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Abstract
Background: Autistic people and those with high autistic traits are at high risk of experiencing suicidality. Yet, there are no
suicidality assessment tools developed or validated for these groups.

Methods: A widely used and validated suicidality assessment tool developed for the general population (SBQ-R), was adapted
using feedback from autistic adults. The adapted tool was re�ned through 9 interviews, and an online survey with 251 autistic
adults, to establish clarity and relevance of the items. Subsequently, 308 autistic, 113 possibly autistic, and 268 non-autistic
adults completed the adapted tool online, alongside self-report measures of autistic traits (AQ), camou�aging autistic traits
(CAT-Q), depression (PHQ-9), anxiety (ASA-A), thwarted belongingness and perceived burdensomeness (INQ-15), lifetime non-
suicidal self-injury, and the original version of the suicidality assessment tool (SBQ-R). Analyses explored the appropriateness
and measurement properties of the adapted tool between the groups.

Results: There was evidence in support of content validity, structural validity, internal consistency, convergent and divergent
validity, test retest validity, sensitivity and speci�city (for distinguishing those with or without lifetime experience of suicide
attempt), and hypothesis testing of the adapted tool (SBQ-ASC) in each group. The structure of the SBQ-ASC was equivalent
between autistic and possibly autistic adults, regardless of gender, or use of visual aids to help quantify abstract rating scales.

Limitations: The samples involved in the development and validation of the adapted tool were largely female, and largely
diagnosed as autistic in adulthood, which is not representative of the wider autistic population. The SBQ-ASC has been
developed for use in research and is not recommended to assess risk of future suicide attempts and/or self-harm.

Conclusions: The SBQ-ASC is a brief self-report suicidality assessment tool, developed and validated with and for autistic
adults, without co-occurring intellectual disability. The SBQ-ASC is appropriate for use in research to identify suicidal thoughts
and behaviours in autistic and possibly autistic people, and model associations with risk and protective factors.

Introduction
People diagnosed with autism (henceforth autistic people[1]) are at signi�cantly increased risk of experiencing suicidal
thoughts and behaviours [3-5] and death by suicide [6-7], compared to non-autistic people. Autistic people who have
experienced delay in autism diagnosis until adulthood show the highest estimates of lifetime suicidal thoughts (66%), and
suicide attempt(s) (35-36%) [8-9]. Many adults remain undiagnosed, given lack of adult autism diagnostic services and
appropriate assessment tools to identify autism in women [10]. Possible undiagnosed autism is associated with increased risk
of suicidality. 45% of women with high autistic traits in the region of clinical concern for possible autism reported making a
suicide plan, and 16% had attempted suicide [11]. 40.6% of those with a lifetime history of suicide attempt(s), without autism
diagnosis or suspected autism, scored above the clinical cut-off for possible autism on a validated measure of autistic traits
[12]. 41% of those who died by the suicide in the UK had evidence of high autistic traits, and none were diagnosed before they
died [13]. 11% of depressed patients [14] and 15% of women with Borderline Personality Disorder (BPD) [15] met diagnostic
criteria for co-occurring autism, and suicide attempts were highest in those with co-occurring autism diagnoses across both
groups.

Given that autistic and possibly autistic people are at high risk of suicidality, it is crucial that appropriate and valid assessment
tools are available to accurately identify suicidal thoughts and behaviours in these groups. However, systematic reviews have
shown that no suicidality assessment tool has yet been validated for autistic people [16-17]. A suicidality assessment tool
developed for non-autistic people - the Suicide Behaviours Questionnaire – Revised [18] - was identi�ed as a promising
candidate tool to adapt for autistic people, given the moderate to strong evidence in support of a range of measurement
properties when used in general population research [16]. The SBQ-R assesses lifetime experience of suicidal thoughts, plans
and attempts (item 1), frequency of suicidal thoughts in the past year (item 2), communication of suicide intent to others (item
3), and likelihood of attempting suicide someday in the future (item 4).
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One study has explored how autistic adults interpret and respond to the SBQ-R compared to non-autistic adults [19]. An online
survey gathered responses to the SBQ-R in 188 autistic and 183 non-autistic adults matched on age and gender to compare the
structure of the tool between the groups, and a subsample of 15 autistic adults were interviewed while completing the SBQ-R to
explore how they interpreted and responded to the items. Results showed that the structure of the SBQ-R was signi�cantly
different in autistic compared to non-autistic adults, and autistic adults interpreted the items differently than intended by the
scale developers. Speci�cally, autistic adults reported having di�culty communicating their suicide intent to others despite
experiencing suicidality. Consistent with this, responses to item 3 (communication of suicidal intent), were less strongly
associated with other items for autistic compared to non-autistic adults. This suggests that communication of suicidal intent
to others is less strongly indicative of suicidality in autistic compared to non-autistic adults. Autistic adults said that it was
important to ask about the likelihood of future suicide attempt(s) (item 4), but it was impossible to answer such an abstract
future question. Likelihood of future suicide attempt(s) was more strongly associated with performance on other items in the
autistic compared to the non-autistic group, which may indicate that autistic people are drawing more strongly on previous
behaviour to inform their response. Autistic adults reported that item 2 did not capture the full range or intensity of suicidal
thoughts over the past year, and di�culties with complex and imprecise response options across items, (e.g. did not want
to/really hoped to die; never/no chance at all). Results also suggested a worrying clinical picture, that autistic adults reported
impulsively attempting suicide without a plan when the means to attempt suicide where present [19].

Taken together these �ndings suggest that the SBQ-R would bene�t from adaptation to improve the clarity and relevance of the
items to autistic adults. The current study thus aimed to adapt the SBQ-R, incorporating feedback from autistic adults from the
earlier study [19], and re�ning the adapted tool with additional interviews and an online survey. Subsequently, we assessed the
appropriateness and measurement properties of the adapted Suicide Behaviours Questionnaire – Autism Spectrum Conditions
(SBQ-ASC) in autistic adults in a new sample. A key issue in suicidality in autism research, is the lack of measurement tools
available to assess and compare suicidality and associated risk markers between different groups. Given the high risk of
suicidal behaviours in possibly autistic (but undiagnosed) adults, it is also important that the SBQ-ASC operates as intended in
autistic people regardless of diagnosis. The current study therefore also assessed whether the structure of the adapted SBQ-
ASC is measurement invariant (i.e. equivalent), and thus comparable between autistic, possibly autistic and non-autistic adults,
and explored the measurement properties of the adapted tool in each group.

We hypothesised that autistic and possibly autistic adults would self-report signi�cantly higher levels of suicidal thoughts and
behaviours on the SBQ-ASC compared to non-autistic adults, on each item and total scores. Given the lack of previous
suicidality research including possibly autistic people, we explored whether and how rates of suicidality differed between
autistic and possibly autistic adults. We also hypothesised that total scores on the SBQ-ASC would be signi�cantly correlated
with risk markers for suicidality in autistic and non-autistic people identi�ed from previous research (autistic traits,
camou�aging autistic traits, depression, anxiety, non-suicidal self-injury (NSSI), thwarted belongingness and perceived
burdensomeness) [20-28]. We also hypothesised that the SBQ-ASC would be more strongly correlated with the original version
of the tool (given they both measure the same construct - suicidality), compared to other proximal risk markers for suicidality
(e.g. thwarted belonging, perceived burdensomeness and mental health), which would in turn be more strongly correlated with
the SBQ-ASC compared to more distal risk markers (e.g. autistic traits and camou�aging autistic traits). Given that we expected
the SBQ-ASC to more accurately capture experience of suicidality relevant to autistic people, we also predicted that the SBQ-
ASC would be more strongly correlated with autism relevant constructs (e.g. autistic traits, camou�aging autistic traits and
measures developed for autistic people), compared to the original version of the tool. Lastly, given previous �ndings that
autistic people might be more likely to impulsively attempt suicide without a plan, and have di�culties communicating their
suicidal intent to others, we predicted that autistic and possibly autistic adults would be signi�cantly more likely to endorse
these sub-questions of the SBQ-ASC compared to non-autistic people.

[1]We use identity �rst language (autistic community/people/person) to describe and talk about autism in the current paper,
given that this is the most preferred language of the autistic community.1-2 We recognise and respect the wide range of terms
and different individual preferences for describing autism, and that the language used to describe and talk about autism will
continue to evolve over time.



Page 4/33

Method
Ethical Approval The research received a favourable ethical opinion from the relevant local Research Ethics Committee (ethics
approval references P47603 and F1074).

Participants The autistic group comprised 308 adults (27% male gender) who self-reported a diagnosis of ASC from a trained
clinician. The possibly autistic group comprised 113 adults (29% male gender) who self-reported that they suspected they were
autistic but had not yet been diagnosed. The non-autistic group comprised 268 adults (31% male gender) who reported that
they were not diagnosed autistic or suspected they might be autistic. The autistic and possibly autistic groups were
signi�cantly more likely to identify with a different gender than assigned at birth (16.3%) compared to the non-autistic group
(3%) (X2(1)=28.79, p<.001; OR 6.24 CI 2.95 – 13.21). There was no signi�cant difference in age between the three groups
(F(688)=1.34, p=.263). Self-reported autistic traits (AQ Scores) were signi�cantly different between the three groups
(F(682)=601.59, p<.001). Bonferroni corrected t-tests showed that the autistic group self-reported signi�cantly higher autistic
traits (mean=22.86, SD=3.76) compared to the possibly autistic (mean=20.17, SD=4.57) and non-autistic group (mean=9.45,
SD=5.67), and the possibly autistic group self-reported signi�cantly higher autistic traits than the non-autistic group (all p<.001)
(Table 1).

