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Abstract 

Background:  Health-related risky behaviors (HRB) generally refer to behaviors that have a negative influence on 
health and quality of life. HRB in adolescents with autism have not been well understood so far. We aim to explore 
health-related risky behaviors and their risk factors with autistic adolescents.

Methods:  In this study, 150 adolescents with autism and 150 neurotypical adolescents were enrolled. Participants in 
both groups completed the Adolescent Health-Related Risky Behavior Inventory (AHRBI). Autism Spectrum Screen-
ing Questionnaire (ASSQ), Wechsler Intelligence Scale, Theory of Mind (ToM) Test, Zung Self-rating Anxiety Scale 
(SAS), Zung Self-rating Depression Scale (SDS), and Self-Esteem Scale (SES) were also assessed in the autism group to 
explore risk factors.

Results:  The results showed that the total score of AHRBI and scores of "aggression and violence (AV)", "suicide or 
self-injury (SS)", "health-compromising behavior (HCB)", and "unprotected sex (US)" subscales in the autism group 
were significantly higher than those in the control group (Z value = − 4.58 ~ − 2.26, all P < 0.05). Anxiety, depression, 
low self-esteem, low IQ score, low ToM test score, increasing age, and communication disorder were found as risk fac-
tors for health-related risky behaviors in autistic adolescents.

Conclusions:  Adolescents with autism have more health-related risky behaviors than neurotypical adolescents. We 
should pay attention to the emotional state, self-esteem, cognitive function, and verbal communication levels of 
autistic adolescent with health-related risky behaviors.
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Background
Autism spectrum disorder (ASD) refers to a group of 
neurodevelopmental disorders, including autism, asper-
ger’s syndrome (AS), and pervasive developmental disor-
der-not otherwise specified (PDD-NOS) [1]. As reported 
in 2020, the prevalence of ASD has increased to almost 

one in every 54 persons [2]. Belong to ASD, autism is 
characterized by early-onset impairment in communi-
cation, social interaction, and repetitive and stereotyped 
patterns of behavior [3]. This disorder can seriously 
impair autistic individuals’ social function and impose a 
heavy burden on both families and society [4, 5].

Previous studies have found that autism was associated 
with a variety of health-related risky behaviors (HRB), 
which may have adverse effects on their health and qual-
ity of life [6–8]. These behaviors including aggression and 
violence, smoking, alcohol and drug addiction, sexual 
behaviors related to accidental pregnancy or sexually 
transmitted infections, unhealthy eating habits, and lack 
of exercise may cause psychosomatic injuries [9]. HRB 
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early appear during adolescence, while may persist into 
adult life and cause negative consequences in diverse 
areas, such as impairment of social function and high 
incidence of chronic diseases [10, 11]. Thus, a great atten-
tion should be paid to such behaviors with autism.

By now, aggression is one of the most commonly inves-
tigated HRB with ASD. This behavior has high prevalence 
(49%–68%) in children and adolescents with ASD [12]. 
Hirota et  al. found that irritability and aggression are 
related to depressed mood and oppositionality [13]. More 
relevant factors are needed to be explored. Self-injuri-
ous behaviors are also common in autistic adolescents. 
Handen et  al. reported that among 302 ASD individu-
als who aged 4–20 years old and were hospitalized in 6 
psychiatric institutions, 74% were rated to have self-inju-
rious behavior by nurses [14]. However, the majority of 
researchers have concentrated on single behaviors and 
have not comprehensively described HRB in autistic indi-
viduals. Empirical studies have found that various types 
of dangerous or problematic behaviors were associated 
with each other and relevant researchers have proposed 
a theory with inclusion of three main systems: personal-
ity, perceived environment, and behavior systems. These 
systems are combined to influence behavior-associated 
problems [15, 16]. Therefore, it is highly essential to take 
the multifaceted nature of risky behaviors into considera-
tion when studying this issue in individuals with autism.

