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ABSTRACT 
Autistic people are overrepresented among people experiencing homelessness, and better recognition of autism may improve 
access to homelessness services. This study examined whether staff working in homelessness services identify autism in service 
users. A total of 203 staff working with people experiencing homelessness in the UK completed an online survey in which they 
were asked to identify a mental health or neurodevelopmental condition from five vignettes co‐developed with experts by 
experience. Participants were most accurate at identifying more traditional presentations of autism and least accurate at 
identifying Emotionally Unstable Personality Disorder (EUPD). Personal or professional connection to, and experience with, 
autism did not predict accuracy or whether participants said they would make adaptations. These findings suggest that 
recognition of more nuanced presentations of autism needs to improve. Future research should examine how adaptations are 
implemented in practice and how service users experience those adaptations.   

‘Homelessness’ is defined as the lack of fixed night‐time 
accommodation (Fazel et al. 2014). The term homelessness 
covers a range of experiences, from rough sleeping to ‘hidden 
homelessness’ e.g., sofa surfing (Fazel et al. 2014). The 2023 
‘annual snapshot’ identified 3,898 people rough sleeping across 
England, and 109,000 households living in temporary accom-
modation between July and September 2023 (Crisis UK 2024; 
Department for Levelling Up, H. & C 2024). Figures from Jan-
uary to March 2024 indicate a sharp increase of 19.8% in people 
and families experiencing homelessness compared to figures 
from the same period the previous year (Ministry of Housing, C. 
& L. G 2024), with socio‐political factors such as lack of 
affordable living and increased cost of living likely playing a 
role. People experiencing homelessness face increased risk of 
harm from others, poor mental health and reduced life ex-
pectancy (Crisis 2023). 

Autism is a neurodevelopmental condition characterised by 
differences in social communication and interaction, in addi-
tion to restricted and repetitive behaviours and/or interests 
(American Psychiatric Association 2022). Emerging evidence 
suggests autistic people1 are at elevated risk for homelessness. 
Churchard et al. (2019) interviewed keyworkers of 106 people 
experiencing homelessness in London with the aim of assessing 
autistic traits. It was found that 12.3% of the sample had a level 
of autistic traits consistent with diagnostic criteria. In a similar 
study conducted in Ireland, 3% of a homeless sample demon-
strated a level of autistic traits indicative of meeting diagnostic 
criteria, with an additional 9% of participants indicating a level 
of autistic traits that ‘possibly’ indicate autism (Boilson 
et al. 2023). In contrast, autism prevalence in the general 
population is between 1% and 2% (Brugha et al. 2011; 
Zeidan et al. 2022). 
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There is limited research as to why autistic people are likely 
overrepresented in homeless populations. The core features of 
autism may offer some explanation. Differences in social com-
munication and interaction between autistic and non‐autistic 
peers may lead to increased relationship breakdown and limit 
social support networks, which in turn may lead to becoming 
homeless. These social differences may also make it more dif-
ficult to live in shared living spaces, adding difficulties getting 
out of the cycle of homelessness due to the unsuitability of 
temporary accommodation and limited options for permanent 
solo living spaces. Preference for sameness may add further 
challenges when managing change and uncertainty involved in 
finding a living place. Sensory sensitivities, common for many 
autistic people, may make available homes unsuitable, therefore 
limited the options available (Kargas et al. 2019; Osborn and 
Young 2022). However, it is important to consider these dif-
ferences through the lens of the social disability model. That is, 
the increased risk of homelessness for autistic people is likely 
caused by neurotypical‐biased norms and limited societal 
empathy and understanding, rather than inherent differences 
(Woods 2017). For instance, limited understanding of 
autism and empathy from others may lead to misunderstanding 
or misinterpretation of behaviours and contribute to the 
breakdown of suitable housing (Lockwood‐Estrin and 
Churchard 2024). It is well documented that autistic people face 
additional barriers to accessing services, likely due to barriers 
imposed by neurotypical norms and expectations (Mason 
et al. 2019; Lockwood‐Estrin and Churchard 2024). 

In addition to increased risk of becoming homeless, autistic 
people may face additional barriers when accessing and 
navigating housing services. For instance, differences in 
communication and interaction styles and/or challenges 
understanding implicit social norms likely lead to 
misunderstanding or misinterpretation of behaviours. In 
some cases, this may lead to individuals being turned away 
from services, or having difficulties approaching or engaging 
with support. Executive functioning differences, such as a 
need for increased processing time, logical thinking styles, 
and difficulties managing uncertainty and change have also 
been noted by autistic people to impair access to services 
(Stone 2022; Stone et al. 2022). Therefore, enhanced under-
standing, specialist support, and adaptations are required to 
improve support for autistic people facing homelessness 
(Garratt and Flaherty 2023). 

Early appropriate support is a key factor for improving out-
comes for autistic people (Mozolic‐Staunton et al. 2020; Shaw 
et al. 2023). A diagnostic label is often the main avenue to 
appropriate support, yet the evidence suggests that many people 
experiencing homelessness have above diagnostic threshold 
levels of autistic traits yet no formal diagnosis. Therefore, 
recognition of autistic traits by staff working in homelessness 
services is essential to ensure timely and appropriate support is 
offered to all. 

Autism is often considered a ‘hidden disability’ (Hickey 2023; 
Shannon 2019). The term ‘hidden disability’ is used to describe 
autism due to (1) the large heterogeneity in presentations and 
experiences (Hickey 2023), (2) some autistic traits being 
‘internal’ or ‘relational’ and not visible to others, and (3) some 
autistic people's ability to adapt or mask their autistic traits in 
social situations (Cook et al. 2021). Emerging evidence has 

broadened the understanding of the heterogeneity in autism 
presentations. Evidence has shown that individuals presenting 
with a nuanced presentation of autism experience missed, mis‐ 
or delayed diagnoses and support (Kentrou et al. 2024; Young 
et al. 2018). 

People with a better understanding of ‘hidden disabilities’ 
have a greater ability to recognise them (The Cabinet 
Office 2020). Autism‐specific training for staff may influence 
the level of recognition and support offered to autistic people 
accessing homelessness services. Studies completed in com-
munity health teams and youth offending teams have shown 
that staff members who complete autism‐specific training 
have greater autism awareness and are more likely to 
implement adaptations when working with autistic in-
dividuals (Ashworth and Tully 2017; Clark et al. 2016). 
Beyond the work context, existing literature also demon-
strates that personal connections with autism (e.g. an autistic 
family member) significantly increases autism awareness 
(Dillenburger et al. 2013). It is unclear, however, as to 
whether training and/or personal connection to autism has 
this impact in a homelessness context, and/or if it increases 
the awareness of nuanced presentations of autism. 

Autistic people are up to 12 times more likely to experience 
poor mental health than non‐autistic individuals (Lai 
et al. 2019). Many autistic people, particularly those with 
nuanced presentations, have experienced misdiagnosis prior to 
receiving their autism diagnosis (Fusar‐Poli et al. 2022; Hull 
et al. 2020a; Kentrou et al. 2024). For instance, a recent large‐ 
scale study found 0.7% of autistic adults received a diagnosis of 
emotionally unstable personality disorder (EUPD) prior to their 
autism diagnosis; however, the EUPD diagnosis only remained 
stable for 52% of these individuals following autism diagnosis. 
Similarly, 1% had a preceding diagnosis of a psychotic disorder; 
however, this diagnosis only remained stable for 45.4% of par-
ticipants (total n = 72,331) (Martini et al. 2025). EUPD is 
characterised by a pattern of intense and unstable relationships, 
a disturbed sense of self, impulsive behaviours, difficulties with 
emotion regulation and chronic feelings of emptiness (World 
Health Organisation 2022). Psychotic disorders are char-
acterised by an altered sense of reality, such as hallucinations or 
delusions, in addition to a range of behaviours including 
disorganised thinking and behaviours, blunted affect or psy-
chomotor disturbances (World Health Organisation 2022). 
Misdiagnosis for autistic people may be explained by a mis-
interpretation of autistic features such as difference in emo-
tional expression and non‐verbal behaviours, in addition to 
differences in social interaction preferences. Staff working in 
homelessness service may be more familiar with mental health 
presentations due to elevated prevalence within populations 
experiencing homelessness, with estimated prevalences of 
23.1% for personality disorders and 12.7% for psychosis (Fazel 
et al. 2008). Therefore, recognition of autism and related needs 
in homelessness services may be overshadowed by cooccurring 
mental health diagnoses. 