Measures

Suicide Behaviours Questionnaire – Autism Spectrum Conditions

Figure 1 shows the stages involved in the overall development and validation of the SBQ-ASC with and for autistic adults. The
SBQ-ASC was adapted from the SBQ-R with permission of the tool developers [18]. A previous study had explored how autistic
compared to non-autistic adults interpret and respond to the SBQ-R [19], to inform how to adapt this tool for autistic adults. The
adapted SBQ-ASC was subsequently re�ned through: a) Cognitive interviews with 9 autistic adults (who took part in the earlier
study, [19]); and b) A survey completed by 251 autistic adults who provided qualitative feedback, and rated the clarity and
importance of each item of the original SBQ-R and adapted SBQ-ASC (234 diagnosed, 17 awaiting assessment; 30.7% male;
mean age=41.91, SD=13.44; mean age of ASC diagnosis=36.09, SD=14.03; 61.4% Asperger Syndrome diagnosis). Table 2
summarises the key issues identi�ed with the SBQ-R by autistic adults across the interviews and online survey, and the
subsequent adaptations incorporated into the SBQ-ASC to address these.

The penultimate version of the SBQ-ASC items tested in the online survey were rated as “clear” by at least 79% of the 251
autistic participants, and mean importance ratings ranged from 74.17 – 84.93 (out of 100) for each item (mean=78.89,
SD=3.99). After minor corrections to grammar and wording to improve clarity, the �nal version of the SBQ-ASC used in the
current study was given an overall mean clarity rating of 82.72 (out of 100, SD=22.9) by the combined autistic/possibly autistic
group, and 88.05 (SD=21.13) by the non-autistic group. Analysis of the qualitative feedback across the two surveys showed
that the issues identi�ed with the penultimate version of the SBQ-ASC assessed in the earlier survey had been successfully
addressed in the �nal version of the tool used in the current study.

The SBQ-ASC has 5 scored items (Table 2). Item 1 assesses lifetime experience of suicidal thoughts and behaviours from
“Never” (0) to “I have attempted to end my life” (4). Item 2 assesses frequency of intense suicidal thoughts in the last 12
months from “Never” (0) to “1 or more times a day” (6). Item 3 assesses perseverative intense suicidal thoughts from “Not
Applicable” (0), “Less than 5 minutes” (1) to “More than 8 hours” (5). Item 4 assesses likelihood of suicide attempt from “Not
Applicable” (0), “No chance at all” (1) to “Very likely” (5). It is recommended that a visual aid, such as a measuring jug or
thermometer, is offered to participants to help quantify each response option for item 4 if they think this could be useful to
them. Item 5 assesses communication of future suicide intent and past suicide attempts to others. Responses are scored from
“Not applicable” (0) / “No” (0), to “Yes, once” / “Yes more than once”. Endorsing either “Yes” item is scored 1 for suicidal
thoughts, 2 for future suicide attempts, and 3 for past suicide attempts. Participants can endorse all the options giving a
maximum score of 6 for item 5.
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Optional follow-up items which are not scored are also included in the SBQ-ASC. For those who endorse lifetime suicide
attempt, these items address presence of plans, impulsivity and access to means. For those who have communicated
suicidality to others, follow up items gather information on who was told (e.g. friend, family member or professional). For those
who have never told anyone about their suicidality, follow up items gather information on why (e.g. I had no one to tell, I was
afraid to). Item 6 also captures lifetime experience of non-suicidal self-injury (Yes/No). Therefore, alongside item 1, the SBQ-
ASC can be used to classify lifetime experience of self-harm, with or without intent to end life.

Suicide Behaviours Questionnaire – Revised (SBQ-R)

The SBQ-R [18] is a four-item self-report questionnaire measuring suicidality. Item 1 assesses lifetime suicidal behaviour (on a
scale from “Never” to “I have attempted to kill myself, and really hoped to die”). Item 2 assesses suicide ideation over the past
12 months (on a scale from “Never” to “Very Often (5 or more times)”). Item 3 assesses communication of suicidal intent to
others (on a scale from “No” to “Yes, more than once, and really wanted to do it”). Item 4 assesses likelihood of a suicide
attempt someday in the future (on a scale from “Never” to “Very likely”). The SBQ-R has been validated for use in general
population samples to reliably distinguish people who have, from people who have not attempted suicide [18, 29]. The SBQ-R is
widely used in research with moderate-strong evidence in support of internal consistency, structural validity, and criterion
validity in research with general population samples [16]. The SBQ-R has also been utilised in research with autistic adults [e.g.
3, 27], with evidence that the structure and interpretation of the SBQ-R is different in autistic compared to non-autistic adults
[19]. Cronbach’s alpha for whole scale: Autistic group a=.739, possibly autistic group a=.755, non-autistic group a=.734.

Autism Spectrum Quotient – Short (AQ-S)

The AQ-short [30] is a 28-item subset of the full 50 item Autism Spectrum Quotient [31]. The AQ-28 measures the number of
self-reported autistic traits, with high scores indicating more autistic traits. Items such as ‘it does not upset me if my daily
routine is disturbed’ and ‘I �nd it easy to work out what someone is thinking or feeling’ are rated on a 4-item response scale
from 1 “de�nitely agree” to 4 “de�nitely disagree” [30]. In the current study, responses endorsing autistic traits were given a
score of 1, giving a total range from 0-28. A systematic review showed satisfactory evidence in support of the AQ-S factor
structure, internal consistency, test–retest reliability and convergent validity as rated by a validated research tool (COSMIN)
[32]. Using the dichotomous scoring method, scores at or above a clinical cut-off of 16 have showed acceptable sensitivity and
speci�city in distinguishing autistic from non-autistic adults [33]. Cronbach’s alpha for whole scale: Autistic group a=.765,
possibly autistic group a=.791, non-autistic group a=.854.

Camou�aging Autistic Traits Questionnaire (CAT-Q)

The Camou�aging Autistic Traits Questionnaire (CAT-Q) is a 25-item self-report questionnaire assessing the extent to which a
person engages in social camou�aging behaviours, validated in autistic and non-autistic adults with equivalent factor structure
between the groups [34]. The CAT-Q captures three domains of social camou�aging: (1) “compensation” (behaviours used to
compensate for autism-related di�culties in social situations); (2) “masking” (behaviours used to hide autistic characteristics
or present a non-autistic personality to others); and (3) “assimilation” (behaviours used to �t in better with others and not “stand
out” from the crowd). Participants rate each of the 25 questions on a seven-point Likert scale between “Strongly Agree” to
“Strongly Disagree”. Responses are scored between 1 and 7, with higher scores for items which endorse presence of social
camou�aging behaviour. Cronbach’s alpha for whole scale: Autistic group a=.919, possibly autistic group a=.9, non-autistic
group a=.931.

Anxiety Scale for Autism (Adults) (ASA-A)

The ASA-A [35] is a 20-item self-report measure of anxiety designed with and for autistic adults, adapted from the Anxiety Scale
for Autism Spectrum Disorder (ASC-ASD) (REF). The ASA-A measures four components of anxiety: Social Phobia (e.g. ‘I worry
what other people think of me’), Anxious Arousal (e.g. ‘All of a sudden I feel really scared’), and Uncertainty (e.g. ‘I am anxious
about unfamiliar things, people or places’). Each item is rated on a scale from “Never” (0) – “Always” (3), with total scores
ranging from 0-60. Scores at or above 28 indicate clinically signi�cant levels of [35]. The ASA-A has strong evidence in support
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of its measurement properties (factor structure, internal consistency, test re-test reliability, convergent and divergent validity) in
autistic adults [35]. Cronbach’s alpha for whole scale: Autistic group a=.921, possibly autistic group a=.926, non-autistic group
a=.943.

Patient Health Questionnaire – 9 Item (PHQ-9)

The Patient Health Questionnaire-9 item (PHQ-9) [36] is a 9-item self-report scale used to assess severity of current depressive
symptoms in line with DSM-V diagnostic criteria [37]. Scores range from 0 to 27 with scores at or over 10 indicating moderate,
15 moderately severe, and 20 severe depression. A recent systematic review showed that the PHQ-9 was extensively used in
general population research, with strong evidence for its psychometric properties as rated by a validated research tool
(COSMIN) [38], and more recently, evidence in support of total scores being comparable between autistic and non-autistic
adults [39]. Cronbach’s alpha for whole scale: Autistic group a=.907, possibly autistic group a=.904, non-autistic group a=.909.

Interpersonal Needs Questions – 15 Item (INQ-15)

The Interpersonal Needs Questionnaire (INQ-15) is a 15-item self-report questionnaire assessing ‘thwarted belongingness’ (e.g.
‘These days, I often feel like an outsider in social gatherings’) and ‘perceived burdensomeness’ (e.g. ‘These days, I think I am a
burden on society’) [40]. The INQ-15 has been validated in young non-autistic adults [40] and has been used in previous
research with autistic adults and those with high autistic traits [26-27, 41]. Cronbach’s alpha for whole scale: Autistic group
a=.927, possibly autistic group a=.933, non-autistic group a=.936.

Demographics

Participants were asked to report on their age, sex, gender, employment, education, living situation, diagnoses (developmental,
mental health and other), ASC diagnosis (clinically con�rmed, suspected but not yet uncon�rmed, and not autistic or suspected
to be autistic), and for those with clinically con�rmed diagnosis, the age of ASC diagnosis and the type of professional they
were diagnosed by (e.g. paediatrician, psychologist, psychiatrist).

