.10 mg. For Group 3 (ages 13–18 years and 
12 months), the initial dosage was 2.58 mg, the fixed dose 
was 5.57 mg, and the stabilized dose was 4.17 mg. Weight 
changes until dosage fixation were as follows: in Group 1 (ages 
0–6 years and 12 months) the weight changed by 5.68 kg, 
and in Group 2 (ages 7–12 years and 12 months) the weight 
changed by 13.39 kg. There is insufficient data for weight change 
in Group 3, and hence, it could not be determined.

DISCUSSION

This study included children and adolescents with ASD 
who were prescribed aripiprazole for managing behavioral 
challenges commonly found in these individuals. Treatment 
with aripiprazole began at an average age of 7.64 years, with 
some starting as young as 3 years old. This indicated that pa-

tients with severe behavioral issues related to ASD were pre-
scribed a minimum dosage ≥0.25 mg to manage their symp-
toms even before reaching the previously established FDA-
approved age criterion of 6 years old. The study demonstrated 
that the mean starting dose for all participants was 1.15 mg. 
Furthermore, patients <7 years old were administered an av-
erage of 0.74 mg, between 7–13 years an average of 1.26 mg, 
and those between 13–19 years an average 2.58 mg . Dosages 
were higher for older patients due to a correlation between 
age, weight gain, and the necessary adjustments to medica-
tion dosages to accommodate weight-related changes. It is 
crucial to evaluate disease severity during prescription. How-
ever, this retrospective study lacked precise information re-
garding disease severity. When administering aripiprazole 
to patients with ASD, higher dosages were prescribed when 
combined with other medications compared with when ad-
ministered as monotherapy. Adjunctive medication is often 
used for individuals with more severe behavioral symptoms, 
and is considered an adjunctive treatment for patients whose 
symptoms are not fully resolved by other measures. It is gen-
erally believed that adjunctive medication can help improve 
and stabilize challenging behaviors.

Methylphenidate had the highest co-administration fre-
quency with aripiprazole, which is likely due to the high 
prevalence of attention deficits or comorbid ADHD diagno-
ses in individuals with ASD. Additionally, a higher frequen-

Table 5. Independent sample t-test comparing in body weight change with aripiprazole usage: categorization based on co-admin-
istration of other drugs

Aripiprazole only
(n=64, 39.02%)

Use with other drug
(N=100, 60.98%)

t p

Dosage of aripiprazole (mg)

Start 0.79±0.38 1.38±1.30 -4.223 ＜0.001*
Fixed 2.00±1.30 5.49±4.00 -5.476 ＜0.001*
Stabilized 1.89±1.10 4.27±3.31 -4.005 ＜0.001*

Weight change (kg) 6.94±6.31 11.16±12.40 -0.952 0.350
Period until dosage fixation (month) 15.67±17.14 44.34±192.09 -0.727 0.469
Weight change per month (kg/month) 0.29±0.30 0.71±0.78 -1.435 0.165
Values are presented as mean±standard deviation. *p＜0.05

Table 6. Analysis of variance in body weight change with aripiprazole usage: classification by age group

Age at start of aripiprazole
F p

Bonferroni’s
post-hoc test

Group 1
(n=64, 39.0%)

Group 2
(n=83, 50.6%)

Group 3
(n=12, 7.3%)

Dosage of aripiprazole (mg)

Start 0.74±0.35 1.26±1.19 2.58±1.38 19.727 ＜0.001* Group 1＜Group 2＜Group 3
Fixed 2.34±1.89 4.47±3.93 5.57±1.81 5.672 0.005* Group 1＜Group 2
Stabilized 2.00±0.74 4.10±3.50 4.17±2.32 2.098 0.133 - 

Weight change (kg) 5.68±5.37 13.39±12.75 N/A 2.226 0.130 - 
Values are presented as mean±standard deviation. Group 1: ages 0 to 6 years 12 months; Group 2: ages 7 to 12 years 12 months; 
Group 3: ages 13-18 years and 12 months. *p＜0.05. N/A, not available
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cy of co-administration with SSRIs can be attributed to the 
frequent co-occurrence of anxiety symptoms in autism. The 
third concurrent medication was risperidone, an atypical an-
tipsychotic often prescribed when monotherapy with aripip-
razole failed to adequately manage behavioral symptoms. 
The fourth commonly utilized medication was propranolol, 
which is often employed to treat akathisia, a movement dis-
order that may arise due to aripiprazole treatment. Atomox-
etine is frequently considered as a secondary option when 
the effectiveness of methylphenidate is limited or complica-
tions arise due to side effects or other reasons. This decision 
may result from an inadequate response to methylphenidate 
treatment, due to an intolerance to its side effects, or other 
factors. Valproate is likely to be prescribed for individuals 
with ASD to address simultaneous impulse control and emo-
tional regulation challenges. Valproate, an anticonvulsant 
and mood stabilizer, is used to modulate excitatory neuro-
transmission and stabilize mood. Valproate is prescribed to 
alleviate impulsive behaviors and to enhance emotional reg-
ulation in individuals with ASD, and is generally prescribed 
because of its potential to target and improve these particu-
lar symptom domains. A wide range of medications was used 
to regulate accompanying symptoms specific to each patient. 
The choice of supplementary prescriptions was based on 
personalized evaluations of symptom profiles and therapeu-
tic objectives. This illustrates the intricate character of ASD 
and necessitated individualized treatment to address the 
difficulties encountered by each individual.

