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Abstract
The behavioural and cognitive difficulties of some adults with autism spectrum disorder (ASD) may increase their risk 
of contact with the criminal justice system (CJS) as a potential suspect. There has been limited investigation of ASD 
and offending and available evidence is mixed. A retrospective review was completed of medical records of 1570 adults 
(17–75 years old) who were referred for an ASD assessment over a 17-year period (April 2003 to February 2020). Of the 
adults diagnosed with ASD, 23% had previous contact with the CJS. Being male or diagnosed with co-occurring attention-
deficit hyperactivity disorder (ADHD) and/or psychotic disorder were risk factors for CJS contact. However, the rates of 
contact with the CJS or for specific offences in the ASD group were never higher than adults referred to our service but 
not diagnosed with ASD. We did not include a general population comparison group, therefore cannot say how rates of CJS 
contact in ASD compare with the general population. Further health services research for adults with ASD is warranted, 
as modifying the treatable risk factors (i.e. ADHD) could reduce contact with the CJS. In addition, joint working between 
CJS and mental health services could reduce the risk of adults with ASD having CJS contact.

Lay abstract 
There has been growing interest in offending and contact with the criminal justice system (CJS) by people with autism 
spectrum disorder (ASD). However, it is not clear whether people with ASD offend more than those without ASD. Studies 
have started to look at whether there are particular offences people with ASD are more likely to commit and whether 
there are any factors that can affect whether someone comes into contact with the CJS as a potential suspect. This study 
looked at the patients who attended an ASD diagnostic service over a 17-year period to see the rate of contact with the 
CJS of those who were diagnosed with ASD and whether there were any particular factors that might increase the risk of 
CJS contact. Nearly a quarter of the ASD group had some contact with the CJS as a potential suspect. Factors that seemed 
to increase whether someone with ASD was more likely to have contact with the CJS were being male, being diagnosed 
with ADHD, and being diagnosed with psychosis. This study is one of the largest studies to investigate the rate of CJS 
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contact as a potential suspect in a sample of adults with ASD in an attempt to give a clearer picture of what might influence 
someone with ASD to engage in offending behaviour in order to try to see what mental health services can offer to reduce 
the likelihood of someone with ASD coming into contact with the CJS, for example, treatment for another condition or 
support.
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Introduction

Autism spectrum disorder (ASD) is a lifelong hetero­
geneous neurodevelopmental condition associated with 
impairment in social interaction and communication, and 
restricted, repetitive and inflexible patterns of behaviour 
and interests (American Psychiatric Association [APA], 
2013; WHO, 1992). The prevalence of ASD in the UK 
general population is approximately 1%–1.7% (Baird 
et  al., 2006; Baron-Cohen, 1988; Brugha et  al., 2011; 
Russell et  al., 2016) and males outnumber females by a 
ratio of approximately 3:1 (Loomes et al., 2017).

Early case studies report an association between ASD 
and violence (Baron-Cohen, 1988; Mawson et al., 1985). 
The literature on prevalence has focused on the prevalence 
of ASD in CJS settings or prevalence rates of CJS contact 
in ASD samples. Regarding prevalence of ASD in CJS 
settings, the rates reported are higher than the rates of ASD 
in the general population. However, these studies were 
conducted in forensic mental health facilities (Hare et al., 
1999; Scragg & Shah, 1994) or in samples of people 
referred for forensic psychiatric evaluation (Enayati et al., 
2008; Siponmaa et  al., 2001; Soderstrom et  al., 2004). 
Therefore, the samples consist of individuals in the CJS 
who are already thought to have mental health difficulties. 
When samples are taken from prison or offenders waiting 
to be tried in court, the rates were still above the general 
population estimate of 1% (Fazio et al., 2012; Kumagami 
& Matsuura, 2009; Robinson et al., 2012). However, the 
prevalence rates across the studies show great variability 
which is likely to be due to the highly selected samples, 
methodological differences to assess ASD (e.g. screener 
questionnaires, interviews, file reviews), and the terminol­
ogy used, for example, autism, Asperger’s syndrome (AS), 
and ‘autistic features’. Descriptive studies investigating 
the prevalence of CJS contact in ASD samples, have found 
20%–26% of the individuals with ASD had some form of 
involvement with the CJS (Allen et al., 2008; Rava et al., 
2017). However, there was no comparison group in these 
studies, so it is hard to consider whether this demonstrates 
any form of association between ASD and offending 
behaviour. Studies that have utilised comparison samples 
found the same or lower rates of contact with CJS than 
individuals without ASD (Hippler et al., 2010; Mouridsen 
et al., 2008; Woodbury-Smith et al., 2006). However, prev­
alence rates spanned a large range (0.9%–48%) because of 

