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Abstract 

Background Autism spectrum disorder (hereafter referred to as autism) is characterised by difficulties with (i) social 
communication, social interaction, and (ii) restricted and repetitive interests and behaviours. Estimates of autism 
prevalence within the criminal justice system (CJS) vary considerably, but there is evidence to suggest that the con‑
dition can be missed or misidentified within this population. Autism has implications for an individual’s journey 
through the CJS, from police questioning and engagement in court proceedings through to risk assessment, formula‑
tion, therapeutic approaches, engagement with support services, and long‑term social and legal outcomes.

Methods This consensus based on professional opinion with input from lived experience aims to provide general 
principles for consideration by United Kingdom (UK) CJS personnel when working with autistic individuals, focusing 
on autistic offenders and those suspected of offences. Principles may be transferable to countries beyond the UK. 
Multidisciplinary professionals and two service users were approached for their input to address the effective identifi‑
cation and support strategies for autistic individuals within the CJS.

Results The authors provide a consensus statement including recommendations on the general principles of effec‑
tive identification, and support strategies for autistic individuals across different levels of the CJS.

Conclusion Greater attention needs to be given to this population as they navigate the CJS.

Keywords Autism, Forensics, Offending, Criminal justice system (CJS), Risk, Crime, Support, Assessment
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Background
This consensus statement addresses the identification 
and support strategies for autistic individuals within 
the criminal justice system (CJS), focusing on autistic 
offenders and those suspected of offences. The authors 
are mindful of the importance of language and the 
debates around terminology within autistic communities. 
Research suggests that there is an overall preference for 
‘identity first’ language within autistic communities [1–3] 
so for the purposes of this paper we will use ‘autistic indi-
viduals’. However, we are aware that this may not reflect 
individual preferences.

We begin with a review of relevant literature as back-
ground to best practice in the identification and support 
for autistic individuals within the UK CJS.

Autism
In the International Classification of Diseases, 11th revi-
sion (ICD-11) autism is characterised by, ‘Persistent defi-
cits in initiating and sustaining social communication 
and reciprocal social interactions; Persistent restricted, 
repetitive, and inflexible patterns of behaviour, interests, 
or activities; Lifelong excessive and persistent hypersen-
sitivity or hyposensitivity to sensory stimuli or unusual 
interest in sensory stimuli’ [4] and similarly described by 
the Diagnostic and Statistical Manual, 5th Edition Text 
Revision (DSM-5 TR) [5]. Due to diversity in presenting 
behaviours, autism is a highly heterogenous condition [6]. 
Estimated prevalence of autism in the general population 
is between 1 and 2.5% for children and adults [7, 8] and 
continues to increase as a result of awareness, earlier diag-
noses and changes in diagnostic criteria [9, 10]. Reported 
diagnosis rates are three times higher in biological males 
than females [10, 11] but the biological male:female ratio is 
debated due to potential sex differences in detection, refer-
ral and assessment. It should be noted that the prevalence 
rates of autism for those who self-report gender incongru-
ence is much higher. A recent meta-analysis utilising data 
from 25 studies consisting of 8662 participants identified 
an autism prevalence rate of 11% in individuals with gen-
der dysphoria/incongruence [12]. Although the core fea-
tures of autism are reported to remain stable across the 
lifespan [13], this is not universally accepted [14].

Autism and the legal system
Despite the extensive literature on autism, research 
exploring autism within the CJS is limited [15, 16]. Bar-
riers to completing high-quality research within the CJS 
include challenges in obtaining detailed developmen-
tal histories necessary for a comprehensive assessment, 
co-occurring conditions and differential diagnoses, and 
access to clinical populations in secure settings. Addi-
tional ethical considerations arise when attempting to 

complete research with individuals in secure settings. In 
response to historical abuse, the UK research regulatory 
bodies (such as the National Research Ethics Service) 
focus on protecting those in secure settings as vulner-
able participants who have limited capacity for informed 
consent and whose confidentiality and privacy may not 
be assured, all whilst being within a restrictive or coer-
cive environment [17]. These factors lead to small sam-
ple sizes and varied methodologies resulting in mixed 
research findings and conclusions that may be limited.

The core features of autism are not inherent risk fac-
tors for engaging in offending. Some literature reviews 
and meta-analyses consisting of a small number of stud-
ies indicate that autistic individuals are no more likely to 
engage in potential criminal offences than the general 
population [18–21]. Some research indicates that autis-
tic individuals are less likely to engage in offending. For 
example, in a Danish follow-up study of 113 individu-
als (82 males and 31 females; mean age 40.3 years) with 
a diagnosis of childhood autism, only one was convicted 
of a criminal offence (0.9%), compared with 18.9% in the 
control group [22]. It is important to highlight that autis-
tic individuals may be more likely to have contact with 
the CJS as victims rather than perpetrators of crime [23]. 
For example, a literature review by Sevlever [24] and col-
leagues (2013) identified that difficulties recognising the 
emotions or intentions of others can increase vulnerabil-
ity in becoming victims of sexual abuse or assault crimes.

For the small subgroup of autistic individuals who do 
engage in potential criminal offences, it is important to 
consider how specific characteristics of their autistic pro-
file may have contributed to vulnerabilities in their path-
way into offending behaviour. It is imperative to consider 
this on a case-by-case basis, particularly when a set of 
environmental circumstances outweighs an individual’s 
ability to cope [25]. Literature reviews and some small-
scale studies have suggested that characteristics asso-
ciated with autism can be linked to potential criminal 
offences. For example, social naivety, intense preoccupa-
tions and a narrow range of interests, theory of mind (or 
mentalising) differences (understanding other’s thoughts 
and beliefs), sensory sensitivities, emotional regulation 
difficulties, poor impulse control, a tendency to focus 
on small details and difficulty seeing ‘the bigger picture’ 
and the co-occurrence of other psychiatric conditions 
[20, 26–30]. Autistic individuals may have more difficulty 
making decisions by weighing up the subjective value of 
two different options, particularly if there is not a clear 
right or wrong answer [31]. This may have direct implica-
tions as to how autistic individuals navigate challenging 
social situations. Associated risk factors such as trauma, 
childhood adverse experiences and bullying are also rel-
evant [30]. Some research has identified that the link 
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between circumscribed interests and potential criminal 
offences for autistic individuals who experience them is 
less clear. For example, in a small UK-based case study 
of 21 autistic offenders (18 men and three women) [32], 
Woodbury-Smith and colleagues (2010) found that for 15 
of the autistic offenders, the content and intensity of their 
interests were not be linked with their offence.

A small number of studies have indicated that charac-
teristics associated with autism may increase the risk of 
engaging in sexual offences for a small subset of young 
people [33–36] and adults [37]. Limited evidence pro-
hibits any concrete conclusions being drawn. However, 
possible increased rates of sexual offending compared 
with non-autistic individuals have been linked to certain 
features of autism, such as differences in sexual develop-
ment [38–40] and/or sexual frustration due to difficulties 
in developing appropriate sexual relationships [35, 41].

It has been suggested that autistic traits (such as cir-
cumscribed interests and difficulties with consequential 
thinking, along with generally higher technical ability) 
rather than a diagnosis of autism may be associated with 
cybercrime, such as hacking [42–46]. Given the core 
and associated features of autism, there are also poten-
tial concerns that some autistic individuals may be more 
susceptible to radicalisation for several reasons, includ-
ing cognitive rigidity, hyper-focusing, differences with 
abstract thinking, information processing and problem 
solving [47]. However, there is very little evidence avail-
able and more research is required.

In summary, the evidence on autism and engaging in 
potential criminal offences is inconclusive. Retrospective 
studies relying on pre-existing diagnoses (such as crime 
registries) may be fallible due to autism being missed or 
misdiagnosed [48]. Therefore, rates of offending perpe-
trated by autistic individuals may be underrepresented 
in the literature. Any link between autism and offending 
behaviour is likely to arise from an amalgam of individ-
ual, environmental and contextual factors.

Prevalence of autism within the CJS
The prevalence of autism within the CJS and secure set-
tings is unknown [49]. There are a number of explana-
tions for this. For example, Chaplin and McCarthy [50] 
highlighted that autism is not part of the prison screen-
ing process in the UK [50] and there is a lack of suitable, 
autism-sensitive, assessment tools [25, 51, 52]. Further-
more, incarcerated populations are not static, and indi-
viduals move between institutions, creating challenges 
for assessments and tracking.

Many research studies exploring the prevalence of 
autism rely on screening questionnaires, such as the 
Autism Spectrum Quotient (AQ) [53], which has been 
shown to have poor sensitivity and specificity in clinical 

populations [54]. There are also limitations when using 
the AQ in forensic contexts due to the type of questions 
and nature of institutional settings [55]. Despite debates 
over the quality of study methodologies [21], some 
research has found comparable rates of autism in com-
munity and forensic populations [56–58]. However, find-
ings are inconsistent, with some research indicating that 
autistic young people are more likely to come into con-
tact with the CJS [59]. Although some consider autism to 
be under-recognised within the CJS [58, 60], others have 
reported higher rates of autism in youth and adult foren-
sic populations compared with the general population, 
with rates ranging between − 4 and 4.4% [61, 62].

It is important to consider other possible influences on 
autistic prevalence rates in forensic settings. For example, 
some autistic individuals may be less able to deceive others 
[63, 64]. Additionally, some individuals may not be aware 
that their behaviour constitutes a criminal offence [65]. 
Existing research has predominantly focused on biological 
males, and little is known about the rates of autism in bio-
logical females or in specific ethnic minority backgrounds 
within forensic settings. Research indicates that autistic 
individuals from ethnic minority backgrounds are less 
likely to be diagnosed, receive financial benefits, such as 
Disability Living Allowance, or access appropriate services 
in the community [66]. This may be reflected within foren-
sic populations, but further research is required.

Multimorbidity
In both community and forensic populations, it is the 
norm rather than the exception for other neurodevel-
opmental and mental health conditions to co-occur 
with autism [67–71]. Co-occurring conditions include 
psychotic disorder, substance use disorders, personal-
ity disorder, anxiety, depression, obsessive–compulsive 
disorder, bipolar disorder, post-traumatic stress disorder, 
intellectual disability and attention deficit/hyperactivity 
disorder (ADHD) [48, 72–80].

Research also indicates that prisoners with elevated 
levels of autistic traits have increased vulnerability to 
mental health problems and are more likely to self-report 
self-harm compared with prisoners without ADHD, 
intellectual disability or autism [81]. Rates of suicidal 
ideation and completed suicide are higher than in non-
autistic community populations [82, 83]. This may be 
influenced by a range of factors, such as genetic associa-
tions [84], restricted and repetitive behaviours [85], dif-
ficulties in communicating their experiences and having 
access to appropriate services [86, 87], the co-occurrence 
of low mood [88], sub-optimal self-esteem [89] and 
efforts to camouflage and conform to societal expecta-
tions and minimise stigma [90].
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Experiences during contact with the CJS
In January 2014, the Criminal Justice Joint Inspection 
published “A joint inspection of the treatment of offend-
ers with learning disabilities within the criminal justice 
system” [91, 92] which included neurodevelopmental 
conditions such as autism. It found that the awareness 
and support for individuals with such conditions within 
the police, courts and prison services was insufficient. As 
a result, autistic individuals can be disadvantaged during 
their journey though the CJS [93]. Since this time efforts 
have been made to raise awareness of autism within these 
institutions, but more is required. The Criminal Justice 
Joint Inspection (CJJI) made a number of recommenda-
tions for improvement. These included, identifying a 
screening tool for universal use with the CJS, systematic 
collection of data to determine accurate prevalence rates 
and needs, the development of a neurodivergent aware-
ness programme for staff, appropriate adjustments for 
neurodivergent individuals and improved coordination 
between different CJS agencies [94].