Taken together, the heterogenous presentations of autism, 
autistic people's vulnerability to poor mental health and the 
overrepresentation of mental health difficulties in homelessness 
services, in combination with limited access to specific autism 
training, may contribute to poor recognition of and support for 
autism‐related needs. 
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1 | Aims and Hypotheses 

This study aims to explore the extent to which staff working in 
homelessness services identify autism in service users, and 
whether staff consider making adaptations to service users 
support. 

The hypotheses are as follows:  

1. Staff working in homelessness services will identify 
autism in service user vignettes less accurately than other 
diagnoses (e.g., psychosis, personality disorder).  

2. The accurate identification of autism will be predicted by 
prior experience and/or autism‐specific training.  

3. Prior experience and/or autism‐specific training predicts 
the presence of adaptations to support for autistic service 
users. 

2 | Materials and Method 

2.1 | Participants 

Staff with more than 6 months experience working in home-
lessness services (third sector, government agencies, or housing 
associations) in the UK, with face‐to‐face contact with service 
users were invited to participate via the researchers’ networks, 
social media, and direct contact with services via email. 

A power analysis was conducted using GPower version 3.1.9.2. 
A medium Cohen's f effect size of 0.25 was used based on the 
results of Tsirgiotis et al. (2022) who reported Cohen's f of 
0.24–0.62 (converted from Log Odds Ratios). The lower end of 
this range was chosen to allow for medium effect sizes to be 
detected in this study. To achieve power of 0.80 for an effect size 
of 0.25, a sample size of 200 participants was required. 

A total of 314 potential participants expressed interest in com-
pleting the study between January and October 2024. Of these, 
261 participants commenced the main survey; however, 58 were 
removed due to incompletion. Therefore, a final sample of 203 
participants were included in the analysis. Demographic data 
can be found in Table 1. 

2.2 | Design 

Using vignettes allows for the amalgamation of service user 
characteristics, whilst maintaining anonymity. This design has 
been utilised in studies examining the recognition of autism 
(e.g. Whitlock et al. 2020). A randomised design was used to 
present five vignettes to participants and measure the effect of 
vignette type on the likelihood of diagnosis. 

3 | Materials and Measures 

3.1 | Vignette Development 

An initial vignette framework was developed between authors 
(VM and GLE) to ensure consistency across the vignettes. The 
framework included a statement for the start of each vignette 
(‘You are working with [name] who is in their 30s and is cur-
rently experiencing homelessness. You have received a referral 

from the local authority as their temporary accommodation 
arrangement has broken down and they are at risk of rough 
sleeping.’), and five descriptors to include for each:  

1. The problem(s) with temporary accommodation  

2. The key event first leading to homelessness.  

3. The first contact with homelessness services from the 
perspective of the service user.  

4. The first contact with the homelessness service from the 
perspective of ‘your’ (the reader's) colleague.  

5. The perspective of the current contact from the person 
reading the vignette. 

This framework was finalised with an autistic woman who 
works in a homelessness service and who has lived experience 
of homelessness, and the final author (AC). 

Vignettes were subsequently co‐developed with (1) staff in 
homelessness services with experience of working with autistic 
service users, (2) researchers working in the field of homeless-
ness and autism, and (3) service users with a personality dis-
order, psychosis, or an autism diagnosis, in addition to 
experience of homelessness, to enhance face validity (Evans 
et al. 2015; Gould 1996). Two autism vignettes were included to 
capture the ‘nuanced’ presentation of autism based on the 
‘female phenotype’ (Hull et al. 2020a, 2020b), in addition to 
more traditional presentations of autism. Psychosis and Emo-
tionally Unstable Personality Disorder (EUPD) presentations 
were chosen in discussion with staff working in homelessness 
services, and due to evidence of misdiagnosis of psychosis/ 
EUPD for autistic individuals (Belcher et al. 2023; Lai and 
Baron‐Cohen 2015; Van Schalkwyk et al. 2015). All experts by 
experience were paid £15. 

To enhance content validity an iterative process was followed to 
ensure majority agreement on the presentation described. An 
online survey was created via Qualtrics including the five 
vignettes presented in a random order, and an open‐text box 
after each in which participants were asked to ‘Please state the 
diagnosis (if any) you think this service user may have. Please 
only enter one diagnostic label, if you do not know or are not 
sure please state ‘not sure’. If you think the service user has no 
psychological diagnosis, then please put ‘none’. 

The validation survey was circulated to clinical psychologists 
(including DClinPsych trainees) through the researchers’ net-
works and social media. Data were preliminarily checked after 
16 responses to the validation survey revealing only 1/16 par-
ticipants accurately labelled the EUPD vignette (the other 
vignettes ranged from 70% to 100% accuracy; see Table 2). The 
EUPD vignette was subsequently amended in consultation with 
a clinical psychologist working in a personality disorder service 
and a trainee clinical psychologist with experience working 
with this population. Following these consultations, traits of 
impulsivity, emotional lability, relationship breakdown and 
risky behaviour were emphasised within the vignette and the 
updated EUPD vignette was added to the validation survey. 

Forty psychologists completed the second phase of the valida-
tion survey. The updated survey was not sent to psychologists 
who had previously been invited, therefore, it is probable that 
these responses were new participants; however, this cannot be 
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TABLE 1 | Participant demographics.    

Variable   N (%)  

Gender Male (including trans man) 59 (29%)   
Female (including trans woman) 139 (68.5%)   
Non‐binary/gender fluid 2 (1%)   
Prefer not to say 2 (1%)   
Missing 1 (0.5%) 

Mean age   41.5 years (SD = 11.9) 
Age range   20–69 years 
Ethnicitya Asian 2 (1%)   

Black African 3 (1.5%)   
Mixed/Multiple Ethnicities 6 (3%)   
White British 169 (83.3%)   
White Other 22 (10.7%)   
Prefer not to say 1 (0.5%) 

UK nation Englandb 185 (91%)   
Wales 4 (2%)   
Scotland 1 (0.5%)   
Northern Ireland 1 (0.5%)   
Not Specified 12 (6%) 

Service type Third Sector/Charitable 142 (73%)   
Government/Local Authority 51 (25%)   
NHS 6 (3%)   
Housing Associations 3 (1.5%)   
Other not specified 1 (0.5%) 

Mean time working in homelessness 
service   

7.12 years (SD = 7.23) 
Range = 0.5–30 years 

Autism diagnosis Formal Diagnosis 3 (1.5%)   
Self‐Identify 9 (4.4%)   
Not autistic 181 (89.2%)   
Prefer not to say 9 (4.4%)   
Missing 1 (0.5%) 

Other neurodivergent (ND) Diagnosis No other ND diagnosis 156 (76.8%) 
Formal ND diagnosis 29 (14.3%) 
Self ND diagnosis 28 (13.8%) 
Prefer not to say 6 (3%) 

Known autistic person in personal life Close family member(s) 72 (35%) 
Extended family member(s) 37 (18.2%) 
Friend(s) 83 (40.9%) 
Romantic partner(s) 19 (9.4%) 
Colleague(s) 47 (23.2%)   
Other 12 (5.9%)   
Prefer not to say 5 (2.5%)   
I do not know any autistic people in 
my personal life 

41 (20.2%) 

Experience working with autistic service 
users 

Yes 175 (86.2%) 
No 16 (7.9%) 
Unsure 12 (5.9%) 

(Continues) 
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guaranteed as participation was anonymous. As the other 
vignettes remained the same, data from both validation 
phases (n = 56) have been included for all but the EUPD 
vignette (n = 40). 

3.2 | Online Survey 

For the main survey, following the information sheet and consent 
form (see Appendix 4), five vignettes were presented to participants 
in a randomised order via Qualtrics to reduce order effects. An open 
text box with the following instructions was presented after each 
vignette ‘please state the diagnosis (if any) you think this service 
user may have. Please only enter one diagnostic label, if you do not 
know or are not sure please state ‘not sure’. If you think the service 
user has no psychological diagnosis, then please put ‘none’’. Parti-
cipants were then asked to rate the likelihood that the service user 
would meet diagnostic threshold for a list of mental health and 
neurodevelopmental conditions on a visual analogue scale (VAS) 
ranging from ‘0’ – not at all likely, to ‘100’ – extremely likely. The 
list of diagnoses was decided in discussion with experts by experi-
ence and included: autism, depression, generalised anxiety disorder, 
personality disorder, psychosis, substance misuse. These options 
were selected to include choices beyond those represented in the 
vignettes, to minimise participants learning or assuming the ‘cor-
rect’ response. Options were presented in alphabetical order. 