the ASD classification group and criterion used regarding 
what was ‘offending’. For example, higher rates of crimi­
nal records were found in individuals with AS (18.4%) in 
comparison to atypical autism (AA; 8.1%) and childhood 
autism (CA; 0.9%) but none of these groups had a higher 
rate of criminal record than their non-ASD comparison 
group (Mouridsen et al., 2008). Higher rates were seen in 
studies using self-reported offending activities (48% ASD 
group vs 80% comparison group; Woodbury-Smith et al. 
(2006)). Therefore, studies conducted within ASD groups 
looking at offending behaviour suggest that individuals 
with ASD are not more likely to have contact with the CJS 
for offending behaviour than the comparison samples. 
However, the association between ASD and offending is 
unclear and likely affected by differences in samples, 
methodology and setting.

While evidence for an increased prevalence of overall 
offending behaviour is conflicting, the evidence is also 
mixed as to whether individuals with ASD might be at an 
increased risk of committing specific offences. Violent 
offences, such as assault, have been reported to be the most 
common offence among those with ASD (Allen et  al., 
2008; Hare et al., 1999; Robinson et al., 2012; Woodbury-
Smith et al., 2006). However, these studies did not have a 
comparison group or found that the rates of violent 
offences were comparable to their control group. There has 
also been a raised rate of arson in Asperger’s syndrome 
(AS) groups (Mouridsen et  al., 2008) and more people 
diagnosed with AS in arsonist groups in comparison to 
non-arsonist groups (Enayati et al., 2008; Siponmaa et al., 
2001). However, such results were not replicated in the 
samples with women, ASD diagnosis excluding AS, or 
studies with unbiased ASD and comparison samples 
(Cheely et al., 2012; Kumagami & Matsuura, 2009). King 
and Murphy (2014) reported only two studies had an unbi­
ased sample of people with ASD and people without ASD 
and they found lower rates of property offences in the ASD 
groups in comparison to the comparison group and higher 
rates of sexual offences in the ASD group (Kumagami & 
Matsuura, 2009) and offences against people (Cheely 
et  al., 2012) compared with their respective comparison 
groups. Therefore, the high rates of certain offences, such 
as violence, are likely to be based on the highly selected 
samples from forensic and psychiatric settings and biased 
samples.
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The relationship between ASD and offending behav­
iour might also be confounded by evidence of co-occur­
ring mental health difficulties that complicate the clinical 
picture (Helverschou et al., 2015; Langstrom et al., 2009). 
For example, a UK clinical sample reported that 58% of an 
ASD cohort had at least one other psychiatric condition 
(Russell et al., 2016). Included among these co-occurring 
conditions are attention-deficit hyperactivity disorder 
(ADHD), anxiety and affective disorders (Hofvander 
et al., 2009; Johnston et al., 2013; Lugnegard et al., 2011; 
Russell et al., 2016). The ADHD may be especially rele­
vant in this context as rates of co-occurring ADHD in indi­
viduals with ASD in forensic institutions have been 
observed to be as high as 55% (Anckarsater et al., 2008). 
An association between ASD and violent offending has 
been seen to attenuate when ADHD or conduct disorder 
was taken into account (Heeramun et al., 2017). Another 
factor to consider in ASD-associated offending behaviour 
is sex, given increasing recognition of differences in both 
brain (Craig et al., 2007; Lai et al., 2013) and behaviour 
(Wilson et  al., 2016) between males and females with 
ASD. A National Autistic Society report on secure psychi­
atric hospital described an ASD offender ratio of 15:1 
between male and females (Hare et al., 1999) and male sex 
has been seen as a strong predictor for violent criminality 
in individuals with ASD (Heeramun et al., 2017; Langstrom 
et al., 2009).