Experiences with the police
Although this consensus focuses on autistic individu-
als who have committed potential criminal offences, 
it is important to note that some autistic individu-
als may have contact with the CJS as suspects, victims 
and/or witnesses. In a study of 35 Canadian autistic 
adults (aged 18–65) recruited from communities across 
Canada, 80% reported at least one lifetime interac-
tion with police as either a suspect, victim, witness or 
in the context of a mental health crisis. Furthermore, 
39% reported four to nine interactions with police and 
14% reported 10 or more interactions [95]. In a large 
US sample of 920 autistic individuals (83.1% males and 
67.2% white), Rava and colleagues (2017) [59] found 
that by 21  years of age, approximately 20% of autistic 
young people had interacted with law enforcement 
officers. In a prospective Canadian study, which fol-
lowed a sample of 284 autistic adolescents and adults 
over a 12- to 18-month period in the community, 
approximately 16% had some form of police involve-
ment during the study period [96].

Police officers have reported dissatisfaction in their 
management of interactions with autistic individuals. For 
example, Crane and colleagues [97] surveyed 394 police 
officers (ranging from constables to superintendents) 
from England and Wales. Approximately half (52%) of the 
police officers did not feel knowledgeable about autism 
and 29% reported feeling poorly equipped to manage 
effectively. Overall, only 42% reported feeling “satis-
fied” with how they worked with the autistic individuals. 
Autistic individuals also reported their dissatisfaction 
during police interactions.

The extant literature highlights difficulties at the police 
interview stage due differences in how autistic individu-
als remember and report their experiences during this 
socially and cognitively demanding context [98]. To date, 
most research has focused on autistic witnesses. How-
ever, in a recent study, Bagnall and colleagues (2023) 
interviewed autistic mock suspects about a novel vir-
tual burglary scenario. Innocent (truth telling) autistic 
mock suspects reported fewer details that would support 
their innocence than non-autistic mock suspects. They 
also self-reported greater difficulty in understanding 
interview questions, had higher anxiety and perceived 
the interview as less supportive than non-autistic par-
ticipants [99]. Similar findings were reported in a small 
Australian study of 32 university students (20 males and 
12 females; 20–64  years) with diagnoses of autism or 
Asperger syndrome [100]. In the study, autistic and non-
autistic adults were asked to listen to scenarios where the 
police believed erroneously that they had been involved 
in crime. Each scenario included critical information that 
could extricate them if the participant recognised the 
significance of this information and informed the police. 
Compared with non-autistic adults, autistic adults per-
formed markedly worse on perspective-taking measures 
and the extrication task. These findings indicate that if 
the police erroneously suspect criminal involvement, 
autistic adults may have more difficulty in allaying police 
suspicions and extricating themselves from the focus of 
investigations than non-autistic peers.

The Police and Criminal Evidence Act 1984, Code 
C Revised [101] details that young people and vulner-
able adults should be provided with an appropriate 
adult to safeguard their rights, entitlements and welfare. 
Although this legislation exists, it may not be applied 
appropriately and is dependent on the recognition of the 
vulnerability [102]. Whilst it is widely recognised that 
professional training about autism and managing autistic 
individuals’ distress whilst in police custody is important, 
concerns have been raised about availability of this train-
ing for police officers [103–107]. In England and Wales, 
police receive a 2-h mental health training programme, 
which includes only a subsection related to autism. As 
such, policy reform and improved training for police 
officers has been recommended to reduce distress and 
miscarriages of justice for autistic individuals [103].

Vulnerability in autistic individuals may be over-
looked due to good expressive language skills and intel-
lectual capability. These skills may mask difficulties in 
understanding, processing and responding to questions 
and demands during police interviews or interroga-
tions [108]. Some autistic individuals may have difficulty 
understanding both the verbal and written caution that 
is prescribed upon arrest [109]. Understanding the police 
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caution is integral to allow an individual the opportunity 
to protect their legal interests. A failure in understanding 
their rights may increase the risk of self-incrimination.

Due to difficulties managing the demands of police 
questioning, differences in receptive language ability, and 
additional sensory and emotional (such as anxiety) stress-
ors during interviews, the behaviour of autistic individu-
als could be misinterpreted as deceitful, less credible, 
non-compliant, challenging or disrespectful [110–112], 
particularly if they have been wrongly accused or are 
unaware as to why they are being questioned. For other 
autistic individuals, misinterpretation may be due to 
qualitative differences in verbal and non-verbal commu-
nication, processing and/or memory difficulties, reduced 
cognitive flexibility, tangential thinking, Theory of Mind 
(mentalising) differences, repetitive movements, unusual 
preoccupations and perseverative interests [63].

Research indicates that individuals with ADHD (a 
neurodevelopmental condition with genetic, biologi-
cal and behavioural features that partially overlap with 
autism) show more vulnerabilities during police ques-
tioning [113]. Although they are no more susceptible to 
interrogative suggestibility, research suggests that they 
are more likely to give “don’t know” responses than indi-
viduals without ADHD [114, 115]. ADHD has also been 
associated with higher rates of false confessions due to 
weakened resilience under police pressure and unhelp-
ful attempts to end that pressure [116, 117]. By contrast 
there is relatively little research into suggestibility, com-
pliance and false confessions in autistic individuals (e.g. 
[108, 118, 119]). The extant evidence to date suggests that 
autistic adults are no more suggestible than non-autis-
tic adults (i.e., they are just as—but no more—likely to 
incorporate leading suggestions into their recollection of 
events), but they may be more compliant to (knowingly) 
‘go along’ with interviewer requests and suggestions. For 
example, in a small UK study of 26 autistic adults (19 
males and seven females; mean age 26.5 years) Chandler 
and colleagues [120] found that autistic individuals were 
more acquiescent to interviewer requests to give more 
of their time for free than non-autistic adults. They also 
scored significantly higher on the self-reported Gud-
jonsson Compliance scale, indicating that autistic indi-
viduals may be more likely to try and ‘please’ others by 
saying what they think the other individual wants to hear, 
irrespective of whether it is a true or accurate account 
of reality [120]. Similarly to those with ADHD, autistic 
individuals may also wish to remove themselves from the 
challenging situation.

Over the past 10  years, an accumulating body of 
experimental research indicates that standard police 
interviewing techniques can be ineffective in supporting 
autistic individuals to recall their testimony [121–123]. 

However, the introduction of Registered Intermediaries 
offers a platform for appropriate adaptations to be made 
during investigative interviews with autistic victims and 
witnesses. For instance, a Registered Intermediary can 
conduct a communication assessment, provide bespoke 
recommendations for questioning and facilitate commu-
nication during the interview process (see [124]). Cur-
rently, the Registered Intermediary Scheme in England 
and Wales (as outlined in the Youth Justice and Criminal 
Evidence Act, 1999) [125] does not apply to police sus-
pects. Rather, the accused is specifically excluded from 
this provision. If autistic individuals lack appropriate sup-
port and have negative experiences during initial contact 
with the CJS, this may have immediate and long-term 
consequences for future engagement.

Experiences of court
Following police contact, autistic suspects may move 
further through the CJS. They may face high levels of 
distress in the context of an interrogative interview or 
courtroom proceedings [108]. From the authors’ cur-
rent experiences, the sensory aspects of the courtroom 
(such as lighting and noise) can cause significant sen-
sory overload and distress for autistic individuals which 
may lead to negative experiences and/or difficulties with 
engagement. It is possible that these reactions to sensory 
overload are misinterpreted by jurors, the judge or pros-
ecutor as indications of guilt or deliberate acts of antiso-
cial behaviour (see [111, 126–130]).

Judges and juries often lack appropriate lived experi-
ence, knowledge and awareness of how autistic char-
acteristics impact on offending behaviour, including 
criminal intent, behavioural control and false perceptions 
about potential for violence and aggression [130–132]. 
Legal professionals tasked with supporting their clients 
may also lack appropriate knowledge [133]. As a result, 
concerns have been raised as to whether the needs of 
autistic individuals are being met during criminal trials 
[130, 134–137] and whether juries may form inaccurate 
views of defendants [138, 139].

Currently, the special measures legislation in England 
and Wales applies solely to victims or witnesses, not 
suspects or defendants. These include a range of meas-
ures to support victims or witnesses, such as giving evi-
dence from behind a screen, via video link or in private, 
removal of wigs and gowns by judges and barristers, 
intermediaries and aids to communication. Neverthe-
less, the courts have the power to appoint an Interme-
diary (referred to as ‘Court Appointed Intermediary’) if 
this is deemed necessary for a defendant. In this instance, 
an individual with suspected social communication dif-
ficulties would benefit from a comprehensive assess-
ment prior to trial, and special measures applied where 
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appropriate. Recommendations for interviewing vulner-
able defendants and general principles for planning to 
question vulnerable individuals and those with social 
and communication needs are outlined in the Advo-
cates Gateway Toolkits (www. thead vocat esgat eway. org). 
Broadening legislation to support the needs of autistic 
suspects and defendants would improve and facilitate 
the process. In the meantime, advocates can seek reason-
able adaptations in the court’s inherent discretion as an 
issue of procedural fairness. Some research suggests that 
a more holistic ‘trauma-informed’ approach to courts 
would be preferable to measures for specific categories 
of stakeholder [140, 141]. A trauma-informed approach 
acknowledges the rates and impact of trauma, seeks to 
understand trauma and its influence upon individuals, 
how it is experienced and responded to and attempts 
to create a ‘safe’ environment, minimising the risk of 
re-traumatisation. A trauma-informed approach recog-
nises that many mental health ‘symptoms’ in survivors 
are actually psychological, biological and behavioural 
response to repeated or chronic trauma and represent 
intuitive coping efforts to manage traumatic distress 
[142]. A trauma-informed approach would involve treat-
ing everyone with dignity and respect, providing a non-
judgmental approach, being mindful of how language 
is used and positions of power and control and making 
environmental adaptations. For autistic people, there is a 
need to consider the causes of trauma, for example the 
impact of sensory differences and underlying causes in 
the environment and a need to acknowledge and address 
the overlap between trauma and neurodivergence.