For each vignette, participants were asked if they would adapt 
the provision they provide using yes/no/unsure options. If the 
participant indicated ‘yes’ or ‘unsure’ the participant was asked 
‘what adaptations to support would you consider for this service 
user’ in an open text box. 

Demographics: Participants were asked to state their age 
in years, gender and ethnicity. Participants were then asked to 
state the type of service they worked in from multiple choice 
options and their job title, number of years of experience in 
homelessness services, UK county in open text box. 

Autism experience: Participants were asked whether they 
have a formal or self‐identify of autism and/or other neurodi-
vergent diagnosis. Participants were asked if they know anyone 
who has an autism diagnosis in their personal life, and whether 
they have worked with autistic service users and to estimate 
how many to the nearest 10. They were asked whether they 
have received specific autism training and to provide details 
about the duration, context, content and timing of the training. 

Psychosis and EUPD experience: the same questions out-
lined in the section above were adapted to ask participants 
about psychosis and EUPD. 

A full copy of the survey can be found in Appendix 4. 

3.3 | Procedure 

Ethical approval was received from University of Oxford 
Medical Sciences Interdivisional Research Ethics Committee 

TABLE 1 | (Continued)    

Variable   N (%)  

Average number of autistic service users 
worked withc   

28.92 (SD = 80.94)   
Range = 0–1000 service users 

Autism specific training Yes 102 (50.2%) 
No 101 (49.8%) 

aOther ethnicities were shown to participants; however, only the ethnicities selected are presented here. 
bRepresentation was present from all English regions; full breakdown can be found in Appendix 6. 
cParticipants were asked to estimate the number of service users they have worked with, but it did not specify in their current role, therefore some participants have 
estimated across their careers.  

TABLE 2 | Vignette development survey participant responses.    

Vignette Label N (%)  

Traditional 
autism 

Autisma 48 (85.7%)   

No diagnostic label 8 (14.3%) 
Nuanced 
autism 

Autisma 39 (69.6%)b   

None/not sure 13 (23.2%)   
‘interpersonal 
difficulties linked to 
trauma’ 

1 (1.8%)   

‘anti‐social personality 
disorder’ 

1 (1.8%)   

Acquired brain injury 1 (1.8%) 
Psychosis Psychosis 32 (76.8%)   

None/not sure 9 (16.1%)   
Complex Trauma 1 (1.8%)   
Autism 3 (5.4%) 

EUPD EUPD 26 (65%)c   

‘insecure attachment’ 1 (2.5%)   
‘anxiety/social anxiety’ 2 (5%)   
Autism 2 (5%)   
none 4 (10%)   
‘trauma’/‘CPTSD’/ 
‘Childhood abuse’ 

5 (12.5%) 

No additional 
diagnosis 

None 45 (80.4%),   

Low mood/ 
‘circumstantial’ 
depression 

11 (19.6%) 

Note: The intended/accurate answer is in bold for each vignette. All percentages 
have been rounded to the nearest one decimal point. 
Abbreviation: EUPD, emotionally unstable personality disorder. 
aIterations of autism were suggested, including ‘ASD’ and ‘autism spectrum condition’. 
bThe authors deemed this acceptable as the concept of nuanced autistic traits 
(based on the notion of a female autism phenotype; Hull et al. 2020) has emerged 
in recent years and likely explains lack of recognition. 
cDue to debate regarding the overlap between trauma and EUPD (Lewis and 
Grenyer 2009), and research evidencing the misdiagnosis between EUPD and 
autism (Fusar‐Poli et al. 2022), 65% was deemed an acceptable threshold.  
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(R90351/RE001). Participants were invited to take part via e-
mail, social media, and posters (see Appendix 2). To reduce the 
likelihood of artificial or ‘bot’ data, participants were initially 
directed to an ‘expression of interest’ survey in which they were 
asked to include their job role, their place of work and a 
workplace email address (See Appendix 3). If the researchers 
were unsure about the authenticity of the contact details, the 
potential participant was contacted to confirm they met inclu-
sion criteria. A link for the online survey was then sent directly 
to the participant via email. 

Once participants accessed the main survey link, they were 
shown an information sheet and consent form, followed by the 
vignette block, the demographic block, the autism experience 
block and the psychosis/EUPD block in order. Once data col-
lection was closed (October 2024), all participants were sent a 
debrief email (see Appendix 5). 

3.3.1 | Ethical Considerations 

Participants were not informed that autism is the focus on the 
study at the start of the study. This was essential as if partici-
pants were aware that the aim of the study was to assess their 
ability to identify autism, they would likely be vigilant to per-
ceived traits and answers may be biased. Participants were told 
the study aimed to investigate staff members’ ability to identify 
service user needs. Participants were debriefed via email (See 
Appendix 5). Participants were given a £10 voucher upon 
completion of the survey. 

3.4 | Data Analysis 

Analysis was conducted using SPSS Version 29.0.2.0. 

Data were manually checked for fraudulent responses. If par-
ticipants did not provide open text responses during the vignette 
block of questions, their answers in the demographic and ex-
perience blocks were examined to determine whether responses 
appeared realistic and appropriate. If participants did not 
accurately respond to the ‘attention check’ question, their open 
text responses were examined to determine engagement with 
the survey. All data were deemed to be appropriate and realistic. 

3.4.1 | Continuous Accuracy Scores 

Following the original proposed data analysis plan, discrepancy 
variables were created from the VAS for each of the ‘correct’ 
answers for each vignette by subtracting the participant's score 
from 100. As the VAS were not forced responses, if a participant 
had left it blank but had demonstrated their understanding of 
the VAS in other vignettes, their discrepancy score was assumed 
to be 100 (indicating a VAS of 0). These scores were imputed 
manually for each participant. Lower discrepancy scores indi-
cate greater accuracy. 

3.4.2 | Dichotomous Accuracy Scores 

After initial data analysis was complete, feedback from col-
leagues and peer reviewers highlighted that continuous data 
(described below) may be describing participant confidence in 
diagnostic labels rather than accuracy. Furthermore, it was 
noted that as participants were selecting labels from a ‘forced 

choice’ list, this likely influenced their answers. Therefore, the 
authors manually coded accuracy as accurate/not accurate 
variables based on participant open‐text responses. 

For vignette one and two, any open‐text response including a 
label describing autism (i.e. autism, ASD, Asperger's, autistic) 
was coded as ‘1’ or ‘accurate’. All other open‐text labels were 
coded as ‘0’ or ‘not accurate’. Open‐text responses were coded as 
accurate for vignette three if they included any mention of 
psychosis, schizophrenia or paranoia. For vignette four, open‐ 
text responses mentioning any personality disorder (including 
abbreviations such as ‘PD’) were coded as accurate. 

3.4.3 | Hypothesis One 

In line with the original data analysis plan, to compare variation 
in accuracy (continuous DV: discrepancy score) across vignettes 
(categorical IV: autism, psychosis, PD), a one‐way repeated 
measures ANOVA was conducted. Pairwise comparisons were 
analysed, with Bonferroni corrections for multiple comparisons. 

To address the likelihood that discrepancy scores likely measure 
confidence rather than accuracy, additional analysis was conducted 
utilising the dichotomous accuracy scores. To test overall differ-
ence in accuracy across vignettes, a Cochran's Q test was con-
ducted. Pairwise McNemar's tests were subsequently conducted to 
compare each vignette directly. Binominal McNemar's test are 
reported due to counts less than 25 in some cells. Bonferroni 
corrections were applied to pairwise comparisons. 

3.4.4 | Hypothesis Two 

Multiple linear regressions were conducted to determine whether 
prior experience/training (IVs: number of years working in 
homelessness services (continuous variable), participant's autism 
diagnosis (dichotomous autistic/not autistic variable), whether 
they have a known autistic person in their own life (dichotomous 
yes/no variable), the number of autistic people worked with 
(continuous variable), and autism‐specific training received 
(dichotomous yes/no variable)) predict accuracy on the autism 
vignettes (continuous DV: discrepancy score). 

3.4.5 | Hypothesis Three 

Binominal logistic regressions were completed to determine 
whether prior experience/training (IVs: number of years 
working in homelessness services, participant's autism diagno-
sis, personal experience (e.g. autistic family, friend, colleague), 
professional experience, the number of autistic people worked 
with, and autism‐specific training received) predict whether the 
participant will adapt support (categorical DV: yes/no) for 
autistic service users depicted in the vignettes. 

