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1. PRISMA-ScR Checklist
	Section
	Item
	PRISMA-ScR Checklist Item
	Reported on Page #

	TITLE
	1
	Identify the report as a scoping review.
	1

	ABSTRACT
	
	Structured summary
	2

	
	2
	Provide a structured summary that includes (as applicable): background, objectives, eligibility criteria, sources of evidence, charting methods, results, and conclusions that relate to the review questions and objectives.
	

	INTRODUCTION
	3
	Rationale
	3 - 5

	
	
	Describe the rationale for the review in the context of what is already known. Explain why the review questions/objectives lend themselves to a scoping review approach.
	

	
	4
	Objectives
	5

	
	
	Provide an explicit statement of the questions and objectives being addressed with reference to their key elements (e.g., population or participants, concepts, and context) or other relevant key elements used to conceptualize the review questions and/or objectives.
	

	METHODS
	5
	Protocol and registration
	6

	
	
	Indicate whether a review protocol exists; state if and where it can be accessed (e.g., a Web address); and if available, provide registration information, including the registration number.
	

	
	6
	Eligibility criteria
	figures

	
	
	Specify characteristics of the sources of evidence used as eligibility criteria (e.g., years considered, language, and publication status), and provide a rationale.
	

	
	7
	Information sources*
	6

	
	
	Describe all information sources in the search (e.g., databases with dates of coverage and contact with authors to identify additional sources), as well as the date the most recent search was executed.
	

	
	8
	Search
	Supplementary material

	
	
	Present the full electronic search strategy for at least 1 database, including any limits used, such that it could be repeated.
	

	
	9
	Selection of sources of evidence†
	6, table 1

	
	
	State the process for selecting sources of evidence (i.e., screening and eligibility) included in the scoping review.
	

	
	10
	Data charting process‡
	6, supplementary materials

	
	
	Describe the methods of charting data from the included sources of evidence (e.g., calibrated forms or forms that have been tested by the team before their use, and whether data charting was done independently or in duplicate) and any processes for obtaining and confirming data from investigators.
	

	
	11
	Data items
	Supplementary material

	
	
	List and define all variables for which data were sought and any assumptions and simplifications made.
	

	
	12
	Critical appraisal of individual sources of evidence
	N/A

	
	
	If done, provide a rationale for conducting a critical appraisal of included sources of evidence; describe the methods used and how this information was used in any data synthesis (if appropriate).
	

	RESULTS
	14
	Selection of sources of evidence
	6 – 7, figures

	
	
	Give numbers of sources of evidence screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally using a flow diagram.
	

	
	15
	Characteristics of sources of evidence
	6 – 7, supplementary material

	
	
	For each source of evidence, present characteristics for which data were charted and provide the citations.
	

	
	
	If done, present data on critical appraisal of included sources of evidence (see item 12).
	

	
	17
	Results of individual sources of evidence
	8 - 13

	
	
	For each included source of evidence, present the relevant data that were charted that relate to the review questions and objectives.
	

	
	18
	Synthesis of results
	Table 2

	
	
	Describe the methods of handling and summarizing the data that were charted.
	

	DISCUSSION
	19
	Summary of evidence
	13 - 19

	
	
	Summarize the main results (including an overview of concepts, themes, and types of evidence available), link to the review questions and objectives, and consider the relevance to key groups.
	

	
	20
	Limitations
	20 

	
	
	Discuss the limitations of the scoping review process.
	

	
	21
	Conclusions
	20 - 22

	
	
	Provide a general interpretation of the results with respect to the review questions and objectives, as well as potential implications and/or next steps.
	

	FUNDING
	
	Funding
	Separate doc

	
	22
	Describe sources of funding for the included sources of evidence, as well as sources of funding for the scoping review. Describe the role of the funders of the scoping review.
	


