9
This electronic thesis or dissertation has been ING S

downloaded from the King’s Research Portal at CO/ / eg €
https://kclpure.kcl.ac.uk/portal/ LONDON

Understanding Trauma-Related Mental Health in Autistic and Neurodivergent Young
People in the Clinic and the Classroom

Quinton, Alice

Awarding institution:
King's College London

The copyright of this thesis rests with the author and no quotation from it or information derived from it
may be published without proper acknowledgement.

END USER LICENCE AGREEMENT ‘@ @ @ @ \

Unless another licence is stated on the immediately following page this work is licensed

under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International
licence. https://creativecommons.org/licenses/by-nc-nd/4.0/

You are free to copy, distribute and transmit the work

Under the following conditions:

o Attribution: You must attribute the work in the manner specified by the author (but not in any
way that suggests that they endorse you or your use of the work).

° Non Commercial: You may not use this work for commercial purposes.

o No Derivative Works - You may not alter, transform, or build upon this work.

Any of these conditions can be waived if you receive permission from the author. Your fair dealings and
other rights are in no way affected by the above.

Take down policy

If you believe that this document breaches copyright please contact librarypure@kcl.ac.uk providing

details, and we will remove access to the work immediately and investigate your claim.

Download date: 11. Sept. 2025



Understanding Trauma-Related
Mental Health in Autistic and
Neurodivergent Young People in

the Clinic and the Classroom

Alice Mary Grimshaw Quinton

Social, Genetic and Developmental Psychiatry Centre
Institute of Psychiatry, Psychology and Neuroscience
King’s College London

Thesis submitted for the degree of
Doctor of Philosophy in Social, Genetic and Developmental Psychiatry

2025



Abstract

Autistic people experience a high prevalence of traumatic experiences and
adversity during childhood. Autistic children experience high rates of bullying and
victimisation and have a higher prevalence of mental health conditions when
compared to their peers. Together, this suggests autistic children have increased
vulnerability to developing trauma-related symptoms. Despite this, we know little
about how post-traumatic stress disorder (PTSD) is assessed, diagnosed, and treated
in autistic young people, and how best to support trauma-exposed autistic children in
education settings.

This PhD thesis uses a mixed methods approach to explore trauma-related
mental health and experiences in autistic and neurodivergent young people. Within
this thesis, I systematically review existing literature on PTSD in autistic people,
utilise longitudinal modelling to demonstrate a relationship between autistic traits in
childhood and PTSD in adulthood, and analyse the relationship between peer
victimisation, maltreatment and mental health and neurodivergence in a large dataset
of UK secondary school students. Qualitatively, I explore how autism practitioners
approach differential diagnosis of autism, attachment disorders and complex PTSD
using an online survey of clinicians and interviewed teachers about how they support
traumatised autistic children in their classrooms.

This research advances understanding of the intersection between autism and
trauma, providing evidence to inform better diagnosis and support for trauma-related
mental health in autistic and neurodivergent young people in both clinical and

educational settings.
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Chapter 1: Introduction

1.1 Introduction

Within the thesis, each chapter is either a published or submitted manuscript
and therefore contains more detailed introductions to the specific concepts it covers.
Here, this chapter provides an overview of autism, trauma and what is currently
known about trauma-related mental health outcomes in autistic young people and
sets out how the chapters that follow in this thesis contribute to furthering that

knowledge.
1.2 Autism

1.2.1 Diagnosis and presentation

To meet the diagnostic threshold of Autism Spectrum Disorder (ASD;
henceforth ‘Autism’), as per the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5), a person must present with difficulties in social
communication across contexts and engage in restricted/repetitive behaviour or
interests (RRBIs) to the extent that they have a significant impact on their
functioning. Initial diagnostic criteria have evolved from the early descriptions of
autism, with, for example, more recent additions to the restricted behaviours domain
in the DSM-5 that include sensory hypo/hyper-reactivity and sensory interests
(American Psychiatric Association, 2013; Grapel et al., 2015).

Autism is a lifelong neurodevelopmental condition, with diagnosis showing
stability across the lifespan (Giserman-Kiss & Carter, 2020; Haraguchi et al., 2019).
A global estimate approximates that 1 in 100 people are autistic (Zeidan et al., 2022),
with the male:female ratio being estimated at 3:1 (Loomes et al., 2017). Autistic
traits present dimensionally across the general population (Constantino & Todd,
2003; Posserud et al., 2006). With high heterogeneity (Mottron & Bzdok, 2020),
autism presentations and needs differ between people, conceptualised as the 'autism
spectrum’, or ‘constellation’ given the putatively orthogonal domains of social
communication and RRBI dimensions (Fletcher-Watson & Happé, 2019). Indeed,
autistic people’s specific strengths and difficulties may change across development
or different contexts, for example there is evidence that presentation can change
between childhood and adulthood (Elias & Lord, 2022; Zachor & Ben-Itzchak,

2020). Transitions like moving into adolescence or up to secondary school, where
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there are increases in social demands, may reveal autistic traits that were otherwise
unnoticed or masked when demands were lower (Georgiades et al., 2022).

It has been suggested that existing diagnostic tools may not capture the full
range of behavioural presentations of autism, leading to under-diagnosis of women
and girls (Cook et al., 2024) as well as other under-served groups such as older
adults. Having co-occurring learning difficulties or intellectual disability can also
introduce variability to how autism is presents and is assessed (Thurm et al., 2019).
With the vast majority of research informing the autism diagnostic criteria taking
place in high-income western countries, cross-cultural presentations of autism must
be considered (de Leeuw et al., 2020). A study using the Autism Quotient (AQ)
found that although there were many shared traits across cultures, there were cultural

differences associated with some autistic traits (Carruthers et al., 2018).

1.2.2 Both a neurotype and a disability

Cultural and clinical perceptions of autism have changed in the last decade,
moving away from the medical model of disability and embracing a more social
model of disability as applied to autism. These models are often placed in opposition
to each other. It seems that neither model wholly encompasses the vast range of
experiences of what it is like to be autistic (Anderson-Chavarria, 2022), and both
have attracted critique. The medical model is critiqued for focusing on autism as a
medical disorder with “symptoms” and deficits to “cure”, while its proponents argue
that it identifies and validates those who are most in need of help. The social model
of disability (Oliver, 1983) proposes people are not disabled by their condition, but
by barriers in a society that is not set up with them in mind. Thus, being autistic is an
identity (not a disorder) and autistic people are disabled by a world built for
neurotypical people. This perspective does question if autism should be a diagnosis
within manuals for mental ill-health (e.g., DSM or the International Classification of
Diseases (ICD)), and if it should be removed from The Mental Health Act (with
arguments for (Hollins et al., 2019), and against (Villiers, 2021)). Critics argue this
social model does not capture the experience of those with the highest support needs,
and that moving the focus from diagnosis of autism to simply an identity people may
choose, would have knock-on consequences for access to supports in education,

healthcare and government benefits.
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The conceptualisation of what it means to be autistic differs from person to
person; we need to acknowledge that people’s opinions are shaped depending on
their own lived understanding of autism and their political and socio-cultural context
(Kapp, 2020). We see this in differences in how strongly autistic people from
different countries feel about language preferences; UK-based studies find the
majority of autistic adults responding to surveys have a preference for identity first
language (eg. ‘autistic person’) (Kenny et al., 2016), whereas studies in the
Netherlands have found preference for person-first language (eg. ‘person with
autism’) (Buijsman et al., 2023).

Throughout this thesis I, alongside much of the field in the UK, recognise
that a positive autistic identity should be celebrated while also acknowledging the
potential disability experienced by autistic people. By moving away from the deficit-
focused model to one that can acknowledge both the strengths and challenges of
being autistic, we can accommodate individual needs and so produce a more
accessible society (Kapp, 2020), which can help to alleviate some of the difficulties

autistic people may experience.

1.2.3 Neurodiversity framework

This thesis is positioned within a neurodiversity framework. More detail can
be found in the introduction of Chapter 5 where we explore potentially traumatic
experiences in neurodivergent young people. In brief, neurodiversity refers to the
natural variation in neurocognitive functioning. The sociologist Judy Singer is
believed to have first proposed the term in 1998; she defines neurodiversity as a
subset of all biodiversity; “A biological truism that refers to the limitless variability
of human nervous systems on the planet, in which no two can ever be exactly alike
due to the influence of environmental factors” (Singer, 2017, 2019). Therefore,
neurodiversity encompasses neurodivergent people (those whose neurocognitive
functioning deviates from the societal ‘norm”) and neurotypical people (those whose
neurocognitive functioning aligns with societal norms).

Neurodiversity is a helpful term for both the clinic and research (Sonuga-
Barke & Thapar, 2021). In line with arguments laid out by Astle and colleagues
(2022) for the utility of taking a transdiagnostic approach to neurodevelopmental
conditions, neurodivergence or being neurodivergent is often used as an umbrella

term for a range of neurodevelopmental diagnoses, including autism, attention-
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deficit and hyperactivity disorder (ADHD), dyslexia, and dyspraxia, among others.
As described above, there is high variability of presentations within groups of people
with the same diagnosis and many people have multiple neurodevelopmental
diagnoses. Autism has a high co-occurrence with other neurodevelopmental
conditions (Saito et al., 2020), for example 30-70% of autistic people also have
ADHD (Joshi et al., 2017; Lai et al., 2019) and autistic people are significantly more
likely than non-autistic people to report dyspraxia (Cassidy et al., 2016).
Additionally, categorical diagnosis often fails to capture the (important but not
diagnostic) strengths and needs of young people across domains of their life - social,
educational and behavioural — which may be shared across those with different

neurodevelopmental diagnoses.

1.2.4 Support available for autistic young people

Receiving a diagnosis of autism is increasingly seen as a means to better
understanding of what support and reasonable accommodations a child needs, as
well as allowing them access to that support. For young people in the UK, there are
services and systems that they rely on to receive this. Since parts of this thesis
concern diagnostic and school systems, support is briefly considered here.

Post-diagnostic support in the UK for young people varies in content and in
provisions across regions and is generally found to be unsatisfactory by parents
(Crane et al., 2016). This can be due to a “postcode lottery”, whereby different local
NHS trusts have more or less funding or resources for autism services, and long
waiting times for specialist services. There is a mixed evidence base for some forms
of post-diagnostic support, however psychoeducation appears the most well-
evidenced. For adults diagnosed in adulthood, a systematic review from Norris and
colleagues (2025) on the acceptability and feasibility of post-diagnostic support in
the UK, found that psychoeducation, peer support and low-level support services
were implementable and desired by autistic people. A co-designed Delphi survey
identified the post-diagnostic support priorities of autistic adults and highlighted that
services should prioritise providing support where they live, training of
professionals, help processing the impact of a late diagnosis, use of preferred mode
of contact (e.g., online) and creating an individualised support plan (Crowson et al.,

2024).
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Research on post-diagnostic support co-produced with autistic young people
and commissioned by the charity Ambitious About Autism (Redmayne et al., 2023)
found that supporting autistic young people to develop a positive autism identity
may be beneficial for well-being and mental health. Building on this, they co-
designed and piloted an online peer support programme called ‘Understanding You,
Discovering You’ which aims to help young adults aged 16-25 embrace their autistic
identity and provides practical strategies to cope with the transition to adulthood. It
is designed to be delivered by two facilitators, one of whom is autistic (Davies et al.,
2024). The programme was found to be acceptable and useful by participants, and
future work will comprehensively evaluate its efficacy and potential to fill the post-
diagnostic support gap.

For many young people and their parents, the immediate benefit of receiving
an autism diagnosis is access to appropriate educational support. By law, every child
has the right to a mainstream education and in the UK the majority of autistic
children attend mainstream schools (National Autistic Society, 2023). Within
mainstream schools, Special Educational Needs Coordinators (SENCO) are teachers
who are responsible for the co-ordination of Special Educational Needs (SEN)
provision. Each school has a budget for SEN support which may be of benefit to
some autistic children, such as specialised Teaching Assistants (TA), extra time in
exams, access to a quiet room, and other additional help. Some autistic children may
require help beyond this, in which case their SEN will be assessed for an Education,
Health and Care Plan (EHCP). This assessment for a EHCP can be requested from
the local authority by parents, school or the young person themselves (if over the age
of 16). This is a legal document that outlines the educational needs of a child (up to
the age of 25) and details how a school should meet those needs. Schools are legally
obligated to adhere to this, and the local authority is legally reasonable for a child
receiving the support laid out in their EHCP. During the assessment, access to a
specialist SEN school can be requested. Across the current literature from the UK
there are reports of high levels of dissatisfaction with the EHCP process from
different stakeholders; both parents and professionals report feeling it uninformed,
concerned about lack of collaboration with health and social care, and that there is
little involvement of the child’s views (Ahad et al., 2022; Boesley & Crane, 2018;
Cochrane & Soni, 2020).
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Some autistic children may learn better in a specialist autism school (Reed et
al., 2012) or have more complicated needs that cannot be met within mainstream
education (Richards & Crane, 2020). A survey study explored the experiences of 57
parents of autistic children in England choosing a special school, and found that the
majority felt they did not have a 'real 'choice (Satherley & Norwich, 2022); such that
they only had the option of one school that was ‘good enough’ for their child.
Unfortunately, as two-thirds of specialist schools are over-capacity, with availability
varying depending on the area of the country (Department of Education, 2024),
many children are without the choice of schooling that is most appropriate to meet

their needs.

1.2.5 Mental health of autistic young people, with a focus on anxiety

Autistic people experience more psychiatric disorders than their neurotypical
peers (Martini et al., 2022), and autistic traits are consistently associated with poorer
mental health (Lundstrom et al., 2011) and wellbeing (Stimpson et al., 2021). A
meta-analysis by Lai and colleagues (2019) produced pooled prevalence across 8
categories of co-occurring conditions for autistic individuals across the lifespan.
They report estimates for ADHD (28%), anxiety disorders (20%), sleep-wake
disorders (13%), conduct disorders (12%), depressive disorders (11%), obsessive-
compulsive disorder (OCD) (9%), bipolar disorder (5%) and schizophrenia (4%);
these were all significantly higher than general population prevalence estimates. This
is echoed by meta-analyses focused on specific conditions and demonstrating the
higher prevalence of depression and anxiety (Hollocks et al., 2019), OCD (Aymerich
et al., 2024), schizophrenia (Zheng et al., 2018), psychosis and bipolar disorder
(Varcin et al., 2022) in autistic adults compared to general population samples.
Notably, there is no meta-analysis for trauma-related disorders, and indeed Lai and
colleagues (2019) synthesised research descriptively rather than through meta-
analysis as they had too few data-points. Chapter 2, which comprises a published
updated systematic review, includes a crude prevalence estimate utilising existing
literature.

The same co-occurrence of mental health issues has been shown for autistic
children and adolescents specifically. Kerns and colleagues (Kerns et al., 2020)
utilised information from 42,283 caregivers of children from the 2016 US-

population-based National Survey of Children's Health, to show that amongst autistic
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children almost 78% had at least one caregiver-reported mental health condition, and
just under 50% had two or more. Similar rates were found in a study of 112 autistic
children from a subsample of the UK-based Special Needs and Autism Project, using
the Child and Adolescent Psychiatric Assessment (CAPA) interview with their
parents (Simonoff et al., 2008). The findings showed 70% of children met criteria for
at least one other psychiatric diagnosis and 41% had two or more. Social anxiety
affected 29% of the sample and was the most common disorder. Indeed, anxiety
disorders are common amongst autistic young people (White et al., 2009) and adults
(Nimmo-Smith et al., 2020), with meta-analytic evidence from community samples
suggesting 1 in 5 autistic young people are diagnosed with an anxiety disorder
(Thiele-Swift & Dorstyn, 2024).

Previously categorised within anxiety disorders, trauma and stressor-related
disorders have received comparatively less research attention but given the high
prevalence of anxiety disorders in autistic people, here brief consideration is given to
the body of research exploring why anxiety disorders and symptoms are particularly
common amongst autistic young people. Autistic traits have consistently shown
positive relationships with anxiety symptoms (Hallett et al., 2013; Rieske et al.,
2013), prompting researchers to explore how anxiety manifests in autistic children
and if it differs from neurotypical children. Certain autistic characteristics have been
proposed to mediate the relationship between anxiety and autism or make autistic
young people more vulnerable to symptoms of anxiety. Across studies, autistic
people’s trait anxiety is higher than their non-autistic peers (Jolliffe et al., 2023)
which has been connected to, or induces, state anxiety (McEwen & Gianaros, 2011;
Villada et al., 2016). There is meta-analytical evidence that autistic children with
higher intellectual functioning have higher levels of anxiety (Mingins et al., 2021),
noting, however, that the measures of anxiety in these studies were typically not
valid for children with intellectual disability. Camouflaging, which is particularly
common amongst autistic women and girls, is a significantly associated with
internalising symptoms, anxiety and depression in both autistic and non-autistic
adolescents (Ross et al., 2023).

Previous studies have shown that anxiety can manifest in similar and
dissimilar ways amongst autistic young people compared with their neurotypical
peers (Kerns et al., 2014). When Pickard and colleagues (2020) compared autistic

and non-autistic adolescents with social anxiety, they found similar correlates of
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social anxiety in both groups. Dimensionally, the relationship between autistic traits
and social anxiety symptoms was found to be mediated by intolerance of uncertainty,
alexithymia, and sensory hypersensitivity in adolescents. Stark and colleagues
(2021) proposed a theoretical model that incorporates cognitive styles that are
commonly found in autistic people that may play a causal role in their anxiety;
attenuated top-down predictive processing, intolerance of uncertainty and ‘black and
white 'thinking. A systematic review of both qualitative and quantitative research
identified binding themes that linked restricted and repetitive behaviours, anxiety
and sensory hypersensitivity (Williams et al., 2021). These constructs combined
related to how autistic people experience their social environment, how predictable
their day-to-day is, and the cognitive coping skills they employ. A network analysis
in a sample of 191 autistic children with anxiety disorders found that parent-reported
socio-cognitive difficulties associated with being autistic, such as social motivation
and theory of mind, may play a particular role in anxiety manifestations in these
children (Hunsche et al., 2022). This suggests that similar mechanisms contribute to
anxiety in both autistic and non-autistic individuals, though relevant risk factors may

be more prevalent in autistic populations.
1.3 Trauma

1.3.1 Defining trauma

Many have tried to define psychological trauma, and the word has gone
through many clinical and cultural definitions. In medicine, “trauma” is where
injuries are serious and life-threatening, however in psychological contexts there has
been ongoing debate around narrowing or broadening of the concept as the exact
meaning of trauma has evolved and expanded (Weathers & Keane, 2007).
Psychologists, psychiatrists and philosophers have long debated definitions of
trauma, and the conversation around what events can and cannot constitute trauma
has dominated media and, increasingly, social media in recent years.

What is considered a traumatic event may differ subjectively from person to
person. Traditional perspectives, particularly in medical models and law, consider
trauma primarily as an event itself rather than its psychological aftermath. In the
clinic, many definitions focus on a standardised list of potentially traumatic events,
that are adverse for all and that may lead to prolonged psychological suffering for

some people. When diagnosing post-traumatic stress disorder (PTSD), or Complex
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PTSD (CPTSD), it must be established that a patient has experienced a traumatic
event, to then ascertain that subsequent symptoms experienced are associated with
trauma. PTSD is only diagnosable when trauma exposure has been established. More
or less specific types of qualifying events are laid out in the diagnostic manuals ICD-
11 (published in 2018) and DSM-5 (American Psychiatric Association, 2013), which
differ in how prescriptive they are (see Table 1.1). These definitions have attracted
critique, particularly the DSM-5 Criterion A that has been criticised as being both too
broad (Weathers & Keane, 2007) and too narrow (Hoge et al., 2016; Holmes et al.,
2016; Brewin et al., 2019).

The nomenclature surrounding trauma is expanding to the point where it can
be ambiguous and can result in synonymous use of phrases; with some arguing that
trauma is purely the subjective experience (Blehm, 2024), and that psychopathology
symptoms should be totally disaggregated from the external event (Levin-Aspenson
& Greene, 2024). “Concept creep” refers to gradual semantic expansion whereby
harm-related concepts, for example, expand to include milder, less severe
phenomena, such that non-life threatening events are considered traumatic (Haslam
et al., 2020). Haslam and colleagues (2020) argue there are positive and negative
implications of this. Negative implications of broadening what qualifies as trauma
have been echoed more broadly across youth mental health (Fergusson et al., 2023;
Foulkes & Andrews, 2023; Underhill & Foulkes, 2024). Implications include
pathologising ‘normal’ responses to negative life events, as well as dismissal of the
impact of more severe traumatic experiences. There is concern that young people
conceptualising their experiences as traumatic may become a self-fulfilling prophecy
that exacerbates trauma/stressor-related symptoms and also have wider impacts on
their identity and self-concept. However, the benefit of broadening the concept of
trauma is that it is more inclusive so more people can seek help for negative
psychological impacts of experiences, and attention is drawn to potential
psychological harms that may have been overlooked. Some have argued that to be
inclusive of vulnerable groups, we need to ensure our clinical definition of trauma
captures the full range of events that people may experience as traumatic, such as
oppression of historically marginalised people (Gradus & Galea, 2022; Holmes et al.,
2016).

In this thesis, trauma is defined broadly in line with ICD-11; I take a

relatively broad approach to trauma and will explore events that do and do not meet
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the DSM-5 Criterion A definition. This thesis will also consider other forms of

adversity and victimisation as relevant to neurodivergent young people. This is in

line with research demonstrating that post-traumatic stress can follow traumatic

events that do not qualify the DSM-5 definition (Hyland et al., 2021); thus

supporting a broader view of what constitutes a trauma.

Table 1.1 Diagnostic manual trauma definitions in the context of diagnosing post-traumatic

stress disorder (PTSD) and complex PTSD (CPTSD)

Source

Trauma Definition

DSM-5 “Criterion A’
for PTSD

Exposed to actual or threatened death, serious injury, or sexual
violence, in one (or more) of the following ways:

1) Directly experiencing the traumatic event(s).

2) Witnessing, in person, the event(s) as it occurred to
others.

3) Learning that the traumatic event(s) occurred to a close
family member or close friend, the event(s) must have
been violent or accidental.

4) Experiencing repeated or extreme exposure to aversive
details of the traumatic event(s) (e.g., first responders
collecting human remains; police officers repeatedly
exposed to details of child abuse).

ICD-11 for PTSD

Exposure to an event or situation (either short- or long-lasting)
of an extremely threatening or horrific nature. Such events
include, but are not limited to, directly experiencing natural or
human-made disasters, combat, serious accidents, torture, sexual
violence, terrorism, assault or acute life-threatening illness (e.g.,
a heart attack); witnessing the threatened or actual injury or
death of others in a sudden, unexpected, or violent manner; and
learning about the sudden, unexpected or violent death of a loved
one.

ICD-11 for CPTSD

Exposure to an event or series of events of an extremely
threatening or horrific nature, most commonly prolonged or
repetitive events from which escape is difficult or impossible.
Such events include, but are not limited to, torture, concentration
camps, slavery, genocide campaigns and other forms of
organised violence, prolonged domestic violence, and repeated
childhood sexual or physical abuse.

ICD = International Centre of Diseases;, DSM = Diagnostic and Statistical Manual of Mental
Disorders; PTSD = Post traumatic stress disorder; CPTSD = Complex PTSD

1.3.2 Measuring childhood trauma and adversity

Measurement of adversity in childhood has largely been achieved through the
Adverse Childhood Experiences (ACEs) framework (Kim & Royle, 2025). This is a

definitive list of different negative life events that occur before the age of 18 years,

including emotional, physical and sexual abuse, physical and emotional neglect,

domestic violence, parental divorce, and mental illness, substance misuse or
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incarceration of a member of the household. Danese et al’s (2024) review of ACE
screening in healthcare settings critiques the ACEs framework as it is built on the
assumption that a diverse range of events can lead to the same pathophysiological
outcomes. All items are given equal weight as an adversity; for example, ‘parental
divorce’ has equal weight as ‘sexual abuse’. New versions of the ACEs framework
have been proposed to account for various domains of a person’s life — at home, in
their community and in a socio-political context — taking a more holistic approach to
co-produce a meaningful list of ACEs (Meléndez Guevara et al., 2024).
Traditionally, studies on ACEs use retrospective report. Interestingly, as
identified by Coleman and colleagues ’(2024) narrative review, different measures of
childhood maltreatment show different relationships with psychopathology. Studies
utilising retrospective accounts of childhood trauma show strong associations with
mental ill-health, whereas those with only prospective reports (with no retrospective
reports of ACEs) do not show the same strength of association. The effect of
retrospective reporting points to the importance of the subjective appraisal
of/memory of maltreatment for trauma-related mental health outcomes. Subjectively

reporting/experiencing childhood maltreatment as traumatic is a major risk factor for

PTSD (Danese & Widom, 2020).

1.3.3 Life outcomes related to trauma and adversity

Childhood trauma is associated with negative health and life outcomes,
impacting functioning in several domains of young people’s lives; education
(Romano et al., 2015), employment (Copeland et al., 2018; Hardcastle et al., 2018;
Venter et al., 2020), romantic relationships (Cao et al., 2022; Quan et al., 2025),
friendships (Pigeon et al., 2025; Wang et al., 2024), substance misuse (Grummitt et
al., 2022; Sebalo et al., 2023), and homelessness (Liu et al., 2021). An umbrella
meta-analysis of 99 meta-analyses found that ACEs impacted multiple outcomes,
including mental and physical health, biological system dysregulation,
neuropsychological impairments, social and behavioural challenges, and criminal
justice involvement (Kim & Royle, 2025). McKay and colleagues (2021) collated
longitudinal studies and found some evidence of a dose-depended relationship
between childhood maltreatment and mental ill-health in adulthood, such that
experiencing multiple forms of maltreatment meant being up to three times more

likely to have a psychiatric disorder. A previous systematic review and meta-analysis
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found childhood maltreatment had weak to moderate associations with physical
inactivity, obesity, diabetes, smoking, heavy alcohol use, poor self-rated health,

cancer, heart disease, and respiratory disease (Hughes et al., 2017).

1.3.4 Trauma-related psychopathology

Although many people have traumatic experiences, the vast majority of
people do not develop PTSD or trauma-related psychopathology (Kilpatrick et al.,
2013; Sayed et al., 2015). PTSD is defined by specific symptom clusters (see below)
as well as the presumed cause (the trauma). Initial descriptions were by psychiatrists
working with World War I veterans experiencing what was then referred to as "shell
shock" or "combat fatigue". These men experienced difficulties with reintegrating
into civilian life, and were described as having severe psychological distress,
tremors, nightmares and emotional withdrawal.

Further research in the 1970s and 80s onwards established these trauma-
related symptoms across different populations including those who had experienced
sexual assault (Burgess & Holmstrom, 1974; Dworkin et al., 2017; Sutherland &
Scherl, 1970), the holocaust (Barak & Szor, 2000), or natural disasters (Neria et al.,
2008). This led to recognition of long-term psychological effects of traumatic events
as a psychiatric condition. In 1980, the DSM-III introduced PTSD as a new
diagnosis under anxiety disorders. The diagnostic criteria continued to be refined and
formalised, with research exploring the mechanistic aetiology of the disorder and its
impact on mood. In 2013, in the latest DSM-5, PTSD was recognised as distinct
from anxiety disorders and moved into its own category (American Psychiatric
Association, 2013). To receive a diagnosis of PTSD, the current criteria include
experiencing symptoms within the domains of intrusions, avoidance, negative
cognitions, and alterations in arousal and reactivity after experiencing a ‘Criterion-A’

event (see full criteria summarised briefly in Table 1.2).

Table 1.2 A summary of the Diagnostic and Statistical Manual of Mental Disorders - Fifth
Edition (DSM-5) criteria for post-traumatic stress disorder (PTSD).

PTSD (DSM-5)

A. Exposure to actual or threatened death, serious injury, or sexual violence

B. Intrusion symptoms related to the traumatic event(s)
e Recurrent, involuntary, and intrusive distressing memories
e Recurrent distressing dreams
e Dissociative reactions (e.g., flashbacks)
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e Marked physiological reactions and, intense or prolonged psychological distress at
exposure to internal or external cues that symbolise or resemble an aspect of the
traumatic event(s)

C. Persistent avoidance of stimuli associated with the traumatic event(s):
e Avoidance of distressing memories, thoughts, or feelings about or closely
associated with the traumatic event(s).
e Avoidance of or efforts to avoid external reminders that arouse distressing
memories, thoughts, or feelings about or closely associated with the traumatic
event(s).

D. Negative alterations in cognitions and mood associated with the traumatic event(s)

e Inability to remember an important aspect of the traumatic event(s)

e Persistent and exaggerated negative beliefs or expectations about oneself, others,

or the world

e Persistent, distorted cognitions about consequence or cause of the event, leading to
blame of oneself or others
Persistent negative emotional state
Markedly diminished interest or participation in significant activities.
Feelings of detachment or estrangement from others
Persistent inability to experience positive emotions

E. Marked alterations in arousal and reactivity associated with the traumatic event(s)
Irritable behaviour and reactivity (with little or no provocation)

Reckless or self-destructive behaviour

Hypervigilance

Exaggerated startle response

Problems with concentration

Sleep disturbances

Duration of the disturbance (Criteria B, C, D and E) is more than 1 month.

Q|

Disturbances cause clinically significant distress or impairment in social, occupational,
or other important areas of functioning

H. Disturbance is not attributable to the physiological effects of a substance (e.g.,
medication, alcohol) or another medical condition

In parallel, clinicians working with victims of prolonged, sustained
interpersonal trauma such as domestic violence or child abuse, were observing
distress that was not fully captured by PTSD linked to a single incident. In 1988,
psychiatrist Judith Herman proposed Complex PTSD (CPTSD) as a distinct disorder
resulting from long-term trauma with broader issues in self-percept and emotional
regulation. The DSM-IV (APA, 1994) attempted to acknowledged symptoms of
chronic trauma by including Disorders of Extreme Stress Not Otherwise Specified
(DESNOS), but the diagnosis was not widely utilised or accepted. To date, CPTSD is
not considered a distinct disorder from PTSD in the DSM, with the DSM instead
expanding its PTSD diagnostic criteria to be more inclusive of complex trauma and
adding a dissociative subtype of PTSD with additional symptoms of
depersonalization and/or derealization. In 2018, the World Health Organisation’s

International Classification of Diseases (ICD-11) recognised CPTSD as a distinct
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disorder. CPTSD diagnosis requires the presence of PTSD symptoms of re-
experiencing, avoidance, and hyperarousal, as well as additional symptoms
(collectively referred to as ‘disturbances in self-organisation’) of negative self-
concept, affective dysregulation and interpersonal difficulties. As such, CPTSD is a
subtype of PTSD in ICD-11.

Epidemiological estimates for the prevalence of PTSD vary across country,
income and socio-political context (Atwoli et al., 2015), however a cross-national
lifetime prevalence of PTSD is reported at almost 4% using World Health
Organisation World Mental Health Surveys of ~70,000 people across 24 countries
(Koenen et al., 2017). Women are more likely to have PTSD than men even when
level of trauma is accounted for (Ghafoori et al., 2013). As CPTSD has relatively
recently been adopted as a new diagnosis, there are very few studies with prevalence
based on clinical diagnoses rather than self-report, where estimates range from 1-8%
(Maercker et al., 2022). A systematic review on the assessment of CPTSD identified
that dissociation (when a person disconnects from their identity, thoughts and/or
feelings) was consistently higher in patients with CPTSD compared to PTSD, as well
as being more broadly impaired (Sarr et al., 2024).

Beyond the specific presentation of PTSD/CPTSD, traumatic and adverse
experiences can have broader negative impacts on mental health or manifest in sub-
clinical trauma-related symptoms. Poor mental health, including psychosis (Varese et
al., 2012), depression and anxiety (Li et al., 2016; Nanni et al., 2012; Nelson et al.,
2017; Vibhakar et al., 2019), is associated with trauma in childhood (Hughes et al.,
2017). Lewis and colleagues (2021) used longitudinal cohort data and found young
people exposed to complex trauma (multiple incidences of interpersonal threat)
experienced more psychopathology than those exposed to non-complex trauma and
no trauma. Additionally, PTSD can be heterogeneous (Galatzer-Levy & Bryant,
2013), and the norm is for mental health issues — particularly depression - to co-
occur; in deed, a dimensional, transdiagnostic approach has been proposed (Levin-
Aspenson & Greene, 2024) where trauma is a risk factor for psychopathology across

psychiatric disorders.

1.3.5 Social risk factors for trauma-related symptoms in young people
Several studies have attempted to capture risk and protective factors for post-

traumatic stress in children, and have identified that social support from families,
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schools and peers may be protective for mental health. A meta-analysis of 64 studies
found that, among other peri- and post- traumatic risk factors, low social support and
poor family functioning were related to PTSD in children and adolescents (Trickey
et al., 2012). Indeed, having a warm and supportive adult in childhood may be
protective against psychopathology after adversity, and has been associated with
reduced mental health issues in adolescence in 1,439 twins who had experienced
ACEs in the Environmental Risk (E-Risk) Longitudinal Twin Study (Stock et al.,
2025). Herd and colleagues (2023) utilised a machine learning approach (growth
mixture modelling) to identify individual and social risk/protective factors for PTSD
symptoms in a sample of adolescent girls, around half of whom had been maltreated
and half had not. They used prospective data collected at multiple time points until
the girls were aged 19. Alongside various forms of abuse and trauma, they identified
that parental depression, a child’s difficulties regulating emotion, and relationships
with peers that engage in risky behaviours (e.g., substance abuse) were risk factors
for PTSD symptoms.

Indeed, the role of peers is particularly interesting given the importance of
peer relationships in social cognitive development and mental health during
adolescence (Andrews et al., 2021; Butler et al., 2022; Foulkes & Blakemore, 2021).
Cross-sectional studies in adults have suggested that social support could have a
protective effect against trauma-related psychopathology (Sheikh, 2018), in men and
women (Fares-Otero et al., 2024). A meta-analysis of longitudinal studies suggested
PTSD has a bidirectional relationship with social support; such that having more
social support is associated with fewer trauma-related symptoms, and having more
trauma-related psychopathology is associated with less reported social support
(Wang et al., 2021). However, this meta-analysis included studies of all age groups,
with most of the studies being on adults, and that did not conduct a subgroup
analysis of the studies on children. Interestingly, this bi-directional effect of
friendship quality (i.e., social support) was not seen in a cohort of adolescents who
had experienced adversity when using a multi-modal composite score for
psychosocial functioning between ages 14 and 17 years (van Harmelen et al., 2021).
This study found that greater psychosocial resilience was associated longitudinally
with greater friendship quality, but not the reverse. However, there was a bi-
directional relationship between the change within both measures from age 14 to 17,

suggesting that changes in friendship quality and resilience in adolescence are
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intertwined. Allen and colleagues (2021) synthesised the child literature, where all
studies were cross-sectional, and reported a small protective effect of social support,
with the strongest effect being for teacher-provided support. The role of social
support also ranged by trauma type; it appeared play a greater role for children
experiencing abuse, but less so for those exposed to war or natural disasters where
social networks are likely more disrupted.

This suggests that networks of social support, particularly school-based,
could be a viable area of focus to contribute to protecting young people from trauma-
related symptoms, yet it is only a small part of the bigger picture. Some positive
findings from literature on social prescribing to improve in young people’s mental
health and well-being highlight that the socialising element is key (eg. social
activities involving arts and culture and physical activity) for building relationships

and support networks (Mubhl et al., 2025).

1.3.6 Treatment for trauma-related symptoms

The primary evidence-based treatment as recommended by the National
Institute for Health and Care Excellence (NICE) for children and adolescents who
are experiencing acute distress disorder or clinically significant trauma-related
symptoms is Trauma-Focused Cognitive Behavioural Therapy (TF-CBT). If children
and young people do not respond to TF-CBT, NICE treatment guidelines recommend
using Eye Movement Desensitization and Reprocessing (EMDR) (NICE, 2018).

TF-CBT is delivered in a structured format and combines cognitive
behavioural principles with interventions that focus on encouraging the child to
develop a trauma narrative (e.g., gradually discussing the traumatic events, or by
drawing or using toys). When delivered with children it generally actively involves
caregivers in the therapeutic process, participating in parallel and conjoint sessions to
process and elaborate on the trauma memory together, engage in psychoeducation,
safety plan and learn coping mechanisms and skills that can be implemented at
home. EMDR involves similar cognitive re-structuring and exposure to the trauma
memory, with the main feature being the bilateral stimulation while focusing on the
trauma memory to reduce distress (Shapiro, 1989).

TF-CBT has the largest evidence base for use in children and adolescents
(Leenarts et al., 2013), and meta-analysis of existing studies shows stability of

treatment effects at 12-month follow up (Thielemann et al., 2024). Across
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randomised controlled trials (RCTS) comparing TF-CBT to both active controls and
treatment as usual (TAU), TF-CBT is shown to be the most effective at reducing
trauma-related psychopathology (Bennett et al., 2021; Haan et al., 2024; Leenarts et
al., 2013).

Group effect sizes range from small to moderate, and studies varied in the
background of the children, culture, and setting in which the study was conducted.
When comparing evidence-based therapies to TAU there are several confounds to
consider, such as clinical confidence, as well as time and attention given to the
patient. To address this, Hultmann and colleagues (2023) conducted an RCT
comparing TF-CBT to enhanced TAU — where the therapist choose multiple
manualised (eg. EMDR) and non-manualised (eg. tactile massage) interventions in
collaboration with the participant, and caseload was matched between groups — and
found no significant group difference in improving trauma-related mental health.

For children and adolescents, a meta-analysis of studies found that TF-CBT
and EMDR are both effective at treating trauma-related symptoms, however TF-CBT
was marginally more effective in both the short- and long-term (Hoppen et al.,
2025). Large scale studies on the short- and long-term efficacy of EMDR in children
are lacking, but existing research has shown some initial promise (Raissouni et al.,
2023). EMDR has previously been shown to be more effective at treating post-
traumatic stress in adults, when compared to TF-CBT in RCTs (Khan et al., 2018).
However, a more recent review of eight RCTs in adults that evaluated EMDR
compared to other psychological therapies, including TF-CBT amongst others (eg.
relaxation therapy), found that EMDR showed no significant difference versus other
interventions in reducing PTSD symptoms or other treatment outcomes (Wright et
al., 2024).

Syntheses of evidence for non-manualised therapies for treating trauma-
related symptoms have shown some promise but generally have lower quality of
evidence, including art-based therapies (Morison et al., 2022), animal-assisted
therapies (Hediger et al., 2021), play therapy (Parker et al., 2021), Child Parent
Psychotherapy (CPP) (Mavranezouli et al., 2020; Norlén et al., 2025) and family-
based therapeutic modalities (Mak & Wieling, 2022).
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1.4 Trauma and autistic young people

1.4.1 Experience of adversity and trauma

Autistic people are at increased risk of adverse childhood experiences
(Hartley et al., 2024; Stewart et al., 2022), including bullying (Hwang et al., 2018),
sexual abuse (Webb et al., 2024), victimisation (Paul et al., 2018) and maltreatment
(McDonnell et al., 2019). Vulnerability for this exposure is likely multi-faceted, with
autistic young people having increased incidences of risk factors for adversity, such
as stigma and discrimination (Turnock et al., 2022), as well as lower educational
attainment and worse employment outcomes (Toft et al., 2021). In research
comparing autistic and non-autistic adults, cumulative trauma and memory deficits
mediated the association between being autistic and experiencing trauma or PTSD
(Rumball, Brook, et al., 2021). The cumulative effect of trauma on PTSD symptoms
was seen in the autistic group alone.

As outlined above, the subjective appraisal of a negative event is associated
with psychopathology. Subjective experience is impacted by cognition, culture,
society, development, and past experiences (LeDoux & Brown, 2017; LeDoux &
Hofmann, 2018); elements that are influenced and shaped by being autistic. Thus,
autism may impact which life events are perceived as traumatic (Kerns et al., 2015).
Findings from a large study using longitudinal twin data showed that polygenic
scores for both autism and PTSD are associated with retrospective recall of
childhood trauma, even when controlling for environmental adversity (Peel et al.,
2022). This suggests that individuals genetically liable to autism may be sensitive to
experiencing a given event as traumatic, perhaps placing them at greater risk of

PTSD development.

1.4.2 Expanding definitions of trauma for autistic individuals

How trauma is defined clinically (see Table 1.1) may not be inclusive of the
autistic experience. Previous studies in autistic adults have shown that PTSD
symptoms can develop after a negative event that is not defined as a 'trauma’
according to the DSM-5 Criterion A (Rumball et al., 2020). Rumball and colleagues
asked 59 autistic adults about events they considered to be traumatic. Participants
completed the Life Event Checklist to assess traumatic experiences that were within
the DSM-5 definition (Table 1.1), which were reported by 33 of the participants.

They were asked if there was any other event that “felt like an extremely unpleasant,
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stressful or traumatic experience”, “caused you to have nightmares about it or think
about it when you did not want to”, or “subsequently tried hard not to think about or
go out of your way to avoid situations that remind you of it”. If they answered in the
affirmative to any of those three points, they were asked to describe the event. If the
described event did not align with the DSM-5 Criterion A they were termed “Non-
DMS-5 trauma”, as reported by 35 of the autistic adults. The most common
experiences of this type were bullying, events relating to their own mental ill-health,
and bereavement. A PTSD symptom checklist, the PCL-5, was used to assess self-
reported PTSD symptoms. There were similar rates (c.45%) of participants meeting
the cut-off for possible PTSD in both the DSM-5 and non-DSM-5 trauma groups.

The same design has not been repeated with children, however Kerns and
colleagues (2022) did explore sources of trauma outside the standard measures
qualitatively with autistic adults and caregivers of autistic children. Participants
completed a standard Trauma History Questionnaire (THQ), indicating traditional
traumas like maltreatment, physical and emotional abuse. Qualitative interviews
indicated that a wide range of experiences could be sources of trauma for autistic
adults and children. All the participants described sources of trauma that would not
be included on standardised measures; with many being specific to autism and
environment fit, which refers to the mismatch between autistic children’s sensory
processing, social preferences and executive function with the demands of the
environment around them. These included sensory sensitivities that make routine
activities (eg. a haircut) very upsetting, and difficulties in understanding social
dynamics which lead to self-blame and feeling alienated, as well as being bullied and
left out. Transitions and changes in routine, such as transitioning up through the year
groups of school or moving schools completely, were reported as particularly
distressing. Like the findings from Rumball and colleagues, social exclusion, such as
bullying, isolation and stigma, were commonly described sources of trauma. A UK-
based qualitative study with 30 neurodivergent young people also highlighted
sensory difficulties, uncertainty and social challenges with peers, such as bullying, as
key factors contributing to their experience of distress at school (Fielding et al.,
2025). The majority of these students were autistic, had ADHD or had co-occurring
autism/ADHD with another neurodivergent diagnosis.

These studies demonstrate that developing measures of trauma exposure that

are inclusive of what autistic young people experience as traumatic is essential, as
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well as taking a broader approach to what is considered traumatic. Educational
settings, where children spend the majority of their time, must consider that the
school environment may be distressing or even traumatic for these children. To
explore these experiences further, in Chapter 4 we broaden our investigation to
examine adverse experiences of peer victimisation and maltreatment in
neurodivergent secondary school students (including autism, ADHD and learning
difficulties), using the OxWell Student Survey. In Chapter 6, we report results from
interviews with teachers about working with traumatised autistic children and, based
on this prior research and consultation with a PPI group of teachers, we deliberately

did not use a narrow definition for traumatic experiences.

1.4.3 Trauma-related symptomatology and autistic young people

Autistic adults experience higher rates of mental health symptoms (e.g.,
anxiety, depression) traditionally associated with trauma exposure, when compared
to non-autistic individuals (Rumball et al., 2021a). Studies using self-report
measures show that older adults with high autistic traits show higher PTSD
symptomatology (Stewart et al., 2020) and PTSD symptoms have been shown to be
positively associated with autistic traits in 103 college students (Haruvi-Lamdan et
al., 2019).

A previous review by Rumball (2019), systematically reviewed the literature
published up to 2017 on PTSD in autistic people. With regards to prevalence of
PTSD in autistic children, there are no epidemiological estimates however the review
found that mean PTSD prevalence was higher than prevalences reported elsewhere
for non-autistic children. Rumball concluded that PTSD appeared to present
similarly in autistic children, with papers reporting additional symptoms like angry
outbursts and oppositional behaviour. Traditional PTSD assessment tools, such as the
Anxiety Disorders Interview Schedule for Children and Parents (ADIS C/P), have
been used to diagnose PTSD in autistic children, however there is a need for tools
specifically validated for use in autistic children. There were no well-controlled
studies on PTSD in autistic children, and the review emphasised the importance of
validating PTSD assessment tools and treatments specifically for autistic
populations. Since then, there has been a controlled study in children; when
compared to non-autistic children, autistic children experience more traumatic

experiences and certain PTSD symptoms, namely flashbacks, avoidance,
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concentration problems, social isolation, insomnia and hypervigilance (Paul et al.,
2018). Chapter 2 updates this systematic review (Quinton et al., 2024), exploring the
recent literature on the assessment and treatment of PTSD in autistic adults and
children. Since that review, there has been growing interest in this topic (eg. D1
Marco et al., 2025) and several other studies have been published. A large population
study utilising a national insurance database in Taiwan found that over a 15-year
period autistic adults were more likely to be diagnosed with PTSD than their non-
autistic peers (L1 et al., 2024). Another used a nationally representative US-based
cohort of over 600 people who completed online measures of trauma exposure and
PTSD symptoms, and found the autistic adults reported higher rates of PTSD
symptom clusters than the non-autistic control group (Andrzejewski et al., 2024).
The same research group identified lower rates of exposure to motor accidents
amongst autistic people, but higher levels of PTSD symptoms compared to non-
autistic people when they had experienced such accidents (McDonnell et al., 2024).
In the clinic, there is some evidence that trauma-related symptoms may go missed in
autistic youth: a US study comparing a cohort of young people who experienced
emergency psychiatric evaluations found autistic youth were 42% less likely to
receive a trauma diagnosis than non-autistic young people (Junewicz et al., 2024).

1.4.4 Individual differences in vulnerability to trauma-related

psychopathology/PTSD

Higher risk of adversity (Hartley et al., 2024) and mental health problems
(Kerns et al., 2020) compared to non-autistic children likely contribute to increased
risk of trauma-related symptomatology in autistic young people. It has also been
postulated that specific characteristics of autism may impact how a negative or
traumatic event is processed and perceived, increasing the risk of PTSD development
and trauma-related psychopathology.

In the general population, research has identified cognitive, environmental
and genetics factors that impact a person’s susceptibility to develop/maintain PTSD
symptomatology. Dahoun and colleagues (2024) conducted a meta-analysis of 21
studies, and found that the level of influence genes and environment had on risk of
PTSD development depended on the reporter of child victimisation, the type of
victimisation and how old a child was at the time of the victimisation. Genetic

heritability accounted for 36-40% of the variance in childhood victimisation
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(Dahoun et al., 2024), trauma and negative life experiences (Kendler & Baker,
2007). Heritable cognitive features may also contribute to the appraisal, formation of
memories and reporting of events as victimisation. For example, individual
differences in executive function are partially heritable, and may contribute to the
ability to supress unwanted memories and play a role in maladaptive avoidance
strategies.

Theoretical models of PTSD include fear conditioning (Careaga et al., 2016),
neo-conditioning theories (Mineka & Zinbarg, 2006), the Ehlers and Clark cognitive
model (Ehlers & Clark, 2000), and dual representation theory (Brewin & Ehlers,
2023). The latter two complementary cognitive models of PTSD are illustrated in
Figure 1.1 and highlight cognitive vulnerabilities to developing and maintaining
PTSD symptoms (Brewin et al., 1996; Ehlers & Clark, 2000).

The Ehlers and Clark model (Figure 1.1A) describes how characteristics of
trauma, individual differences before a trauma, coping and cognitive processing
during the trauma contribute to the development of PTSD. Brewin and colleagues’
(1996) dual processing model (Figure 1.1B) offers a complementary model and
describes how trauma memories are stored as both verbally and situationally
accessible memories. Together they suggest that peri-traumatic processing influences
how trauma memories are encoded and appraised, which in turn shapes the
emotional and sensory nature of the trauma memory and its associated triggers.
Verbally accessible memories are consciously retrievable and give rise to negative
appraisals (e.g., rumination) which contributes to the feelings of current threat
associated with the memory. Situationally accessible memories contain the emotional
and sensory information about the trauma that are automatically triggered by stimuli
associated with the event. When the memory is triggered, both negative appraisals
and re-experiencing of sensory and emotional elements of the trauma contributes to
feelings of current threat and prompt maladaptive coping strategies to avoid or
control these feelings. It is hypothesised to be this interplay between memory
formation, memory appraisals, current threat perception, and control strategies that

contributes to the development and maintenance of symptoms.
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Figure 1.1 Cognitive models of PTSD. (A) The Ehler's and Clarke Model (2000), and (B)
Brewin’s (1996) dual representation theory.

A meta-analytic review identified several cognitive or emotional processes or
experiences that occur during or immediately after the trauma, including subjective
feelings of threat, dissociation and data-driven processing, that are peritraumatic risk
factors for PTSD in children and adolescents (Memarzia et al., 2021). Interestingly,
there was no moderation effect of the type of trauma (interpersonal versus not
interpersonal). Similarly, a study of children (age 10 to 18 years) in out-of-home
care, by Hiller and colleagues (2021), identified that while cognitive processes
(maladaptive appraisals of memories, memory quality and coping, which measured

rumination and avoidance) had moderate to strong associations with PTSD or
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CPTSD symptoms at baseline and at a year follow up, the severity of the
maltreatment when they entered into care was not associated with PTSD/CPTSD.
Together these findings suggest that these cognitive risk factors may drive PTSD
symptoms regardless of trauma type or severity. Similarly, when examining a
broader population sample of longitudinal data from the Adolescent Brain Cognitive
Development (ABCD) study, Vendechkina and Holmes (2024) found that different
forms of adversity were generally not related to distinct cognitive profiles in 10 to 12
year old children. This study used a data-driven approach to investigate the mental
health impact of retrospective reports of adversity and performance on cognitive
tasks measuring aspects of memory, verbal and non-verbal reasoning, reward
processing, cognitive flexibility and emotional processing. They found cognitive
measures were able to predict with good accuracy if a child had been exposed to
moderate-to-severe adversity, and that children who experienced early adversity had
worse mental health and lower cognitive abilities than children who had not.
However, somewhat counter to cognitive models, there was no evidence that their
cognitive differences were linked to their mental health difficulties. However, in
children with no adversity, there was a link between cognitive differences and mental
health. Potentially adversity was strongly associated with mental health difficulties,
which may have decreased the variability within the adversity exposed children and
overshadowed the potential impact of cognitive factors. These mixed findings
highlight the complexity of trauma-related mental health across different populations
and developmental stages.

However, there is a growing body of research pointing to the presence of
these cognitive risk factors in autistic people being associated with PSTD
symptomatology, or autistic traits themselves driving the development of PTSD.
Indeed, cognitive risk factors for PTSD have been shown to be related to
symptomatology in autistic people, including everyday and working memory deficits
(Rumball, Brook, et al., 2021), poor verbal working memory (Wang et al., 2017),
sensory sensitivities (Weiland et al., 2020), brooding rumination (Golan et al., 2022),
emotional dysregulation (Mazefsky et al., 2014), thought suppression (Rumball et
al., 2021a) and social withdrawal (Brosnan & Gavin, 2023). It has been proposed
that such factors may represent a vulnerability pre-, peri and post-trauma, in autistic
children and those with high autistic traits, towards the development of PTSD
(Haruvi-Lamdan et al., 2020; Kerns et al., 2015; Rumball et al., 2021b). More data is
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needed to establish what specific pre-, peri- and post- trauma risk factors impact
PTSD development in autistic young people, and if the social-emotional-behavioral
profiles of PTSD presentation differ from those seen in trauma-exposed non-autistic
children.