Procedure

Participants were invited to complete an online survey using Qualtrics aiming to adapt mental health assessment tools for
autistic adults. Participants were informed that anyone 18-years or over could participate, regardless of autism diagnosis,
experience of mental health problems or suicidal thoughts or behaviours. Participants were fully briefed about the nature of the
research, that they could skip questions and sections of the survey that made them feel uncomfortable, stop the survey at any
time and complete it later. Participants were also provided information about relevant support services before taking part in the
study, after each section of the study, and after taking part in the study in a downloadable debrief sheet. After providing
consent, participants completed the demographics questions, AQ-S, CAT-Q, INQ-15, ASA-A, PHQ-9, SBQ-R and SBQ-ASC. The
order of the SBQ-R and SBQ-ASC were randomised between participants. Participants were then asked for consent to complete
the SBQ-R and SBQ-ASC again in two weeks. Subsequently participants were provided with a full debrief including information
about further information and support, followed by a positive mood induction procedure (a doodle page with jokes, puzzles and
cute animal videos) which has proved effective in previous research exploring similar topics [42].

Analyses

The autistic and non-autistic samples were split in two, strati�ed by gender and age. The �rst half was utilised in the
exploratory factor analysis (‘exploratory sample’ n = 292), and the second half utilised in the con�rmatory factor analysis
(‘con�rmatory sample’ n = 295). The two samples did not signi�cantly differ in age (partial η2=.001), autistic traits (partial
η2=.001), birth sex (OR=.84) or gender (Cramer’s V=.008). The con�rmatory factor analysis model in the autistic group was
subsequently tested in the whole possibly autistic group (n=113). Analyses were conducted in SPSS version 26 and
measurement invariance analysis conducted in SPSS AMOS version 24. 1319 participants initially accessed the survey. Of
these, 748 participants who met eligibility criteria opted to see the SBQ-ASC questions, 689 of these participants completed all
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SBQ-ASC items with no missing data, and 686 also completed at least one additional measure with no missing items. Only
measures with complete data for all items were included in the analysis.

Exploratory Factor Analysis of the SBQ-ASC

Principle components analyses were performed on the exploratory half of the autistic (n=153), and non-autistic (n=132)
subsamples, and both the autistic and non-autistic groups combined (n=291). The sample size was su�cient for EFA, with over
7 participants per item, and over 100 participants total [43]. Items with loadings below 0.4, or with cross-loadings of greater
than 0.4 were excluded [44].

Con�rmatory Factor Analysis

The Chi-square statistic was used an indicator of �t [45], alongside other �t indices given that chi-square is affected by sample
size [46]. The χ2/df ratio should be close to zero [47], root mean square of approximation (RMSEA) close to 0.06 [48], the
comparative �t index higher than 0.9 [49], and Tucker-Lewis Index (TLI) values over 0.9 [45]. CFA was conducted on the
con�rmatory half of the autistic (n=155), and non-autistic (n=136) subsamples. The model identi�ed in the autistic group was
then tested in the whole possibly autistic group (n=113). Groups that showed acceptable �t to the same model were combined,
and the model re-run to test �t in the combined sample(s). Sample size was su�cient for CFA (>7 participants per item, and
>100 participants total) [43]. 

Measurement Invariance

The exploratory and con�rmatory samples were re-combined, and multi-group con�rmatory factor analysis used to determine
whether the SBQ-ASC had a similar structure between the groups: autistic (n=308), possibly autistic (n=113) and non-autistic
(n=268). Data was combined across groups which showed evidence for measurement invariance. Further analysis
subsequently explored whether the structure was equivalent in males and females, and those who did and did not request
visual aids for item 5 of the SBQ-ASC.

Measurement invariance analysis tests a series of nested models, with increasingly strict constraints, to assess evidence for
increasingly strict levels of measurement invariance (i.e. equivalence) between groups [50-51]: 1) con�gural invariance tests
whether sets of items measure the same latent variable in both groups; 2) metric invariance tests whether the strength of the
relationship between items are the same for both groups; 3) scalar invariance tests whether the total scores result from similar
responses to individual items across groups; 4) residual invariance tests whether scale items measure the latent constructs
with the same amount of measurement error across groups. In order to compare total scores from a measure between different
groups, evidence for scalar invariance must be shown across the groups, as this suggests that total scores on the measure
consists of similar performance on individual items [50]. Increase in RMSEA (>.015) and reduction in CFI (>.01) at each level
were used as indicators of a signi�cant degradation in �t, given that the chi-square statistic is strongly in�uenced by sample
size [52]. 

Reliability and Validity

In each group, internal consistency was measured using Chronbach’s alpha for total scores. Spearman’s correlations, intraclass
co-e�cient, and ANOVA assessed test re-test reliability of SBQ-ASC total scores between time one and time two in each group.
Spearman’s correlations also assessed convergent validity between the SBQ-ASC with the original version of the tool (SBQ-R),
and other measures of autistic traits (AQ), anxiety (ASA-A), depression (PHQ-9), lifetime NSSI (item 6 of the SBQ-ASC), thwarted
belongingness and perceived burdensomeness (INQ-15). Divergent validity was assessed using z-tests to compare the strength
of the correlation coe�cients. Speci�cally: a) whether the SBQ-ASC was more strongly correlated with autism relevant
constructs (AQ, CAT-Q and ASA-A) compared to the original version of the tool (SBQ-R); b) whether the correlation between the
SBQ-ASC with the original version of the tool (SBQ-R) was larger compared to other proximal risk markers for suicide (thwarted
belongingness, perceived burdensomeness, depression and anxiety); and c) whether the SBQ-ASC was more strongly correlated
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with more proximal mental health risk markers for suicide (depression and anxiety) compared to more distal risk markers
(autistic traits and camou�aging autistic traits).

Receiver Operating Curve (ROC) analysis was used to establish an indicative cut-off score for the SBQ-ASC discriminating
those who have from those who have not attempted suicide in their lifetime (using item 1 of the SBQ-R as the criterion). Kruskal
Wallis analyses compared the SBQ-ASC items between groups, and total scores between groups (with evidence of
measurement invariance at the scalar or residual level). Signi�cant main effects were followed up with Mann Whitney U to test
focused comparisons with partial eta squared calculated as a measure of effect size. Chi-square analyses compared frequency
of sub-questions probing characteristics of suicidality, NSSI and above cut-off scores between the groups, with phi calculated
as an estimate of effect size for multiple group comparisons, and odds ratios calculated as a measure of effect size for
focused comparisons, with an alpha level of p < .01 to correct for multiple comparisons.

Results
Exploratory Factor Analysis

Table 3 shows the results of the EFA which indicates evidence for a one factor solution (with all items loading above 0.4),
explaining 57.86% of the variance in the autistic, 63.06% variance in the non-autistic group and 65.39% of the variance in both
groups combined. All items of the SBQ-ASC were therefore retained.

Con�rmatory Factor Analysis

Examination of modi�cation indices in the autistic and possibly autistic groups indicated that co-varying the error terms for
items 1 and 5 improved the �t of the model (1), whereas for the non-autistic group, co-varying error terms for items 3 and 5, and
4 and 5 improved the �t of the model (2) (Figure 2). After co-varying the respective error terms, each group showed good �t to
the model (Table 4).

Measurement Invariance Analysis

Measurement invariance between the autistic and possibly autistic groups was tested, given the similar CFA model (1)
identi�ed in each of these groups separately and combined (Figure 2 and Table 4). There was evidence for metric and scalar,
but not residual invariance between the autistic and possibly autistic groups (Table 5). This suggests that the SBQ-ASC total
scores can be compared between autistic and possibly autistic adults, and therefore data from these groups were combined in
subsequent measurement invariance analyses. Measurement invariance analysis was not undertaken to compare the
combined autistic/possibly autistic group to the non-autistic group, given the evidence for different baseline models in these
groups (Figure 2).

Measurement invariance analysis therefore compared gender (males and females), and use of visual aids for item 4 of the
SBQ-ASC, in the combined autistic/possibly autistic group, and separately in the non-autistic group. Analyses showed evidence
for measurement invariance at the metric and scalar level when comparing gender in the combined autistic/possibly autistic
group, and the non-autistic group, and evidence for measurement invariance at the metric, scalar and residual levels for the use
of visual aids in the combined autistic/possibly autistic group, and the non-autistic group (Table 6).

Reliability and Validity

Reliability and validity of the 5-item SBQ-ASC scale was explored in the combined sample of autistic/possibly autistic adults
(n=421), and non-autistic adults (n=268), who had completed the SBQ-ASC and at least one other measure.

Internal Consistency: Acceptable internal consistency was found for the total scale in the combined autistic/possibly autistic
group (.792) and the non-autistic group (.848).
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Test Retest Reliability: Test-retest reliability was calculated in a sub-sample of autistic/possibly autistic participants (n=172),
and non-autistic participants (n=72), who completed the SBQ-ASC 2-weeks after completing the initial survey. Time one and
time two SBQ-ASC scores were strongly correlated in the combined autistic/possibly autistic group (rs=.927) and the non-
autistic group (rs=.902), with high intra-class correlations (autistic/possible autistic ICC=.928, 95% CI .9 - .946; non-autistic
ICC=.921, 95% CI .877 - .95). There was no signi�cant difference between SBQ-ASC total scores between time one and time two
across both groups (F(242)=1.34, p=.249), and no signi�cant interaction between time points and group (F(242)=2.3, p=.13).

Convergent Validity: Spearman’s correlations were undertaken in the combined autistic/possibly autistic group, and the non-
autistic group separately. SBQ-ASC total scores were signi�cantly correlated with all measures in both groups and was highly
correlated with the original version of the tool (SBQ-R) (Table 7).