Note. JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews; *Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media platforms, and Web sites; †A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g., quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping review as opposed to only studies. This is not to be confused with information sources (see first footnote); ‡The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the process of data extraction in a scoping review as data charting; §The process of systematically examining research evidence to assess its validity, results, and relevance before using it to inform a decision. This term is used for items 12 and 19 instead of “risk of bias” (which is more applicable to systematic reviews of interventions) to include and acknowledge the various sources of evidence that may be used in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, and policy document).
From:  Tricco et al. (2018)







2. Boolean Search Strings
	Database
	Search String

	Medline
	(((MH "Autism Spectrum Disorder") OR (MH "Asperger Syndrome") OR (MH "Child Development Disorders, Pervasive") OR (MH "Autistic Disorder") OR (TI "Asperger") OR (AB "Asperger") OR (TI "autis*") OR (AB "autis*")) AND ((MH "Suicide") OR (TI "suicid*") OR (AB "suicid*")))

	PsycInfo
	
(((SU “Autism Spectrum Disorders”) OR (TI “Asperger”) OR (AB “Asperger”) OR (TI “autis*”) OR (AB “autis*”)) AND ((SU “Suicide”) OR (SU “Suicidology”) OR (SU “Suicidal Behavior”) OR (SU “Attempted Suicide”) OR (SU “Suicidality”) OR (SU “Suicidal ideation”) OR (TI suicid*) OR (AB suicid*)))

	Web of Science
	Topic: (("asperger*" OR "autis*") AND ("suicid*"))

	CINAHL
	(((MH “Autistic Disorder”) OR (MH “Asperger Syndrome”) OR (MH “Child Development Disorders, Pervasive”) OR (TI “Asperger”) OR (AB “Asperger”) OR (TI “autis*”) OR (AB “autis*”)) AND ((MH “Suicide”) OR (MH “Suicide, Attempted”) OR (MH “Suicidal Ideation”) OR (MH “Suicide Risk (Saba CCC)”) OR (TI “suicid*”) OR (AB “suicid*”)))

	SCOPUS
	((TITLE-ABS-KEY(asperger*)) OR (TITLE-ABS-KEY("autis*"))) AND (TITLE-ABS-KEY(suicid*))














3. Breakdown of Data Charting Categories
	Broad category
	Specifics Captured

	Study characteristics
	Author; Publication Year; Country of Origin; Study Design; Comparison Group; Reference to Theory.

	Sample characteristics
	Sample Size; Mean Age; Percentage of Male Participants; Participant Race; Method of Sample Ascertainment; Autism Diagnosis Tool; Measures Employed to Assess Cognitive and Intellectual Ability; Data Source.

	Suicidality results
	Primary Standardized Measure Employed; Prevalence Figures Coded According to Their Study-specific Operationalization.

	Thwarted belongingness
	Indicators and features related to the need for connectedness not being met. Includes, but is not limited to, factors such as loneliness, inter-personal conflicts, and general dissatisfaction with social relationships.*

	Perceived burdensomeness
	Indicators and features related to the need for social competence not being met. Includes, but is not limited to, factors such as chronic unemployment, lack of independence, low self-esteem, and feelings of failure.*

	Suicidal capability
	Indicators and features related to suicidal capability. Includes, but is not limited to, factors such as NSSI, reduced fear of death, previous attempts, and exposure to painful or provocative life events.*

	Exploratory findings beyond the core ITS framework
	Any additional risk/protective factors for suicidality. 
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* Aspects should undergo statistical testing in relation to suicidality or be linked e.g., via descriptive analysis, examination of related variables, qualitative research, or case profiling