Lim and young (2025) explored the perceptions of 50 autistic young adults
on the ways that autism and experiencing trauma interacts, using a qualitative survey.
The authors report that the autistic people felt that that autism can amplify the impact
of stressful life events, as well as the barriers to support, and that autistic behaviour
can contributes to how one copes, in both healthy and unhealthy ways. Cross-
sectional studies online (Stewart et al., 2020) and in clinical settings (Dell’Osso et
al., 2024) with adults with high autistic traits show that they self-report more
childhood trauma and PTSD symptoms than those in low trait comparison groups.
Dell’Osso and colleagues (2024) found that certain autistic traits - rigidity, sensory
sensitivity, non-verbal communication difficulties and rumination - were associated
with trauma and trauma-related symptomatology. These autistic traits may make
autistic people susceptible to developing trauma-related symptoms, or the overlap
may reflect shared underlying constructs rather than distinct phenomena. There is a
significant gap in our understanding of how autistic traits in childhood specifically
may relate to trauma exposure and psychological outcomes across development.
Chapter 3 explores if autistic traits in children, which likely reflect autistic-like
cognitive styles, are related to later trauma exposure, PTSD, psychopathology and

functioning.

1.4.5 Overlapping symptoms and diagnostic overshadowing

Recognizing risk and vulnerabilities only has utility if it can be implemented
into clinical practice. Mental healthcare of autistic children faces several barriers
(Sapiets, 2020) including differential presentation, difficulties with communicating
emotions, and diagnostic overshadowing. There are features of autism that overlap
with PTSD presentation, such as sensory sensitivity, sleep problems and repetitive
play, which may lead to different presentations of PTSD symptoms (Al-Attar &
Worthington, 2024 ; Stavropoulos et al., 2018). Behavioral trauma-related symptoms
and autistic characteristics can appear similar in young children; which creates
difficulties in differentiating between the developmental profiles of children who

have experienced trauma, autistic children and autistic children with trauma
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histories. Mehtar and Mukadde (2011) found that 18 of 69 young people at an autism
outpatient clinic had experienced trauma. Following traumatic experiences, these
children exhibited changes including significantly decreased communicative ability
and self-care skills, and significantly increased stereotypic behaviour, aggression,
distractibility, sleep disorders and self-injury. Severe attachment issues and autism
also have overlapping symptoms of social, emotional and communication difficulties
(May et al., 2021; Moran, 2010). As these symptoms overlap with common autism
presentations, there is risk of clinicians misattributing these trauma-related
behavioural changes to the child's autism, potentially leading to missed or
misdiagnosis.

This overlap can make diagnosis difficult, and trauma-related symptoms hard
to recognise in this population. This thesis explores clinicians’ (Chapter 4) and
teachers’ (Chapter 6) perspectives on this. Clinicians were specifically asked about
differential diagnosis, and the relevant literature is reviewed in more detail in

Chapter 4.

1.4.6 Support and treatment of PTSD in autistic people

The systematic review in Chapter 2 (Quinton et al., 2024), was only able to
identify one study of PTSD treatment in autistic people; Eye Movement
Desensitization and Reprocessing (EMDR) showed promise as an ‘add on’ therapy
in 21 autistic adults, reducing PTSD symptoms (Lobregt-van Buuren et al., 2019).
No treatment studies were identified for children and young people in Chapter 2. A
systematic review of controlled trials showed that trauma focused cognitive
behavioural therapy (TF-CBT) is the best supported PTSD treatment for maltreated
non-autistic children and adolescents (Bennett et al., 2020). Although autism specific
adaptations for TF-CBT have been proposed in areas of emotion regulation,
graduated exposure, cognitive restructuring, and psychoeducation (Stack &
Lucyshyn, 2019), these have not been empirically tested in children. There has been
a recent proof-of-concept study for telehealth-based TF-CBT with 17 autistic young
people aged 10-17 years. This was shown to significantly reduce PTSD symptoms
up to a month follow-up (McDonnell et al., 2025).
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1.5 Thesis Overview

1.5.1 Aims

In this thesis I aim to explore trauma experiences and trauma-related mental
health outcomes in autistic young people, and how we support them in educational
and clinical contexts. Broadly, this thesis aims to:

Chapter 2: update the work by Rumball (2019) to provide a current
systematic review of PTSD in autistic people;

Chapter 3: investigate if higher autistic traits in childhood predispose
individuals to trauma exposure, PTSD and worse general psychopathology, as well
as greater functional impairment by age 18 years;

Chapter 4: develop a better understanding of how autism experts approach
the complexities of differential diagnosis of autism from CPTSD and attachment
difficulties;

Chapter 5: explore rates of peer victimisation, maltreatment and poor mental
health in neurodivergent adolescents;

Chapter 6: explore teachers’ perspectives on how they support traumatised

autistic students in the classroom.

1.5.2 Chapter overview

To set the scene for the subsequent empirical studies, Chapter 2 presents a
systematic review (published as Quinton et al., 2024) of recent literature on
assessment and treatment of PTSD in autistic people. Chapter 3 presents work
(published as Quinton et al., 2025) utilising longitudinal data from 1,501 young
people who were part of two overlapping twin datasets to assess autistic traits’
relationship with PTSD diagnosis, trauma exposure, psychopathology and function.
Chapter 4 delves into the challenge of overlapping presentations and co-occurrence
in the clinic and qualitatively explores how autism practitioners’ approach
diagnosing complex PTSD, attachment difficulties and autism using a framework
analysis of data from an online Delphi survey. To explore trauma exposure in
schools, in Chapter 5 we investigated if being neurodivergent is associated with
increased peer victimisation and maltreatment in 11,083 secondary school students
who completed the OxWell Student Survey in 2023. Here, we also explore if being
neurodivergent has a moderating effect on the relationship between peer

victimisation and mental health outcomes. Fifteen teachers from both mainstream
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and SEN schools were interviewed for Chapter 6, where I present their perspectives
on teaching and supporting traumatised autistic pupils, from reflexive thematic
analysis. Finally, Chapter 7 will synthesise and discuss the main findings of this
thesis, overarching implications and how they relate to existing research. Possible

future directions will also be explored.
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Chapter 2: The assessment and treatment of post-traumatic stress
disorder in autistic people: a systematic review

2.1 Published manuscript

This chapter contains the following published manuscript:

Quinton, A. M. G., Ali, D., Danese, A., Happé¢, F., & Rumball, F. (2024). The
assessment and treatment of post-traumatic stress disorder in autistic people: a

systematic review. Review Journal of Autism and Developmental Disorders.
https://doi.org/10.1007/s40489-024-00430-9
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Abstract

Adverse life events and mental health conditions are unfortunately common amongst autistic adults and children; this may
present a vulnerability to developing post-traumatic stress disorder (PTSD). This systematic review provides an update of
Rumball's (Review Journal of Autism and Developmental Disorders, 6, 294-324, 2019) systematic review of PTSD in autistic
individuals and identifies I8 new studies published from 2017 to 2022, reflecting increased research interest in PTSD in
autistic populations. Included literature suggests that autistic adults and children experience more severe PTSD symptoms
compared to their non-autistic peers, with at least comparable rates of occurrence. We provide a comprehensive overview
of this emerging field and identify the need for future research to validate PTSD symptom assessment tools and treatment

strategies and investigate unique manifestations of trauma-related symptoms in autistic individuals.
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Autism spectrum disorder (ASD) is defined by difficul-
ties with social communication, repetitive behaviours, and
restricted interests (American Psychiatric Association,
2013). Autistic children and adults have higher prevalence
of mental health conditions when compared to non-autistic
peers (Kerns et al., 20204, b), with particularly high rates of
anxiety disorders. Formerly classified as an anxiety disorder,
post-traumatic stress disorder (PTSD) is a psychiatric dis-
order that can develop after experiencing a traumatic event.
PTSD is characterised by persistent re-experiencing of the
traumatic event, such as flashbacks and intrusive memories,
as well as avoidance, negative appraisal, and hypervigilance
to threat (Smith et al., 2019). If untreated, PTSD can have
a detrimental impact on a person's life, work, and relation-
ships. It is therefore essential that clinicians, researchers,
and society have clarity on the conceptualisation, preva-
lence, assessment, and support for PTSD in neurodiverse
populations.
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Autistic people are at heightened risk of experiencing
traumatic events, adverse childhood experiences (ACES),
bullying (Hoover & Kaufman, 2018; Kerns et al., 2015),
stigma, and discrimination (Han et al., 2022; Turnock et al.,
2022). Because of the greater exposure to triggering events,
autistic people could also have a greater likelihood of devel-
oping trauma-related symptoms compared to non-autistic
people (Kerns et al., 2015). Until recently, PTSD has argu-
ably been neglected in studies of mental health in autistic
populations, despite multiple factors that may contribute
to autistic people's likelihood of developing the disorder.
Alongside considering societal factors and trauma exposure
risk, it is possible that some cognitive and sensory char-
acteristics associated with, but not necessarily inherent to,
being autistic, such as alexithymia (difficulty identifying
own emotions) and cognitive inflexibility, may make autis-
tic people more susceptible to trauma-related symptoms or
their maintenance. Despite this, research on autism-specific
expressions of post-traumatic stress, and treatment adapta-
tions for post-traumatic stress psychopathology, is lacking
(Peterson et al_, 2019).

Publications on PTSD within autistic groups recently
increased, and several narrative reviews have been con-
ducted (Haruvi-Lamdan et al., 2018; Hoover, 2020; Lobregt-
van Buuren et al., 2021; Peterson et al., 2019). These reviews
highlight the overlap of pathways that potentially might
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connect autism and PTSD, in particular, emotion regula-
tion and sensory sensitivities, and propose that autism may
lead to 'diagnostic overshadowing” of PTSD symptoms in
clinical contexts—when all difficulties experienced by an
autistic person are attributed to autism leading to missed
PTSD diagnoses.

A previous systematic review of studies of PTSD in
autism between 1980 and 2017 (Rumball, 2019) called
for large-scale, well-controlled, gender-balanced studies
using multi-informant and epidemiological data to assess
the effects of trauma and the prevalence and nisk of PTSD
in autistic individuals compared to the general population.
The review collated available data to produce estimates of
PTSD prevalence in autistic adults and children, which were
the same or higher in autistic people than in the general
population. However, to date, there is no epidemiological
population-based estimate for prevalence of PTSD in
the autistic population. The review identified a need for
investigations into different presentations of PTSD in autistic
children and adults and the unique impact of trauma and
PTSD on core autistic traits. Rumball (2019) concluded
that for PTSD diagnosis and treatment, assessment tools
are needed that can appropriately distinguish between
characteristics of autism and symptoms of PTSD, and that
validation of PTSD treatments in autistic people is crucial.

Here, we have sought to update the work by Rumball
(2019) to provide a systematic overview of this emerging
field.

Methods
Search

This systematic review was registered with PROSPERO
(ref: CRD42021293550) and conducted in accordance
with PRISMA guidelines (Page et al., 2021). The search
for studies published in the English language since the
termination of Rumball’s (2019) systematic review search
(May 2017), up until January 2023, was conducted in
PubMed, Web of Science, Embase, Scopus, Cochrane
Library, PILOTS, PsychlInfo, and Medline.

We followed the inclusion and exclusion criteria
described in Rumball (2019). The following search terms
were used: ‘autis*’, ‘asperger*’, ‘Pervasive developmental
disorder', 'PDD-NOS’, ‘childhood disintegrative disorder’,
in combination with: ‘posttraumatic stress disorder’, 'post-
traumatic stress disorder’, ‘post traumatic stress disorder’,
‘PTSD’, ‘acute stress disorder’, 'acute stress reaction’, or
‘trauma*’. Publications were considered for inclusion in the
full-text analysis if they reported primary data pertaining to
PTSD assessment, prevalence, or treatment in one or more
individuals of any age with a diagnosis of ASD. We included

@ Springer

studies with cross-sectional, longitudinal, experimental,
case series, and randomised controlled trial designs. We
excluded reviews, meta-analyses, theoretical articles, and
grey literature (e.g., conference abstracts, theses, and book
chapters). Studies that did not use a formal diagnosis of
PTSD or a clinically significant score on a standardised
diagnostic scale for PTSD were excluded. We excluded
any study that did not include individuals with a confirmed
diagnosis of an ASD, which included Asperger’s disorder/
syndrome, autistic disorder, childhood autism, atypical
autism, pervasive developmental disorder not otherwise
specified (PDD-NOS), and childhood disintegrative disorder.

All titles and abstracts were first imported into Endnote,
duplicates were then removed, and an initial screening of
titles and abstracts was conducted. The entire search and
screening process was conducted independently by AQ and
DA. Any disagreements over eligibility were discussed and
resolved between the reviewers and FR.

Data Extraction

Data on sample characteristics, assessment, prevalence,
presentation of PTSD (method of PTSD diagnosis,
proportion of PTSD cases in the autistic sample, outcome of
the assessment, symptom presentation, and/or comparisons
across groups), and PTSD treatment (treatment method,
treatment outcome measure, time points for outcome
measurement, and outcome of treatment) were extracted for
group studies (e.g., cohort or case—control studies) and case
studies. Extraction was conducted by both AQ and DA, and
narrative synthesis was conducted by AQ.

To collate data on PTSD prevalence, studies were
classified as reporting current or lifetime PTSD in children
and adolescents (under 18 years of age) or in adults (18 years
and older). If the study included a range of ages, the mean
age was used to classify it. Within these age groups, studies
were collated separately according to their method of PTSD
assessment, collating together those that reported rates of
diagnosis given by a clinician or diagnostic interview
and those that used questionnaire cut-off thresholds (e.g..
PCL-5).

Quality Assessment

Observational cohort and case—control studies were
assessed using a modified version of the Newcastle—Ottawa
Scale (Wells et al., 2012), and cross-sectional studies were
assessed using Joanna Briggs Institute (JBI) checklists
(https://jbi.global/critical-appraisal-tools). Where available,
we assessed and reported the method of autism and/or
PTSD diagnosis in all studies. Any disagreement in quality
assessment was discussed by AQ and DA. If no resolution
was reached, FR and FH were consulted. Studies were
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not excluded from synthesis on the basis of the quality
assessment.

Results
Study Selection

The search returned 3241 publications, 1730 of which were
duplicates, leaving 1511 papers for title and abstract screen-
ing. At the stage of title and abstract screening, 1668 papers
were excluded (here, the inter-rater reliability was 72.5%),
leaving 40 papers for full-text screening. The excluded
papers at the title and abstract screening stage were either
not the desired publication type (reviews, grey literature, let-
ters to the editor, and conference posters), not in populations
with professionally diagnosed autism (for example, partici-
pants were parents or professionals working with autistic
people), did not concern the assessment of PTSD in autistic

Fig.1 PRISMA flow diagram

individuals, or were not in English. From the remaining 40
papers that were retrieved for full-text screening, 18 studies
met the inclusion criteria (inter-rater reliability was 86.5%).
Full details of study selection can be seen in the PRISMA
flow diagram (Fig. 1), and study characteristics for the final
I8 papers are detailed in Table 1. Results are described
below, split into assessment, rates, and treatment of PTSD
in autistic people.

Assessment of PTSD in Autistic People

All 18 studies reported information on the assessment of
PTSD in autistic people, 10 were cross-sectional group stud-
ies (Bitsika & Sharpley, 2021 Brenner et al., 2018; Hoch
& Youssef, 2020; Hoover & Romero, 2019; Kupferstein,
2018, 2020; Reuben et al., 2021, 2022; Rumball et al., 2020,
2021a), four were case—control studies (Golan et al., 2022,
Haruvi-Lamdan et al., 2020; Paul et al., 2018; Rumball
et al., 2021b), three were case studies (Carmassi et al., 2019,

for systematic reviews
PILOTS (n=112) b oo dsenoiech clMlLis:
Pubmed (n=487)
Scorpus (n = 752)
Web of Science (n = 703)
v
m;&cmm | »| Rocords excluded (n = 1468)
Reports sought for retseval . Reports not retreved
h n=42) n=2)
l No PTSD diagnosis
or
m-""""'"". w | measure (n=17)
No ASD diagnosis (n=5)
Duplicate from Rumball
l (2019) review (n=1)
Studies included in review
n=18)
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Fazel et al., 2020, Kildahl & Jorstad, 2022), and one was a
non-randomised add-on study where participants were their
own controls (Lobregt-van Buuren et al., 2019). Details of
each study are shown in Table 2.

Group Studies

The 15 group studies reported assessment of PTSD in a total
of 5607 autistic people. Of these studies, eight reported on
a total of 923 adults (Golan et al,, 2022; Haruvi-Lamdan
et al., 2020; Lobregt-van Buuren et al., 2019; Reuben et al.,
2021, 2022; Rumball et al., 2020, 20214, b), five reported
on 4224 children (Bitsika & Sharpley, 2021; Breaner et al.,
2018; Hoch & Youssef, 2020, Hoover & Romero, 2019, Paul
ctal., 2018), and two studies reported on the same population
of 460 respondents of mixed ages (Kupferstein, 2018, 2020).
All but one study (Bitsika & Sharpley, 2021), which recruited
only boys, included mixed genders. Of the mixed studies, the
proportion of women/girls ranged from 15.4% (Paul et al.,
2018) to 61.02% (Rumball et al., 2020, 2021a).

Group Studies: Assessing Trauma Exposure in Autistic
People

Ten of the group studies assessed participants for trauma
exposure using questionnaires that were comparable with
DSM-5 criteria A type traumas; six used the Life Events
Checklist for DSM-5 (LEC-5) (Haruvi-Lamdan et al., 2020,
Reuben et al., 2021, 2022; Rumball et al., 2020, 2021a, b),
one used the Juvenile Victimisation Questionnaire (JVQ)
(Paul et al., 2018), and two used similarly comprehensive
lists of clinically significant traumatic life events (Golan
et al., 2022; Hoover & Romero, 2019). In one study, doctors
used an unstructured interview that reported negative life
events as 'stressors’ in the EMR (Hoch & Youssef, 2020);
here, the trauma types listed are compatible with DSM-5
criterion A type traumas. Of these ten studies, three also
assessed non-DSM-5 traumas, using the qualitative response
in the LEC-5 to record ‘other’ traumatic events (Rumball
et al., 2021b) or enquiring if any other event felt traumatic,
caused avoidance or intrusions (Rumball et al., 2020, 2021a).
One of these studies gives full details of non-DSM-5 events
reported (Rumball et al., 2020), the most common of which
were bullying, bereavement, and events linked to other men-
tal health problems (e.g. ‘breakdowns’). Stress related to
difficulties socialising, as well as abonnement by significant
others, were also reported by multiple people. Three group
studies focused on assessing post-traumatic stress as a result
of a specific traumatic experience; bullying (Bitsika & Shar-
pley, 2021), physical, sexual, or emotional abuse (Brenner
et al, 2018), and an autism intervention (Kupferstein, 2018,
2020).

In the case—control studies, autistic groups had
significantly higher trauma exposure than the non-autistic
groups (Haruvi-Lamdan et al., 2020; Rumball et al., 2021b),
had significantly higher lifetime victimisation JVQ scores
and victimisation by peers and siblings (Paul et al., 2018),
and reported higher numbers of negative social events
(Golan et al., 2022; Haruvi-Lamdan et al., 2020).

Group Studies: Assessing PTSD Symptoms in Autistic
People

The studies assessed PTSD using different measurement
tools. The most commonly used in studies with autistic
adults was the PCL-5, which was used by cight studies to
assess PTSD symptoms to indicate likely PTSD (Golan
et al, 2022; Haruvi-Lamdan et al., 2020; Paul et al., 2018,
Reuben et al., 2021, 2022; Rumball et al., 2020, 20214, b).
One study used the Impact of Event Scale-Revised (IES-
R) and the Adapted Anxiety Disorders Interview Schedule
(ADIS-C) PTSD section version for adults with mild to
borderline ID (Lobregt-van Buuren et al., 2019). Two
studies also asked for participants to self-report professional
psychiatric diagnoses, including PTSD (Reuben et al., 2022;
Rumball et al., 2021a). The five studies with autistic children
used versions of the PTSD-specific items from Child and
Adolescent Symptom Inventory (CASI) (Bitsika & Sharpley,
2021; Brenner et al., 2018), the UCLA post-traumatic stress
disorder reaction index for DSM-5 (Hoover & Romero,
2019), and diagnostic information from clinicians either
from inpatient treatment team (Brenner et al., 2018) or
electronic medical records (Hoch & Youssef, 2020).

Four case—control studies assessed PTSD in groups of
both autistic and non-autistic children and adults (Golan
et al, 2022; Haruvi-Lamdan et al., 2020; Paul et al., 2018,
Rumball et al., 2021b). These case-controlled studies found
that the PTSD Checklist for DSM-5 (PCL-5) scores were
significantly higher in autistic children (Paul et al., 2018)
and adults (Golan et al., 2022; Haruvi-Lamdan et al., 2019,
Rumball et al., 2021b) when compared to non-autistic
control groups. These group differences could be biased
by confounding. However, of these case—control studies,
one matched the groups for sex and age (Paul et al., 2018)
and three stated the control groups did not significantly
differ for age, gender (Golan et al., 2022; Haruvi-Lamdan
et al., 2020; Rumball et al., 2021b) or socioeconomic status
(Haruvi-Lamdan et al., 2020). Two studies controlled in
their analysis for significantly higher education in the non-
autistic group (Golan et al., 2022; Haruvi-Lamdan et al.,
2020}, one of which also controlled for existing psychiatric
diagnosis as this was higher in their autistic group (Golan
et al., 2022). These case—control studies did not recruit on
the bases of trauma exposure or match groups for level of
trauma exposure (which was higher in the autistic groups).
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Three studies directly compared specific PTSD symptom
domains between autistic and non-autistic groups (Golan
et al., 2022; Haruvi-Lamdan et al., 2020; Paul et al., 2018).
None of these studies actively recruited for trauma exposure.

Table 3 details which core PTSD symptoms significantly
differed and which did not across these studies.

Group Studies: Influence of Sex or Gender on PTSD
Symptoms in Autistic People

Seven studies examined the influence of sex or gender on
PTSD symptoms. Three studies showed no effect of gen-
der on symptom severity scores (Paul et al., 2018; Rumball
et al., 2020, 2021b), and one reported no significant gen-
der difference in the small number of PTSD cases (N=7
(2%)) (Brenner et al., 2018). Three papers reported signifi-
cantly more PTSD symptoms in women (Haruvi-Lamdan

et al., 2020; Reuben et al., 2021, 2022); one study (Haruvi-
Lamdan et al., 2020) reported that overall symptom sever-
ity and hyperarousal symptoms were significantly higher in
autistic females than non-autistic females, a pattern not seen
in the males in this study. Only two papers from Reuben
and colleagues (Reuben et al. 2021, 2022) reported more
detailed gender identity demographics and found that cis-
gender women and gender minorities were more likely to
meet PCL-5 cut-off than cisgender men.

Case Studies

Three papers reported case studies of PTSD in autistic peo-
ple; two case studies of autistic adults (one woman and one
man) and one of an adolescent girl. The autistic man was
severely intellectually disabled (ID), the adolescent girl
had borderline ID, and the adult woman had average/above

Table 3 Core PTSD symptoms that were compared in autistic and non-autistic participants in case-coatrol studies

Core PTSD Symptom from DSM-5 (Symprom name as described in paper)

Study comparing autistic vs. noa-

aulistic groups
Golan Haruwi Paul
etal Lamdanetal.  etal
(2022) (2020) (2018)*
Criterion B: Presence of intrusion symptoms associated with the traumatic event
Recurrent, involuntary, and intrusive distressing memories of the traumatic event (‘Intrusions’, “Putting A=N A=N
back inte action in games or activities’)
Recurrent distressing dreams ('Nighrmares') A=N
Dissociative reactions where individual feels the trauma is reoccurring. (*Re-experiencing’, A>N A>N
‘Flashbacks")
Marked physiclogacal reactions to internal or external cues that symbolise or resemble an aspect of the A>N A>N
traumatic event (Hyper-arousal’)
Criterion C: Persistent avoidance of stimuli associated with the traumatic event
Avoidance of or efforts to avoid distressing memornies, thoughts, or feelings, and external reminders A=N A=N A>N
Criterion D: Negative alterations in cognations and mood associated with the traumatic event
Inahility to remember an important aspect of the traumatic event (‘Selective ammesia of facts') A=N
Persistent negative emotional state (*Negative alterarions in mood and cogmition” (both Golan et al. A>N A>N A=N
(2022) & Haruvi-Lamdan et al., (2020), ‘sadness' (Paul et al. (2018))
Persistent inabality to experience positive emotions (“Emotional anaesthesia’) A=N
Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world A>N A=N
(‘' Brooding ruminarion’, ' Pessimism')
Markedly diminished interest or participation in significant activities (‘Anhedonia’) A=N
Feelings of detachment or estrangement from others (“Social isolarion”) A>N
Criterion E: Marked alterations in arousal and reactivity associated with the traumatic event
Irritable behavioar A=N
Problems with concentration A>N
Slkeep disturbances (‘Insomnia') A>N
Hypervigilance A>N

This table outlines which of the DSM.5's diagnostic criteria for PTSD were assessed by the studies comparing autistic (A) and non-autistic
(N) children (Paul et al., 2018) and adults (Golan et al,, 2022; Haruvi-Lamdan et al., 2020; Paul et al,, 2018). Where symptoms were described
using different language, or could be used as a proxy, these are included in brackets in the order the studies appear in the table. ‘A > N' indicates
that symptoms were found at higher prevalence in the autistic group compared to non-autistic group, whereas ‘A =N" indicates no significant

difference between groups. *Chaldren
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average 1Q. Both the autistic woman and the autistic girl
were inpatients at psychiatric units, presenting with other
psychiatric difficulties; the autistic girl was admitted with
psychosis (Fazel et al., 2020), and the autistic woman with
type II bipolar, binge eating, and panic disorder (Carmassi
et al., 2019). PTSD was described to be the main driver
behind the young girl’s psychotic symptoms (Fazel et al.,
2020). For the autistic woman, her childhood trauma and
autism diagnosis were only detected during her hospitali-
sation for other mental health difficulties (Carmassi et al.,
2019). The middle-aged man was referred to outpatient
assessment for ‘problematic avoidance' and ‘challenging
behaviour' (Kildahl & Jerstad, 2022).

Sexual abuse, amongst other traumas, had been experi-
enced by the two autistic female participants (see Table 1)
(Carmassi et al., 2019; Fazel et al., 2020). In both cases, the
young girl and the adult woman were able to report their own
traumas. The autistic man with ID's traumas was reported
by other informants (Kildahl & Jerstad, 2022). This was due
to the man’s verbal communication skills; he did not use
alternative communication strategies to communicated with
caregivers using objects and some limited language (20-30
words which included names and ‘regularly used idiosyn-
crasies’). The man’s difficulties, such as refusing to go to the
bathroom, were assessed as avoidant symptoms connected to
the caregiver neglect he was reported to have experienced.
This abuse included getting burnt in the shower; thus, it was
presumed that his avoidance had generalised to the whole
bathroom.

In terms of PTSD assessment, the case studies varied.
One detailed the symptom assessment scales used to assess
PTSD (Carmassi et al., 2019), one detailed that outpatient
assessment was completed by three experienced mental
health professionals (clinical psychologist, psychiatrist, and
ID nurse) (Kildahl & Jorstad, 2022), and one did not detail
how an assessment was made (Fazel et al., 2020). Given
the latter participant was an inpatient at a psychiatric hos-
pital, it may be assumed that a professional diagnosis was
made. None of the studies specified if DSM or ICD diag-
nostic guidelines were used. PTSD symptom presentation
was detailed for each patient and followed similar profiles
to PTSD in the general population. Symptoms included
re-experiencing and maladaptive coping (Carmassi et al.,
2019), avoidance of environments linked to trauma (Fazel
et al., 2020; Kildahl & Jerstad, 2022), continuous hypera-
rousal, negative cognitions, hypervigilance, panic attacks,
sleep difficulties, and suspected nightmares (the autistic
man was unable to report these himself) (Kildahl & Jprstad,
2022).

All the case studies discussed how autistic traits
impacted the assessment of PTSD symptoms. For example,
as the autistic man was unable to communicate verbally,
the authors noted that re-experiencing symptoms and

nightmares was hard to assess (Kildahl & Jprstad, 2022).
Autistic difficulties that were suggested to have impacted
the patient's encoding and subsequent processing of their
traumatic experience included poor memory recall, struggles
seeing different perspectives, low ability for new learning
(Fazel et al., 2020), and rumination (Carmassi et al., 2019).

Rates of PTSD Diagnoses in Autistic Populations

Of the studies included, 12 studies reported incidences of
PTSD; nine of these studies used symptom scales to assess
if people met cut-off for probable PTSD (Golan et al.,
2022; Haruvi-Lamdan et al., 2020; Hoover & Romero,
2019; Lobregt-van Buuren et al., 2019; Paul et al., 2018,
Reuben et al., 2022; Rumball et al., 2020, 20214, b), two
studies had people self-report if they had a current PTSD
diagnosis (Reuben et al., 2022; Rumball et al., 2021a), and
two used diagnoses made by mental health professionals
(Brenner et al., 2018; Hoch & Youssef, 2020). The mean
sample size of the studies was 427. However, one study
(Hoch & Youssef, 2020) had significantly larger numbers
(N=3744), as the children were recruited from a large
community sample through community services for autism,
developmental disorders, and mental illness. When this
large sample was removed, the mean sample size was 125,
Reported rates of PTSD ranged from 2 to 66.67%. The type
of clinical settings the participants were seen at influenced
how routinely someone was assessed for PTSD. The two
studies with the lowest rates of PTSD in autistic samples
were the only group studies to measure PTSD using clinician
diagnosis (Brenner et al., 2018; Hoch & Youssef, 2020) and
did so for children/adolescents. One of the studies used
diagnostic information from an inpatient treatment team
(2%) (Brenner et al., 2018) and the other used electronic
medical records (4%) (Hoch & Youssef, 2020). The study
with the highest proportion of PTSD diagnoses (66.67%)
(Lobregt-van Buuren et al., 2019) was recruiting trauma-
exposed participants to treat trauma-related symptoms with
Eye Movement Desensitisation and Reprocessing (EMDR)
therapy.

These 12 studies reported a total of 611 PTSD cases out
of a sample of 5076 autistic individuals (41.72% female).
Table 4 reports the percentage of PTSD cases when study
samples are pooled and grouped by PTSD assessment
method. As there were studies that selectively recruited
trauma-exposed participants or those with anxiety disorders,
these were subsequently removed to assess their weighting.

For studies reporting those who met the cut-off thresh-
old for PTSD on symptom questionnaires, seven studies
reported PTSD in 399 of 907 (43.99%, range 32-66.67%)
autistic adults, and two studies reported PTSD in 8 of
59 (13.23%, range 7.69-25%) autistic children. For stud-
ies reporting professional PTSD diagnoses, two studies
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reported a total of 218 of 4094 children (5.32%, range
2-4.25%) had a current PTSD diagnosis, and two stud-
ies reported 140 of 736 autistic adults (19.02%, range
10.17-19.79%) had a PTSD diagnosis in their lifetime.
There were 4 studies altogether that selectively recruited
trauma-exposed participants (Hoover & Romero, 2019;
Lobregt-van Buuren et al., 2019; Rumball et al., 2020,
2021a). This sampling strategy naturally inflated the
rates of PTSD, and these studies had higher rates of
people meeting PTSD cut-offs (49.62% in adults, range
45.28-66.67%; 25% in one study in children) compared
to those who recruited based on autism diagnosis alone
(43.02% in adults, range 32-44.74%; 7.69% in one study
in children). Collating the data from these studies from
2017 onwards with those included in Rumball’s (2019)
review from 1980 to 2017 (see Table 4) gives estimated
rates for autistic children and adolescents reporting cur-
rent (5.14%, range 0-5.88%) and lifetime (5.22%, range
0-17.39%) PTSD diagnoses and rate of autistic adults
with a diagnosis of PTSD in their lifetime (15.88%, range
0-19.79%).

Treatment of PTSD in Autistic People

Four studies investigated PTSD treatment in autistic peo-
ple. Of these, three were case studies and one was a group
study that utilised a non-randomised add-on design, where
participants first received sessions of treatment as usual
(TAU) and then received additional sessions of EMDR
therapy (Lobregt-van Buuren et al., 2019).

Group Study

Only one study empirically tested PTSD treatment in a
group of autistic people. Lobregt-van Buuren and col-
leagues (Lobregt-van Buuren et al., 2019) assessed the
efficacy of using EMDR as an add-on therapy in a group
of 21 autistic adults. The participants were recruited by
clinicians if they had suspected PTSD. Inclusion crite-
ria included a score of 4 or higher on a 'thermometer
card’ that is included in the PTSD section of the Adapted
Anxiety Disorders Interview Schedule-Children (ADIS-
C). This indicated participants had PTSD symptoms that
were related to an adverse event. In this study, the partici-
pants were treated as their own controls: after 6-8 weeks
of TAU, 8 EMDR sessions were added to TAU. PTSD
symptoms were assessed at four time points. The study
found that PTSD symptoms did not significantly improve
after TAU but did significantly improve after 8 sessions of
EMDR and remained stable at 6- to 8-week follow-up, as
reflected in both the ADIS-C and IES-R scores.

@ Springer

Case Studies

Autistic people’s experience of PTSD treatment was reported
in three case studies, with ages ranging from adolescence to
middle age (Carmassi et al., 2019; Fazel et al., 2020; Kil-
dahl & Jarstad, 2022). A form of psychological therapy was
used in all case studies. Narrative exposure therapy (NET)
(Fazel et al., 2020), adapted CBT (Carmassi et al., 2019)
and trauma-informed care (Kildahl & Jerstad, 2022) were
reported to be successful, while an exposure-based interven-
tion was reported to worsen avoidance symptoms (Kildzhl &
Jprstad, 2022). Two studies reported the outcome of PTSD
treatment on PTSD symptoms. NET resulted in reduced
aggression, self-harm, and reliving symptoms after 9-10
sessions (Fazel et al., 2020). An exposure-based interven-
tion, involving placing objects the man liked in the place he
was avoiding due to the traumatic experience, was discon-
tinued as it was reported to exacerbate his distress (Kildahl
& Jorstad, 2022). Only one case study reported medication
use: mood stabilisers and antidepressants were given for
other psychiatric comorbidities alongside CBT for trauma
claboration and resulted in global clinical improvement
(Carmassi et al_, 2019). The outcome of the adapted CBT
was not reported. The patient was also given aripiprazole for
reported autism-related “behavioural disturbances’.

Two of the case studies described autism-specific adap-
tations made to interventions. These included taking more
time with each component of the therapy process, repeated
explanations of the rationale for the therapy, written
prompts, conducting the sessions while walking—which
provided sensory coping mechanisms and reduced disso-
ciation (Fazel et al., 2020), and increasing staff sensitivity
to specific forms of non-verbal communication (Kildahl &
Jorstad, 2022).

Quality Assessment

Case—control studies were assessed using the Newcas-
tle-Ottawa Scale (NOS) (Wells et al., 2012), and the Joanna
Briggs Institute (JBI, 2016) critical appraisal tool was used
for cross-sectional studies (https://jbi.global/critical-appra
isal-tools). Both scales had eight items, with a maximum
score of eight (stars for NOS, “yes’ answers for JBI). The
study ratings are presented in Table 5 and 6.

The majority of the studies were of good quality, scor-
ing 5 or above. Brenner et al. (2018) and (Hoch & Youssef,
2020) were the strongest-rated studies. Both used diagnoses
from clinicians, the latter using electronic health records. In
terms of the latter, it should be noted that there are some-
times inaccuracies in record keeping. Other studies used val-
idated questionnaires and scales to measure PTSD symptoms
or severity: however, the majority of these were self-report
s0 were subject to possible self-report bias. Two papers, a
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Table § Quality assessment of methodology of case-control studies using Newcastle-Ottawa Scale (NOS) (Wells et al,, 2012)

Study Adequate Representative-  Selection  Definiion  Comparabil-  Ascertain.  Same Adequacy of  Total
definstion of  ness of the cases  of of controls ity of cases  ment of method of follow-upof  score
case controls and controls  exposure  ascertainment cohorts (max =8)

on the basis for cases and
of the design controls
or analysis
Haravi- - . L] . - . [
Lamdan
et al. (2020)
Rumball . ¢ * ¢ 4
etal,
(2021b)
Golanetal. * . . ¢ * ¢ 6
(2022)
Paul et al. g . . . g ¢ 6
(2018)

“Indicates study meets that quality criterion

primary and secondary analysis of the same data set, did not
score well (score of 2) and scored low on analysis clarity and
presentation of statistical results (Kupferstein, 2018, 2020).

With regards to selection bias, all of the studies recruited
based on whether the participants had an autism diagno-
sis, with four studies having an additional criterion that
participants had to be trauma exposed (Hoover & Romero,
2019; Lobregt-van Buuren et al., 2019; Rumball et al., 2020,
2021a). For the studies that did not stipulate trauma expo-
sure, thus capturing a more representative autistic popula-
tion, five attempted to prevent selection bias by not using
the word “trauma’ in recruitment materials (Rumball et al.,
2021b) or deliberately focusing recruitment advertisements
around topics other than trauma, such as dissociation (Reu-
ben et al., 2021, 2022) or ‘life events' (Golan et al., 2022;
Haruvi-Lamdan et al., 2020).

Five studies recruited exclusively from clinical services
(Brenner et al., 2018; Hoover & Romero, 2019; Lobregt-van
Buuren et al., 2019), two of which were limited to a specific
centre: a community mental health provider in Midwest
USA (Hoch & Youssef, 2020), and an ASD expert centre in
Bordeaux, France (Paul et al., 2018). The rest of the studies
used more than one mode of recruitment, including autism
charities, clinics, activity centres, recruitment lists, social
media, and online and off-line community adverts.

One group study recruited young boys only (Bitsika &
Sharpley, 2021), the rest had mixed-sex samples. All studies
that took place online had majority female samples, where
those with in-person testing were majority male. The major-
ity of the studies did not distinguish between sex and gender
and use these terms interchangeably: only two studies by the
same author considered both sex and gender identity and
investigated PTSD in non-binary autistic people (Reuben
etal, 2021, 2022).

Included group studies were generally biased towards ver-
bal autistic participants that had average to above average
1Q. Only one study stated that IQ level was not grounds for
exclusion (Brenner et al., 2018); 42% of their sample had an
1Q lower than 70 (the cut-off for ID). Six studies excluded
(or did not include) those with ID (Bitsika & Sharpley, 2021;
Golan et al., 2022; Haruvi-Lamdan et al., 2020, Lobregt-
van Buuren et al., 2019; Paul et al., 2018; Rumball et al_,
2020) and seven did not report if ID or IQ level was part of
the exclusion criteria (Bitsika & Sharpley, 2021; Hoch &
Youssef, 2020, Hoover & Romero, 2019; Kupferstein, 2018,
2020; Reuben et al., 2021, 2022; Rumball et al., 2021b).
Hoover and Romero (2019) do not report IQ, but do state
that specific verbal ability was not used as an inclusion
criterion.

None of the included studies report co-production or co-
design with autistic people. Only one study protocol was
reviewed by people with lived-experience of mental health
problems in the NIHR Feasibility and Acceptability Support
Team for Researchers (FAST-R) (Rumball et al., 2020), and
their suggestions were implemented into the study design.

Discussion

This systematic review updated and expanded on the origi-
nal review by Rumball (2019) which summarised studies
published up until 2017. The present review highlights an
increase in research interest in PTSD in autistic populations
in the last 6 years, as illustrated by the number of included
studies reporting PTSD symptoms in autistic individuals.
Since Rumball’s (2019) review, there has been a general
reconceptualization of PTSD away from the anxiety dis-
order classification and into a 'trauma and stressor-related
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disorder” category in the DSM-5. All but one (Hoch &
Youssef, 2020) of the currently included studies reported
use of PTSD symptom measures, in contrast to (Rumball,
2019) review, in which no studies did this. Our findings
suggest that, when compared to their non-autistic peers,
trauma-exposed autistic adults and children had more PTSD
symptoms, and our estimates suggest that PTSD occurs at
comparable rates in autistic individuals compared to the gen-
eral population rates. We also include the first pilot study
to investigate the efficacy of a PTSD treatment (EMDR
therapy) in autistic people.

The literature reviewed suggests that autistic people are
vulnerable to developing PTSD symptoms, potentially with
higher severity than their non-autistic peers. First, the syn-
thesis of case—coatrol studies showed PTSD symptoms were
higher in autistic adults and children when compared to non-
autistic individuals and suggested certain PTSD symptom
domains, such as some intrusion symptoms and negative
cognitions, were higher in autistic groups (see Table 3).
Higher PTSD symptoms could be impacted by the higher
trauma exposure found in the autistic participants, as the
case—control groups were not matched for levels of trauma
exposure. Therefore, it remains untested if differences in
PTSD symptom severity in the autistic people were due
to increased vulnerability to PTSD or simply higher lev-
els of trauma exposure in the autistic groups. There were
also symptom domains where autistic groups showed no
significant difference from non-autistic groups (Table 3).
This bears clinical relevance as, for example, no significant
difference in the presence of reflective rumination (Golan
et al., 2022) suggests that reflective abilities are an equally
meaningful resilience mechanism for autistic adults and may
be a viable skill to teach or enhance during trauma-focused
therapy.

Rumball and colleagues (Rumball et al. 20214, b) have
suggested that features of cognitive style in autistic peo-
ple may predispose to or alter the development of PTSD
symptoms. Cognitive models of PTSD suggest that cogni-
tive processing during the traumatic event, as well as nega-
tive appraisals, disjointed memories, and maladaptive cop-
ing strategies, leads to the development and maintenance
of PTSD symptoms in the general population (Ehlers &
Clark, 2000). Thus, specific cognitive styles and sensory
memory encoding, alongside predisposition for emotional
dysregulation and sensory arousal, may impact the forma-
tion of trauma memories and present a risk pathway to
traumatic sequelae to which autistic people may be espe-
cially prone. Included studies suggested that specific cog-
nitive features that are known risk factors for PTSD in the
general population may also augment PTSD symptomol-
ogy in autistic adults. Observational group studies showed
autistic adults had higher brooding rumination and poorer
working and everyday memory than non-autistic groups,

which significantly mediated the co-occurrence of autism
and PTSD symptoms (Golan et al., 2022; Rumball et al.,
2021b). Thought suppression was also associated with
higher PTSD symptom score in autistic individuals (Rum-
ball et al., 2021a). These findings are from modest-scale
observational studies (sample size ranging from 34 to 59),
so only provide initial estimates. However, they are echoed
anecdotally by case studies that highlighted excessive rumi-
nation, poor recall, and being non-speaking as factors that
impacted the presentation of PTSD in some autistic people
(Carmassi et al., 2019; Fazel et al., 2020; Kildahl & Jgrstad,
2022). Controlled studies recruiting trauma exposed autistic
people with and without PTSD and non-autistic compari-
son groups are needed to understand how characteristics of
autism interact with trauma experience and PTSD devel-
opment. It has been suggested that certain cognitive tasks
performed during or after a potential trauma may impact
memory consolidation and thus reduce involuntary nature
of subsequent intrusive thoughts (Holmes et al., 2009).
There are autistic characteristics that may prove similarly
protective or present alternative coping strategies that may
currently be interpreted negatively in deficit-based frame-
works of autism, such as self-regulating behaviours (e.g.
stimming and visual-based special interests) (Ng-Cordell
et al, 2022). To identify those most at risk and effectively
manage post-traumatic stress in autistic people, we need to
further understand specific cognitive strengths and vulner-
abilities that autistic people have in relation to the develop-
ment and maintenance of PTSD.

There has not, to date, been an epidemiological explora-
tion of the prevalence of PTSD in autistic people in popu-
lation-representative samples. In its absence, our estimated
rates from the current literature suggest that autistic adults
and children experience PTSD at, at least, similar rates to
non-autistic population estimates. We collated autistic sam-
ples from existing literature using the results from both the
present and Rumball's (2019) review to calculate estimates
of the percentage of autistic children and adults reporting
PTSD diagnosis at any point in their lifetime (c. 5% and
16%, respectively) and rate of children (c. 14%) and adults
(c. 44%) meeting PTSD symptom questionnaire cut-offs at
the time of the studies. It is crucial to consider these results
as a preliminary estimate, as the generalisability of these
estimated rates is constrained to the populations that took
part in the current available literature, which is not reflec-
tive of the diversity of people within the autistic community.
These collated estimates, and the rates reported in individual
studies, are comparable to those for non-autistic populations,
which also vary significantly from study to study (Schein
et al., 2021). In the UK, a large nationally representative
birth cohort of 2232 twins at age 18 years showed that 4. 4%
had experienced PTSD in the past |2 months, and 7.8% had
experienced PTSD at some point (Lewis et al., 2019). A
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systematic review synthesised 38 recent (2015-2019) studies
on PTSD in US populations and found lifetime prevalence
for adult civilians varied significantly and ranged from 3.4 to
26.9% (Schein et al., 2021). Rates of PTSD in studies using
professional diagnosis were far lower than those using symp-
tom questionnaire cut-offs (such as the PCL-5). In the cur-
rent review, the two studies that included both PCL-5 scores
and self-reported professional diagnosis for their participants
also showed that the number of participants meeting PCL-5
cut-off for PTSD was approximately double that of those
with a professional diagnosis (Reuben et al., 2022; Rumball
et al_, 2021a). This raises two concerns; first, autistic people
with trauma-related symptoms are going unrecognised and
untreated. Second, given the potential overlap in presenta-
tions of ASD and PTSD (Stavropoulos et al., 2018), existing
assessment tools may be overly sensitive for this popula-
tion; perhaps 'picking up' autistic traits instead of trauma
symptoms.

Since Rumball’s (2019) review, there has been little
progress in validating existing symptom scales to ensure
they are fit for purpose in autistic people. In a recent
Delphi study, less than 20% of experts endorsed accu-
racy of trauma measures for use in autistic young people
(Kerns et al., 2022). All of the studies included here that
reported on PTSD in adults used the PCL-5, a highly vali-
dated 20-item self-report checklist based on the DSM-5
criteria, with strong internal consistency, test-rest reli-
ability, and convergent and discriminant validity (Blevins
et al., 2015; Bovin et al., 2016). However, the PCL-5 has
never been validated in autistic individuals. Although pre-
liminary psychometric analyses of the interactive trauma
scale, which was piloted with 20 autistic children, sug-
gest convergent validity with the child self-report and
parent-report forms of the UCLA PTSD-RI (Hoover &
Romero, 2019), there are no validated, clinically available
PTSD scales for use with autistic people. Furthermore,
the symptoms investigated in the included studies were
confined to those used to diagnose PTSD in neurotypical
people. Future research is needed to investigate if there
are autism-specific presentations of PTSD that fall out-
side of the established symptomology, as well as ensur-
ing there are validated diagnostic tools that can assess
and discriminate PTSD symptoms from characteristics
of autism.

Clinicians may be overlooking trauma-related symp-
toms in response to events experienced by autistic peo-
ple as traumas, which otherwise fall outside of traditional
definitions. Increasingly, literature supports the importance
of subjective experience of traumatic events in develop-
ing PTSD and other types of psychopathologies (Brewin
et al, 2019; Danese & Widom, 2020) and the importance
of exploring the role of autistic perception and experience
on what is found to be traumatising (Kerns et al., 2015).

@ Springer

PTSD symptoms can and do arise from events that do not
qualify as traumatic according to the DSM-5 definition,
and several included studies by Rumball and colleagues
explored this in autistic adults and found no difference
in risk of PTSD associated with DSM-5 and non-DSM-3
qualifying traumas (Rumball et al., 2020). It has been
hypothesised that rates of trauma exposure could be exac-
erbated by autistic people experiencing a wider range of
events as traumatic, although when compared to non-
autistic adults, the frequency of these DSM and non-DSM
traumas did not differ between the groups (Rumball et al,
2021b). Complex PTSD following repeated exposure to cir-
cumstances experienced as traumatic has yet to be empiri-
cally explored in autistic children or adults, as revealed
by the present review. Given the reported impact of more
consistent day-to-day difficulties (e.g. stigma) on the men-
tal health of autistic people (Ghanouni & Quirke, 2023),
this warrants investigation. There are also experiences that
are specific to autistic people that may not be considered
when trauma is conceptualised in neurotypical populations.
Applied behavioural analysis (ABA), an autism interven-
tion, and its relationship to PTSD symptoms were explored
by Kupferstein (2018, 2020) in two papers from the same
study. Some autism advocates have raised concerns about
the safety of ABA (Wilkenfeld & McCarthy, 2020). In this
study, it was suggested that the therapy that set out to help
autistic children learn adaptive behaviours, as designed and
delivered by neurotypical clinicians, resulted in post-trau-
matic stress and adverse effects. However, caution must be
taken when drawing conclusions about ABA's relationship
to PTSD from this study, due to significant methodologi-
cal flaws (e.g. poor analysis clarity), as discussed by Leaf
et al. (2018). More generally, adopting a wide definition
of trauma and focusing on individuals® perception of, and
PTSD-like responses to, experiences, would appear to be
most fruitful for the study of PTSD symptoms in autistic
people.

In terms of treatment of PTSD (symptoms), this review
highlights that there is still a scarcity of research on how
best to approach PTSD treatment in autistic people. To
date, only one evidence-based treatment for PTSD—
EMDR—has been empirically tested and shown to sig-
nificantly reduce PTSD symptom severity in autistic indi-
viduals (Lobregt-van Buuren et al., 2019), and there are
no investigations into how being autistic may impact the
success of PTSD treatments. EMDR has been suggested to
be adaptable for autistic clients (Fisher et al., 2022), and
its successful use as an add-on therapy in a relatively small
sample indicates its therapeutic promise (Lobregt-van
Buuren et al., 2019). However, well-powered randomised
controlled trials are still needed to assess if the quality
and effectiveness of EMDR surpasses TAU in autistic
people diagnosed with PTSD. Likewise, trauma-focused
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CBT (TF-CBT) is the first-line treatment for PTSD in the
general population and shows high efficacy across ages
(Kar, 2011) but remains to be systematically investigated
in relation to PTSD in autistic individuals. Autism-specific
adaptations of TF-CBT have been theoretically proposed in
areas of emotion regulation, graduated exposure, cognitive
restructuring, and psychoeducation (Stack & Lucyshyn,
2019), and randomised controlled trials have shown effi-
cacy of adapting CBT to treat depression in autistic adults
(Russell et al., 2019a) and anxiety in autistic adolescents
(Storch et al., 2015). For psychotherapies, more generally,
the person-environment fit is an essential consideration and
specific adaptations should be considered when a patient
is autistic (Brook, 2023; Mazurek et al., 2023). Anecdo-
tal reports highlight the importance of careful considera-
tion of the individual needs of an autistic person suffering
from PTSD for successful use of psychological therapies,
including narrative exposure therapy (NET) (Fazel et al.,
2020) and adapted CBT (Carmassi et al., 2019), and use
of trauma-informed care to manage symptoms (Kildahl
& Jorstad, 2022). There is a clinical need to empirically
assess the efficacy of adaptations of evidence-based PTSD
treatment in autistic populations, particularly first-line
treatment employing TF-CBT.