In order to address the confounds in the literature on 
prevalence and risk factors for contact with the CJS in peo­
ple with ASD, we conducted a cross-sectional investigation 
of the prevalence of contact with the CJS as a potential sus­
pect in adults referred for assessment of ASD to a national 
specialist service. In comparison to the previous literature, 
this is the largest to date to examine the association between 
ASD and contact with the CJS in an outpatient ASD service 
and has also included females within the sample. In addi­
tion to prevalence and categories of offending behaviours, 
we explored the association of risk factors such as sex and 
psychiatric comorbidity.

Method

Participants

Patients were recruited from the National Adult ADHD 
and Autism Service, South London and Maudsley NHS 
Foundation Trust; a specialist, tertiary clinic for the assess­
ment of ASD that accepts referrals from general practition­
ers and secondary mental health services. Inclusion criteria 
consisted of patient completion of an ASD diagnostic 
assessment between April 2003 and February 2020 with a 
final assessment report available (i.e. with diagnosis of 
ASD supported or refuted). Patients were excluded if their 
assessment was inconclusive or they were unable to give 
informed consent to take part in the study. Written informed 

consent was obtained from all participants. Specific data 
on socioeconomic status and educational attainment levels 
were not recorded.

Measures

Clinical assessment.  Following the National Institute for 
Health and Care Excellence (NICE, 2012), diagnosis of 
ASD and psychiatric comorbidity was determined by a 
consultant led multiprofessional expert consensus, accord­
ing to ICD-10 (World Health Organization [WHO], 1992) 
research diagnostic criteria and informed by either the 
Autism Diagnostic Interview-Revised (ADI-R; Lord et al., 
1994) and/or the Autism Diagnostic Observational Sched­
ule (ADOS-G or ADOS-2) (Lord et al., 2000, 2012). The 
ADI-R is a semi-structured interview with a parent/car­
egiver to assess autism-specific behaviours within the par­
ticipant’s developmental history (around age 4–5 years) 
and current functioning. An ADI-R is often not possible in 
adult populations due to the absence of a parent, caregiver 
or other family member who knew the participant as a 
young child. Also, due to difficulties in recall of specific 
details, it is often not possible to score the ADI-R. The 
ADOS Module 4 is suitable for verbally fluent adolescents 
and adults to elicit current behaviours associated with 
ASD in a semi-structured activities-based assessment. The 
ADI-R scores were available for 921 (59%) participants, 
and ADOS scores available for 905 (58%) participants.

Contact with the CJS.  Prevalence of contact with the CJS as 
a potential suspect and categories of offending behaviour 
were determined from the self-report offending behaviour 
in the participants’ referral and assessment reports. Contact 
with the CJS included, but was not restricted to, arrest, cau­
tions, fines, community service and imprisonment. A per­
son was still considered to have contact with the CJS even 
if they were not charged or the charges were dropped as 
they had self-reported committing the offending behaviour 
that led to contact with the CJS. Offences were categorised 
as violent, theft/burglary, substance, sexual, criminal 
damage, arson, stalking/harassment and other offences.

Psychiatric comorbidities.  Other variables of interest were 
any co-occurring disorders (ADHD, affective, anxiety, 
personality and psychotic disorders) and were collected 
from information provided by GPs or secondary mental 
health services in the participants’ referral and their psy­
chiatric assessment reports. All psychiatric comorbidi­
ties were diagnosed according to ICD-10 (WHO, 1992) 
criteria except ADHD which was diagnosed with the 
Diagnostic and Statistical Manual of Mental Disorders 
(4th ed.; DSM-IV; APA, 1994) or Diagnostic and Statis-
tical Manual of Mental Disorders (5th ed.; DSM-5; APA, 
2013) criteria.
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Procedure

Demographics, diagnoses, ADOS and ADI-R scores were 
extracted from the services’ clinical research database. 
The presence of contact with the CJS as a potential sus­
pect and category of offence was identified from medical 
reports.