With regard to competency, research indicates that 
compared to non-autistic individuals, autistic individuals 
have a poorer understanding of the courtroom process 
which underscores the importance of appropriate sup-
port and the implementation of special measures when 
required (for further information see: [109, 143]. Judges 
consider on a case-by-case basis, whether a diagnosis of 
autism may negate the essential criminal elements which 
are required when establishing a defendant’s criminal lia-
bility or criminal responsibility. When determining crim-
inal responsibility, two components are required, namely, 
(1) That the person committed the act (“actus reus”, Latin 
for ‘guilty act’), (2) That they had criminal intent, or intent 
to cause harm (“mens rea”, Latin for ‘guilty mind’). For 
some autistic defendants, responsibility and culpability 
for criminal conduct may be diminished. Berryessa [130] 
recommends that judges consider whether an autism 
diagnosis affects and negates the ability of a defendant 
to formulate the appropriate state of mind to commit 
certain criminal acts (“mens rea”). This is particularly 
important in cases involving specific intent crimes [130]. 
Specific intent crimes are crimes in which the role of the 

prosecution is to prove that the defendant had the desire 
to commit a specific crime to in order to achieve a cer-
tain outcome. The core features of autism might alter a 
defendant’s specific intent by undermining their capac-
ity to form the requisite intent to harm with reference to 
criminal responsibility and the ability to control or pro-
ject the full consequences of their actions [130, 144, 145]. 
Many autistic individuals are able to engage in thoughtful 
deliberation prior to acting. However, when some autis-
tic individuals are in a context which is stressful, confus-
ing or overwhelming their behavioural response may be 
perceived by others as aggressive ([27] as cited in [144]). 
These differences or difficulties in perspective taking 
underscore the importance of considering a defendant’s 
autism diagnosis when determining criminal responsibil-
ity [26, 146]—at least on a case-by-case basis.

There is a lack of research into autistic individuals being 
accused of complicity crimes (not acting as a principal 
offender but playing a role in a plan or as an accessory). It 
may be important to consider how an autistic individual 
perceives and/or understands the essential plan and their 
intent in the furtherance of someone else’s crime. Recent 
cases in England and Wales have highlighted a reluc-
tance by courts to recognise autism as relevant to state 
of mind.1 In the absence of clear research, there is a risk 
of an assumption of complicity. In practice, the onus is 
on the defendant’s legal team to instruct experts to assess 
the individual and determine their understanding of the 
offence.

Experiences of secure units
Conviction may result in incarceration in either prison 
or a secure hospital. Some research has indicated that in 
these settings, autistic individuals are more vulnerable to 
social isolation, bullying, exploitation, sexual victimisa-
tion and difficulties developing and maintaining relation-
ships [147–149]. Communication differences can make 
it difficult for autistic individuals to convey their experi-
ences to their support systems. This may impact on their 
support systems’ ability to meet their needs [150–152]. 
There is a bidirectional responsibility for both to be aware 
of communication differences in order to minimise mis-
interpretations and misunderstandings, and to maximise 
support. This may be more challenging for autistic indi-
viduals with a co-occurring intellectual disability, addi-
tional adaptions and support may be required to facilitate 
effective communication. It is important to consider that 
secure environments themselves, including the structure 
and routines provided in prisons or secure hospitals, can 
be supportive for some autistic individuals [152–154], 
but challenging for others [151, 152].

1 See e.g., R v BRM [2022] EWCA Crim 385.

http://www.theadvocatesgateway.org
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Environmental considerations
Adapting to new environments, such as police stations, 
courtrooms and secure units can be particularly dis-
tressing for autistic individuals. Autistic individuals of 
all ages face several challenges when entering secure 
environments, including interacting with other prison-
ers, adapting to prison routines, and managing relational 
aggression [155]. Coupled with qualitative differences in 
social communication and difficulties in communicating 
their internal experiences and needs, autistic individuals 
may experience greater distress than their non-autistic 
peers. Minor adaptations (in accordance with secure 
institutions security protocols) can be made to accom-
modate some of these difficulties [156]. For example, for 
autistic individuals with hypersensitivity to noise, provid-
ing noise cancelling headphones or access to low-stim-
ulating retreat areas may be beneficial for their overall 
wellbeing.

It could be argued that the prison environment is chal-
lenging and difficult for every prisoner, irrespective of 
diagnosis. However, for a subgroup of autistic individu-
als, secure environments can be particularly distressing. 
To date, the National Autistic Society (NAS) has accred-
ited five prisons that have made adaptations to their envi-
ronment and approach: HMYOI Feltham, HMP Parc; 
HMP Whatton, HMP Wakefield and HMP Peterbor-
ough. Adaptations were required to cover all aspects of 
prison life, including education, mental health, primary 
care and the prison itself. Where physical adaptations are 
not operationally viable or safe, autistic individuals may 
benefit from additional information, such as details about 
specific routines and behavioural expectations and safe 
methods of soothing, such as providing sensory resources 
or facilities. For many autistic individuals, ensuring that 
the environment and routine remains as predictable as 
possible may assist in minimising situational stress.

As highlighted by Newman, Cashin and Graham [151], 
there is increasing recognition that autistic adults in 
prison are more vulnerable to bullying, social isolation, 
sexual victimisation; exploitation or confrontations with 
other prisoners and to experiencing ‘meltdowns’ and 
‘shutdowns’ [93, 147, 148, 157–159]. They are also more 
likely to be socially isolated compared with non-autistic 
prisoners [147]. This is unsurprising given the wealth of 
literature which has found that autistic individuals are 
more vulnerable to manipulation and bullying in the gen-
eral population. Van Roekel and colleagues [149] suggest 
that autistic adolescents may be at a greater risk for being 
victimised due to difficulties in developing and main-
taining social interactions and relationships; difficulties 
in understanding the behaviour and intentions of others 
[160] as well as communication differences and difficul-
ties and stereotyped behaviour/interests that may not 

adhere to peer norms [161]. In turn, safety issues have 
raised controversies about whether autistic individuals 
should be extradited to face trial in other jurisdictions 
[162, 163].

Some autistic individuals may be allocated to special 
population units (e.g. vulnerable prisoner units) in an 
attempt to provide protection from bullying and vic-
timisation from other prisoners [164]. For other autistic 
individuals, segregation or separation units may come to 
act as forms of behaviour management [151, 164]. How-
ever, autistic individuals may find it particularly difficult 
to communicate with staff about negative experiences of 
bullying, resulting in them not receiving access to neces-
sary support [159]. A small Norwegian qualitative study 
(eight males and one female) carried out by Helverschou 
and colleagues [154] found that autistic individuals in 
forensic services did not feel confident with non-autistic 
prisoners, and also reported feeling different from them. 
One autistic individual described a preference to spend 
his time alone due to being teased and receiving negative 
comments from other prisoners.

Due to the heterogeneity of autism, and the fact that 
some autistic individuals may find the routine and struc-
ture of secure units quite regulating, it is not possible to 
provide recommendations for specific environmental 
adaptations. However, it is important that adaptations 
are considered, monitored and reviewed regularly. It is 
recognised that there may be limitations due to service 
resources, but support could be considered on a case-
by-case basis, as needs differ for each autistic individual. 
Lewis and colleagues provide a clear framework for pris-
ons to systematically work towards addressing needs for 
autistic individuals [159]. These standards are also in line 
with the NAS’s accreditation process.

Psychosocial support and risk interventions
Non-pharmacological support is typically delivered 
across disciplines such as psychology, occupational ther-
apy, speech and language therapy, education, nursing, 
social work and psychiatry. Characteristics commonly 
associated with autism (such as cognitive inflexibility, 
difficulties working in groups and differences in empa-
thy) can present challenges to effective engagement and 
positive outcomes for non-pharmacological support 
and risk reduction programmes [165–167]. From the 
authors’ knowledge and experiences, access to appropri-
ate psychosocial support varies greatly between services. 
‘Alexithymia’ refers to difficulties experiencing, identify-
ing and expressing emotions [156, 168, 169]. Research 
indicates that 40 to 65% of autistic individuals are alex-
ithymic (e.g. [168, 170]), which is likely to contribute to 
and/or exacerbate core socio-emotional difficulties in 
autism. Alexithymia may impact on the accessibility and 
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effectiveness of standardised programmes (for example, 
when individuals are encouraged to identify, address and 
self-regulate unhelpful or intense emotions related to 
their offending).

There are no pharmacological interventions for the 
core features of autism. In cases of extreme aggres-
sion against the self or others, the National Institute for 
Health and Care Excellence (NICE) guidelines recom-
mend anti-psychotic medication [171, 172]. However, it 
should be noted that the purpose of such medications is 
to manage behavioural difficulties rather than treating 
core features of autism. Medication may be prescribed 
for co-occurring conditions such as anxiety, depression, 
psychosis and ADHD, and indeed this may be central to 
risk reduction and rehabilitation in some autistic individ-
uals with an offending history [48, 68].

To the authors’ knowledge, there have been no empiri-
cal studies investigating the rates of reoffending or 
extensions to the length of stay for autistic individuals 
in secure settings. This gap in our knowledge places sig-
nificant limitations on our ability to define and determine 
the effectiveness of targeted support and current care 
strategies for this potentially vulnerable population.

Purpose of this consensus
Understanding and meeting the needs of autistic individ-
uals within the CJS is essential for their care, public pro-
tection and for professionals working in forensic clinical 
practice. In order to develop understanding, it is impor-
tant to examine and synthesise what is currently known, 
and to generate a professional consensus with input from 
lived experience on good practice when working with 
autistic individuals within the CJS. Given the variability 
of individual needs and service provisions, it is beyond 
the scope of this paper to provide specific recommenda-
tions. However, this paper provides general recommen-
dations across different levels of the UK CJS.

Methods
Twenty-four clinicians and researchers recognised as 
having extensive experience in the fields of autism and 
the CJS were invited to contribute to this consensus 
paper. Two potential authors did not respond and two 
did not have capacity to contribute due to clinical and 
academic demands. A further author was invited, and 
subsequently agreed to contribute to the paper as an 
author following a recommendation from a reviewer. 
Therefore, twenty-one professionals across a range 
of disciplines consented to contribute to this paper. 
Authors include psychiatrists, psychologists, speech 
and language therapists, occupational therapists, legal 
professionals and academics. Author experiences cover 
legal proceedings, academic research, diagnostic and 

risk assessments, delivering individual and group sup-
port and care planning for autistic individuals within 
the CJS. The inclusion of a multidisciplinary group 
ensured that the three key areas could be competently 
and reliably addressed. The key areas were agreed by 
authors EW, JH, LD and CA prior to inviting contribut-
ing authors. This followed the same process utilised by 
similar consensus papers [173, 174].

The three key areas included:

1. Identification and assessment
2. Support
3. Care management and multiagency liaison

Drawing on clinical experience and academic 
research, each author contributed towards each sec-
tion which were then collated by authors EW and JH. 
Authors came to an agreement by consensus by approv-
ing the content of the final version of this paper. Two 
autistic individuals convicted of offences (SW and MK—
initials included with consent) were approached to pro-
vide input based on their own experiences of the CJS. 
They provided written consent for their contributions to 
be integrated into the paper. Due to the COVID-19 gov-
ernmental restrictions, at the time of writing, all com-
munication and final consensus was agreed via email. 
No funding was requested or provided in preparation 
of this paper and neither the authors nor service users 
were compensated for their time in any way. This study 
was not pre-registered and no primary data was col-
lected or analysed for this paper.