4. Exploratory Findings: Constructs Beyond the Core ITS Framework
Neurophysiological and biological markers
Neurophysiological markers related to suicide in autistic adults were identified by Moxon-Emre et al. (2022) and Ota et al. (2020). Moreover, Cremone et al. (2023) reported that levels of inflammation marker IL-6 and homocysteine (HCY) were significantly associated with increased mood symptoms and suicidality in autistic adults.
Autism-related characteristics
Several autism-related characteristics have been positively correlated with suicidality, including restricted interests (Dell'Osso et al., 2019), intolerance of uncertainty, feelings of defeat and entrapment (Graham et al., 2023), and camouflaging (Camm-Crosbie et al., 2019; Cassidy et al., 2018; Graham et al., 2023; Wilson et al., 2025; Kirby et al., 2026). Difficulties with emotion regulation represent a particularly well-evidenced pathway: Fayena et al. (2025) found that lack of emotional clarity and limited access to regulation strategies fully mediated the association between autism and suicidal ideation, with impulsivity during distress further lowering the threshold for suicidal behavior. Compounding this, alexithymia and poor interoception were found to impede help-seeking, with autistic adults frequently failing to recognize the severity of their own distress until it became acute (Wilson et al., 2025). More broadly, Moseley et al. (2025a) found that sensory difficulties, meltdowns, burnout, and rigid cognitive patterns such as worst-case scenario reasoning and dichotomous thinking were frequently cited by autistic individuals as direct contributors to suicidal crises.
Sex and gender differences
The majority of studies examining sex differences did not find significant variation between males and females (Arwert & Sizoo, 2020; Cassidy et al., 2014; Costa et al., 2020; Dell'Osso et al., 2019; Fayena et al., 2025; Graham et al., 2023; Hedley et al., 2021, 2025; Hedley, Uljarević, Wilmot, et al., 2018; Hooijer & Sizoo, 2020; Kirby et al., 2019; Moseley et al., 2020; Pelton et al., 2020a, 2023; Raja et al., 2011; Takara & Kondo, 2014; van Bentum et al., 2024), although Weiner et al. (2023) found that emotion dysregulation was associated with suicidality in autistic males but not females. More recent studies have nonetheless identified meaningful differences: autistic women reported higher rates of suicidal ideation, self-harm, and suicidal self-harm than autistic men, with these differences persisting after controlling for depression (Roper et al., 2025), and cisgender women and transgender/gender-divergent participants reported higher lifetime suicidal thoughts and behaviors than cisgender men (Moseley et al., 2025a). Moseley et al. (2025b) found that different stressors predicted suicidality in autistic men and women, chronic interpersonal loss for men, acute physical danger for women, and treatment- and health-related stressors for both, despite no overall sex differences in suicidality levels.
Age
The relationship between age and suicidality in autistic individuals was examined in several studies. Kato et al. (2013) and Kirby et al. (2019) found that suicides occurred at a significantly younger age in autistic compared to non-autistic individuals. Costa et al. (2020) and Hand et al. (2020) reported that younger age was associated with higher rates of suicidality among autistic adults, while Dell'Osso et al. (2019), Hooijer and Sizoo (2020), and van Bentum et al. (2024) found no such association. Extending these findings across the lifespan, Roper et al. (2025) observed elevated rates of both lifetime and recent self-harm and suicidal self-harm among autistic adults aged over 65 compared to those in midlife, suggesting that suicide risk may persist or re-emerge in later adulthood.
Comorbid neurodevelopmental and psychiatric conditions