Data analysis

Group differences in demographic data, including age, 
ADI-R and ADOS were analysed with an independent 
samples t-test and a chi-square test for sex. To examine 
prevalence of contact with the CJS, the qualitative data 
from medical reports was transformed into nominal data 
and between-group comparisons were made using chi-
square tests. A multinominal logistic regression was per­
formed to investigate the associations between sex, 
co-occurring ADHD, affective disorder, anxiety disorder, 
personality disorder and psychotic disorder and the risk 
of contact with the CJS among adults with ASD. A prob­
ability level of 0.05 (two-tailed) was used to indicate sig­
nificant differences between groups. All statistics were 
performed in SPSS 26 (IBM SPSS Statistics™).

Ethical standards

All participants provided written consent to use outcome 
measures and clinical data for research purposes, and the 
study was approved by the National Research Ethics 
Service (NRES) Committee London – South East (refer­
ence: 12/LO/0790 and 18/LO/0354).

Community involvement

There was no community involvement in this study.

Results

Characteristics of patients

Of the 1570 patients, 1130 (72%) were diagnosed with ASD 
and 440 (28%) did not receive an ASD diagnosis. There were 
1142 (73%) males and 428 (27%) females that ranged in age 
from 17 to 75 years (M = 33 years, SD = 12). Participants in 
the non-ASD group had been referred to the service for sus­
pected ASD but did not receive an ASD diagnosis.

The mean age for the ASD group was 31 years 
(SD = 12) and for the non-ASD group it was 35 years 
(SD = 13). Levene’s test indicated unequal variances 
(F = 6.16, p = 0.013), so degrees of freedom were adjusted 
from 1568 to 741. The independent samples t-test 
showed that the group mean ages were significantly dif­
ferent, (t(741) = −5.77, p < 0.001). A chi-square test for 
association between ASD diagnosis and sex was χ2(1, 
N = 1570) = 0.15, p = 0.70, therefore there was non-sig­
nificant sex difference between the ASD and non-ASD 
groups. In all the subdomains of the ADI-R and ADOS, 
the groups scored significantly different (Table 1).

Contact with the CJS as a potential suspect

Of the individuals who had contact with the CJS, 131 
(51%) individuals in the ASD group and 75 (54%) in the 
non-ASD group had data on the age they first had contact 
with the CJS. The mean age for both the ASD and non-
ASD groups was 21 years (SD 10 and 8, respectively).

Chi-square analysis of the prevalence of contact with 
the CJS and category of offence showed that the ASD indi­
viduals were significantly less likely to have had contact 
with the CJS than non-ASD individuals (23% vs 32%; 
Figure 1 and see Supplementary Table 1). In particular, the 
ASD group was less likely to have committed violent 
offences (10% vs 14%), theft/burglary (5% vs 9%) and 

Table 1.  Demographics and diagnostics for participants.

ASD (n = 1130)  
(825 males, 305 females)

Non-ASD (n = 440)  
(317 males, 123 females)

t-test 
statistic

p

  M (SD) M (SD)  

Age 31 (11.5) 35 (12.6) −6 0.001
ADI-R (n = 695) (n = 226)  
  Communication 10 (4.8) 4 (3.0) 23 0.001
  Reciprocal social interaction 13 (6.4) 5 (4.1) 22 0.001
  Restricted, repetitive and stereotyped patterns of behaviour 3 (2.2) 1 (1.4) 16 0.001
ADOSa (n = 682) (n = 223)  
  Communication 3 (1.9) 1 (1.3) 16 0.001
  Reciprocal social interaction 7 (3.0) 3 (2.2) 22 0.001
  Imagination/creativity 1 (1.1) 1 (0.7) 4 0.001
  Stereotyped behaviours and restrictive interests 1 (1.5) 0 (0.8) 9 0.001

ADI-R: Autism Diagnostic Interview-Revised; ADOS: Autism Diagnostic Observation Schedule; ASD: autism spectrum disorder; SD: standard deviation.
aEither ADOS-G or ADOS-2.
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substance offences (3% vs 6%) than the non-ASD group. 
There were no significant differences for sexual offences, 
criminal damage, arson, stalking/harassment and other 
offences between the groups.