Results
The authors successfully came to a consensus on guid-
ance when identifying, managing and supporting autis-
tic individuals within the CJS, and service user input 
was incorporated. Whilst the content of the consensus 
focuses on the UK’s CJS, the authors believe that this 
review and recommendations may be transferable for use 
in other international jurisdictions.

Identification and assessment
Identifying autism
Some individuals may have an existing diagnosis of 
autism before they come into contact with the CJS. 
Autism is a heterogeneous condition and there are sig-
nificant differences in the functioning and adaptive skills 
[175, 176]. Therefore, an assessment of their current 
strengths and differences may be helpful to inform an 
individualised support plan. It may also be beneficial to 
review an individual’s support needs before every transi-
tion during the CJS pathway, such as prior to police ques-
tioning, court, sentencing and incarceration.
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For other individuals, autism may have been missed or 
misdiagnosed as another neurodevelopmental or mental 
health condition. This may include intellectual disabil-
ity, ADHD, psychotic disorder, bipolar disorder, major 
depression, anxiety disorder, obsessive–compulsive 
disorder (OCD) and personality disorder (particularly, 
schizoid, narcissistic, borderline and antisocial personal-
ity disorders) [5, 177–182].

Misdiagnosis may occur due to diagnostic overshad-
owing, in which the primary difficulties of one condi-
tion ‘overshadow’ recognition of the features of autism. 
For example, ritualised and/or compulsive behaviours 
may have been wrongly identified as OCD, and diffi-
culties maintaining social relationships may have been 
incorrectly attributed to personality disorder. Given the 
well-established personality disorder pathways within 
the prison system, there is a risk that differences may be 
viewed through a personality disorder ‘lens’, particularly 
due to the diagnostic overlaps between autistic traits and 
personality disorder traits [5, 183, 184]. Autistic indi-
viduals may also score higher on Factor 1, Facet 2 (affec-
tive) components of the Psychopathy Checklist: Revised 
(PCL-R) [185], namely apparent lack of remorse or guilt, 
shallow affect and callous/lack of empathy [186]. It is 
important for professionals to be aware of qualitative dif-
ferences, overlaps and complexities, and to consider dif-
ferential diagnoses within a multidisciplinary team.

Missed diagnosis can also occur when autistic indi-
viduals have developed strategies to ‘mask’ or ‘camou-
flage’ their social communication impairments, which is 
more common in autistic adults and females [187]. The 
structure and routine of prisons or secure hospitals may 
also mask difficulties associated with insistence on same-
ness. Camouflaging can be traced back to both learned 
and automatic strategies, and it is important to be aware 
of the habitual and unintentional dimension involved in 
many aspects of masking [188], particularly for females 
[189]. CJS professionals need to be aware that autism may 
present differently in biological males and females. For 
example, biological females may appear more verbally 
or socially able, have socially appropriate circumscribed 
interests and engage in less disruptive externalising 
behaviour [190, 191]. Although precise prevalence rates 
are unknown, these differences may partially explain the 
higher number of biological males referred for autism 
assessments in the community compared with biologi-
cal females [192] and why there are subsequently more 
male individuals in prison diagnosed with autism than 
females. It has also been argued that diagnostic crite-
ria and assessment tools for autism are based on a male 
phenotypical presentation [187, 193, 194], which can be 
associated with more pronounced autistic characteristics 
and/or co-occurring intellectual disability. This may lead 

to autism being overlooked in individuals with higher 
intellectual functioning.

Autism training for staff
Developing knowledge and understanding is depend-
ent on access to appropriate training for professionals 
working within the CJS; however, opportunities for this 
are limited [104, 130, 139, 195, 196]. Training for all CJS 
professionals involved in the care and management of 
autistic individuals is essential and given the frequency of 
co-occurrence, this training could include broader train-
ing for other neurodevelopmental conditions. As recom-
mended by the Bamford Review [195], the authors agree 
that autism training could adopt a two-tier approach.

In the first instance, autism awareness training would 
be beneficial for all professionals working with adults and 
young people within the CJS. The intention is to increase 
understanding of the condition and its heterogeneity, and 
support those working directly with autistic individuals 
to provide appropriate management and care. The Oliver 
McGowan Mandatory Training on Learning Disability 
and Autism package is available to all NHS staff. How-
ever, it is yet to be evaluated within forensic institutions. 
Although such training maybe helpful as an introduction 
to building autism awareness, it may lack the specificity 
required within secure settings. For example, an autistic 
individual who refuses to leave their room to eat in the 
communal dining area may be perceived as being oppo-
sitional, defiant or instrumental (doing so to achieve an 
ulterior outcome). They may in fact be struggling with 
the sensory experiences of the room or food, they may 
be fearful of uncertainty or the demands of social inter-
actions and/or bullying. It is important for profession-
als to remain mindful of behaviour resulting from social 
and communication difficulties or other commonly 
co-occurring difficulties associated with autism (e.g. 
sensory differences), and disentangle this from behav-
iour that indicates risk to others [197, 198]. It would be 
helpful to evaluate the effectiveness of existing training 
programmes within forensic settings and/or a specific 
mandatory training could be developed in collaboration 
with the autistic community. In either case, adequate 
investment would be required.

The second tier includes specialist training for pro-
fessionals to assess and treat autistic individuals accu-
rately within forensic services. The SPELL framework 
[199], which develops understanding and strategies to 
support autistic individuals, has been tried with some 
success within secure hospitals [200] and is reported 
to have increased staff understanding of the issues 
involved in the management of autistic individuals 
with high levels of need. However, as this is not man-
datory, it is dependent on those who are motivated 
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to develop their understanding of autism. Specialist 
training can be provided by trainers with a high level 
of skill and knowledge in the profile of autism and the 
specific context in which the training is being deliv-
ered. Autistic individuals can be involved in the design 
and delivery of any training when appropriate, given 
practical and operational risk factors. In 2019, the 
Department of Health and Social Care [201] recom-
mended autism training for National Health Service 
staff. Due to COVID-19, many training programmes 
have been adapted for online delivery.

Screening for autism
Following informed consent, a screening assess-
ment for autism could be provided if any of the fea-
tures indicated in Table 1 are identified. Screening can 
occur at any stage of the CJS pathway, if appropriately 
trained clinicians are available. All those entering the 
CJS may benefit from an initial screening assessment 
during their induction period to review their current 
mental health and the presence of any neurodevelop-
mental conditions, including autism. The presence 
of social communication differences identified dur-
ing this initial screen could prompt further investiga-
tion to ensure individuals’ needs are met (‘secondary 
screening’).

Initial screening for young people
A wide range of tools are used to identify young peo-
ple’s needs, within Secure Training Centres and Youth 

Offender Institutions (YOIs). The National Health Ser-
vice (NHS) England recommends YOIs use the Com-
prehensive Health Assessment Tool (CHAT) [202]. The 
CHAT is a validated semi-structured assessment for 
use with young people within YOIs. It includes explora-
tion of physical health, substance misuse, mental health 
and neurodivergence, including autism, ADHD, intellec-
tual disability and traumatic brain injury. However, this 
assessment is not compulsory and may be refused by the 
young person. The effectiveness of initial assessments is 
dependent on the skills of the assessor and their ability to 
interpret responses and identify areas requiring further 
investigation.

Secondary screening for young people
Social communication difficulties identified by the CHAT 
may indicate the need for further assessment. For young 
people with available informants such as parents or car-
ers, the Social Communication Questionnaire (SCQ) 
Current or Lifetime Forms [203, 204] could be used. The 
SCQ is a parent report questionnaire containing 40 items 
with good diagnostic validity [205] and is used for young 
people over the age of four. To the authors’ knowledge, 
there are no validated self-report autism screeners for 
young people.

Due to the high rates of co-occurring conditions, it 
may be useful to administer additional screening tools to 
inform thinking around autism and co-occurring/differ-
ential diagnoses. This may involve screening for the most 
frequently observed co-occurring conditions such as 
anxiety, depression and ADHD [69, 206]. An eight-item 

Table 1 Indicators of the need for assessment

It is good practice for professionals working with autistic individuals to be aware of the core features of autism, including more subtle manifestations 
of symptoms in individuals with average or above average intellectual functioning

The presence or observation of any of the following could prompt further investigation, including a referral for a diagnostic assessment; adapted 
from the DSM‑5 TR diagnostic criteria and ICD‑11:

 • Difficulties with social interaction with staff or peers, including initiation and engagement in to‑and‑fro conversations, reduced sharing of interests 
or emotions, and difficulty responding appropriately, including selective/situational mutism

 • Reduced, unusual or poorly integrated non‑verbal communication, such as eye contact, facial expression or understanding/use of gestures
 • Difficulties developing and maintaining relationships with staff and peers, including adjusting behaviour for varying social contexts

 • Insistence on sameness and inflexible adherence to routines, such as extreme reactions or distress  to minor changes in their routine or environ‑
ment and cognitive rigidity

 • Unusually intense preoccupations with subjects or objects and/or circumscribed interests that are excessive and may impact on communication 
or functioning

 • Stereotyped or repetitive motor movements, use of objects or speech, such as repeating the words or phrases of others (echolalia) or using stereo‑
typed or idiosyncratic language

 • Unusual sensory interests or sensory sensitivities, such as hyper and hypo sensitivity and/or sensory avoidance/seeking

 • The presence of other neurodevelopmental conditions, such as ADHD and intellectual disability

 • A family history of neurodevelopmental and/or genetic conditions with known associations with autism

 • An existing diagnosis of OCD or the presence of obsessive/compulsive traits

 • Existing diagnoses of personality disorder, particularly schizoid personality disorder, obsessive–compulsive personality disorder and/or personality 
disorder – not otherwise specified

 • Highly detailed offence accounts combined with indicators of poor episodic memory and/or sequencing difficulties
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questionnaire on quality of life (subjective wellbeing), the 
Personal Wellbeing Index (PWI) developed by Cummins 
and colleagues (2005) [207] at Deakin University Aus-
tralia, has shown to be useful for measuring the quality of 
life with autistic young people and adults.

Initial screening for adults
To the authors’ knowledge, there are no government-
mandated assessments for adults on admission to pris-
ons or secure hospitals. Within secure services, adults 
may access psychiatric reviews and support through 
self-referral or staff referral. The CJJI’s [94] review of the 
evidence has recommended utilising a screening tool 
for universal use within the CJS and that outcome data 
should be systematically collected to inform service plan-
ning at all levels of the CJS.

Secondary screening for adults
Many existing screening tools take the form of self-report 
questionnaires, which can be problematic, particularly 
for individuals with social communication differences. 
The Autism Spectrum Quotient, 10 items (AQ-10) 
[208] is a screening tool for adults and is currently rec-
ommended in the NICE guidelines for use in the gen-
eral population [209]. This is a shortened version of the 
AQ-50 [53] and requires the individual to rate the extent 
to which they agree with ten statements on a 4-point Lik-
ert scale. This includes metaphorical statements such as 
“I find it easy to ‘read between the lines’ when someone 
is talking to me”, which some autistic individuals may find 
confusing. In order to make this judgment, the individual 
would require a reasonable degree of personal insight 
along with an awareness of situations in which they have 
‘missed’ implied meanings. Many autistic individuals may 
find it difficult to identify nuances in social situations, 
which has inevitable implications for self-report screen-
ing questionnaires. Supplementary information, such as 
observations from informants or previous reports, could 
be used to inform the decisions about the need for fur-
ther assessment. If self-awareness is limited and/or the 
individual is unable to provide an accurate appraisal of 
their functioning and presentation, self-reports may be 
used alongside observations from CJS professionals who 
know them well. The AQ-10 and AQ-50 have been iden-
tified to have limited effectiveness, particularly with clini-
cal and forensic populations [54, 55, 210]. If the AQ-50 
is used, Murphy [55] recommends that the measure is 
adapted into a semi-structured interview to accommo-
date for the poor literacy skills frequently identified in 
forensic populations.