4 | Results 

4.1 | Hypothesis One: Staff Working in 
Homelessness Services Will Identify Autism in 
Vignettes Less Accurately Than Other Diagnoses 
(e.g., Psychosis, Personality Disorder) 

All assumptions were met with the exception of the assumption 
of sphericity, Huynh‐Feldt correction was applied (ε = 0.97). 
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Discrepancy scores were statistically significantly different 
across vignettes, F(2.91, 587.61) = 36.24, p < 0.001, partial 
η2 = 0.152. Post‐hoc analysis with Bonferroni corrections 
revealed that participants were significantly more accurate at 
labelling the diagnosis presented in vignette one (‘traditional 
autism’) compared to vignette two (‘nuanced autism’, mean 
difference = −9.41, 95% CI [−15.53 to −3.30], p < 0.001), 
vignette three (psychosis, mean difference = −10.16, 95% CI 
[−16.41 to −3.90], p < 0.001) and vignette four (EUPD, mean 
difference = −26.35, 95% CI [−33.73 to 18.97], p < 0.001). 

Participants were significantly more accurate at labelling 
vignette two (‘nuanced autism’) compared to vignette four 
(EUPD, mean difference = −16.94, 95% CI [−24.29 to −9.59], 
p < 0.001), but not vignette three (psychosis, mean differ-
ence = −0.74, 95% CI [−7.41 to 5.92], p = 1.00). Participants 
were significantly more accurate at labelling vignette three 
(psychosis) compared to vignette four (EUPD, mean differ-
ence = −16.19, 95% CI [−23.39 to −8.99], p < 0.001). Labels and 
accuracy for each vignette can be found in Table 3. 

A similar pattern of findings was found using the dichotomous 
accuracy scores. Cochran's Q test indicated significant differ-
ences across the five conditions, Q(4, N = 203) = 117.63, 
p < 0.001. Post‐hoc McNemar's tests with Bonferroni correction 
(α = 0.005) showed that participants endorsed significantly 
more ‘accurate’ responses in the traditional autism vignette 
compared to the nuanced autism vignette (exact binomial test, 
p < 0.001), the psychosis vignette (exact binomial test, 
p < 0.001), the EUPD vignette (exact binomial test, p < 0.001). 

Participants were significantly more accurate for the nuanced 
autism compared to the EUPD vignette (exact binomial test p< 
0.001) but not the psychosis vignette (exact binomial test, 
p = 0.550), and more accurate for the psychosis compared to 
EUPD vignette (exact binomial test p< 0.001). 

4.2 | Hypothesis Two: The Accuracy of 
Identification of Autism Will Be Predicted By Prior 
Experience, and/or Autism‐Specific Training 

Vignette one 

Assumption checks for the linear regression analysis found that 
there was independence of residuals, as assessed by a Durbin– 
Watson statistic of 1.946. P–P plots were visually inspected, and 
data were deemed normally distributed. One data point had a 
high leverage point (0.77); however, it was not an outlier, nor a 
high influential point, therefore, it was included in the analysis. 

The model was not statistically significant, F(6, 173) = 1.084, 
p = 0.374, adj R2 = 0.3%; prior experience (number of years 
working in homelessness services, participant's autism diagno-
sis, known autistic person in persona life, number of autistic 
people worked with, and autism‐specific training received) did 
not predict accuracy (discrepancy scores) for vignette one. 

Vignette two 

Assumption checks for the linear regression analysis found that 
there was independence of residuals, as assessed by a Durbin‐ 
Watson statistic of 2.109. P–P plots were visually inspected, and 
data were normally distributed. One data point had a high 
leverage point (0.77) and high influential point ( > 1); therefore, 
it was excluded in the analysis. 

TABLE 3 | Percent accurate and other diagnostic label(s) provided 
by participants separated by vignette number.        

N (%)  

Vignette 1 Addiction 1 (0.5%) 
ADHD 3 (1.5%) 
Autismd 161 (79.3%) 
Anxietyb 18 (8.9%) 
Depression 3 (1.5%) 
Developmental 
disorder 

2 (1%) 

Dyslexia 1 (0.5%) 
Neurodivergentd 6 (3%) 
None 1 (0.5%) 
Not Sure 16 (7.9%) 
Personality disordere 1 (0.5%) 
Social and emotional 
challenges 

1 (0.5%) 

Traumac 2 (1%) 
Mean discrepancy 
score 

= 25.50 
(SD = 26.16) 

Vignette 2 Addiction 1 (0.5%) 
ADHD 8 (3.9%) 
Anxietyb 13 (6.4%) 
Autisma 127 (62.6%) 
Bipolar 2 (1%) 
Depression 2 (1%) 
Developmental 
disorder 

1 (0.5%) 

Dyslexia 1 (0.5%) 
Learning difficulty 1 (0.5%) 
Learning disability 1 (0.5%) 
Neurodivergentd 5 (2.5%) 
None 3 (1.5%) 
Not Sure 30 (14.8%) 
Personality disordere 16 (7.9%) 
Psychosisf 4 (2%) 
Traumac 2 (1%) 
Mean discrepancy 
score 

= 34.91 
(SD = 30.41) 

Vignette 3 ADHD 4 (2.0%) 
Anxietyb 3 (1.5%) 
Autisma 7 (3.4%) 
Bipolar 2 (1%) 
Depression 3 (1.5%) 
Mental Health 4 (2%) 
None 1 (0.5%) 
Not Sure 29 (14.3%) 
Personality disordere 21 (10.3%) 
Psychosisf 134 (66%) 

(Continues) 
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The model was not statistically significant, F(6, 172) = 0.551, 
p = 0.769, adj R2 = −1.5%; prior experience (number of years 
working in homelessness services, participant's autism diagno-
sis, known autistic person in persona life, number of autistic 
people worked with, and autism‐specific training received) did 
not predict accuracy (discrepancy scores) for vignette two. 

Standardised beta coefficients for both vignettes can be found in 
Table 4. 

4.3 | Hypothesis Three: Prior Experience and/or 
Autism‐Specific Training Predicts the Presence of 
Adaptations to Support for Autistic Service Users 

Summary statistics can be found in Table 5. 

Vignette one 

Assumption checks for the logistic regression found there were 
nine standardised residuals with a value of −2.615 to –5.281 
standard deviations; these cases were checked and were 
included in the analysis. All other assumptions were met. 

The logistic regression model was not statistically significant, 
χ2(8) = 9.446, p = 0.306. The model explained 11.1% 
(Nagelkerke R2) of the variance in adaptations made and cor-
rectly classified 86.1% of cases. Sensitivity was 98.7%, specificity 
was 4.3%, positive predictive value was 87.06% and negative 
predictive value was 33.33%. 

Participant's own autism diagnosis, known autistic person in 
persona life, number of autistic people worked with, and 
autism‐specific training received did not predict whether staff 
would make adaptations to support for the service user depicted 
in vignette one. However, the number of years working in 
homelessness services (odds ratio = 0.60) and whether a person 
has worked with an autistic person or not (odds ratio = 12.57) 
were significant independent predictors of whether adaptations 
were made. 

Vignette two 

Assumption checks for the logistic regression found there were 
nine standardised residuals with a value of −2.56 to −4.64 
standard deviations; these cases were check and were included 
in the analysis. All other assumptions were met. 

The logistic regression model was not statistically significant, 
χ2(8) = 5.86, p = 0.663. The model explained 4.7% (Nagelkerke 
R2) of the variance in adaptations made and correctly classified 
100% of cases. Sensitivity was 100%, specificity was 0%, positive 
predictive value was 85.55% and negative predictive value 
was 0%. 

Prior experience (number of years working in homelessness 
services, participant's autism diagnosis, known autistic person 
in persona life, number of autistic people worked with, and 
autism‐specific training received) did not predict whether staff 
would make adaptations to support for the service user depicted 
in vignette two. 

Table 6 summarises the odds ratio and confidence intervals for 
each vignette. 

5 | Discussion 

There is evidence of a higher prevalence of autistic traits in 
populations experiencing homelessness, compared to the gen-
eral population. Autistic people experiencing homelessness may 
face additional barriers when accessing and navigating services, 
requiring additional support. This study aimed to explore 
whether staff working in homelessness services were able to 
accurately identify autism in vignettes of service users experi-
encing homelessness. 