All but one of the studies in this review required active
recruitment of autistic people, affecting the generalisabil-
ity of these findings as these studies were biased towards
autistic people with an official diagnosis who had the abil-
ity and motivation to volunteer for these studies. As in
Rumball (2019) review, autistic people with co-occurring
ID continue to be under-represented in the studies identi-
fied in this review and in the autism research field more
widely (Jack & Pelphrey, 2017; Russell et al., 2019a, b).
Low IQ has been associated with PTSD development in
neurotypical populations (Breslau et al., 2006). Given that
a population study showed around a third of autistic adults
also report ID (Rydzewska et al., 2018), co-occurring ID
may increase risk of PTSD development and make iden-
tification of PTSD more difficult in some autistic people
(Borghus et al., 2018; Mevissen & de Jongh, 2010). ID
may also bring specific barriers to an autistic person’s
ability to self-advocate and access care for PTSD. There-
fore, it is important to understand how trauma symptoms
manifest in this population. Autistic individuals with ID
are more likely to have specific care needs (Cooper et al.,
2006; Hewitt et al., 2017), and reliance on disability
services may make them vulnerable to new, or maintain
existing, traumatising situations. There is a push towards
promoting a trauma-informed care model in these services
(Rich et al., 2021). This is exemplified by the case study
describing PTSD symptoms of an autistic man trauma-
tised by scalding from being washed by his carer (Kil-
dahl & Jgrstad, 2022). In this case, a trauma-informed

care model was effective in managing PTSD symptoms
after an exposure-based intervention had made the indi-
vidual's avoidance symptoms worse. This highlights the
importance of considering the individual's perception of
treatment and thus their subsequent feelings of safety. In
a qualitative investigation of clinicians’ perspectives on
the ways PTSD may be overlooked in autistic patients
with ID, Kildhahl and colleagues (2020) highlighted that
for these patients, avoidance symptoms appeared less
specific to stimuli associated with the trauma, and avoid-
ance was less planned (more reactionary). The clinicians
highlighted that this more generalised response may make
PTSD symptoms less recognisable and patients more vul-
nerable to upsetting (triggering) stimuli. As the majority
of included studies excluded participants with ID, there
is a fundamental gap in the literature and a pressing need
for studies taking a more inclusive approach to empirically
investigate trauma-related symptoms in autistic people
with co-occurring ID.

On the issue of recruiting gender-diverse samples;
some progress has been made with the majority of the
studies including autistic women and girls, who have,
historically, been under-represented in autism research.
This is particularly important to the study of PTSD,
which in the general population is more common amongst
women (OIff, 2017). Additionally, research shows that
transgender people are at the high risk of PTSD (Marchi
et al.,, 2023; Reisner et al., 2016). A large population
study showed higher numbers of transgender and gender
diverse people are autistic when compared to cisgender
people (Warrier et al., 2020). Only two included studies
by the same researchers explicitly asked about and com-
pared people on a basis of gender identity (Reuben et al.,
2021, 2022). Future work should not only explore the
distinction between how sex and gender identity impact
PTSD risk and presentation but also ensure that this
critical information is not erased by binary demographic
data. Additionally, efforts should be made to specifically
recruit autistic individuals from marginalised populations
to explore intersectionality of PTSD risk.

Limitations

This review systematically identified literature pertaining to
the assessment, prevalence, and treatment of PTSD in autis-
tic people, since the termination of Rumball’s (2019) search
in 2017. This systematic review is limited by its inclusion
criteria, which only considered studies using standardised
PTSD scales and diagnoses, and studies pertaining to those
with an official autism diagnosis. This will exclude those
who self-identify as autistic and introduce a bias towards
studies with those who have the means to access an autism
diagnosis. Additionally, given the hypothesis that diagnostic
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overshadowing may lead to missed PTSD diagnosis in
autistic people, excluded papers investigating the impact
of adverse childhood experiences and bullying on autistic
people’s mental health, as well as studies demonstrating
the association between ASD traits and trauma exposure
or PTSD nisk in adults (Haruvi-Lamdan et al., 2019; Stew-
art et al., 2022), could provide valuable information on the
unrecognised trauma-related symptoms experienced by
autistic individuals. Qualitative studies involving medical
professionals and community service providers were also
excluded, yet provide important insights into the assess-
ment, diagnosis, and treatment of PTSD in autistic individu-
als. Our guality assessment rated studies that used clinical
diagnoses of PTSD as the highest quality papers, and some
studies were penalised for using self-report questionnaire
cut-offs, which were not deemed objective methods of meas-
urement by quality assessment tools. This was, in part, due
to these PTSD guestionnaires being subject to self-report
bias. However, self-report measures can also be a valuable
mode of mental health assessment, allowing insight into the
perspectives of the patient and avoiding possible clinician
bias. This may be of particular importance for autistic peo-
ple, for whom interacting with mental healthcare profes-
sionals may be particularly difficult (Au-Yeung et al., 2019;
Brede et al., 2022).

Conclusion

Untreated, PTSD has a profound impact on an individual’s
psychological wellbeing. This systematic review highlights
that, when compared to their non-autistic peers, trauma-
exposed autistic individuals display more severe PTSD
symptoms, with at least comparable rates of occurrence.
Despite there being promising research exploring PTSD
in autistic adults and children since Rumball's (2019)
review, it is crucial that future research validates PTSD
symptom assessment tools, explores unique challenges
and manifestations of trauma-related symptoms in
autistic individuals, and involves the autistic community
to understand research priorities and views around
experiencing PTSD as an autistic person. This will
ultimately lead to effective ways to diagnose and address
PTSD in autistic children and adults.
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Chapter 3: Autistic traits in childhood and post-traumatic stress
disorder as young adults: a cohort study
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Background: Despite the higher prevalence of childhood traumatic experiences and post-traumatic stress disorder
(PTSD) in autistic adults, research on trauma-related psychopathology and autistic traits in young people is lacking.
This study examined if high autistic traits in childheod predispose individuals to traumatic experiences, the
development of PTSD and general psychopathology, and greater functional impairment by age 18, in both the general
population and a subsample of trauma-exposed young people. Methods: Data were utilised from the Environmental
Risk (E-Risk) Longitudinal Twin Study, a nationally representative cohort of 2,232 same-sex twins born in
1994-1995 across England and Wales. Participants were a subset of children whose parents completed the
Childhood Autism Spectrum Test (CAST), during assessments at ages 8, 9 and/or 12 years (V= 1,504). We tested
associations between autistic traits in childhood and age-18 reports of lifetime trauma exposure, lifetime PTSD
diagnosis, general psychopathology (‘p-factor) and NEET status (‘not in employment, education or training).
Analyses were conducted controlling for sex, family socioeconomic status (SES), intelligence quotient (IQ) and
accounting for family clustering. Results: Higher autistic traits in childhood were significantly associated with
greater reports of lifetime trauma exposure (Odd Ratio [OR| = 1.26, 95% Confidence Intervals [CI] = 1.03; 1.54),
lifetime PTSD diagnosis (OR = 1.91, 95% CI = 1.29; 2.82), general psychopathology (beta = 3.22, 95% CI -~ 1.84;
4.60) and NEET status (OR = 1.48, 95% CI = 1.05; 2.09) at age 18. Only the associations of autistic traits with PTSD
and general psychopathology were robust to adjustment for potential confounders. Among trauma-exposed children,
autistic traits were also significantly associated with lifetime PTSD diagnosis (OR = 1.75, 95% CI = 1.15; 2.68) and
psychopathology (beta = 3.36, 95% CI - 0.68; 6.04) at age 18, but only the association with PTSD held when
adjusted for confounders. Conclusions: Our findings suggest a need to develop targeted assessments and
evidence-based treatments for PTSD to meet the needs of children with high autistic traits. However, whether our
findings extend to diagnosed autistic children requires further investigation. Keywords: Autism; autism spectrum,;
trauma; PTSD; psychopathology.

non-autistic peers (Kerns, Rast, & Shattuck, 2020)
and might be at a greater risk of developing PTSD
and other types of psychopathology after trauma
exposure (Kerns, Newschaffer, & Berkowitz, 2015).
Research with adults suggests that autistic traits
may facilitate the development of trauma-related
peychopathology. In a large study, 251 middle-aged
and older adults (aged 50-81) with high autistic
traits showed a 12-fold increase in passing the cut-
off for probable PTSD when compared with 9,179
age- and gender-matched low-trait controls (Stewart
et al., 2020). Likewise, a study in 103 typically
developing adults aged 18-34 showed positive asso-
ciations between autistic traits and PTSD symptoms,
particularly hyper-arousal symptoms (Haruvi-
Lamdan, Lebendiger, Golan, & Horesh, 2019). How-

Background
Post-traumatic stress disorder (PTSD) is a debilitat-
ing psychiatric condition that can develop after
experiencing a traumatic event (Danese, McLaugh-
lin, Samara, & Stover, 2020). PTSD is characterised
by persistent re-experiencing of traumatic events
through intrusive and distressing memories, as well
as negative appraisals, avoidance and hypervigilance
to threat. In this article, we examine if higher autistic
traits in childhood are associated with trauma
exposure, PTSD and broader psychopathology and
functional impairment in youths. Clinical, cognitive
and genetic findings in the literature suggest that
this might be the case.

Compared with non-autistic peers, autistic chil-

dren have a greater risk of adversities, such as
bullying and victimisation (Hoover & Kauf-
man, 2018). Autistic children also show a higher
prevalence of mental health conditions than their

Conflict of interest statement: No conflicts declared.

ever, empirical research on trauma-related psycho-
pathology in children and young people on the
autistic spectrum is lacking.

Children with higher autistic traits likely share
similar cognitive styles to autistic children (Best,
Moffat, Power, Owens, & Johnstone, 2008).
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Rumball, Happé, & Grey (2020)have suggested that
specific cognitive characteristica of autism may
impact how a negative or traumatic event is pro-
cessed and perceived and may predispose individ-
uals to the development of PTSD symptoms. Popular
models of PTSD highlight the role of cognitive factors
in promoting the development and maintenance of
PTSD symptoms (Brewin, Dalgleish, & Joseph, 1996;
Ehlers & Clark, 2000). Research has shown that
several of these cognitive risk factors are commonly
found in autistic people or those with more autistic
traits, including detail-focused processing (Happé &
Frith, 2006), sensory sensitivities (Weiland, Polder-
man, Hoekstra, Smit, & Begeer, 2020), rumination
(Golan, Haruvi-Lamdan, Laor, & Horesh, 2022),
emotional dysregulation (Mazefsky, Borue, Day, &
Minshew, 2014), social withdrawal (Brosnan &
Gavin, 2023), and poor verbal working memory
(Wang et al., 2017). Studies with autistic adults
have also reported that specific cognitive features
common to ASD relate to increased PTSD symptoms,
such as everyday and working memory deficits
(Rumball, Brook, Happé, & Karl, 2021), brooding
rumination (Golan et al., 2022) and thought sup-
pression (Rumball, Antal, et al., 2021).

Genetic research also suggests possible links
between high autistic traits and risk for traumatic
experiences. Traumatic experiences are partly influ-
enced by heritable factors (Dahoun et al., 2024).
Previous research showed that higher polygenic
scores for autism may be associated with
self-reported childhood trauma (Peel et al., 2022;
Ratanatharathorn et al., 2021; Warrier & Baron-
Cohen, 2021; but see Sallis et al., 2021 for contrary
results). However, it is unclear if polygenic scores for
autism also increase the risk of trauma-related
psychopathology (Huckins et al.,, 2021). Genetic
research has also highlighted that similar genetic
factors influence diagnosed autism and autistic
traits in the general population (Robinson
et al., 2011). Along with consistent behavioural and
genetic evidence (Happé and Frith, 2020), these
findings support a dimensional approach to exam-
ining the role of autistic traits in trauma-related
peychopathology and related functional impairment.
Although high autistic traits clearly do not equate to
an autism diagnosis, research on autistic traits can
provide novel insights into liability to trauma expo-
sure and trauma-related psychopathology in the
general population and prompt more focused work
in clinical samples.

To examine the wider impact of trauma beyond the
risk for PTSD and general psychopathology, it is also
important to test whether children with high autistic
traits have greater functional impairment in daily life
compared with peers with less autistic traits. Being
‘not in education or employment’ (NEET) is a
common metric of functional impairment in young
adults. Previous work in a large, longitudinal

J Child Psychol Paychiatr 2025; 0(0): 1-12

UK-based study found that young people in the
general population with a history of trauma were
more likely to be NEET than unexposed peers, and
those with PTSD were more likely to be NEET than
those without PTSD (Lewis et al., 2019). However, it
is unclear how the presence of both trauma exposure
and high autistic traits could affect this measure of
functional impairment.

Building on the evidence above, in this study, we
investigated if higher autistic traits in childhood
predispose individuals to trauma exposure, PTSD
and worse general psychopathology, as well as
greater functional impairment by age 18 in a large
UK birth cohort. We considered that any associa-
tions between autistic traits and trauma-related
peychopathology and functional impairment could
either stem from a greater likelihood of developing
negative outcomes after trauma exposure or reflect a
greater likelihood of being exposed to trauma. To
disentangle the relative contributions of the two
mechanisms, we therefore repeated the analyses in
a subset of the overall sample, including only
trauma-exposed young people.

Method
This study was pre-registered with OSF (https:/ fosfio/uf9t7 /).

Sample

Participants were members of the Environmental Risk (E-Risk)
Longitudinal Twin Study, which tracks the development of
2,232 British children. The sample was drawn from a larger
birth cohort of twins born in England and Wales in 19941995,
the Twins Early Development Study (TEDS) (Trouton, Spinath,
& Plomin, 2002). Full details about the sample are reported in
Appendix S1 and described elsewhere (Moffitt & the E-Risk
Study Team, 2002). Briefly, E-Risk was constructed in
19992000, when 1,116 families (93% of those eligible) with
same-sex S-year-old twins participated in home-visit assess-
ments. This sample comprised 56% monozygotic and 44%
dizygotic twin pairs; sex was evenly distributed within zygosity
[49% male); 90% of participants were of White ethnicity.
Although sampled from England and Wales alone, the sample
represents the full seciceconomic spectrum of the UK popula-
tion, as reflected in  the families’ distribution on
neighbourhood-level socioeconomic indices (Odgers, Caspi,
Bates, Sampson, & Moflitt, 2012; Reuben et al., 2020| (see
Appendix S1, Figure S1). Follow-up home visits were con-
ducted when the children were aged 7 |958% participation), 10
[96%), 12 {96%) and 18 years (93%). Visits at ages 5-12
included assesaments with participants and their mother
[primary caretaker] and at age 18 included interviews with
participants, The Joint South London and Maudsley and the
Institute of Psychiatry Research Ethics Committee approved
each phase of the study. Parents gave informed consent, and
participants gave assent between 5 and 12 years, then
informed consent at age 18,

In this study, we sought to capitalise on the nested structure
of the E-Risk study within TEDS, as they have complementary
strengths in the assessment of trauma-related disorders and
autism, respectively. The sample in these two studies became
increasingly non-overlapping over time because of the
follow-up methods used (in-person assessment for the E-Risk
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Study; telephone fonline assessment for TEDS), which reduced
the size of the sample with data available from both studies, We
identified participants with complete data for PTSD from the
E-Risk study [N = 2,061) who had parent-reported Childhood
Autism Spectrum Test (CAST) (Scott, Baron-Cohen, Bolton, &
Brayne, 2002) from TEDS (N = 1,510). The majority had CAST
data at age 8 (n~ 1,213). Because CAST scores showed high
correlations (r~.6; Appendix S2) and were stable
[Appendix S2, Figure S2) between ages 8, 9 and 12 years, in
order to maximise the analytical sample, we used available
parent-reported CAST scores at ages 9 ar 12 where scores at
age 8 were not available. This resulted in a sample of 1,510
E-Risk Study members with complete data for both autistic
traits and PTSD. Six participants {0.4% of the sample) had
missing 1Q data at age 5 and were remaved from the analyses,
resulting in the final analytical sample of 1, 504 participants.
This sample and the overall E-Risk participants at age 18
showed similar distributions for vanables included in the
analyses (see Appendix 83, Table S1).

Measures

Trauma exposure and PTSD measure. Trauma
exposure and PTSD to date were assessed at age 18 years,
during face-to-face interviews with the twin participants
conducted by the E-Risk Study team. Participants were asked
whether they had been exposed to trauma during their lifetime,
according to DSM-5 PTSD Criterion A (Amenican Psychiatric
Association, 2013). Participants who reported trauma expo-
sure were then asked to describe the trauma they had
experienced. Participants who reported trauma exposure were
also further evaluated through an ted version of the
Diagnoatic Interview Schedule (Robins, Cottler, Bucholz, &
Compton, 1995) to assess for current (past-year) and lifetime
PTSD according to the DSM-5 criteria. Our analyses focus on
E-Risk Study members meeting criteria for lifetime PTSD, but
results for current PTSD are also reported in sensitivity
analyses detailed in the Appendix S6.

Autistic traits measure. The Childhood Autism Spec-
trum Test (CAST) (originally named ‘Childhood Asperger’s
Syndrome Test) (Scott et al, 2002) was designed as a
parent-report screening instrument for autism in non-clinical
samples. The CAST is a quantitative scale; all questions are
answered ‘Yyes' or ‘no’ by the child’s mother for primary
caregiver) and are scored additively, Where items had missing
data, if participants’ parents had completed more than half of
the questions, the total score was calculated by summing the
completed items and finding the average based on the total
poasible scores, CAST parent-report total score at age 8 was
selected as the primary measure of autistic traits, and to
increase the coverage, missing scores were replaced with CAST
scores taken when participants were 9 or 12 years old (see
Appendix 52),

General psychopathology measure. The p factorisa
compoesite index of general psychopathology. The measure of
‘P’ was computed via a bi-factor model that was fitted to 11
distinct symptom scales encompassing various mental health
conditions (Schaefer et al, 2018}, The symptoms were
assesaed in the E-Risk Study during the age-18 follow-up with
a past-year reporting period including major depressive
digorder, generalised anxiety disorder, PTSD, disordered
eating, attention-deficit hyperactivity disorder [ADHD), con-
duct disorder, alcohol dependence, cannabis dependence,
nicotine dependence, psychotic symptoms and prodromal
symptoms, A description of how each of these was assessed
i# provided in Appendix S4. After scaling the scores, the mean
value was set to 100, and the standard deviation was fixed
at 15,

Childhood autistic traits & PTSD in young adults 3

Not in education, employment or training (NEET}
status. At the time of their age-18 interview, participants
were classified as NEET if they reported that they were neither
studying nor warking in paid employment nor pursuing a
vecational qualification or apprenticeship training. Partici-
pants were asked to ensure that NEET status was not simply a
function of being on summer holiday ar of being a parent. The
employment- and education-related questions were those used
in the Longitudinal Study of Young People in England (LSYPE).
This operationalisation of NEET status follows that used by the
UK Office of National Statistics and the International Labour
Organization (Chandler & Barrett, 2013),

Potentially confounding variables. Covariates for the
adjusted models were selected because previous literature
reported a relationship with both autistic traits and PTSD,
suggesting their potential role as confounders. In particular,
previous research found that the prevalence of both autistic
traits and PTSD vanes according to sex (Lewis et al., 2019;
Napolitano et al., 2022), 1Q (Koenen, Moffitt, Poulton, Martin,
& Caspi, 2007; Marinopoulou et al., 2025} and sccio-economic
status (Lewis et al, 2019; Skylark & Baron-Cohen, 2017).
Biological sex and childhood IQ scores were obtained at first
contact with the twins at age 5 IQ was assessed using
Vocabulary and Block Design subtests on a short form of the
Wechsler Preschool and Primary Scale of Intelligence-Revised
and prorated according to Sattler (1988), Family SES was
defined through a standardised composite of parental income,
education and occupation obtained from mothers at the age-5
assesament  (Trzesniewski, Moflitt, Caspi, Taylor, &
Maughan, 2006), In the full E-Risk dataset, the
population-wide distribution of this composite variable was
then aplit into tertiles. In the present study, the variable was
coded 20 that 1 indicates the highest socioeconomic status,
and 3 indicates the lowest.

Data analysis

CAST scores were log-transformed to appraximate a normal
distribution. Bivariate logistic regression models were used to
investigate the association of autistic traits with (1) report of
trauma exposure (PTSD Criterion A), |2) PTSD diagnoesis and
|3) NEET status (from age 18 years assessment). Bivariate
linear regression models were used to test the asscociation of
autistic traits with general psychopathology. These bivariate
models were then expanded to account for the influence of
possible confounding factors [SES, 1Q and sex| in multivariate
analyses, first accounting for each single potential confounder
and then in a saturated model including all potential
confounders at once, The analyses were first carried out in
the overall sample and subsequently in the subsample of
trauma-exposed participants in order to test if any associa-
tions of autistic traits and outcomes could be explained by
greater risk for trauma exposure in participants with higher
autistic traita. Analysis code is available at the study's OSF
pre-registration (https:/ /osf jo /w97 /).

We alzo undertook sensitivity analyses to test the possible
biases introduced by our approach to missingness in CAST
data and examining past-year rather than lifetime PTSD
diagnosis, Standard errors were adjusted to account for the
non-independence of twin observations (Williams, 2000)
applying heteroskedasticity-robust standard errors while clus-
tering for membership in the same family. Because our
analytical sample and the overall E-Risk sample at age 18
showed similar distributions for vanables included in the
analyses (Appendix 83, Table S1|, we carried out analyses on
study members with complete data. None of the included
variables breached multicellinearity thresholds ({Appendix S5,
Figure S4).
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Results

As shown in Figure 1, the overall sample consisted of
1,504 people, 460 of whom reported trauma exposure
by age 18 and were therefore further assessed for PTSD.
Of those who reported trauma exposure, 24% (n = 110)
participants met PTSD diagnostic criteria. The overall
analytical sample was 53.8% female (n < 809), had a
mean CAST score of 5.47, a mean 1Q of 102, and was
similarly distributed in SES tertiles. Table 1 shows the
demographic characteristice of the overall sample and
trauma-exposed subsample, as well as details on
trauma-unexposed participants, all participants with
no PTSD, trauma-exposed participants with no PTSD,
and those with PTSD.

Potential confounders

Associations of key potential confounders (i.e. sex,
IQ and SES) with the predictor variable (autistic
traits) and each outcome variable are reported in
Appendix S5. In brief, children with autistic traits
were less likely to be female in the overall sample. In
both the overall and trauma-exposed samples,
autistic traits were associated with lower Q. Asso-
ciations between the potential confounders and
outcome variables are shown in the firat panels of
Tables 2 and 3. In both the overall sample and the
trauma-exposed subsample, univariate analyses
with potential confounders showed significant asso-
ciations between low SES and all outcomes, and
female sex with PTSD and general psychopathoelogy.

Associations of autistic traits with trauma exposure,
PTSD, general psychopathology and functional
impairment in the overall sample

Full results of analyses in the overall sample
(N = 1,504) are presented in Table 2, and the main

J Child Psychol Paychiatr 2025; 0(0): 1-12

unadjusted and fully adjusted results are displayed
in Figure 2A B.

Trauma exposure. Children with higher autistic
traits in childhood had a significantly increased
likelihood of reporting exposure to traumatic events
by 18 years (OR = 1.26, 95% CI = 1.03; 1.54;
Table 2, Panel A). This association was attenuated
and became statistically non-significant when
accounting for SES (OR =« 1.17, 95% CI =« 0.96;
1.44) and in the fully adjusted model [OR = 1.20,
95% CI = 0.97, 1.48).

PTSD diagnosis. Children with higher autistic traits
had a significantly increased likelihood of meeting the
diagnostic criteria for PTSD by the age of 18 (OR « 1.91,
95% CI = 1.29,2.82; Table 2, Panel B). This association
remained significant and was enhanced when sex
(OR = 2,10, 95% CI = 1.40; 3.14) was accounted for,
but was slightly attenuated when IQ (OR =« 1.78, 95%
CI = 1.20; 2.64) and SES (OR = 1.59, 95% CI = 1.08;
2.33) were accounted for individually and in the fully
adjusted model (OR = 1.77, 95% CI = 1.17,; 2.66).

General psychopathology. Children with higher
autistic traits had a significantly increased likeli-
hood of having more severe psychopathology at age
18 (Beta = 3.22, 95% CI = 1.84; 4.60; Table 2, Panel
D). This statistically significant relationship was
maintained when the analysis was individually
adjusted for potential confounders; the association
was enhanced when sex was accounted for
(Beta < 3.53, 95% CI = 2.16; 4.91) and attenuated
when adjusted for 1Q (Beta = 2.79, 95% CI =« 1.41;
4.17) or SES (Beta = 2.46,95% CI = 1.05; 3.86). The
association also remained significant, albeit slightly
attenuated, in the fully adjusted analysis
(Beta = 2.65, 95% CI = 1.25; 4.04).
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Figure 1 Flow chart lllustrating sample selection
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Table 1 Sample description

Childhood autistic traits & PTSD in young adults 5

Sample
Trauma exposed Trauma unexposed Overall sample Trauma exposed  Trauma exposed
Overall participants participants with no PTSD with no PTSD with PTSD
(N = 1,504) (n~= 460) (n= 1,044) (n=1,394) {n = 350) (n=110]
Sex, N (%)
Male 695 (46.2) 201 (43.7) 494 (47.3) 661 (47.4) 167 (47.7) 34 (30.9)
Female 809 (53.8) 259 (56.3) 550 (52.7) 733 (52.6) 183 (52.3) 76 (69.1)
SES, N{%)
High SES 576 (38.3) 153 (33.3) 423 (40.5) 553 (39.7) 130 (37.1) 23 (20.9]
Medium SES 500 (33.2) 152 (33.0) 3438 (33.3) 462 (33.1) 114 (32.6) 33 (34.5)
Low SES 428 (28.5) 155 (33.7) 273 (26.1) 379 (27.2) 106 (30.3) 49 (44.5)
NEET N (%) 151 (10.0) 71 (15.4) 80 (7.7) 125 (9.0) 45 (12.9) 84 (76.4)
Autistic traits 5.47 (3.5 5.79 (3.6) 5.33 (3.5) 5.38 (3.5) 5.52 (3.5) 6.62 (3.9)
(max = 31)
mean (SD)
IQ mean (SD} 102 (14.9) 101 (14.2) 102 (15.2) 102 (14.9) 102 (14.1) 99.0 (14.4)
‘P’ factor mean  99.2 (14.7) 107.0 (15.8) 95.5 (12.5) 97.4 (13.3) 103.0 (13.9) 121.0(13.7)
(SD)

Data are n/N (%) unless stated otherwise, 1Q, intelligence quotient; NEET, not in education, employment, or training; PTSD,
post-traumatic stress disorder;, SES, socio-economic status; ‘p'-factor, measure of general psychopathology.

Table 2 Reaulta from the overall sample (V= 1,504); univariate models of autistic traits and confounding variables' individual
relationships with outcomes at age 18, and multivariate models showing the association between autistic traits and outcomes of

intereat, adjusting for confounding variables

Multivariate models adjusted for:

Univariate models Sex 1Q SES Sex, IQ and SES
Panel A Associations with trauma exposure in the overall sample-OR |95% CI)
Autistic traits 1,26 [1,03-1.54] 1.29 [1,05-1,58) 1,23 [1.00-1.50] 1.17 [0.96-1.44| 1.20 [0.97-1.48|
Female sex 1.16 [0.93-1.44) 1.20 (0.96-1.50f - - 1.18 [0.94-1.48)
1Q 0,99 (0.99-1.00) - 1.00 [0.99-1.000 - 1.00 [0.99-1.01}
Medium SES 1.21 |0.93-1.58) - - 1.18 [0.90-1.54) 1.17 [0.89-1.55)
Low SES 1.57 [1.20-2.06) - 1.49(1.13-1,97] 1.46(1.08-1,98]

Panel B: Associations with PTSD diagnosis in the overall sample-OR |95% CI)

Autistic traits 1,91 [1.29-2.82) 2.10[1.40-3.14] 1.78[1.20-2.64] 1.59 [1.08-2.33] 1.77[1.17-2.66]
Female sex 2.02 [1.33-3.06) 2,24 [1.46-3.449] - - 2.21[1.43-3.41)
1Q 0,99 (0.97-1.00) - 0.99 [0.95-1.00/ - 1.00 {0.99-1.02/
Medium SES 1.98 [1.16-3.37) 1.85[1.08.3.18] 1.89(1.09 3.29]
Low SES 3.11 [1.86-5.19) 2.67[1.58.4.53] 2.62([1.49.4.59]
Panel C: Associations with NEET status in the overall sample - OR [95% Cl|
Autistic traits ~ 1.48 [1.05-2.09] 1.53[1.08.2.17) 1.18 [0.85-1.64] 1.05 [0.76-1.47) 0.98 [0.70-1.37)
Female sex 1.22 [0.87-1.72) 1.30 (0.92-1.84) 1.18 [0.82-1.70)
1Q 0.96 [0.95.0.98] 0.97 [0.95.0.98] 0.98 [0.96-0.99)
Medium SES 1.51 [0.88.2.58] 1.49 [0.87.2.58) 1.26 0.73.2.19
Low SES 6.20 [3.91.9.85) 6.10(3.78.9.83] 4.68 [2.86.7.65]
Panel D: Associations with the p'-factor in the overall sample - Beta |95% CI)

Autistic traits

3.22 [1.84-4.60) 3.853[2.16.4.91] 2.79 [1.41.4.17)

Female sex 2.33 [0.85-3.80) 2.83 [1.36.4.29]

1Q 0.10 [ 0.15 to - 0.08) 0.08[ 0.13 to - 0.03]
Medium SES  2.22 [0.53-3.91)

Law SES 5.28 [3.42-7.14]

2.46 [1.05-3.86)

1.84 [0.13-3.55]
4.46 [2.55.6.37]

2.65 [1.25-4.04)
2.64 [1.17-4.11]
0.04 [-0.09-0.02)
1.57 [-0.19.3.32)
3.85[1.79-5.90]

Values in bold text indicate statistically significant results (p < .05). Values in Italic text are contributions of confounding vaniables
to the association between autistic traits and outcomes of interest. All models are adjusted for the non-independence of twin
observations. 95% CI, 95% confidence intervals; Beta, beta coefficient; 1Q, intelligence quotient; NEET, not in education,
employment, or training; OR, odds ratio; ‘p™-factor, measure of general psychopathology; PTSD, post-traumatic stress disorder; SES,

socio-economic status.

Functional impairment. Children with higher
autistic traits had a significantly increased likeli-
hood of being NEET at age 18 (OR = 1.48, 95%
CI = 1.05; 2.09; Table 2, Panel C). This association

remained significant and slightly enhanced when
accounting for sex (OR = 1.53,95% CI = 1.08, 2.17).
However, this association was attenuated and not
statistically significant when IQ (OR = 1.18, 95%
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Table 3 Resulta from the trauma-exposed subsample (n = 460); univariate models of autistic traits and confounding variables’
individual relationships with outcomes at age 138, and multivariate models showing associations between autistic traits and

outcomes of interest adjusting for confounding variables

Multivariate model adjusted for

Univariate models Sex

SES Sex, 1) and SES

Panel A: Associations with PTSD diagnosis in the trauma-exposed subsample - OR [95% Ci|

Autistic traits 1,75 [1.15-2.68] 1.86 [1.21-2.88]
Female sex 2.04 [1.29-3.22) 2.17[1.36-3.46]
19 0.99 [0,97-1.00| -

Medium SES 1,88 [1.06-3.36) -

Low SES 2.61 [1.49-4.58] -

1.66 [1.08-2.54)

0.99 /0.98-1.01) -

1.52 [1.00-2.32) 1.62 [1.04-2.53]
- 2.18 [1.35-3.53]
1.00 [0.98-1.02)
1.84 [1.00-3.37]

2.29 [1.24-4.21]

- 1.80 [1.00-3.24]
2.29 [1.29-4.08]

Panel B: Associations with NEET status in the trauma-exposed subsample - OR [95% CI|

Autistic traits  1.07 [0.65-1.77] 1.07 [0.64-1.77]
Female sex 0.94 [0.56-1.56] 0.94 (0.56-1.58]
1Q 0.96 [0.94-0.98]
Medium SES  1.19 [0.53-2.68]
Low SES 4.81 [2.41.9.87]

Panel C: Associations with the 'p*factor in the trauma-exposed sub sample
2.68 [0.00-5.36)

Autistic traits  3.36 [0.68-6.04] 3.58 [0.95-6.21)
Female sex 3.23 [0.30-6.16] 3.51[0.60-6.41]
1Q 0.16 [ 0.26 - -0.06)

Medium SES  2.43 [-1.06.5.92]

Low SES 5.75 [2.27-9.24)

0.14 [ 0.24 ..0.03]

0.88 [0.56-1.39] 0.77 [0.46-1.29] 0.66 [0.40-1.08)
0.85 [0.49.1.47)

0.96 [0.94.0.98] 0.97 [0.95.0.99)
1.23 j0.54-2.80) 0.99 [0.42-2.35]

5.26 [2.55.10.88]
Beta [95% CI)
2.47 |-0.21.5.16|

4.14 [2.00-8.58]

2.35 [-0.28-4.99]
3.26 [0.34-6.18]
0.10 [-0.21-0.01)
1.51 [-2.00-5.02)
3.920.13-7.70]

2.14 [- 1.38 5.66]
4.94 [1.36.8.52]

Values in bold text indicate statistically significant results (p < .05), Values in [talic text are contributions of confounding variables
to the association between autistic traits and outcomes of interest, All models are adjusted for the non-independence of twin
observations. 95% CI1, 95% confidence intervals, Beta, beta coefficient; 1Q, intelligence gquotient; NEET, not in education,
employment, or training; OR, odds ratio; ‘p’-factor, measure of general psychopathology; PTSD, pest-traumatic stress disorder; SES,

socio-economic status.

CI = 0.85; 1.64) and SES (OR = 1.05, 95% CI = 0.76;
1.47) were accounted for, nor when the model was
adjusted for all possible confounders (OR = 0.98,
95% CI = 0.70; 1.37).

Associations of autistic traits with PTSD, general
psychopathology and functional impairment in the
trauma-exposed subsample

Full results of analyses in the trauma-exposed
subsample (n < 460) are given in Table 3 and the
main unadjusted and fully adjusted results are
displayed in Figure 2C,D.

PTSD diagnosis. In young people who reported
trauma exposure, those with higher autistic traits
had a significantly increased likelihood of meeting
the PTSD diagnostic criteria by the age of 18
(OR = 1.75, 95% CI = 1.15; 2.68, Table 3, Panel A).
This remained statistically significant when adjusted
for confounders; the association was slightly
enhanced when sex (OR =« 1.86, 95% CI =~ 1.21;
2.88) was accounted for, and slightly attenuated
when adjusting for 1Q (OR = 1.66, 95% CI = 1.08;
2.54) and SES (OR = 1.52, 95% CI = 1.00; 2.32), as
well as in the fully adjusted model (OR = 1.62, 95%
CI = 1.04; 2.53).

General psychopathology. In young people who
reported trauma exposure, those with higher autistic
traits had a significantly increased likelihood of
having higher levels of psychopathology at age 18
(Beta = 3.36, 95% CI = 0.68; 6.04; Table 3, Panel C).

This relationship was not significant when the model
was adjusted for confounders; the association was
enhanced when sex was accounted for (Beta <« 3.58,
95% CI = 0.95; 6.21), but attenuated when control-
ling for IQ (Beta = 2.68, 95% CI =« 0.00; 5.36) or SES
(Beta < 2.47 95% CI = —0.21; 5.16), and in the fully
adjusted model (Beta = 2.35, 95% CI = —0.28; 4.99).

Functional impairment. In young people who
reported trauma exposure, those with higher autistic
traits did not have a significantly increased likeli-
hood of being NEET at age 18 (OR = 1.07, 95%
CI =« 0.65; 1.77; Table 3, Panel B). This remained
statistically non-gignificant when adjusting for con-
founders; accounting for sex had minimal impact on
the association [OR = 1.07, 95% CI =« 0.64; 1.77),
whereas the association was attenuated to a (non-
significant) decrease in the likelihood of being NEET
when adjusting for 1Q (OR = 0.8, 95% CI =« 0.56;
1.39) or SES (OR = 0.77, 95% CI = 0.46; 1.29), as
well as in the fully adjusted model (OR = 0.66, 95%
CI = 0.40; 1.08).

Sensitivity analyses

First, we restricted the analytical sample to partic-
ipants with complete CAST data at age 8 to test if the
replacement of missing CAST data at age 8 impacted
our findings. In the restricted sample with complete
CAST data at age 8 (n= 1,213), we found similar
results as in the overall sample used above (see
Appendix 86, Tables S3, S4). Second, we focused the
analyses predicting PTSD on the past-year
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Figure 2 Univariate and multivariate regressions showing the association between autistic traits and outcome measures at age 18 for the
overall sample (N = 1,504) and trauma-exposed subsample (n = 460). All models are adjusted for the non-independence of twin
observations, Unlvarlate regressions are from analyses unadjusted for potentlal confounders, and multivariate regression results are
analyses accounting for confounding effects of sex, Intelligence quotient and family soclo-economic status, Odds ratios and beta-
coefficlents are plotted with 95% confidence limits. Figure 2 shows unlvariate and multivariate analyses between autistic traits and (A)
trauma exposure, PTSD diagnosis and NEET status in the overall sample, (B) 'p'-factor in the overall sample, (C) PTSD dlagnosis and NEET
status In the trauma-exposed subsample, and (D) ‘p’-factor in the trauma-exposed subsample, The dotted line on the axis Indicates no
assoclation: 1 for logistic regressions in (A) and (C), and 0 for linear regressions (B) and (D). 95% <€), 95% confidence Intervals; Beta, beta-
coefficlent; NEET, not In education, employment or training; OR, odds ratlo; ‘p-factor, measure of general psychopathology; PTSD,
post-traumatic stress disorder

diagnosis, rather than the lifetime diagnosis used in childhood, over and above the effects of estab-

above, to provide a clearer timeline for the associa-
tions examined. As expected, fewer participants had
a past-year PTSD diagnoesis (n = 63) than a lifetime
diagnosis. Focusing on the past-year PTSD diagno-
sis, we found similar results to those obtained in the
analyses using the lifetime PTSD diagnosis pre-
sented above (see Appendix S6, Tables S5, S6).

Discussion

Our findings in a longitudinal birth cohort indicate
an elevated propensity for meeting diagnostic criteria
for PTSD in young people with higher autistic traits

lished risk factors, such as female gex, lower [Q, and
lower SES. The relationship between autistic traits
and PTSD persisted in the subsample of young
people who reported trauma exposure, suggesting
that the association was not simply explained by an
increased risk of trauma exposure but reflects
greater vulnerability to develop PTSD in
trauma-exposed young people with higher autistic
traits. Beyond PTSD, children with higher autistic
traits in the overall sample had greater general
peychopathology (‘p), but this association was no
longer significant in the subset of trauma-exposed
young people after accounting for potential
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confounding effects. Higher autistic traits in child-
hood also increased the likelihood of the young
people reporting trauma exposure and being NEET
at age 18, but these associations were no longer
statistically significant after accounting for low SES.

Children with higher autistic traits had higher
rates of self-reported trauma exposure, but this
association was statistically accounted for by
co-occurring disadvantaged socio-economic condi-
tione. This is in line with the strong association of
socio-economic disadvantage with childhood trauma
and adversity (Lacey, Howe, Kelly-Irving, Bartley, &
Kelly, 2022). Because studies have consistently
reported higher rates of trauma exposure among
autistic versus non-autistic adults (Quinton, Ali,
Danese, Happé, & Rumball, 2024), we expected that
autistic traits would be associated with reported
trauma exposure in our study. However, the only
case-control study that found higher rates of trauma
exposure in autistic versus non-autistic children did
not take into account SES (Paul, Gallot, Lelouche,
Bouvard, & Amestoy, 2018). Our findings suggest
that socio-economic factors may help explain the
relationship between autistic traits and trauma
exposure. It is also possible that the observed
relationships between autistic traits, trauma expo-
sure and socio-economic disadvantage may be due
to overlapping influences, and our observational
design cannot conclusively determine a direct mech-
anistic role for socio-economic disadvantage. Future
research using experimental designs andjor
repeated measures of socio-economic status (Ludwig
et al., 2011) might be able to disentangle the
mechanisms underlying the association between
autistic traits and trauma exposure. Furthermore,
the current analyses tested whether autistic traits
are associated with exposure to trauma, as narrowly
defined in DSM-5 (American Psychiatric Associa-
tion, 2013). Research suggests that this narrow
definition may not capture the broader set of
negative experiences that young people with high
autistic traits also appraise as traumatic and might
trigger PTSD in this group (as seen in autistic adults,
Rumball, Happé, & Grey, 2020). The role of subjec-
tive appraisal of trauma memories has been demon-
strated as a key determinant of trauma-related
peychopathology (Baldwin, Coleman, Francis, &
Danese, 2024; Coleman et al.,, 2024; Danese &
Widom, 2020). More clinical and epidemiological
research is needed to map and adapt definitions of
trauma for neurodivergent young people, and these
findings highlight the importance of an intersec-
tional approach to investigating the association
between autistic characteristice and trauma
exposure.

Children with higher autistic traits were more
likely to develop PTSD as young adults, regardless
of the effects of sex, 1Q and SES. Furthermore, the
findings did not simply reflect a heightened risk of
trauma exposure, as the association held within the

J Child Psychol Paychiatr 2025; 0(0): 1-12

trauma-exposed subgroup. Rather, the findings
suggest that trauma-exposed children with higher
autistic traits were more likely to develop PTSD than
their low-trait peers. As discussed in the introduc-
tion, studies largely undertaken in adult samples
suggest an overlap between established cognitive
vulnerabilities for PTSD and cognitive differences
observed in autistic individuals. Further research is
necessary to identify the specific profile of autistic
characteristics that increase the likelihood of PTSD.
By mapping cognitive risk factors linked with
specific autistic traits in young people, we may better
understand the mechanisms underlying the
observed associations and provide more targeted
support.

Autistic traits were associated with poorer mental
health outcomes above and beyond PTSD, as mea-
sured by a general psychopathology factor, in line
with other population-based studies (Lundstrom
et al., 2011). This was observed both in the overall
sample and in the trauma-exposed subsample to
similar effect. However, after adjusting for potential
confounders, the association remained significant
only in the overall sample. The association in the
overall sample is unsurprising given the wealth of
research on poorer mental health outcomes for
autistic people compared with non-autistic people
(Lai et al., 2019; Muniandy, Richdale, Arnold,
Trollor, & Lawson, 2021), as well as people with
high autistic traits compared with those with low/no
autistic traits (Stewart et al., 2020). Lack of statis-
tical significance in the adjusted association between
autistic traits and general psychopathology within
the trauma-exposed subsample may reflect lower
statistical power (the effect sizes in adjusted ana-
lyses were similar in the overall sample and trauma-
exposed subsample)] or a stronger role of the
potential confounders examined. Our research adds
to previous findings by indicating that autistic traits
might exacerbate the impact of childhood trauma on
general psychopathology, although more research is
needed to disentangle causal and non-causal
explanations.

Beyond mental health outcomes, our results
showed a small association between autistic traits
and NEET status at age 18 in the overall sample.
However, this association became non-significant
when other risk factors were considered, suggesting
that SES and IQ played a role in this relationship. No
relationship was observed between autistic traits
and NEET status in the trauma-exposed subsample.
There is minimal research on autistic traits and
functional outcomes in the general population, but
research with college students found autistic traits
to be associated with academic difficulties, indepen-
dent of an autism diagnosis (McLeod & Ander-
son, 2023). Furthermore, higher autistic traits have
been associated with lower personal income in a
sample of 2491 adults (Skylark & Baron-
Cohen, 2017). We know that finding employment
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has additional challenges for autistic adults, includ-
ing being burdened by the need to conceal or
‘camouflage’ their autistic traits (Finn, Flower,
Leong, & Hedley, 2023). Autistic people are under-
represented in the labor market (Frank et al., 2018),
and previous research has highlighted that poorer
mental health is one reason that autistic people’s
employment (Chen, Leader, Sung, & Leahy, 2015)
and education (Van Hees, Moyson, & Roeyers, 2015)
are disrupted. Given the negative findings, it is
possible that autistic traits in the general population
do not have independent effects on bread functional
outcomes, such as NEET, beyond the detrimental
impact of low 1Q, low SES and trauma exposure.

Limitations

The first limitations pertain to the measure of
childhood autistic traits. This measure was pro-
duced from CAST scores taken at different ages
(mainly at 8 years, but also at 9 and 12 years when
age-8 scores were not available) to maximise the
sample size, but CAST scores at later ages might not
have provided a reliable proxy for earlier CAST
scores. However, CAST scores at these ages showed
moderate positive correlations in our sample, and
previous work in the full TEDS cohort found that
individual differences in autistic traits measured by
parent-reported CAST were stable from ages 8-
12 years (Holmboe et al., 2014). Only a small
number of children (n =« 33, 2.19%) met the validated
cut-off (=14) suggestive of potential autism (Williams
et al., 2005), which is in line with a recent estimate
that 1%-2% of the UK population are autistic (NHS
Digital, 2020; Zeidan et al., 2022). While it is clear
that high autistic traits do not equate to an autism
diagnosis (Lord & Bishop, 2021), utilising a trait-
wise approach has proved beneficial for identifying
and including those from under-diagnosed groups,
such as older adults (Stewart et al., 2023), women
(Cardon, McQuarrie, Calton, & Gabrielsen, 2023)
and those from low-income countries [(Heys
et al.,, 2018). While useful, our findings may not
generalise to autistic young people, and it will be
essential to replicate our findings in a diagnosed
autistic sample. Second, trauma exposure was
measured by retrospective self-report and was
recorded without information on the specific timing
of the exposure. It is possible that the onset of
trauma-related psychopathology preceded the autis-
tic trait measure, and due to overlapping character-
istics of autism and trauma responses in children
(Stavropoulos, Bolourian, & Blacher, 2018), the
exposure may have impacted the expression of the
autistic trait score. However, sensitivity analysis
focusing on PTSD diagnosis within the last
12 months (instead of lifetime) showed a very similar
pattern of results. Third, there was a small overlap
between the lifetime PTSD diagnosis and general
psychopathology outcomes, as the p-factor was
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calculated from the symptoms of 11 mental health
conditions over the past year, including PTSD.
Although the p-factor and PTSD measures are not
fully independent, we chose to use the previously
published p-factor measure (Schaefer et al., 2018) to
ensure comparability with other E-Risk studies and
because PTSD likely makes a limited independent
contribution to the p-factor due to its relatively low
prevalence and high rates of psychiatric comorbidity.
Fourth, although we controlled in the analyses for
key potential confounders (sex, [Q, SES), unmea-
sured confounders could provide alternative expla-
nations for the associations observed. Finally, these
data were from a sample of twins, it has been argued
that the experiences of twins may not be represen-
tative of those of singletons, and findings may not be
generalisable to people who are not twins (Reysamb
& Tambs, 2016). However, the prevalence of trauma
and psychiatric disorders in E-Risk participants is
within the range reported in studies invelving non-
twine (Lewis et al, 2019; Lewis et al., 2021), sup-
porting the wider applicability of findings from this
cohort.

Conclusions

This is the first longitudinal study to show a
significant association between autistic traits in
childhood and PTSD diagnosis by early adulthood.
Future research needs to elucidate specific mecha-
nisms of vulnerability to PTSD in young people with
autistic traits, so that those at risk can be identified
and receive targeted support in which their neuro-
divergent characteristics are accommodated.
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Key points

adults.

lifetime PTSD diagnosis.

to PTSD in autistic individuals.

« Cross-sectional studies have previously shown positive associations between autistic traits and PTSD in

« This is the first longitudinal study demonstrating a significant relationship between childhood autistic
traits and meeting PTSD diagnostic criteria by early adulthood.
+ Among the trauma-exposed young people, autistic traits were also significantly assocated with a

+ Increased risk for trauma exposure amongst those with subclinical autistic traits is likely multi-faceted
and may be accounted for by factors such as socio-economic status.

« Findings highlight the need for targeted assessments and evidence-based treatments for PTSD in
children with high autistic traits, and for future research to identify specific mechanisms of vulnerability
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4.1 Abstract
Background: Autism, attachment difficulties, and Complex PTSD (CPTSD)

can present with overlapping characteristics in children. This can create challenges in
differential diagnosis, particularly when conditions may co-occur. Understanding
practitioners’ perspectives on how they approach these complexities is essential for

improving diagnostic practices.

Objectives: To explore how practitioners with expertise in autism assess and
differentiate between autism, attachment difficulties and CPTSD in children,
focusing on their experiences, challenges, and perspectives on the diagnostic

process.

Methods: An online survey was conducted with 37 autism practitioners,
predominantly from the UK, including clinical psychologists, psychiatrists, and
speech and language therapists. Participants shared their insights on assessment
practices through open-ended questions, and their responses were analysed by
applying a framework analysis to the data. Through mapping and interpretation of
the framework matrix, we were able to highlight any contrasting opinions amongst

different professions.

Results: Four themes with subthemes were identified. Theme (1) Factors
Impacting a Robust Assessment highlighted clinical experience, multidisciplinary

teams, accurate history taking, assessment tools and systemic challenges in



healthcare as playing key roles in assessment. Theme (2) Trauma and Autism: Either
or Both? identified the challenge of differential vs co-occurring diagnosis, and that
considerations of family history and watchful waiting can be helpful when
confronted with this challenge. Theme (3) The Impact of a Diagnosis identified that

diagnostic labels impact access to support and stigma.

Conclusions: Autism practitioners reported a need for research refining and
validating diagnostic tools, particularly for differential diagnosis of attachment
difficulties and autism. Shadowing opportunities for less experienced practitioners
were also seen as desirable. It is essential that collaborative efforts between trauma
and neurodevelopmental services attempt to integrate the current silos of autism,
attachment and trauma-related expertise. Addressing systemic barriers and healthcare
disparities is the first step to providing holistic care for children who are autistic,

have PTSD, and/or have attachment difficulties.

93



4.2 Introduction

Autism, attachment difficulties and Complex Post-Traumatic Stress Disorder
(CPTSD) can present with overlapping characteristics in children. This can present
challenges for professionals, particularly when assessing differential or co-occurring
diagnoses of these conditions. As an accurate diagnosis is often the foundation on
which appropriate support or provisions are built, misdiagnosis can have significant

implications on a child’s development, mental health, education and sense of self.

Autism is a neurodevelopmental condition that is lifelong and typically
diagnosed in childhood. Research suggests that earlier diagnosis allows autistic
children, who receive resources and accommodations, to flourish throughout their
development (Okoye et al., 2023). Indeed, early diagnosis of autism has been
suggested to improve mental wellbeing; a study using the US-based SPARK cohort
found that those with adulthood diagnoses are more likely to meet criteria for
psychiatric disorders across their lifetime that their counterparts who were diagnosed
in childhood (Jadav & Bal, 2022). Given the central role of an autism diagnosis in
identity formation, and life-long implications for mental health and support, it is
crucial that diagnosing clinicians are accurate. This is of particular importance for
autistic children with complex presentations, such as those who have experienced
trauma or unstable caregiving, so they are able to receive adapted or appropriate

support for their needs.

Complex PTSD (CPTSD) is a psychiatric disorder that has only recently been
defined in the ICD-11 (World Health Organization, 2019). CPTSD occurs after
prolonged or repeated exposure to a trauma, often interpersonal and threatening in
nature typically early in life (Herman, 1992), and requires core PTSD symptoms (re-
experiencing, avoidance, and hypervigilance) alongside disturbances in self-
organisation (DSO) (Lofthouse et al., 2024). DSO can include disturbances in
relationships, emotion dysregulation and negative self-concept. Importantly, CPTSD
is treatable. Research on CPTSD in children is in its infancy. However, evidence has
shown that trauma-focused CBT, the primary treatment recommended in the
National Institute for Health and Care Excellence (NICE) guidelines (NICE, 2018),
is effective at reducing PTSD symptoms in children with CPTSD (Jensen et al.,
2022; Sachser et al., 2017). It is therefore paramount that children with CPTSD are
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not missed or misdiagnosed, as the consequences are that a child does not receive

appropriate and available mental healthcare.