In order to comprehensively explore HRB in adoles-
cents with autism, an efficient evaluation tool is of great 
importance. The majority of these tools are self-report 
questionnaires, such as the Youth Risk Behavior Survey 
(YRBS) questionnaire [17], the Adolescent Risk Inven-
tory (ARI) [18], the Adolescent Risk Behavior Screening 
Form [19], and the Adolescent Risk Behavior Question-
naire (RBQ-A). However, these questionnaires have some 
disadvantages: (1) The validity data of YRBS need to be 
improved; (2) ARI is not able to fully evaluate individu-
als’ health-related risky behaviors because it only assesses 
three types of risky behaviors; (3) In ARBS, there are only 
9 questions, five of which are related to substance abuse; 
(4) RBQ-A has not been formally published and a thor-
ough psychometric survey has not been conducted.

To overcome the shortcomings of the above-mentioned 
questionnaires, Wang et  al. [20] developed the Adoles-
cents Health-Related Risky Behavior Inventory (AHRBI), 
measured six kinds of risky behaviors in adolescents, and 
confirmed that the questionnaire possessed good reliabil-
ity and validity. The AHRBI has been used for the assess-
ment of HRB in adolescents with diverse characteristics, 
such as antisocial personality, periodontitis, or psychosis 
[21–24]. It was also used in a study that found HRB were 
increased in adolescents with high-functioning autism, 
who had more aggressive behavior, unhealthy eating 

behavior, self-injurious behavior, and breaking discipline 
than their peers [25]. However, this study enrolled only 
50 adolescents with autism and did not explore factors 
associated with HRB in the autism group.

Therefore, in order to comprehensively explore HRB 
in a large sample of adolescents with autism, we enrolled 
150 autistic adolescents and 150 neurotypical adoles-
cents. We hypothesized that individuals in the autism 
group might have more HRB than neurotypical adoles-
cents and that these risky behaviors might be correlated 
with their core symptoms, cognitive function, anxiety or 
depression, and family situation.

Methods
Study design
This study was a cross-sectional study conducted from 
March 2018 to December 2019. Autism  and control 
groups were included in our study. All participants were 
required to complete AHRBI and their parents fill the 
general condition form. Additionally, participants in the 
autism group were invited to complete SAS, SDS, SES, 
IQ test, and ToM test, and their parents were invited to 
fill in ASSQ according to their children’s situation. Child-
hood Autism Rating Scale (CARS) was assessed on the 
individuals with autism. The parents and participants in 
both groups were interviewed according to Schedule for 
Affective Disorders and Schizophrenia for School-Age 
Child-Present and Lifetime Version (K-SADS-PL) by two 
psychiatrists. 150 adolescents with autism were in the 
autism group and 150 neurotypical adolescents were in 
the control group.

Participants
The autism group’s inclusion criteria were as follows: 
(1) Individuals who were diagnosed with autism by two 
experienced child psychiatrists according to the autism-
associated criteria presented in DSM-IV; (2) Total score 
of Childhood Autism Rating Scale (CARS) evaluated by 
child psychiatrists was at least 30; (3) Individuals who 
were able to understand and fill out the AHRBI; (4) Indi-
viduals’ age was between 12 and 19 years old. In addition, 
the autism group’s exclusion criterias were as follows: (1) 
Individuals with mental disorders who were diagnosed by 
clinical evaluation and K-SADS-PL (e.g., psychotic disor-
ders, manic disorder or major depressive); (2) Individuals 
who had a severe medical condition; and (3) Individuals 
who cannot understand the AHRBI or cannot cooperate 
in filling it out. There were 150 individuals with autism 
who were enrolled (median age = 14.5  years old, 124 
males, 26 females). The enrolled participants with autism 
were from the Child and Adolescent Mental Health 
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Department of Peking University Sixth Hospital (Beijing, 
China).