Approximately 45% of studies reported significant correlations between suicidality and comorbid neurodevelopmental and psychiatric conditions in autistic individuals (e.g., Camm-Crosbie et al., 2019; Cassidy et al., 2018; Hand et al., 2020; Hedley et al., 2017; Hirvikoski et al., 2020; Kõlves et al., 2021; Moseley et al., 2023; Moxon-Emre et al., 2022; Raja et al., 2011; Rydén et al., 2008; Takara & Kondo, 2014; Tsai et al., 2023; van Bentum et al., 2024). The most commonly reported conditions included ADHD, intellectual disability, anxiety, and depression, with qualitative data from Moseley et al. (2025a) further indicating that ADHD, depression, PTSD, OCD, psychosis, and physical health conditions such as chronic pain and fatigue were experienced as threatening participants’ sense of self and making life increasingly difficult to endure. Cassidy et al. (2018), Hirvikoski et al. (2020), and Moseley et al. (2023) found that comorbid ADHD was associated with higher suicide risk and poorer mental health outcomes. Regarding intellectual disability, two studies found a heightened risk of suicidal ideation and attempts in autistic individuals with intellectual disability (Cervantes et al., 2023; Hand et al., 2020), while Hirvikoski et al. (2020) found the highest risk of attempted and completed suicide among those without intellectual disability. Four studies reported a significant association between comorbid anxiety and suicidality (Hedley et al., 2017; Raja et al., 2011; Shtayermman, 2022; Shtayermman & Fletcher, 2022), although Moseley et al. (2022b) reported no such association.
Depression
Depression was reported or measured in 69% of the included studies, of which 60% of these controlled for depression. Fifteen studies reported a significant association between depression and suicidal thoughts and behavior (Arwert & Sizoo, 2020; Cassidy et al., 2014, 2018; Cervantes et al., 2023; Costa et al., 2020; Dell’Osso et al., 2019; Graham et al., 2023; Hedley et al., 2017; Hooijer & Sizoo, 2020; Jackson et al., 2018; Moseley et al., 2022a, 2022b, 2023; Shtayermman, 2007, 2008, 2022). Similarly, Hedley et al. (2025) found in a two-year longitudinal study that depression significantly and positively predicted self-harm at follow-up. Cassidy et al. (2014) found that, compared to autistic people without depression, those with ASD and depression were more likely to report suicidal ideation and suicide plans or attempts.
However, Moseley et al. (2022b) found that, although depression initially emerged as a significant factor in suicide attempts, its significance diminished after accounting for ITS constructs, specifically burdensomeness, reduced fear of death, and mental rehearsal. Moseley et al. (2022a) reported that depression influenced habituation to non-suicidal self-injury and acquired capability, suggesting a higher tendency for individuals with depression to develop the capacity for self-injury. Dow et al. (2021) found that individuals with a lifetime history of depression had higher rates of thwarted belongingness and perceived burdensomeness. In contrast, two studies did not find a statistically significant association between comorbid depression and suicide risk (Hedley et al., 2021; Shtayermman & Fletcher, 2022).
Rumination
Multiple studies examined the correlation between rumination and suicidality, with Arwert and Sizoo (2020) and Dell’Osso et al. (2019) both reporting a significant relationship between these constructs. Furthermore, Jachyra et al. (2022) highlighted challenges faced by autistic individuals in managing recurring suicidal ideation, with consequent emotional distress and fatigue.
Autistic Trait Severity
Several studies have reported a positive correlation between greater autistic trait severity, as measured by instruments such as the Autism Spectrum Quotient (AQ), and increased mental health challenges or suicidality (Cassidy et al., 2014, 2018; Costa et al., 2020; Dell'Osso et al., 2019; Hedley, Uljarević, Foley, et al., 2018; Jackson et al., 2018; Paquette-Smith et al., 2014; van Bentum et al., 2024). Greater trait severity was associated with higher depression, lower social support satisfaction, and increased loneliness (Hedley et al., 2018), with suicide risk escalating further among those who also displayed elevated alexithymia (Costa et al., 2020). One study reported a contrasting negative association, though this was based on a very small sample (Shtayermman, 2007). Adding longitudinal evidence, Hedley et al. (2025) found that autistic traits independently predicted self-harm at two-year follow-up over and above depression, a novel finding within autistic samples.
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5. Table: Characteristics of Included Studies and Their Respective Autistic Participants
	Author(s) and Study ID
	Year
	Country
	N
	Mean age (sd) 
	% Male
	ASD diagnosis
	Data source