Early childhood trauma has biological, cognitive, emotional and social
sequelae that can appear similar to autistic characteristics in young children, with
significant implications for clinical practice (Al-Attar & Worthington, 2024).
Overlapping features include repetitive play, sleep difficulties, lack of interest in
peers, and difficulties sharing emotions (Stavropoulos et al., 2018), potentially
making differential diagnosis challenging. The DSO symptoms in CPTSD can also
resemble autistic children’s difficulties regulating their emotions and navigating
relationships. Additionally, autistic people have high exposure to adverse childhood
experiences (Hartley et al., 2024), and Paul and colleagues (2018) found autistic
children experience more traumatic experiences and certain PTSD symptoms
compared to non-autistic children. Given that autistic traits in childhood are related
to meeting diagnostic criteria for PTSD as young adults (Quinton et al., 2025), it is
essential that mental health services are meeting autistic children’s needs. Both
overlapping features and a lack of understanding of how trauma and PTSD present in
autistic children creates difficulties for professionals in differentiating between the

diagnoses.

Attachment difficulties in children, including specific attachment disorders
such as reactive attachment disorder (RAD), are known to impact social and
emotional behaviour. RAD is characterised by inhibited social and emotional
responsiveness, alongside minimal responding or seeking out of comfort from
caregivers (American Psychiatric Association, 2013). Inconsistent caregiving,
neglect, or lack of stable relationships can lead to attachment difficulties that may
resemble autistic characteristics, such as emotional withdrawal, challenges in peer
relationships, and difficulties sharing emotions (Davidson et al., 2022). Extremely
severe neglect, as experienced by children adopted from Romanian orphanages
(Hoksbergen et al., 2005; Rutter et al., 1999), has been associated with elevated rates
of “quasi-autism” (Rutter et al., 2007). Given that diagnostic criteria generally
consider attachment disorder and autism as distinct and mutually exclusive, efforts
have been made to aid clinical differentiation, such as the Coventry Grid (Moran,
2010). Discussions about attachment and autism remain complicated and often

contentious due to debunked psychogenic theories, such as the "refrigerator mother"
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theory (see: Bennett et al., (2018)], that linked the aetiology of autism to parenting
style. A systematic review of research pertaining to how attachment difficulties
present in autistic children found mixed results (Teague et al., 2017), although more
recent studies report high co-occurrence (Minnis et al., 2020; Talmon-Knuser et al.,

2023).

When a child presents with overlapping features, the assessing clinicians
must determine if there are differential or co-occurring diagnoses. When considering
if an autism diagnosis is an accurate fit for the child’s profile, all other explanations
for behaviour must be explored. Narrative reviews have discussed the difficulties in
differentiating between autism and trauma- or attachment- related diagnoses (Al-
Attar & Worthington, 2024; Davidson et al., 2022). Diagnostic overshadowing
occurs when all of a child’s difficulties are seen exclusively through the lens of either
trauma, attachment, or autism, without further exploration and consideration of a co-
occurring diagnosis which may be present. Sarr and colleagues (2024) used a Delphi
method to explore consensus opinion from practitioners with expertise in autism,
CPTSD, emotionally unstable personality disorder or attachment difficulties. This
study identified that autism can be differentiated from attachment difficulties by it’s
neurodevelopmental basis, stereotyped behaviours and intense interests, but
highlighted that incomplete developmental information, early trauma that can lead to
autism-like traits, insufficient tools, diagnostic overshadowing and professional

knowledge gaps presents a clinical challenge.

Developing a better understanding of how autism experts approach the
complexities of differential diagnosis of autism from socio-emotional difficulties
relating to a negative experience, CPTSD and attachment difficulties, is essential for
improving diagnostic practices. This study explores the perspectives of autism
practitioners who assess and diagnose autism, regarding this assessment when

attachment difficulties and CPTSD are also in question.

4.3 Method
Ethical approval was sought and granted from the King’s College London

Ethics Committee (MRSP-22/23-34,011).
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4.3.1 Participants

Participants were 37 practitioners with self-reported expertise in autism.
Practitioners reported working predominantly with children and adolescents. Table
4.1 provides characteristics of the sample. The majority of the professionals were
clinical psychologists (n=22, 59%), although other professions are also represented
in smaller numbers. The majority of the professionals (n=21, 57%) worked in the

UK.
Table 4.1 Characteristics of the sample (N=37)

N %
Profession
Clinical psychologist | 22 59%
Occupational therapist | 1 3%
Psychiatrist | 4 11%
Educational Psychologist | 5 14%
Speech and language therapist | 6 16%
Country of work
UK | 21 57%
Ireland | 4 11%
Us4 | 5 14%
Australia | 2 5%
Canada | 3 8%
Hong Kong | 1 3%
Switzerland | 1 3%
Years clinical experience
4-9 years | 19 51%
10-14 years | 7 19%
15 years or more | 11 30%

Participants were recruited via online social media advertising, word of
mouth from existing contacts within the research team, and emailing authors who
had published on related topics. All components of the study survey — providing
study information, screening and informed consent — took place online, via Qualtrics.
The inclusion criteria were; 18 years and over, expertise in assessing/diagnosing
autism, a relevant core clinical profession (e.g., psychiatry, clinical psychology,
psychotherapy, occupational therapy, speech and language therapy) with at least 4

years of professional experience post-qualification and being proficient in English.
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Participants were allocated a participant ID based on their profession (CP =
Clinical Psychologist, P = Psychiatrist, EP = Educational Psychologist, OT =
Occupational Therapist; and SLT = Speech and Language Therapist).

4.3.2 Survey

Qualitative data for the present study was collated from the first-round
answers of a Delphi study (Sarr et al., 2024). As the objective of the Delphi study
was to produce consensus statements, much of the richness of the text answers could
not be adequately captured and warranted further, more reflective, qualitative
analysis.

The survey consisted of multiple-choice demographic questions, followed by
open questions with free text answer boxes. The present paper’s analysis pertains
only to the answers of the participants who indicated that they work with children
and their expert condition was autism. Questions were designed to elicit rich text
answers from the practitioners about their opinions, reflections, experiences and
perspectives on assessing and diagnosing autism, attachment disorders and CPTSD.
Practitioners were asked about differential diagnosis; overlapping features,
differentiating features, tools and methods used to differentiate between conditions,
challenges when differentiating, what’s helpful, the influence of demographics (e.g.,
age), and suggestions for improvement. We also asked for their perspective on dual
diagnoses, autism assessment and the implications and benefits of autism diagnoses.
A full list of the questions answered by the participants included in our study, as well
as a detailed description of the survey structure, can be found in Appendix 2. The

survey was completed in November 2022 to April 2023.

4.3.3 Framework analysis

All free-text answers were uploaded and analysed by applying a framework
analysis to the data (Gale et al., 2013), as it allows for comparison across groups, in
this case professions. The steps were as follows (Goldsmith, 2021): 1) data
familiarisation, 2) framework identification, 3) indexing, 4) charting and
summarising the matrix, and 5) mapping and interpretation.

A consensus approach was utilised, with AMGQ leading the full analysis, and
DS analysing 20% of the data. FR and FH were familiar with the data through
development of consensus statements for Sarr et al (2024)’s Delphi study. Upon

familiarisation with the full dataset and initial coding of the first 5 cases, a working
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analytical framework was produced by AMGQ. The analytical framework was
applied and discussed regularly with AMGQ, FR, DS and FH. The framework was
honed iteratively as a team throughout the coding of the data. Data was charted using
a framework matrix where participants were divided into groups based on their
profession. Themes were discussed between AMGQ, DS, FR and FH until consensus
was reached for the final themes and subthemes. Through mapping and interpretation
of the framework matrix, we were able to highlight if there were any contrasting
opinions amongst different professions. Researchers engaged in a reflexive and

iterative process through frequent discussion throughout analysis.

4.3.4 Positionality

The positionality of the researchers varied across clinical and research
experience, but all authors had expertise in autism. The lead author (AMGQ) was a
PhD student focusing on trauma-related mental health in autistic young people. Two
authors are clinical researchers (FR, DS) who have PhDs in mental health and/or
autism and past experiences of working clinically within Autism Intensive Support
Teams. DS works clinically in the NHS with autistic adults, and FR is a clinical
psychologist working in an NHS adult autism service and specialising in research
exploring the trauma-related mental health experiences of autistic adults. FH is a

nonclinical academic with more than 30 years’ experience in autism research.

4.4 Results

Framework analysis resulted in four overarching themes and ten subthemes
(see Table 4.2 and Figure 4.1). For each theme we have indicated the proportion of
practitioners who contributed to the theme by using conventional levels of
endorsement (Sandelowski, 2001), such that, “few” indicates <25% of participants,
“some” is 25%-50%, “many” is 51%-75%, “almost all/most* is “>75%-100%" and

“all” 1s of course 100% of participants.
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Table 4.2 Summary of themes and subthemes

Theme Subtheme
1. Factors impacting a robust 1.1.Clinical experience and intuition
assessment 1.2. A blended team of professionals

1.3.The history is crucial
1.4.Tools and methods
1.5.Systemic challenges within healthcare

system
2. Trauma and autism: either or 2.1.0ne does not exclude the other
both? 2.2.Watchful waiting
2.3.Family history
2.4.Clinical biases
3. The impact of a diagnosis 3.1.0pening up access

3.2.Attitudes and stigma

The impact of a
diagnosis

Trauma and autism:
either or both?

Factors impacting a
robust assessment

Clinical Experience and Intuition One does not exclude the other Opening Up Access

Watchful waiting Attitudes and stigma

1
Look at the family to help

A Blended Team of Professionals

The history is crucial

Tools and methods

differentiate
|

Clinical biases

|
Systemic challenges within

healthcare system

Figure 4.1 Summary of themes and subthemes

Theme 1: Factors impacting a robust assessment

A theme that was identified from almost all participants, was about the
factors that impact a robust assessment of autism when a child’s presentation may be

related to negative life experiences such as CPTSD or attachment difficulties.
Subtheme 1.1: Clinical Experience and Intuition
Many of the practitioners spoke about how the amount of experience a

professional has impacts on their clinical judgement and confidence. Less
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experienced practitioners struggle with differential diagnosis as well as with
diagnosing CPTSD or attachment difficulties in autistic children. Participants felt
that less experienced clinicians often over-emphasise the importance of specific
characteristics. For example, differences in eye contact were described by many
clinical psychologists as being given too much weight as a differential characteristic;
"For less experienced clinicians it may be that superficially these [autism and
attachment difficulties] both have differences in eye contact and emotional
expressiveness (facial expression etc) but the quality is often significantly different”
(CP2).

Several practitioners felt that clinical intuition gained through experience is
an important aspect of an assessment, above the role of tools, as described by SLT3;
“diagnosis very rarely is down to diagnostic criteria and formal assessment tools.
Clinical intuition and the feeling in the room is very important and we draw on our
wealth of experience of having met lots of other young people in the assessment
pathway."

The practitioners agreed that shadowing or consulting more experienced
clinicians, and continued education on trauma and attachment, would improve their
experience in the area and confidence in their own and their colleagues’ diagnostic
choices: “Continued access to CPD on this topic would be very helpful...reflection
and learning on the overlapping features, but also the distinguishing features...
Access to a consultative model across services in which one professional could seek

the views of another professional in a more complex case” (EPS).
Subtheme 1.2: A Blended Team of Professionals

Gathered in this subtheme is what most practitioners wrote about the
necessity of a multidisciplinary team for a holistic assessment of the child. They felt
that team discussions with colleagues, and observations from those of different
professions, are valuable to gain multiple perspectives, particularly with more
complex cases; "The work is very nuanced and ideally requires a blended team of
professionals to differentiate accurately”(EPS).

However, some of the autism experts did highlight difficulties when working
in a team, particularly when approaching differential or co-occurring diagnosis, such
as disagreements amongst team members. EPS5 shared that "/it] can be difficult

within a team if there is disagreement between members regarding whether both
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[autism and CPTSD] might exist, or whether trauma fully explains child's
presentation”. Other practitioners talked of having less confidence in the opinions of
team members who are less experienced (as highlighted in Subtheme 1.1), or have
less knowledge of autism, "Many clinicians who are in the MDT have not had
training or experience in working with people with ASD and do not know what we
are looking for in assessment. This makes it very hard to trust their opinion as we are
not sure what it is based on" (CP5).

The autism experts discussed the importance of collaborating with other
teams, and out-sourcing for the diagnosis of C-PTSD or attachment disorders. They
spoke of utilising other teams’ expertise on other conditions, for example having a
colleague that will assess PTSD while they assess autism, as conveyed by CP15, “/
do however joint assessments with a colleague...she will do the trauma / attachment
part of the assessment while I do the ASD bit".

Participants of all professions said they would ideally refer the child to
services that can address both conditions if available and felt that routine screening

for trauma and attachment difficulties is needed in neurodevelopmental assessments.
Subtheme 1.3: The history is crucial

Almost all practitioners identified that developmental history is crucial to see
if autistic traits have been present from birth, if there have been any periods of
inconsistent caregiving or any traumatic experiences. Taking comprehensive
developmental history is essential for tracking a child’s presentation across their
development to identify factors associated with their difficulties; "Depending on
when the trauma happened, it is possible to differentiate based on normal early
development up until the point of the trauma" (CP16). A few practitioners
acknowledged that this is difficult when assessing children without consistent
caregivers, such as adopted or looked after children [LAC] or those with refugee
status; "Children who have been in the LAC [Local Authority Care] system often do
not have clear accounts of their developmental history so we cannot determine the
impact of attachment on them"(CP5). Some clinicians, particularly occupational
therapists and SLTs, wrote about difficulties obtaining information from educational
or care settings, particularly for children from underprivileged backgrounds, as
illustrated by OT1; "There is a real challenge to get substantial information from

educational settings to inform about autism or equally attachment".
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Almost all practitioners spoke about the key role of informants, usually
parents, in history taking, and some expressed frustration at this sometimes being
unreliable, for example CP15 wrote; “Experience shows that some parents are lousy
witnesses of their child's history” if the “parent has difficulties of their own (mental
health and/or neurodevelopmental). You really need to be very careful to include as
much corroborating information as possible, but it can be tricky."

Many practitioners wrote about the challenge of when the informant has been
involved in the trauma or not providing sufficient care. Parents and caregivers may
be perpetrators or victims, leading to fear of repercussions of sharing information
with practitioners. Therefore, many participants expressed the importance of
nurturing trust with informants. However, as conveyed by CP5, this requires time
that often clinicians do not have "... people [need to] understand the importance of a
reliable developmental history so clinicians are allocated enough time to complete
interviews, chase information and help informants know that there are unlikely to be
negative repercussions if they disclose issues in the relationship (unless there are
risks)" (CP5).

The need to consider the child and informant’s current living situation was
also voiced by some participants. Whether the trauma is on-going and how the
informant perceives the event needs to be considered; "Much of the work is reliant
upon adult report... culture and socio-economic issues (e.g.: homelessness) can
impact upon information gathered, and caregiver's current perceptions of the child's

development” (EPS).
Subtheme 1.4: Tools and methods

A subtheme regarding the use of standardised and unstandardised tools in
assessments was identified from almost all practitioners. This revealed popular tools
for diagnosis, differential or otherwise, and perspectives on which tools are fit for
purpose. The practitioners described using observations, clinical interviews, parent
interviews, questionnaires and often a cognitive assessment to assess autism, mental
health, relationships with caregivers, sensory processing, adaptive skills, language
and development.

A full list of the tools mentioned by autism practitioners can be found in
Appendix 2, Table S2.1, with the Autism Diagnostic Observation Schedule (ADOS)

(Lord et al., 1999) as the most mentioned across 81% of the practitioners as an
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effective tool to differentiate autism from trauma-related disorders. The majority of
the tools were endorsed by clinical psychologists, who made up most of the sample,
and psychiatrists. Autism assessment tools such as the Autism Diagnostic Interview
(ADI) (Lord et al., 1994) were also highlighted as being useful for also identifying
any trauma or periods of insufficient caregiving. However, practitioners wanted
attachment to be considered within the ADOS interpretation and training as, as CP7
describes, children with attachment difficulties can perform similarly to autistic
children, “During ADOS, some young people with attachment disorders might not
answer the questions about emotions. I do not always feel this is due to not knowing
these answers, but due to fears about sharing their vulnerabilities with a new
therapist in a one-hour session.”

Across all professions, practitioners expressed a need for more scales or
measures that assess attachment in young children and differentiate attachment
difficulties from autism effectively. When asked for suggestions on how to
differentiate between autism and attachment disorders, clinical psychologists
consistently mentioned the Coventry Grid (Moran, 2010) more than the other
professions. Generally, they felt it was useful as a ‘template’, and for helping less
experienced practitioners, but expressed frustration that this is all that is available.

The majority emphasised that, however useful these tools are, they must not
be used in isolation but alongside clinical judgement when assessing a child. More
generally, practitioners expressed concern that tools were not designed to reflect our
current understanding of autism or to be inclusive of all genders and ethnicities:
“They have been constructed based on a very androcentric definition of ASD, which 1
believe is out-dated. We need more sensitive measures which may help us identify

people who are on the spectrum but do not fit this very narrow definition” (CP35).
Subtheme 1.5: Systemic challenges within healthcare system

A smaller but significant subtheme identified by some autism practitioners
acknowledged that there are larger systemic challenges that are beyond the
practitioner’s control that make assessment difficult. These include being poorly
resourced and not having time to thoroughly assess more complex presentations, as
described by SLT2; "Often teams don't have the expertise, time or are remote and
limited to what assessments can be conducted as well as communications with other

teams". A consequence of this is that certain parts of the assessment that take the
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most time, such as taking detailed developmental history, suffer; "poorly resourced
services mean that clinicians are burnt out and this impacts on their clinical
assessment. It means that often we do not have a lot of time to complete assessments,
and differential diagnosis is very labour-intensive"(CP5). Several participants wrote
about the service barriers associated with being “bound” to the DSM-5 and medical
models.

Participants of all professions expressed challenges with the integration of
trauma, attachment and neurodevelopmental care — direct referral is difficult when
practitioners are in different teams and child protection services are often separate
from mental healthcare. This as exemplified by an educational psychologist working
in Ireland; “The health service and child protection services in Ireland are two
separate entities, so joint working is very challenging. Each has a specific brief”

(EPS).
Theme 2: Trauma and autism: either or both?

A theme from almost all autism practitioners concerned the specific
challenges when assessing autism if there needs to be a differential or co-occurring

diagnoses of CPTD or attachment difficulties.
Subtheme 2.1: One does not exclude the other

A subtheme raised from most participants was the experience of trauma or
attachment difficulties in autistic children, and many participants felt strongly that
these diagnoses are not mutually exclusive. The majority of participants of all
professions felt that CPTSD and autism commonly co-occur, and that autistic
children are more likely to be exposed to negative experiences - such as neglect,
bullying and abuse — as well as potentially finding daily life overwhelming ,
exemplified by CP4’s comment: “Given the overlaps, and the fact that many autistic
people are quite traumatised by everyday experiences, it can be challenging but |
would not hesitate to diagnose both if criteria were met”.

Practitioners felt that symptoms of CPTSD can impact how autism presents,
or either condition could overshadow the other. CP8 wrote, “It is difficult to observe
features of autism when children are extremely dysregulated and it is difficult to
understand the basis for the dysregulation”. Practitioners also reported difficulty

identifying PTSD in Autistic children who are dysregulated by their environment;
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“[they are] frequently in flight mode, meaning often autistic people are in flight
mode when needs are not correctly met and they are forced to try and adapt to a
neurotypical environment" (OT1).

Many mentioned that they found it particularly hard to decide about
differential or co-occurrence if a child’s traumatic experience was interpersonal as
them finding social interactions difficult resembles characteristics of autism, as CP2
conveys; “if the complex trauma was social, there can be overlap where the autistic
young person is avoidant of social contact and the matching triggers are person
based”. Participants found it is easier to identify co-occurrence when an autistic
child has a sudden change in behaviour in conjunction with a negative event, but it
can be more difficult if trauma has occurred early in life: “This is particularly
difficult when the trauma goes back to early childhood, especially in the context of a
looked-after child. In these cases it is immensely difficult to separate out the effects
of trauma from possible ASD. Quite often there is evidence of both” (CP15).

Practitioners, particularly psychiatrists and clinical psychologists, wrote of
discomfort around diagnosing co-occurring autism and attachment disorders. These
clinicians conveyed that diagnosing both is a rare occurrence, and reported doing
this, “Only in exceptional circumstances where attachment disorders did not
adequately explain all the presenting features”(CP3). However, across all
professions participants spoke of exercising caution but giving dual diagnoses if both
conditions were evident after taking a thorough developmental history. Only two
participants, clinical psychologists, reported they would not give an attachment
diagnosis to an autistic child. CP16 likely referred to the DSM-5 diagnostic criteria
for RAD being mutually exclusive with autism and thus preventing this, “If 1 also
confirm an attachment disorder, I would not give an ASD diagnosis as well due to

diagnostic criteria for attachment disorders”.
Subtheme 2.2: Watchful waiting

Many autism practitioners noted that assessments conducted too early after
possible trauma may not accurately distinguish between trauma-related and
neurodevelopmental presentations in children. Most of the practitioners felt it can be
beneficial to postpone a formal diagnosis while monitoring a child’s development
and providing support; “have confidence [on] when to pull back and allow for

watchful waiting in the instance where therapy is required in the first instance”
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(EPS5). The importance of having the confidence and patience to wait and see was
emphasised, and P2 advised “Avoid jumping to a conclusion early on”.

Almost all practitioners spoke of, where possible, delaying an autism
diagnosis until a child's trauma-related symptoms or home environment have
stabilised; "If home life is very unstable it may not be the right time to be trying to
explore the autism question" (SLT3). Observing the effects of this stability - whether
from forming secure attachments with caregivers, introduction of a stable home
environment, or having engaged with therapy - can help clarify whether a child’s
difficulties are related to complex PTSD, attachment issues, or neurodevelopmental
conditions; “Sometimes it is not until the interventions have taken place...that it
becomes clearer what the main presenting issue is " (CP6).

Other practitioners described taking this approach due to waiting for parent's
attitudes to shift, and prioritising addressing immediate family needs over making an
early diagnosis. EP1 described doing this, but also the importance of returning to the
diagnosis for the child’s self-understanding: “I have also delayed a diagnosis when a
parent / caregiver is not ready, but I always revisit particularly because it can be so

important for a child's self-identity and understanding of themselves”.
Subtheme 2.3: Look at the family to help differentiate

Many practitioners highlighted the importance of considering the child’s
family history when differentiating between autism, attachment difficulties, and
CPTSD, through taking history or observing caregiving. Practitioners agreed that if
they became aware that the child had experienced disrupted or poor caregiving -
potentially due to parental mental illness, parental trauma, socioeconomic status or
substance misuse - they would lean towards a diagnosis of attachment difficulties or
CPTSD. CP5 describes using family history to differentiate between autism and
CPTSD, “if there are reports of traumatic events...I am more inclined to consider it
to be CPSTD. If there are diagnoses of ASD in the family (without trauma), I am
more inclined to think of it as ASD.”

Although not mutually exclusive, most of the other practitioners also felt that
autistic traits or neurodiversity of family members was a key indicator of an autism
diagnosis, with several practitioners considering genetic liability. However, a
minority felt that if a child has neurodivergent parents they might be at higher risk of

attachment difficulties, including SLT1 who described this vulnerability for autistic
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children; “I believe individuals with autism can be more vulnerable to attachment
disorders, particularly as there may have been undiagnosed neurodiversity in their

parents that led to the circumstances that resulted in the attachment disorder.”
Subtheme 2.4: Clinical bias

Many practitioners acknowledged that gender, socio-economic background,
and race impact the assessments and diagnoses that children are given. Participants
felt that gender and race of the child may impact how a their behaviour is perceived.
Many described that complex trauma is more likely to be considered in girls than
autism. Aggressive behaviours are more likely to be interpreted as autism in boys
than in girls, rather than a trauma-related disorder. The intersection of gender and
race bias was reflected on by CP6 who describes how ‘aggressive behaviours’ in
boys from ethnic minority backgrounds would be more likely to be labelled as
'behavioural issues' than CPTSD or autism, "ASD may be under-diagnosed in BAME
groups... boys in particular from these groups... may be viewed as having
behavioural issues rather than ASD. There may also be demographic issues related
to this also, given the likelihood of living in more adverse settings, and schools who
therefore struggle to pick this up. ASD is under-diagnosed in females, and they may
present with having been bullied (CPTSD) whereas the underlying difficulty is ASD".

Most of the practitioners felt that low family socio-economic status should be
considered in an assessment, and several acknowledged that knowing a child is from
a disadvantaged background introduces bias towards attachment problems: "Social
demographics definitely play a part. I think that people may be more quick to assume
a 'parenting’ or ‘attachment' issue in a family from a low socioeconomic
background” (SLT3). EP1 described taking this into account when assessing a child’s
presentation, “I would consider child's experiences of and access to educational and
social opportunities”.

Many practitioners felt that the socio-economic background of child or
family determined if they were judged through a trauma lens or not. This was
explicitly illustrated by EP2 who describes how practitioners and families of those
with wealth opt for seeking autism diagnoses rather than a CPTSD or attachment
diagnosis, “However, I have encountered a number of "nice families" with a child
presenting with significant attachment difficulties - where both they and other

clinicians have struggled with the attachment diagnosis".
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Several practitioners acknowledged that there is a general lack of
understanding as to how autism and attachment difficulties present across genders
and people of non-western backgrounds, and that cultural biases will impact the
assessment. OT1 describes this, "There are biases in terms of how autism presents eg
diagnostic criteria based on males and also cultural biases impact on assessment of
‘expected’ behaviour for both autism and attachment difficulties. This may either
over, under or misdiagnose". Culturally ‘expected’ behaviour and parenting styles
may impact how a practitioner interprets caregiving interactions from a culture
different to their own, and a child’s behaviour, as explained by SLTS; “In certain
cultures the parenting style and the cultural and societal expectations of a child can

impact their presentation”.

Theme 3: The impact of a diagnosis

Almost all autism practitioners contributed to a theme considering the impact
of a diagnosis, when either deciding between different diagnoses, making multiple

diagnoses or no diagnosis.
Subtheme 3.1: Opening up access

Almost all of the practitioners felt that the main consideration when making a
diagnostic decision is what diagnosis will prove most helpful for supporting the
child. Participants reported that a diagnosis is often the only way to access support,
and felt frustrated by this, as exemplified by SLT1, who wrote; "I believe support
should be based on need and not gate kept by diagnosis, unfortunately in many areas
itis".

Most of the practitioners felt that a diagnosis can lead to positive changes in
support, highlighting protection from discrimination under the Disability
Discrimination Act, tailored resources in educational settings, improved family
relationships, and connecting young people to peer support. Many discussed that an
autism diagnosis can inform adaptations to the mental health support a child
receives; CP16 wrote, “Therapeutic approach can be tailored to be more skills-
based and utilise different methods such as visual aids. Children with ASD may have
more access to school services and support services in the community”.

Practitioners felt that similar support is needed for children with attachment

disorders as is needed for an autistic child, but is not available. Several practitioners
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suggested they would consider giving an autism diagnosis so the child can access
support in school. EP2 described leaving an autism diagnosis in place for a child,
despite believing the presentation was primarily an attachment disorder; "4 child
who received a private diagnosis of autism - who 1 felt presented with Attachment
disorder... but I left the autism diagnosis in place. The associated supports ... were
solid and effective supports that he would not get with an Attachment diagnosis.
Service based interventions were Attachment specific though."

Many of the practitioners were also considering the negative consequences of
giving an autism diagnosis particularly for a child with co-occurring CPTSD, mental
health issues or attachment difficulties. A concern of several practitioners was
believing that an autism diagnosis would exclude these children from mental health
treatment, whether explicitly due to the exclusion criteria of local services, or due to
all a child’s difficulties being attributed to autism; as OT1 wrote, "it [an ASD
diagnosis] can be a barrier to receiving needed care... an autistic child may have
less access to mental health support due to behaviour being “explained” by autism,
rather than observed and supported as a mental health need. This has serious
implications for the child, their family and the educational settings."

On the other hand, P3 highlighted that a diagnosis of autism while a child is
in mental health services can lead to more appropriate care for a child whose autistic
difficulties may have been falsely attributed to a mental health issue; "often it helps
to clarify and understand the particular presentation, which may inform the way
treatment is offered and the types of services provided, and may sometimes lead to
discharge from the mental health service for more appropriate developmental
interventions and supports.”

Across different countries, the financial impact of autism diagnosis was
considered as a disparity. Practitioners’ reasons for caution included the cost of an
assessment, impact on health insurance, and impact on child’s future employment.
Two American clinical psychologists (CP16 and CP21) raised that insurance
companies will not cover psychological evaluations or therapeutic support for mental
health issues if the primary diagnosis is autism; “The largest barrier is insurance
coverage. I will always give the ASD diagnosis, I just may not put it as the primary
diagnosis as some insurance providers will not cover therapy or psychiatric
hospitalization because ASD is grouped as a medical condition rather than a

behavioural health condition in their system” (CP16).
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Subtheme 3.2: Attitudes and stigma

Attitudes and stigma were a large subtheme of the impact of a diagnosis
theme, with most of the practitioners writing that children and their networks have
different attitudes towards different diagnoses. Practitioners felt that some diagnoses
are viewed more positively than others. In general, they viewed an autism diagnosis
as something that would reduce stigma and increase understanding; helping other
people understand the needs of the young person, and/or helping the young person
understand their own identity.

While most practitioners were glad that an autism diagnosis is perceived
more positively than it was previously, it has meant they experience young people
and their families who are specifically seeking out an autism diagnosis, and who are
disappointed when they do not receive one. For such cases, practitioners reflected
finding it harder to discuss and present an alternative formulation/diagnosis of
CPTSD or attachment difficulties to the young person and their family. Generally,
practitioners felt that trauma-based conditions are more stigmatised than autism
spectrum conditions, with better societal understanding and awareness of autism and
a lack of understanding surrounding trauma and attachment difficulties. This
challenge is illustrated by EP2 who wrote; “Autism has become very well known and
understood by parents, teachers and stakeholders. They tend to come to services with
autism as their primary hypothesis. They can struggle with a diagnostic conclusion
that is not autism, and struggle even more when the conclusion is Attachment. This
'label’ seems to come with a perceived judgement...[a] failure on their part. It is
something that has been caused. Autism which is perceived as genetics, a
happenstance of nature, and outside of their influence.” As highlighted by EP2,
parents often fear repercussions or judgment from practitioners or services, and other
practitioners raised concern that schools struggle to accept non-developmental
diagnoses (eg. attachment disorder).

Practitioners described experiences of cultural attitudes impacting if a family
accepted a diagnosis or not. This manifested in attitudes towards talking about
trauma and mental health, which included shame surrounding traumatic experiences,
and cultural non/acceptance of seeking mental health support, as well as beliefs
about ‘causes’ of autism. CP6 discussed cultural stigma around certain traumatic

experiences, "CPTSD can be associated with events that are, by their very nature,
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not talked about e.g. rape, DV [domestic violence] .... In some cultures it may not be
acceptable to seek help for this, or [it] may feel especially shaming to talk about".
All practitioners were considering these attitudes when diagnosing, although
the majority were not allowing those attitudes to dictate their diagnostic decisions, as
conveyed by CP18: "I have never held back a diagnosis due to stigma or
accessibility issues...a diagnosis well explained and formulated is better than no
diagnosis. Some patients feel there is something wrong with them otherwise”.
However, two psychiatrists (P1 and P2) stated that, very occasionally if symptoms or
difficulties were mild, in some cases they would allow parents and the service user to

choose if a diagnosis is put on the system.

4.5 Discussion

It is clear there are many challenges faced by professionals assessing autism
in the context of alternative trauma- or attachment-related diagnoses. The themes we
identified - (1) Factors impacting robust assessment, (2) Trauma and autism: either
or both? (3) The impact of a diagnosis - were distinct but intersected. which
highlights the multifaceted nature of assessing children with more complex
presentations and histories.

Given the subject matter, it was unsurprising that robust assessment was a
key theme. Practitioners highlighted challenges in obtaining developmental history,
particularly for those children from unstable homes, refugee or care-experienced
backgrounds. Autism assessment tools were found to be useful for identifying
trauma while collecting developmental history, however practitioners across
professions felt it can still be difficult to differentiate between autism and attachment
difficulties using these tools. Davidson and colleagues (2015) explored what
measures are able to discriminate between reactive attachment disorder and autism,
and concluded that observation of child behaviour was the most effective method,
emphasising a need for development of standardised observation tools. Clinical
psychologists more than other professions discussed the Coventry Grid (Moran,
2010) and Coventry Grid Interview (Flackhill et al., 2017). There were discrepancies
amongst our participants around awareness and confidence in their use for diagnosis.
However, there is a small but encouraging evidence base for the Coventry Grid as a
tool that can help identify differences between autistic children and non-autistic

children with attachment problems (Davidson et al., 2022). There was a clear desire
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for the development of new tools for differentiation, as well as the integration and
validation of existing autism assessment tools with attachment in mind. Building
trust with informants was much discussed as essential and is in line with prior
qualitative work with traumatised populations, where the importance of trusting a
practitioner is consistently recognised (Chouliara et al., 2024; Kennedy et al., 2024;
Sweeney et al., 2018).

Autism practitioners were aware that these conditions have overlapping
features, and that autistic children are at high risk of experiencing potentially
traumatic events and disrupted caregiving. This is in line with existing literature that
highlights the challenge of distinguishing between similar features of autism and
trauma-related disorders (Al-Attar & Worthington, 2024; McKenzie & Dallos, 2017;
Stavropoulos et al., 2018), and meta-analytic evidence of autistic people
experiencing significantly more adverse childhood experiences than their peers
(Hartley et al., 2024). It was acknowledged that everyday experiences can be
traumatic to autistic children, and that this should be considered in the clinic, as
events impacting these children may not meet rigid diagnostic definitions of
C/PTSD. Research with autistic children and their caregivers describes sources of
trauma that are not captured by standardised measures (Kerns et al., 2022), and from
research with autistic adults we know PTSD symptoms can be experienced from
traumas that do not meet the DSM-5 (Criterion A) definition (Rumball et al., 2020).

Our findings add to the growing conversation around the purpose and impact
of a diagnosis, and underscore how structural barriers, beyond clinical opinions,
shape diagnostic pathways and access to care. Many participants stressed that
support should be based on need rather than diagnostic labels, echoing wider
conversation about the limitations of the medical model of mental health (Huda,
2021; Seery et al., 2021). Participants expressed that the immediate needs of the
child were the priority, and ability to access systems of support without a diagnosis
would allow for ‘Watchful waiting’ (subtheme 2.2). Autism and CPTSD diagnoses
were generally deemed to open doors to more readily available educational or
therapeutic support. In contrast, an attachment diagnosis was viewed by practitioners
as the most stigmatising without clear pathways to help the child. In a qualitative
study, parents and caregivers of children with RAD described feeling socially
isolated partially due to public criticism and few services that understand the

disorder (Vasquez & Stensland, 2016). There are no evidence-based treatments for
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RAD, and limited literature on the treatment of attachment disorders (Zeanah &
Gleason, 2015). A pilot study has shown that a video-feedback intervention for
caregivers of young children with RAD in foster care is feasible and warrants a
randomised controlled trial (Oliveira et al., 2022a; Oliveira et al., 2022b). This
feasibility study and lack of existing literature highlights that difficulties with
recruitment of these children and their families slows progress on producing such an
evidence base. There is a lack of dedicated comprehensive programs for attachment
disorders in schools (Dingwall & Sebba, 2018). Some practitioners in the present
study felt that many educational supports or adaptations beneficial for autistic
children, such as creating consistent, predictable routines, and focusing on improving
emotional regulation, would also help non-autistic children for whom attachment is
the primary concern.

Concerningly, practitioners raised that autistic children may be excluded from
certain mental health treatments or services, and therefore may not receive evidence-
based trauma-focused therapies. The NHS England guidance for meeting the mental
health needs of autistic people states that “Access to mental health care must not be
limited because someone has an autism diagnosis or is awaiting autism assessment”
(NHS England, 2023) and NICE guidelines do not recommend excluding autistic
children from treatment for trauma (NICE, 2018). However, the practitioners’
reflections highlight a much-recorded gap in services for autistic people of all ages
(Scattoni et al., 2023). Autistic people describe being excluded from mental health
services due to their autism diagnosis, being perceived as ‘at risk” and cite
professionals’ lack of understanding of autism as a barrier to their accessing
mainstream mental health care (Adams & Young, 2021; Camm-Crosbie et al., 2019).
Other studies with professionals have also identified this lack of confidence in
trauma treatment options for autistic youth; in community mental health settings in
the USA, autism professionals agreed there was a lack of effective treatments (Kerns
et al., 2020). Likewise, certified trauma-focused cognitive behavioural therapy (TF-
CBT) therapists reported feeling uncomfortable doing trauma-focused work with
children with developmental disabilities, including autism (D’Amico et al., 2022).
Although research evidence regarding the efficacy of PTSD treatment in autistic
children is scarce (Quinton et al., 2024), there have been suggested (but not yet
validated) adaptations (D’ Amico et al., 2022; Peterson et al., 2019; Romney &

Garcia, 2021). Encouragingly, a recent small-scale, proof-of-concept study has
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shown efficacy and feasibility for telehealth-based TF-CBT, in a sample of 17
autistic young people (aged 10-17 years) showed significantly reduced PTSD
symptoms at (up to a month) follow up (McDonnell et al., 2025).

Autism practitioners described discrepancies in how being able to access
certain services (either due to strong provisions in their local area or private
healthcare), wealth, and the social class of a family often impact how a child’s
behaviour is perceived in the clinic. These biases often intersect with racial and
cultural factors, with practitioners noting that young Black boys' presentations are
frequently misinterpreted as 'behavioral issues' rather than potential autism or mental
health concerns, in line with prior research suggesting adults perceive black
children’s behaviour as more angry compared to white peers (Cooke & Halberstadt,
2021). As identified by many practitioners in the present study, cultural sensitivity
and adaptations have been called for more broadly in mental health assessments
(Healey et al., 2017), as well as when assessing for attachment difficulties
(Benavides-Rawson & Grinker, 2018; Keller, 2013). The clinical bias described in
this study was such that children from higher social class families (“nice families”)
are presumed to have stable caregiving and autism is explored, where trauma and
attachment are less likely to be accepted and more likely to be explored with families
of lower social class. The literature does point to an increased risk of attachment
disorders for children from families living in poverty (Eckstein-Madry et al., 2021,
Sakman et al., 2023), and reactive attachment disorders (RAD) have been shown
have a prevalence of 1.40% in 6-8 years olds living in a deprived urban area in the
UK (Minnis et al., 2013). However, there is a notable lack of research on attachment
in children who are not deprived (Teague et al., 2017) and some practitioners
stressed the importance of not discounting attachment disorders when working with
more affluent families. Findings from studies exploring the relationship between
socio-economic factors and autism diagnoses vary and are likely specific to the
particular cultural context of the country of practice, their healthcare model and their
conceptualisation of autism. For example, a case control study in Bangladesh found
low SES was associated with increased likelihood of autism (Shahid Khan et al.,
2024). Whereas, a study with 13,857 UK children from the Born In Bradford sample
showed that higher maternal education (achieving A-levels or higher), but not
receiving means-tested benefits or neighbourhood deprivation, significantly

increased the odds of a child having an autism diagnosis (Kelly et al., 2019).
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A key issue underpinning the themes identified is the structure of healthcare
systems and the lack of integrated expertise. While participants emphasised the
importance of external collaboration, current healthcare systems discourage this by
fragmentation of expertise across services, where neurodevelopmental and trauma
teams operate separately. Given limited opportunities to work together, an
assessment may be conducted through the lens of a practitioner’s area of expertise,
possibly emphasising differential diagnosis, rather than co-occurrence. To ensure
comprehensive and accurate assessment of trauma and attachment difficulties,
information sharing across health and social care is particularly important. Structural
barriers and practical constraints such as local service availability, resource
limitations, professional training gaps, implicit biases, and time constraints, can lead
to a devaluation of more time-intensive assessment components such as multi-

informant reports for developmental history.

4.5.1 Implications

Reform should focus on embedding autism and trauma expertise across
services, ensuring that assessment frameworks and treatment can accommodate
complex presentations. For autism practitioners conducting autism assessments, our
findings suggest they should consider all explanations for a child’s behaviour.
Therefore, screening for trauma and disrupted familial relationships should be
routine within neurodevelopmental services. This echoes existing calls to integrate
neurodiversity into broader healthcare training. While the majority of GPs recognise
that training in autism is important, they receive little to no such formal training
(Chown et al., 2022). A study investigating autism specific training delivered to
physicians suggests this improves their knowledge and self-efficacy when caring for
autistic patients (Clarke & Fung, 2022). In the meantime, opportunities for
professionals to shadow autism and trauma specialists could help bridge knowledge
gaps.

It is clear that many practitioners were driven by the desire to do what was
best for the child, yet they acknowledged that diagnoses are often shaped by factors
outside their control. For some families, an autism diagnosis may be the only route
to securing education support, leading to situations where practitioners feel pressured
to diagnose based on systemic constraints. Empowering families and professionals to

wait rather than rushing to make a diagnosis driven by external pressures would
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require a shift in service structures and support allocation. To ensure children are not
‘lost” while waiting for assessments, our findings highlight the need to for broader
policy changes — moving away from providing support based off rigid diagnostic

categories, towards an integrated, holistic meeting of a child’s needs.

4.5.2 Limitations

Several limitations should be considered. First, as our data was derived from
the first round of a Delphi survey primarily focusing on differential and overlapping
symptomatology (Sarr et al., 2024), this framing and the directness of the questions
may have influenced the responses. Second, while our sample was international and
included participants from across professions, the majority (57%) were based in the
UK and clinical psychologists made up the majority (59%) amongst the professions.
This likely skews our findings towards both a UK healthcare context and
frameworks of clinical psychology. To address the latter issue, we opted for a
framework analysis approach, dividing by profession. However, other professions
were relatively under-represented. Third, we deliberately asked practitioners about
autism without intellectual disability (ID), which excluded clinical perspectives on
trauma and differential diagnosis in those with higher support needs. Clinicians’
perspectives on this important topic have been explored elsewhere (Kildahl et al.,
2020; Kildahl & Jerstad, 2021). Finally, our data provide rich insights into clinicians’
views about diagnostic decision making, however we cannot determine the real-
world impact on autistic and/or traumatised children. Future research should address
these questions using mixed methods approaches and involve the perspectives of

autistic young people and their families.

4.6 Conclusion

This study explored autism practitioners’ views regarding overlapping and
distinguishing features when diagnosing autism, attachment difficulties, and CPTSD
presentations. Using framework analysis, we identified 3 themes; (1) Factors
impacting robust assessment, (2) Trauma and autism: either or both? and (3) The
impact of a diagnosis. Collectively, these findings emphasised the importance of
clinical experience and multidisciplinary approaches, identifying a need for training
and shadowing opportunities for individual practitioners during assessments, and

suggesting the need for reform at a systemic level, with the integration of services
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across health and social care. We highlight a need to move beyond diagnosis as a
gateway to support, towards a model where help is based on individual needs,
informed by a broader understanding of how trauma, attachment, and autism

intersect and differentiate.
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5.1 Abstract

Background: Neurodivergent (ND) adolescents—those who identify as
autistic, dyslexic, dyspraxic, or having ADHD—face an increased risk of negative
peer experiences and maltreatment. While previous research highlights the
heightened mental health challenges within this population, less is known about how
these adverse experiences interact with neurodivergence and mental health
outcomes.

Methods: Using self-report data from the 2023 OxWell School Survey, we
examined the prevalence of bullying, peer abuse, physical harm at school, and
maltreatment among ND and neurotypical (NT) adolescents (N=11,083; 22.63%
ND). Logistic and linear regression models assessed the associations between
neurodivergence, peer victimisation and maltreatment, and mental health, controlling
for demographic factors. Moderation analyses explored whether being ND altered
the relationship between adverse experiences and mental health outcomes.

Results: Compared to their NT peers, ND adolescents were significantly
more likely to report being bullied (OR=2.47), physically harmed at school
(OR=2.12), experiencing peer abuse (OR=3.11), and maltreatment (RR=1.68). These
experiences were associated with worse mental health across all participants, but ND
adolescents had consistently poorer mental health than their NT peers, even when
they had not experienced these adversities. Moderation analyses indicated that while
negative experiences were linked to poorer mental health in all young people, the
associations were weaker within the ND group, potentially reflecting a ceiling effect

due to their overall higher levels of mental health difficulties.
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Conclusions: Neurodivergent adolescents are at heightened risk of peer
victimisation and maltreatment, which are in themselves linked to worse mental
health. Targeted interventions in schools, including neurodiversity-affirming
education and peer support initiatives, are urgently needed to reduce victimisation

and promote well-being among neurodivergent youth.
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5.2 Introduction

Neurodiversity is a natural part of human variation encompassing differences
in communication, cognition, sensory processing and motor functions. Individuals
with neurodevelopmental differences in these domains, such as those who are
autistic, have ADHD, dyslexia and dyspraxia, are considered neurodivergent (ND).
There is increasing recognition of shared traits, needs, genetic influences and
transdiagnostic features, as well as co-occurrence, across these conditions; for
example, estimates suggest 40% of autistic people also have ADHD (Rong et al.,
2021). In the UK, current estimates suggest that 15-20% of children are ND
(Department for Education, 2024).

Many ND young people will experience maltreatment and peer victimisation
in childhood. Studies using clinical, population and meta-analytical data consistently
show higher rates of adverse childhood experiences, victimisation and bullying in
those who are autistic (Hoover & Kaufman, 2018; Novin et al., 2019; Trundle et al.,
2023) and those who have ADHD (Bustinza et al., 2022; Fogler et al., 2022;
Schilpzand et al., 2018). Children with developmental co-ordination disorder, or
dyspraxia, qualitatively report experiences of bullying and exclusion (O’Dea et al.,
2021): indeed a large population study demonstrated that poor motor skills in
Norwegian toddlers predicted peer victimisation at age 5 (Oksendal et al., 2022).
Likewise, a population-based study using the 2005 Canadian Community Health
Survey (CCHS) showed dyslexia is 7 times higher in those with physical abuse
histories vs those without (Fuller-Thomson & Hooper, 2015), and a study of children
across 147 schools in Finland showed greater risk of bullying victimisation amongst
those with reading difficulties (Turunen et al., 2017). It has been suggested that
societal factors, such as stigma and discrimination (Han et al., 2022; Turnock et al.,
2022), likely contribute to this risk. Behaviours or traits of neurodivergent young
people that lie outside of societal norms, such as struggles to navigate social
dynamics, may make them particularly vulnerable for bullying. ADHD and autism
are highly heritable (Faraone & Larsson, 2019; Tick et al., 2016), with parents likely
sharing traits with their children. Evocative gene-environment correlations have been
proposed between behavioural difficulties that are common amongst ND children
and how they are parented (Dahoun et al., 2025). Longitudinal analyses show that

ADHD in adulthood is not associated with later reports of abuse and neglect when
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controlling for ADHD diagnosis in childhood, suggesting children with more overt
traits through development may be particularly at risk of maladaptive parenting
(Stern et al., 2018). Passive gene-environment correlations may also contribute,
whereby children with ADHD inherit both genetic liability for ADHD traits and
experience environments shaped by their parent’s own ADHD traits — such as
struggling with impulse control or emotional regulation - which may create a
compounding risk for adverse home environments (Agnew-Blais et al., 2022).

Neurodivergence may also contribute to vulnerability to psychopathology
after victimisation and traumatic experiences. ND people experience more mental
health problems than their neurotypical (NT) peers; this has been shown for autistic
(Kerns et al., 2020), ADHD (Brook et al., 2013; Song et al., 2021), and dyslexic
(Georgiou et al., 2024) young people. Trauma impacts young people’s mental health,
leading to broad psychopathology and sometimes Post-traumatic stress disorder
(PTSD). Recent work with autistic adults and children has shown that, after
experiencing a trauma, the severity of PTSD symptoms is higher than for non-
autistic people (for review, see Quinton et al., 2024). A controlled family study
conducted at an outpatient mental health clinic found lifetime prevalence of PTSD is
significantly higher in those with ADHD compared to those without, and showed
worse psychosocial functioning in those with co-occurring ADHD and PTSD
(Antshel et al., 2013; Biederman et al., 2013). Bullying victimisation has been
associated with depression and anxiety in school-aged young people with autism,
ADHD and co-occurring autism and ADHD in a study using large-scale data from
the National Survey of Children’s Health (Accardo et al., 2024). Analysis of 454
clinical case files of children receiving a dyslexia diagnosis in Australia found that
bullying victimisation and peer problems (alongside self-esteem, social skills, and
emotion regulation) were associated with externalising and internalising problems
(Boyes et al., 2020).

Given the high prevalence of negative childhood experiences and mental
health problems across neurodivergent youth, trauma-related mental health in
neurodivergent young people remains under-researched. Using data from the
population representative 2023 OxWell School Survey to explore reported
experiences of peer victimisation, maltreatment by adults, and poor mental health in
adolescents who self-identify as ND, this study aims to address the following

research questions:
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1. Are ND young people more likely than NT young people to experience
negative events?

2. Do socio-demographic factors influence the likelihood of peer victimisation
and maltreatment differently for ND and NT young people?

3. Does being ND moderate the relationship between peer
victimisation/maltreatment and mental health outcomes?

4. Among adolescents who have experienced peer victimisation and
maltreatment, how does mental health differ between ND and NT

individuals?

5.3 Methods

This study and planned analysis were pre-registered with OSF
(https://osf.io/vx635/).

5.3.1 Sample

The OxWell Survey is a repeated, anonymous, cross-sectional survey of
schools and further education colleges in England, as described in the study protocol
(Mansfield et al., 2021). Schools were recruited via local authorities within several
counties in England; Merseyside, Oxfordshire, Buckinghamshire and Berkshire.
Young people were invited to take part through their school or place of further
education. Children under the age of 16 years gave assent and parents could opt out,
while those over 16 gave informed consent. The survey was completed by young
people within their place of education and asked them a range of questions relating
to their mental health and wellbeing, life experiences, and behaviours. The variable

guide with details of the full survey can be accessed via the OxWell website

(https://osf.io/sekhr/).

The present study used the data from the questionnaire completed by children
and young people in school years 7 to 13 (corresponding to ages 11-18 years) in
2023. The study was approved by the University of Oxford Research Ethics
Committee (Ref: R62366/RE014).
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5.3.2 Descriptor variables

Demographics and potential confounding variables

Participants were asked for their year group and age and answered the
question ‘What is your gender?’ with ‘Female’, ‘Male’ or ‘Other’. The ‘Other’
response gave young people the option to self-identify using a free text box or
‘Prefer not to say’ as response choices. The free text responses were subsequently
analysed with a PPI group of gender diverse young people to assess what responses
were to be classified as ‘gender diverse’.

Adolescents were asked ‘What is your ethnic group?’. Several answer
options were provided and are detailed the OxWell 2023 variable guide
(https://osf.io/bwech). These were aggregated into the following categories: ‘White’,

‘Mixed/Multiple ethnic groups’, ‘Asian/Asian British’,
‘Black/African/Caribbean/Black British’, and ‘Other ethnic group’. Participants
were asked questions to capture subjective experience of poverty (e.g., ‘The house I
live in is cold and/or damp’). Responses were coded such that 'Never or hardly ever'
was recorded as 0, and those answering, 'Some of the time' and 'Often' were coded as
1. This was combined into a count variable, such that higher scores meant

endorsement of a larger number of these different experiences of poverty.