The participants in the control group were enrolled 
from a public school and matched to the autism group 
by gender and age on a 1:1 ratio. The inclusion crite-
ria included: (1) Individuals who aged between 12 and 
19  years old; (2) Individuals who had typical develop-
ment; (3) Individuals who could understand and fill out 
the AHRBI. The exclusion criteria included: (1) Individu-
als with mental disorders who were diagnosed by clinical 
evaluation and K-SADS-PL. We used clinical assessment 
and diagnosis to exclude autism; (2) Individuals who had 
a severe medical condition; and (3) Individuals who can-
not understand the AHRBI or cannot cooperate in fill-
ing it out. The control group consisted of 150 healthy 
participants (median age = 14.5 years old, 124 males, 26 
females).

Measures
Demographic characteristics
The general condition sheets were self-designed by 
investigators, consisting of a series of items regarding 
children’s gender, race, status of residence, age, father’s 
educational level, mother’s educational level, family rela-
tionships, family financial situation and family history 
of psychiatric disorders. Race included Han and other 
ethnic groups. The status of residence was divided into 
cities, counties, and rural areas. We defined: 1 = city, 
2 = town, 3 = rural area. Father’s and mother’s educa-
tional levels included primary school, middle school, high 
school, undergraduate, and postgraduate. We defined: 
1 = Primary School, 2 = Middle School, 3 = High School, 
4 = Undergraduate, 5 = Postgraduate. Family relation-
ships included harmonious, fine, disharmony, parents 
divorced. We defined: 1 = Harmonious, 2 = Fine, 3 = Dis-
harmony, 4 = Parents Divorced. Family financial situation 
included five types. Each family was divided into differ-
ent groups according to their annual income (unit: RMB). 
We defined: 1 =  < 30000yuan, 2 = 30,000 ~ 50000yuan, 
3 = 50,000 ~ 70000yuan, 4 = 70,000 ~ 100000yuan, 
5 =  > 100000yuan. Family history of psychiatric disorders 
included positive and negative outcomes.

CARS  The CARS includes 15 items, and each item is 
rated on a scale of 1 to 4. According to a composite score, 
participants can be classified as non-autism, mild autism, 
moderate autism, and severe autism [26]. The total score 
of the scale ranged from 15 to 60, and we classified a par-
ticipant enrolled in the autism group should get a score 
higher than 30 [27].

K‑SADS‑PL  K-SADS-PL is a semi-structured diagnostic 
test, which is used to evaluate psychopathological disor-

ders in children and adolescents (age 6–18) [28]. K-SADS-
PL was herein performed as an enrollment to exclude 
individuals in both groups who had comorbid diagnosis 
of other severe mental disorders (e.g., psychotic disor-
ders, major depression or manic disorder) evaluated by 
psychiatrists.

AHRBI  The AHRBI includes 38 items related to HRB 
[20]. All items in this scale were shown in Additional 
file 1: Table S1. In the current study, the participants were 
asked to indicate how often they experienced each symp-
tom in the period of one year on a 5-point Likert-like 
scale (1 = never, 2 = rarely, 3 = sometimes, 4 = often and 
5 = very often). The inventory has six subscales: “aggres-
sion and violence (AV)”, “health-compromising behav-
ior (HCB)”, “rule breaking (RB)”, “unprotected sex (US)”, 
“suicide and self-injury (SS)”, and “substance use (SU)”. 
The higher the factor score, the more serious the health-
related risky behavior. The higher the total score of the 
scale, the more the individual’s overall health-related risky 
behaviors. The total score of AHRBI ranged from 38 to 
190.