	Arwert & Sizoo
	2020
	Netherlands
	75
	35.9 (13.0)
	61
	National guidelines 
	Self

	Barcelos et al. 
	2021
	UK
	36
	Median range: 25–34 
	50
	Formal diagnosis, NOS
	Self

	Camm-Crosbie et al. 
	2019
	UK
	200
	38.9 (11.5)
	38.5
	Self-report
	Self

	Cassidy et al. 
	2014
	UK
	374
	31.5 (10.9)
	68.4
	AAA 
	Self

	Cassidy et al. 
	2018
	UK
	164
	Males: 41.5 (11.7), 
Females: 38.9 (10.5) 
	39.6
	Self-report
	Self

	Cervantes et al. 
	2023
	US
	N/A
	Range: 17 - 25
	N/A
	ICD-9
	Database

	Costa et al. 
	2020
	Luxembourg
	150
	33.7 (11.8)
	32.7
	Self-report
	Self

	Cremone et al. 
	2023
	Italy
	24
	27.8 (7.0)
	70.8
	SCID-5 
	Self, clinician

	Fayena et al.
	2025
	Israel
	51
	24.31 (5.42)
	70.6
	Clinical diagnosis, verified
	Self

	Dell’Osso et al. 
	2019
	Italy
	34
	29.8 (12.1)
	52.9
	DSM-5 
	Self, clinician

	Dow et al. 
	2021
	US
	98
	28.2 (10.9)
	68.4
	Documented ASD diagnosis, NOS
	Self

	Graham et al. 
	2023
	UK
	374
	32.1 (11.5)
	31.3
	Self-report
	Self

	Hand et al. 
	2020
	US
	21 792
	Median (IQR): 35 (26, 46)
	74.5
	ICD-9 
	Database

	Hedley et al. 
	2017a
	Australia
	76
	25.15 (7.7)
	90.8
	Confirmed GP diagnosis
	Self

	Hedley et al.
	2018a
	Australia
	71
	26.14 (8.20)
	88.7
	Clinical diagnosis; AQ-Short ≥65
	Self

	Hedley et al.
	2018b
	Australia
	185
	37.11 (15.4)
	50.3
	Clinical diagnosis, Excluding self-diagnosis
	Self

	Table (continued)
	
	
	
	
	
	
	

	Hedley et al.
	2021
	Australia
	111
	42.45 (13.0)
	32.4
	Documented ASD diagnosis, NOS
	Self

	Hedley et al.
	2025
	Australia
	528 (T1), 209 (T2)
	T1: 36.97 (14.01)
T2: 34.20 (15.38)
	T1: 38.1%
T2: 47.4%
	Self-report
	Self

	Huntjens et al.
	2024
	Netherlands
	123
	37.4 (11.3)
	52
	DSM-5
	Self, clinician

	Hirvikoski et al.
	2020
	Sweden
	54 168
	24.13 (11.0)a

	No ID: 68.0
ID: 66.4
	Record review, ICD-9 to ICD-10 conversion
	Database

	Hooijer & Sizoo, 
	2020
	Netherlands
	74
	Median (IQR): 28.5 (23–42.3)
	60.8
	DSM-IV, ADI-R adaptation
	Self

	Jachyra et al. 
	2022
	Canada
	16
	22.5 (range 17 - 31)
	62.5
	DSM-5
	Chart review

	Jackson et al. 
	2018
	US
	56
	22.98 (6.0)
	46.4
	Institutional information sharing, self-report
	Self

	Kato et al. 
	2013
	Japan
	43
	33.7 (12.6)
	81.4
	DSM-IV, AQ-J
	Clinician

	Kirby et al. 
	2019
	US
	49
	32.41 (16.0)
	86
	ICD-9, ICD-10
	Database

	Kirby et al.
	2026
	US
	16b
	Range 19–62
	Not reported
	Participant report
	Self, clinician, parent-report

	Kõlves et al. 
	2021
	Denmark
	35 020
	20-29c
	73.4
	ICD-8, ICD-10
	Database

	Moseley et al. 
	2020
	UK
	102
	42.6 (14)
	28.4
	Self-report
	Self

	Moseley et al. 
	2022a
	UK
	314
	41.9 (13.4)
	26.8
	Self-report
	Self

	Moseley et al. 
	2022b
	UK
	314
	41.9 (13.4)
	26.8
	Self-report
	Self

	Moseley et al. 
	2023
	UK
	314
	41.9 (13.4)
	26.8
	Self-report
	Self

	Moseley et al.
	2025a
	UK
	1369d
	36.36 (14.77)
	23.8
	Self-report
	Self

	Moseley et al.
	2025b
	UK, Australia
	226
	41.8 (13.6)
	33.2
	Formally diagnosed, self-report
	Self