5.3.3 Measures

Neurodivergence (ND)

Participants in the OxWell study were asked the following question: ‘Do you
consider yourself to be dyslexic/dyspraxic, and/or autistic, and/or have ADHD (i.e.,
neurodivergent)?’ The ND group was made up of those who answered “Yes’, coded
1. The NT group was those who answered 'No’, coded 0. Any other answers (e.g.,

‘Prefer not to say’) were considered to be missing in the present analyses.
Peer victimisation variables
Bullying by peers

Adolescents were asked ‘Have you been bullied in the last year?’ and
answered on a sliding scale (‘Never or just teased a few times’, ‘2-3 times a month’,
‘Weekly’, ‘Most days’, ‘Every Day’). Adolescents were considered to have

experienced bullying if they were bullied 2-3 times a month or more.
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Being physically hurt at school

Participants were asked ‘How often in the last year has someone from school
hit, kicked or punched you on purpose with the intention of really hurting you?’.
Responses were ‘Not at all’, ‘Once’, ‘2-5 Times’, ‘More than 6 times’. Adolescents
who responded 2-5 times’ and ‘6+’ were considered to have experienced being

physically hurt at school.
Abused by a peer

Participants were asked ‘Have you been a victim of abuse from a
friend/another young person/boyfriend/girlfriend?’. Response categories were: ‘Yes’,

‘No’, ‘Prefer not to say’. Answering ‘prefer not to say’ was coded as missing data.
Maltreatment by adults or caregivers
The Short Child Maltreatment Questionnaire (SCMQ)

The Short Child Maltreatment Questionnaire (SCMQ) was developed by the
World Health Organisation (WHO) and has items reflecting four dimensions—
physical, emotional, and sexual abuse, and neglect—and a fifth dimension of
witnessing parental physical violence. The OxWell study asked 6 out of the 7 items

(omitting one of two sexual abuse questions, see variable guide https://osf.io/bwech).

The SCMQ focuses on child maltreatment, measuring only acts of violence against
children by family members or other adults. The items included are; Parent or adult
physical abuse; Parent or adult emotional abuse; Sexual abuse; Parent physical
neglect; Parent emotional neglect; Witnessing domestic violence. Answers are
presented as ‘No, never’, ‘Yes, it has happened in my life’, “Yes, it has happened in
the past twelve months’. If answered Yes, participants are asked about frequency of
occurrence from ‘Once or twice’ to ‘Many times’. In this analysis, items were scored
if they have happened in a person’s lifetime (answers; “Yes, it has happened in my
life’, and “Yes, it has happened in the past twelve months’ will score 1, “No, Never”

0) and this was used as a total score across the six items from 0-6.
Mental health outcomes
Self-reported mental health problem

Participants were asked ‘Do you think you've had a mental health problem

that has affected your daily life?’. Participants could answer ‘No’, ‘Yes - in the past
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12 months’, ‘Yes - more than a year ago’, or ‘Prefer not to say’. For the present
analysis we chose to assess current mental health problems, if they answered ‘Yes -in
the past 12 months’. Adolescents who answered ‘No’ and ‘Yes - more than a year
ago’ were considered to not have a current mental health problem. ‘Prefer not to say’

was coded as missing data.
Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS)

Children completed the Short Warwick-Edinburgh Mental Wellbeing Scale
(SWEMWRBS) (Stewart-Brown et al., 2009). The scale uses seven items from the
Warwick—Edinburgh Mental Wellbeing Scale (WEMWBS) (Tennant et al., 2007).
These are statements relating to thoughts and feelings they have experienced in the
last two weeks. The statements are phrased positively and young people answer on a
five point scale from ‘none of the time’ to ‘all of the time’. Items are then scored
from 1 to 5. This results in scores from 7 to 35 with higher total score indicating

better wellbeing.
Revised Child Anxiety and Depression Scale (RCADS)

Adolescents completed the 11-item Revised Child Anxiety and Depression
Scale (RCADS-11) (Radez et al., 2021). The scale has 6-items that measure anxiety,
5-items that measure depression and two optional questions asking how much these
difficulties impact the young person. Including the impact questions improves the
accuracy of the total score (Radez et al., 2021). Young people are asked to indicate
how often each item applies to them according to a 4-point Likert scale ranging from
0 (“never”) to 3 (“always”). Suggested clinical cut-offs for adolescent boys and girls,
respectively, are > 5 and > 9 for the anxiety score, > 8 and > 9 for depression score,

and > 14 and > 18 for the total score including the impact questions.

5.3.4 Missing data

Missing data was observed; we compared participants excluded vs included
in the analyses on key variables (ND, negative experiences) and demographic
variables using t-tests and Chi-squared.

Participants were excluded for not providing consent and for completing the
survey too quickly (under 10 mins). We only included participants who progressed
through the survey up to the point of having seen all our questions of interest (page

53). Any participants that stopped the survey before this point were excluded.
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Participants were treated as missing if they did not answer: (1) age, gender, ethnicity,
and neurodiversity questions, (2) one or more negative experience variables, and (3)
one or more mental health variable.

For the RCADS-11, missing item scores within a sub-scale are imputed using
mean imputation, where the mean score of completed items within the respective
sub-scale is assigned to each missing item. Specifically, if a respondent has one
missing item per sub-scale, the mean score of the completed items within that sub-
scale is imputed for the missing item. Respondents with missing answers on three or
more items of the total scale were treated as having missing data.

Patterns of missingness were inspected in the resulting dataset after exclusion
criteria were applied. As the proportion of missing data for some individual variables
was small (<5%), making the potential impact minimal(Dettori et al., 2018), those

cases were removed. N for each analysis is reported.

5.3.5 Data analysis

The data was checked for standard statistical assumptions (e.g., normality of
continuous variables, independence of observations, etc.). The RCADS-11 scores
were not normally distributed; histograms were visually inspected and square root
transformation was applied to improve normality. Age and poverty count were
standardised using Z scores.

Descriptive data for negative experiences, mental health outcomes,
neurodiversity, and other variables, as well as their missingness, are provided. For all
regression analyses, categorical outcome variables were analysed using logistic
regression, while continuous variables were analysed using linear regression. Where
maltreatment score was the outcome, negative binomial models were used.
Correction for multiple testing used false discovery rate (FDR) according to the
Benjamin-Hochberg procedure, and a p value (pFDR) < 0.05 was considered
statistically significant. Socioeconomic status, gender, age and ethnicity were
included in all multivariate models as covariates.

Multivariate regression analyses were conducted with ND status as the
predictor variable, and negative experience and mental health variables as the
outcome variable. Within each ND and NT subsample, regressions with interaction
terms were used to explore if gender, ethnicity, poverty, and year group are

associated with reporting each negative experience.
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To explore if being ND moderates any association between negative
experiences and mental health, multivariate regression analyses were conducted,
where the predictor variables were a negative experience variable, and the outcome
variables were either of the mental health variables. Interaction terms between ND
status and each negative experience variable were included to assess whether ND
status significantly altered the strength of the associations between negative

experiences and mental health outcomes.
5.4 Results

5.4.1 Sample description

The OxWell 2023 dataset consists of 42215 young people. Our final
analytical sample consisted of 11083 young people (53.69% female; mean age 13.96;
22.63% ND). Table 5.1 shows the demographics and main variables of the ND and
NT groups. In Appendix 3, Table S3.1, we compare our analytical dataset to the
original raw data and report missingness; the analytical sample was slightly older (M
= 14.0 vs 13.0 years), had a higher proportion of girls (53.7% vs 48.6%), White
ethnicity participants (65% vs 52.6%), and those identifying as ND (22.6% vs
15.1%). The analytical sample and full sample showed similar mean scores on
mental health measures (See Appendix 3, S3.1). Pearson correlations between study
variables showed expected patterns, and peer victimisation and maltreatment

variables showed small to moderate correlations (Appendix 3, S3.2).
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Table 5.1 Demographic and main variables by ND and NT group (% shown are of the ND or NT group)

Variable ND Subsample NT Subsample Group difference
(n=2508) (n=8575)
Gender
Boys | 1089 (43.4%) 3639 (42.4%)
Girls | 1156 (46.1%) 4794 (55.9%) ¥?=449.32, p=<0.001,V=0.201
Gender diverse | 263 (10.5%) 142 (1.7%)
Age and year group
Age, M (SD) | 14.16 (1.96) 13.9 (1.87) t=6.02,p<0.001,d=0.140
Year 7-9 | 1289 (51.4%) 4929 (57.5%)
Year 10-11 | 760 (30.3%) 2463 (28.7%) ?=43,p=<0.001,V=0.062
Year 12-13 | 459 (18.3%) 1183 (13.8%)
Ethnicity
White | 2027 (80.8%) 5180 (60.4%)
Asian | 144 (5.7%) 1935 (22.6%)
Black | 65 (2.6%) 502 (5.9%) 2 =482.96,p=<0.001,V=0.209
Mixed ethnicity | 201 (8%) 545 (6.4%)
Other ethnic group | 71 (2.8%) 413 (4.8%)
Mental health and wellbeing
Mental health problem | 1120 (44.7%) 1602 (18.7%) x> =755.95,p=<0.001,V=0.261
RCADSI11, M (SD) | 17.06 (10.52) 10.97 (8.56) t=126.54,p <0.001,d=0.674
Anxiety subscale | 7.37 (5.23) 4.75 (4.25) t=22.96,p <0.001,d=0.583
Depression subscale | 6.78 (4.41) 4.25(3.57) t=26.37,p<0.001,d=0.671
SWEMWS, M (SD) | 18.83 (4.89) 21.51 (4.62)

Peer victimisation
Bullying

773 (30.8%)

1145 (13.4%)

1 =412.55,p=<0.001, V=0.193
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Physically hurt at school
Abuse from a peer

Maltreatment from a parent or adult
SCMQ M (SD)
Physical abuse
Emotional abuse
Sexual abuse
Physical neglect
Emotional neglect
Witnessing domestic violence

Socio-economic disadvantage

Poverty M (SD)

I worry about not having enough money for
the things my family needs, e.g., food, bills,
electric or gas

My family uses food banks

The house I live in is cold and/or damp

At school, I am unable to afford the right
uniform, games kit, books, equipment, or go on
trips

At school, I am unable to afford to eat

At home, I do not have enough space to do
things like homework or chill out

At home, I have no internet access or poor
internet access

At home, I go to bed hungry because there is
not enough food in the house

467 (18.6%)
400 (15.9%)

1.07 (1.43)
568 (22.6%)
1004 (40%)
230 (9.2%)
132 (5.3%)
426 (17%)
300 (12%)

1.25 (1.64)
1069 (42.6%)

174 (6.9%)
360 (14.4%)
347 (13.8%)

289 (11.5%)
473 (18.9%)
257 (10.2%)

159 (6.3%)

736 (8.6%)
397 (4.6%)

0.54 (0.99)
1087 (12.7%)
2075 (24.2%)
249 (2.9%)
148 (1.7%)
642 (7.5%)
461 (5.4%)

0.65 (1.17)
2215 (25.8%)

286 (3.3%)
659 (7.7%)
510 (5.9%)

414 (4.8%)
849 (9.9%)
441 (5.1%)

217 (2.5%)

=201, p=<0.001,V=0.135
1= 42749, p=<0.001, V= 0.196

t=-23.89, p<0.001, d =-0.573

v =163.75,p=<0.001, V=0.122
2 =270.64,p=<0.001, V=0.156
¥ =193.1,p=<0.001, V =0.132
v =101.01, p=<0.001, V = 0.095
v =218.73,p=<0.001, V=0.14
= 138.64, p=<0.001, V=0.112

t=16.93, p <0.001,d=0.460
¥ =261.63,p=<0.001,V=0.154

¥ =62.4,p=<0.001,V=0.075
7 =102.57, p=<0.001, V=0.096
v =168.13, p=<0.001, V=0.123

= 14529, p=<0.001, V=0.114
v =1474,p=<0.001,V=0.115
2 =84.81,p=<0.001,V=0.087

2 =84.74,p=<0.001, V = 0.087
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Categorical variables presented as n (%), continuous variables as mean (SD). y? tests for categorical variables, t-tests for continuous variables. V = Cramér's V; d
= Cohen's d. Individual items are in italics under total scores. All statistical tests compare neurodivergent (ND) vs neurotypical (NT) groups. RCADS-11 = 11-item
Revised Child Anxiety and Depression Scale;, SWEMWBS = Short Warwick-Edinburgh Mental Wellbeing Scale); SCMQ = Short Child Maltreatment Questionnaire
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5.4.2 Are ND young people more likely than NT young people to
experience negative events?

Figure 5.1 and Table 5.2 shows that ND young people had significantly
higher likelihood of reporting peer victimisation and maltreatment, when accounting
for gender, ethnicity, poverty, and age. Unadjusted models all showed significant
associations and can be found in Appendix 3, S3.3. Being ND was significantly
associated with having been bullied (OR =2.47, 95%Cl = 2.20-2.78) and physically
hurt at school (OR =2.12, 95%Cl1 = 1.85-2.44) in the last year, and ND young people
were significantly more likely to have been a victim of abuse from a peer (OR =
3.11, 95%Cl = 2.65-3.66). ND young also people showed greater odds of having
experienced more maltreatment by adults (RR = 1.68, 95%Cl1 = 1.55-1.82).

More maltreatment I—.—‘

Abuse from a peer I @

Physically hurt at school l—.—'

Bullied l_._|

0.5 1 1.5 2 2.5 3
OR/RR (95% Cl)

4 0dds Ratio (OR) 4 Rate Ratio (RR)

Figure 5.1 Odds Ratios (OR) and Rate Ratio (RR) for associations between being
neurodivergent (ND) versus neurotypical (NT ) and negative events, from multiple regressions

with covariates gender, poverty and ethnicity. Maltreatment was measured using the Short Child

Maltreatment Questionnaire (SCMQ).
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Table 5.2 Multivariate regression models for the relationship between being neurodivergent (ND) and negative experience outcomes. Odds ratios (OR) are presented

for bullying, physically hurt at school and abuse from a peer.

Outcome Predictor OR/RR 95% Cl1 P-value FDR P- value

Bullying | ND 2.473 2.203 - 2.775 <0.001 <0.001
N=11083 | Poverty 1.469 1.404 - 1.536 <0.001 <0.001
Gender diverse 1.903 1.5-2.406 <0.001 <0.001

Girl 1.181 1.06 - 1.315 0.003 0.004
Age 0.670 0.634 - 0.708 <0.001 <0.001

Mixed ethnicity 0.884 0.715 - 1.086 0.246 0.303

Asian 0.867 0.748 - 1.003 0.057 0.077

Black 0.815 0.63 - 1.042 0.110 0.142

Other ethnic groups 0.868 0.664 - 1.121 0.288 0.328
Physically hurt at school | ND 2.124 1.849 - 2.437 <0.001 <0.001
N=11083 | Poverty 1.374 1.305 - 1.445 <0.001 <0.001

Gender diverse 1.014 0.768 - 1.325 0.921 0.921
Girl 0.508 0.446 - 0.578 <0.001 <0.001
Age 0.659 0.616 - 0.704 <0.001 <0.001

Mixed ethnicity 1.278 1.009 - 1.604 0.038 0.052

Asian 0.948 0.79 - 1.131 0.556 0.579

Black 1.129 0.844 - 1.487 0.401 0.436

Other ethnic groups 1.107 0.82-1.471 0.496 0.527
Abuse from a peer | ND 3.112 2.646 - 3.66 <0.001 <0.001
n=10356 | Poverty 1.603 1.514 - 1.697 <0.001 <0.001
Gender diverse 2.023 1.489 - 2.726 <0.001 <0.001

Girl 1.073 0.915-1.259 0.387 0.430

Age 1.095 1.017 - 1.179 0.016 0.023

Mixed ethnicity 1.422 1.081 - 1.848 0.010 0.015
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Asian 0.808 0.634 - 1.021 0.079 0.105

Black 0.800 0.531-1.163 0.262 0.311

Other ethnic groups 0.788 0.505-1.18 0.269 0.313
Maltreatment (SCMQ) ND 1.681 1.549 - 1.823 <0.001 <0.001
n=29427 | Poverty 1.503 1.455 - 1.553 <0.001 <0.001
Gender diverse 1.522 1.274 - 1.819 <0.001 <0.001

Girl

1.351 1.258 - 1.451 <0.001 <0.001
Age 1.131 1.093 - 1.17 <0.001 <0.001
Mixed ethnicity 1.480 1.302 - 1.682 <0.001 <0.001
Asian 1.393 1.272 - 1.527 <0.001 <0.001
Black 1.455 1.249 - 1.694 <0.001 <0.001

Other ethnic groups 0.965 0.796 - 1.165 0.709 0.709

Maltreatment was measured using the Short Child Maltreatment Questionnaire (SCMQ). FDR = False Discovery Rate
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5.4.3 Do sociodemographic factors influence the likelihood of negative
experiences differently for ND and NT young people?

Univariate regressions showing the relationships between sociodemographic factors
and peer victimisation and maltreatment are shown in Figure 5.2. There were consistent
relationships that persisted in the whole sample and both ND and NT subsamples:
experiencing more poverty significantly increased the likelihood of all negative experiences.
Compared to boys, being gender diverse significantly increased likelihood of abuse from a
peer, bullying and being maltreated by an adult, while being a girl significantly increased the
likelihood of experiencing more maltreatment but significantly decreased likelihood of being
physically hurt at school. Those of black, Asian and mixed ethnicity were also more likely to
experience maltreatment compared to white peers. Being older significantly increased
likelihood of abuse from a peer and maltreatment but was protective against being hurt at
school and bullying.

Interaction analyses tested whether sociodemographic predictors of peer victimisation
and maltreatment operated differently in ND and NT young people by fitting models with
interaction terms (Appendix 3, S3.4). Only two significant interactions were identified. Older
age had a weaker relationship with being less likely to be hurt at school in the ND youth (OR
=0.79, 95% CI = 0.68-0.90, p = 0.009), and higher poverty scores showed weaker
association with maltreatment in the ND young people compared with the NT (RR = 0.90,
95% CI =0.84-0.96, p = 0.009). All other interactions were non-significant, suggesting
similar sociodemographic factors are associated with peer victimisation and maltreatment

across ND and NT groups.
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Gender diverse
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Other ethnicity
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Gender diverse
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Asian ethnicity

Mixed ethnicity

Figure 5.2: Odds Ratios (OR) and Rate Ratio (RR) for associations between sociodemographic factors and negative events from univariate regressions with peer

Bullying

__.':0—< Girl
':.0—<—‘. Gender diverse

Older age

>—0—‘: Poverty

—.—. L Other ethnicity
'—._‘_" L Black ethnicity
e ——— Asian ethnicity
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Gender diverse

Older age
'_._:_»-:: Poverty
—.———— * Other ethnicity
— Black ethnicity
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[ ———— Mixed ethnicity
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victimisation and maltreatment as the outcome. Girls and gender diverse young people were compared to boys, and those of all ethnicities were compared to white

young people. Results are shown in the whole sample, as well as the neurodivergent (ND) and neurotypical (NT) subsamples.
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5.4.4 Does being ND moderate the relationship between peer victimisation and
maltreatment and mental health outcomes?

Being ND was significantly associated with all mental health outcomes (Appendix 3,
S3.5). All negative experiences were significantly associated with young people reporting
worse mental health and decreased well-being (see Appendix 3, S3.6). To examine the
moderating role of ND status in the relationship between adverse experiences and mental
health outcomes, we compared regression models with and without interaction terms. All
models included potential confounding variables: gender, ethnicity, age and poverty.
Interaction effects were examined to assess if having a negative experience interacted with
being ND to impact mental health outcomes. For logistic models, model fit was assessed
using McFadden's pseudo-R?, likelihood ratio tests (LRT), and Akaike Information Criterion
(AIC) differences. For linear models, model fit was assessed using the change in R-squared
(AR?).

Effects reported below and in Table 5.3 and 5.4 were moderated by a significant (p-
value <.05) interaction with ND status such that ND young people consistently showed
weaker associations than NT between negative experiences and mental health/wellbeing
outcomes. Figures 5.5 and 5.6 are interaction plots demonstrating how being ND changes the
relationship between the negative experience and mental health outcomes.

There was a significant interaction effect between being ND and experiencing more
maltreatment (OR = 0.89, 95%CI = 0.81-0.98), bullying (OR=0.74, 95%Cl = 0.58 - 0.94) and
peer-to-peer abuse (OR=0.68, 95%CIl = 0.48 -0.97) on the association with current mental
health problems (Figure 5.5). ND compared to NT young people showed lower odds of
current mental health problems being associated with experiencing more bullying or peer-to-
peer abuse.

Being ND significantly interacted with higher levels of maltreatment on the
association with mental health symptom scales, indicating a weaker association with scores
for anxiety (B=-0.09, 95%Cl1 = -0.13- -0.05), depression (B=-0.10, 95%Cl = -0.13 - -0.06)
and both (B=-0.14, 95%Cl1=-0.19 - -0.09) (Figure 5.6). Additionally, there was an interaction
effect with ND on well-being scores (B=0.36, 95%Cl= 0.19 - 0.53) suggesting maltreatment
had less negative impact than in NT.

These findings align with significant improvements in model fit for the interaction
terms (see Appendix 3, S3.7). The interaction between maltreatment score and being ND,

compared to NT, significantly improved model fit for predicting current mental health
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problems (LRT: ¥* =5.19, p = .0228; AAIC = 3.19). Similarly, significant interaction effects
were observed for bullying (LRT: ¥*> = 5.83, p=.0157; AAIC = 3.83) and peer-to-peer abuse
(LRT: x> =4.44, p = .035; AAIC = 2.44) on current mental health problems. The interaction
between maltreatment score and ND significantly improved model fit for predicting well-
being (SWEMWS) and mental health scales (RCADS11 anxiety, depression, and total
scores). The interaction explained a small but significant proportion of additional variance in
these outcomes (AR? = 0.002—0.003, all adjusted p < .001).

Examination of Figures 5.5 and 5.6 makes clear that the reduced effect of negative
experiences on mental health in the ND versus NT group reflects the already high rates of

poor mental health even in those ND students without negative experiences.
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Table 5.3 Moderation analyses using logistic regressions to predict reported mental health problem, showing significant interactions only.

Outcome Predictor OR 95% Cl1 P- value FDR p-value
Mental health problem | Bullying 3.078 2.642 - 3.585 <0.001 <0.001
ND 3.061 2.689 - 3.485 <0.001 <0.001
n=10,180 | Bullying: ND* 0.736 0.575 - 0.944 0.015 0.019
Poverty 1.398 1.332 - 1.467 <0.001 <0.001
Gender diverse 3.231 2.512-4.16 <0.001 <0.001
Girl 2.923 2.628 - 3.254 <0.001 <0.001
Age 1.437 1.368 - 1.51 <0.001 <0.001
Mixed ethnicity 1.052 0.87-1.27 0.597 0.634
Asian 0.673 0.584 - 0.773 <0.001 <0.001
Black 0.780 0.616 - 0.982 0.037 0.044
Other ethnic groups 0.485 0.36 - 0.643 <0.001 <0.001
Mental health problem | Abuse from young person 4.425 3.508 - 5.583 <0.001 <0.001
ND 3.016 2.657 - 3.424 <0.001 <0.001
n=9601 | Abuse from young person: ND* 0.682 0.48 - 0.973 0.034 0.040
Poverty 1.411 1.34 - 1.487 <0.001 <0.001
Gender diverse 3.195 2423 -4213 <0.001 <0.001
Girl 3.014 2.697 - 3.373 <0.001 <0.001
Age 1.349 1.282 - 1.419 <0.001 <0.001
Mixed ethnicity 0.978 0.798 - 1.194 0.825 0.854
Asian 0.691 0.597 - 0.798 <0.001 <0.001
Black 0.776 0.605 - 0.988 0.042 0.049
Other ethnic group 0.475 0.346 - 0.641 <0.001 <0.001
Mental health problem | Maltreatment score 1.664 1.569 - 1.766 <0.001 <0.001
ND 3.101 2.661 - 3.613 <0.001 <0.001
n=8814 | Maltreatment score: ND* 0.892 0.809 - 0.984 0.022 0.026
Poverty 1.228 1.158 - 1.302 <0.001 <0.001
Gender diverse 3.263 2.428 -4.384 <0.001 <0.001
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Girl

Age

Mixed ethnicity
Asian

Black

Other ethnic groups

2.728
1.348
0.928
0.540
0.652
0.470

2.426 -3.07
1.278 - 1.423
0.749 - 1.145
0.458 - 0.635
0.495 - 0.85
0.33-0.655

<0.001
<0.001
0.488
<0.001
0.002
<0.001

<0.001
<0.001
0.528
<0.001
0.002
<0.001

Neurodivergent (ND). Maltreatment was measured using the Short Child Maltreatment Questionnaire (SCMQ).

Table 5.4 Moderation analyses using linear regressions to predict reported depression and anxiety symptoms and mental wellbeing, showing significant interactions

only.
Outcome Predictor Beta 95% Cl P-value FDR p-value

Wellbeing (SWEMWS) | Maltreatment score -0.918 -1.024 - -0.813 <0.001 <0.001
n=9040 | Np -1.959 -2233--1.685  <0.001 <0.001
Maltreatment score: ND* 0.362 0.193 - 0.531 <0.001 <0.001
Poverty -0.707 -0.812 - -0.602 <0.001 <0.001
Gender diverse -2.136 -2.672--1.6 <0.001 <0.001
Girl -1.859 -2.042 - -1.676 <0.001 <0.001
Age -0.468 -0.558 - -0.379 <0.001 <0.001

Mixed ethnicity 0.323 -0.038 - 0.684 0.080 0.100

Asian 0.303 0.06 - 0.545 0.014 0.021
Black 0.786 0.362 - 1.209 <0.001 <0.001

Other ethnic groups -0.052 -0.511 - 0.407 0.823 0.840
Depression and anxiety (RCADS11) | Maltreatment score 0.384 0.355-0.414 <0.001 <0.001
n=9428 | ND 0.627 0.551 - 0.703 <0.001 <0.001
Maltreatment score: ND* -0.140 -0.188 - -0.093 <0.001 <0.001
Poverty 0.289 0.26-0.318 <0.001 <0.001
Gender diverse 0.866 0.717 - 1.015 <0.001 <0.001
Girl 0.885 0.834 -0.936 <0.001 <0.001
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Anxiety subscale (RCADSI11)
n=9428

Depression subscale (RCADS11)
n=9428

Age

Mixed ethnicity
Asian

Black

Other ethnic groups
Maltreatment score

ND

Maltreatment score: ND*

Poverty

Gender diverse
Girl

Age

Mixed ethnicity
Asian

Black

Other ethnic groups
Maltreatment score

ND

Maltreatment score: ND*

Poverty

Gender diverse
Girl

Age

Mixed ethnicity
Asian

Black

Other ethnic groups

0.119
0.076
-0.107
-0.244
-0.042
0.258
0.410
-0.093
0.208
0.680
0.737
0.041
0.019
-0.110
-0.242
-0.093
0.266
0.415
-0.097
0.189
0.507
0.457
0.131
0.079
-0.046
-0.097
0.035

0.094 - 0.144
-0.025 - 0.177
-0.174 - -0.04
-0.361 - -0.127
-0.17 - 0.086
0.234 - 0.281
0.349 - 0.471
-0.131 - -0.055
0.185-0.231
0.56 - 0.799
0.696 - 0.778
0.021 - 0.061
-0.062 - 0.1
-0.164 - -0.056
-0.336 - -0.148
-0.196 - 0.01
0.245 - 0.287
0.36 - 0.47
-0.131 - -0.062
0.168 - 0.21
0.399-0.615
0.421 - 0.494
0.113-0.149
0.005 - 0.152
-0.095 - 0.003
-0.182 --0.012
-0.058 - 0.128

<0.001
0.141
0.002
<0.001
0.523
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.645
<0.001
<0.001
0.076
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.035
0.064
0.025
0.456

<0.001
0.170
0.003
<0.001
0.558
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.679
<0.001
<0.001
0.097
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.049
0.083
0.035
0.497
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Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWRBS), 11-item Revised Child Anxiety and Depression Scale (RCADS-11); Neurodivergent (ND).

Maltreatment was measured using the Short Child Maltreatment Questionnaire (SCMQ).

Abuse From a Peer Bullying Maltreatment

: ._____________——————"'" 0 g—" : ’ ? ’ ¢

- ND
@ NT

Predicted Probability of a Mental Health Problem

Not Abused by Not Bullied Bullied '
Abused a Peer Maltreatment Score

Figure 5.3 Interaction plots of significant interaction effects of being abused by a peer, bullied and maltreated by an adult with being neurodivergent (ND) or
neurotypical (NT) in predicting mental health problems. Maltreatment was measured using the Short Child Maltreatment Questionnaire (SCMQ).
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Figure 5.4 Interaction plots of significant interaction effects of maltreatment score, measured
using the Short Child Maltreatment Questionnaire (SCMQ), with being neurodivergent (ND) or
neurotypical (NT) on predicting mental health and wellbeing scales. Depression and anxiety
symptoms were measured using the 11-item Revised Child Anxiety and Depression Scale
(RCADS-11) and subscales, and wellbeing using the Short Warwick-Edinburgh Mental
Wellbeing Scale (SWEMWRBS).

5.4.5 Among adolescents who have experienced peer victimisation and
maltreatment, how does mental health differ between ND and NT
individuals?

There were significantly higher rates of current self-reported mental health
problems (Figure 5.5), mean depression and anxiety symptoms and lower mean
mental wellbeing (Figure 5.6) in the ND young people who reported peer
victimisation and maltreatment, compared to those who had not and their NT peers.
Amongst adolescents who had not been victimised, the ND group fared worse on

mental health outcomes.

143



Abused by a peer Physically hurt at school

100 100

75

S S
£ £
K K
o o
8 8
o o
< 75 £
S S
= =
= =
e 50 e 50
[ [
£ £
© ©
£ £
3 25 2 25
c c
] o
: :
5 e
o o
Not abused Abused Not physically Physically hurt
by a peer by a peer hurt at school at school
N
Bullying = Maltreatment | B
£ 100 < 100
E K
I 8
° s
o
= £ "
5 P
b <
= =
- c
S 50 g =
£ ©
©
g B
3 " c 25
HE
2 8 —
§ - :
2 o 0
& 0

No maltreatment Any maltreatment
No bullying Bulllying

Figure 5.5 Bar chart comparing percentage of neurodivergent (ND) and neurotypical (NT) young people reporting mental health problems
amongst those reporting abuse from a peer, being physically hurt at school, being bullied or any maltreatment.
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Figure 5.6 Bar chart comparing mean depression and anxiety symptoms using the 11-item Revised Child Anxiety and Depression Scale
(RCADS-11) and subscales, and wellbeing using the Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS ) in neurodivergent
(ND) and neurotypical (NT) young people reporting versus not reporting peer-to-peer abuse, being hurt at school, being bullied or
maltreatment.
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5.5 Discussion

Our findings show that ND adolescents experience higher rates of
victimisation from peers and adults, alongside reporting worse mental health than
their NT peers. However, the relationship between victimisation and mental health
outcomes appears weaker in the ND group, possibly due to high rates of poor mental
health even in those reporting no negative experiences introducing a ceiling effect, or
potentially due to different mechanisms of how victimisation affects mental health in
ND and NT adolescents.

ND young people were found to be at greater risk of abuse from another
young person, bullying and being physically hurt by someone at school even when
accounting for ethnicity, gender, poverty and age. This is consistent with prior
research showing that, compared to a control group, young people with learning
difficulties, autism or ADHD aged 8-17 years suffered more bullying and those with
autism and ADHD experienced more ostracization (Twyman et al., 2010).
Qualitative research on autistic adolescents’ peer relationships, systematically
reviewed by Cresswell and colleagues’ (2019), suggests that interventions that
increase awareness and understanding of neurodiversity may be a promising
prevention strategy for bullying and peer victimisation. For example, the Learning
About Neurodiversity at School (LEANS) is an evidence-based resource pack
designed to teach primary school students about neurodiversity (Alcorn et al., 2022).
Similarly, peer support groups using the co-produced Neurodivergent peer Support
Toolkit (NEST) and led by ND adolescents have demonstrated feasibility and
acceptability in Scottish mainstream secondary schools (Crompton et al., 2024),
giving these young people the chance to spend time together and learn about
neurodiversity.

Being ND increased a young person’s likelihood of experiencing multiple
forms of maltreatment by a caregiver or another adult. Amongst the ND adolescents
the most frequently reported forms of maltreatment were emotional abuse (40%),
physical abuse (22.6%) and emotional neglect (17%). This is in line with population
data from Australia that identified that children with specific disabilities - those with
intellectual disability, behavioral problems and conduct disorders - are more likely to
have been maltreated than those without disabilities (Maclean et al., 2017). They

also showed that autistic young people were found to be at lower risk of
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maltreatment than children without disabilities, and indeed another study of
maltreated children from child protection services in Quebec found no significant
differences in forms of abuse experienced by autistic and non-autistic children (Dion
et al., 2024). These previous findings highlight that there may be differences in risk
within our heterogeneous ND group, and that having specific or multiple diagnoses
may be important. Gene-environment interactions may play a role in why children
with neurodevelopmental disorders may be particularly vulnerable to maltreatment,
through an intricate bidirectional interplay between a child’s behavior and parental
characteristics and responses, alongside gaps in support for families. Indeed, autistic
children who have more externalizing behaviors, but not internalizing (such as
withdrawal or anxiety), have been found to be at risk of poorer family functioning
and negative attitudes towards parenting (Sikora et al., 2013). Maladaptive parenting
practices, such as harsh or inconsistent parenting, may exacerbate a child’s
behavioral difficulties, while these difficulties may also be associated with
environmental strain, emotionally and financially, triggering these responses from
parents. Indeed, maladaptive parenting has shown bidirectional relationships with
psychopathology, ADHD symptoms and oppositional defiance in children (Allmann
et al., 2022), such that they influence each-other over time. Given these complex
dynamics, targeted interventions are needed. Parent-focused public health prevention
strategies to address child maltreatment, such as those that attempt to target the
parent-child interactions to support a child’s social, emotional and behavioural
wellbeing, require a cross-sector approach and consideration of wider contextual
factors (Prinz, 2016; Sanders et al., 2014). One such factor, as the present study
suggests, is a child’s neurodivergence. A meta-analysis of interventions for parents of
children with ADHD found improved parental outcomes (e.g., mental health and
positive parenting) with techniques that taught parents to anticipate their child’s
behaviour and use positive re-enforcement, whereas psychoeducation was suggested
to inadvertently increase the perceived burden of ADHD (Dekkers et al., 2022).
Literature suggest that strengthening parenting skills and confidence improve
outcomes of children with learning difficulties and the wellbeing of their parents
(Guerra et al., 2025). Interventions for parents of autistic children have primarily
focused on changing the communication and behaviour of the individual child rather
than parent behaviour (Deb et al., 2020; McCafferty & and McCutcheon, 2021).

However, the Pre-school Autism Communication Trial (PACT) used video-feedback
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to teach parents to notice their autistic children’s subtle or atypical communicative
cues and is effective at improving parent-child dyadic social communication
(Carruthers et al., 2024; Green et al., 2010). To our knowledge, there has yet to be
targeted parent focused interventions focused on prevention of maltreatment in ND
young people, and often these children may be missed by child protection services
and the care system (Dilly & Pavlov, 2022; Klein et al., 2015).

Mental health was generally worse in the ND group, which has been
frequently reported in previous research (for review see Lai et al, (2019)). It is
striking that, for several mental health outcomes, the ND group without negative
experiences were equivalent to the NT group with maltreatment, bullying or abuse.
Maltreatment and all forms of peer victimisation were associated with worse mental
health for both ND and NT groups, as has been shown in previous studies (Carr et
al., 2020; Geoffroy et al., 2018; Lereya et al., 2015). Being ND did moderate this
relationship, but not as we might have expected: mental health problems and
symptoms were less strongly associated with experiencing more maltreatment,
bullying, or peer-to-peer abuse in the ND than the NT group. This likely reflects the
substantially worse mental health of the ND youth generally, suggesting a ceiling
effect whereby the additional burden of bullying, maltreatment or peer abuse may
appear less pronounced for ND young people, because their mental health challenges
are already severe. Over double the proportion of ND young people (c.44%) reported
a current mental health problem, compared to NT young people (c.18%), and they
had higher levels of anxiety and depression symptoms. This likely reflects the higher
rates of mental health problems amongst ND young people (Kerns et al., 2020) and
may reflect a need for more sensitive scales to detect differences in ND populations
who are scoring high on these symptoms. The 46-item version of the RCADS scale
has shown good validity in autistic young people (Khalfe et al., 2023) and the 25
item was recommended by experts for use with ND care-experienced youth (Power
et al., 2024), but the RCADSI11 used in this study has not been validated in ND
young people, which could contribute to the ceiling effects we see. There may also
be different mechanisms at play whereby the mental health impact of victimisation
occurs to a lesser degree in ND young people. Black and colleagues (2024) reviewed
literature and identified several biological, social and psychological resilience factors
in ND people, including self-understanding and positive identity. Given the

mediating role of self-compassion (Ime, 2025) and shame (Irwin et al., 2019) in the
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relationship between peer victimisation and mental health, this could potentially be a
factor for those adolescents in OxWell who are self-reporting being ND, as self-
identifying and being diagnosed as ND is often associated with a positive identity
and self-understanding (Eccleston et al., 2019; Overton et al., 2024; Wilmot et al.,
2023).

Our findings show that being ND increased a young person’s likelihood of
being physically hurt by peers at school, abused by a peer, bullied or maltreated,
regardless of sociodemographic factors. However, to explore if specific risk factors
for victimisation differed between the ND and NT young people, we compared the
relationships between gender, ethnicity, age or poverty with the negative experiences
in both groups. Adolescents of racialised minorities and living in poverty had higher
odds of experiencing maltreatment, however the relationship between poverty and
being maltreated by an adult was weaker in the ND group, further suggesting that
ND young people face elevated risk of experiencing more forms of maltreatment,
despite socio-economic disadvantage. Our findings are consistent with prior research
demonstrating that those who experience bullying victimisation are more likely to
come from socio-economic disadvantage (Hosozawa et al., 2021; Tippett & Wolke,
2014), that gender minorities may be particularly at risk (Bower-Brown et al., 2023),
and that girls are less likely to experience physical victimisation than boys (Becker et
al., 2017; Sullivan et al., 2006; Turner et al., 2013), regardless of being ND or not.
When considering the intersectional nature of victimisation, we must be aware that
different ND identities come with different levels or types of discrimination and
intersect with other minoritised identities in different ways. Menzes and colleagues
(2025) used the US-based 2021-2022 National Survey of Children’s Health to
explore autistic youths’ experiences of discrimination, compared to other ND (e.g.,
ADHD, learning disability or a language disorder) young people and NT youth.
Discrimination on the basis of race, ethnicity, sexual orientation, and gender identity
were higher amongst the autistic young people compared to NT. Interestingly,
discrimination on the basis of health and disability was also reported at higher rates
amongst autistic youth (31.81%) when compared to other ND young people
(12.94%) and NT youth (1.14%). In our data, the relative persistence of physical
victimisation risk from peers across age groups in ND adolescents is particularly
concerning. Results suggested that NT young people were less likely to be physically

hurt or bullied at school as they got older. This is consistent with previous findings
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that general bullying, including physical, verbal, relational and cyber forms, tends to
decline with age (Hwang et al., 2018). However, this protective effect was
significantly weaker in our ND group; these negative experiences do appear to
dissipate with age to the same extent as in their NT peers. As adolescents get older,
the importance of peer relationships increases, and these relationships also increase
in complexity, which can leave ND young people struggling to make and maintain
friendships (Libster et al., 2023; Rokeach & Wiener, 2020). Family and peer support
has been shown to be protective against experiencing multiple forms of bullying
(Lee et al., 2022). Our findings could reflect that ND young people may not have the
same social developmental protections as their peers, such as intuitive understanding

of social dynamics and peer support.

5.5.1 Limitations

There are some key limitations to consider when interpreting these findings.
The cross-sectional, correlational nature of this study limits our ability to establish
causal relationships; the assumption that the ND young people are having negative
experiences because they are ND requires further exploration. A strength of the
OxWell dataset as a whole is its representativeness of the popularion of young
people in England, however substantial exclusions due to eligibility criteria and
missing data resulted in an analytical sample of 11,083 from an original 42,215
participants (26% retention). This significant reduction may limit generalisability.
As the main OxWell study was conducted in mainstream schools, we have not
captured the full range of ND experiences as we have not included those with higher
support needs who may be in specialist schooling, or those not currently attending
school.

Our measures of victimisation where self-reported from adolescents
completing the survey unsupervised. A strength of this approach is that anonymous
self-report results in less social desirability bias (Rickwood & Coleman-Rose, 2023),
however there is the possibility that this may introduce inflation or that young people
had differing interpretations of what the question was capturing. However, our
findings do echo literature using more objective measurements; for example,
population data utilising information about maltreatment from child protection (or

social) services has shown autistic children are more likely to experience
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maltreatment (McDonnell et al., 2019), and there are high rates of children with
learning difficulties amongst maltreated children in the USA (Scurich, 2025).
Finally, the neurodiversity measure in this study is board, capturing those
with autism, ADHD, dyslexia, dyspraxia and likely other forms of neurodivergence.
This heterogeneity may mask important differences in victimisation patterns and

mental health outcomes, as each comes with distinct needs and presentations.

5.5.2 Future research

These finding highlight several crucial avenues for future research. First,
future work should examine peer victimisation and maltreatment amongst distinct
diagnostic groups (eg. autism, ADHD and learning difficulties) to identify if this risk
differentiates or is common for all ND young people. Exploring the impact of
multiple ND identities on this risk (eg, autism plus ADHD), as well as investigating
the role of transdiagnostic traits could reveal more about key drivers of the
vulnerability this study suggests. Second, validating mental health measures in ND
young people and using multiple informants is essential to effectively capture
changes in their well-being. Previous research has found ND young people tend to
under-report mental health symptoms when compared to other informants (Kalvin et
al., 2020). The way that ND and NT young people interpret the language of these
questionnaires may differ and warrants psychometric exploration. Third, explicitly
asking young people if they perceive their negative experiences to be linked to being
ND and identifying if their ND traits, stigma associated with disclosure of their ND
identity and/or institutional support plays a role in their victimisation experiences
could help to identify effective prevention strategies. Finally, when designing
preventative public health interventions for child maltreatment, neurodivergence
must be considered. More broadly, there are critical gaps across evidence and
interventions regarding parenting skills and mental health of those with ND children,
including a lack of longitudinal studies, little focus on fathers, and a failure to gather
the perspective of the children. A focus on the family unit holistically could bolster

the ability of these interventions to support positive parenting of ND children.

5.6 Conclusion

The present study shows that young people who self-report report being ND
are at increased likelihood of peer victimisation and maltreatment, and worse mental

health. This supports future work exploring ND young people within individual
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diagnostic categories, as well as assessing the transdiagnostic needs of the whole
group. However, more work is needed to tease apart mechanisms of mental ill-health
in ND young people who have experienced victimisation from peers and the adults
in their life. While suggesting the need for validated scales that capture sensitively
the dimensionality of mental health in ND adolescents, these findings highlight the
need for preventive approaches that address victimisation of ND young people in

schools and at the family-level.
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6.1 Abstract

Background: Autistic children have largely been excluded from research on
trauma to date. Teachers with experience working with autistic children are well-
placed to offer valuable perspectives on what they recognise as trauma-related
symptoms, identify key areas for support, and to address traumatised children’s
wellbeing in their classrooms.

Objectives: This study investigates teachers' experiences in recognising and
supporting autistic children with trauma-related behaviours.

Methodology: A qualitative approach was employed; 15 teachers were
recruited via convenience sampling from mainstream and special educational needs
(SEN) schools in the United Kingdom (UK). Data was collected via online semi-
structured interviews and examined through reflexive thematic analysis.

Results: Four themes, each with subthemes, were identified: 1) Perceptions
on how autistic children experience trauma, 2) Taking an informed approach to
teaching, 3) Helping with a holistic perspective, and 4) Support is under strain.
Findings suggest that autistic children may find everyday school experiences
traumatic and experience difficulties in the classroom, and that disentangling trauma-
related behaviours from those associated with autism is challenging. Teachers felt
that improving their ability to support these children hinges on collaboration, whole-
school approaches, appropriate context-specific training, time to build relationships,
and adequate school resources.

Conclusion: This is the first study exploring teachers’ experiences teaching
traumatised autistic children. Our findings provide valuable insights to inform school

policy and practices. We emphasise the need for the allocation of resources to SEN
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and mental health support in schools, as well as the development of targeted trauma-
related teacher training adapted to specific school contexts.

Key words: Trauma, Autism, Mental health, Special Educational Needs
(SEN)

6.2 Introduction

Experiencing childhood trauma is prevalent amongst young people in the UK
and can have a profound impact on how children function at school (Perfect et al.,
2016). Autistic young people report more adverse experiences and victimisation than
their neurotypical peers (Hartley et al., 2024; Trundle et al., 2023), and adults with
high autistic traits report more traumatic experiences in their childhoods (Stewart et
al., 2023). Beyond facing a higher risk of experiencing events widely acknowledged
to be traumatic autistic children may also find other experiences, such as social
demands, changes in routine and sensory overstimulation, harmful or threatening

(Kerns et al., 2015).

In some cases, children can develop trauma-related psychopathology, most
notably post-traumatic stress disorder (PTSD) (Danese et al., 2020). Little is known
about the presentation of trauma-related psychopathology in autistic young people. A
significant barrier to support is ‘diagnostic overshadowing’ (Reiss et al., 1982) —
where trauma-related psychological symptoms are misattributed to features of autism
without further exploration. Common features of autism, such as sensory
sensitivities, and emotional dysregulation, can also be characteristic of behaviours
exhibited by traumatised children (American Psychiatric Association, 2013;
Stavropoulos et al., 2018). In the classroom, a typical response to trauma might
manifest as dissociation, task avoidance, or aggression (Cavanaugh, 2016), all of

which could be wrongly attributed to autistic student’s difficulties.

Recognising trauma-related symptoms is all the more challenging with
children with language/intellectual disability (ID) where carers may be unaware that
a potentially traumatic experience has taken place and the ability to self-report may
be hindered (Borghus et al., 2020). Reports of the proportion of autistic children who
are non-speaking or minimally verbal varies by definition and instrument used. In a
sample of 1,470 school aged autistic children, Bal and colleagues (2016) found

17.5% were considered minimally verbal across definitions by at least one

154



instrument, with only 3.9% meeting criteria on all five measurement instruments.
These children may be particularly vulnerable to adversity due to reliance on carers
or institutional care. Despite this, autistic people with language/intellectual
disabilities have largely been excluded from research on PTSD and trauma-related
psychopathology to date (Quinton et al., 2024). For autistic children facing
difficulties self-advocating, reporting trauma and accessing mental health care, it’s
crucial that professionals and carers in their lives are able to recognise trauma-related

symptoms (Kildahl et al., 2020).

Teachers with experience working with autistic children can offer a valuable
perspective on how autistic children respond to potentially traumatic events, what
support may be needed, and how they address traumatised children’s wellbeing in
their classrooms (Michna et al., 2023). A narrative review found that there are
overlapping aspects of the frameworks of trauma-informed care and support for
autism in schools, suggesting that combining these would be most appropriate
(Berger et al., 2021). Miller and Santos’ (2020) literature review of 20 studies from
the United States found that while SEN schoolteachers recognise signs of abuse and
neglect, they feel ill-prepared to support affected children, and report a lack of high-
quality professional development opportunities related to this issue. It should be
noted that most (> 70%) autistic students attend mainstream schools (National
Autistic Society, 2023). With regard to mainstream education, a cross-sectional
study of 765 Dutch mainstream schoolteachers also reported that they feel
overwhelmed and under-skilled to address the complex needs of traumatised students
(Alisic et al., 2012). Prior qualitative research has focused broadly on autistic
children’s experiences of school; focusing on the perspectives of the child (Goodall,
2018; Horgan et al., 2023), their parents (McKinlay et al., 2022) and teachers
(Lindsay et al., 2014) on the impact of an inclusive school environment on autistic

children’s wellbeing and mental health.

However, research exploring teachers’ perspectives on how to support
traumatised autistic students is lacking. In this qualitative study, we interviewed
teachers from UK mainstream and SEN schools about their experiences with autistic

pupils whom they knew, or suspected, to be traumatised.
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6.3 Method

This qualitative research project received ethical approval from King’s

College London Ethics Committee (ref: LRS/DP-23/24-40936).

6.3.1 Participant Recruitment

Recruitment criteria for this study required participants to hold Qualified
Teacher Status, work or have worked in a UK-based school, and to have taught at
least one autistic student who has experienced known or suspected trauma.
Participants were initially recruited through convenience, network sampling;
researchers approached teachers and schools within their social-networks and

requested that they refer others in their professional circles.

6.3.2 Participants

Interviews were conducted with 15 teachers (2 males, 13 females), aged 26 to
59 years (M = 37.26, SD = 12.42). Teaching experience ranged from 3 to 37 years
(M =11.60, SD = 10.61). Seven teachers (46.7%) taught primary school-aged
students (ages 4-11 years) and eight (53.3%) taught secondary school-aged students
(ages 11-18). Seven teachers taught in SEN schools (46.7%) and eight (53.3%)

taught in mainstream schools.

Most teachers (n = 9, 60%) taught in schools with a student body from
majority low-income families, five teachers said their students were from a range of
socio-economic backgrounds (N=5, 33.3%), and one teacher taught in a school with
a student body from majority high-income families. When asked about the ethnicity
of their student body, over half of the teachers taught at schools where all (n=3,
20%) or the majority (n=5, 33.3%) of students are from minoritised ethnic
backgrounds. Four (26.7%) said their school has lots of different ethnicities, and
three said their school was majority (n=2, 13.3%) or all (n=1, 6.7%) White British.

Nearly half of the participants (46.7%) rated their confidence in
understanding trauma as 4 on a 1-5 Likert scale, indicating a relatively high level of
confidence overall, although one participant rated their confidence as 1 (mean= 3.5).
Details of individual participants are provided in Appendix 4, S4.2. Participants were
assigned a number and letters indicating the school setting where they teach; such

that ‘MAIN-’ is mainstream, ‘SEN-‘ is SEN, ‘S’ is secondary and ‘P’ is primary.
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6.3.3 Interview Development

The interview questions were developed with input from a Patient and Public
Involvement (PPI) group of teaching staff. The study’s design and objectives were
presented to the PPI group. The consultation and discussion informed question

development, including question wording and focus.

6.3.4 Data Collection

Data collection occurred across May-October of 2024, and interviews were
conducted by two researchers (AMGQ and AO). To determine eligibility,
participants completed a short online screening questionnaire. Those who met
inclusion criteria read a participant information sheet before signing a consent form.
Semi-structured interviews were conducted, recorded and transcribed online using
Microsoft-Teams. The interviews began with basic demographic questions about the
teachers and their schools, such as gender identity, age and the type of school they
currently work in. Teachers were also asked to rate their level of confidence on their

own understanding of trauma on a Likert scale from 1-5.

In the interview, participants were asked to describe a time they taught a
child they knew or suspected to have had a traumatic experience, the support they
were able or unable to give traumatised autistic children, and the challenges and gaps
in support and knowledge they faced. The full interview schedule can be found in
Appendix 4, S4.1. After the interview, participants were sent debrief information,

and a gift voucher via email to thank them for their time.