Psychiatric comorbidities

Chi-square analysis of prevalence of psychiatric comor­
bidities found that ASD individuals were as likely to have 

a diagnosis of at least one co-occurring condition as non-
ASD individuals (Figure 2 and see Supplementary Table 
S2). The ASD group was significantly more likely to have 
a diagnosis of ADHD (20% vs 11%) or anxiety disorder 
(51% vs 43%) and were significantly less likely to have a 
diagnosis of personality disorder (3% vs 5%) or psychotic 
disorder (3% vs 6%) than the non-ASD group. There was 
no significant difference between the ASD and non-ASD 
group for a diagnosis of affective disorder.

Figure 1.  Percentage of ASD and non-ASD groups who had any CJS contact and committed each category of offence.

Figure 2.  Percentage of ASD and non-ASD groups who were diagnosed with each comorbid disorder.
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Risk factors for contact with the CJS in the  
ASD group

Within the total ASD group.  The logistic regression model 
for the total ASD sample was statistically significant,  
χ2(6, N = 1130) = 64.6, p < 0.001. The model explained 
8.4% (Nagelkerke R2) of the variance in contact with the 
CJS and correctly classified 78% of cases. In the total ASD 
group, males were nearly four times more likely to have 
contact with the CJS than females (31% vs 11%, OR = 3.5, 
p < 0.001). The ASD group with co-occurring ADHD was 
nearly twice as likely to have had contact with the CJS 
than the ASD group without co-occurring ADHD (34% vs 
24%, OR = 1.8, p < 0.001). The ASD group with co-occur­
ring psychotic disorder was over twice as likely to have 
had contact with the CJS than the ASD group without co-
occurring psychotic disorder (44% vs 25%, OR = 2.2, 
p = 0.021; Table 2).

Between sexes.  Chi-square analysis of sex differences indi­
cated that males with ASD were significantly more likely 
to have had contact with the CJS than females with ASD 
(Table 3(a)). Males with ASD were also significantly more 
likely to have committed violent, substance, sexual, crimi­
nal damage and other offences compared with females 
with ASD.

When making comparisons within sexes for the ASD 
and non-ASD groups, males in the ASD group were sig­
nificantly less likely to have had contact with the CJS and 
commit theft/burglary and substance offences than males 
in the non-ASD group (Table 3(b)). Females with ASD 
were not significantly more likely to have had contact with 
the CJS or to have committed any specific offences in 
comparison with female without ASD (Table 3(c)).

Discussion

This study is the largest to date to examine the association 
between ASD and contact with the CJS as a potential sus­
pect in an outpatient ASD diagnostic service. We found 
that 23% of the adults diagnosed with ASD previously 
had contact with the CJS, which was lower than the 32% 
in the adults not diagnosed with ASD. The rate of 23% is 
similar to the 20%–26% estimates in ASD samples (Allen 

et al., 2008; Rava et al., 2017) and less than the rate of 
self-reported offending behaviour in Woodbury-Smith 
et  al. (2006). Both groups had committed a range of 
offences, with violent offences the most common, which 
is in agreement with the literature (Allen et al., 2008; Hare 
et al., 1999; Robinson et al., 2012; Woodbury-Smith et al., 
2006). Prevalence rates were lower in the ASD group for 
violent offences, theft/burglary and substance offences 
than in our non-ASD group, and there were no offences 
where the ASD group had higher rates than the non-ASD 
group. Lower or comparable rates of contact with the CJS 
mirror studies that had comparison samples of those with­
out ASD (Hippler et  al., 2010; Mouridsen et  al., 2008; 
Woodbury-Smith et al., 2006). Rates of arson were low in 
both groups (only 1%), therefore our findings do not rep­
licate those of studies showing an association between 
ASD and arson (Enayati et  al., 2008; Siponmaa et  al., 
2001). However, it is important to emphasise that the non-
ASD comparison group in our study was a clinical sam­
ple, not drawn from the general population. Our non-ASD 
group would still have had difficulties and/or co-occurring 
diagnoses (65% had at least one) which led to a referral to 
the service, and these could have influenced offending 
behaviours and/or contact with the CJS. Furthermore, it 
suggests that exploration of past contact with the CJS may 
be particularly important in similar diagnostic services as 
they may recognise risk factors that could lead to appro­
priate treatment or management, which in turn could 
reduce the risk of offending behaviours or recidivism. For 
the purpose of this study, the focus is on the ASD sample 
and the presence of other specific variables that might 
increase the likelihood of contact with the CJS as a poten­
tial suspect, and we encourage greater awareness of this 
aspect of functioning in ASD which should be considered 
in risk management plans.