The Social Responsiveness Scale, Second Edition (SRS-
2) informant and self-report forms [211] may be a helpful 

screening tool for adults. The SRS-2 is a 65-item vali-
dated measure for adults aged 19 and above and covers 
four key areas including Social Awareness, Social Cogni-
tion, Social Communication and Social Motivation that 
can be summed into the domain of Social Communica-
tion and Interaction. Additional scores are summed to 
calculate the domain of Restricted Interests and Repeti-
tive Behaviour. Together both domains can be combined 
to calculate an overall Social Responsiveness Scale score. 
The informant version can be completed with a fam-
ily member, partner, friend and/or member of staff who 
knows the individual well.

The Communication Checklist – Adult (for ages 17–19) 
[212] and Communication Checklist – Self Report (CC-
SR) [213] (for ages 10–80) may also be useful during 
the screening process. These tools are used routinely by 
Speech and Language Therapists to screen for communi-
cation impairment and subtle communicative differences 
which may be seen in the broader autism phenotype.

Additionally, the Ritvo Autism and Asperger Diagnostic 
Scale-14 (RAADS-14) [214] is a 14-item self-evaluation 
questionnaire based on the 80-item Ritvo Autism and 
Asperger Diagnostic Scale-Revised [215]. This measure 
was designed to differentiate between autism and other 
psychiatric conditions. This screening tool has been iden-
tified to have good sensitivity and specificity within psy-
chiatric populations [214] and has been recommended 
as a useful starting point within forensic populations to 
determine whether a more comprehensive assessment is 
required [216]. However, the potential limitations to the 
RAADS-R should be acknowledged [217]. See Appendix 1: 
Table 4 for table of relevant secondary screening tools.

Diagnostic autism assessments for young people and adults
Accurate identification of autism or the confirmation of 
an existing diagnosis is fundamentally dependent on the 
resources available within each stage of the CJS. Com-
prehensive autism assessments require access to records, 
specialist staff trained in relevant diagnostic tools, and 
information from caregivers or informants. It also relies 
on the individual engaging in the assessment process. The 
decision to go ahead with an assessment may depend on 
an individual’s understanding and perception of autism 
as a condition, social and cultural influences, (dis) trust of 
the CJS and/or health professionals and perceived advan-
tages/disadvantages of the assessment process and the 
implications of a potential diagnosis.

Wherever possible, the assessment of autism should 
include a detailed autism-specific developmental history, 
which is usually completed by a family member. This is 
critical in determining the onset, pervasiveness and per-
sistence of characteristics, and assists clinicians in their 
consideration of differential diagnoses. Comprehensive 
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autism-specific developmental histories can be difficult 
to obtain, particularly in  situations involving complex 
dynamics between autistic individuals and their family 
members [218–220]. For example, family involvement 
may be difficult if family members have been the victims 
of the offending. Recalling specific information about 
early development from a long time ago may also be dif-
ficult for family members. An autism diagnostic flow-
chart has been developed for this paper and is provided 
in Appendix 2: Figure 1, detailing alternate strategies for 
obtaining information from informants.

The authors agree with guidelines laid out by the NICE 
[171, 172] that every diagnostic assessment include:

• A comprehensive autism-specific developmental his-
tory in accordance with the International Statistical 
Classification of Diseases and Related Health Prob-
lems 10th Revision and 11th Revision [4, 221] or 
Diagnostic and Statistical Manual of Mental Disor-
ders 5th Edition Text Revision [5]. This should also 
include a family medical history and the individual’s 
experiences of home life, education and social care.

• A behavioural observation of current strengths and 
difficulties associated with autism.

• A physical examination and/or physical health 
review, for frequently co-occurring physical health 
conditions, if appropriate.

• A psychiatric review investigating the presence of 
co-occurring conditions and conducting differential 
diagnosis.

It may be necessary to complete an autism-specific 
observation of the individual within a social context (for 
example, during a group activity, a work role or dur-
ing free time). In addition, an age-appropriate cognitive 
assessment may be useful to determine a profile of cur-
rent cognitive strengths and differences. It is common 
that autistic individuals present with a ‘spiky’ or ‘uneven’ 
cognitive profile. This can lead to incorrect assumptions 
about the capabilities of autistic individuals. For exam-
ple, autistic individuals with fewer verbal abilities may be 
assumed to be lacking in other skills or potential, which 
may not necessarily be the case [222]. Alternatively, 
autistic individuals may have a high level of expressive 
language which masks relatively poor understanding.

Additionally, someone’s intelligence quotient (IQ) is 
not always commensurate with adaptive functioning 
(such as daily living skills, communication and social 
skills). Autistic individuals without intellectual disabil-
ity can experience adaptive functioning skills far below 
what would be expected given their intellectual poten-
tial [223, 224]. Therefore, an additional assessment of 
adaptive functioning for autistic individuals without 

intellectual disability would provide essential insights 
into needs and possible support strategies [225]. The 
Adaptive Behaviour Assessment System, Third Edition 
(ABAS-3) [226] enquires about adaptive skills related 
to self-care, responsiveness to others and the ability to 
meet environmental demands.

Given our current understanding of sensory differ-
ences, reflected in the DSM-5-TR and ICD-11, some 
standardised assessments which were developed prior to 
the introduction of these diagnostic manuals (such as the 
ADI-R) may not accurately capture the full range of sen-
sory differences. Therefore, we suggest that an additional 
sensory measure is used to supplement the assessment 
process, such as the Sensory Processing Measure, Sec-
ond Edition [227]. This tool explores a range of different 
sensory systems, including visual, auditory, tactile, olfac-
tory and gustatory, proprioceptive and vestibular. We 
also suggest enquiring more about interoceptive sensory 
differences.

As previously stated, both neurodevelopmental and 
mental health conditions frequently co-occur with 
autism. Therefore, consideration of co-occurring mental 
health conditions should form an essential component 
of the autism assessment and subsequent care planning 
[228, 229].

Autism‑specific developmental history
Whilst autism-specific developmental histories can be 
completed without the use of a validated semi-structured 
interview, it is good practice for established and validated 
measures to be used to ensure accuracy and consistency. 
There are seven recommended diagnostic interview tools 
that are suitable for assessments with both young people 
and/or adults: the Autism Diagnostic Interview – Revised 
(ADI-R) [230, 231], the Developmental, Dimensional and 
Diagnostic Interview (3di) [232], the Diagnostic Inter-
view for Social and Communication Disorders (DISCO) 
[233], the Diagnostic Autism Spectrum Interview (DASI) 
[100], The Asperger Syndrome and high-functioning 
autism diagnostic Interview (ASDI) [234], The Autism 
Clinical Interview for Adults (ACIA) [235] and the Royal 
College of Psychiatrists Interview Guide for the Diagnos-
tic Assessment of Able Adults with Autism Spectrum 
Disorder – Revised Edition [236]. The choice of diagnos-
tic tool may be dependent on available resources. Further 
information about tools to record developmental histo-
ries are reported in Appendix 3: Table 5.

It is important that the autism assessment process 
involves at least one professional who is qualified to 
assess differential diagnoses and/or co-occurring condi-
tions. Before making a diagnostic decision, it is essential 
for clinicians to consider whether the quantitative and 
qualitative information obtained through diagnostic tools 
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could be better explained by another condition (for exam-
ple, trauma, anxiety, psychosis, personality disorder). Cli-
nicians completing autism diagnostic assessments should 
have experience of autism and other neurodevelopmental 
conditions, as well as experience of working in forensic 
settings. Given the complexity of forensic populations, 
specialist training in standardised tools is recommended. 
Some diagnostic tools include algorithms which indicate 
whether the individual scores above or below diagnostic 
thresholds. Whilst diagnostic thresholds can be used as 
guidance, quantitative scores should be interpreted with 
caution. Qualitative information obtained from multiple 
sources along with clinical judgment from a multidisci-
plinary team is essential when forming diagnostic conclu-
sions in this complex clinical population. It is important 
to distinguish the overall clinical diagnosis from the out-
come of one specific diagnostic tool. The overall clinical 
diagnosis requires consideration of multiple sources of 
information alongside an in-depth clinical knowledge of 
autism and differential and/or co-existing clinical condi-
tions [237–239].

Autism behavioural observations
NICE guidelines stipulate that a behavioural assessment 
(including interaction and direct observation) be com-
pleted to gather objective information about the indi-
vidual’s current strengths and differences. Whilst it is 
not a requirement that a standardised and validated tool 
is used, it is best clinical practice to use such a tool to 
ensure accuracy and reliability. Behavioural observations 
should be completed by professionals who have been 
trained to undertake such observations and have experi-
ence working with autistic individuals.

The Autism Diagnostic Observation Schedule, Second 
Edition [240, 241] is a standardised and validated assess-
ment tool comprised of activities and questions that 
provide opportunities for the individual to demonstrate 
social communication strengths and difficulties. Con-
sidered to be the “gold standard” [238, 242], the admin-
istrator can choose from five modules depending on the 
individual’s age and expressive language level.

Assessors are required to create a nuanced social inter-
action within a semi-structured, standardised frame-
work, and to assess the interaction simultaneously by 
making 29–41 highly specific observations (depending on 
the module). Due to the complexity of the administration 
and scoring, the ADOS-2 should only be administered 
by clinicians who have received formal training in the 
ADOS-2. To be considered ‘reliable’ in the assessment, 
assessors must consistently demonstrate a minimum of 
80% reliability (agreement with consensus scores estab-
lished by trainers). Further information can be found 
in the ADOS-2 manual [240, 241]. Where possible, the 

ADOS-2 could be filmed and/or observed by a second 
ADOS-2 trained clinician, and this is particularly valu-
able when working with complex populations. However, 
it is acknowledged that there may be barriers to filming 
within some forensic settings.

Physical examination
A standard physical examination typically includes a 
review of the individuals vital signs (blood pressure, 
breathing rate, pulse, temperature, height and weight), 
vision acuity, head, eyes, ears, nose and throat, gastroin-
testinal health, cardiovascular, respiratory, and musculo-
skeletal assessments, neurological examination (mental 
awareness, motor function and balance, sensory response 
and reflexes) and a skin and lymph node check.

In addition, NICE [172] recommend a specific focus on 
skin stigmata of neurofibromatosis or tuberous sclero-
sis using Wood’s light, signs of injury (self-harm or child 
maltreatment) and congenital anomalies and dysmorphic 
features including macrocephaly or microcephaly.