The results showed that compared to vignettes depicting service 
users with nuanced presentations of autism, psychosis and 
emotionally unstable personality disorder (EUPD), participants 
were more accurate at identifying traditional presentations of 
autism, refuting our initial hypothesis. Participants had similar 
levels of accuracy when identifying nuanced presentations of 
autism and psychosis in the vignettes. Participants were least 

TABLE 3 | (Continued)        

N (%)  

Substance misuse 3 (1.5%) 
Mean discrepancy 
score 

= 35.66 
(SD = 30.09) 

Vignette 4 Adjustment disorder 1 (0.5%) 
Anxietyb 28 (13.8%) 
Attachment Disorderg 13 (6.4%) 
Autisma 25 (12.3%) 
Bipolar 2 (1%) 
Depression 17 (8.4%) 
None 4 (2%) 
Not Sure 29 (14.3%) 
Personality 
Disordere 

79 (38.9%) 

Psychosisf 5 (2.5%) 
Self‐Harm 1 (0.5%) 
Suicidality 1 (0.5%) 
Traumac 29 (14.3%) 
Mean discrepancy 
score 

= 51.85 
(SD = 35.80) 

Vignette 5 Anxietyb 43 (21.2%) 
Depression 79 (38.9%) 
None 82 (40.4%) 
Not Sure 12 (5.9%) 
Traumac 1 (0.5%) 

Note: some participants provided more than one label for each vignette therefore 
the n > 203 and the percentages will be > 100%. 
Correct response is in bold for each vignette. 
Abbreviations: ADHD, attention deficit hyperactivity disorder; SD, standard deviation. 
aResponses included all descriptions of autism: ‘autism spectrum condition’, 
‘autism spectrum disorder’, ‘ASD’, ‘Aspergers’ ‘possible autism’ and ‘autistic’. 
bResponses included ‘anxiety disorder’, ‘anxiety’, ‘generalised anxiety disorder’, 
‘GAD’, ‘possible anxiety’, ‘Social Anxiety’ and ‘severe anxiety’. 
cResponses included ‘Complex PTSD’ and ‘trauma’. 
dResponses included ‘neurodiverse’ and ‘neurodivergent’. 
eResponses included ‘Narcissistic Personality Disorder’, ‘Borderline Personality 
Disorder’, ‘EUPD’ and ‘Personality Disorder’. 
fResponses included ‘psychosis’, ‘schizophrenia’, ‘paranoia’, ‘paranoid psychosis’, 
‘drug induced psychosis’, ‘schizoaffective disorder’, ‘psychotic disorder’ ‘first 
episode psychosis’. 
gResponses include ‘anxious attachment’, ‘attachment difficulties’, ‘attachment 
disorder’, ‘attachment issues’, ‘disordered attachment style’.  
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accurate at identifying EUPD in the vignettes. Regression 
analyses revealed that participants’ accuracy at identifying 
‘traditional’ and ‘nuanced’ presentations of autism in the 
vignettes, and whether they would make adaptations when 
working with these service users, were not predicted by per-
sonal or professional experience or training; thus, not sup-
porting our second and third hypotheses. The majority of 
participants stated that they would make adaptations for all of 

the service users depicted in all but the ‘control’ vignette, sug-
gesting that staff working in homelessness services are adept at 
recognising service users’ needs and considering needs‐led 
support regardless of diagnostic status. 

Interestingly, participants were significantly more accurate at 
identifying ‘traditional’ compared to ‘nuanced’ autism. This 
reflects findings from existing literature highlighting nuanced 
presentations are less likely to be captured using current diag-
nostic tools and are likely missed due to sociocultural and 
gendered clinician biases (Lai et al. 2023; Tsirgiotis et al. 2024). 
While the authors did not examine the role of service user 
gender in this study, it is important to consider the confounding 
impact of gender and nuanced presentations. Autistic women 
are more likely to experience hidden homelessness (Lockwood 
Estrin et al. 2022), meaning the current estimated prevalence of 
homelessness are likely under representative. A 2022 collabo-
ration of 26 stakeholders identified increased staff awareness as 
a key priority for improving service provision and preventing 
cycles of homelessness for autistic women (Lockwood Estrin 
et al. 2022). The findings of the current study indicate the 
opportunity to increase staff awareness of nuanced presenta-
tions of autism. 

Personal and professional connection and experience were not 
found to predict autism awareness in the current study. Existing 
literature have found a significant link between knowing an 
autistic person and awareness of the Autism Act, a legal 
framework protecting the rights of autistic individuals (Autism 
Act 2009; Dillenburger et al. 2013). The insignificant finding of 
the current study may be explained by a growing awareness of 
autism in the general population. Dillenburger et al. (2013) 
explored autism awareness in the general population in 
Northern Ireland via online survey and found 80% of partici-
pants indicated high levels of autism awareness. Since the 
implementation of the Autism Act in 2009, there has been an 
increasing coverage of autism in popular culture, education, 
social care and healthcare contexts (Fontes and Pino‐Juste 2022; 

TABLE 4 | Linear regression analysis to address hypothesis two.         

Vignette 1 Vignette 2  

Overall model   F(6, 173) = 1.084, p = 0.374, 
adj R2 = 0.3% 

F(6, 172) = 0.551, p = 0.769, 
adj R2 = −1.5% 

Professional 
experience         

Autism‐specific training 
(yes/no) 

−0.067 −0.016   

Worked with autistic people 
(yes/no) 

−0.048 .043   

Number of autistic people 
worked with 

−0.047 −0.038   

Years worked in homelessness 
services 

.010 −0.014 

Personal experience         
Autistic/not autistic −0.126 −0.105   
Known autistic person in their 
life (yes/no) 

−0.061 −0.060 

Note: None of the included coefficients were significant predictors of accuracy.  

TABLE 5 | Participant response to ‘Would you make adaptations to 
the support provision you provide this service user’ separated by 
vignette.        

N (%)  

Vignette 1 – autism 
(traditional) 

Yes 170 (83.7%) 
No 12 (5.9%) 
Unsure 21 (10.3%) 

Vignette 2 – autism 
(nuanced) 

Yes 169 (83.3%) 
No 9 (4.4%) 
Unsure 19 (9.4%) 
Missing 6 (3%) 

Vignette 3 – psychosis Yes 163 (80.3%) 
No 10 (4.9%) 
Unsure 30 (14.8%) 

Vignette 4 – EUPD Yes 147 (72.4%) 
No 14 (6.9%) 
Unsure 36 (17.7%) 
Missing 6 (3%) 

Vignette 4 – control Yes 75 (36.9%) 
No 86 (42.4%) 
Unsure 39 (19.2%) 
Missing 3 (1.5%)   

9 of 13 Journal of Community Psychology, 2026 



Kirby and Payne 2023). Therefore, it is possible that the accu-
racy of diagnostic labelling in this study reflects a general 
increase in awareness, rather than awareness stemming from 
personal or professional knowledge and experience. 

In addition to increased autism awareness in the general pop-
ulation, The Autism and Homelessness Toolkit first developed 
by Churchard et al. (2019) provides an introduction to autism 
for staff working in homelessness services. The second edition 
(Lockwood‐Estrin and Churchard 2024) introduces the topic of 
autism and gender, and outlines traits more likely to be 
observed in autistic women based on the current literature. It is 
possible that the roll out of this toolkit improved participants 
awareness and recognition of autism in this study explaining 
the significantly more accurate recognition of traditional 
autism; however, this was not formally assessed. 

Personal and professional knowledge and experience also did 
not predict whether a person would make adaptations in the 
overall regression model. However, for vignette one, the binary 
variable of whether someone had worked with an autistic per-
son or not was a significant independent predictor with large 
odds ratio; those who had worked with an autistic person were 
significantly more likely to make adaptations for the individuals 
with a traditional presentation of autism depicted in vignette 
one. This finding is in contrast with the non‐significant findings 
for vignette two and may reflect enhanced confidence for 
making adaptations for traditional presentations which is not 
aligned with non‐traditional presentations. Studies exploring 
the impact of training for administrative staff in a healthcare 
setting found an increase in adaptations being made for autistic 
service users following training (Clark et al. 2016). Although the 
majority of participants in the current study indicated they 
would make adaptations for the hypothetical service users, it 
would be useful to explore whether this reflects service users’ 
experience in reality, and whether differences occur when 
supporting different presentations of autism. The current study 
does not examine whether completing training or having a 

personal connection predicts a person's confidence or likelihood 
of implementing the proposed adaptations; a binary yes/no 
answer may be reductive and not capture the nuance of this 
topic. It is possible that participants’ responses to whether or 
not they would make adaptations reflect an ‘in an ideal world’ 
scenario, and in reality, there may barriers to implementing 
change. 

Although not the focus of this study, it is important to note that 
the significantly lower accuracy in labelling EUPD may reflect a 
movement away from personality disorder terminology towards 
a trauma‐informed understanding of difficulties (Lewis and 
Grenyer 2009). The alternative labels provided for this vignette 
listed in Table 3 support this; approximately 21% of participants 
suggested trauma or attachment difficulties. A further 14.3% 
suggested autism as a label for the EUPD vignette, possibly 
reflecting the misdiagnosis of autism as a personality disorder, 
which has been the reality for many autistic people (Fusar‐Poli 
et al. 2022). 