Divergent Validity: In the autistic/possibly autistic group, the ASA-A was signi�cantly more strongly correlated with the SBQ-
ASC (rs=.46), than the SBQ-R (rs=.393) (z=3.04, p<.001). There was no signi�cant difference in the size of the correlation
coe�cient between the AQ/CAT-Q with the SBQ-ASC compared to the SBQ-R (AQ rs=.164 vs. rs=.141, z=.95, p=.171; CAT-Q
rs=.232 vs. rs=.197, z=1.465, p=.071 respectively).

The SBQ-ASC was signi�cantly more strongly correlated with the SBQ-R (rs=.877) than with thwarted belongingness (rs=.384)
(z=13.77, p<.001), perceived burdensomeness (rs=.631) (z=10.76, p<.001), PHQ-9 (rs=.545) (z=11.984, p<.001) and ASA-A
(rs=.46) (z=15.73, p<.001). The SBQ-ASC was signi�cantly more strongly correlated with the PHQ-9 (rs=.545) than with the AQ
(rs=.146) (z=6.456, p<.001), and the CAT-Q (rs=.232) (z=6.257, p<.001). The SBQ-ASC was signi�cantly more strongly correlated
with ASA-A (rs=.46) than with the AQ (rs=.164) (z=3.123, p<.001), but not the CAT-Q (rs=.232) (z=.136, p=.446).

Sensitivity and Speci�city: ROC analysis showed that the SBQ-ASC had excellent sensitivity and speci�city, with indicative cut-
offs correctly classifying 88% of autistic adults who reported lifetime experience of suicide attempt(s) according to item 1 of
the SBQ-R (Table 8).

Hypothesis Testing: Table 9 includes response option endorsement, item means and mean total scores on the SBQ-ASC and
results of all group comparisons between the autistic, possibly autistic and non-autistic groups. Autistic adults scored
signi�cantly higher than possibly autistic and non-autistic adults, and possibly autistic adults signi�cantly higher than non-
autistic adults, on items 1, 3, 4 and 5 of the SBQ-ASC (all p < .01). On item 2 of the SBQ-ASC, autistic and possibly autistic
adults scored signi�cantly higher than non-autistic adults (all p < .01). Autistic adults total scores on the SBQ-ASC were
signi�cantly higher than possibly autistic adults (η2 = .05). Autistic adults were also signi�cantly more likely to score at or
above the SBQ-ASC cut-off than possibly autistic adults (OR=2.59) (p < .001).

Analysis of the optional sub-questions on the SBQ-ASC were compared between autistic, possibly autistic, and non-autistic
adults. In the subsample who reported lifetime experience of suicide attempt(s) (n=162), there were no signi�cant between
groups differences in the characteristics of past suicide attempt(s) (planning, impulsivity, or access to means) (all p > .22). In
the sub-group who reported past communication of suicidal thoughts or behaviours to others (n=344), there were no signi�cant
between group differences in who was disclosed to (acquaintance, friend, family member, professional or other) (all p > .21). In
the sub-group who reported not having disclosed suicidal thoughts or behaviours to others (n=259), compared to non-autistic
adults, autistic and possibly autistic adults were signi�cantly more likely to endorse “I was worried about the consequences for
myself” (autistic vs. non-autistic OR=2.96; possibly autistic vs. non-autistic OR=3.79) and “I wasn’t sure how to express my
thoughts” (autistic vs. non-autistic OR=3.45; possibly autistic vs. non-autistic OR=3.74), as reasons for non-disclosure (all p <
.01). In the subgroup who reported lifetime history of NSSI (n=602), autistic adults were signi�cantly more likely to endorse
lifetime experience of NSSI compared to possibly autistic (OR=1.95) and non-autistic adults (OR=4.69), and possibly autistic
adults compared to non-autistic adults (OR=2.41) (all p < .01).

Discussion
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To our knowledge, no suicidality assessment tool has previously been developed and validated for autistic adults, despite this
group being at high risk of experiencing suicidal thoughts and behaviours [16]. A previous study showed that a widely used
suicidality assessment tool developed and validated for the general non-autistic population (the SBQ-R) was not interpreted
and responded to in the same way by autistic adults, and did not include items relevant to autistic adults experience of
suicidality (e.g. perseverative suicidal thoughts, impulsive suicide attempts without a plan, why suicidality had not been
disclosed to others) [19]. We therefore adapted the SBQ-R with autistic adults, and subsequently tested the measurement
properties of the adapted SBQ-ASC, in autistic, possibly autistic and non-autistic adults.

Results show support for content validity of the SBQ-ASC in autistic adults, with high ratings in support of the clarity of the
adapted items (>.8). Cognitive interviews con�rmed that autistic adults interpreted and responded to the adapted items as
intended. Results subsequently showed support for the structural validity and internal consistency of the SBQ-ASC in autistic,
possibly autistic and non-autistic adults. Exploratory and con�rmatory factor analyses (in independent samples) showed
excellent �t to a single factor structure for the SBQ-ASC in autistic, possibly autistic, and non-autistic adults, with acceptable
internal consistency (>.79) in each group. There was evidence of a different baseline model in the combined autistic/possibly
autistic group compared to the non-autistic group, indicating that the structure of the SBQ-ASC is different in these groups.
There was evidence in support of measurement invariance (i.e. equivalence) of the SBQ-ASC in autistic compared to possibly
autistic adults, males compared to females, and use of visual aids to help quantify response options for item 4 (e.g. no chance
at all, and rather likely), in autistic/possibly autistic and non-autistic adults. This indicates that SBQ-ASC total scores can be
compared and/or combined between autistic people with or without a con�rmed diagnosis, across genders, and use of visual
aids for item 4. However, total scores on the SBQ-ASC cannot be compared between autistic and non-autistic adults, given
evidence for a different baseline model between these groups. The SBQ-ASC also showed excellent stability of scores, with
strong correlations (>.9) between SBQ-ASC total scores pre/post a two-week gap in autistic/possible autistic, and non-autistic
adults.

There was evidence in support of convergent validity, with the SBQ-ASC signi�cantly correlating with known risk markers for
suicidality (autistic traits, camou�aging, thwarted belongingness and perceived burdensomeness, current anxiety and
depressive symptoms, and lifetime NSSI), in both autistic/possibly autistic adults, and non-autistic adults. There was also
evidence in support of divergent validity. Speci�cally, the ASA-A, an anxiety measure designed to more accurately identify
anxiety in autistic adults [35], was signi�cantly more strongly correlated with the SBQ-ASC (a measure also designed with and
for autistic adults), compared to the SBQ-R (a measure designed for non-autistic adults). Autistic traits (AQ) and camou�aging
autistic traits (CAT-Q), were also both more strongly correlated with the SBQ-ASC than with the SBQ-R, but these differences
were not statistically signi�cant. This suggests that the SBQ-ASC is more sensitive to detecting associations with autism
relevant constructs compared to the original version of the tool, and is therefore more appropriate for use in suicidality research
in autistic samples than the original version.

There was further evidence of divergent validity, indicating that the SBQ-ASC is also sensitive to detecting differences in the
strength of associations between proximal compared to more distally related constructs. The SBQ-ASC was signi�cantly more
strongly correlated with the original version measuring the same construct of suicidality (SBQ-R), compared to more proximal
risk markers for suicidality (thwarted belongingness, perceived burdensomeness, depression and anxiety). The SBQ-ASC was
also signi�cantly more strongly correlated with more proximal risk markers for suicidality (depression/anxiety) than more distal
risk markers (autistic traits). These results suggest that the SBQ-ASC could be particularly useful in modelling studies aiming to
identify and distinguish proximal/distal risk markers for suicidal thoughts and behaviours in autistic people – a crucial and
underexplored area of research prioritised by the autism community [53].

An indicative cut-off on the SBQ-ASC for distinguishing autistic/possibly autistic adults, with or without a lifetime history of
suicide attempt(s), is 12.5. This cut-off showed excellent sensitivity and speci�city, correctly classifying 88% of
autistic/possibly autistic adults who self-reported lifetime experience of suicide attempt(s) using item 1 of the original SBQ-R
as the criterion. This follows the recommendation of COSMIN (a validated research tool used to assess the methodological
quality of studies exploring evidence for and against the measurement properties of health outcome assessment tools), to use
the original version of an assessment tool as the ‘gold standard’ criterion on which to assess sensitivity and speci�city [43].
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This cut-off is appropriate to use in research studies to categorise autistic/possibly autistic adults in a sample at a
higher/lower risk of lifetime suicide attempt(s), to help establish prevalence, and compare subgroups within the wider sample.
However, this cut-off is not appropriate to be used in the context of treatment decisions or classifying autistic/possibly autistic
people as high or low risk of future suicide attempts in clinical practice. The reasons being that �rst, this cut-off has been
calculated in the context of research and past (not future) suicide attempt(s), and second, there is strong evidence that short
suicide risk assessment tools like the SBQ-ASC and SBQ-R do not help clinicians correctly identify who will likely attempt
suicide in the future [54-57].