Psychiatric review
A psychiatric review is an opportunity to learn more 
about the individual’s perspective. NICE [172] recom-
mends that an autism-specific psychiatric review include 
a family medical history, consideration of differential 
diagnosis and the systematic assessment for the presence 
of co-occurring neurodevelopmental or mental health 
conditions, medical or genetic disorders and functional 
problems (e.g. restricted diets, bladder or bowel condi-
tions, sleep disturbance and/or vision or hearing impair-
ments). Following the psychiatric review, referrals can 
be made for additional assessments and/or support, if 
required.

Risk assessment for autistic individuals
There is a growing recognition that current standardised 
risk assessments, such as the Historical-Clinical-Risk 
Management-20, Version 2 [243] and Version 3 [244] have 
limited use with autistic individuals [25, 51, 245–247] 
given they are normed on the general population.

Inappropriate assessments may lead to professionals 
either over- or under-estimating an autistic individual’s 
level of risk (e.g. [187, 246, 248]). There are additional 
complexities in assessing risk for autistic individuals, 
including inherent social communication differences, 
variation in presentations and co-occurring condi-
tions, which may affect autistic individuals differently 
[51, 52, 247]. Therefore, it is recommended that struc-
tured risk assessment tools such as Version 3 of the 
HCR-20 [244] and the Risk of Sexual Violence Proto-
col Version 2 (RSVP-V2) [249] should also provide an 
adjunct individual formulation. Given the limitations 
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of current risk assessments for autistic individuals, we 
suggest that the tools applied are carefully considered 
and assessments are conducted by professionals with 
specialist training in autism.

To date, no risk assessment tools have been vali-
dated for use with autistic individuals. However, the 
Framework for the Assessment of Risk and Protec-
tion in Offenders on the Autistic Spectrum (FARAS) 
[198] can be a useful clinical tool. The author clearly 
indicates that the FARAS must not be used to replace 
standardised risk assessments, but as an adjunct to 
and to supplement standardised risk assessments to 
address the autism-related functions of areas of risk 
and protection. It is recommended that professionals 
either familiarise themselves with the tool or under-
take specific FARAS training before use. It should only 
be used by those who have completed training in for-
mal risk assessment. The FARAS is organised in seven 
sections based on features of autism that relate to risk 
factors and protective factors in offending behaviour 
and offers guidance on how each facet can be consid-
ered during the interview. The information obtained 
from the FARAS should be integrated into the formu-
lation of risk and protection, and may inform support 
and risk management strategies.

An autism-appropriate risk assessment should include 
consideration of co-occurring mental health condi-
tions, social awareness, cognitive and socio-emotional 
intelligence, vulnerability to exploitation or sexual vic-
timisation, stereotyped behaviours, unusual or atypi-
cal preoccupations and self-harm and/or suicidality. An 
individualised review of protective factors should also be 
considered, such as the impact of the immediate environ-
ment, given the difficulties some individuals may have 
managing changes in their environment and sensory dif-
ferences (see Gunasekaran, 2012) [51].

Evidence suggests that differences in social cognition 
account for a substantial amount of social communi-
cation difficulties for autistic individuals [250]. Social 
cognition is associated with the perception, process-
ing and interpretation of social interactions. Differences 
in explicit and implicit social cognition may inform our 
understanding of an individual’s risk. The Dewey Story 
Test [251] requires individuals to judge eight sample 
social situations and determine how they would respond. 
It can inform our understanding of how an individual is 
seeing the world, including complex social relationships. 
This may need to be considered differently depending on 
whether the accused individual is alleged to be a princi-
pal or complicit offender.

When communicating risk assessment findings to 
autistic individuals, conclusions should be presented 
clearly and concisely. The individual’s presentation and 

social communication during the risk assessment may 
inform clinical thinking about the context of their autis-
tic functioning and the most appropriate, effective way to 
provide feedback. For example, a detailed, matter-of-fact 
offence account which appears to lack social and emo-
tional sensitivity may reflect the individual’s detailed and 
literal cognitive and communication style, differences in 
Theory of Mind (mentalising) and qualitative differences 
in non-verbal communication.

Support
Due to the heterogeneity within autism, a ‘one-size-fits-
all’ approach cannot be utilised. Following an autism 
diagnosis, a review of the individual’s strengths and dif-
ferences should inform support strategies that are appro-
priate for their specific profile of needs.

For convicted individuals with an existing autism diag-
nosis, it is important that there is continuity of care as 
they transition from community services to forensic ser-
vices. It cannot be assumed that individuals who were 
diagnosed with autism in the community have received 
adequate psychoeducation or support, particularly as 
many out-patient diagnostic services discharge individu-
als once the assessment process has been completed. 
Therefore, it may be helpful to consider a review of 
strengths and differences before tailoring management, 
assessment and rehabilitation approaches.

Access to appropriate support for autistic individu-
als relies on available resources, including appropriately 
trained clinical staff. This may vary between different fac-
ets of the CJS, which is not surprising given that recom-
mendations for support typically follow the identification 
of impairment or difficulties (such as a conviction for an 
offence). In line with government guidelines, some pro-
grammes within secure services and probation settings 
are accredited by the Correctional Services Accredita-
tion and Advice Panel (CSAAP) and their delivery must 
adhere to specific standards. Some programmes are flex-
ible enough to allow for specific adaptations to ensure 
individual responsivity. However, when the autistic indi-
vidual’s risk, needs and responsivity cannot be addressed 
through accredited programmes, individualised alterna-
tive support may be considered.

Rehabilitation is much broader than specific psycho-
social support and includes all aspects of the individu-
al’s day-to-day living. In this respect, autism awareness 
training may be helpful for all those involved in the 
individual’s care and support, including profession-
als making decisions about the individual’s case. This 
includes solicitors, prison officers, educators, clinicians, 
probation and The Parole Board. Based on our knowl-
edge and experience, this level of awareness is not uni-
versal across the CJS.
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Overall, evidence for the effectiveness of support 
for autism is inconsistent. This may contribute to the 
apprehension or concern with which some autistic indi-
viduals may approach recommended support. Possi-
ble exceptions include those associated with supported 
employment [252] and more recently those concerning 
mentoring or life-coaching [253].

Psychological support
Numerous programmes have been developed across dif-
ferent domains with varying degrees of effectiveness 
[254, 255]. Following an autism diagnosis, it is good prac-
tice to provide psychoeducation and for a formulation of 
the individual’s specific strengths and differences to be 
discussed collaboratively. Psychoeducation can also be 
helpful for the families of autistic individuals if a diagno-
sis has been received during incarceration.

Psychoeducation aims to provide the individual with 
insight into their own social communication, sensory 
and neurocognitive strengths and differences [256], and 
increase engagement in support. Psychoeducation is gen-
erally recommended as part of good post-diagnostic care 
[171, 172] but may also be helpful in increasing an indi-
vidual’s insight into how their particular set of strengths 
and differences may impact upon both risk and resilience.

Psychological support may be provided based on 
an individual’s specific needs. There is a growing evi-
dence base for the effectiveness of psychosocial support 
addressing the core features of autism and associated 
difficulties (such as activity scheduling, relaxation and 
anxiety management) within community-based popula-
tions [257, 258]. However, there is little research as to the 
effectiveness of psychosocial support within the CJS. The 
National Autistic Society has developed a good practice 
guide for professionals delivering talking therapies for 
autistic adults (https:// www. autism. org. uk/).

Cognitive behavioural therapy (CBT) for co‑occurring mental 
health conditions
Whilst adapted CBT can be effective for autistic individ-
uals [259, 260], it is important to recognise that changing 
cognitions may be more difficult than it is for non-autistic 
individuals [166]. Hare [261] recommends that cognitive 
changes should not be a primary goal in CBT approaches 
for autism. Instead, a focus on behavioural adaptations 
more practically equips the individual to manage daily 
living.

Overall, CBT programmes adapted for prisoners 
with developmental differences show similar outcomes 
compared with CBT programmes in community pop-
ulations [262–264]. However, this research included a 
range of neurodevelopmental differences rather than 
autism specifically.

Educational and occupational support programmes
There is substantial variability in the academic per-
formance and attainment of autistic individuals [265]. 
Therefore, it is important that autistic individuals of 
all ages are supported to engage with appropriate aca-
demic and occupational programmes during their incar-
ceration and following their release into the community. 
Research has identified that education and employment 
opportunities are some of the most requested needs 
from individuals being released from forensic institu-
tions [266]. However, the type of employment needs to 
be stable and of a type and duration that is compatible 
with their preferred lifestyle [267]. This is of particular 
importance given additional challenges faced by autistic 
individuals within the work environment. Data published 
by the Office for National Statistics [268] reported that 
only 29% of autistic individuals aged between 16 and 64 
were employed in the UK, which is far below their non-
autistic peers. The number of research articles examin-
ing neurodiversity within the workplace is growing [269] 
and potential barriers and enablers are being identified 
[123, 270, 271]. However, less is known about the possi-
ble cumulative effects of being both autistic and having 
criminal convictions with regard to employment oppor-
tunities. A small Norwegian study found employment 
rates of 27% for autistic adults in contact with a forensic 
service between 2000 and 2010 [272] but more research 
is required, particularly in the UK. Occupational oppor-
tunities could be identified that best suit the needs and 
strengths of autistic individuals, whilst also considering 
risk [152]. For example, construction work is unlikely 
to be helpful for an individual with sensory sensitivities 
to sound, but if a role involves their special interest or 
passion, they may be more likely to engage successfully. 
Upon release, autistic individuals may require continued 
support in their chosen occupation. This support could 
be co-ordinated between the individual, employers and 
local community forensic teams, and CJS case managers.

In addition to supporting individuals to develop 
daily living skills, appropriate Occupational Thera-
pists can also provide bespoke sensory assessments 
for those that experience sensory differences. As pre-
viously described, sensory differences can have a sub-
stantial impact on autistic individuals throughout their 
CJS journey. Determining how an autistic individual 
processes sensory experiences can lead to helpful envi-
ronmental adaptations and support managing sensory 
stimuli.

Speech and language
Some autistic individuals may experience speech and 
language differences. Speech and language differ-
ences in childhood may persist into adolescence and 

https://www.autism.org.uk/
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adulthood [273] and can negatively impact on educa-
tional achievements [274]. One study suggests up to 
60% of young offenders present with speech and lan-
guage difficulties [275]. This may be a direct risk factor 
for engaging in potential criminal offences in biologi-
cal males due to differences with social interactions 
and understanding [276, 277], although little is known 
about the impact on biological females. It is recog-
nised that these difficulties may be poorly addressed 
within the CJS [278]. Speech and language differences 
will continue to create challenges for individuals navi-
gating the complex language and terminology within 
the CJS. Two significant protective factors include 
family/friendships [279] and employment [280], both 
of which require substantial language and communica-
tion skills. Therefore, for those that require it, speech 
and language therapy/therapist involvement is recom-
mended to ensure that autistic individuals can access 
support that is necessary to assist with rehabilita-
tion and progression through the CJS, including sup-
porting autistic individuals to understand any licence 
requirements for resettlement or their transition to the 
community.