6 | Strengths and Limitations 

The authors co‐developed vignettes with people with lived ex-
perience of homelessness and one or more of the depicted 
diagnoses. The authors also endeavoured to control for gender 
in the vignettes by using gender neutral pronouns and names. 
As with all vignette studies, the ecological validity is limited. 
Additionally, a response bias might be present; indication of 
whether participants would make adaptations for the service 
user be inflated due to desirability effects. A large proportion of 
the current sample had personal experience of autism, almost 
30 times more than current estimated prevalence of autism 
(Zeidan et al. 2022), in addition to a large range of professional 
experience. It is possible that the level of knowledge in this 
sample is not representative of the general population; results 
should be interpreted with that in mind. Finally, there was no 
objective measure of autism knowledge included in the study. 

TABLE 6 | Logistic regression analysis to address hypothesis two.         

Odds ratios (CI)     
Vignette 1 Vignette 2  

Overall model   χ2(8) = 9.446, p = 0.306. 
Nagelkerke R2 = 11.1% 

χ2(8) = 5.86, p = 0.663. 
Nagelkerke R2 = 4.7% 

Professional experience         
Autism‐specific training 
(yes/no) 

1.36 (0.51–3.63) .705 (0.27–1.83)   

Worked with autistic 
people (yes/no) 

12.57 (1.885–83.76)* 2.64 (0.41–17.19)   

Number of autistic 
people worked with 

1.07 (0.71–1.63) 1.38 (0.90–2.11)   

Years worked in 
homelessness services 

0.60 (0.36–0.98)* 1.06 (0.70–1.61) 

Personal experience         
Autistic/not autistic 0.70 (0.14–3.57) 1.60 (0.19–13.14)   
Known autistic person in 
their life (yes/no) 

0.51 (0.11–2.40) 0.864 (0.24–3.09) 

*For vignette one, professional experience of working with autistic people and the years worked in homelessness services were significant independent predictors.  
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It is possible that despite completing autism training, partici-
pant's knowledge did not improve. 

7 | Future Research and Recommendations 

Further research is needed to explore the implementation of 
adaptations in reality. This research may explore whether 
autistic service users require more, or more specific, adaptations 
than non‐autistic service users. It would also be useful to 
investigate the impact of adaptations from both a staff and 
service user perspective, examining any discrepancies. 
Although we did not find in this study that training predicted 
recognition or accommodations, it would be useful to explore 
changes to staff confidence, awareness and behaviour pre and 
post training. 

8 | Conclusions 

Participants were most accurate at identifying traditional pre-
sentations of autism, compared to nuanced autism, psychosis 
and EUPD. Personal and professional connection and experi-
ence did not predict accuracy nor whether participants would 
make adaptations. This can possibly be explained by growing 
autism awareness in the general population. Improvements to 
the recognition of nuanced autism is needed. Future research 
could explore the implementation of adaptations in reality, and 
service users’ experience of adaptations.  

Author Contributions 

Victoria Milner, Georgia Lockwood‐Estrin, Tara Chapple and Alasdair 
Churchard conceived and designed the project and developed the 
research materials. Victoria Milner acquired, analysed and interpreted 
the data and wrote the initial draft. Victoria Milner, Georgia Lockwood‐ 
Estrin, Tara Chapple, Alasdair Churchard reviewed and edited the 
manuscript. Georgia Lockwood‐Estrin and Alasdair Churchard super-
vised Victoria Milner. Alasdair Churchard acquired funding for the 
project. 

Acknowledgements 

We are incredibly grateful to all of the participants who completed the 
research and the organisations who kindly shared the research survey 
to their staff. This research would not have taken place without the 
experts by experience who kindly gave their time to help develop the 
research vignettes: Deb Smith, David Mason, Mark Gardner. In addi-
tion, thank you to Dr Vicky Roberts, Dr Tiago Zortea and (soon to be 
Drs) Amy Thomas, Anais Philippe and Amy Lewins for your input with 
the material development. Participants were paid thanks to a grant from 
Health Education England. 

Ethics Statement 

Ethical Approval was obtained from University of Oxford Central 
University Research Ethics Committee (CUREC), ethics number: 
R90351/RE001. 

Peer Review 

The peer review history for this article is available at https://www. 
webofscience.com/api/gateway/wos/peer-review/10.1002/jcop.70095. 

Data Availability Statement 

The data that support the findings of this study are available from the 
corresponding author upon reasonable request. 

The data that support the findings of this study are available on request 
from the corresponding author. The data are not publicly available due 
to privacy or ethical restrictions. 

Endnotes 
1Identity‐first language (autistic person) is used throughout this paper 
to reflect the preference of the autistic community (Kenny 
et al. 2016). 

References 

American Psychiatric Association. 2022. Diagnostic and Statistical 
Manual of Mental Disorders. American Psychiatric Association Pub-
lishing. https://doi.org/10.1176/appi.books.9780890425787. 

Ashworth, S., and R. J. Tully. 2017. “Autism Awareness Training for 
Youth Offending Team Staff Members.” Advances in Autism 3, no. 4: 
240–249. https://doi.org/10.1108/AIA-04-2017-0010. 

Autism Act. 2009. In https://www.legislation.gov.uk/ukpga/2009/15/ 
contents. 

Belcher, H. L., S. Morein‐Zamir, S. D. Stagg, and R. M. Ford. 2023. 
“Shining a Light on a Hidden Population: Social Functioning and 
Mental Health in Women Reporting Autistic Traits But Lacking Diag-
nosis.” Journal of Autism and Developmental Disorders 53: 3118–3132. 
https://doi.org/10.1007/s10803-022-05583-2. 

Boilson, A. M., A. Churchard, M. Connolly, B. Casey, and 
M. R. Sweeney. 2023. “Screening for Autism Spectrum Condition 
Through Inner City Homeless Services in the Republic of Ireland.” 
Journal of Autism and Developmental Disorders 53: 3987–3998. https:// 
doi.org/10.1007/s10803-022-05669-x. 

Brugha, T. S., S. McManus, J. Bankart, et al. 2011. “Epidemiology of 
Autism Spectrum Disorders in Adults in the Community in England.” 
Archives of General Psychiatry 68, no. 5: 459–465. https://doi.org/10. 
1001/archgenpsychiatry.2011.38. 

Churchard, A., M. Ryder, A. Greenhill, and W. Mandy. 2019. “The 
Prevalence of Autistic Traits in a Homeless Population.” Autism 23, 
no. 3: 665–676. https://doi.org/10.1177/1362361318768484. 

Clark, A., S. Browne, L. Boardman, L. Hewitt, and S. Light. 2016. 
“Implementing Uk Autism Policy & National Institute for Health and 
Care Excellence Guidance‐ Assessing the Impact of Autism Training for 
Frontline Staff in Community Learning Disabilities Teams.” British 
Journal of Learning Disabilities 44, no. 2: 103–110. https://doi.org/10. 
1111/bld.12116. 

Cook, J., L. Hull, L. Crane, and W. Mandy. 2021. “Camouflaging in 
Autism: A Systematic Review.” Clinical Psychology Review 89: 
102080–102080. https://doi.org/10.1016/j.cpr.2021.102080. 

Crisis. 2023. Homelessness: Causes, Types and Facts. https://Www.Crisis. 
Org.Uk/Ending-Homelessness/about-Homelessness/. 

Crisis UK. 2024. Rough Sleeping Rises by 27% as the Homelessness Crisis 
Deepens Across England. https://Www.Crisis.Org.Uk/about-Us/Crisis- 
Media-Centre/Rough-Sleeping-Rises-by-27-as-the-Homelessness-Crisis- 
Deepens-across-England/. 

Department for Levelling Up, H. & C. 2024. Rough Sleeping Snapshot in 
England: autumn 2023. https://Www.Gov.Uk/Government/Statistics/ 
Rough-Sleeping-Snapshot-in-England-Autumn-2023/Rough-Sleeping- 
Snapshot-in-England-Autumn-2023. 

Dillenburger, K., J. A. Jordan, L. McKerr, P. Devine, and M. Keenan. 
2013. “Awareness and Knowledge of Autism and Autism Interventions: 
A General Population Survey.” Research in Autism Spectrum Disorders 
7, no. 12: 1558–1567. https://doi.org/10.1016/j.rasd.2013.09.004. 