SDS  The SDS contains 20 items, and we used it to assess 
the symptoms of depression in participants in the autism 
group. Each item was rated with respect to how partici-
pants felt using a four-point Likert-type scale. Options 
included: 1 = little or no time, 2 = a small part of the time, 
3 = quite a lot of time, 4 = most or all of the time. Forward 
scoring questions were scored as 1, 2, 3, and 4; reverse 
scoring questions were scored as 4, 3, 2, and 1. Reverse 
scoring question number: 2, 5, 6, 11, 12, 14, 16, 17, 18, 
20. The raw total score of the SDS ranged from 20 to 80, 
while the results were typically presented as the SDS 
index, which was obtained by expressing the total score 
converted to a scale of 100 points [29].

SAS  The SAS is a self-report scale whose 20 items cover 
a series of anxiety symptoms [30]. In the current research, 
participants were instructed to choose how often they 
experienced each symptom over the last week given on 
a four-point Likert-type scale, ranging from 1 (none) to 4 
(most). Items includes both positive and negative experi-
ences. Forward scoring questions were scored as 1, 2, 3, 
and 4; reverse scoring questions were scored as 4, 3, 2, and 
1. Reverse scoring question number: 5, 9, 13, 17, 19. The 
standard total score of the SAS ranges from 25 to 100. The 
higher the standard score, the more serious the symptom.

SES  The SES contains 10 items, and we used it to assess 
the self-respect and self-acceptance of participants in the 
autism group. They were asked to rate on a four-point 
Likert-type scale, ranging from 1 for totally disagree to 4 
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for totally agree. Items 1, 2, 4, 6, 7, 8 were worded in posi-
tive terms, while items 3, 5, 9,10 were worded in negative 
terms [31]. The total score range is 10–40. The higher the 
score, the higher the self-esteem.

ToM
Theory of mind refers to the individual’s ability to under-
stand self and others’ intentions or beliefs and to explain 
or predict the behavior of others. We used two false belief 
tasks as a test of theory of mind: the first-order false belief 
task and second-order false belief task. The first-order 
false belief task and second-order false belief task were 
previously described by Baron-Cohen [32] and Sullican 
[33], respectively. First-order false belief task refers to the 
ability to understand the false belief of others. Second-
order false belief task refers to the inference or cognition 
of others’ beliefs about another person, that is, the recur-
sive thinking of others’ psychological activities. Both tests 
had two kinds of questions, control question and test 
question. Control questions answered incorrectly, scored 
" 0 "; only control questions answered correctly, scored " 
1 "; both control and test questions answered correctly, 
scored " 2 ".

ASSQ  The ASSQ has good properties for screening the 
broader phenotype of autistic traits. It consists of 27 items 
rated on a three-point scale, ranging from 0 (normal) to 
2 (definite abnormality) [34]. There were three subscales 
within the ASSQ, including social interaction disor-
der, communication barriers, and limited and repetitive 
behaviour. The total score ranged from 0 to 54. Higher 
factor scores indicated more severe symptoms.

WISC and WAIS
In the present study, Wechsler Intelligence Scale for 
Children (WISC) [35] and Wechsler Adult Intelligence 
Scale (WAIS) [36] were employed to assess intelligence 
of autistic participants who aged from 12 to 16 and over 
17 years old, respectively. WISC and WAIS both had ver-
bal IQ, performance IQ and full-scale IQ. These three 
factors were used for correlation analysis and regression 
analysis.

Data analysis
All the analyses were conducted in SPSS 24.0 soft-
ware (IBM, Armonk, NY, USA). A chi-square test was 
employed to analyze differences among count data. Kol-
mogorov–Smirnov test was used to indicate whether dis-
tribution of variables was normal. Normally distributed 
data were presented as the mean ± standard deviation; 
otherwise, they were presented as the median [minimum, 
maximum]. For making comparisons, Mann–Whitney U 

test and Spearman’s rank correlation analysis were uti-
lized as indicated. Multivariate regression analysis was 
conducted to explore factors associated with HRB in the 
autism group. Two-sided P-values < 0.05 were considered 
statistically significant (*P < 0.05; **P < 0.01).