The SBQ-ASC showed evidence in support of hypothesis testing. As predicted, autistic/possibly autistic adults scored
signi�cantly higher on each item of the SBQ-ASC than non-autistic adults. Interestingly, total scores on the SBQ-ASC were
signi�cantly higher in autistic compared to possibly autistic adults. The SBQ-ASC also shows strong potential for increasing
our understanding of how suicidal thoughts and behaviours present in autistic/possibly autistic adults. Across the interviews
and online surveys, autistic people reported presence of perseverative suicidal thoughts, and impulsive suicide attempts
without necessarily having a plan when the means to self-harm were present [19, 28]. Autistic people also reported that they
found it di�cult to disclose their suicidal thoughts and behaviours to others, because of communication di�culties, social
isolation, and lack of access to support. The SBQ-ASC includes optional items to explore and compare these experiences
between groups. Contrary to our predictions, in the subgroup who reported lifetime experience of suicide attempts, there were
no signi�cant differences between autistic, possibly autistic and non-autistic adults in having a suicide plan, impulsivity or
access to means. In the subgroup who had communicated suicidality to others, there were no signi�cant differences between
the groups in who was told (e.g. acquaintance, friend, family, professional). However, this may have been because of the
lifetime focus of these questions. Future research could ask these questions about speci�c instances of contemplating and/or
attempting suicide, to compare the characteristics and patterns of suicidal thoughts and behaviours between autistic and non-
autistic people.

Importantly, and in line with our hypotheses, in the subgroup who had never disclosed suicidality to others, autistic and
possibly autistic adults were signi�cantly more likely to report being worried about the consequences for themselves, and not
being sure how to express their thoughts. Previous research shows that autistic people experience high anxiety, and part of the
reason is intolerance of uncertainty in the future [58]. In our interviews with autistic people, many reported anxiety about the
purposes of assessments for suicidal thoughts and behaviours, and what would happen next. Communication di�culties are
required for a diagnosis of autism [37], and autistic people can also experience di�culties verbalising their own internal
thoughts and feelings (termed Alexythymia) [59]. Many autistic people in our interviews also described �nding it di�cult to
communicate their suicidality to others, but nevertheless experiencing suicidality. Findings from the current study are
consistent with these experiences, and show evidence of different reasons for non-disclosure in autistic compared to non-
autistic people.

There are clear implications for research and clinical practice. The SBQ-ASC is the �rst suicidality assessment tool developed
and validated with and for autistic adults for use in research. We would caution against using the SBQ-ASC alone to inform
treatment decisions or to assess risk of future suicide attempts (see above). However, the SBQ-ASC can be used to identify the
presence of suicidal thoughts and behaviours in autistic adults, and those with high autistic traits or suspected autism (but not
diagnosed). This is incredibly important considering that 40.6% of adults who attempt suicide score above the cut-off for
clinical concern on a validated measure of autistic traits [12], and 41% of those who die by suicide have evidence of high
autistic traits and were not diagnosed before they died [13]. Considering that clinicians are likely to encounter autistic/possibly
autistic adults experiencing suicidality, the SBQ-ASC could be potentially useful for identifying presence of suicidal thoughts
and behaviours in these groups. The optional follow up questions included in the SBQ-ASC could also help clinicians gain
useful initial information about suicide attempts (planning, impulsivity and access to means), whether and who the person has
told about their suicidality, and reasons for non-disclosure, to start important conversations about possible support and safety
planning (e.g. ways of alerting key people to suicidal crises, facilitating access to relevant support and social networks,
addressing concerns and answering questions about what would happen in the event of reporting suicidal thoughts and/or
behaviours). Broadly, clinicians should be aware that autistic/possibly autistic people are signi�cantly more likely to be
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concerned about what will happen to them if they disclose their suicidality to others, and also have signi�cantly more di�culty
in knowing how to communicate their suicidal thoughts and intent to another person. These di�culties likely present barriers to
help seeking, and clinicians should therefore take the initiative and ask autistic people and those with high autistic traits (but
not diagnosed) if they are experiencing suicidality.

A key strength of this study and broader program of work developing the SBQ-ASC, is the involvement of autistic people in �rst
identifying the need for the research [53], identifying potential issues with the original version [19], and co-producing
adaptations in the current study. Assessing the appropriateness and measurement properties of the SBQ-ASC followed
recommended best practice according to a validated research tool used to assess the quality of evidence for and against the
measurement properties of health outcome assessment tools (COSMIN) [43]. COSMIN argues that content validity is the most
important foundational property on which all other measurement properties rely on – if a tool is not relevant or clear to the
target group, then it is unlikely to adequately capture the intended construct in that group. Despite this, few studies conduct
extensive work to establish content validity of tools in groups, using rigorous methods such as participatory approaches [19,
60-61] or cognitive interviewing [62]. In contrast, we conducted extensive work to ensure that the adapted SBQ-ASC captured the
unique experience of suicidality in autistic and possibly autistic adults, prior to �nalising the tool and assessing its
measurement properties in autistic, possibly autistic and non-autistic adults. We also followed other key recommendations,
such as using separate samples to explore and con�rm the factor structure of the tool between groups, with at least 7
participants per item and over 100 participants total, and used the original version of the tool as the ‘gold standard’ criterion to
assess sensitivity and speci�city [43]. Results from the current study suggest that ensuring content validity increases the
sensitivity of the new tool to detecting associations with relevant constructs (i.e. autistic traits).

Limitations

The study sample included a high proportion of females, which is not representative of the wider autistic population which is
largely male [63]. However, there is evidence that autistic women are at signi�cantly increased risk of death by suicide
compared to non-autistic women [6-7], and are more likely to experience delay in diagnosis due to lack of appropriate autism
assessment tools validated for females [10]. Given the focus of the current study on developing an appropriate tool to
effectively identify suicidal thoughts and behaviours in autistic/possibly autistic adults, it was crucial to include a large sample
of women, which have been traditionally under-represented in autism research [63]. There were also su�cient numbers of
males and females in the current study to establish equivalence of the adapted SBQ-ASC across gender according to best
practice guidelines for the analyses [43]. The program of work developing the SBQ-ASC including the current study, included
autistic adults, without co-occurring intellectual disability, who had largely been diagnosed in adulthood, or who were awaiting
an autism diagnosis. Adults without co-occurring intellectual disability, and/or diagnosed in adulthood, are at particularly high
risk of suicidal thoughts and behaviours [3, 8] and death by suicide [6]. This suggests that the SBQ-ASC is particularly
appropriate for identi�cation and modelling of risk markers for suicidality in this group at relatively high risk of suicidality. The
SBQ-ASC has been developed and validated for use in research, and could be potentially useful for clinicians to identify
suicidal thoughts, behaviours and characteristics of suicidality in autistic/possibly autistic adults. However, the SBQ-ASC has
not been validated and there is no evidence in support of predicting future adverse events including suicide attempts using
scores from this tool. It is also important to note that further work will be necessary to develop a range of suicidality
assessment tools appropriate for different subgroups and contexts, including autistic children and youth, with or without
intellectual disability, in research and clinical practice. For example, our group are currently adapted and trialling the Card Sort
Task for Self-Harm (CaTS) [64] with and for autistic adults, to better assess and understand patterns of self-harm in autistic
compared to non-autistic adults.

Conclusion
We present a new tool developed and validated with and for autistic and possibly autistic adults, to more accurately capture
suicidality in this group in research studies – the SBQ-ASC. The SBQ-ASC was adapted from a well validated and widely used
suicidality assessment tool originally developed for the general population (the SBQ-R) [18]. The SBQ-ASC has evidence in
support of a range of measurement properties, including content validity, structural validity, internal consistency, test retest
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validity, convergent and divergent validity, criterion validity, and hypothesis testing. There is also evidence in support of the
structural equivalence of the SBQ-ASC in autistic compared to possibly autistic adults, regardless of gender, and use of visual
aids to assist with quanti�cation of abstract response options for item 4 (e.g. likely vs. very likely). The SBQ-ASC is therefore
recommended to identify suicidal thoughts, behaviours and characteristics in autistic adults (diagnosed or undiagnosed),
without co-occurring intellectual disability, in research to help model risk factors for suicidality and associated characteristics.
The SBQ-ASC could also be useful in clinical practice to help identify suicidality, characteristics (plans, impulsivity, access to
means, reasons for non-disclosure), and to start conversations about needed support (e.g. with removing access to means, and
with help seeking in a crisis).
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Table 1: Participant Characteristics.
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    Autistic Possibly
Autistic

Combined Autistic /
Possibly Autistic

Non-
Autistic

    N = 308 N = 113 N = 421 N = 268

    N (%) / Mean (SD)

Questionnaires AQ 22.86
(3.76)

20.17
(4.57)

22.14 (4.16) 9.45
(5.67)

  CAT-Q 129.02
(23.97)

123.5
(21.11)

127.56 (23.34) 83.31
(25.97)

  Thwarted Belongingness 36.84
(10.65)

35.71
(10.81)

36.53 (10.69) 23.09
(11.26)

  Perceived Burdensomeness 19.17
(9.21)

16.69
(8.51)

18.5 (9.09) 10.21
(5.68)

  ASA 37.82
(10.74)

32.49
(11.24)

36.4 (11.11) 19.35
(11.18)

  PHQ-9 14.29
(7.58)

12.92
(7.28)

13.92 (7.52) 7.37
(6.47)

Demographics Sex 82
(26.62)

29
(25.66)

111 (26.37) 85
(31.72)

  Gender 83
(26.95)

33 (29.2) 116 (27.55) 83
(30.97)

  Identify with a different
gender than birth sex

51
(16.56)

17
(15.04)

68 (16.15) 8 (2.99)

  Age (Years) 39.71
(13.34)

40.34
(13.55)

39.88 (13.81) 41.57
(14.05)

  UK Residency 243
(78.9)

73 (64.6) 316 (75.06) 182
(67.91)

Ethnicity Asian 6 (1.95) 5 (4.42) 11 (2.61) 6 (2.24)

  Black or African or
Caribbean

2 (0.65) 3 (2.65) 5 (1.19) 3 (1.12)

  Latinx 0 (0) 0 (0) 0 (0) 0 (0)