11 of 13 Journal of Community Psychology, 2026 

https://www.webofscience.com/api/gateway/wos/peer-review/10.1002/jcop.70095
https://www.webofscience.com/api/gateway/wos/peer-review/10.1002/jcop.70095
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1108/AIA-04-2017-0010
https://www.legislation.gov.uk/ukpga/2009/15/contents
https://www.legislation.gov.uk/ukpga/2009/15/contents
https://doi.org/10.1007/s10803-022-05583-2
https://doi.org/10.1007/s10803-022-05669-x
https://doi.org/10.1007/s10803-022-05669-x
https://doi.org/10.1001/archgenpsychiatry.2011.38
https://doi.org/10.1001/archgenpsychiatry.2011.38
https://doi.org/10.1177/1362361318768484
https://doi.org/10.1111/bld.12116
https://doi.org/10.1111/bld.12116
https://doi.org/10.1016/j.cpr.2021.102080
https://Www.Crisis.Org.Uk/Ending-Homelessness/about-Homelessness/
https://Www.Crisis.Org.Uk/Ending-Homelessness/about-Homelessness/
https://Www.Crisis.Org.Uk/about-Us/Crisis-Media-Centre/Rough-Sleeping-Rises-by-27-as-the-Homelessness-Crisis-Deepens-across-England/
https://Www.Crisis.Org.Uk/about-Us/Crisis-Media-Centre/Rough-Sleeping-Rises-by-27-as-the-Homelessness-Crisis-Deepens-across-England/
https://Www.Crisis.Org.Uk/about-Us/Crisis-Media-Centre/Rough-Sleeping-Rises-by-27-as-the-Homelessness-Crisis-Deepens-across-England/
https://Www.Gov.Uk/Government/Statistics/Rough-Sleeping-Snapshot-in-England-Autumn-2023/Rough-Sleeping-Snapshot-in-England-Autumn-2023
https://Www.Gov.Uk/Government/Statistics/Rough-Sleeping-Snapshot-in-England-Autumn-2023/Rough-Sleeping-Snapshot-in-England-Autumn-2023
https://Www.Gov.Uk/Government/Statistics/Rough-Sleeping-Snapshot-in-England-Autumn-2023/Rough-Sleeping-Snapshot-in-England-Autumn-2023
https://doi.org/10.1016/j.rasd.2013.09.004


Evans, S. C., M. C. Roberts, J. W. Keeley, et al. 2015. “Vignette Meth-
odologies for Studying Clinicians’ Decision‐Making: Validity, Utility, 
and Application in ICD‐11 Field Studies.” International Journal of 
Clinical and Health Psychology 15, no. 2: 160–170. https://doi.org/10. 
1016/j.ijchp.2014.12.001. 

Fazel, S., J. R. Geddes, and M. Kushel. 2014. “The Health of Homeless 
People in High‐Income Countries: Descriptive Epidemiology, Health 
Consequences, and Clinical and Policy Recommendations.” Lancet 384, 
no. 9953: 1529–1540. https://doi.org/10.1016/S0140-6736(14)61132-6. 

Fazel, S., V. Khosla, H. Doll, and J. Geddes. 2008. “The Prevalence of 
Mental Disorders Among the Homeless in Western Countries: Sys-
tematic Review and Meta‐Regression Analysis.” PLoS Medicine 5: e225. 
https://doi.org/10.1371/journal.pmed.0050225. 

Fontes, R., and M. Pino‐Juste. 2022. “Portrayals of Autism and Social 
Awareness: A Scoping Review.” Advances in Autism 8, no. 3: 196–206. 
https://doi.org/10.1108/AIA-02-2021-0014. 

Fusar‐Poli, L., N. Brondino, P. Politi, and E. Aguglia. 2022. “Missed 
Diagnoses and Misdiagnoses of Adults With Autism Spectrum Dis-
order.” European Archives of Psychiatry and Clinical Neuroscience 272, 
no. 2: 187–198. https://doi.org/10.1007/s00406-020-01189-w. 

Garratt, E., and J. Flaherty. 2023. “There's Nothing I Can Do to Stop It’: 
Homelessness Among Autistic People in a British City.” Disability & 
Society 38, no. 9: 1558–1584. https://doi.org/10.1080/09687599.2021. 
2004881. 

Gould, D. 1996. “Using Vignettes to Collect Data for Nursing Research 
Studies: How Valid Are the Findings?” Journal of Clinical Nursing 5, 
no. 4: 207–212. https://doi.org/10.1111/j.1365-2702.1996.tb00253.x. 

Hickey, J. 2023. Am I included?”An Australian Case Study Exploring 
the Experiences of University Students With Hidden Disability. Victoria 
University. 

Hull, L., K. V. Petrides, and W. Mandy. 2020a. “The Female Autism 
Phenotype and Camouflaging: A Narrative Review.” Review Journal of 
Autism and Developmental Disorders 7, no. 4: 306–317. https://doi.org/ 
10.1007/s40489-020-00197-9. 

Hull, L., K. V. Petrides, and W. Mandy. 2020b. “The Female Autism 
Phenotype and Camouflaging: A Narrative Review.” Review Journal of 
Autism and Developmental Disorders 7, no. 4: 306–317. https://doi.org/ 
10.1007/s40489-020-00197-9. 

Kargas, N., K. M. Harley, A. Roberts, and S. Sharman. 2019. “Prevalence of 
Clinical Autistic Traits Within a Homeless Population: Barriers to Acces-
sing Homeless Services.” In. Journal of Social Distress and the Homeless 28, 
no. 2: 90–95. https://doi.org/10.1080/10530789.2019.1607139. 

Kenny, L., C. Hattersley, B. Molins, C. Buckley, C. Povey, and 
E. Pellicano. 2016. “Which Terms Should Be Used to Describe Autism? 
Perspectives From the Uk Autism Community.” Autism 20, no. 4: 
442–462. 

Kentrou, V., L. A. Livingston, R. Grove, R. A. Hoekstra, and S. Begeer. 
2024. “Perceived Misdiagnosis of Psychiatric Conditions in Autistic 
Adults.” EClinicalMedicine 71: 102586. https://doi.org/10.1016/j.eclinm. 
2024.102586. 

Kirby, L., and K.‐L. Payne. 2023. “Knowledge of Autism Gained by 
Learning From People Through a Local Uk Autism Champion Net-
work: A Health and Social Care Professional Perspective.” Autism 27, 
no. 8: 136236132311679. https://doi.org/10.1177/13623613231167902. 

Lai, M.‐C., A. Amestoy, S. Bishop, et al. 2023. “Improving Autism Identi-
fication and Support for Individuals Assigned Female at Birth: Clinical 
Suggestions and Research Priorities.” Lancet Child & Adolescent Health 7, 
no. 12: 897–908. https://doi.org/10.1016/S2352-4642(23)00221-3. 

Lai, M.‐C., and S. Baron‐Cohen. 2015. “Identifying the Lost Generation 
of Adults With Autism Spectrum Conditions.” Lancet. Psychiatry 2, 
no. 11: 1013–1027. https://doi.org/10.1016/S2215-0366(15)00277-1. 

Lai, M.‐C., C. Kassee, R. Besney, et al. 2019. “Prevalence of Co‐ 
Occurring Mental Health Diagnoses in the Autism Population: A Sys-
tematic Review and Meta‐Analysis.” Lancet. Psychiatry 6, no. 10: 
819–829. https://doi.org/10.1016/S2215-0366(19)30289-5. 

Lewis, K. L., and B. F. S. Grenyer. 2009. “Borderline Personality or 
Complex Posttraumatic Stress Disorder? An Update on the Contro-
versy.” Harvard Review of Psychiatry 17, no. 5: 322–328. https://doi.org/ 
10.3109/10673220903271848. 

Lockwood Estrin, G., V. Aseervatham, C. M. De Barros, et al. 2022. 
“Homelessness in Autistic Women: Defining the Research Agenda.” 
Women's Health (London, England) 18: 17455057221141291. https://doi. 
org/10.1177/17455057221141291. 

Lockwood‐Estrin, G., and A. Churchard 2024. Autism and Homelessness 
Toolkit, Edition 2. 

Martini, M. I., R. Kuja‐Halkola, A. Butwicka, et al. 2025 “Sex Differ-
ences in Psychiatric Diagnoses Preceding Autism Diagnosis and Their 
Stability Post Autism Diagnosis.” Journal of Child Psychology and 
Psychiatry 66, no. 8: 1170–1181. 

Mason, D., B. Ingham, A. Urbanowicz, et al. 2019. “A Systematic 
Review of What Barriers and Facilitators Prevent and Enable Physical 
Healthcare Services Access for Autistic Adults.” Journal of Autism and 
Developmental Disorders 49, no. 8: 3387–3400. 