Regarding risk factors for the ASD group, the males 
were significantly more likely to have had contact with the 
CJS than ASD females. This is consistent with the ASD 
offender ratio (Hare et al., 1999) and the finding of male 
sex being a predictor for violence in individuals with ASD 
(Heeramun et al., 2017; Langstrom et al., 2009). In addi­
tion, we report that the co-occurrence of ADHD in adults 
with ASD increased the risk of contact with the CJS by 1.8 
times, in line with Heeramun et al. (2017), who found that 

Table 2.  Risk factors for contact with the CJS for the Total ASD group.

OR 95% CI p

ASD total group (n = 1130) Sex 3.5 2.3–5.2 0.001
ADHD 1.8 1.3–2.6 0.001
Affective disorder 1.0 0.7–1.3 0.77
Anxiety disorder 0.9 0.7–1.2 0.54
Personality disorder 1.9 0.9–4.3 0.12
Psychotic disorder 2.2 1.1–4.5 0.021

CJS: criminal justice system; ASD: autism spectrum disorder; OR: odds ratio; CI: confidence interval; ADHD: attention deficit hyperactivity disorder.
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the association between ASD and violent offending attenu­
ated when ADHD was accounted for. Furthermore, a 
comorbid psychotic disorder increased the risk of contact 
with the CJS by 2.2 times in adults with ASD. In addition 
to sharpening our assessment of risk in this population, 
these findings are important as ADHD and psychotic dis­
orders are treatable, and optimising treatment approaches 
in this patient population may reduce future offending 
behaviours which lead to contact with the CJS.

Regarding the strengths of our study, each individual 
was seen and assessed by trained clinical professionals 
using the tools that are recommended for the best clinical 
diagnosis (Sappok et al., 2015). Previous studies were lim­
ited by their choice of screening tools. It is important to 
state again that our study did not use an epidemiological 
sample of ASD and we did not compare ASD with a gen­
eral population comparison group but rather a non-ASD 
group from a clinical patient population referred to the 

Table 3.  Percentage (count) for any contact with the CJS and each category of offence by sex in the ASD and non-ASD groups. 
(a) Within ASD group only.

Category of offence Male (n = 825) Female (n = 305) RR (95% CI) χ2/p

% (n) % (n)

Any CJS contact 28 (228) 10 (30) 2.8 (2.0–4.0) 40.0**
Violent 12 (102) 4 (11) 3.4 (1.9–6.3) 19.0**
Theft/burglary 5 (43) 4 (11) 1.4 (0.8–2.8) 1.3
Substance 4 (31) 1 (3) 3.8 (1.2–12.4) 5.9*
Sexual 5 (39) 0 (1) 14.4 (2.0–104.5) 12.6**
Criminal damage 5 (41) 1 (4) 3.8 (1.4–10.5) 7.8**
Arson 1 (9) 0 (1) 3.3 (0.4–26.2) 1.5
Stalking/harassment 1 (7) 0 (1) 2.6 (0.3–20.9) 0.9
Other 7 (61) 2 (7) 3.2 (1.5–7.0) 10.2**

(b) Males between ASD and non-ASD group.

Category of offence ASD (n = 825) Non-ASD (n = 317) RR (95% CI) χ2/p

  % (n) % (n)

Any CJS contact 28 (228) 39 (123) 0.7 (0.6–0.9) 13.4**
Violent 12 (102) 17 (53) 0.7 (0.5–1.0) 3.7
Theft/burglary 5 (43) 10 (21) 0.5 (0.3–0.8) 8.9**
Substance 4 (31) 8 (25) 0.5 (0.3–0.8) 8.4**
Sexual 5 (39) 4 (11) 1.4 (0.7–2.6) 0.9
Criminal damage 5 (41) 7 (21) 0.8 (0.5–1.2) 1.2
Arson 1 (9) 1 (4) 0.9 (0.3–2.8) 0.6
Stalking/harassment 1 (7) 2 (5) 0.5 (0.2–1.7) 1.2
Other 7 (61) 10 (32) 0.7 (0.5–1.1) 2.2

(c) Females between ASD and non-ASD group.