  Middle Eastern or Arab 2 (0.65) 0 (0) 2 (0.48) 2 (0.75)

  White or Caucasian 287
(93.18)

99
(87.61)

386 (91.69) 247
(92.16)

  Other Ethnic Group 12 (3.9) 5 (4.42) 17 (4.04) 10
(3.73)

  Prefer not to answer 2 (0.65) 2 (1.77) 4 (0.95) 1 (0.37)

Living Arrangements Living with �atmate(s) 9 (2.92) 9 (7.96) 18 (4.28) 15 (5.6)

  Living independently 88
(28.57)

23
(20.35)

111 (26.37) 50
(18.66)

  Living with a partner and/or
dependent(s)

131
(42.53)

60 (53.1) 191 (45.37) 179
(66.79)

  Living with parents 55
(17.86)

11 (9.73) 66 (15.68) 20
(7.46)

  Living with friend(s) 7 (2.27) 5 (4.42) 12 (2.85) 2 (0.75)
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  Living with a carer 1 (0.32) 1 (0.88) 2 (0.48) 0 (0)

  Living in supported
accommodation

0 (0) 0 (0) 0 (0) 0 (0)

  Other 14
(4.55)

3 (2.65) 17 (4.04) 2 (0.75)

Employment Status Employed full time 93
(30.19)

47
(41.59)

140 (33.25) 154
(57.46)

  Employed part time 66
(21.43)

19
(16.81)

85 (20.19) 51
(19.03)

  Volunteering full time 1 (0.32) 1 (0.88) 2 (0.48) 1 (0.37)

  Volunteering part time 32
(10.39)

7 (6.19) 39 (9.26) 12
(4.48)

  Student full time 36
(11.69)

18
(15.93)

54 (12.83) 28
(10.45)

  Student part time 33
(10.71)

7 (6.19) 40 (9.5) 14
(5.22)

  Retired 14
(4.55)

6 (5.31) 20 (4.75) 21
(7.84)

  Unemployed looking for
work

11
(3.57)

9 (7.96) 20 (4.75) 7 (2.61)

  Unemployed not looking for
work

10
(3.25)

10 (8.85) 20 (4.75) 7 (2.61)

  Unable to work due to illness
or disability

90
(29.22)

18
(15.93)

108 (25.65) 7 (2.61)

Education Home 11
(3.57)

1 (0.88) 12 (2.85) 4 (1.49)

  Mainstream 296
(96.1)

107
(94.69)

403 (95.72) 259
(96.64)

  Special 12 (3.9) 1 (0.88) 13 (3.09) 2 (0.75)

  Other 8 (2.6) 6 (5.31) 14 (3.33) 7 (2.61)

  University Degree 206
(66.88)

79
(69.91)

285 (67.7) 221
(82.46)

ASC Subtype Asperger Syndrome 150
(48.7)

     

  High Functioning Autism 29
(9.42)

     

  Atypical Autism 1 (0.32)      

  Autism 32
(10.39)

     

  ASC 60
(19.48)

     

  Classic Autism 2 (0.65)      

  PDD-NOS 1 (0.32)      

  Other 30
(9.74)
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  Age of ASC diagnosis 34.58
(14.12)

     

  Clinician con�rmed 308
(100)

     

Developmental
Conditions

>=1 Co-occurring
Developmental Condition

86
(27.92)

16
(14.16)

102 (24.23) 26 (9.7)

  Dyspraxia 24
(7.79)

4 (3.54) 28 (6.65) 5 (1.87)

  Learning Disability 3 (0.97) 2 (1.77) 5 (1.19) 1 (0.37)

  Learning Di�culty 1 (0.32) 0 (0) 1 (0.24) 0 (0)

  Dyscalculia 6 (1.95) 0 (0) 6 (1.43) 2 (0.75)

  Dyslexia 25
(8.12)

2 (1.77) 27 (6.41) 10
(3.73)

  ADHD 42
(13.64)

9 (7.96) 51 (12.11) 15 (5.6)

  Developmental Delay 5 (1.62) 0 (0) 5 (1.19) 0 (0)

  Other 10
(3.25)

0 (0) 10 (2.38) 1 (0.37)

Current Mental Health /
Other Conditions

>=1 Current Mental Health /
Other Condition

220
(71.43)

61
(53.98)

281 (66.75) 86
(32.09)

  Depression 154 (50) 45
(39.82)

199 (47.27) 64
(23.88)

  Anxiety 184
(59.74)

50
(44.25)

234 (55.58) 57
(21.27)

  OCD 29
(9.42)

3 (2.65) 32 (7.6) 5 (1.87)

  Bipolar 14
(4.55)

3 (2.65) 17 (4.04) 3 (1.12)

  Personality Disorder 20
(6.49)

9 (7.96) 29 (6.89) 8 (2.99)

  Schizophrenia 0 (0) 0 (0) 0 (0) 1 (0.37)

  PTSD 55
(17.86)

15
(13.27)

70 (16.63) 8 (2.99)

  Tourette's Syndrome / Tic
Disorder

6 (1.95) 0 (0) 6 (1.43) 1 (0.37)

  Anorexia 12 (3.9) 1 (0.88) 13 (3.09) 2 (0.75)

  Bulimia 5 (1.62) 1 (0.88) 6 (1.43) 3 (1.12)

  Other 30
(9.74)

5 (4.42) 35 (8.31) 4 (1.49)

AQ = Autism Spectrum Quotient; CAT-Q = Camou�aging Autistic Traits Questionnaire; TB = Thwarted Belonging; PB = Perceived
Burdensomeness; ASA = Anxiety Scale for Autistic Adults; PHQ-9 = Patient Health Questionnaire – 9 Items; ASC = Autism
Spectrum Condition; PDD-NOS = Pervasive Developmental Disorder - not otherwise speci�ed; ADHD = Attention De�cit and
Hyperactivity Disorder; OCD = Obsessive Compulsive Disorder; PTSD = Post Traumatic Stress Disorder.
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Table 2: Summary of feedback across the cognitive interviews and survey on the SBQ-R and subsequent adaptations to the
SBQ-ASC.
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Original SBQ-R
Item

Summary of
feedback on
the SBQ-R

Adaptations to
address
feedback

Finalised SBQ-ASC items

Overall It is unclear
what a
suicide plan,
or attempt
mean here.
Are accidents
or self-harm
included?

 

Instructions were
added, to clarify
the meaning of
suicide
attempts. The
language of item
1 was simpli�ed
to clarify the
meaning of a
plan.

 

A question
capturing non-
suicidal self-
injury was added
(item 6).

 

Instructions: Please tick the box beside the statement that best
applies to you. Do not include occasions when you accidentally
injured yourself without intending to end your life, even if the
injury was life threatening (except on question 6).

 

6. Have you ever purposefully injured yourself, without intending
to end your life?

Yes/No

If yes, please provide further information if you want to:

 

Lifetime
suicidality

There is a
missing
option
between “a
brief passing
thought” and
“planned
suicide”,
where the
thought is
not brief, but
you do not
have a plan.

 

The question
does not
capture the
seriousness
or intensity of
“brief
passing”
suicidal
thoughts.

 

It is possible
to attempt
suicide
without a
plan, which is
not captured
here.

 

The language
is quite
complex, with
some very
similar
options that
are hard to
navigate.

An additional
response option
was added to
capture “sticky”
suicidal
thoughts, in
between a “brief
passing
thought” and
“planned
suicide”

 

Response
options were
simpli�ed by
removing “I
really hoped
to/did not want
to die” sub-
options from
suicide plan and
attempt (2b and
3b).

 

Qualitative
follow up
questions were
added to enable
researchers and
clinicians to
probe whether a
person who has
attempted
suicide did so
impulsively
without a plan,
or happened to
have access to
the means to
attempt suicide
“in the moment”.

 

1. Have you ever thought about or attempted to end your life? Tick
one box only.

Never (0)

It was just a brief passing thought (1)
I have seriously thought about ending my life, but did not plan
how or try to do it (2)

I have planned how to end my life, but did not try to do it (3)
I have attempted to end my life (4) (if yes ask 1b)

 

Optional follow-up question (not scored):

 

1b) When I attempted to end my life: Tick all that apply.

I had a plan that I carried out

I had no plan
I suddenly felt the urge to attempt to end my life
I happened to have access to the means to end my life
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“Kill” is very
emotive and
judgemental.

 

“Kill” was
replaced with
“end your life”,
on
recommendation
from
participants to
be more
sensitive.

 

Frequency of
suicidal
thoughts in the
past year

The
timescale
needs to be
clearer.

 

The scale
does not
capture the
full range of
frequency of
suicidal
thoughts, or
the amount
of time those
thoughts last
for.

 

The question
does not
capture the
seriousness
or intensity of
the suicidal
thoughts.

 

The question
was split into
two items to
capture
frequency and
intensity of
suicidal
thoughts in a
clear timescale:

 

2) more
explicitly
captures the full
range of
frequency of
intense suicidal
thoughts in the
past 12 months;

 

3) captures the
length of time in
a day intense
suicidal
thoughts
typically last.

 

 

2) How often on average have you experienced intense thoughts
about ending your life in the past 12 months? Tick one box only.

 

Never Less
than
once a
month

Once
a
month

2-3
times
a
month

Once
a
week

2-6
times
a
week

1 or
more
times
a day

0 1 2 3 4 5 6

 

3) When you have intense thoughts about ending your life, how
long per day does this typically last? Tick one box only.