	Moxon-Emre et al. 
	2022
	Canada
	28
	23.3 (4.7)
	75
	DSM-5, ADOS-2
	Self, physician
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	Nyrenius et al. 
	2023
	Sweden
	63
	32.0 (10.5)
	42.9
	DSM-5
	Self

	Ota et al. 
	2020
	Japan
	20
	29.05 (6.4)
	80
	DSM-5
	Self, clinician

	Paquette-Smith et al. 
	2014
	Canada
	50
	34.5 (11.2)
	44
	Formal ASD diagnosis, NOS, AQ 
	Self

	Pelton et al. 
	2020a
	UK
	350
	41.9 (range 18 – 90)
	35.4 
	Self-report
	Self

	Pelton et al. 
	2023
	UK
	463
	41.55 (13.9)
	32.5
	Self-report
	Self

	Raja et al., 
	2011
	Italy
	26
	30.2 (9.8)
	96.2
	DSM-IV
	Chart review

	Roper et al.
	2025
	UK
	222
	60.9 (12.8)
	44.1
	Self-Report, RAADS-14
	Self

	Rydén et al. 
	2008
	Sweden
	6
	31.2 (8.9)
	0 
	ASDI, interview schedule 
	Self, clinician, chart-review

	Shtayermman
	2007
	US
	10
	19.7 (3)
	90
	KADI 
	Self, parent-report

	Shtayermman
	2008
	US
	10
	19.7 (3)
	90
	KADI 
	Self, parent-report

	Shtayermman
	2022
	US
	112
	36.03 (15.4)e
	38.9e
	ASD registry, NOS
	Self

	Shtayermman & Fletcher, 
	2022
	US
	112
	36.03 (15.4)e
	38.9e
	ASD registry, NOS
	Self

	Takara & Kondo 
	2014
	Japan
	37
	28 (10.9)f
	46
	DSM-IV, DSM-IV-TR
	Self, clinician

	Tsai et al. 
	2023
	Taiwan
	45 398
	Not reported
	83.1
	Psychiatrist per ICD-9-CM
	Database

	van Bentum et al. 
	2024
	Netherlands
	421
	45.5 (12.9)
	25.9
	DSM-IV-TR, DSM-5
	Database, self

	Weiner et al. 
	2023
	France
	50
	Males: 31.64 (10.9) 
Females: 29.51 (8.0)
	44
	ADI-R, ADOS-2
	Self, clinician

	Wilson et al.
	2025
	Australia
	33
	41.72 (11.49)
	42.4
	Clinical diagnosis
	Self



Note. N reflects participants with a formal ASD diagnosis only; AAA: Adult Asperger Assessment; ADI-R: Autism Diagnostic Interview-Revised; ADOS-2: Autism Diagnostic Observation Schedule-2; AQ: The Autism-Spectrum Quotient; AQ-J: Autism-Spectrum Quotient - Japanese Version; ASDI: The Asperger Syndrome (and high-functioning autism) Diagnostic Interview; DSM-IV: Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-IV-TR: Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text-Revision; DSM-5: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition; GP: General Practitioner; ICD-8: International Classification of Diseases, Eighth Revision; ICD-9: International Classification of Diseases, Ninth Revision; ICD-9-CM: International Classification of Diseases, Ninth Revision, Clinical Modification; ICD-10: International Classification of Diseases, Tenth Revision; ID: Intellectual disability; IQR: Interquartile range; KADI: Krug Asperger's Disorder Index; NOS: Not Otherwise Specified; UK: United Kingdom; RAADS-14: Ritvo Autism and Asperger Diagnostic Scale; US: United States; SCID-5: The Structured Clinical Interview for DSM-5 disorders.
a Age at suicide attempt in individuals with ASD without ID or ADHD.
b 16 of the 38 participants were autistic adults. In the autistic adult group, two participants reported engaging in a process of self-diagnosis only while the majority had formal diagnoses.
c 68.99% of participants fell within this age range.
d Sample includes formally diagnosed (63.62%) and possibly autistic participants (those self-identifying as autistic or awaiting assessment)
e Calculated based on all 144 participants (Not all with ASD)
f Mean age for the participants classified as suicide attempter