Ministry of Housing, C. & L. G. 2024. Statutory Homelessness in En-
galnd: January to March 2024. 

Mozolic‐Staunton, B., M. Donelly, J. Yoxall, and J. Barbaro. 2020. “Early 
Detection for Better Outcomes: Universal Developmental Surveillance 
for Autism Across Health and Early Childhood Education Settings.” 
Research in Autism Spectrum Disorders 71: 101496. https://doi.org/10. 
1016/j.rasd.2019.101496. 

Osborn, E., and R. Young. 2022. “Autistic and Without a Home: A 
Systematic Review and Meta‐Ethnography of the Presence and Ex-
periences of Homelessness Amongst Autistic Individuals.” Journal of 
Social Distress and Homeless 33, no. 1: 10–27. https://doi.org/10.1080/ 
10530789.2022.2086669. 

Van Schalkwyk, G. I., F. Peluso, Z. Qayyum, J. C. McPartland, and 
F. R. Volkmar. 2015. “Varieties of Misdiagnosis in ASD: An Illustrative 
Case Series.” Journal of Autism and Developmental Disorders 45, no. 4: 
911–918. https://doi.org/10.1007/s10803-014-2239-y. 

Shannon, C. 2019. “THE Hidden Disability.” Community Practitioner: 
The Journal of the Community Practitioners’ & Health Visitors’ 
Association 92, no. 10: 23–25. 

Shaw, K. A., D. A. Bilder, D. McArthur, et al. 2023. “Early Identification 
of Autism Spectrum Disorder Among Children Aged 4 Years — Autism 
and Developmental Disabilities Monitoring Network, 11 Sites, United 
States, 2020.” MMWR. Surveillance Summaries 72, no. 1: 1–15. https:// 
doi.org/10.15585/mmwr.ss7201a1. 

Stone, B. 2022. “Homelessness as a Product of Social Exclusion: Re-
interpreting Autistic Adults’ Narratives Through the Lens of Critical 
Disability Studies.” Scandinavian Journal of Disability Research: SJDR 
24, no. 1: 181–195. https://doi.org/10.16993/sjdr.881. 

Stone, B., A. Cameron, and S. Dowling. 2022. “The Autistic Experience 
of Homelessness: Implications From a Narrative Enquiry.” Autism 27, 
no. 2: 489–499. https://doi.org/10.1177/13623613221105091. 

The Cabinet Office. 2020. Living with Non‐Visible Disabilities. https:// 
Disabilityunit.Blog.Gov.Uk/2020/12/17/Living-with-Non-Visible- 
Disabilities/. 

Tsirgiotis, J. M., R. L. Young, and N. Weber. 2022. “A Mixed‐Methods 
Investigation of Diagnostician Sex/Gender‐Bias and Challenges in 
Assessing Females for Autism Spectrum Disorder.” Journal of Autism 
and Developmental Disorders 52, no. 10: 4474–4489. https://doi.org/10. 
1007/s10803-021-05300-5. 

12 of 13 Journal of Community Psychology, 2026 

https://doi.org/10.1016/j.ijchp.2014.12.001
https://doi.org/10.1016/j.ijchp.2014.12.001
https://doi.org/10.1016/S0140-6736(14)61132-6
https://doi.org/10.1371/journal.pmed.0050225
https://doi.org/10.1108/AIA-02-2021-0014
https://doi.org/10.1007/s00406-020-01189-w
https://doi.org/10.1080/09687599.2021.2004881
https://doi.org/10.1080/09687599.2021.2004881
https://doi.org/10.1111/j.1365-2702.1996.tb00253.x
https://doi.org/10.1007/s40489-020-00197-9
https://doi.org/10.1007/s40489-020-00197-9
https://doi.org/10.1007/s40489-020-00197-9
https://doi.org/10.1007/s40489-020-00197-9
https://doi.org/10.1080/10530789.2019.1607139
https://doi.org/10.1016/j.eclinm.2024.102586
https://doi.org/10.1016/j.eclinm.2024.102586
https://doi.org/10.1177/13623613231167902
https://doi.org/10.1016/S2352-4642(23)00221-3
https://doi.org/10.1016/S2215-0366(15)00277-1
https://doi.org/10.1016/S2215-0366(19)30289-5
https://doi.org/10.3109/10673220903271848
https://doi.org/10.3109/10673220903271848
https://doi.org/10.1177/17455057221141291
https://doi.org/10.1177/17455057221141291
https://doi.org/10.1016/j.rasd.2019.101496
https://doi.org/10.1016/j.rasd.2019.101496
https://doi.org/10.1080/10530789.2022.2086669
https://doi.org/10.1080/10530789.2022.2086669
https://doi.org/10.1007/s10803-014-2239-y
https://doi.org/10.15585/mmwr.ss7201a1
https://doi.org/10.15585/mmwr.ss7201a1
https://doi.org/10.16993/sjdr.881
https://doi.org/10.1177/13623613221105091
https://Disabilityunit.Blog.Gov.Uk/2020/12/17/Living-with-Non-Visible-Disabilities/
https://Disabilityunit.Blog.Gov.Uk/2020/12/17/Living-with-Non-Visible-Disabilities/
https://Disabilityunit.Blog.Gov.Uk/2020/12/17/Living-with-Non-Visible-Disabilities/
https://doi.org/10.1007/s10803-021-05300-5
https://doi.org/10.1007/s10803-021-05300-5


Tsirgiotis, J. M., R. L. Young, and N. Weber. 2024. “A Comparison of the 
Presentations of Males and Females With Autism Spectrum Disorder 
and Those Narrowly below the Diagnostic Threshold.” Autism 28, no. 4: 
1029–1044. https://doi.org/10.1177/13623613231190682. 

Whitlock, A., K. Fulton, M. C. Lai, E. Pellicano, and W. Mandy. 2020. 
“Recognition of Girls on the Autism Spectrum by Primary School 
Educators: An Experimental Study.” Autism Research 13, no. 8: 
1358–1372. https://doi.org/10.1002/aur.2316. 

Woods, R. 2017. “Exploring How the Social Model of Disability Can Be 
Re‐Invigorated for Autism: In Response to Jonathan Levitt.” Disability 
& Society 32, no. 7: 1090–1095. 

World Health Organization. 2022. ICD‐11: International classification of 
diseases (11th revision). https://icd.who.int/. 

Young, H., M.‐J. Oreve, and M. Speranza. 2018. “Clinical Characteristics 
and Problems Diagnosing Autism Spectrum Disorder in Girls.” Archives 
de Pédiatrie 25, no. 6: 399–403. https://doi.org/10.1016/j.arcped.2018. 
06.008. 

Zeidan, J., E. Fombonne, J. Scorah, et al. 2022. “Global Prevalence of 
Autism: A Systematic Review Update.” Autism Research 15, no. 5: 
778–790. https://doi.org/10.1002/aur.2696.  

13 of 13 Journal of Community Psychology, 2026 

https://doi.org/10.1177/13623613231190682
https://doi.org/10.1002/aur.2316
https://icd.who.int/
https://doi.org/10.1016/j.arcped.2018.06.008
https://doi.org/10.1016/j.arcped.2018.06.008
https://doi.org/10.1002/aur.2696

	Staff Recognition of Autism and Autistic Traits in Homelessness Services: A Vignette Study
	1 Aims and Hypotheses
	2 Materials and Method
	2.1 Participants
	2.2 Design

	3 Materials and Measures
	3.1 Vignette Development
	3.2 Online Survey
	3.3 Procedure
	3.3.1 Ethical Considerations

	3.4 Data Analysis
	3.4.1 Continuous Accuracy Scores
	3.4.2 Dichotomous Accuracy Scores
	3.4.3 Hypothesis One
	3.4.4 Hypothesis Two
	3.4.5 Hypothesis Three


	4 Results
	4.1 Hypothesis One: Staff Working in Homelessness Services Will Identify Autism in Vignettes Less Accurately Than Other Diagnoses (e.g., Psychosis, Personality Disorder)
	4.2 Hypothesis Two: The Accuracy of Identification of Autism Will Be Predicted By Prior Experience, and/or Autism-Specific Training
	4.3 Hypothesis Three: Prior Experience and/or Autism-Specific Training Predicts the Presence of Adaptations to Support for Autistic Service Users

	5 Discussion
	6 Strengths and Limitations
	7 Future Research and Recommendations
	8 Conclusions
	Author Contributions
	Acknowledgements
	Ethics Statement
	Peer Review
	Data Availability Statement
	Endnotes
	References