Prison programmes
Offence-related interventions are often cognitive-based 
programmes delivered in a group format. It is impor-
tant for professionals to be aware of the potential limi-
tations of these for autistic individuals. Whilst prisoners 
with neurotypical presentations can be expected to inte-
grate in conventional therapeutic programmes, it is likely 
that some aspects of the support process fall short of 
meeting the needs of autistic individuals. For example, 
group-based support requiring interaction with peers 
and facilitators, emotion-relate work and content rely-
ing on auditory processing may be especially challeng-
ing for autistic individuals to engage with and complete 
programmes. This is relevant to group work addressing 
sexual offending [156, 281].

Higgs and Carter [281] highlight that many pro-
grammes addressing sexual offending begin by seeking to 
establish group cohesion, pro-change norms and positive 
relationships between group participants, which requires 
social interaction. This necessity for social interaction 
means that some autistic individuals may experience 
greater difficulty with group processes than their non-
autistic peers. Descriptions of offences provided by autis-
tic individuals may be limited to the factual reporting of 
events, and insight into different interpretations of the 
offence and acknowledgement of inappropriate behav-
iour can be difficult to achieve [156, 282]. Other autistic 
individuals may have difficulty sequencing information in 

a logical and coherent manner [283] and require support 
from speech and language therapists to structure their 
narratives [284].

The interpretation of support outcomes is an impor-
tant factor when considering rehabilitation progress 
and parole hearings. For example, in a study of autistic 
individuals with sexual offence convictions, Vinter [156] 
identified that staff may under- or over-estimate pro-
gress and risk. Staff reported that autistic individuals may 
appear to have made good progress by using appropriate 
therapeutic language, but may simply be repeating spe-
cific programme terminology without an understanding 
of the deeper meaning. Staff also suggested that some 
autistic individuals may have made genuine progress but 
struggle to communicate their understanding effectively.

Previous risk reduction programmes were not designed 
to cater for the differences of autistic individuals and may 
have disadvantaged them in their progression towards 
parole and release [285]. Individualised interventions are 
more likely to be effective in addressing specific areas of 
risk, needs and responsivity. Some considerations are 
presented in Table 2.

Pharmacological support
A comprehensive review of pharmacological options for 
autistic individuals is beyond the scope of this paper. 
However, we have identified some important considera-
tions related to this topic.

It is important to state that there is no medication to 
support the core features of autism and pharmacology is 
not recommended for this purpose [286]. Some behav-
iour that may be perceived as aggressive towards the self 
and/or others can be understood as the involuntary phys-
ical and emotional reaction to stressors that overload the 
nervous system [287]. As such, situational and/or envi-
ronmental changes ought to be the first response, prior 
to medication. However, in extreme cases pharmacol-
ogy can be considered to manage aggressive and/or self-
harming behaviour when other non-medical adaptations 
have not worked [171, 172, 288].

The primary role of medication for use with autistic 
individuals is to support them with associated difficul-
ties and/or co-occurring conditions [289, 290]. For exam-
ple, selective serotonin reuptake inhibitors can be used 
for anxiety, low mood and repetitive behaviours [291], 
psychostimulant medication for associated hyperactiv-
ity [292], and atypical antipsychotics to manage irri-
tability [293], aggression, self-injurious behaviour and 
‘meltdowns’ [294–296]. However, it should be noted that 
many drug trials specifically exclude autistic individuals 
or do not clearly identify them. Therefore, there is limited 
understanding as to the effectiveness of medication for 
autistic individuals.
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It is important that a psychiatric and physical review 
is completed before the prescription or administra-
tion of any medication for any condition. A medica-
tion review of previous medications, indications, doses, 
effects and side effects should be undertaken prior to 
the introduction of medication. Prior to the adminis-
tration of medication, the autistic individual should 
be informed as to the purpose and possible side effects 
of medication and their consent obtained. In order 
to facilitate this, information could be provided in an 
accessible format. They should also be informed as to 
the implications of remaining unmedicated, non-com-
pliance and the appropriate means of ending medi-
cation. Prescription protocols should be consulted 
accommodating age, gender, physical health, pre-exist-
ing conditions and pregnancy.

Given the sensitivity of some autistic individuals to 
the effects and side effects of medication [297], a ‘start 
low, go slow’ approach could be adopted. In practice 
psychotropic medications can be introduced at 25 or 
50% of their normal starting dose, and increased in 
small increments at intervals (e.g. weekly) following 
review of symptoms, effects and side effects. Regular 

medication reviews should be completed to enable 
effective monitoring and management of responses to 
pharmacological interventions and co-occurring con-
ditions. Systematic parameters to evaluate the effec-
tiveness of these interventions should be agreed with 
the individual. The determination of treatment effects 
and side effects should be informed by systematic staff 
observations and self-report. It is important to bear 
in mind that social communication difficulties and/or 
alexithymia may impact on an autistic individual’s abil-
ity to report on the immediate and broader effects and 
side effects of medication.

Care planning and multiagency liaison
In 2000, the Department of Health assumed respon-
sibility for healthcare provision within Her Majesty’s 
Prison Service, with full administrative control com-
pleted in 2006. Since this time, several improvements 
have been reported, including improved healthcare ser-
vices in prison, increased engagement of service users 
‘voice’ in service development and improved continu-
ity of care for people as they transition from prison to 
the community [298]. In addition, prison and probation 

Table 2 Considerations for adaptation during psychosocial support

Where possible, we suggest that 1:1 support or supplementary 1:1 support is provided. Consideration could be given as to whether the individual 
would prefer to engage in‑person or on‑line. The following adaptations may be helpful when working with autistic individuals of all ages:

 • Introduce and maintain a structured approach (e.g. frequency, duration and timings of sessions)

 • Consider using the three ‘V’ approach to structure: visual schedules, visual instructions and visual clarity

 • Ensure that the rules of the individual or group work are understood

 • Use clear, concrete language and avoid abstract language

 • Provide time and space for the individual to process new information

 • Consider whether some autistic individuals need more sessions and more time to apply and generalise skills in between sessions

 • When establishing rapport and working therapeutically, alternatives to verbal communication may be helpful. Where feasible, this might include 
communicating via music, art or computer games

 • Behavioural, rather than cognitive work may be more effective, when applicable. However, some autistic individuals will respond well to the detailed 
theoretical and logical analysis, which can be critical in some interventions

 • Incorporate healthy special interests/passions when appropriate, as sources of reward and wellbeing. Manage risky special interests/passions 
and develop the individual’s skills to do this

 • Adapt materials to attend to autism learning styles such as visual learning, modelling with practice, social stories and appropriate handouts to sum‑
marise and integrate the learning

 • Create an environment that attends to possible sensory sensitivities (e.g., minimising noise,

 • artificial lighting, strong smells, need for movement)

 • It may also be helpful to keep work areas clutter free and quiet

 • Remain mindful of frequently co‑occurring conditions such as anxiety and low mood, which may affect motivation and engagement during inter‑
vention

 • Remain mindful that limited verbal and non‑verbal communication (such as limited eye contact or facial expressions, lack of expressed victim 
empathy, insight into the emotional states of self and others and insight into typical social relationships) should not be misinterpreted as non‑compli‑
ance, disengagement, or deception

 • Pre‑ and post‑ intervention outcomes may need to be adapted to the needs and abilities of the individual. This may be different from neurotypical 
individuals

 • Consider the individual’s ability to identify, understand and communicate their own emotional experiences. Use visual rating scales, emotional 
scales and feelings boards

 • Support to apply and generalise learning to new contexts and situations that look different from the offence or current predicament
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services are required to provide a level of social care 
and support equal to that of people living in the com-
munity [299].

Regarding the management of young and adult autis-
tic individuals within the CJS, we recommend that a 
‘shared record’ of the individual’s needs is communi-
cated to all agencies involved throughout their journey 
within the CJS. Some potential challenges for profes-
sionals working with autistic individuals are identified 
in Table 3.

Based on individual needs, custodial alternatives 
could be considered along with joint working with local 
community forensic teams. In such cases, appropriate 
support could be made available. This may require col-
laborative work between secure services and community 
services, including the sharing of knowledge, experi-
ence, tools and education. In addition, courts will require 
information about the evaluation of the effectiveness of 
such support.

Local multiagency strategic planning groups could 
be developed between autism and criminal justice ser-
vices. Representatives who have received specialist 
training from each service (such as police and prison 
health care staff ) could follow the individual through-
out their CJS journey [300]. These individuals and 
groups need to be fully integrated into the care plan to 
ensure effectiveness.

Individuals with mental health needs receive a Care 
Programme Approach [301, 302] within secure units. A 
CPA is a package of care that covers a range of domains 
(such as risk and support strategies) and requires the 
input from a multidisciplinary team. A CPA care co-
ordinator is allocated to prepare and manage the indi-
vidual’s care plan and review it at least once a year 
[303]. Other jurisdictions within the UK may have simi-
lar processes, such as Care and Treatment Planning, 
in Wales. For autistic individuals with co-occurring 
mental health needs and receiving CPAs, we encourage 
these to be reviewed at least every 6 months, and/or in 
advance of a significant change (such as release), and/
or in response to a significant incident (such as being 
the victim or perpetrator of violence). The absence of 
structured support such as CPAs could disadvantage or 
limit progression. In addition, autistic individuals with 
co-occurring mental health needs would benefit from 
regular psychiatric reviews to identify, monitor and 
manage their mental health needs.

Given that major transitions may be challenging for 
autistic individuals [304, 305], attention could be given 
to all transitions from initial contact with the CJS to 
integration back into the community. A critical time 
intervention approach [306] in which a designated indi-
vidual meets with the individual prior to their release 
and manages their care plan in the community could 

Table 3 Potential challenges for professionals working with autistic individuals

The following is a list of possible challenges faced by professionals working with autistic individuals. The purpose is to encourage consideration 
of autism related challenges rather than negative or unhelpful interpretations of behaviour, such as non‑compliance or disengagement

 • Qualitative differences in social communication may lead to difficulties in developing meaningful relationships, including relationships with profes‑
sionals and pro‑social peers. This may also have implications for future placements, such as the appropriateness or effectiveness of supported accom‑
modation or shared rooms

 • Professionals may experience compassion fatigue, particularly in the face of cognitive rigidity. This can change the way professionals work with indi‑
viduals and lead to staff burnout and compromise the therapeutic relationship. Debriefing and reflective practice may reduce these experiences

 • Due to physiological arousal linked to sensory or social overload, autistic individuals may become involved in confrontations or altercations 
with others. In contrast, autistic individuals may prefer solitude, and this should not be perceived as disengagement or non‑compliance with staff 
or prison expectations

 • The individual may have difficulty working out appropriate or effective solutions to problems, engaging in long term planning or setting unrealistic 
goals for the future due to a particular thinking style or may take things literally

 • Communication should be explicit and non‑ambiguous. Refrain from using abstract concepts. Provide opportunities for individuals to clarify 
whether they have understood. If not, then information should be presented through different mediums

 • Learnt phrases/expressions and uneven cognitive profiles may mask social communication difficulties. It is important to check the individual’s 
understanding of information provided, and ensure that this is available in written (or other visual forms) if this is beneficial

 • Differences in non‑verbal communication may mean that professionals find it difficult to understand, identify and respond to changes in the per‑
son’s emotional states. This can impact on social and emotional interactions, and lead to misunderstandings. For example, an autistic individual may 
have difficultly modulating the volume of their voice, use unusually intense eye contact and stand too close to others due to difficulties understand‑
ing personal space. Some individuals may use incongruent facial expressions (for example, smiling when talking about a serious or distressing topic) 
or attempt to use humour when this is socially inappropriate. These behaviours might be interpreted as aggressive, deliberately intimidating and/
or callous when they are in fact a result of social communication difficulties associated with autism. It may be helpful for professionals to tell autistic 
individuals that they do not have to make eye contact if this is easier for them

 • Sensory modulation difficulties may impact on the autistic individual’s ability to engage with regimes and this should not necessarily be perceived 
as defiance. The environment should be audited for potential stressors around proxemics (people), noise, heat, odours and bright lights. These can be 
extremely distressing and provoke extreme reactions in autistic individuals. Ask the individual whether there is anything that is distressing them
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be considered. This could include liaising with relevant 
local services and their general practitioner.