Not
Applicable

Less than
5 minutes

Less
than 1
hour

1-4
hours

5-8
hours

More
than
8
hours

0 1 2 3 4 5

Likelihood of
suicidal
behaviour in the
future

This is a very
important
question, but
it is
impossible to
answer,
because it is
a future
question, and
anything
could happen
in the future.

 

Some
response
options (e.g.
never, no
chance at all)
are the same.

 

Autistic people
suggested
making the
question more
concrete by
asking people
about how they
would act in a
speci�c
situation.

 

Response
options were
simpli�ed.

 

Some autistic
people
recommended
using visual aids
(like a
measuring jug),
to help quantify

4. When you experience intense thoughts about ending your life,
how likely are you to act on them? Tick one box only.

 

Not
Applicable

No
chance
at all

 

Very
Unlikely

Rather
unlikely

Rather
Likely

Very
Likely

0 1 2 3 4 5

 

(NB: it is recommended to give people the option of seeing visual
aids for this question or not).
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the differences
in response
options for this
question.

 

Communication
of suicidal
intent to others

This question
is unclear
and asks two
different
things.

 

The question
is not autism
relevant –
autistic
people may
not routinely
communicate
suicidal
thoughts or
plans to
others, but
still
experience
them.

 

“Commit”
suggests a
moral
judgement.

The question
and response
options were
simpli�ed.

 

Follow up
questions were
added to explore
who was told,
the
circumstances
and reasons for
non-disclosure
(e.g. “I had no
one to tell”).

5. Have you ever told anyone that you:

Were thinking about ending your life

Not Applicable / No (0); Yes, once / Yes, more than once (1)

Were going to attempt to end your life

Not Applicable / No (0); Yes, once / Yes, more than once (2)

Had attempted to end your life

Not Applicable / No (0); Yes, once / Yes, more than once (3)

 

Optional follow-up questions (not scored):

 

5b) Who did you tell? Tick all that apply.

An acquaintance
A friend
A family member

A health professional (e.g. General Practitioner, family doctor,
Psychiatrist, Psychologist)

Other (Please Specify):

 

5c) If you have never told anyone that you had thought about or
attempted to end your life, why was this? Tick all that apply.

I had no one to tell
I chose not to
I was worried about the effect on others
I was worried about the consequences for myself I wasn’t sure
how to express my thoughts
I was afraid to
I didn’t consider telling anyone
Other (please specify):

 

Table 3: Item level factor loadings for the exploratory factor analysis in the autistic and non-autistic groups (exploratory
sample).
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SBQ-ASC Item Autistic
Group

N =
153

Non-
Autistic
Group

N = 132

Combined
Sample

N = 285

Factor Loadings

1.    Have you ever thought about or attempted to end your life? .817 .833 .854

2.    How often on average have you experienced intense thoughts about ending your
life in the past 12 months?

.692 .591 .715

3.    When you have intense thoughts about ending your life, how long per day does
this typically last?

.746 .869 .827

4.    When you experience intense thoughts about ending your life, how likely are you
to act on them?

.84 .878 .883

5.    Have you ever told anyone that you: were thinking about ending your life / were
going to attempt to end your life / had attempted to end your life?

.696 .764 .752

Cronbach’s Alpha .818 .848 .85

 

Table 4: Model �t of Con�rmatory Factor Analysis in separate and combined groups (con�rmatory sample).

Model Model N Χ2 df Χ2/df ratio p RMSEA CFI TLI

Autistic 1 155 6.4 4 1.6 .171 .062 .993 .983

Possibly Autistic 1 113 2.88 4 .721 .578 .001 1 1.01

Combined Autistic/ Possibly Autistic 1 268 4.36 4 1.09 .359 .018 .999 .999

Non-Autistic 1 136 18.32 4 4.58 .001 .163 962 .904

Non-Autistic 2 136 2.87 3 .96 .412 .001 1 1.001

Recommended goodness of �t indices values demonstrating good model �t: χ2/df ratio close to zero (Bryant & Yarnold, 1995),
RMSEA <0.06, CFI >0.95 and TLI >0.9 (Browne, 2014; Hu & Bentler, 1993). Model 1 covaried error terms for items 1+5; Model 2
covaried error terms for items 3+4, and items 3+5 (Figure 1).

 

Table 5: Results of tests for measurement invariance in SBQ-ASC across the diagnosed autistic and possibly autistic adult
groups.
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Model  

 

Χ2

 

 

df

Model
Fit

 

 

CFI

 

 

TLI

 

 

ΔM

Model
Difference

 

 

PRMSEA Δdf Δχ2

M1: Con�gural Invariance
(Unconstrained)

7.56 8 .001 1 1.001       .478

M2: Metric Invariance 10.53 11 .001 1 1.001 M2 –
M1

3 2.97 .396

1M3: Scalar Invariance 11.67 12 .001 1 1.001 M3 - M2 1 1.14 .286

M4: Residual Invariance 26.07 16 .039 .988 .985 M4 –
M3

4 14.41 .006

Note: RMSEA = Root-Mean-Square Error of Approximation. CFI = Comparative Fit Index. TLI = Tucker-Lewis Index. 1Marginally
signi�cant degradation in �t is seen after this model (increase in RMSEA >.015 and reduction in CFI > .01).

 

Table 6: Results of tests for invariance in SBQ-ASC across gender and visual aids in the combined autistic/possibly autistic
group, and non-autistic group.
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Model  

 

Χ2

 

 

df

Model
Fit

 

 

CFI

 

 

TLI

 

 

ΔM

Model
Difference

 

 

PRMSEA Δdf Δχ2

Comparison of Gender (Combined Autistic/Possibly Autistic Group)

M1: Con�gural Invariance
(Unconstrained)

8.62 8 .015 .999 .998       .375

M2: Metric Invariance 9.7 11 .001 1 1 M2 –
M1

3 1.08 .782

M3: Scalar Invariance 11.03 12 .001 1 1 M3 - M2 1 1.32 .25

M4: Residual Invariance 12.02 16 .001 1 1.01 M4 –
M3

4 .999 .91

Comparison of Visual Aids (Combined Autistic/Possibly Autistic Group)

M1: Con�gural Invariance
(Unconstrained)

5.58 8 .001 1 1.01       .694

M2: Weak Factorial/Metric Invariance 7.31 11 .001 1 1.01 M2 –
M1

3 1.73 .631

M3: Scalar Invariance 7.45 12 .001 1 1.01 M3 - M2 1 .147 .7

M4: Strict Invariance 13.73 16 .001 1 1 M4 –
M3

4 6.27 .18

Comparison of Gender (Non-Autistic Group)

M1: Con�gural Invariance
(Unconstrained)

19.38 6 .093 .98 .933       .004

M2: Weak Factorial/Metric Invariance 23.68 9 .08 .978 .951 M2 –
M1

3 4.302 .231

1M3: Scalar Invariance 24.28 10 .074 .979 .957 M3 - M2 1 .595 .44

M4: Strict Invariance 42.46 14 .089 .957 .939 M4 –
M3

4 18.18 .001

Comparison of Visual Aids (Non-Autistic Group)

M1: Con�gural Invariance
(Unconstrained)

15.01 6 .075 .987 .955        

M2: Weak Factorial/Metric Invariance 18.31 9 .062 .986 .969 M2 –
M1

3 3.297 .348

M3: Scalar Invariance 18.41 10 .056 .987 .975 M3 - M2 1 .105 .746

M4: Strict Invariance 20.54 14 .042 .99 .986 M4 –
M3

4 2.132 .711

Note: RMSEA = Root-Mean-Square Error of Approximation. CFI = Comparative Fit Index. TLI = Tucker-Lewis Index. 1Marginally
signi�cant degradation in �t is seen after this model (increase in RMSEA >.015 and reduction in CFI > .01).

 

Table 7: Inter-correlations between all variables in the combined autistic/possibly autistic group, and the non-autistic group.
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Autistic and Possibly Autistic Group AQ CAT-Q TB PB ASA-A PHQ-9 SBQ-R SBQ-ASC

CAT-Q .233**              

TB .172** .067            

PB .218** .193** .649**          

ASA-A .282** .453** .279** .485**        

PHQ-9 .181** .209** .568** .670** .585**      

SBQ-R .141** .197** .441** .634** .393** .573**    

SBQ-ASC .164** .232** .384** .631** .460** .545** .877**  

NSSI .122* .232** -.006 .237** .228** .172** .286** .319**

Non-Autistic Group AQ CAT-Q TB PB ASA-A PHQ-9 SBQ-R SBQ-ASC

CAT-Q .659**              

TB .515** .505**            

PB .393** .445** .737**          

ASA-A .578** .568** .491** .483**        

PHQ-9 .425** .402** .574** .557** .607**      

SBQ-R .231** .298** .408** .543** .356** .466**    

SBQ-ASC .251** .312** .419** .530** .398** .543** .863**  

NSSI .306** .259** .223** .301** .312** .325** .361** .411**

** p < .01; * p < .05. AQ = Autism Spectrum Quotient; CAT-Q = Camou�aging Autistic Traits – Questionnaire; TB = Thwarted
Belongingness; PB = Perceived Burdensomeness; ASA-A = Autism Anxiety Scale – Adult; PHQ-9 = Patient Health Questionnaire
– 9 Item; SBQ-R = Suicide Behaviours Questionnaire – Revised; SBQ-ASC = Suicide Behaviours Questionnaire – Autism
Spectrum Conditions; NSSI = Non-Suicidal Self-Injury.

 

Table 8: Results of the Receiver Operating Curve (ROC) analysis.