6.3.5 Analysis

All interviews were fully transcribed, checked and anonymised. Interviews
were analysed using reflexive thematic analysis (RTA) (Braun & Clarke, 2006,
2022). We took an inductive approach to generate meaningful themes while,
reflecting on our subjectivity. AMGQ and AO conducted the analysis, which began
with data familiarisation, followed by initial data coding. Codes were grouped into
themes which were generated iteratively in discussion with the research team
(AMGQ, AO, FH). Themes and subthemes were reviewed to ensure they captured
the data’s codes, and each researcher’s interpretation of the data. Final theme and
subtheme names were determined and elaborated on; we sought to map meaning

within and between the themes to produce a coherent narrative.

157



6.3.6 Positionality Statement

The lead researcher (AMGQ) is a PhD student researching post-traumatic
stress in autistic young people. AO is a postgraduate student with a professional
background in mental health and special education. FH is a senior academic with
more than 30 years’ experience in autism research. Some of the researchers consider
themselves neurodivergent. All the researchers embrace a neurodiversity and

neurodivergent-positive approach to research.

6.4 Results

Theme 3: Helping
with a Holistic
Perspective

Theme 2: Taking an
Informed Approach
to Teaching

Theme 1:
Perceptions of How
Autistic Children
Experience Trauma

Theme 4: Support is
Under Strain

Autistic Children Find a Range of Feeling Like They are Going in Understanding the Pupil’s Home Resourcing Issues in Education and
Experiences Traumatic Blind Life Mental Health Support
1 1 | 1
Children’s Behaviour Changes The Importance of Relationship Inter-Agency Collaboration Need for Context-Specific Training
Following Trauma Building T and Time To Do It
1 | I
Challenge of Disentangling Trauma i i
4 Autism Related Behav Adapting Teaching to Meet Both A Whole School Approach Teachers Need Support Too
Qndavusminoiatedicenaviol Academic and Emotional Needs T :

A Safe Environment for Everyone Trying Their Best to do What is Best

Figure 6.1 Themes and subthemes developed through reflexive thematic analysis (RTA)
Through RTA, four themes were developed, encompassing what teachers
know, and what they would like to know, about teaching traumatised autistic pupils.

These themes and their subthemes are shown in Figure 6.1 and Appendix 4, S4.3.

Theme 1: Perceptions of how autistic children experience trauma

The first theme explores what teachers think about how autistic children
experience trauma; delving into how teachers conceptualise what trauma autistic
pupils experience, how this manifests in trauma-related behaviours and disentangling

these from autism.
Subtheme 1.1: Autistic children find a range of experiences traumatic

Across teachers, there was a broad acknowledgement that autistic pupils are
not only at risk of experiencing trauma-related difficulties from traditionally
traumatic experiences but also from seemingly every-day experiences. Numerous
examples were provided describing how autistic children struggled with the school

environment. Elements such as the sensory environment - overwhelming noises,
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lights or smells — as well as unavoidable transitions between classes and staff
changes were cited as leading to what the teachers perceived as trauma-related

distress for autistic children.

“I've had some children who are very averse to different foods and even going in the
dining hall they found really, really difficult... the smells of things or other people
eating... we wouldn't necessarily see that in in a neurotypical person as something

that is a trauma as such, but... for [an autistic child] that can make their life really,

really difficult.” (SEN-P9)

More broadly, teachers consistently cited changes in routine as particularly
difficult for autistic pupils. They also noted that changes at home, such as new
bedtimes, new carers, or a new sibling, often resulted in increased struggles at

school.

“When your life has to have such a strict routine for you to be able to function and
for your anxiety to work at a level whereby you can just be present.... when those
routines are changed that has a far greater impact upon that child than it would on a

neurotypical child.” (SEN-P7)

Some teachers were surprised when autistic children showed no reaction to
expected stressors but were deeply affected by events they would not have
considered would be distressing. MAIN-P12, a mainstream primary teacher,
described a student whose school refusal was linked to their being impacted by the
Queen dying.

He took the queen dying very, very personally...Something that for us isn't traumatic
at all, for him has like, ruined his life. [ mean, his parents broke up like this week and

he doesn't care, but he because he's still so upset about the queen”. (MAIN-P12)

Several of the teachers described teaching in schools where it was common
that their children had difficult homelives, including domestic violence, crime, and
poor parental mental health. A male SEN teacher described having to consider
himself as being a potential trigger due to many pupils having had abusive past
experiences with males. Mainstream teachers compared the trauma-related responses
of autistic children to their non-autistic peers. While acknowledging these adverse
experiences are challenging for any child, they felt it may be particularly challenging

for autistic children due to additional difficulties.
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“We deal quite a lot with kind of family situations where a member of the family is
involved in a crime and ... police are involved and things like that. That's obviously

very traumatic for any child. Then a child with autism - that's obviously going to be

even worse.” (MAIN-S13)

Subtheme 1.2: Children’s behaviour changes following trauma

Teachers observed behaviour changes in autistic students after experiencing a
traumatic event, or such changes are what indicates to staff something may have
occurred. Both SEN and mainstream teachers highlighted that every child is different
and described a variety of responses. Some students externalised distress, while
others withdrew or sought reassurance. Teachers noted that disruptive behaviours

often receive more attention than quietly struggling.

“We have our pupils that have had similar experiences, but again it's different in
how they perhaps handle it, manage it, think it through. Some explode instantly. And
some wind up to it.” (SEN-S11)

Qualitative changes in behaviour often served as crucial indicators for
teachers, prompting investigation into potential traumatic experiences. New self-
injurious behaviour, shouting and swearing, copying behaviour and the acting out of
domestic violence through play were all cited as responses to trauma. Teachers
frequently noted that following trauma, there was an increase in the intensity of
externalising behaviours, such as verbal and physical aggression, and noted that an
increase in sexualised behaviours and decreased inhibitions may indicate that sexual

trauma may have occurred.

“We have a student currently... she'd come to us from mainstream with some
sexualised behaviours. So we suspected that there might have been some abuse.”

(SEN-S1)

They also observed that once students were in a heightened state, it became
increasingly difficult to help them regulate their emotions. Some teachers described
children being stuck in the state they were in when the trauma happened, unable to

move forward.

“I guess the word I would use is couldn't be soothed, the usual techniques that we
would use [to regulate] this student just didn't work anymore, and they weren't kind

of strong enough.” (MAIN-54)
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Subtheme 1.3: Challenge of disentangling trauma and autism related behaviours

Teachers talked about whether behaviours linked to trauma can be
disentangled from those that they associated with a child’s autism. There were
different views on whether these behaviours can or should be addressed differently.
Teachers acknowledged that strategies beneficial for autistic students, such as
routine building and predictability, should also help traumatised students. Some
argued that if trauma and autism related behaviours present similarly, then the same

strategies should be effective for both without the need to differentiate.

“Support that we're trained to give for students with autism is.... so much routine,
make it really predictable.... but also behaviourally be softer, and have a have a lot
of empathy and a lot of patience... I think that supporting someone through trauma,
predictability is really important, routine is really important.” (MAIN-S3)

Some SEN teachers noted that behaviourism-based autism strategies focus
too much on the immediate function of the behaviour rather than the traumatic
experiences from which it might have stemmed. Mainstream teachers expressed
concern that behaviours which would prompt investigation if exhibited by a
neurotypical student, are often dismissed as part of autism if exhibited by an autistic
student. Some were frustrated that pursuing neurodevelopmental diagnosis was the

default route to accessing support without exploration of trauma or attachment.

“I felt a little bit like this is not great that we're just putting [his behaviour] down to
his autism because it's really extreme and I think he could probably benefit from

some counselling or some kind of therapeutic modality”. (MAIN-S3)

Many teachers argued that there is a need for both trauma-specific and
autism-specific strategies within schools, although they were uncertain how best to
implement this or felt limited by what support they could offer due to students’

complex needs.

“These children have really complex... needs and... they need specialist EP
[Educational Psychologist] input, and we can't give them that. And safeguarding is
very important, but we can't overstep the mark. We can't start offering our opinion.

And these kids are crying out for mental health support.” (MAIN-S4)
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Theme 2: Taking an informed approach to teaching

The second theme we generated was about teachers wanted to feel informed

in their approach to teaching traumatised autistic children.

Subtheme 2.1: Feeling like they’re going in blind

Teachers varied in how much they could know about what a child had been
through, and described various ways they are given information about trauma. Some
teachers, particularly mainstream subject teachers, noted that student circumstances
are shared on a need-to-know basis, often excluding them and thus limiting the
personalised day-to-day support they can provide. Many teachers acknowledged this
is necessary due to safeguarding policy but felt frustrated by the lack of context they

and teaching assistants (TA) are given.

“[The school] does not expect subject teachers to be providing that kind of support,
full stop.... so they don't give you any information about the students like, about
what's going on in their lives.” (MAIN-P2)

Even when a teacher senses from a student’s behaviour that something
negative has taken place, they may not be able to determine what this negative event

was, and what kind of support is needed.

“Communication is very difficult, you know, it's very difficult for them to
communicate to us what they're going through and it's very difficult for us to

communicate to them about how they can support themselves” (SEN-P15)

Teachers described how privileged they felt when students confided in them
and acknowledged the importance of protecting that confidentiality while checking
safeguarding teams are aware there is an issue. Teachers felt that asking a child
directly about trauma should be approached gently and led by the child, and most felt
it was better to focus on creating a safe space in school rather than pushing them to

focus on potentially triggering memories.

“Come in Monday morning. They don't then want to be reminded. School’s kind of
like quite a safe place for him. So if you ask him how the weekend's gone it's, you
know, then recycling and thinking back through it when they've moved on and they've

come to school and it's a safe place for them.” (SEN-S11)
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Subtheme 2.2: The importance of relationship building

Every teacher highlighted the importance of relationship building with the
child. It was widely stated that knowing students well is essential for recognising
trauma-related behaviour and providing effective support. Having a good
understanding of a student’s typical mood and behaviour, allowed teachers to notice
when changes occurred and to tailor support to the child’s needs. There was a
notable difference between teachers in mainstream and SEN schools. SEN teachers
highlighted that their high staff-to-student ratio made it easier for them to build

relationships and track changes in their students’ behaviours.

“We know our children really well, they're in small class sizes with lots of adults and
if a child suddenly becomes more heightened, or the opposite, you know, more
subdued or suddenly falling asleep in class or is responding in a different way... we

would start to question.” (SEN-P10)

Teachers from mainstream schools, however, spoke of larger class sizes, with
less time spent with each student, making it harder to build relationships. In
mainstream secondary schools, where each subject has a different teacher, being a

form tutor was highlighted as the best opportunity to get to know students.

“Whereas in a secondary school, you know as a subject teacher, you might see that
student you know twice a week and so you don't... know them very well ultimately.”

(MAIN-P2)

Many teachers emphasised the importance of building trust through creating
opportunities for connection, such as acknowledging when things are tough and
understanding a student’s triggers. Highlighting their students’ small achievements,
as well as creating opportunities for student success, were cited as ways to build trust

and confidence.

“I'm really trying to like big up all of [their] achievements as well. I think [it] is
really important that when things are really awful for them, you're not just having
conversations about how awful things are, you're also being like, “Oh my God, you

did a week of work experience, and it went really well.” (SEN-S1)

Teachers often commented that traumatised students struggled with

attachment, either struggling to trust teachers, or forming very strong attachments to
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certain teachers. They highlighted that being consistent, and providing stable, well-

defined relationships between staff and students is vital for these students.

Subtheme 2.3: Adapting teaching to meet both academic and emotional needs

Teachers reported tension between the pressure to meet academic targets and
enforce school rules, and their desire to support their students emotionally.
Generally, teachers acknowledged that they could not always know in depth how
trauma is impacting a child, but they try to reasonably adjust. They favoured

compassionate, curious and kind approaches to behaviours rather than punitive ones.

“I generally just go with the be kind, be fair. I think being fair is the key thing.
Consistency and fairness.” (MAIN-S14)

Teachers understood that students cannot learn at school if their emotional
needs are not met, but they are constantly balancing which to prioritise. Teachers
described feeling more informed in this decision making if they know if a child has

experienced trauma and can use neurodiversity and trauma-informed approaches.

“As teachers, we feel, you know, students have to come in and sit and learn, and we
forget about all these other issues and other difficulties and differences and

especially emotional regulation. (SEN-P15)

Many recognised that students struggling with trauma-related difficulties
cannot concentrate in class, and spoke of building confidence through setting
achievable tasks. Teachers spoke of lowering demands and relaxing rules when
trauma was known or suspected, explaining that students cannot learn if excessive

demands are placed on them when they are distressed.

“If you stop thinking of a student as being difficult and confrontational but
understand actually how triggered they are by what we might think of as quite small
demands...that'll again make things a lot better ....to understand, what are trauma

responses.” (MAIN-S6)

Teachers were conflicted when balancing their capacity to be flexible in
attending to an individual child’s needs, while being consistent and fair. Emotional
needs and individualised approaches were particularly difficult to attend to in

mainstream schools with larger class sizes. Teachers cited difficulties in balancing
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the rest of the class’s learning with deciding when to hold back to allow a child to

self-regulate, when to approach, and when to ask for help from other staff.

“You have to also care for 28 other kids... and that's really hard to then focus on the

one and provide for their needs.” (MAIN-S13)

Several teachers emphasised the need for discretion when bending rules,
providing support, or altering tasks to avoid singling out children and drawing
attention to their difficulties. Many found seating children separately or at the front
of the class helpful but considered the long-term impact, including a child feeling
excluded from their peers, reintegration challenges and the impact if this

accommodation is not consistent across classes.

“All these children really need and want is consistency and the more you create a
different existence for them, the more a sense of otherness you create, and the more

they end up isolated, essentially, and people don't like hearing that”. (MAIN-P12)

Theme 3: Helping with a holistic perspective

The third theme highlights the critical need for a collaborative and holistic
approach to supporting traumatised autistic children. Teachers alone cannot meet the
multifaceted needs of these students; it requires the concerted effort of the entire

system around the child.

Subtheme 3.1: Understanding the pupil’s home life

Teachers emphasised the importance of building connections with
parents/carers, to maintain clear communication about a student’s home life. They
noted that parents might fear social care referrals if they disclose potentially
traumatic events, and the importance of avoiding parents feeling blamed or judged

when discussing concerning behavioural changes.

“You want to be very careful... because you don't want to demonise people... a lot of
special needs families haven't had very good experiences of services, and it can be
really hard to build that relationship. So, you don't want to jeopardise that by making
accusations.” (SEN-S1)

Teachers in primary and SEN settings had more experiences of family

involvement, due to children being younger and/or having more complex needs. One
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teacher acknowledged the difference between mainstream and SEN school when

involving parents.

“Special schools are very different to mainstream schools. We get much more, much
stronger, kind of relations with the families because it is very hard for the families
and we have less children. So having those relationships with parents is very
important and most families are very open and really need that, probably because
they ...don't have many people ...to talk to and who understand... what it is to have a

child with complex needs and autism.” (SEN-P15)

Many teachers identified unstable home environments or disrupted
families as a possible source of trauma for autistic students. Teachers working with
students from deprived backgrounds highlighted the connection between poverty and
trauma. For example, unstable housing, forcing families to move between temporary
accommodation, may be particularly traumatic for autistic children who value
consistent routine. Other cited sources of trauma included deaths and illnesses within

the family, as well as domestic violence.

“We've had children who have been made homeless and sent to Travelodges for six
months. And like those sorts of events would be traumatising, probably ... but also
other children who ... just live in high poverty and inconsistent [electrical] power”

(SEN-P10)

Teachers acknowledged that autistic students with stable home lives were
better equipped to handle day-to-day stressors, while those from underprivileged

home environments were more likely to exhibit more extreme trauma-responses.

“When children come to us, they are generally unsettled, but I think those that have
had trauma take longer to achieve what those that are coming from safe, nurturing

home lives can achieve much quicker.” (SEN-P10)

Subtheme 3.2: Inter-agency collaboration

Most teachers noted that traumatised autistic children often have complex
needs, and that communication difficulties among autistic students can hinder the
recognition and support of trauma. To overcome these barriers, teachers emphasised
the importance of collaborating with external professionals around the child, such as

Child and Adolescent Mental Health Services (CAMHS) practitioners, social
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workers and past educators. This is useful for gathering information about the child’s
past experiences and mental health, as well as collaborating to prepare a child for the
future. Working closely with social workers helped teachers to support children

through transitions such as changing schools or difficulties at home.

“Good support is collaboration between professionals in the industry and everyone
listening to each other and understanding exactly what is important for the child... A
little bit taken from everyone and everyone working together to find the best
solution.” (MAIN-S4)

Teachers also highlighted the need for clear referral pathways to CAMHS
and efficient collaboration between schools and local authorities to avoid delays in
support. Those with experience working alongside various therapy teams,
psychiatrists, educational psychologists and psychotherapists highlighted the
significant benefits of external collaborations. However, teachers still highlighted
that, across professionals and agencies, there is little understanding of how to
support autistic children who have experienced trauma, as mental health

professionals often recommend actions that are designed for neurotypical children.

“When we speak to CAMHS practitioners and they come up with these ideas... there
isn't anything specific and it's very... designed for neurotypical people, like CBT, or
you know it's not neuro-affirming practice.” (SEN-P15)

Subtheme 3.3: A whole school approach

All of the teachers asserted that for support to be effective, a whole-school
approach is necessary. Many teachers felt that having whole-school policies that
incorporate neurodiversity and trauma was helpful to all children, not just those who
are autistic and/or traumatised. Some mainstream teachers described not having the
resources to have individual behavioural plans or one-to-one support, so described a

whole-school approach as a more resource-efficient way to support these children.

“Instead of differentiating it for just that autistic child, making that [support] just
available for everyone means the autistic child is also included in the whole

learning, and everyone's benefiting from that.” (MAIN-S13)

Teachers discussed how creating a school environment that caters to the

needs of autistic traumatised students by providing safe and suitable spaces, takes the
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strain off being the sole person responsible for that child’s wellbeing and helps the
child feel supported.

“...it's the environment that they feel and understand when they come into school.

Rather than just having, like, the one great teacher.” (SEN-S11)

Teachers stressed the importance of good teamwork, communication and
alignment among professionals within a school, including teachers, SENCOs,
therapy teams and TAs. Some SEN teachers described regular team briefings to
discuss the specific needs of each child, whereas mainstream teachers generally
described informal conversations in staff rooms. Both SEN and mainstream teachers

talked about appreciating guidance from senior leadership.

“It's about working with all the teachers together on a large scale and just saying,
“oh, I'm doing this at the moment. Can [ have some support here?” So, it's just
having that structure in place and being proactive about it and also realising that

you're not alone.” (MAIN-S35)

Effective information sharing about support strategies when students change
class or when they are struggling is vital to ensuring that students receive consistent

care across classrooms, regardless of their teacher.

“We change classes and children every year... But of course, the children don't
necessarily change. And what they need doesn't essentially change either, and so you

have to try and pass on some of that information to their next teacher.” (SEN-PS)

Subtheme 3.4: A safe environment for everyone

The need for schools to create a safe environment for everyone was strongly
stated by the teachers. There was an understanding that many behavioural changes
following trauma result from an autistic student’s decreased feeling of safety.
Teachers expressed that many autistic children have limited control over their lives,
particularly those whose trauma stems from their home lives. Some teachers felt that
externalising behaviours reflect students trying to make themselves feel safe by

exerting control over their bodies and environment, so this should not be suppressed.

“So the reason you stim is so that you have some sort of control, so you're able to

feel calm and safe.” (SEN-P7)

168




Some teachers felt that providing opportunities to exercise choice and control
may help these students to feel safer at school. Examples included offering
alternative locations if a space is aversive, providing breaks during tasks, and
allowing adaptations to school uniform. Others placed more emphasis on the
importance of clear structure and expectations, consistent responses and routine as
sources of safety for autistic children - sometimes contrasting with instability at

home.

“Actually all these children are desperate for is consistent responses. That's where
all of this like over and over and over heightened behaviour comes from. It is

ambiguity causing further anxiety.” (MAIN-P12)

Teachers also spoke of the conflicting needs of traumatised students, who
may require space to express a range of complex emotions at school, and the needs

of their peers, who could find it distressing to witness a student in crisis.

“You want to give them like a space where they can feel held and a space [to]
regulate and a space where they can feel safe, which can be challenging in a school

with other dysregulated traumatised young people with difficult needs.” (SEN-S1)

All teachers emphasised the importance of being a safe and supportive adult
for their students, even in situations where their own physical safety was at risk.
Many talked about being hit, bitten, and having objects thrown at them in school.
Teachers described safety plans and where necessary removing more vulnerable
members of staff from risky situations or environments. Staff described feeling safer
in crisis situations as they get more experienced in their career, if they trust other
staff members to help, if they’ve experienced these behaviours with this child before,

or when following a clear behaviour plan.

“I think it's having those firm lines when needed because for my safety and for him...

it's trying to make sure it's a safe environment for everyone.” (MAIN-S14)

Theme 4: Support is under strain

The fourth theme explores the barriers teachers face in supporting

traumatised autistic students, and their suggestions for improving provision.
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Subtheme 4.1: Resourcing issues in education and mental health support

Almost every teacher highlighted the systemic issues affecting UK schools,
often referencing the years-long waiting lists for CAMHS. Schools have also been
impacted by funding cuts, loss of staff, resulting in remaining staff having to take on
additional responsibilities and limiting the support they can offer, while receiving

relatively low pay.

“When you cut schools’ funding, they cut things that they deem are non-
essential....TAs are deemed to be non-essential. And then obviously that puts more

pressure on teachers to be this kind of like every person.” (MAIN-S3)

Teachers argued that traumatised autistic students require more resources
than their peers, such as additional staff to support behaviours and the involvement
of mental health professionals, making them more vulnerable to funding cuts and
recruitment crises. Many mainstream teachers felt that they have more SEN students
with Education, Health and Care Plans (EHCP; plans that outline a child’s needs and
the additional support required to meet them) in their classes than ever before,
without the resources to fulfil the stipulations. Some spoke of having to provide
specialist support on an ad-hoc basis for children with more complex presentations,
for example setting up unofficial specialist classrooms with a specialist TA, due to

appropriate SEN schools not being available.

“Because we're only having 5 TAs in the whole school, you can't always provide that
provision ... one lesson they might have that support and it's fantastic, and then the

next lesson they don't and then I'm getting back to square one because I can't provide

that.” (MAIN-S13)

Teachers described a lack of available mental health professionals both inside
and outside of schools. They tried to fill the gaps in mental health provision, relying
on their instincts or personal experience with autistic family members, in the absence
of formal training. They may use external qualifications, personal experience with
autistic family members, or rapport with an individual student to guide their

approach.

“It's largely making it up and that - I wouldn't know where to go to get advice to do
it properly as it were, we just follow our noses.” (SEN-P10)

170




Subtheme 4.2 Need for context-specific training and the time to do it

Teachers frequently reported feeling out of their depth when supporting
traumatised autistic students, with every teacher expressing a desire for more
training. Most teachers, across both SEN and mainstream schools, noted a recent
push for trauma-informed practice and related training in their schools. Teachers
who had received training expressed appreciation, or regret that they had not
received it earlier, with some teachers expressing a desire for more regular trauma-

informed training.

“I feel like the trauma-informed practise should almost be, you know, a bit like you
do safeguarding every three years or something.... to keep your awareness.” (SEN-

P9)

However, the quality and content of these trainings, most of which focused
on neurotypical children, varied; some teachers said they had had no training.
Mainstream teachers expressed that to access SEN training they had to take a
personal interest to make it a priority but still needed the school to give them

dedicated training time.

“I feel like from the SEN perspective... they [school] let down the staff and that

we're not trained enough to deal with some of the things that are getting thrown our

’

way. And as 1 said, time is the big thing because they don't have that training time.’

(MAIN-S14)

For the content of the training, teachers wanted more training on
distinguishing between trauma-related responses and behaviours related solely to
autism, as well as learning what kinds of experiences are traumatic for autistic
students. Many teachers requested training in supporting students when they are in
crisis, especially during challenging incidents involving aggression and unsafe
behaviour. There was a sentiment, particularly amongst those teaching in under-
privileged areas, that training would be more helpful if it was adapted to the context
of their school, the backgrounds of their student body and the resources they have

available to them.

“It would be nice to have CPD that felt almost personalised to your school, like the

person talking had considered the setting they're coming to... I think that would be
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good for teachers to feel like, yes, I'm being given stuff that's supporting what I need
to know.” (MAIN-S13)

Lastly, teachers expressed a need for training in providing developmentally
appropriate trauma-informed practice, with standard emotional literacy programs
often feeling unsuitable for students with higher support needs. Teachers also sought
guidance around communicating with non-verbal, or minimally verbal students, to

better support them when they are struggling.

“[With] students who weren 't able to speak or write... I felt way out of my depth... I
didn't know how to reach them and I didn't know how to help them.” (MAIN-S6)

Subtheme 4.3: Teachers need support too

Teachers described being in critical need of support. They highlighted that
regular supervision would be helpful, as it serves as both emotional support and a
training opportunity, as well as debriefing opportunities and reflective spaces to
address vicarious trauma. Some teachers discussed the impact of student trauma on
their wellbeing, particularly when they have experienced trauma of their own, and
stressed how the emotional toll of the job makes the routine tasks, such as marking

and making reports, particularly challenging.

“Sometimes if you've been through a particularly difficult time...the way that the
children are presenting or the trauma that they have could impact on [teachers] who
have...some sort of trauma... And it would be good if they could have that chance to be
able to talk through that with somebody in a confidential way... sometimes it's just that

you need to sort of debrief a bit with somebody.” (SEN-P9)

Teachers expressed a need for breaks and space away from school and
students after being hurt on the job to decompress, but this was rarely possible, as
teachers’ need for breaks conflicted with traumatised students’ need for support and

unconditional positive attention.

“I think for the staff, probably what would be needed would be like opportunities for
respite almost, so time away... from that student if not away from the school. But... that's

not the best thing for the student, so it's a very difficult balancing act.” (SEN-S1)
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Some of the teachers from across mainstream and SEN schools described a
damaging disconnect between frontline staff and senior management in their schools,

expressing a need for more regular check-ins when they are affected by student

behaviour.

“A lot of staff say... that they're not checked up on, you know, like we are hurt every day.
So, when you [senior staff/management] are then saying “It's not so bad” ... you don't
know because you're not actually living that day-to-day...you're in an office. I'm the one

that's constantly dealing with this.” (SEN-P7)

Many spoke of the power of uplifting and supporting other members of staff
who are having a difficult time with a child’s behaviour and have shown
perseverance. For example, a senior teacher described supporting a member of staff
who returned from stress leave by reminding them what a difference they had made

to a traumatised autistic child’s life:

“...you're gonna find this really hard, but it is really worth it when it works. Like to
watch him go from a child that was like attending school for an hour a day to being

essentially in full time ... this is all because of you..” (MAIN-P12)

Subtheme 4.4: Trying their best to do what is best

All teachers expressed that they were trying their best to do what is best for
their students, either within a broken system or with children that have intensely
complex needs. Many teachers expressed a sense of helplessness with the time and

resources they are given, continuing to try even when they know there are some

children they may let down.

“We are trying to do as much as we can. But until you actually have the capacity and the
resources and whatever it is to do that, I don't think what we're doing will ever be

enough, which is kind of sad.” (MAIN-S13)

Teachers - particularly SEN teachers - experienced pressure to try to be
everything to everyone and some felt overwhelmed by a child’s continued distress

when they feel like they’re trying everything with no progress.

“I felt like I became everything but a teacher because you end up trying to support
emotionally and you're trying to be mum and you're trying to be, you know, protector of

the others and all of those things.” (SEN-PS)
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Mainstream teachers also felt overwhelmed by the merging of their role as
educators with pastoral responsibilities, when trying to keep these roles separate was

at odds with their students’ need for consistent support and follow up.

“The role ...is not just to stand at the front of the classroom and teach. Yeah. I mean,
you're effectively social workers. First aiders, like behavioural people, and sometimes
it's just [being] that regular person that the child feels comfortable to talk to, like a
therapist sometimes.”(MAIN-S14)

Most teachers spoke about their job being hard but ultimately rewarding
when you know your efforts have helped a child. Teachers wanted autistic children
to be able to flourish, despite adversity, into confident adults. They described the
efforts they would go to, including helping families navigate SEN pathways, foster
care and CAMHS, as well as committing extra time to ease transitions between

schools.

“I think here we really do try and develop that pupil so that they can be like a a pretty
good citizen when they leave... Some have had some experience of life which far
outweighs what I can kind of comprehend ... what they've seen, what they know, what

they've been involved in. And they're just kids.”” (SEN-S11)

6.5 Discussion

This is the first study to explore both mainstream and SEN teachers’
experiences supporting traumatised autistic students. We developed four themes
from the interview data; 1) Perceptions of how autistic children experience trauma,
2) Taking an informed approach to teaching, 3) Helping with a holistic perspective,

and 4) Support is under strain.

The teachers’ perceptions provide useful insights into what autistic pupils
may experience as traumatic and the ways they may respond. The school
environment was cited as both a trigger and a source of trauma. Teachers’
observations about how changes in routine, classrooms and sensory sensitivities in
school impact autistic children, align with prior qualitative research on why some
autistic students dread school (Goodall, 2018) and studies showing that the lighting
and acoustics of classrooms impact autistic students’ externalising behaviours (Al
Qutub et al., 2024). If the experience of being autistic in an environment set up by,

and for, neurotypical individuals can be inherently traumatic, discerning a trauma-
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specific symptom profile among autistic students becomes even more complex.
There is a need for environmental adjustments to reduce distress and accommodate
sensory sensitivities. Many traumatic events teachers described were in line with
standard clinical definitions of trauma (American Psychiatric Association / DSM-5),
but many were ‘everyday experiences’ that were distressing for an autistic child.
This is supported by research with autistic adults, whereby frequency of PTSD
symptoms did not differ between those who had experienced a trauma that aligns
with DSM-5 Criterion A trauma definition and those who had experienced
something that did not (Rumball et al., 2020). The teachers’ views suggest that a
broader set of experiences may be perceived as traumatic by autistic children too,
echoing the sources of trauma identified by Kerns and colleagues (2022), and
providing an educational perspective consistent with clinical findings that the
subjective experience of trauma bears a greater impact on mental health than
objective severity ratings of the experience (Coleman et al., 2024; Danese & Widom,

2020).

Teachers consistently applied an ‘all behaviour is communication’ approach
that aligns with many trauma-informed and neurodiversity-affirming pedagogies,
prioritising understanding emotional needs. Teachers typically identified non-
specific emotional and behavioural responses to distressing or traumatic experiences,
such as emotional dysregulation, outbursts, or withdrawing. In contrast, there was
limited reference to ‘core’ symptoms of PTSD, such as re-experiencing or avoidance
symptoms (American Psychiatric Association, 2013). While this could indicate that
teachers weren't observing classic PTSD symptoms in these children, it importantly
highlights that trauma manifestations extend beyond PTSD, encompassing a wider
range of trauma-related reactions which may be more relevant and useful for

teacher’s to recognise in the classroom.

Teachers’ knowledge about a child directly impacts their ability to address
trauma-related behaviours that impact their learning. The importance of relationship-
building to inform their approach to teaching reflected core principles of trauma-
informed practice; providing safety, trustworthiness, collaboration and
empowerment (UK Government, 2022). The balance between prioritising either a
child’s educational or emotional needs revealed the largest divergence between

mainstream and SEN teachers. This likely reflects an emphasis generally on
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academic targets in mainstream, versus a greater focus on providing for higher
support need in SEN. Holistic support requires teaching staff, external professionals
and parents to work as team to support the child. This aligns with qualitative work
by Jahans-Baynton and Grealish (2022), who found successful collaboration and

clear communication improved child safeguarding.

Building good relationships with children was crucial for teachers, enabling
them to contextualise behaviour and provide appropriate support. Previous literature
links frequent positive interactions between students and staff to improved academic
engagement and reduced behavioural difficulties in neurotypical traumatised
students (Conroy et al., 2009). The advantage of smaller class sizes in SEN settings
supports previous findings that lower staff-to-student ratios facilitate more
personalised support and better implementation of trauma-informed practices
(Maynard et al., 2019). However, SEN teachers faced challenges in managing
expressions of distress from multiple children simultaneously. They prioritised
protecting their relationship with the child by understanding behaviours, rather than
merely suppressing or containing them, aligning with studies showing restrictive
practices (eg. holds) harm teacher-child relationships (Willis et al., 2021).
Strengthening relationships requires empowering teachers with knowledge about the
child. There is a need for better information sharing on trauma and autism with
careful consideration of who can access trauma histories. For mainstream teachers to
effectively support both the autistic child and the learning of the whole class, our
findings suggest reducing the high staff-to-student ratios, providing adequate

training and preparation time, and ensuring teaching assistant support is essential.

Findings illustrate that whole-school approaches that integrate neurodiversity
and trauma-informed principles benefit not only traumatised autistic children but
also their peers and teachers. Building adaptations for autism and trauma into school
policies gives a sense of shared responsibility, unburdening individual teachers from
being the sole providers of care and decision making. Despite whole-school trauma-
informed approaches growing in popularity, and perhaps due to their novelty, there is
minimal evidence for their efficacy to date. Several systematic reviews have been
conducted by groups in Australia (Berger, 2019; Newton et al., 2024; Roseby &
Gascoigne, 2021) and America (Avery et al., 2020; Fondren et al., 2020, 2020;
Maynard et al., 2019) utilising different approaches and criterion. Existing studies do
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show promise, and suggest factors such as school readiness, leadership buy-in,
alignment with school values, and infrastructure to be crucial for the success of

trauma-informed interventions.

Significant funding cuts to education, mental health services and social care
were reflected in our findings. Strain and instability in students’ communities and
homes has simultaneously increased autistic children’s risk of traumatic experiences
and decreased their access to support services. Consequently, schools frequently
become the primary point of intervention for traumatised autistic children, placing
enormous pressure on teachers to address their pupil’s mental health needs,
alongside meeting the growing demands of EHCPs without the necessary staff,
training or resources. Participants stressed that for training to be worthwhile must be
tailored to the backgrounds and abilities of the students they teach, and indeed
previous pilot and implementation studies have shown that customised training
sessions improve teachers’ ability to support neurotypical traumatised students (Day

et al., 2015; Perry & Daniels, 2016).

Despite these challenges, the current study gathered many touching examples
of successful support provided by teachers, suggesting that compiling such strategies
could inform future training programs. All teachers spoke of trying their best and
persisting despite feeling like they are letting some children down, highlighting the
need for support, recognition and supervision for teachers themselves. Teacher
coaching and supervision has been shown to improve translation of knowledge into
practice, positive student outcomes, and improve teacher wellbeing and emotional
resilience (Artman-Meeker et al. 2014; Gray et al. 2015). Our results suggest that
teachers would value mentoring and input from more experienced staff, particularly

concerning management of crisis situations.

6.5.1 Strengths and limitations

This study is the first to investigate teachers’ experience of teaching autistic
children they consider traumatised, contributing to the existing body of research into
trauma as experienced by autistic children. The inclusion of teachers from various
school types (primary, secondary, SEN and mainstream, private and state) increased
the chances that the experiences shared in these interviews captured the range of
school settings across the UK. However, the study is not without limitations. At the

request of the PPI group, we did not pre-define ‘trauma’ in the interviews but were
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guided by how the teachers themselves conceptualised it. This meant references to
trauma were sometimes ambiguous, with some teachers referring to ‘trauma’ as the
event, as symptoms or both, and may have described behaviours that were un-related
trauma. Our sample was predominantly female, with perspectives from only two
male teachers. Interesting considerations of gender did emerge in the data, such as
how male teachers adapt their approach due to children having experienced trauma
with men. Gaining more male teachers’ perspectives would enhance generalisability.
However, given that as of 2021, only c. 24% of teachers in England were male, our
sample is reflective of who is currently in teaching. Additionally, the non-random
sampling likely attracted teachers with a pre-existing interest in trauma, who may not
represent the views of UK teachers generally. Gaining insights from those without
personal interest in the topic would be helpful when developing future resources for

professional development.

6.5.2 Implications

Our findings highlight that in order to support traumatised autistic children in
schools, challenges within teaching, more broadly in children's mental health and
social care and at the individual child level need addressing. Figure 6.2 illustrates
challenges, actions and desired outcomes desired outcomes inside and outside

teaching, based on the findings of this study.
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Desired outcome

Challenge

Suggested Actions

~

[ In Teaching

Recruitment and retention of
teaching staff

Stress, burnout and teachers
leaving profession

Supervision and mentorship

Staff feel equipped and safe

Not enough Teaching Assistants
for the children who need them

Outside Teaching

Increased availability of mental
health care

Incentivising teaching careers
and improving working
conditions

Equip teachers for pastoral care
without replacing mental health
services

Lack of available mental health
care outside of school

Compulsory neurodiversity and
trauma teacher training modules

Trauma informed care is not
designed for autistic children

Validate autism adaptations to
trauma informed practice or care

Joining up of care and
identification of vulnerable
children.

Information sharing and
consistency of care across
agencies

Fund CAMHS and Social Care

D

7

Supporting the child

Create safe environment at
school

Unified trauma-informed
frameworks bridging CAMHS,
schools & local authorities

More effective, holistic care for
autistic children and their peers

Not meeting emotional and
educational needs of all children

Time for pastoral care

Meet emotional and educational
needs of autistic children

School can be traumatising for
autistic children

Compassionate and consistent
neurodiversity whole-school
policies

Reduce class sizes and/or increase
retention of teaching assistants

Figure 6.2 A multi-level approach to supporting traumatised autistic children.
CAMHS = Child and Adolescent Mental Health Services
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Policymakers must adopt a holistic approach to educational reform, which
involves strengthening community support and services, tackling structural
inequalities and ensuring that children’s mental health and social services are
meeting the needs of autistic children. The lack of specialised mental health support
catering to autistic students experiencing PTSD, or other trauma-related disorders or
mental health difficulties, creates pressure on schools to fill gaps in provision.
Investment in school based mental health professionals and stronger collaborations
with community mental health teams is desperately needed as, when implementing
trauma-informed mental health care in schools, we need to ensure we are not placing
all the responsibility of mental health care onto already stretched teachers. These
implementation challenges when allocating mental health care to teachers has been
evidenced, with 47% of Senior Mental Health Leads reporting insufficient time to
achieve goals (Department of Education, 2023), and Smith et al. (2025) finding that
schools with external consultants implemented trauma-responsive environments
more successfully than self-guided schools. While many teachers intuitively make
adjustments and understand that getting to know an individual child’s triggers is key,
there is a clear need for explicit guidance and whole-school polices to creating
school environments that are less aversive for autistic students. School-based
initiatives to target creating accessible environments should be developed
collaboratively between teachers and students to cultivate meaningful

recommendations.

6.5.3 Future research directions

Future research should prioritise hearing the autistic students’ perspectives on
what they find traumatic in school settings. Our findings suggest that teachers are
less concerned with whether autistic children exhibit the same symptomatology in
response to trauma as neurotypical students and more focused on having an evidence
base for effective support. Research evaluating effective autism modifications of
interventions for trauma-related difficulties developed for neurotypical students
could enhance teachers’ confidence in their choices. Retrospective studies with
autistic adults who experienced childhood trauma, in or out of the classroom, could
also offer valuable insights for autistic-led practices. As more schools begin

implementing trauma- and neurodiversity-informed frameworks, longitudinal follow
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up of student and teacher wellbeing could inform decisions about future national

education initiatives.

6.6 Conclusion

Teachers working closely with autistic students offer valuable insights on the
challenges of meeting both emotional and educational needs and highlight significant
gaps in our understanding of trauma-related psychopathology in this population. To
effectively support these students, teachers must be equipped with adequate training,
time and sufficient staffing (including TAs and school based mental health
professionals), alongside investment in accessible community-based mental health
services. Trauma-informed teaching is still a relatively new approach, and there is a
pressing need for an evidence base that is inclusive of neurodivergent students. Our
findings suggest a need to embrace trauma-informed care in schools, but we must
exercise caution if not concurrently providing the resources for teachers to enact
them. While sharing autism-specific strategies across mainstream and SEN settings
could be beneficial, this knowledge must be tailored to the unique needs of each

school’s students and the resources available.

6.7 Acknowledgments

We are grateful to all the teachers who took part for their time and insights.
We would like to thank the Outcomes First Group (OFG), a UK-based provider
specialising in education and care for individuals with autism, complex needs and/or
Social Emotional and Mental Health (SEMH) challenges, for their collaboration in
forming the Public and Participation Involvement (PPI) focus group; their input to
the interview development was invaluable. We thank the schools and teaching staff

who circulated our recruitment materials.

6.8 Statements and Declarations

Alice Quinton's PhD studentship is funded by the MRC and King's College
London (MR/NO13700/1). Professors Francesca Happé and Andrea Danese are part-
funded by the National Institute for Health and Care Research (NIHR) Biomedical
Research Centre at South London and Maudsley NHS Foundation Trust and King's
College London (NIHR203318). Alice Ormerod’s research was funded by King’s

College London, and Dorota Ali is an Economic and Social Research Council-

181



funded PhD student. Professor Francesca Happé receives remuneration for sitting on

the Outcomes First Group Research, Innovation and Development board.

182



Chapter 7: General Discussion

This chapter includes a general discussion of the research presented in this
thesis, the aim of which was to use a mixed-methods approach to explore trauma-
related experiences and outcomes in autistic young people. In this thesis |
systematically review existing literature on PTSD in autistic people (Chapter 2),
utilise longitudinal modelling to demonstrate a relationship between autistic traits in
childhood and PTSD in adulthood (Chapter 3), and analyse the interaction between
peer victimisation and maltreatment, mental health and neurodivergence in a large
dataset from UK secondary school students (Chapter 5). Qualitatively, I explore how
autism practitioners approach differential diagnosis of autism, attachment disorders
and complex PTSD, using data from an online survey of clinicians (Chapter 4), and
explore through teacher interviews how traumatised autistic children are supported in
the classroom (Chapter 6).

The relationship between autism and trauma is complex and multifaceted,
influenced by developmental, cognitive, social, and demographic factors. This
research advances our understanding of the all-too-common experiences of trauma
and its sequelae in autistic young people, providing evidence to inform future
research on approaches to diagnosis, treatment, and support for autistic young people
with PTSD or trauma-related symptoms in both clinical and educational settings.

In this final chapter, an over-arching summary of the main findings of the
empirical chapters is given. Taking all of my results together, implications and areas
for future research are highlighted. For more detailed implications, limitations and

discussion of specific results for individual studies, please refer to each chapter.

7.1 Heightened Trauma Exposure in Autistic and Neurodivergent Young People

Taken together, the findings of this thesis support prior literature
demonstrating higher rates of traumatic experiences in autistic/neurodivergent
individuals than their neurotypical counterparts. In systematically reviewing the
recent literature on PTSD in autistic people in Chapter 2, the studies comparing
trauma exposure between autistic and non-autistic participants found autistic people
consistently showed higher rates of trauma exposure. Since the review was
published, another online US-based study has echoed this finding. In a sample of 276
autistic adults and a nationally representative sample of 361 non-autistic adults, the

autistic adults had experienced significantly more traumatic events and PTSD
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symptoms (Andrzejewski et al., 2024). This is complemented by findings from
Chapter 5, where, using data available from the OxWell Student survey, we explored
if self-identifying as neurodivergent (defined there as covering autism, ADHD,
dyslexia, and dyspraxia) was associated with potentially traumatic experiences. In a
sample of more than 11,000 adolescents, reporting peer victimisation or
maltreatment was significantly more likely if a child identified as neurodivergent. In
Chapter 3, utilising longitudinal data from 1,504 young people in the E-Risk and
TEDs twin cohorts, we showed that subclinical autistic traits in childhood were
associated with trauma exposure, albeit that this was statistically accounted for by
socio-economic status. The relationship between autism and trauma exposure likely
has other confounds (e.g., socio-economic disadvantage) that warrant further
exploration. Next, I will discuss some possible research directions to better
understand factors explaining the heightened rates of reported trauma in young

people with elevated autistic traits.

7.1.1 Stigma and Discrimination as Risk Factors
A much-cited risk factor for trauma exposure amongst autistic people

is the experience of stigma and discrimination in a society that is built around the
needs of neurotypical people. Stigma is impacted by societal understanding of
autism, as well as negative reactions to autistic traits (Turnock et al., 2022). The
intersecting nature of adverse experiences with discrimination is assumed, but
difficult to empirically assess. For example, Chapter 5’s findings show increased
odds of bullying and other forms of peer victimisation, but we cannot directly infer
that this was connected to their neurodivergent identity/characteristics as these
findings are correlational, and the OxWell survey did not explicitly ask them.

The perceived link between neurodivergent identity and discrimination
(including bullying victimisation) could be explored with young people through
qualitative interviews or quantitative measures. Measures have been utilised to
assess caregivers’ perceptions of discrimination experienced by their autistic children
(Recio et al., 2020), but none have been designed for self-report from autistic young
people. Jeanneret and colleagues (2022) used questions contributed from autistic
collaborators to measure if they experienced victimisation due to being autistic, for
example ‘would you say that you are currently experiencing violence, whether verbal

or physical, on the Internet or elsewhere, because you are autistic?’. In this online
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survey of 222 Canadian autistic adults, discrimination and victimisation were
separately shown to be factors contributing to psychological distress, but their direct
relationship with negative life events was not explored. The commonly used
Everyday Discrimination Scale was originally designed to measure perceived
discrimination among minority racial and ethnic groups (Williams et al., 1997) and
has been used across different social groups (although psychometric studies revealed
it required further refinement and validation; Bastos & Harnois, 2020; Harnois et al.,
2019); it has not been validated for autism related discrimination in autistic people.
Producing a psychometrically sound self-report measure of perceived discrimination
in autistic young people would be of great utility. Fostering a positive autism identity
has been proposed as a protective mechanism against poor mental health (Cooper et
al., 2023); an online survey of 272 autistic people found that identifying more
strongly with the autistic community was associated with improved self-worth, self-
esteem and better mental health (Cooper et al., 2017). Exploring the relationship
between perceived discrimination with self-esteem and self-compassion would be
highly relevant to understanding protective factors for mental health of autistic
people.

Another approach would be to explore if living in an area or attending a
school where more discriminatory attitudes towards autistic people are prevalent
influences the amount of trauma exposure an autistic child experiences. In other
words, do autistic young people who grow up in a more accepting or neuro-affirming
society experience lower levels of trauma? There is little evidence in the current
literature of validated tools for measuring discriminatory attitudes and social norms
against children with disabilities (Sood et al., 2022). The Autism Stigma and
Knowledge Questionnaire (ASK-Q) (Harrison et al., 2017, 2025), designed to
identify knowledge gaps in the general population and professionals and validated
cross-culturally, has a stigma subscale. However, this is a screener for stigma
associated with less knowledge about autism rather than a direct metric of the
broader concept of stigma. Reducing stigma was the aim of the Learning About
Neurodiversity at School (LEANS) programme by addressing knowledge gaps and
teaching mainstream primary school pupils about the different ways people process
information and experience the world (Alcorn et al., 2024). A feasibility study
delivered the programme to approximately 140 pupils aged 8 to 11, across seven

classrooms in Scottish schools. Due to the absence of existing measures, an Attitudes

185



and Actions Questionnaire was created to capture children’s attitudes towards
neurodiversity. The study found that, amongst the 62 children who provided data, the
programme increased knowledge about neurodiversity and improved attitudes
towards neurodivergent peers. It has not yet been assessed if modifying such
knowledge gaps could reduce rates of trauma experienced by autistic young people.
Future research should prioritise developing comprehensive measures that directly
assess autism-specific discrimination at multiple levels, combining self-report with
population level measures to elucidate how stigma mechanisms contribute to trauma

vulnerability amongst autistic populations.

7.1.2 The Role of Socioeconomic Status

Alongside qualitative findings from other chapters, findings from Chapter 3
suggest that social and economic disadvantage may partially explain the association
between autistic traits and exposure to potentially traumatic events. Socioeconomic
status accounted for the relationship between autistic traits and trauma exposure
(using the trauma definition from DSM-5 criterion A) and, of the variables in this
analysis, socioeconomic status had the strongest association with reports of trauma.
Themes from teachers in Chapter 6 reinforce this finding, highlighting that unstable
home environments or disrupted families (e.g., local authority temporary
accommodation) may be particularly difficult for autistic children, who typically
need consistent routine. Chapter 4 reported that autism practitioners perceive that
socio-economic status and class not only impact exposure to trauma, but also clinical
bias and access to appropriate assessment and support services for autistic people.

These findings together suggest that addressing socioeconomic disparities
may be a crucial component of trauma prevention and recognition for autistic
individuals, as has been proposed for prevention and public health approaches in
non-autistic people (Magruder et al., 2016). Lower socio-economic status for
children in the general population is associated with financial instability as well as
being linked to higher risk of bullying (Tippet et al., 2014), witnessing domestic
violence (Fraga et al., 2021), and poor access to services for support (Gautam et al.,
2023), which may disproportionately impact autistic children. Because poverty is
directly related to children’s adversity and ACEs (Farooq et al., 2024), it is essential
that socio-economic status is accounted for when studying autistic children’s

exposure to trauma. Family socio-economic status has previously been linked to
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victimisation in studies of autistic school-aged youth (Sreckovic et al., 2014). A
cross-sectional study from Kerns and colleagues stratified the 2011-2012 US
National Survey of Child Health sample by income, and found that the relationship
between autism and ACEs was greater in children with low family income (Kerns et
al., 2017).

The way socio-economic status is measured in mental health research is
highly variable and the chapters of this thesis that accounted for socioeconomic
status included both objective (Chapter 3) and subjective (Chapter 5) measures.
Taking an objective approach, Chapter 3 utilised a multi-faceted measure of
socioeconomic status by taking tertiles of a composite of parental income, along with
their education and occupation when the child was 5 years old (Trzesniewski et al.,
2006). Although this is an objective measure of a family’s current finances, it is
potentially an imperfect reflection of a child’s access to supportive schooling, social
class and available community resources. Chapter 5 produced a score from self-
report items capturing aspects of poverty answered by the child, such as whether
they ‘go to bed hungry’. Neither of these measures capture social standing or status:
a person’s perceived position in social hierarchies, which can be influenced by both
social and cultural factors (Manstead, 2018).

There is emerging evidence that economic circumstances and social status are
distinct constructs that can both be captured by the MacArthur Scale of Subjective
Social Status (Adler et al., 2000; Galvan et al., 2023; Zhao et al., 2023). This is a ten-
point scale presented as a picture of a ladder that measures how people see their
place in society, the top of which represents those with more money, better jobs and
education. In a UK-based cohort of a multiethnic community of women living in an
area of high deprivation, the scale did align with other subjective measures of
financial status, more so than objective measures like education status, the IMD
(Index of Multiple Deprivation), and household occupation (Moss et al., 2023). For
the youth version of the scale (Goodman et al., 2001), children are asked to indicate
which rung of the ladder represents their family’s place in society, and another ladder
is presented to represent their own perceived place in their school community. In
young people, both perceived social standings have shown significant correlations
with parental monthly income, with their perceptions about their family’s place in
society correlating with their parent’s perceived status (Cardel et al., 2018). These

scales have the benefit of being easily administrable with children, and future work
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should consider if a child’s perceived social standing, alongside objective measures,

impacts the relationship between autism and trauma.

7.1.3 Gender as a Risk Factor

Although historically overlooked, the specific experiences of autistic and
neurodivergent women and non-binary people (Cook et al., 2024; Gould, 2017;
Lockwood Estrin et al., 2021) have more recently received long-overdue attention
(e.g., Grove et al., 2024; Putnam et al., 2025). Gender and sex assigned at birth were
not individually explored here. However, Chapter 5 did observe that girls and
gender-diverse adolescents were more likely than boys to experience multiple forms
of maltreatment by an adult, with no significant difference between neurotypical and
neurodivergent groups in the strength of this association.