It may be beneficial to refer autistic individuals to 
locality Forensic Outreach Liaison Services (FOLS) 
within England, and other jurisdictions may have simi-
lar services (e.g. Supporting Offenders with Learning 
Difficulties (SOLD) in Scotland). These are multidisci-
plinary NHS services working with autistic individu-
als and/or those with intellectual disability in the CJS, 
including those who have been released. Where iden-
tified needs are linked to autism and/or intellectual 
disability, FOLS can provide direct intervention and 
support. The Forensic Intellectual and Neurodevelop-
mental Disabilities (FIND) services that form part of 
FOLS can provide risk assessment reports tailored to 
the needs of autistic individuals. FIND services offer an 
experienced multidisciplinary team approach (includ-
ing psychiatry, psychology, nursing and social work) to 
complete access assessments and care pathway moni-
toring for those transitioning into and out of secure 
services. FIND services can also offer individuals and 
services assessment advice, training and information 
when transitioning out of secure care. Depending on 
the individual’s needs, this can be extended for a short 
period in their new placement.

Discussion
Some autistic individuals may experience challenges 
across different levels of the CJS. The current processes 
and pathways for assessment, support and management 
of autistic individuals within the CJS are inconsistent 
[91, 92]. The authors provide a review of the literature 
and possible gaps in the current management of autis-
tic individuals. These include an inconsistent awareness 
of autism across different levels of the CJS, absence of 
agreed diagnostic assessments and effective care and 
management plans, insufficient specialised training for 
the assessment and support of autism and inadequate 
management within and following release from secure 
services. We also provide general recommendations 
for the assessment and support strategies for autistic 
individuals.

Ideally, the authors envisage an individualised care and 
management plan that adopts a multimodal approach. 
For those with an existing autism diagnosis, this would 
start from their initial contact with the CJS and continue 
throughout their journey and beyond their transition 
to the community. If autism is identified whilst they are 
under the care of the CJS, this individualised care and 
management plan could begin immediately following 
their diagnosis.

Whilst the authors have developed this review based 
on the current information about autistic individuals 
within the CJS, the authors recognise that there are gaps 
in our knowledge, a limited number of studies that typi-
cally include small sample sizes, and there is an urgent 
need for further research with this potentially vulner-
able population. In particular, there is a need for more 
precise prevalence rates of autism within the different 
departments of the CJS, such as contact with police and 
police custody, court and judicial hearings and prison 
services. More research is required to establish length 
of stay within secure settings, rates of recidivism in this 
population and effects of imprisonment on autistic indi-
viduals, and to identify whether autistic individuals 
are more or less likely to engage in particular types of 
offending. Many autistic individuals convicted of crimes 
are never detained in custodial or secure settings and 
instead are referred to community forensic services or 
possibly ‘mainstream’ general intellectual disability ser-
vices. Future research could explore the appropriateness 
of these referrals and whether these teams and services 
can meet their needs effectively. Further research is 
also needed to understand differences between males, 
females, those who self-report gender incongruence/dys-
phoria and within specific ethnic backgrounds. Addition-
ally, research into autism within the CJS would benefit 
from studies exploring the strengths of autistic individu-
als and how these strengths manifest during contact with 
the CJS.

The economic consequence of untreated mental health 
conditions is well known [307]. Although the costs asso-
ciated with unrecognised and unmet needs of autistic 
individuals is not known, there are likely to be significant 
financial implications which should be explored in the 
future.

The effectiveness of current support strategies is not 
known. To date, little use has been made of autistic lived 
experience and expertise in the development of effective 
approaches and research, which is a significant omission.

Conclusions
Developments in diagnostic criteria, tools and services 
have led to increased awareness, recognition and pro-
vision of services for autistic individuals, leading to an 
increase in worldwide autism prevalence rates [308]. 
Therefore, it is likely that rates of diagnosed autism 
within the CJS may also increase. Greater attention 
needs to be given to this potentially vulnerable popula-
tion and how best to provide support and care as they 
navigate the CJS.
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Appendix 1

Table 4 Table of secondary screening tools

Screening tool Abbreviation Author Age 
range

Self-
report

Informant 
report

Number of 
items

Administration 
time in minutes

Languages Current 
access

Asperger Syn‑
drome Diagnostic 
Scale

ASDS [309] 5–18 No Yes 50  < 15 English 
and Spanish

Cost

Autism Spectrum 
Quotient – 50

AQ‑50 [53] 16 + Yes No 50 10 Multiple Free

 Autism Spec-
trum Quotient – 10

AQ‑10 [208] 16 + Yes No 10  < 5 Multiple Free

Autism Spec‑
trum Screening 
 Questionnairea

ASSQ [310] 6–17 No Yes 27 10 English 
and Swedish

Free

 Autism Spec-
trum Screening 
Questionnaire – 
Extended Version

ASSQ‑REV [311] 6–17 No Yes 45 N/K English 
and Swedish

Free

Childhood Autism 
Rating Scale, 
Second Edition

CARS‑2 [312] 2 + No Yes 15  < 10 English Cost

Communication 
Checklist – Adult 
/ Communication 
Checklist – Self 
Report

CC‑A / CC‑SR [212, 213] 17–79 / 
10–80

Yes Yes 70  < 15 English Cost

Gilliam Asperger’s 
Disorder Scale

GADS [313] 3–22 No Yes 32  < 10 English Cost

Gilliam Autism 
Rating Scale, Third 
Edition

GARS‑3 [314] 3–22 No Yes 56  < 10 English Cost

Krug Asperger’s 
Disorder Index

KADI [315] 6–22 No Yes 32  < 20 English Cost

Ritvo Autism Aps‑
erger Diagnostic 
scale – Revised

RAADS‑R [215] 16 + Yes No 80  < 30 English Free

 Ritvo Autism 
Apserger Diagnos-
tic scale – 14

RAADS‑14 [214] 16 + Yes No 14  < 10 English Free

Social Communi‑
cation Question‑
naire

SCQ [203] 2 + No Yes 40 10 English Cost

 Social Commu-
nication Question-
naire for Adults 
with Intellectual 
Disabilitiesb

SCQ‑AID [316] 18 + No Yes 24  < 10 English Cost

Social Responsive‑
ness Scale – 2

SRS‑2 [211] 19 + Yes Yes 65  < 20 English Cost

This is not an exhaustive list
a Can be used with mild intellectual disability
b Designed to be used with individuals with intellectual disability
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Fig. 1 Diagnostic flowchart



Page 22 of 30Woodhouse et al. BMC Medicine          (2024) 22:157 

Appendix 3

Table 5 Autistic developmental history assessment tools

The Autism Diagnostic Interview‑Revised (ADI‑R)
To date, the ADI‑R has the largest evidence base and highest sensitivity 
and specificity and is considered the ‘gold standard’ developmental history 
tool for autism [238, 242]. The ADI‑R requires informants who have known 
the individual since birth and can provide detailed information about child‑
hood (between the ages of 4–5) and current social communication [230, 231]

The Diagnostic Interview for Social and Communication Disorders 
(DISCO)
The DISCO [233] is a validated semi‑structured informant interview. 
It adopts a dimensional approach that provides a clinical description 
of the individuals strengths and difficulties. This has recently been 
updated and revised and made considerably shorter

The Developmental, Dimensional and Diagnostic Interview (3di)
The 3di [232] is a validated computerised autism interview. It provides 
the opportunity to include questions about frequently co‑occurring con‑
ditions such as conduct disorders, ADHD, pragmatic language disorders, 
Tourette syndrome and obsessive–compulsive disorder. The 3di is suit‑
able for young people aged 4–25 years, but it is not validated for adults 
over the age of 25

The Diagnostic Autism Spectrum Interview (DASI)
The DASI [100], is a semi‑structured self‑ and/or informant interview 
drawing on the most up‑to‑date diagnostic manuals (DSM‑5 and ICD‑
11). It is suitable for children (> 2 years), young people and adults 
and includes prompts for the assessor to consider a range of comorbid 
conditions. In addition, the DASI includes an observational component 
which aims to supplement the clinical interview with objective observa‑
tions of the individual’s social communication strengths and difficul‑
ties. Interview questions parallel the diagnostic criteria but, at the time 
of publication, the tool has yet to be validated

The Asperger Syndrome and high‑functioning autism diagnostic 
Interview (ASDI)
The ASDI [234] was developed over several years on the basis of experi‑
ence with several hundred patients with high‑functioning autism spec‑
trum disorders, including a large number with ‘autistic psychopathy’, ‘schiz‑
oid personality disorder’ and ‘Asperger syndrome’. It is a 20‑item diagnostic 
interview covering six diagnostic domains; four ‘social’, three ‘interests’, two 
‘routines’, five ‘verbal and speech’, five ‘non‑verbal communication’ and one 
‘motor. At the time of publication, the tool has yet to be validated

The Autism Clinical Interview for Adults (ACIA)
The ACIA [235] was adapted from the Family History Interview 
and refined in accordance with the DSM‑5. The ACIA has both subject 
and informant versions and is comprised of three components. Initially, 
individuals complete a pre‑interview questionnaire. Following this, 
individuals complete a face‑to‑face semi‑structured interview that cov‑
ers 22 core items used to calculate social communication and interac‑
tion differences and restricted and repetitive behaviours in accordance 
with the DSM‑5 diagnostic criteria for autism spectrum disorder. Finally, 
the ACIA also includes a co‑occurring conditions interview. at the time 
of publication, the tool has yet to be validated

Royal College of Psychiatrists Interview Guide for the Diagnostic Assess‑
ment of Able Adults with Autism Spectrum Disorder – Revised Edition
The Royal College of Psychiatrists Interview Guide for the Diagnostic 
Assessment of Able Adults with Autism Spectrum Disorder – Revised Edi‑
tion [236] is an interview guide which provides probes to elicit relevant 
information, support the organisation of this evidence and inform clinical 
judgment. This tool is designed for use with adults with cognitive abilities 
within the average range or above

This is not an exhausted list of diagnostic tools to obtain an autism-specific 
developmental history. However, these tools are considered appropriate for use 
by consensus. As and when diagnostic criteria for autism changes, decisions as 
to which tool is most appropriate to use should be revised
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