After reviewing the reported side effect profile by caregiv-
ers following the administration of aripiprazole, weight gain 
and increased appetite were the most frequent adverse effects 
reported. It should be noted that individual experiences may 
vary and additional side effects were reported, but these oc-
curred at a lesser frequency. In addition to weight gain and 
elevated appetite, aripiprazole administration commonly leads 
to increased sensitivity or irritability and heightened drows-
iness. Caregivers also reported several side effects because 
of aripiprazole treatment including insomnia, increased cry-
ing, impulsivity, decreased alertness, repetitive behavior, 
heightened emotional expression, headaches, vomiting, ex-
trapyramidal symptoms, constipation, excessive motor ac-
tivity, rash, and abnormal liver function, among others. It is 
noteworthy that the range of reported side effects was exten-
sive, representing a diverse response to the treatment. Among 
the reported side effects, weight gain, increased appetite, 
heightened sensitivity or irritability, insomnia, increased fre-
quency of crying, rash, and abnormal liver function led to dis-
continuation of the medication. These aforementioned side 
effects were severe enough to preclude any further usage of 
the medication. Therefore, it is crucial for healthcare provid-

ers to remain vigilant and carefully monitor patients for ad-
verse effects.

There were varying degrees of weight gain associated with 
the use of aripiprazole as a monotherapy versus its concur-
rent use with other medications. During aripiprazole mono-
therapy, weight gain was noted to be 0.29 kg per month until 
the dosage was stabilized, whereas weight gain was higher at 
0.71 kg per month when aripiprazole was used in combina-
tion with other medications, suggesting a greater propensity 
for weight gain with concurrent usage. Higher doses of ar-
ipiprazole may have been used to manage more severe be-
havioral symptoms when co-administered with other medi-
cations. This is likely the cause of the observed weight gain.

Weight gain seen in older patient groups administered ar-
ipiprazole may occur due to several reasons. First, as people 
age, their metabolism slows down, making it easier to gain 
weight. Additionally, adolescent patients are typically ex-
posed to the medication for longer periods compared to pe-
diatric patients, leading to cumulative effects on weight gain. 
Second, lifestyle factors like decreased physical activity or 
shifts in dietary habits may lead to weight gain in older adults. 
Third, the hormonal changes and comorbid conditions of-
ten found during adolescence can interact with the impact 
of the medication on weight regulation. It is also crucial to 
consider that rapid physical growth during adolescence can 
result in body composition changes and an increase in weight. 
Finally, the dosage of the medication prescribed to adoles-
cents is generally higher than that prescribed to pediatric 
patients, which may increase the occurrence of side effects, 
such as weight gain. Hence, when examining the age-related 
patterns of weight gain linked to aripiprazole therapy, it is 
crucial to bear these factors in mind. Further research and com-
prehensive analysis are necessary to gain a better understand-
ing of the precise underlying mechanisms responsible for age-
related weight gain experienced by individuals administered 
aripiprazole.

The significance of this study is that it provides insights into 
the age of treatment initiation, dosage, adverse events com-
monly reported by caregivers, adverse events leading to treat-
ment discontinuation, types and frequency of concomitant 
medications, and patterns of weight gain, in pediatric and 
adolescent patients with ASD treated with aripiprazole. How-
ever, this study has several limitations because it is a retro-
spective chart review study. Another limitation is the reliance 
on physician interviews or caregiver reports to assess medi-
cation side effects and weight changes. This could lead to un-
derreporting and inconsistent results compared with previ-
ously established objective assessment methods. In addition, 
when examining weight gain trends, the correlation between 
the dose of medication administered and weight gain trends 
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need to be more closely examined, as well as the dose of med-
ication according to disease severity needs to be evaluated. 
We were unable to conduct these investigations due to insuf-
ficient data in the medical records. Despite these limitations, 
this study is significant as it is the first report on the pattern 
of aripiprazole use in 164 child and adolescent patients with 
ASD in a Korean university hospital. Based on the findings 
of this study, systematic follow-up studies focusing on pat-
terns of weight gain and other adverse effects of aripiprazole 
use in Korean children and adolescents should be conducted.

CONCLUSION

This study examined aripiprazole prescribing patterns, as-
sociated adverse effects, and concomitant medication trends 
in 164 child and adolescent patients with ASD using the 
medical record. Because individuals with ASD often pres-
ent with significant challenges related to a variety of behav-
ioral issues in addition to core symptoms, it is critical that ap-
propriate medications are used to alleviate symptoms and 
manage associated adverse effects. To address this, there is a 
need for future prospective cohort studies and similar fol-
low-up studies to systematically examine comorbid side ef-
fects (such as weight changes) associated with medication use.
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