In the general population, women and girls experience interpersonal trauma
at higher rates than men (White et al., 2024) and, based on a small body of evidence,
this seems to hold true amongst autistic people as well. A systematic review of 22
studies on sexual violence experiences among autistic participants found evidence of
more sexual victimisation of autistic women and girls compared to their non-autistic
peers (Dike et al., 2023). Online research conducted by Reuben and colleagues
(2021) with 687 autistic adults on experiences of interpersonal trauma collected
information on both sex and gender identity. They found that cisgender women and
gender minorities were significantly more likely to experience interpersonal trauma
than cisgender men. This is echoed by a recent meta-analysis of 24 studies that found
increased experiences of interpersonal violence amongst autistic cisgender women
and gender minorities, when compared to autistic cisgender men (Cooke et al.,
2025). An online survey of 225 French autistic females found that nine out of ten had
experienced sexual violence, with many (60%) being under 18 years at the time of
the abuse, and almost half (48.7%) of the sample reporting sexual victimisation when
they were under 15 years (Cazalis et al., 2022). Although these studies highlight a
potential trauma vulnerability amongst autistic women, they were conducted online,
with adults, and likely present a sampling bias towards those who experienced
trauma. With no neurotypical comparison group, it is difficult to disentangle if this
trauma exposure is unique to autistic girls or part of a broader phenomenon of
violence against girls. There is a need for large population-based studies examining

the unique contributions of sex assigned at birth and gender to trauma exposure in
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autistic young people, collecting specific information about the context (e.g., in
school, at home) and perpetrators (e.g., peers, adults).

Several studies have suggested that social naivety may put autistic girls at
particular risk of exploitation, abuse, bullying, and negative experiences from peers
(Sedgewick et al., 2016, 2019), and a qualitative study examining the sexual abuse of
women and non-binary people highlighted that many will try to ‘maintain a
relationship at all costs’ even if there is abuse occurring (Ballester-Gali & Garcia-
Molina, 2025). Following from this, qualitative work with autistic adults (men,
women, and non-binary) who had experienced interpersonal trauma highlighted that
the sex and relationship education they received from parents or in schools had
inadequately prepared them to recognise unhealthy dynamics and abuse (Douglas &
Sedgewick, 2024). Efforts must be made to deliver interventions that empower
autistic young people with knowledge about healthy sex and relationships; a 2022
systematic review of randomised controlled trials identified three potentially
effective programmes in autistic youth, and highlighted that more are in
development, however their comparative efficacy needs testing (Holmes et al.,
2022). As autistic girls tend to mask their difficulties (Tomlinson et al., 2020), and
masking is associated with past interpersonal trauma (Evans et al., 2024), it is
important that caregivers, teachers and clinicians ask young people — and particularly
girls — explicitly about their experiences of interpersonal trauma.

Gender diverse and transgender people experience higher risk of
victimisation (Closson et al., 2024; Evje et al., 2024; Norris & Orchowski, 2020),
and are also more likely to be autistic (Warrier et al., 2020), than their cisgender
peers. There is also higher gender diversity amongst autistic than non-autistic youth
(Corbett et al., 2023). Strand and colleagues (2023) have refined a Gender-Diversity
and Autism Questionnaire using iterative inputs from different sources of experience
(lived, community, academic) to explore the specific needs of autistic transgender
individuals. This has 85 items and is designed to give a structured way to
communicate their experiences and needs, rather than as a research tool. It is
assumed that being autistic and gender diverse compounds risk of trauma exposure,
with intersecting experiences of discrimination and stigmatization related to both
gender identity and neurodivergence. Therefore, for future research it would be
constructive to conduct a qualitative study exploring this intersection and how

individuals experience their autism and gender identity in relation to traumatic
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experiences. Many studies on young people do not collect separate information about
sex assigned at birth and gender identity. If they do so, they are often limited to the
use of restrictive categories. As experienced with the OxWell dataset in Chapter 5,
some studies cannot collect this as more specific information about a young person’s
gender identity may compromise their anonymity. Excitingly the Strang group has
developed a 30-item gender self-report tool that removes more complex language
around gender (Strang, Wallace, et al., 2023). This tool allows the characterisation of
multidimensional traits of binary and non-binary gender, and has been validated in
autistic and non-autistic people as young as 10 years old. Future research that is
explicitly exploring gender and sex differences in autistic experiences of trauma
should strive to utilise more dimensional measures such as this, which have the
advantage of situating all participants in a multidimensional space as opposed to
attempting to analyse very small numbers in specific (and often differently used)

gender identity categories.

7.1.4 Transdiagnostic trauma risk and neurodivergence

Given the findings from the adolescents who completed the OxWell survey in
Chapter 5, it appears that elevated risk of trauma exposure goes beyond autism.
Additionally, although the focus of the interviews in Chapter 6 was on autistic
children, teachers often reflected on the trauma experiences of other neurodivergent
children, or those with SEN, further suggesting a broader issue of trauma exposure
within this group. Other forms of neurodivergence also may contribute to the
relationship between autism and trauma. As there is a high degree of overlap
between autism and ADHD (Russell et al., 2014) and other forms of
neurodivergence, these are likely a confound within our studies. A recent systematic
review of 21 studies found elevated risk for PTSD in adults with ADHD compared to
those without, with more severe symptoms and functional outcomes (Magdi et al.,
2025). Additionally, a large study using consortium data conduced genetic
correlation analysis and found that genetic liability for autism and ADHD had a
unidirectional relationship with risk of PTSD (Song et al., 2024).

This poses the question whether the relationship with trauma exposure is
unique to autism, or something that is experienced across neurodivergent young
people. Chapter 5 found that young people identifying with the fairly broad category

of ‘Neurodivergent’ reported higher levels of peer victimisation and maltreatment.
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Research using the most recent wave of the OxWell data will be able to explore this
within separate neurodivergent groups; those who have learning difficulties, dyslexia
and dyscalculia, autistic young people and those with ADHD. This will allow us to
identity (1) if the frequency of victimisation experiences is unique to certain
neurodevelopmental conditions/diagnoses or shared across neurodivergent groups,
(2) if having multiple neurodivergent diagnoses increases risk of these experiences,
and (3) if there are particular combinations of these diagnoses that increase risk. For
the latter, regression models with the separate categorical variables for each
neurodevelopmental condition, including interaction terms between these diagnostic
categories (e.g., ADHDxautism, autismxdyslexia) would identify which specific
combinations confer the highest risk. Another approach could be to take a
transdiagnostic dimensional approach to neurodivergent traits, to assess which traits
are predictive of trauma and its sequalae. Interestingly, a recent study has used
confirmatory factor analysis in a UK representative population sample using several
self-report measures of neurodivergent traits (Apperly et al., 2024). They identified a
bifactor model with a general neurodiversity factor (termed ‘N’ factor) which
accounts for shared traits across conditions, and four orthogonal factors capture
unique variance of individual conditions. It would be interesting to see whether,
utilising similar methods, a general ‘N’ factor could predict trauma exposure and its

sequalae.

7.2 Broad range of events considered traumatic for autistic children

A key objective of this research was to be open to a broad range of events
that could be potential sources of trauma for autistic children. Across the qualitative
chapters it was consistently highlighted that autistic young people may experience
autism-related difficulties as traumatic, particularly when there is poor autism-
environment fit. Teachers in Chapter 6 described sensory sensitivities, transitions,
and routine changes as distressing experiences that they felt were experienced as
traumatic by some autistic children. Similarly, autism practitioners’ responses to an
online survey on differential diagnosis, expressed that ‘everyday’ experiences can be
a source of trauma for autistic children, under a theme that stressed that PTSD and
autism can co-occur. This expands our understanding of potential sources of trauma
in educational and ‘everyday’ contexts and has significant implications for how we

conceptualise and assess trauma in autistic young people.
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Previous research has begun to validate what events may be traumatic in
autistic populations. In the interviews of a mixed-methods study exploring potential
sources of trauma with 14 autistic adults and 15 caregivers of autistic adults and
children (aged 5 to 29 years), all participants described sources of trauma that were
not on the Trauma History Questionnaire (THQ) (Kerns et al., 2022). Analysis of the
interviews highlighted key sources of trauma for autistic individuals, including
feeling trapped (through physical restraint, loss of autonomy, or diminished
opportunities), social exclusion (bullying, isolation, stigma, and betrayal), and
traumatic incongruities (sensory sensitivities, transitions, and social confusion). This
reinforces the need for research incorporating trauma scales that are relevant to the
experiences of autistic children. Future work should explore quantitatively whether
those who are autistic experience these sources of trauma more than other young
people. For example, those with other neurodevelopmental conditions or mental ill-
health also experience poor person-environment fit in their daily lives. One could
hypothesise that some of these ‘other’ sources of trauma may also make lists of
traumatic events more inclusive for other groups too. Replicating Rumball and
colleagues’ (2020) study in autistic adults comparing DSM-5 and non-DSM-5
criterion A traumas with autistic young people, with both a neurodivergent and
neurotypical control group, would be an exciting avenue for research answering this
question.

With the sources of school-based trauma described by teachers in Chapter 6
in mind, it would be useful to conduct mixed-methods research with autistic young
people in the UK specifically on the topic of experiences that have happened at
school. Asking them if they have had an experience at school that they considered to
be traumatic, to describe it, and assessing trauma-related symptoms could allow us to

identify specific, context-specific points of intervention.

7.3 Development and Maintenance of Trauma-Related Mental Health

Exploring trauma-related psychopathology in autistic young people was a
key aim of this thesis. Taken together, the chapters highlight that autistic children
experience at least comparable rates of PTSD to those reported in the general
population and provide longitudinal evidence that those with higher autistic traits in

the general population are more likely to meet the criteria for PTSD in adulthood.
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7.3.1 Longitudinal Evidence for the Relationship Between Autism and
PTSD

The longitudinal analysis in Chapter 3 showed the dimensional relationship
between autistic traits and PTSD in both the whole sample and the trauma-exposed
subsample. Future longitudinal work would benefit from exploring if autistic traits
are associated with PTSD symptoms, regardless of how much trauma is experienced.
In the E-Risk data collection, the questions about PTSD were gated so that they were
not asked of young people who had not reported exposure to experiences meeting the
DSM-5 definition of trauma. This meant that conducting a mediation analysis with
this dataset was not possible. To explore if autistic traits have a direct effect on
PTSD symptoms beyond trauma exposure, future work utilising the latest wave of
the TEDS dataset will explore this question in more detail as dimensional measures
of PTSD symptoms as well as childhood and adulthood trauma screeners were
included in that data collection wave. Building on Chapter 3’s findings using
outcomes at age 26, we can determine if autistic traits in childhood (1) are associated
with experiencing more trauma across their lifetime; (2) predispose development of
PTSD symptoms (not just a diagnosis) in adulthood, and; (3) are directly associated
with PTSD symptoms beyond what can be explained by trauma exposure alone. If
the quantity of trauma exposures fully mediates the relationship between autistic
traits and PTSD symptoms, this would suggest that the relationship can be entirely
explained by increased trauma exposure among those with higher autistic traits. If
the number of trauma exposures only partially mediates the relationship between
autistic traits and PTSD symptoms, this could suggest that young people with autistic
traits are vulnerable to developing PTSD symptoms via other mechanisms, such as
differences in trauma processing. This would elucidate whether autistic traits in
childhood present as a vulnerability for future development of PTSD
symptomatology because of increased trauma exposure or because of cognitive
vulnerabilities independent of exposure.

7.3.2 Challenges in Studying Mental Health and Trauma in Autistic

Young People

Several chapters explore mental health more broadly in autistic young people
and attempt to explore how it relates to potential trauma exposure. Both Chapters 3
and 5 encounter the challenge of there being a consistent (high) baseline of

neurodivergent young people having poorer mental health, making it difficult to
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disentangle how trauma exposure interacts with the pre-existing relationship between
neurodivergence and mental health. Results from Chapter 5 indicated that the
neurodivergent young people-had higher rates of mental health problems and
symptoms, as well as lower mental well-being, than neurotypical adolescents. In
Chapter 3, autistic traits were significantly associated with psychopathology in the
full sample but were not significant in the trauma-exposed subsample. Although this
confirms prior studies showing a relationship between autistic traits, or being
autistic, with poorer mental health outcomes, this higher baseline of poor mental
health does make it statistically difficult to assess if trauma exposure impacts
psychopathology in autistic young people.

This challenge was illustrated by the moderation analysis in Chapter 5, which
highlighted a potential ‘ceiling effect’ whereby exposure to peer victimisation and
maltreatment had less of a statistical impact on neurodivergent (vs neurotypical)
young people’s mental health because their baseline mental health issues were
already much worse than neurotypical pupils’. This finding highlights how the pre-
existing mental health disparities between neurodivergent and neurotypical
populations may mask or alter the apparent impact of traumatic experiences. In
principle, to address this, future work could implement mental health measures that
are able to capture variability at the higher end of the scale. Potentially measuring
functional outcomes alongside mental health symptoms could capture more
individual differences (McKnight & Kashdan, 2009). Alternatively, as discussed in
Chapter 5, victimisation and maltreatment may affect mental health in ND and NT
adolescents via alternative mechanisms. Ideally, having time points before and after
trauma, and matching neurodivergent and neurotypical groups on mental health
before trauma, would allow us to infer the relative impact of the trauma on the
mental health of autistic young people. Capturing this information sequentially to
establish causality is a key challenge of research on the long-term impact of trauma
and adversity (Brand et al., 2017; Jaen et al., 2023).

Broadly, there is a need for longitudinal work with sequential data on
frequency, severity and time course of potentially traumatic experiences, autistic
traits and trauma-related symptomatology and mental health more broadly, in order
to see how children’s presentation changes across development. However, as
demonstrated by previous research exploring age-related sensitive periods of

development for trauma (Stevens et al., 2018), many studies do not record the
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precise timings of adverse experiences, and it is a particular challenge to do so in
childhood. Retrospective measures can be unreliable for timelines and repeated
prospective measures may suffer issues of reporting (for example, a parent may not
report maltreatment) (Coleman et al., 2024). Studies utilising court records, like
those with the Widom Midwest study (Danese & Widom, 2020), can be more precise
but may not have information about autism.

Interestingly two studies from the same research group used the E-Risk Study
longitudinal data to develop risk calculators for children who have experienced
victimisation, which included ADHD symptoms assessed at age 12 in their
multivariate individualised risk prediction models for functional outcomes at age 18.
One study showed ADHD was a significant predictor of economic disadvantage but
not psychosocial outcomes (Latham et al., 2019). For the other, ADHD was a
significant predictor of externalising disorders but not internalising nor any
psychiatric disorder (Meehan et al., 2020). Unfortunately, data on autism or autistic
traits were not available in this dataset, but it would be interesting to utilise a similar
design to assess if autism/autistic traits are longitudinal predictors of psychosocial

and mental health outcomes alongside other risk factors.

7.3.3 Cognitive Mechanisms and Vulnerability Factors

This thesis has added to the body of work that demonstrates that trauma and
trauma-related symptoms are prevalent amongst autistic young people. Finding out if
there are characteristics of autism, or increased traumatic experiences specific to
being autistic, that are driving this relationship is essential for effective treatment and
preventative actions. Given that amongst trauma-exposed young people, autistic
traits in childhood were associated with PTSD in adulthood, this suggests that
elements above and beyond trauma exposure may be driving this relationship. As
described in Chapter 3, those with autistic traits likely share similar cognitive
characteristics to autistic people. Given autism’s heterogeneity, it is important to
investigate whether there are specific characteristics, traits or cognitive styles that
drive the development and maintenance of trauma-related symptoms across children
of different profiles and neurotypes. The ‘fine cuts’ approach advocates for detailed
mechanistic models that can be empirically tested by isolating the critical cognitive
component of the model (Bird, 2025; Frith & Happé, 1994). Taking a transdiagnostic
(Astle et al., 2022; Shah & Holmes, 2023) and a “fine cuts” approach to exploring
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neurodiversity and trauma-related cognition, could reveal more about vulnerability
factors independent of the diagnostic categories.

In the general population, poorly contextualised and disjointed trauma
memories can lead to intrusive trauma memories and PTSD symptoms (Halligan et
al., 2003). Local (versus global, or featural versus configural) visuospatial processing
of the traumatic event can be a risk factor for these disjointed or fragmented sensory-
based memories (Ehlers & Clark, 2000). The ability to analyse and synthesise
abstract visual stimuli impacts this memory formation. A trait that is common
amongst autistic people, and that putatively impacts the development and
maintenance of PTSD, is a preference for detail-focused and data-driven processing.
The “weak central coherence” hypothesis suggests that autistic children and adults
have an inherent preference for this detail-focused processing style (Happé & Frith,
2006; Koldewyn et al., 2013); prioritising the analysis of specific features or
components of information rather than integrating them into a broader, cohesive
whole (i.e., “the big picture”). This may impact cognitive processing during and after
the trauma and influence its appraisal; leading to a more poorly contextualised
trauma memory that is laden with specific sensory features, making autistic people
vulnerable to fear appraisals and vivid sensory flashbacks (Ehlers & Clark, 2000). In
non-autistic adults, it has been shown that preference for local, detail-oriented
processing was associated with less memory reappraisal and more re-experiencing
symptoms when using a trauma film paradigm (Hagenaars et al., 2016). Studies in
non-autistic children aged 7-16 years who had undergone an orthodontic procedure
or attended a hospital Emergency Department, show that peri-traumatic data-driven
processing was associated with post-traumatic stress symptoms (when fear was
controlled for) (McKinnon et al., 2017). Another study showed that perceptions of
memory quality and intrusive memories were associated with data-driven processing
in children who had been in intensive care 6 months prior (McKinnon et al., 2008).
Autistic children with an inherent preference for this information processing style
may therefore be more vulnerable to developing PTSD symptoms following trauma.

The narrative of a trauma memory impacts how a memory is processed,
appraised, and retrieved. Theories of PTSD posit that fragmented recall of memories,
that are not rooted in context or meaning, is an important component of the
development of PTSD. Narrative coherence (i.¢., a clear order of events with a

beginning, middle, and end, with context and meaning provided) of life stories has
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been associated with mental well-being in adults (Baerger & McAdams, 1999), and
research has suggested that narrative coherence may have a protective role against
the development of emotional problems in children exposed to adverse experiences
(Sticca et al., 2023). Some studies report that autistic children show poorer narrative
coherence than controls when recalling stories (Ferretti et al., 2018; Losh & Gordon,
2014), which may represent a risk factor for PTSD development. However, narrative
coherence in relation to trauma processing in autistic children has yet to be explored.

Other individual differences to consider in relation to PTSD symptom
vulnerability include alexithymia (i.e., difficulties identifying, understanding, and
describing one’s own feelings) and sensory sensitivities. Literature suggests that
alexithymia is commonly associated with autism in adults and children (Vaiouli et
al., 2022) and ¢.50% of autistic adults have high alexithymia (Kinnaird et al., 2019).
Alexithymia is associated with poor mental health, including depression and anxiety
(Liss et al., 2008), as well as more severe PTSD symptoms (Eichhorn et al., 2014).
Alexithymia may play a role in trauma therapy outcomes. For example, in a
programme for women survivors of abuse, improvements in alexithymia were
associated with positive outcomes over the course of therapy and supported
attending to difficulties associated with alexithymia in the initial stages of therapy
(Zorzella et al., 2020). Sensory sensitivities are featured as a possible trait in current
autism diagnostic criteria (American Psychiatric Association, 2013); autistic people
who are hypersensitive to light, sounds, and touch may experience these as
uncomfortable, overwhelming, or painful (Grapel et al., 2015; Taels et al., 2023).
Thus, sensory sensitivities could both add to distress during an event and increase
the emotional valence of the trauma memory and could also mean that a trauma
memory is encoded with sensory details, which could place autistic people at greater
risk of being triggered and experiencing vivid flashbacks (Brewin et al., 1996).

Future research should explore whether individual differences in cognitive
style are associated with trauma-related symptomatology in autistic young people
using experimental methodologies. A future study with autistic young people could
use validated questionnaires to assess trauma exposure, PTSD symptoms, and
trauma-related cognitive processing, as well as alexithymia and sensory sensitivity,
alongside cognitive tasks measuring detail-focused processing (e.g., the Embedded
Figures Test), and narrative coherence (e.g., through a video recall task).

Correlational and regression analyses could test whether autistic children with a
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greater preference for detail-focused processing, poorer narrative coherence, or
higher alexithymia show more severe PTSD symptoms and trauma-related cognitive
processing difficulties, potentially identifying specific cognitive vulnerabilities that
could inform targeted therapeutic interventions.

Further investigation could take a transdiagnostic approach to cognitive,
emotional and behavioural mechanisms that may contribute to risk of trauma-related
symptoms across neurodivergent groups. For example, people with ADHD, who are
also at increased risk of PTSD (Magdi et al., 2025), may share similar risk
mechanisms for trauma symptoms with autistic people. We propose that
characteristics associated with both ADHD and autism could drive trauma-related
symptoms. Emotional dysregulation, which is consistently elevated in those with
ADHD (Soler-Gutiérrez et al., 2023) and autism (Restoy et al., 2024), could amplify
the emotional impact of trauma. Sensory processing differences, which could impact
the sensory encoding of memories and their triggers, are also consistently seen in
ADHD (Jurek et al., 2025) and autism (Ben-Sasson et al., 2019) literature. Studying
if these characteristics act as potential risk mechanisms across neurodivergent
populations could enhance our understanding of trauma vulnerability and inform

targeted interventions.

7.4 Assessment and Diagnosis of Trauma-Related Mental Health in Autistic

Young People

The accuracy of assessment tools for trauma-related symptomatology
amongst autistic youth is likely impacted by several factors: overlapping behavioural
presentations of trauma and autistic characteristics, differences in how autistic
people may interpret questions, and lack of validation of mental health measures in
the autistic population. Both autism practitioners (Chapter 4) and teachers (Chapter
6) emphasised the challenge of disentangling trauma-related and autism-related
behaviours. The "either/or vs. both" theme in Chapter 4 highlights that practitioners
are contending with this risk of misattributing symptoms of CPTSD or attachment
difficulties to autism, or vice versa. For teachers in Chapter 6, it was useful to note
changes in a child’s behaviour to help identify what might be a trauma response. This
emphasises the importance of having time to get to know an autistic child, either in
the classroom or the clinic, in order to contextualise any potentially trauma-related

behaviour against their typical way of being.
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7.4.1 Validating Assessment Tools for Autistic Populations

As detailed in Chapter 2, prior studies in autism reported lower rates of
PTSD using clinician assessment compared to studies using symptom questionnaire
cut-offs alone. This is unsurprising as, in line with the insights from diagnostic
autism practitioners in Chapter 4, standardised questionnaires and tools are only one
component of a robust clinical assessment for PTSD. Taken together with clinical
judgement, developmental history, and the perspectives of a multi-disciplinary team
of professionals, it is possible that symptoms measured on questionnaires may not
reach the clinical diagnostic threshold. However, the emphasis is placed on clinical
intuition, which may introduce bias if clinicians are unfamiliar with either autism or
the presentation of trauma-related symptoms in autism. Chapters of this thesis
highlight the potential for diagnostic overshadowing leading to trauma-related
diagnoses being missed in autistic children (Kildahl et al., 2024; Stavropoulos et al.,
2018), but it is also a concern that autism may be being missed amongst traumatised
children. A US population-based sample showed that children with family ACEs
received an autism diagnosis at an older age than those without ACEs (Berg et al.,
2018). A vignette-based study found that mental health professionals’ judgements
concerning a patient coming for assessment of obsessive-compulsive disorder or
substance misuse was affected by the presence (vs absence) of a trauma history
(Wislocki & Zalta, 2024); the professionals were significantly more likely to opt for
a PTSD diagnosis and treatment over the target diagnosis when trauma was present.
Future work could utilise this vignette approach with professionals working in either
trauma or neurodevelopmental teams in the UK to further study possible clinical
biases - and potentially as a training exercise.

It is also possible that the discrepancy between rates of PTSD from
questionnaire scores and from clinical diagnoses reflects problems with the use of
standard PTSD symptom questionnaires with autistic people, as their reliability and
validity in this population is unknown. This highlights the need to validate PTSD
symptom questionnaries for use with autistic children and adults. Recent qualitative
work highlights some of the difficulties that autistic people can experience in
differentiating aspects of their experience that relate to autism and aspects that relate
to mental health (Crane et al., 2019). Therefore, assessing the psychometrics of

autism measures and trauma-related symptom measures together would prove
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informative. Making use of existing data from studies that have administered PTSD
symptom questionnaires (e.g., PCL-5) alongside autism-specific measures (e.g., AQ)
to large samples of autistic individuals with and without trauma exposure, could be a
valuable approach. An individual participant data meta-analysis would be a labour-
intensive but worthwhile method to aggregate data from multiple studies and could
provide sufficient power for psychometric evaluation (Kaufmann, 2018), as has been
utilised to assess optimal cut-off for various depression scales (He et al., 2019; Levis
et al., 2017; Thombs et al., 2020). Such an approach could include exploratory factor
analysis to see if trauma and autism items cluster together, which would suggest they
may be measuring overlapping rather than distinct constructs. Confirmatory factor
analysis and item invariance testing could then test whether the original PTSD factor
structure holds in autistic people, and if questionnaire items measure the same
phenomena in autistic and non-autistic people. Additionally, a network analysis of
symptom-level data could show how autistic characteristics and PTSD symptoms
influence each other. A recent example of how this approach can reveal these
symptom interactions was a network analysis of data from 150 autistic boys, that
showed that autistic traits and symptoms of generalised anxiety disorder were
distinct but that social awareness and social communication were connected to
feeling worried (Bitsika et al., 2025). The boys with less social awareness felt less
worried, and those with more communication difficulties struggled to control their
worries more.

Beyond these quantitative approaches, it would be useful to conduct
cognitive interviews with autistic people as they fill out the PTSD questionnaries,
asking them to think-aloud to understand their thought process as they complete it
(Wolcott & Lobczowski, 2021). We should explicitly ask if questionnaries (1) have
items that are recording autistic characteristics, (2) if there are symptoms they
associate with a trauma that are not asked about, and (3) if the questionnaire items
are clear and accessible. If existing questionnaries are found to be inadequate, future
work could co-produce new items to design an acceptable PTSD questionnaire for

autistic people.

7.4.2 Are There Autism Specific Manifestations of Trauma?
Research in this thesis has primarily considered PTSD as it is currently

conceptualised in the DSM/ICD frameworks. Using these frameworks, we note
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quantitative differences in PTSD symptomatology between autistic and non-autistic
people; Chapter 2 found that when compared to their neurotypical peers, negative
cognitions and hyperarousal symptoms were consistently experienced more by
autistic adults, and the latter was also more prevalent in autistic children.

PTSD already has high heterogeneity of symptom presentations, therefore the
question of variability of the PTSD symptom profile is not unique to autism. After
the broadening of the PTSD criteria for the DSM-5, Galatzer-Levy and Byrant
(2013) were able to demonstrate that this expanded almost ten-fold the number of
possible combinations of symptoms following traumatic stress that would qualify a
patient for a PTSD diagnosis (from c¢. 79,000 in DSM-1V to over 630,000 in DSM-
5). Despite this general heterogeneity in PTSD presentation, there may still be
uniquely "autistic ways" of experiencing and expressing trauma-related distress that
current frameworks fail to capture. The reliance on the existing PTSD criteria
inherently limits our understanding of autism-specific manifestations of trauma-
related symptomatology. However, without controlled, mixed-methods studies that
compare mental health associated with a traumatic event between autistic and non-
autistic people we cannot assess whether there are qualitative differences in autistic
people’s trauma-related symptomatology.

Whether there is an ‘autism-specific’ presentation of mental health problems
is also a question that is not unique to PTSD. Due to the historic exclusion of autistic
people from studies investigating mental and physical health, there has been a wave
of research into the autistic experience of different illnesses, mental health problems
and developmental experiences. The hypotheses of some of these studies are that the
autistic experience of these issues may differ qualitatively; other studies have the
primary objective of ensuring that autistic people have the same amount of evidence
supporting their healthcare as neurotypical people. As described in the qualitative
chapters, evidence points to autistic characteristics becoming more disabling or
pronounced in children following trauma exposure. For instance, in Chapter 6,
teachers described how sensory sensitivities, routine disruptions, and social
withdrawal, which are traits already present in some autistic children, became
significantly more pronounced after traumatic experiences. This raises an important
question about whether these alterations in a child’s behaviour should be considered
part of their autism-specific trauma-related symptom profile or a transdiagnostic

response to psychological difficulties. For example, research on depression in
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autistic youth shows intensified repetitive behaviours and increased, decreased or
changes in intense interests (Pezzimenti et al., 2019). Indeed, research on anxiety in
autistic youth suggests that there may be two phenomenologically distinct forms that
can co-occur in autistic young people: traditional anxiety as it also occurs in non-
autistic young people, and atypical anxiety which interacts with autism-related traits
(Kerns et al., 2014; Kerns & Kendall, 2012). Given these patterns across mental
health conditions, PTSD assessment and intervention for autistic individuals may
need to encompass both typical trauma symptomatology and (atypical) autism-
specific presentations that emerge through the intensification or alteration of pre-

existing traits.

7.5 Holistic approaches to trauma-informed care for autistic children

Across chapters it was stressed that support should be based on need, rather
than diagnostic label, in order to ensure all children get access to the support they
need. It is clear that across services and research, a more holistic approach is key to

ensure that mental health care for trauma-related symptoms is accessible for autistic

children.

7.5.1 Cross-Service Collaboration and Integration

Themes of ‘Interagency Collaboration’ (in Chapter 6) and ‘A blended team of
professionals’ (Chapter 4) highlight the challenges, but necessity, of working across
services with professional with different types of expertise and understanding of the
child across contexts. This included working with families to be consistent in support
offered across settings, or to obtain information about development or potential
trauma. From both perspectives, external agencies or allied health professionals were
particularly useful to build bridges between the clinic and schools for information
sharing.

There is a need to ensure that all stakeholders work together effectively to
provide care through a unified framework, bridging gaps between CAMHS and local
authority services and promoting preventative work. This includes ensuring that
autistic children in vulnerable settings, such as the care system, are identified and
supported so that local authorities can assist in coordinating their care and education
(Parsons et al., 2019). We already see examples of inter-agency, trauma-informed
initiatives at a local and national level. In Scotland, the National Trauma

Transformation Programme is funded by the Scottish Government and takes a multi-
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agency approach, providing learning materials on trauma-informed care with the aim
of producing trauma-responsive services across different sectors of the workforce
(NHS Education for Scotland, 2020). In Yorkshire, the Leeds Health and Care
Partnership has been formed between different teams, services, schools and
organisations to agree on a strategic vision to provide trauma-informed services for
young people and their communities in Leeds. For integration to be truly effective, it
is essential that research explores how mental health agencies such as CAMHS can

begin to tailor their support to meet the needs of traumatised autistic children.

7.5.2 Autism Accessible Mental Healthcare

The NHS England 2023 guidance on autism mental health services
emphasises that all statutory bodies should develop and maintain a workforce
equipped to provide high-quality care for autistic people, including through autism
training at all levels (NHS England, 2023). A co-produced systematic review of
strategies to improve mental healthcare for autistic adults and children identified that
many interventions are simple ‘reasonable adjustments’ such as adapting
communication styles and ensuring an autism-friendly environment (Loizou et al.,
2024). They also highlight that taking an individually tailored, neurodiversity-
informed approach would be most helpful to adapting to the varying support needs
and traits of autistic people. Taking a personalised approach to care increases
accessibility of mental health care for autistic children as well as promoting the need
to understand and support the individual needs and preferences of all children who
require these services.

Adequate funding for social care and CAMHS is crucial not only for
providing children with necessary support, but also for enabling preventative care
that can reduce the need for future intensive trauma interventions (Colizzi et al.,
2020). Both teachers (Chapter 6) and autism practitioners (Chapter 4) identified
significant resource limitations, cuts to CAMHS and service gaps that hinder
effective assessment and support for traumatised autistic children. Teachers reported
feeling that schools were left trying to fill these gaps with insufficient time and
resources, while practitioners noted disparities in access to appropriate services

based on socioeconomic factors.
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7.5.3 Neurodiversity- and Trauma-Informed Schools

Several chapters concerned the educational context as a significant source of
potentially traumatic events for autistic or neurodivergent young people, and
highlight the need to integrate neurodiversity- and trauma-informed support in
schools. The OxWell school survey was filled out by adolescents attending
mainstream schools. Chapter 5 shows that neurodivergent pupils were more likely
than neurotypical peers to report being physically hurt at school and bullied. While
bullying was not emphasised by the teachers in Chapter 6 as a source of trauma, they
were concerned that providing adaptations that single out an autistic child may leave
them isolated from their peers. Other aspects of the school environment that
particularly impact a child’s sensory world were recognised as extremely distressing
but provided hope for a modifiable target. Together these findings highlight that the
school environment, including negative peer relationships, disproportionately
impacts neurodivergent and autistic pupils.

Targeting peer victimisation within the school context is a key message from
this research. Educating fellow students on neurodiversity and mental health to
increase peer understanding of differences could also alleviate some teachers’
concerns that some accommodations can be othering, and could help to create a
compassionate school culture. In UK secondary schools (Naylor et al., 2009),
adolescents who received a programme of lessons on understanding mental health
had significantly more empathy and significantly less pejorative attitudes towards
those with mental health difficulties, than those who did not receive the lessons. The
LEANS programme used a set of lessons on understanding neurodiversity that has
shown promise and feasibility in increasing positive attitudes towards
neurodivergent peers in UK mainstream primary schools (Alcorn et al., 2024). Both
programmes demonstrate that education-based interventions in the school
community can effectively shift peer attitudes, which could suggest a viable pathway
for prevention at, what we presume to be, the root of victimisation from peers.

Trauma-informed practice is defined by the UK government as “an approach
to health and care interventions which is grounded in the understanding that trauma
exposure can impact an individual’s neurological, biological, psychological and
social development”. They outline six core principles of trauma-informed practice:

safety, trust, choice, collaboration, empowerment and cultural consideration (UK
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Government, 2022). There is a very small body of evidence supporting whole-school
trauma-informed interventions, as only a small number of studies have assessed their
efficacy, and all primarily focused on professional development of staff (Avery et al.,
2021; Newton et al., 2024). Several pedagogical frameworks exist for inclusive and
responsive education for special educational needs, however these often centre on
deficit-focused support to “normalise” a student, rather than embracing
neurodiversity across all learners (Cook, 2024; Hamilton & Petty, 2023). Rajette and
colleagues (2025) have proposed a neuroinclusive school model that highlights ways
to adapt the school environment rather than changing the child. They propose
celebrating neurodiversity, providing safe spaces, reducing sensory barriers, offering
visual supports, fostering children’s interests, offering predictability, and
incorporating flexible, restorative activities.

Integrating neurodiversity and trauma-informed whole-school frameworks
could be an exciting avenue for schools to support their autistic students. Table 7.1
places the neuroinclusive school model (Rajotte et al., 2025) within the six principles
of trauma-informed care (UK Government, 2022) and integrates the two. The
proposed integrated approach acknowledges that many autistic children have
experienced trauma, and that being trauma-informed without being neurodiversity-
affirming (or vice versa) provides incomplete support. By addressing both domains
holistically, schools can create environments where all children feel safe, understood,

and supported to thrive.

Table 7.1 Proposed integration of trauma- and neurodiversity-informed approaches

Principle Trauma-Informed | Neuroinclusive school | Integrated Approach
Practice model
Safety Create environments | Create environments Clear communication
with predictable that are sensory- of routines and
routines and clear friendly spaces, by boundaries. Provide a
boundaries, with removing excessive calm sensory
reasonable freedom | stimuli. environment such as
from threat. Have clearly defined | quiet spaces to self-
spaces with clear regulate.
expectations and
consistent routines.

205



Trustworthiness

Staff should be
transparent and
explain what they
are doing and why.
Be consistent in
meeting set
expectations (doing
what they say they
are going to do).

Build relationships
between staff and
students and offer
support in subtle ways
to avoid stigma.

Use clear
communication
without subtext.

Be predictable and
announce changes in
advance.

Build trust through
literal, accurate
communication with
consistent follow-
through.

Provide clear
expectations about
what will happen and
when.

Choice Give children Be flexible to multiple | Have student-directed
agency over their ways children can learning, with clear
learning and participate in learning | explanations of
interactions. and respect reasonable | choices.

Explain choices accommodations. Empower students to
clearly and Provide visual supports | communicate their
transparently and different media for | preferences and
acknowledging that | learning based on support these
trauma-exposed communication preferences.
children may feel a | preferences. Allow safe expression
lack of safety or Allow judgement free | of emotion and teach
control. self-regulation (e.g., or support existing
stimming). self-regulation
strategies.

Collaboration | Teaching staff and Work with Involve students and
caregivers must neurodivergent families in
work to actively perspectives and co- collaborative decision-
involve students in | create accommodations | making about learning
decision-making with students and their | goals,
about their learning. | families. accommodations, and

strategies while
honouring their past
experiences and
neurodivergent
perspectives.

Empowerment | Validate feelings and | Be neuro-affirmative | Support students to
experiences and and celebrate recognise their unique
listen to a child’s neurodiversity by strengths,

needs. Support them
to make decisions
and acknowledge
they may find this
difficult due to low
self-worth and
powerlessness.

focusing on strengths,
self-esteem, autonomy
and self-advocacy.
Harness their interests
by encouraging
students to share their
passions.

achievements and
contributions while
building self-advocacy
skills.
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Cultural
Consideration

Move past cultural
stereotypes and
biases. Be
responsive to
individual needs
based on gender,
race or sexuality.

Acknowledge
intersectionality and
how gendered and
cultural biases may
impact how a child’s
communication and
neurodivergent traits

Recognise how
marginalised identities
interact with trauma
and neurodivergence.
Be culturally
responsive and
identity-affirming.

are interpreted.

Move away from
deficit-based language
and respect preferences
of neurodivergent
community.

Comparison and integration of the six trauma-informed care principles (UK Government, 2022)
with corresponding features from the neuroinclusive school model (Rajotte et al., 2025),

demonstrating alignment and synthesis into an integrated approach.

7.6 Conclusions

This thesis has contributed to the understanding of the complex relationship
between autism, trauma exposure, and trauma-related outcomes in young people.
Through a mixed-methods approach spanning systematic review, longitudinal
analysis, quantitative survey data, and qualitative interviews with practitioners and
teachers, several key findings emerge.

First, autistic and neurodivergent young people experience disproportionately
high rates of potentially traumatic experiences, including both traditional adverse
events and autism-related stressors that may not be captured by conventional trauma
frameworks.

Second, assessment and diagnosis of trauma-related mental health conditions
in autistic young people present unique challenges.

Third, there is an urgent need for trauma-informed approaches that are
simultaneously neurodiversity-affirming. Both clinicians and educators emphasised
the importance of multidisciplinary, holistic approaches that consider the needs of
trauma-exposed autistic young people. However, significant resource limitations and
service gaps exist, creating barriers to effective support across clinical and
educational settings.

Future research should prioritise (1) longitudinal studies examining
developmental trajectories and relationships between autism and trauma outcomes;
(2) cognitive experimental work to identify specific traits that may increase

vulnerability to trauma-related symptoms amongst autistic young people; (3)
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validation of trauma assessment tools in autistic young people; and (4) exploration of
gender, intersectionality, and broader neurodivergent experiences in relation to risk
of trauma exposure and its sequelae.

Key implications of this research extend across domains. Preventative
measures must be implemented to protect autistic children from potentially traumatic
experiences; educational settings could be a crucial point of intervention. Mental
healthcare must become more accessible and responsive to the potentially unique
needs of traumatised autistic youth, with neurodiversity-informed practice across
services. Additionally, professionals across disciplines require specialised training to
appropriately prevent, identify and respond to traumatic experiences and their effects
in neurodivergent populations.

Ultimately, the findings underscore that supporting autistic children who have
been exposed to trauma demands both individual support and systemic changes
across clinical, educational, and community settings to establish more inclusive,
neuro-affirming, and responsive environments so these young people can truly

flourish.
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Appendices

The following appendices are supplementary materials that have been
referred to in the chapters of this thesis. There is an appendix for each of the

Chapters 3 to 6.

Appendix 1 Supplementary materials for Chapter 3

Chapter 3 is a published manuscript whose supplementary materials are
reproduced below. To maintain consistency with the published version, the in-text
references (e.g., '"Appendix S1', 'Appendix S2') have been retained as originally
published. In this Appendix of the thesis, these materials appear as sections (e.g.,

S1.1, S1.2) instead.

In-text references in the manuscript | Appendix label
Appendix S1 S1.1
Appendix S2 S1.2
Appendix S3 S1.3
Appendix S4 S1.4
Appendix S5 S1.5
Appendix S6 S1.6

S1.1 Sample Characteristics

S1.1.1 E-Risk

Participants were members of the Environmental Risk (E-Risk) Longitudinal
Twin Study, which tracks the development of a birth cohort of 2232 British children.
The sample was drawn from a larger birth register of twins born in England and
Wales in 1994—-1995 (Trouton et al., 2002). Full details about the sample are reported
elsewhere (Moffitt & E-Risk Study Team, 2002). Briefly, the E-Risk sample was
constructed in 1999-2000, when 1116 families (93% of those eligible) with same-sex
5-year-old twins participated in home visit assessments. This sample comprised 56%

monozygotic (MZ) and 44% dizygotic (DZ) twin pairs; sex was evenly distributed




within zygosity (49% male). Families were recruited to represent the UK population
of families with new-borns in the 1990s, on the basis of residential location
throughout England and Wales and mother’s age. Teenaged mothers with twins were
over selected to replace high-risk families who were selectively lost to the register
through non-response. Older mothers having twins via assisted reproduction were
under selected to avoid an excess of well-educated older mothers. The study sample
represents the full range of socioeconomic conditions in the UK, as reflected in the
families’ distribution on a neighbourhood-level socioeconomic index (called
ACORN (A Classification of Residential Neighbourhoods), developed by CACI Inc.
for commercial use in Great Britain) (Odgers et al., 2012): 25.6% of E-Risk families
live in ‘wealthy achiever’ neighbourhoods compared with 25.3% nationwide; 5.3%
live in ‘urban prosperity’ neighbourhoods compared with 11.6% nationwide; 29.6%
live in ‘comfortably off” neighbourhoods compared with 26.9% nationwide; 13.4%
live in ‘moderate means’ neighbourhoods compared with 13.9% nationwide; and
26.1% live in ‘hard-pressed’ neighbourhoods compared with 20.7% nationwide. E-
Risk underrepresents ‘urban prosperity’ neighbourhoods because such households
are likely to be childless.

Follow-up home visits were conducted when the children were aged 7 (98%
participation), 10 (96% participation), 12 (96% participation) and 18 (93%
participation) years. Home visits at ages 5, 7, 10 and 12 years included assessments
with participants and their mother (or primary care-taker); the home visit at age 18
years included interviews only with participants. Each twin participant was assessed
by a different interviewer. There were 2066 children who participated in the E-Risk
assessments at age 18 years, and the proportions of MZ (55%) and male same-sex

(47%) twins were almost identical to those found in the original sample at age 5
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years. The average age of the twins at the time of assessment was 18.4 years (s.d.
0.36); all interviews were conducted after their 18th birthday. The study sample at
age 18 years was equally distributed across all deciles of the Index of Multiple
Deprivation 2015, which measures relative levels of deprivation in small areas in

England (Figure S1.1).
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Figure S1.1 Population representativeness of the E-Risk Study. The histogram shows that E-Risk
families’ addresses at age 18 years are a near-perfect match to the deciles of England’s Lower-
layer Super Output Area (LSOA) Index of Multiple Deprivation 2015 (IMD) which averages
1,500 residents; approximately 10% of the cohort fills each of IMD’s 10% bands for England.

S1.2 Selecting the Autistic trait Measure

S1.2.1 Childhood Autism Spectrum Test (CAST)
Childhood Autism Spectrum Test (CAST) scores collected from parents when

the child was age 8, 9 and 12 showed high correlations (Figure S1.2), and the mean
scores were stable across the different ages (Figure S1.3). We removed participants
who did not have parent reported CAST data for any of the three time points and
examined the missingness of CAST data at ages 8, 9 and 12 in this sample
(N=1504). Table S1.1 shows that CAST at age 8 was the most informative and was

therefore selected as the primary autistic trait measure. In this sample, 1213
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participants had data at age 8. For those with missing data at age 8, a replacement
method was used to maximise the analytical sample size. Where possible, missing
data was replaced with CAST score at age 12 (n= 242), as this was the most highly
correlated with age 8 (r=0.6). The remaining participants with missing data (n=49)

were replaced with CAST scores at age 9.
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Figure S1.2 Correlations between Childhood Autism Spectrum Test (CAST) scores at different
ages. Heat map showing Pearson correlations between the CAST scores reported by parents at
different ages, in Environmental Risk (E-Risk) Longitudinal Twin Study participants with
complete post-traumatic stress disorder (PTSD) data and CAST scores for at least one of three
time points (N=1,504).
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Figure §1.3 Mean scores of parent reported Childhood Autism Spectrum Test (CAST) scores at
different ages. This group reports the means of the parent reported CAST scores at different ages

and shows the stability of the parents’ reports across ages 8, 9 and 12.

Table S1.1 Missingness of parent reported Childhood Autism Spectrum Test (CAST) scores at

different ages
Age of child when Missing CAST data in analytical sample with
parent reported CAST CAST data at age 8,9 or 12, and complete PTSD
completed data (N=1504)
Age 8 291 (19.4%)
Age9 564 (37.5%)
Age 12 367 (24.4%)
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S1.3 Missing data

S1.3.1 Missing autistic trait data

Table S1.2 shows data for key outcome measures and demographic variables
(including potential confounds) for the analytical sample used in this study where
those with missing CAST data at ages 8, 9 and 12 had been removed, and those in
the E-Risk sample who had complete PTSD data.

Table S1.2 E-Risk participants with and without missing autistic trait data

Subset with CAST data at age  E-Risk sample with
8,9 or 12, and complete PTSD complete PTSD data
data (analytical sample) (N=2061)
(N=1504)
Female 809 (53.8%) 1082 (52.5%)
Family SES
High SES | 596 (38.3%) 689 (33.4%)
Medium SES | 500 (33.2%) 683 (33.1%)
Low SES | 428 (28.5%) 689 (33.4%)
1Q, Mean (SD) 102 (14.9) 100 (15.1)

Data are n/N (%) unless otherwise stated. ‘IQ’° = intelligence quotient; ‘SD’ = standard

deviation; ‘SES’ = socio-economic status’.

S1.4 Dimensional measures of psychopathology within the E-Risk
cohort at age 18

S1.4.1 Assessment of symptoms of mental health conditions

At age 18, participants were assessed in private interviews about past-year
symptoms of mental health conditions (Schaefer et al., 2018). Five externalising-
spectrum disorder symptoms were assessed: Diagnostic and Statistical Manual of
Mental Disorders 4™ edition (DSM-IV) (American Psychiatric Association, 1994)
symptoms of alcohol dependence and cannabis dependence assessed via the
Diagnostic Interview Schedule (DIS) (Robins et al., 1995); conduct disorder
assessed by inquiring about DSM-IV symptoms; symptoms of tobacco dependence
assessed via the Fagerstrom Test for Nicotine Dependence (Heatherton et al., 1991);
and attention-deficit/ hyperactivity disorder (ADHD) assessed by inquiring about
DSM 5% edition (DSM-5) symptoms (Agnew-Blais et al., 2016; American

Psychiatric Association, 2013). Four internalising-spectrum disorder symptoms were
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assessed: DSM-IV symptoms of depression, generalised anxiety disorder, and
posttraumatic stress disorder (PTSD) assessed via the DIS (Robins et al., 1995), and
symptoms of eating disorder assessed via the SCOFF (Morgan et al., 1999). Thought
disorder symptoms were assessed in two ways: first, participants were asked 7 items
about delusions and hallucinations (psychotic-like experiences: e.g., “Have other
people ever read your thoughts?”’; “Have you ever thought you were being followed
or spied on?”; “Have you ever heard voices that other people cannot hear?”)
(Polanczyk et al., 2010). Second, participants were asked 6 items about unusual
thoughts and feelings (prodromal symptoms: e.g., “My thinking is unusual or
frightening”; “People or places I know seem different”), drawing on item pools since

formalised in prodromal psychosis instruments, including the PRIME-screen and

SIPS (Loewy et al., 2011).

S1.4.2 The structure of psychopathology

Using confirmatory factor analysis, two standard models (Brunner et al.,
2012; Rindskopf & Rose, 1988) that are frequently used to examine hierarchically
structured constructs were estimated: a correlated-factors model with three factors
(representing Internalising, Externalising, and Thought Disorder symptoms) and a
bi-factor model specifying a General Psychopathology factor (Figure S1.4) in
addition to the three specific factors. Decisions about symptom-factor loadings were
guided by the Hierarchical Taxonomy of Psychopathology consortium
(https://medicine.stonybrookmedicine.edu/HITOP/AboutHiTOP) (Kotov et al.,

2017). Symptoms corresponding to disorders of distress (depression, generalised
anxiety disorder, and PTSD) and eating pathology loaded on the Internalising factor;
symptoms corresponding to disorders of substance use (alcohol, cannabis, tobacco)
and oppositional behaviour (conduct disorder) and ADHD loaded on the
Externalising factor; and symptoms corresponding to disorders associated with
psychosis loaded on the Thought Disorder factor. Confirmatory factor analyses were
run as two-level clustered models to account for the nesting of twins within families,
with analyses performed in MPlus v7.4 (Muthén & Muthén, 2017) using the robust
maximum likelihood estimator (MLR) to provide standard errors that are robust to

non-normality and non-independence of observations.
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Both models fit the data well as assessed by the Akaike Information Criterion
(AIC), Bayesian Information Criterion (BIC) and the Sample Adjusted BIC,
although the bi-factor model demonstrated marginally superior fit.

For the correlated-factors model, AIC=42987.116, BIC=43488.486, Sample
Adjusted BIC=43205.726. Loadings on each of the three factors were all positive,
generally high (all p’s <.001) and averaged 0.680 (Externalising: average
loading=0.638; Internalising: average loading=0.654; Thought Disorder: average
loading=0.836). Correlations between the three factors were all positive and ranged
from 0.552 between Externalising and Thought Disorder to 0.756 between
Internalising and Thought Disorder. Thus, this model confirmed that three correlated
factors (i.e., Internalising, Externalising, and Thought Disorder) explained the
structure of the 11 symptom scales examined in the E-Risk twins at age 18.

For the bi-factor model, AIC=42897.350, BIC=43443.787, Sample Adjusted
BIC=43135.609. Loadings on the General Psychopathology factor (“p”) were all
positive, generally high (all p’s <.001) and averaged 0.519; the highest standardised
loadings were for psychotic symptoms (0.759 and 0.592), major depressive episode
(0.718), eating disorders (0.574), and generalised anxiety disorder (0.567). Similarly,
the loadings for the three style factors were all positive and averaged 0.507 for
Externalising, 0.270 for Internalising, and 0.496 for Thought Disorder. Thus, this
model confirmed that a bi-factor structure (i.e., with a General Psychopathology
factor and three specific Internalising, Externalising, and Thought Disorder factors)
explained the structure of the 11 symptom scales examined in the E-Risk twins at

age 18.
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Figure §1.4 The Structure of psychopathology at age 18 years in the E-Risk Cohort.