Group SBQ-ASC Cut-off Sensitivity Speci�city AUC 95% CI

Autistic/Possibly Autistic (n=421) 11.5 0.867 0.74    

  12.5 0.822 0.81 .888 .855 - .921

  13.5 0.77 0.85    

 

Table 9: Comparison of individual item and total scores on the SBQ-R and SBQ-ASC between the autistic, possibly autistic and
non-autistic groups.
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    Autistic Possibly
Autistic

Combined
Autistic/
Possibly
Autistic

Non-
Autistic

Comparisons

(Autistic vs.
Possibly
Autistic vs.
Non-Autistic)

    N =
308

N = 113 N = 421 N =
268

 

    N (%) / Mean (SD)  

SBQ-R mean item
scores

Lifetime Suicidality 3.04
(.893)

2.66
(.935)

2.94 (.92) 2.11
(.965)

H(2)=119.05,
p<.001

  Frequency of suicidal thoughts
in the past year

3.13
(1.59)n

2.78
(1.5)n

3.03
(1.57)

1.83
(1.21)

H(2)=101.35,
p<.001

  Suicide threat 1.78
(.865)

1.52
(.75)

1.71
(.841)

1.28
(.57)

H(2)=52.9,
p<.001

  Likelihood of future suicide
attempt

2.85
(1.8)

2.08
(1.71)

2.65
(1.81)

1.06
(1.25)

H(3)=146.65,
p<.001

  Total SBQ-R Score 10.81
(4.05)

9.04
(3.9)

10.33
(4.08)

6.28
(3.08)

-

  > Psychiatric Cut-off 230
(76.7)

48
(57.1)

294 (71.4) 183
(30.9)

X2(2)=119.27
p<.001,
φ=.42

SBQ-ASC Visual Aids Yes 117
(38)

35 (31) 152 (36.1) 59 (22) X2(2)=17.21
p<.001,
φ=.16

SBQ-ASC item 1:
Lifetime Suicidality

Non-suicidal 19
(6.17)

10
(8.85)

29 (6.89) 81
(30.22)

 

  Suicidal ideation - "brief
passing thought"

45
(14.61)

40
(35.4)

85 (20.19) 82
(30.6)

 

  Suicidal ideation - "seriously
thought about"

41
(13.31)

13
(11.5)

54 (12.83) 40
(14.93)

 

  Suicide plan 90
(29.22)

24
(21.24)

114
(27.08)

42
(15.67)

 

  Suicide attempt 113
(36.69)

26
(23.01)

139
(33.02)

23
(8.58)

 

  Mean item score 2.76
(1.26)

2.14
(1.35)

2.59
(1.31)

1.42
(1.3)

H(2)=125.98,
p<.001

Lifetime suicide
attempt subgroup
follow up questions:

I had a plan that I carried out 66
(58.41)

12
(46.15)

78 (56.12) 10
(43.48)

X2(2)=2.74,
p=.254,
φ=.131

  I had no plan 19
(16.81)

1 (3.85) 20 (14.39) 3
(13.04)

X2(2)=3,
p=.223,
φ=.136

  I suddenly felt the urge to
attempt to end my life
(impulsivity)

44
(38.94)

12
(46.15)

56 (40.29) 12
(52.17)

X2(2)=1.49,
p=.474,
φ=.096

  I happened to have access to
the means to end my life

31
(27.43)

9
(34.62)

40 (28.78) 5
(21.74)

X2(2)=1.02,
p=.6, φ=.08

SBQ-ASC item 2: Never 90 39 129 173  
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Frequency of suicidal
thoughts in last 12
months

(29.22) (34.51) (30.64) (64.55)

  Less than once a month 81
(26.3)

36
(31.86)

117
(27.79)

64
(23.88)

 

  Once a month 29
(9.42)

16
(14.16)

45 (10.69) 13
(4.85)

 

  2-3 times a month 32
(10.39)

8 (7.08) 40 (9.5) 8
(2.99)

 

  Once a week 23
(7.47)

4 (3.54) 27 (6.41) 4
(1.49)

 

  2-6 times a week 33
(10.71)

9 (7.96) 42 (9.98) 5
(1.87)

 

  1 or more times a day 20
(6.49)

1 (0.88) 21 (4.99) 1
(0.37)

 

  Mean item score 1.99
(1.96)n

1.41
(1.56)n

1.83
(1.88)

.06
(1.09)

H(2)=100.25,
p<.001

SBQ-ASC item 3:
Duration of suicidal
thoughts

N/A 57
(18.51)

34
(30.09)

91 (21.62) 146
(54.48)

 

  Less than 5 minutes 38
(12.34)

22
(19.47)

60 (14.25) 46
(17.16)

 

  Less than 1 hour 71
(23.05)

22
(19.47)

93 (22.09) 27
(10.07)

 

  1-4 hours 73
(23.7)

19
(16.81)

92 (21.85) 30
(11.19)

 

  5-8 hours 29
(9.42)

7 (6.19) 36 (8.55) 5
(1.87)

 

  More than 8 hours 40
(12.99)

9 (7.96) 49 (11.64) 14
(5.22)

 

  Mean item score 2.32
(1.6)

1.73
(1.58)

2.16
(1.61)

1.04
(1.45)

H(2)=95.7,
p<.001

SBQ-ASC item 4:
Likelihood of acting on
suicidal thoughts

N/A 43
(13.96)

28
(24.78)

71 (16.86) 127
(47.39)

 

  No chance at all 49
(15.91)

25
(22.12)

74 (17.58) 70
(26.12)

 

  Very unlikely 95
(30.84)

42
(37.17)

137
(32.54)

45
(16.79)

 

  Rather unlikely 90
(29.22)

17
(15.04)

107
(25.42)

25
(9.33)

 

  Rather likely 27
(8.77)

1 (0.88) 28 (6.65) 1
(0.37)

 

  Very likely 4 (1.3) 0 (0) 4 (0.95) 0 (0)  

  Mean item score 2.07
(1.21)

1.45
(1.05)

1.9 (1.2) .89
(1.02)

H(2)=128.38,
p<.001

SBQ-ASC item 5:
Communication of
suicidality to others

Suicidal ideation 186
(60.39)

50
(44.25)

236
(56.06)

82
(30.6)
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  Future suicide attempt 82
(26.62)

19
(16.81)

101
(23.99)

26
(9.7)

 

  Past suicide attempt 110
(35.71)

24
(21.24)

134
(31.83)

26
(9.7)

 

  Mean item score 2.21
(2.25)

1.42
(1.95)

1.99 (2.2) .79
(1.47)

H(2)=78.68,
p<.001

  Overall communication of
suicidality

210
(68.2)

57
(50.4)

267 (63.4) 92
(34.3)

 

5b: Communicated
suicidal intent
subgroup:

Person(s) disclosed to

An acquaintance 5 (2.6) 4 (7.4) 9 (3.6) 3 (3.2) -

  A friend 73
(37.2)

19
(35.2)

92 (36.8) 40
(42.6)

X2(2)=1.03,
p=.6, φ=.05

  A family member 75
(38.3)

17
(31.5)

92 (36.8) 37
(39.4)

X2(2)=1.02,
p=.6, φ=.05

  A health professional (e.g.
General Practitioner, family
doctor, Psychiatrist,
Psychologist)

138
(70.4)

36 (63) 172 (68.8) 56
(62.3)

X2(2)=3.65,
p=.16, φ=.1

  Other 25
(12.8)

8 (14.8) 33 (13.2) 15 (16) X2(2)=.582,
p=.75, φ=.04

5c: Non-disclosure
subgroup: Reasons

I had no one to tell 22
(16.2)

4 (7.1) 26 (13.5) 6 (9) X2(2)=3.95,
p=.14, φ=.12

  I chose not to 38
(27.9)

19
(33.9)

57 (29.7) 31
(46.3)

X2(2)=6.72,
p=.035,
φ=.16

  I was worried about the effect
on others

55
(40.4)

22
(39.3)

77 (40.1) 28
(41.8)

X2(2)=081,
p=.96, φ=.02

  I was worried about the
consequences for myself

39
(28.7)

19
(33.9)

58 (30.2) 8
(11.9)

X2(2)=9.3,
p=.01, φ=.19

  I wasn't sure how to express my
thoughts

39
(28.7)

17
(30.4)

56 (29.2) 7
(10.4)

X2(2)=9.51,
p=.009,
φ=.19

  I was afraid to 27
(19.9)

8 (14.3) 35 (18.2) 5 (7.5) X2(2)=5.35,
p=.07, φ=.14

  I didn't consider telling anyone 19 (14) 15
(26.8)

34 (17.7) 18
(26.9)

X2(2)=6.65,
p=.036,
φ=.16

  Other (please specify): 17
(12.5)

7 (12.5) 24 (12.5) 4 (6) X2(2)=2.2,
p=.33, φ=.09

SBQ-ASC item 6
(n=602)

Lifetime NSSI 160
(62.7)

45
(46.4)

205 (58.2) 66
(26.4)

X2(2)=67.46,
p<.001,
φ=.335

SBQ-ASC Total Score 11.34
(6.39)

8.15
(5.85)

10.5 (6.4) 4.75
(5.09)

U=12308.5,
p<.001*

  >= SBQ-ASC autism cut-off 138 27 165 (39.2) 28 X2(2)=85.02
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(44.8) (23.9) (10.4) p<.001,
φ=.35

nDenotes non-signi�cant focused comparisons (autistic vs. possibly autistic groups); *Denotes focused comparison between
autistic and possibly autistic total SBQ-ASC scores.

 

Figures

Figure 1

Stages of the overall research program to identify, develop and validate the SBQ-ASC from the original tool (SBQ-R).

Figure 2
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CFA models of the SBQ-ASC in the combined autistic and possibly autistic group, and the non-autistic group.