Category of offence ASD (n = 305) Non-ASD (n = 123) RR (95% CI) χ2/p

% (n) % (n)

Any CJS contact 10 (30) 14 (17) 0.7 (0.4–1.2) 1.4
Violent 4 (11) 7 (9) 0.5 (0.2–1.2) 2.7
Theft/burglary 4 (11) 6 (7) 0.6 (0.3–1.6) 0.9
Substance 1 (3) 2 (2) 0.6 (0.1–3.6) 0.3
Sexual 0 (1) 0 (0) 1.0 (1.0–1.0) 0.4
Criminal damage 1.3 (4) 0.8 (1) 1.6 (0.2–14.3) 0.2
Arson 0.3 (1) 0.8 (1) 0.4 (0.0–6.4) 0.4
Stalking/harassment 0.3 (1) 0.8 (1) 0.4 (0.3–6.4) 0.4
Other 2.3 (7) 2.4 (3) 0.9 (0.2–3.6) 0.0

CJS: criminal justice system; ASD: autism spectrum disorder; RR: risk ratio.
*p < 0.05; **p < 0.01.
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clinic for a possible ASD diagnosis but did not get diag­
nosed. Therefore, conclusions cannot be extended to rep­
resent whether individuals with ASD offend more or less 
than the general population.

Regarding limitations, no formal intelligence testing 
was performed for the participants and IQs were deemed 
to be within the normal range (>70). If it was assumed that 
they did not have capacity to give consent, then they were 
excluded. In our sample, 34 (2%) individuals had a sug­
gestion of mild intellectual disability (either diagnosed or 
suggested for further testing) in their referral or assessment 
report. Therefore, the association between intelligence 
quotient (IQ) and offending in a clinical sample of adults 
with ASD was not investigated here.

Contact with the CJS as a potential suspect was meas­
ured on a dichotomous scale (yes/no), due to the focus on 
the prevalence of contact with the CJS and specific offend­
ing behaviours. Therefore, it is not possible to see whether 
individuals with or without ASD commit multiple offences, 
more serious offences or are given a stricter punishment. 
Sometimes in individuals with neurodevelopmental disor­
ders, it might be possible that offences such as violence 
aimed towards a caregiver are tolerated more frequently, 
so then underreported to the police. The data also came 
largely from self-reports, so objective measures such as 
official conviction records could be considered in future 
studies. However, for this study it was ‘contact’ with the 
CJS that was measured, and not all offences lead to official 
convictions, so an element of self-report is required. Adults 
with ASD may also come into contact with the CJS as an 
innocent suspect, for example, with behavioural differ­
ences erroneously alerting police attention; however, none 
of the participants reported contact with the CJS as an 
innocent suspect. In addition, a limitation of our design 
means that we may be overestimating the criminal behav­
iour as contact with criminal justice services may not nec­
essarily result in a charge. For context, however, although 
the literature is still sparse in this area, Woodbury-Smith 
et al. (2006) used a self-report measure and found that 48% 
of their ASD sample had engaged in the illegal behaviours 
included in the self-report schedule. Our figure is more in 
line of that of Rava et al. (2017), who found that nearly 
21% of ASD youths has been stopped and questioned by 
the police. Due to the retrospective nature of our study it is 
also not possible to investigate whether adults go on to 
have contact with the CJS after discharge from the service 
and a follow-up study is necessary to provide a clearer pic­
ture of offending behaviour and contact with the CJS in 
those with ASD.

To conclude, research on the group with ASD and con­
tact with the CJS is mixed, yet this study goes on to show 
that the prevalence rates of contact with the CJS as a 
potential suspect are not significantly higher than in a non-
ASD sample, and there does not seem to be a relationship 

with ASD and committing a specific offence. However, 
the high prevalence of adults with ASD having contact 
with the CJS (23%) highlights the necessity for further 
research. Co-occurring ADHD or psychotic disorder was a 
significant risk factor for contact with the CJS in individu­
als with ASD and so was being male. Due to the social and 
communication core difficulties for people with ASD, 
health services research is warranted, including liaison 
between CJS and mental health services to reduce the risk 
of vulnerable adults engaging in offending behaviours and 
coming into contact with the CJS.
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