Note. (A) Bi-factor model, (B) Correlated-factors model. Coloured ovals represent latent
(unobserved) continuous symptom trait factors, grey boxes represent age-18 observed scores on
symptom scales corresponding to each disorder. ADHD = attention-deficit/hyperactivity
disorder, PTSD = post-traumatic stress disorder. P-Factor represents the factor of General

Psychopathology. Figure reproduced from Schaefer et al. (2018).
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S1.5 Associations between variables

S1.5.1 Multicollinearity in predictor, confounding and
outcome variables
Figure S1.5 shows that none of the variables included in the analyses breached the

multicollinearity threshold (r>0.9).
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Figure S1.5 Heat map showing Pearson correlations between all variables entered into the

analyses.

S1.5.2 Associations between potential confounders and autistic
traits
The association between potential confounders and the predictor variable,

autistic traits, was examined in the overall sample and trauma-exposed subsample. In
the overall sample, children with higher autistic traits were less likely to be female
(OR=-0.46, 95% CI=-0.64;-0.27), but were more likely to have lower 1Q (Beta=-
5.48, 95% CI=-6.80;-4.16). There was no significant association with being in the
low SES group (OR=0.91, 95% CI=0.66;1.16). In the trauma-exposed subsample,
children with higher autistic traits were more likely to have lower IQ (Beta=-4.95,
95% ClI=-7.33;-2.56). There were no significant links between higher autistic traits in
children and being female (OR=0.73, 95% CI=0.37;1.09) or being in the low SES
group (OR=0.96, 95% CI1=0.52;1.40).
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S1.6 Sensitivity analyses

S1.6.1 Sensitivity analysis: Using CAST score data at age 8
only

The full analysis was re-run in a sample of participants with CAST data at
age 8 (n=1213). The estimates followed similar patterns for unadjusted and adjusted
analyses to those yielded in the analyses where missing data was replaced with
CAST scores at age 9 and 12. There were marginal differences, as outlined below
and indicated in Table S1.3 for the overall sample (n=1213) and Table S1.4 in the
trauma-exposed subsample (n=369). While the results fell just below conventional
levels of statistical significance, the estimates were similar to those obtained in the
main analyses potentially reflecting the smaller sample size.

In the overall sample, with trauma exposure as the outcome, the results
differed for the unadjusted analysis, with findings just below statistical significance
(OR=1.21,95% CI=0.97 - 1.51), compared to a statistically significant result in
the main analysis (OR =1.26, 95% CI = 1.03 - 1.54). Additionally, when controlled
for sex (OR = 1.24, 95% CI=0.99 - 1.55) or IQ (OR =1.19, 95% CI = 0.95 - 1.49)
the relationship between autistic traits and trauma was not significant, whereas this
was statistically significant in the main analysis (adjusted for sex (OR = 1.29, 95%
CI=1.05-1.58)and IQ (OR =1.23, 95% CI = 1.00 - 1.50).

In the trauma-exposed subsample (N=369), the only finding that differed in
the sensitivity analysis was the fully adjusted model where PTSD was the outcome
which was not statistically significant (OR = 1.73, 95% CI = 0.98 - 3.04), compared
to the statistically significant finding in the main analysis (OR = 1.62, 95% CI = 1.04
-2.53).
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Table S1.3 Sensitivity analysis in those with CAST score data at age 8 only (N=1213).

Panel A: Associations with trauma exposure in the overall sample-OR [95% CI]

Autistic traits
Female sex
IQ

Medium SES
Low SES

Autistic traits
Female sex
IQ

Medium SES
Low SES

Autistic traits
Female sex
IQ

Medium SES

Univariate models Multivariate models adjusted for:

Sex 1Q SES

1.21[0.97 - 1.51]*
1.10 [0.86 - 1.40]
1.00 [0.99 - 1.00]
1.15[0.86 - 1.54] 1.13 [0.84 - 1.52]
1.53 [1.13 - 2.07] 1.47 [1.08 - 2.01]
Panel B: Associations with PTSD diagnosis in the overall sample-OR [95% CI]
Univariate models

1.24[0.99 - 1.55]*
1.14[0.89 - 1.47]

1.19[0.95 - 1.49]* 1.13[0.90 - 1.42]

1.00 [0.99 - 1.00]

Multivariate models adjusted for:
Sex IQ SES
2.29 [1.40 - 3.76] 1.80 [1.13 - 2.87] 1.59 [1.01 - 2.51]
2.43 [1.48 - 3.98]

2.00 [1.25 - 3.20]
2.09 [1.30 - 3.35]
0.98 [0.97 - 1.00]
2.11 [1.14 - 3.93] 1.99 [1.06 - 3.72]
3.84 [2.13 - 6.92] 3.29 [1.81 - 6.00]
Panel C: Associations with NEET status in the overall sample — OR [95% CI]
Univariate models

0.99 [0.97 - 1.00]

Multivariate models adjusted for:
Sex IQ SES

1.48 [0.98 - 2.24] 1.52[0.99-2.33]*  1.15[0.78 - 1.68] 0.98 [0.65 - 1.47]
1.09 [0.74 - 1.59] 117 [0.79 - 1.74]

0.96 [0.95 - 0.97] 0.96 [0.95 - 0.98]

1.69 [0.90 - 3.16] 1.70 [0.90 - 3.19]

Sex, IQ and SES

1.15[0.91 - 1.46]
1.14 [0.88 - 1.47]
1.00 [0.99 - 1.01]

1.13[0.83 - 1.54]*

1.47 [1.05 - 2.05]

Sex, 1Q and SES

1.81 [1.11 - 2.95]
2,45 [1.48 - 4.04]
1.00[0.98 - 1.01]
2.02 [1.07 - 3.82]
3.22[1.69 - 6.13]

Sex, IQ and SES

0.90 [0.60 - 1.35]
1.12[0.74-1.71]
0.98 [0.96 - 0.99]
1.41 [0.74 - 2.68]
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Low SES 8.10 [4.73 - 13.87] 8.17 [4.71 - 6.19 [3.51-10.91]

14.15
Panel D: Associations with the ‘p’-factor in the overall sample — Bet]a [95% CI]
Univariate models Multivariate models adjusted for:
Sex IQ SES Sex, IQ and SES

Autistic traits | 3.16 [1.63 - 4.70] 3.73 [2.20 - 5.25] 2.65 [1.14 - 4.17] 2.41 [0.85-3.96] 2.78[1.24 - 4.31]
Female sex 3.12 [1.50 - 4.74] 3.82 [2.20 - 5.43] 3.73 [2.12 - 5.34]
1Q -0.12 [-0.18 - -0.06] -0.10 [-0.16 - -0.04] -0.06 [-0.12 - -0.01]
Medium SES 2.24 [0.41 - 4.07] 1.89 [0.04 - 3.74] 1.45 [-0.42 - 3.32]
Low SES 5.13 [3.03 - 7.22] 4.30 [2.15 - 6.45] 3.47 [1.23-5.71]

Values in bold text indicate statistically significant results (p<0.05). Values in Italic text are contributions of confounding variables to association between autistic
traits and outcomes of interest. All models are adjusted for the non-independence of twin observations. ‘PTSD’ = post-traumatic stress disorder; ‘NEET’ = not in
education, employment or training; ‘’p’-factor’ = measure of general psychopathology, ‘IQ’ = intelligence quotient; ‘SES’ = socio-economic status’; ‘OR’ = odds
ratio; ‘Beta’ = beta coefficient;, ‘95% CI’ = 95% confidence intervals. An asterisk indicates where sensitivity analyses results’ significance differed to those in the

main analyses.
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Table S1.4 Sensitivity analysis in trauma-exposed young people with CAST score data at age 8 only (n=369)

Panel A: Associations with trauma exposure in the trauma-exposed sub-sample-OR [95% CI]

Overall sample:

PTSD

Univariate models

Sex

Multivariate models adjusted for:

IQ SES

Sex, IQ and SES

Autistic traits

Female sex

1Q

Medium SES
Low SES

1.94 [1.15 - 3.26]
2.22 [1.32 - 3.72]
0.98 [0.96 - 1.00]
2.10 [1.08 - 4.09]
3.41 [1.79 - 6.49]

2.17 [1.24 - 3.78]
2.46 [1.43 - 4.22]

1.78 [1.07 - 2.96] 1.58 [0.93 - 2.65]

0.99 [0.97 - 1.00]
2.02 [1.02 - 3.96]
2.93 [1.51 - 5.66]

1.73 [0.98 - 3.04]*
2.57 [1.47 - 4.49]
0.99 [0.97 - 1.01]
2.07 [1.02 - 4.20]
2.91[1.43 - 5.92]

Panel B: Associations with NEET status in the trauma-exposed sub-sample — OR [95% CI]

Overall sample:

NEET

Univariate models

Sex

Multivariate models adjusted for:

IQ SES

Sex, IQ and SES

Autistic traits
Female sex
1Q

Medium SES
Low SES

1.17[0.62 - 2.21]
0.94 [0.53 - 1.66]
0.96 [0.94 - 0.98]
1.26 [0.49 - 3.25]
6.37 [2.90 - 14.00]

1.17 [0.61 - 2.23]
0.95 [0.53 - 1.73]

0.96 [0.55 - 1.69] 0.71 [0.36 - 1.41]

0.96 [0.94 - 0.98]
1.31 [0.50 - 3.40]
7.26 [3.14 - 16.82]

0.63 [0.33 - 1.19]
0.92 [0.49 - 1.72]
0.97 [0.94 - 0.99]
1.02 [0.38 - 2.76]
5.68 [2.41 - 13.35]

Panel C: Associations with the ‘p’-factor in the trauma-exposed sub-sample — Beta [95% CI]

Overall sample:

P factor

Univariate models

Sex

Multivariate models adjusted for:

1Q SES

Sex, 1Q and SES

Autistic traits
Female sex
IQ

Medium SES
Low SES

3.83[0.66 - 7.00]
5.02 [1.81 - 8.24]
-0.19 [-0.30 - -0.08]
1.75[-2.10 - 5.61]
5.84 [1.98 - 9.71]

4.30 [1.20 - 7.39]
5.46 [2.29 - 8.64]

3.12[-0.01 -6.24]  2.80[-0.42 - 6.01]

-0.17 [-0.28 - -0.06]
1.47 [-2.40 - 5.35]
4.83 [0.85 - 8.80]

2.92-0.18 - 6.01]
5.33[2.16 - 8.50]
~0.14 [-0.26 - -0.02]
0.72 [-3.08 - 4.52]
3.58 [-0.50 - 7.67]
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Values in bold text indicate statistically significant results (p<0.05). Values in Italic text are contributions of confounding variables to association between autistic
traits and outcomes of interest. All models are adjusted for the non-independence of twin observations. ‘PTSD’ = post-traumatic stress disorder; ‘NEET’ = not in
education, employment or training; “’p’-factor’ = measure of general psychopathology, ‘IQ’ = intelligence quotient; ‘SES’ = socio-economic status’; ‘OR’ = odds
ratio; ‘Beta’ = beta coefficient; ‘95% CI’ = 95% confidence intervals. An asterisk indicates where sensitivity analyses results’ significance differed to those in the

main analyses.
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S1.6.2 Sensitivity analysis: Using PTSD within 12 months of
assessment as outcome measure

The main analysis used lifetime PTSD as the PTSD outcome. In this
sensitivity analysis, in the full analytical sample (N=1504), we repeated analyses
where PTSD was the outcome using PTSD within 12 months of the assessment as
the outcome variable. This significantly reduced the number of PTSD cases within
sample (N= 63). Findings are shown for the overall sample in Table S1.5 and
trauma-exposed sub-sample in Table S1.6.

The relationships between autistic traits and PTSD in the overall sample were
unchanged in this sensitivity analysis. Key differences in the sensitivity analysis
findings in the overall sample were that being female was significantly associated
with PTSD (OR =1.94, 95% CI = 1.13 - 3.33), which was not significant in the main
analysis (female sex OR =1.16, 95% CI =0.93 - 1.44). Having medium family SES
was also associated with PTSD (OR =1.94, 95% CI = 1.13 - 3.33) in the sensitivity
analysis, but this was not significant in the main analysis (OR =1.21, 95% CI = 0.93
- 1.58).

In the trauma-exposed sub-sample, the key differences in the sensitivity
analysis compared to the main results were that autistic traits were not significantly
associated with PTSD when controlling for SES (OR =1.41, 95% CI =0.86 - 2.32)
nor in the fully adjusted analysis (OR =1.54, 95% CI = 0.93 - 2.55). In the main
analyses, there was a significant association between autistic traits and PTSD in both
of these models; controlling for SES (OR = 1.52, 95% CI = 1.00 - 2.32) and the fully
adjusted analysis (OR =1.62, 95% CI = 1.04 - 2.53).
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Table S1.5 Sensitivity analysis in overall sample using PTSD in last 12 months rather than lifetime PTSD.

Associations with PTSD diagnosis (<12 months) in the overall sample-OR [95% CI]
Univariate models Multivariate models adjusted for:
Sex 1Q SES Sex, IQ and SES

Autistic traits 2.02 [1.26 - 3.26] 2.21[1.37-3.58] 1.90[1.19-3.05] 1.53[0.95-2.46] 1.75 [1.07 - 2.87]
Female sex 1.94 [1.13-3.33]* | 2.17[1.26 - 3.72] 2.12[1.22-3.71]*
1Q 0.99 [0.97 - 1.00] 0.99 [0.98 - 1.01] 1.01 [0.99 - 1.03]
Medium SES 2.76 [1.25 - 6.10]* 2.60[1.16 - 5.79]* 2.79 [1.24 - 6.29]
Low SES 5.44 [2.58 - 11.48] 4.73 [2.16 - 10.35]  5.02 [2.20 - 11.45]

Values in bold text indicate statistically significant results (p<0.05). Values in Italic text are contributions of confounding variables to association between autistic
traits and outcomes of interest. All models are adjusted for the non-independence of twin observations. ‘PTSD’ = post-traumatic stress disorder,; ‘1Q’ = intelligence
quotient; ‘SES’ = socio-economic status’; ‘OR’ = odds ratio; ‘95% CI’ = 95% confidence intervals. An asterisk indicates where sensitivity analyses results’

significance differed to those in the main analyses.
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Table S1.6 Sensitivity analysis in trauma-exposed subsample using PTSD in last 12 months rather than lifetime PTSD.

Associations with PTSD diagnosis (<12 months) in the trauma-exposed sub-sample-OR [95% CI]

Univariate models
Sex

Multivariate models adjusted for:
1Q SES

Sex, IQ and SES

Autistic traits  1.79 [1.09 - 2.94] | 1.88 [1.14 - 3.09]
Femalesex  1.85 [1.05-3.26] | 1.96 [1.11 - 3.45]
IQ 0.99 [0.97 - 1.01]
Medium SES  2.56 [1.13 - 5.83]

Low SES 4.50 [2.06 - 9.79]

1.71 [1.05-2.80] 1.41[0.86 -2.32]*

0.99 [0.97 - 1.01]
2.47 [1.08 - 5.66]

4.03 [1.78 - 9.09]

1.54[0.93 - 2.55]*
2.01[1.10 - 3.66]
1.01 [0.98 - 1.03]
2.63 [1.13 - 6.11]

4.30[1.85-10.01]

Values in bold text indicate statistically significant results (p<0.05). Values in Italic text are contributions of confounding variables to association between autistic

traits and outcomes of interest. All models are adjusted for the non-independence of twin observations. ‘PTSD’ = post-traumatic stress disorder; ‘1Q’ = intelligence

quotient; ‘SES’ = socio-economic status’; ‘OR’ = odds ratio; ‘95% CI’ = 95% confidence intervals. An asterisk indicates where sensitivity analyses results’

significance differed to those in the main analyses.
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Appendix 2 Supplementary materials for Chapter 4

S2.1 Survey design
The data used in this study was from a first round of a Delphi study exploring

differential diagnosis of autism, attachment disorders, complex post-traumatic stress
disorder (CPTSD) and emotionally unstable personality disorder (Sarr et al., 2024).
In the first round of this study, participants were asked to describe their perspective
on different aspects of the diagnostic process in order to generate short statements
for subsequent rounds of the subsequent rounds of the Delphi study. In round 2 and
3, participants were asked for their level of agreement on these statements alone to
achieve clinical consensus (Sarr et al., 2024).

The structure of the round 1 survey was such that participants were first
asked if (1) they worked with adults or children, and (2) which of the conditions they
considered to be their expertise. Those who worked with children were not asked
about personality disorders, and those who worked with adults were not asked about
attachment disorders. Their answers to (1) and (2) directed the focus of the open text
questions they were asked in the survey.

The present paper’s analysis pertains only to the answers of the practitioners
who indicated that they (1) work with children and (2) their expert condition was
autism. These practitioners were asked about their professional background and
basic demographics, features suggestive of autism, attachment difficulties and
CPTSD in children and, factors they would consider in the assessment, diagnosis and

differential diagnosis of these conditions.

227



S2.2 Tools, Assessments and Scales

Table S2.1 shows the assessment tools that autism practitioners endorsed for assessing autism when trauma- and attachment-related
diagnoses may also be a possibility.
Table S2.1 Number of autism practitioners endorsing assessment tools for differentiating between autism and difficulties relating to a negative experience (CPTSD

and attachment difficulties)

Assessment Tool Cp EP oT P SLT Total | % total
(n=22) | (m=5) | (n=1) (n=4) | (n=6) practitioners

Autism Diagnostic Observation Schedule (ADOS) 19 3 1 4 3 30 81%
Autism Diagnostic Interview (ADI) 12 3 0 3 2 20 54%
Conners Comprehensive Behaviour Rating Scale 6 1 0 1 1 9 24%
The Coventry Grid 4 1 0 1 2 8 22%
Revised Children’s Anxiety and Depression Scale (RCADS) 4 0 0 2 1 7 19%
Wechsler Intelligence Scale for Children, Fifth Edition (WISCS5) 6 1 0 0 0 7 19%
Adaptive Behaviour Assessment System, Third Edition (ABAS-3) 5 1 0 0 0 6 16%
Strengths and Difficulties questionnaire (SDQ) 3 1 0 1 1 6 16%
Social Responsiveness Scale (SRS-2) 4 1 0 1 0 6 16%
Behaviour Assessment System for Children, Third Edition (BASC-3) 3 1 0 0 0 4 11%
Diagnostic Interview for Social And Communication Disorders (DISCO) 2 0 0 1 1 4 11%
NEPSY-II 4 0 0 0 0 4 11%
Vineland Adaptive Behaviour Scales 3 1 0 0 0 4 11%
Autism Quotient (AQ) 1 0 0 0 2 3 8%
Brown Executive Function/Attention Scales (Brown EFA Scales) 2 1 0 0 0 3 8%
Camouflaging Autistic Traits Questionnaire (CAT-Q) 0 1 0 0 2 3 8%
Child Behaviour Checklist (CBCL) 2 1 0 0 0 3 8%
Griftiths Scales of Child Development I11 1 2 0 0 0 3 8%
Standford-Binet Intelligence Scales, Fifth Edition 1 2 0 0 0 3 8%
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Achenbach System of Empirically Based Assessment (ASEBA) 0 2 0 0 0 2 5%
Autism Clinical Interview Adults Training (ACIA) 0 0 0 0 2 2 5%
Behaviour Rating Inventory of Executive Function, Second Edition 1 1 0 0 0 2 5%
(BRIEF2)

Childhood Autism Rating Scale, Second Edition (CARS-2) 1 0 0 1 0 2 5%
Clinical Evaluation of Language Fundamentals, Fifth Edition (CELF-5) 1 0 0 0 1 2 5%
Dyadic Adjustment Scale (DAS) 2 0 0 0 0 2 5%
Development and Well-Being Assessment (DAWBA) 1 0 0 1 0 2 5%
Play-based observation 1 1 0 0 0 2 5%
Stress of Conscience Questionnaire (SCQ) 0 2 0 0 0 2 5%
Theory of Mind (ToM) stories 2 0 0 0 0 2 5%
Toronto Alexithymia Scale (TAS) 1 0 0 0 0 1 3%
Adult ADHD Self-Report Scale (ASRS)* 1 0 0 0 0 1 3%
Autism Spectrum Screening Questionnaire (ASSQ) 1 0 0 0 0 1 3%
BarOn Emotional Quotient Inventory 1 0 0 0 0 1 3%
Bayley Scales of Infant and Toddler Development, Third Edition (Bayley- 0 1 0 0 0 1 3%
111

Cli)nical Assessment Scale of Child and Adolescent Psychopathology 1 0 0 0 0 1 3%
(CASCAP)

Childhood Autism Spectrum Test (CAST) 1 0 0 0 0 1 3%
Child Depression Inventory (CDI) 1 0 0 0 0 1 3%
Child Attachment Interview 1 0 0 0 0 1 3%
Child Sensory Processing Checklist 1 0 0 0 0 1 3%
Children's Yale-Brown Obsessive Compulsive Scale (CYBOCS) 1 0 0 0 0 1 3%
Depression Anxiety Stress Scale (DASS) 1 0 0 0 0 1 3%
Extreme Demand Avoidance Questionnaire (EDA-Q) 1 0 0 0 0 1 3%
Rey-Osterrieth Complex Figure (ROCF) 1 0 0 0 0 1 3%
Generalised Anxiety Disorder, Seventh Edition (GAD7) 0 0 0 0 1 1 3%
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Leiter International Performance Scale 1 0 0 0 0 1 3%
Millon Adolescent Clinical Inventory (MACI) 1 0 0 0 0 1 3%
Neonatal Behavioural Assessment Scale (NBAS) 1 0 0 0 0 1 3%
Moods and Feelings Questionnaire (MFQ) 0 0 0 1 0 1 3%
Monteiro Interview Guidelines for Diagnosing the Autism Spectrum, 1 0 0 0 0 1 3%
Second Edition (MIGDAS-2)

Minnesota Multiphasic Personality Inventory Adolescent Restructured 1 0 0 0 0 1 3%
Form (MMPI-A-RF)

Millon Pre-Adolescent Clinical Inventory (MPACI) 1 0 0 0 0 1 3%
Patient Health Questionnaire, Ninth Edition (PHQ9) 0 0 0 0 1 1 3%
Prodromal Questionnaire, Brief Version (PQ-B) 1 0 0 0 0 1 3%
Ritvo Autism and Asperger Diagnostic Scale (RAADS) 0 0 0 0 1 1 3%
Revised Children's Manifest Anxiety Scale (RCMAS) 1 0 0 0 0 1 3%
Resiliency Scale for Children & Adolescents 1 0 0 0 0 1 3%
Roberts Apperception Test for Children 2 1 0 0 0 0 1 3%
Rorschach Performance Assessment System (RPAS) 1 0 0 0 0 1 3%
Relationships Questionnaire (RQ) 0 0 0 0 1 1 3%
Screen for Child Anxiety Related Disorders (SCARED) 0 0 0 1 0 1 3%
Sensory Profile 2 1 0 0 0 0 1 3%
Special Needs Assessment Profile (SNAP) 0 0 0 1 0 1 3%
Sensory Processing Measure (SPM) 1 0 0 0 0 1 3%
Test of Pragmatic Language (TOPL) 1 0 0 0 0 1 3%
Trauma Symptom Checklist for Children (TSCC) 1 0 0 0 0 1 3%
Trauma Symptom Checklist for Young Children (TSCYC) 1 0 0 0 0 1 3%
UCLA Child/Adolescent PTSD Reaction Index for DSM-5 1 0 0 0 0 1 3%
Wechsler Adult Intelligence Scale, Fourth Edition (WAIS-IV)* 1 0 0 0 0 1 3%
Wechsler Individual Achievement Test, Third Edition (WIAT3) 1 0 0 0 0 1 3%

230



CP = Clinical Psychologist, P = Psychiatrist, EP = Educational Psychologist, OT = Occupational Therapist; and SLT = Speech and Language Therapist). An

asterisk indicates tools used with adults.

231



Appendix 3 - Supplementary materials for Chapter 5

S3.1 Exclusion criteria and missing data
Of the 42,215 young people, A total of 31,132 were excluded. When applying the

exclusion criteria, 9,250 were removed as they were not in secondary school. A
further 3694 were excluded for completing the survey too quickly (less than 10
minutes), and 9,772 stopped the survey before seeing all the pages with our variables
of interest. We excluded 4,310 adolescents who were missing information on their
neurodiversity status (missing, not sure or preferred not to say). Those who had not
provided information about their ethnicity (n= 2643) and then gender (n=97). Of the
remaining sample, 10 young people had not completed at least one of the negative
experience variables, 124 had no mental health variables and 10 had not completed
the poverty questions.

This resulted in a cleaned sample of 11,847. For when the proportion of missing
data was small (less than 5%), the potential impact of the missing data is likely
minimal and a complete case analysis was conducted (Dettori et al., 2018).
Therefore, variables that were missing for less than 5% of the sample were identified
as psychically hurt at school (n=448, 3.78%), age (n=70, 0.59%), RCADS11 (n=448,
3.78%) and bullying (n=27, 0.22%). 764 participants with these missing values were

removed. This resulted in an analytical sample of 11,083.
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Table S3.1 Demographics of analytical dataset compared to the raw data

Characteristic Original Raw Data Analytical Dataset
Total N | 42215 11083
Age, mean (§D) | 13 (2.3) 14 (1.9)

Age, missing n (%) | 853 (2%) 0 (0%)

Girls, n (%) | 20500 (48.6%) 5950 (53.7%)

Boys, n (%) | 19375 (45.9%) 4728 (42.7%)

Gender diverse/non-binary, n (%) | 1874 (4.4%) 405 (3.7%)

Gender, missing n (%) | 466 (1.1%) 0 (0%)

Year 7-9, n (%)

Year 10-11, n (%)

Year 12-13, n (%)

Year group, missing n (%)
White ethnicity, n (%)
Asian ethnicity, n (%)
Black ethnicity, n (%)
Mixed ethnicity, n (%)
Other ethnicity, n (%)
Ethnicity, missing n (%)
Neurodivergent, n (%)
Neurotypical, n (%)

19161 (45.4%)
9173 (21.7%)
4631 (11%)

0 (0%)

22221 (52.6%)
5808 (13.8%)
1947 (4.6%)
2246 (5.3%)
1787 (4.2%)
8206 (19.4%)
6387 (15.1%)
18557 (44%)

6218 (56.1%)
3223 (29.1%)
1642 (14.8%)
0 (0%)

7207 (65%)
2079 (18.8%)
567 (5.1%)
746 (6.7%)
484 (4.4%)

0 (0%)

2508 (22.6%)
8575 (77.4%)
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Neurodiversity 'Not sure', n (%)
Neurodiversity 'Prefer not to say', n (%)
Neurodiversity, missing n (%)

Poverty count, mean (SD)

Poverty count, missing n (%)
SWEMWS (wellbeing), mean (SD)
SWEMWS, missing n (%)

RCADSI11 Total score, mean (SD)
RCADS Total, missing n (%)

RCADS Anxiety subscale, mean (SD)
RCADS Anxiety, missing n (%)
RCADS Depression subscale, mean (SD)
RCADS Depression, missing n (%)
Bullying experienced, n (%)

Bullying, missing n (%)

Peer abuse experienced, n (%)

Peer abuse, missing n (%)

SWEMWS (wellbeing), mean (SD)
School abuse, missing n (%)

SCMQ Maltreatment score, mean (SD)
SCMQ Maltreatment, missing n (%)

6556 (15.5%)
683 (1.6%)
10032 (23.8%)
1(1.5)

5826 (13.8%)
20.5 (5)

18351 (43.5%)
12.55 (9.4)
11056 (26.2%)
5.49 (4.66)
9912 (23.5%)
4.78 (3.9)
9914 (23.5%)
8443 (20%)
3524 (8.3%)
1599 (3.8%)
23287 (55.2%)
20.5 (5)

14721 (34.9%)
0.7 (1.2)
25337 (60%)

0 (0%)

0 (0%)

0 (0%)

0.8 (1.3)

0 (0%)

20.9 (4.8)
489 (4.4%)
12.34 (9.39)
0 (0%)

5.35 (4.63)
0 (0%)

4.82 (3.92)
0 (0%)
1918 (17.3%)
0 (0%)

797 (7.2%)
727 (6.6%)
20.9 (4.8)

0 (0%)

0.6 (1.1)
1656 (14.9%)
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Mental well-being was measured using the Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWRBS) and maltreatment measured using the Short Child
Maltreatment Questionnaire (SCMQ). Depression and anxiety symptoms were recorded using the 11-item Revised Child Anxiety and Depression Scale (RCADS-11).
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S3.2 Multicollinearity in peer victimisation, maltreatment and
mental health variables

Figure S3.1 shows, as expected, that the anxiety and depression subscales of
the 11-item Revised Child Anxiety and Depression Scale (RCADS11) correlated
strongly with both each other and the total score. Mental wellbeing, as measured by
the Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS), also
correlated with strongly with the RCADSI11. The correlations between each of the
peer victimisation measures were small in strength with each other, and small to

moderate with the Short Child Maltreatment Questionnaire (SCMQ).

Mental wellbeing (SWEMWS)
Depression and anxiety total (RCADS11)
Anxiety subscale (RCADS11)
Depression subscale (RCADS11)
Maltreatment (SCMQ)

Bullying

Abuse from peer

Physically hurt at school

Figure §3.1 Associations between mental health, peer victimisation and maltreatment variables
in the analytical sample (N=11,083). Mental well-being was measured using the Short Warwick-
Edinburgh Mental Wellbeing Scale (SWEMWBS) and maltreatment measured using the Short
Child Maltreatment Questionnaire (SCMQ). Depression and anxiety symptoms were recorded
using the 11-item Revised Child Anxiety and Depression Scale (RCADS-11).
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S3.3 Unadjusted regression results

Table S3.2 shows the unadjusted regression models where being ND, relative
to NT, was the predictor and negative experiences were the outcome, with no other

covariates.

Table $3.2 Odds Ratios (OR) and Rate Ratios (RR) for neurodivergent (ND), versus

neurotypical, student's likelihood of negative experiences.

Outcome Predictor OR/ 95% Cl1 P-value FDR p-
RR value
Abuse from a peer | ND 4322 37285012 <0.001  <0.001
Physically hurt at school ‘ ND 2.437 2.148-2.763  <0.001 <0.001
Bullied | ND 2.891 2.602-3.211 <0.001 <0.001
Maltreatment | ND 1.987 1.830-2.157  <0.001 <0.001

ND = Neurodivergent; OR = Odds Ratio; RR = Rate Ratio; FDR = False discovery rate
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S3.4 Interaction analysis testing if sociodemographic predictors of
peer victimisation and maltreatment differ in neurodivergent and

neurotypical young people

Poverty

Older age
Other ethnicity
Black ethnicity
Asian ethnicity
Mixed ethnicity
Gender diverse
Girl

Poverty

Older age
Other ethnicity
Black ethnicity
Asian ethnicity
Mixed ethnicity
Gender diverse
Girl

Predictor

Poverty

Older age
Other ethnicity
Black ethnicity
Asian ethnicity
Mixed ethnicity
Gender diverse
Girl

Poverty

Older age
Other ethnicity
Black ethnicity
Asian ethnicity
Mixed ethnicity
Gender diverse
Girl

04

Peer abuse
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Maltreatment
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Interaction OR/RR (95% CI)

4@ Not significant @ Significant (p < 0.05)

Figure §3.2 Interaction effects between neurodiversity status and predictors of negative

experiences. Points represent interaction terms testing whether predictors affect outcomes

differently in neurodivergent (ND) versus neurotypical (NT) groups. Values <1.0 = weaker effect

in ND group; values > 1.0 = stronger effect in ND group. Red = significant (p < 0.05 after FDR

correction), grey = non-significant. Error bars = 95% confidence intervals. Odds ratios (OR)

reported for binary outcomes, rate ratios (RR) for maltreatment count. Maltreatment was

measured using the Short Child Maltreatment Questionnaire (SCMQ).
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S3.5 Neurodiversity and Mental health outcomes

Table S3.3 shows ND young people were more likely to have poorer mental
health and wellbeing. Compared to their NT peers, ND young people had
significantly higher likelihood of having ever had a mental health problem in their
life (OR =3.76, 95%Cl = 3.37-4.21) or having had one in the year prior to taking the
survey (OR = 3.19, 95%Cl1 = 2.85-3.56). Being ND was significantly associated with
lower well-being scores on the SWEMWS (B=-2.06, 95%Cl = -2.28- -1.85) and
higher scores on the RCADSI1 full scale (B=0.65, 95%C1 =0.59-0.71), as well as
significantly higher scores on anxiety (B= 0.42, 95%CI] = 0.37-0.47) and depression
(B=0.44, 95%C1 = 0.40-0.49) sub-scales.

Table S3.3 Regression models where neurodiversity predicts mental health outcomes

Outcome Predictor OR 95% Cl P-value FDR p-
value
Mental health | Neurodiversity 3.19 2.85-3.56 <0.001  <0.001
problem
N=10179 | Poverty 148 1.41-1.55 <0.001  <0.001
Gender diverse 352 2.74-451 <0.001  <0.001
Girl 294 264-326 <0.001 <0.001
Age 1.34  1.28-1.40 <0.001 <0.001
Mixed ethnicity 1.04 0.86-1.25 0.69 0.71
Asian 0.66 0.57-0.76  <0.001  <0.001
Black 0.75 0.59-0.94 0.01 0.02
Other ethnic groups 0.48 0.36-0.63 <0.001 <0.001
Outcome | Predictor Beta ClI P- value FDR p-
low value
Wellbeing | Neurodiversity -2.06 -2.28--1.85 <0.001  <0.001
(SWEMWS)
N = 10594 | Poverty -1.05 -1.13--0.96 <0.001  <0.001
Gender diverse -2.62 -3.09--2.15 <0.001 <0.001
Girl -2.02 -22--1.85 <0.001 <0.001
Age -0.46 -0.55--0.38 <0.001  <0.001
Mixed ethnicity 0.1 -0.24-044 0.57 0.59
Asian 0.11  -0.11-0.34 0.33 0.38
Black 0.61 0.22-1.00 <0.001 <0.001
Other ethnic groups 0 -041-042 099 0.99
Anxiety and | Neurodiversity 0.65 0.59-0.71 <0.001 <0.001
Depression Total
(RCADSI11)
N = 11083 | Poverty 042 0.39-044 <0.001 <0.001
Gender diverse 1.07 093-1.2 <0.001 <0.001
Girl 0.96 0.91-1.01 <0.001  <0.001
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Age 0.13  0.11-0.16 <0.001  <0.001

Mixed ethnicity 0.14 0.04-0.24 <0.001 0.01

Asian -0.02 -0.09-0.04 0.48 0.53

Black -0.16 -0.27--0.05 <0.001  0.01

Other ethnic groups -0.1  -0.22-0.01 0.08 0.1
Anxiety subscale | Neurodiversity 042 037-047 <0.001 <0.001
(RCADS11)

N = 11083 | Poverty 0.3 0.28-0.31 <0.001  <0.001
Gender diverse 0.82 0.72-0.93  <0.001 <0.001
Girl 0.78 0.74-0.82  <0.001  <0.001
Age 0.05 0.03-0.07 <0.001 <0.001

Mixed ethnicity 0.05 -0.02-0.13 0.16 0.19

Asian -0.06 -0.11-0.00 0.03 0.04
Black -0.17 -0.26--0.08 <0.001  <0.001

Other ethnic groups -0.12 -0.21--0.03 0.01 0.01
Depression subscale | Neurodiversity 0.44 04-0.49 <0.001 <0.001

(RCADS11)

N = 11083 | Poverty 027 0.26-0.29 <0.001 <0.001
Gender diverse 0.65 0.55-0.74 <0.001 <0.001
Girl 0.52 048-0.55 <0.001 <0.001
Age 0.14 0.12-0.15 <0.001  <0.001
Mixed ethnicity 0.13  0.06-0.2 <0.001  <0.001

Asian 0.02 -0.03-0.07 04 0.44

Black -0.05 -0.13-0.03 0.2 0.23

Other ethnic groups -0.03 -0.11-0.06 0.56 0.59

Beta estimates are presented for outcomes of depression, anxiety and mental wellbeing. Odds
ratios (OR) are presented for when reporting a mental health problem was the outcome. Mental
well-being was measured using the Short Warwick-Edinburgh Mental Wellbeing Scale
(SWEMWRBS) and maltreatment measured using the Short Child Maltreatment Questionnaire

(SCMQ). Depression and anxiety symptoms were recorded using the 11-item Revised Child
Anxiety and Depression Scale (RCADS-11).

S3.6 Relationship between peer victimisation and maltreatment
with mental health outcomes

Table S3.4 shows the main effects of linear and logistic regression models with
victimisation variables as the predictor, and mental health variables as the outcome.

All of the models included gender, ethnicity, age and poverty as covariates.
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Table S3.4 Regression models where peer victimisation and maltreatment are associated with

mental health outcomes, when considering gender, ethnicity, age and poverty.

Predictor QOutcome Beta/OR  95% Cl P-value  FDR P-
value
Abuse from a | Mental wellbeing -2.22 -2.561--1.887 <0.001 <0.001
peer

Depression and anxiety  0.92 0.822 - 1.011 <0.001 <0.001
(RCADSI11)

Anxiety subscale 0.64 0.564 - 0.713 <0.001 <0.001
(RCADSI11)

Depression subscale 4.52 0.511 - 0.648 <0.001 <0.001
(RCADSI11)

Mental health problem  4.52 3.802 - 5.378 <0.001 <0.001

Hurt at school | Mental wellbeing -2.17 -2.452--1.894  <0.001 <0.001

Depression and anxiety  0.76 0.679 - 0.835 <0.001 <0.001
(RCADSI11)

Anxiety subscale 0.51 0.452 -0.576 <0.001 <0.001
(RCADSI11)

Depression subscale 2.52 0.455 - 0.568 <0.001 <0.001
(RCADSI11)

Mental health problem  2.52 2.176 - 2.918 <0.001 <0.001

Bullying | Mental wellbeing -2.15 -2.379--1919  <0.001 <0.001

Depression and anxiety  0.88 0.813 -0.941 <0.001 <0.001
(RCADSI11)

Anxiety subscale 0.65 0.601 - 0.702 <0.001 <0.001
(RCADSI11)

Depression subscale 3.18 0.465 - 0.558 <0.001 <0.001
(RCADSI1)

Mental health problem  3.18 2.823 -3.592 <0.001 <0.001

Maltreatment | Mental wellbeing -0.88 -0.966 - -0.792  <0.001 <0.001

Depression and anxiety  0.36 0.337-0.386 <0.001 <0.001
(RCADSI11)

Anxiety subscale 0.24 0.223 - 0.262 <0.001 <0.001
(RCADSI11)

Depression subscale 1.66 0.232 - 0.267 <0.001 <0.001
(RCADSI11)

Mental health problem 1.66 1.586 - 1.747 <0.001 <0.001

Beta estimates are presented for outcomes of depression, anxiety and mental wellbeing. Odds
ratios (OR) are presented for when reporting a mental health problem was the outcome. Mental
well-being was measured using the Short Warwick-Edinburgh Mental Wellbeing Scale
(SWEMWRBS) and maltreatment measured using the Short Child Maltreatment Questionnaire
(SCMQ). Depression and anxiety symptoms were recorded using the 11-item Revised Child
Anxiety and Depression Scale (RCADS-11).
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S3.7 Moderating role of neurodiversity on the relationship between
mental health with peer victimisation or maltreatment

Interaction effects were examined to assess if having a victimisation
experience interacted with being ND to impact mental health outcomes. For logistic
models, model fit was assessed using McFadden's pseudo-R?, likelihood ratio tests
(LRT), and Akaike Information Criterion (AIC) differences. For linear models,
model fit was assessed using the change in R-squared (AR?). Tables S3.5 and S3.6
shows the main effects comparing the regression models with and without the
interaction term. Covariates of gender, poverty, ethnicity and poverty were included

in both models with and without the interaction term.

Table S3.5 Comparing logistic regression models with and without the interaction term.

Outcome Experience Pseudo- AR? LRT LRT
Pseudo R? (with AAIC ¢ p-
-R? Interacti value
(Base) on)
Mental | Physically hurt at 0.151 0.151 0 -1.31  0.69 0.4l
health | school
problem
Abuse fromapeer  0.159 0.16 0.001 244 444 0.04
Bullying 0.164 0.164 0 3.83 5.83  0.02
Maltreatment 0.177 0.188 0.001 3.19 519  0.02
(SCMQ)

Maltreatment measured using the Short Child Maltreatment Questionnaire (SCMQ).
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Table S3.6 Comparing linear regression models with and without the interaction term.

Experience Outcome R? R? AR? p- p-value
(Base) (Interaction) value (FDR
adjusted)
Physically hurt at | Anxiety subscale 0.246 0.246 <0.001 0.11 0.16
school | (RCADSI11)
Depression subscale 0.235 0.235 <0.001 0.07 0.12
(RCADSI1)
Anxiety and Depression Total 0.279 0.279 <0.001 0.0523 0.12
(RCADSI1)
Wellbeing score (SWEMWS) 0.175 0.175 <0.001 0.93 0.93
Abuse from a peer | Anxiety subscale 0.240 0.240 <0.001 0.04 0.12
(RCADSI1)
Depression subscale 0.225 0.226 <0.001 0.10 0.15
(RCADSI1)
Anxiety and Depression Total 0.271 0.271 <0.001 0.04 0.12
(RCADSI1)
Wellbeing score (SWEMWS)  0.163 0.163 <0.001 0.04 0.12
Bullying | Anxiety subscale 0.266 0.266 <0.001 0.33 0.42
(RCADSI1)
Depression subscale 0.242 0.242 <0.001 0.06 0.12
(RCADSI1)
Anxiety and Depression Total 0.297 0.297 <0.001 0.06 0.12
(RCADSI1)
Wellbeing score (SWEMWS)  0.180 0.181 <0.001 0.08 0.13
Maltreatment | Anxiety subscale 0.258 0.260 0.002  <0.001 <0.001
(SCMQ) | (RCADSI1)
Depression subscale 0.254 0.257 0.002  <0.001 <0.001
(RCADSI1)
Anxiety and Depression Total 0.298 0.301 0.003  <0.001 <0.001

(RCADS11)
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‘ Wellbeing score (SWEMWS) 0.176 0.178 0.002  <0.001 <0.001
Mental well-being was measured using the Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWRBS) and maltreatment measured using the Short Child

Maltreatment Questionnaire (SCMQ). Depression and anxiety symptoms were recorded using the 11-item Revised Child Anxiety and Depression Scale (RCADS-11).
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Appendix 4 Supplementary materials for Chapter 6

S4.1 Interview Schedule

Participant information — gather prior to interview start

Demographics and describing the school

Sex and gender

Age

What year did you complete your teacher training?

What school age-group do you teach: Primary or secondary?
SEN or Mainstream?

Fee-paying or State school?

Level of confidence on understanding of trauma (Likert scale 1-5, 1 = low confidence)

Can you describe the socio-economic status of typical students in your school:

1 — The majority of my pupils are from low income families
2 — The majority of my pupils are from middle income families
3 — The majority of my pupils are from high income families
4 — My pupils are from a range of socioeconomic backgrounds

Other — describe

What proportion of the student body of your school are from minoritised ethic groups?

1 - All pupils are white British

2 - The majority of pupils are white British, but some students are from minoritised ethnic
backgrounds

3 - Our school has students of lots of different ethnicities

4 - The majority of students are from minoritised ethnic backgrounds, but some students
are not.

5 - All of our pupils are from minoritised ethnic backgrounds

Other - describe

Core Questions — start of interview

1. Opening Question
First, can you tell me about a bit about profile of the autistic kids you teach?

level of support needs
co-occurrence etc.

Have you always worked with this group of pupils?

245



2. Awareness of trauma

Has there been a time when you’ve been aware that a child/children in your class has experienced
something traumatic? Can you tell me about that?
e Did this change your approach to teaching this child?

o Did knowing about this trauma change how you interpreted certain behaviours of this
child?

e How do these behaviours differ from those of other children?
o Do you feel that the child needed additional support due to their experience?
o [s this a common experience for you?

3. Suspected trauma

Has there been a time when you suspected a child was behaving a certain way due to a negative
experience you didn’t know about?
o What led you to think that?

o What kinds of negative experiences?

e Can you describe the behaviour of this child?

o What do you think that the behaviour is telling you?
4. Need for support

Can you describe a time you felt like support was needed by the child, but you couldn’t provide it?
e What support would you have liked to give?

o What does support mean to you?

Does the support/care you provide for comorbidities interfere with support you would want to give for
trauma?
5. Provided support

Can you describe a time you provided support that you felt was helpful/successful?
e Can you explain why you went about it that way?

6. School support system

Does your school have systems in place for supporting kids who are also traumatised?
e Do you feel confident in how your school supports these children?

o What do you think your school needs to better support these kids?
o Do you feel confident your school supports you?
7. Knowledge

What do you think is important teachers know about supporting or teaching autistic children who are
traumatised?
o What would you like to know about?

8. Additional comments

Is there anything else you would like to share related to teaching traumatised autistic children?
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S4.2 Participant characteristics

Table §4.1 Participant information for teachers who were interviewed.

Teacher’s Characteristics

Describing the student body

Participant
number:

SEN-S1
MAIN-P2
MAIN-S3
MAIN-S4
MAIN-S5
MAIN-S6
SEN-P7
SEN-P8
SEN-P9
SEN-P10
SEN-S11
MAIN-P12
MAIN-S13

MAIN-S14

Gender

Female

Female

Female

Female

Female

Female

Female

Female

Female

Female

Male

Female

Male

Female

Age
(years)

25-30

25-30

25-30

25-30

25-30

46-60

36-40

36-40

51-55

46-50

51-55

31-35

25-30

25-30

Age group
taught

Secondary
Primary
Secondary
Secondary
Secondary
Secondary
primary
Primary
Primary
Primary
Secondary
Primary
Secondary

Secondary

School type

SEN
Mainstream
Mainstream
Mainstream
Mainstream
Mainstream
SEN
SEN
SEN
SEN
SEN
Mainstream
Mainstream

Mainstream

Private or

state

State

Private

State

State

State

Private

State

State

State

State

Private

State

State

State

confidence

3.5

3.5

Years
teaching

4

3

37
13
15
30

21

10

Income of families

Majority from low income
families

Majority from high income
families

Majority from low income
families

Majority from low income
families

Majority from low income
families

Range of socioeconomic
backgrounds

Majority from low income
families

Range of socioeconomic
backgrounds

Range of socioeconomic
backgrounds

Majority from low income
families

Range of socioeconomic
backgrounds

Majority from low income
families

Majority from low income
families

Range of socioeconomic
backgrounds

Ethnicity

Lots of different ethnicities
Lots of different ethnicities
Majority from minoritised

ethnic backgrounds
All of our pupils are from

minoritised ethnic backgrounds

All of our pupils are from

minoritised ethnic backgrounds

Majority are white British

Majority from minoritised
ethnic backgrounds
Majority from minoritised
ethnic backgrounds
Majority from minoritised
ethnic backgrounds
Majority from minoritised
ethnic backgrounds
Majority are white British

Lots of different ethnicities
Lots of different ethnicities

All pupils are white British
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SEN-P15 Female

51-55 | Primary

SEN

S4.3 Theme and subthemes

Table S4.2 Themes and subthemes with example quotes.

State 416 Majority from low income

families

All pupils are from minoritised
ethnic backgrounds

Theme 1. Perceptions of
how autistic children
experience trauma

Subtheme 1.1 Autistic
children find a range of
experiences traumatic

“There are other children for whom they haven't had those sort of more obvious... experiences, but
that may be something like just coming to school and having to be in that environment is actually
traumatic for them.” (SEN-P9)

Subtheme 1.2. Children’s
behaviour changes
following trauma

“Behaviour is communicative, so if this particular child has come in, for example, and this is an
experience that I had a couple of years ago, coming [in with] rage, absolute rage, I'm like, I can't
work out.... what you're trying to tell me.” (SEN-P$)

Subtheme 1.3. Challenge
of disentangling trauma
and autism related
behaviours

“My school is an autism specialist school, and everything is approached up from an autism
viewpoint. “Ohh they need this because they're autistic” and I feel like that's not always the case.”
(SEN-P7)

Theme 2. Taking an
informed approach to
teaching

Subtheme 2.1, Feeling
like they’re going in blind

“It is difficult because you don't always know the context. I think that's the thing, you're almost going
into battle blind sometimes.” (MAIN-S14)

Subtheme 2.2. The
importance relationship
building

“I'm just being like, oh, you've had a really ... I don't swear in front of students, but “you've had a
**x% year, and I'm really impressed that you're still coming to school and working hard and like
giving things a go”. And I think things like that are important to him, like being seen and being
acknowledged and opening up opportunities for one-on-one conversations and to do it.” (SEN-S1)

Subtheme 2.2. Adapting
teaching to meet both
academic and emotional
needs

“Oh yeah, massively lowering demands and getting that kind of stability around them making sure
they're comfortable, kind of that social, emotional side shot up. Whereas the academic side dropped
down.” (MAIN-54)

Theme 3. Helping with a
holistic perspective

Subtheme 3.1.
Understanding the pupil’s
home life

“I think what is important is to have, to work with families very, very closely. Whoever is involved in
that child's life needs to be kind of working together. I think you need to be honest. You need to be you
know about what is happening [at home].” (SEN-P15)

Subtheme 3.2. Inter-
agency collaboration

“You want to be able to connect to other services and provide like linked up care really that's, that's
what [ want to do. I think the difficulties come in the other services being able to provide what's
needed. And that's everything. Like that's social care, that's housing, that's CAMHS, that's medical.
Like there's so many factors.” (SEN-S1)
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Subtheme 3.3: A whole
school approach

“I guess just to say, I think it really is, it's got to be a whole school approach. So it's got to have some
trauma understanding and it's got to be you know, you can't just do it with one kid or one class. It's
got to sort of permeate through everything. Yeah, everyone's got to be on the same page. I don't think
it's going to work.” (SEN-P10)

Subtheme 3.4. A safe
environment for everyone

“Autism is one thing ...But if you add in the layer of trauma alongside it that you don't know how to
process. And you don't feel safe. And you're autistic. And you don't feel safe anyway, because the
world's really scary. That's when you get these huge behaviours.” (MAIN-P12)

Theme 4. Support is
under strain

Subtheme 4.1. Resourcing
issues in education and
mental health support

“It's very frustrating to be honest at times, but they've also got lots of children that they 're trying to
manage and it is unfortunately a priority thing. So the ones that are in the most need come first, or if
they're in a real crisis that comes first. But that's just lack of staff. Lack of time. Oversubscribed. Big
classes. And it's yeah, an issue, whether it's autism, trauma, mental health. Yeah. Any of those areas
of, of need.” (MAIN-S14)

Subtheme 4.2. Need for
context-specific training
and the time to do it

“I don't feel there's a lot to tell me what to do at that moment when that child is feeling...
overwhelmed... I wanted to know what to do in the moments when he was so angry and he was
unsafe.” (SEN-P7)

Subtheme 4.3. Teachers
need support too

“I think in retrospect, that's made me feel really strongly about supervision and the level of
supervision that's needed within educational contexts, especially ones like ours, where there are so
many high cases of physical and challenging behaviours. There isn't a time where you know when
you're in that that process, that there's a coming together in a sitting down and unpicking what's
happened and that I think is crucial because then it helps you to have the sustenance for the rest of
the year and so yeah, I just felt really ill supported and I felt like in retrospect and I would be very
keen that that never happened to anybody else that I work with.” (SEN-P$)

Subtheme 4.4. Trying
their best to do what is
best

“Yeah, my understanding and I can only talk to my colleagues, but schools are really trying. But like
it's a battle and it's like, I don't know if there's the resources in the whole country to really deal with it
right now. And that's a real shame.” (MAIN-S13)
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