Results
Demographic characteristics of participants in the autism 
and control groups
The demographic characteristics of 300 participants were 
shown in Table 1. Each group included 150 adolescents. 
The mean IQ in the autism group was 91.09 ± 4.72, while 
no result was provided for control group. The parental 
educational level, family relationships, family financial 
situation, and family history of psychiatric disorders are 
displayed in Table  1. The autism and control group sig-
nificantly differed in terms of parental educational level, 
as well as family economic status, and family history of 
psychiatric disorders (P < 0.05). There were no significant 
differences in age, gender, residence, and family relation-
ships between the two groups (P > 0.05).

Scores of AV, HCB, US, and SS subscales of AHRBI 
in the autism group were significantly higher than those 
in the control group
The results showed that the total score (Z value = − 3.47, 
P = 0.001), and scores of four subscales (AV, HCB, US, 
and SS) of AHRBI (Z value = − 4.58 ~ − 2.26, all P < 0.05) 
in the autism group were significantly higher than those 
in the control group. No significant differences were 
found in RB and SU subscales (Table 2). Among 38 items 
of the AHRBI, 21 items showed significantly higher 
scores (Z value = − 5.57 ~ − 2.08, all P < 0.05) in the 
autism group compared with those in the control group 
(Table S1). These results indicated that adolescents with 
autism had more HRB than controls, especially in AV, 
HCB, US, and SS subscales.

A correlation between AHRBI scores and scores 
of socio‑demographic data, SAS, SDS, SES, IQ, ToM, 
and ASSQ in the autism group
In order to explore factors potentially associated with 
HRB in adolescents with autism, we conducted spear-
man’s rank correlation analysis between AHRBI scores 
(AV, HCB, US, SS, and the total score of AHRBI) and the 
following variables: age, gender, father’s educational level, 
mother’s educational level, family relationship, family 
history of psychiatric disorders, the scores of SAS, SDS, 
SES, IQ, ToM, and ASSQ in the autism group. Because 
no significant differences were found in RB and SU sub-
scales between two groups, we did not include these two 
subscales in the correlation calculation.
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As shown in Table  3, AV subscale and demographic 
data were not correlated together. AV subscale was posi-
tively correlated with the score of SAS and SDS (r = 0.30, 
0.24, respectively; all P < 0.05).

The score of HCB subscale was positively correlated 
with age, family relationship and the score of com-
munication disorders in ASSQ (r range 0.16 ~ 0.28, 
P < 0.05), while negatively correlated with mother’s 

educational level and the score of first-order false belief 
task (r = − 0.19, − 0.26; P < 0.05).

No correlation was found between the score of US 
subscale and demographic data. The score of SAS 
was positively correlated with scores of US (r = 0.23, 
P = 0.010). The score of US subscale was markedly neg-
atively correlated to verbal intelligence quotient, per-
formance intelligence quotient, total intelligence scores 

Table 1  Demographic characteristics of the autism and control groups

Residence:1 = city, 2 = town, 3 = rural area

Father’s education background:1 = Primary School, 2 = Middle School, 3 = High School, 4 = Undergraduate, 5 = Postgraduate

Mother’s education background: 1 = Primary School, 2 = Middle School, 3 = High School, 4 = Undergraduate, 5 = Postgraduate

Family financial situation (annual income: yuan): 1 =  < 30,000, 2 = 30,000 ~ 50,000, 3 = 50,000 ~ 70,000, 4 = 70,000 ~ 100,000, 5 =  > 100,000

Family relationship: 1 = Harmonious, 2 = Fine, 3 = Disharmony, 4 = Parents Divorced

Items Autism group (n = 150) Control group (n = 150) Z/χ2 P

Age, median (min, max) 14.5 (12.0, 19.1) 14.5 (12.1, 19.0) 0.401 0.688

Gender 0.00 0.9999

 Female 24 24

 Male 126 126

IQ (Mean ± standard deviation) 91.09 ± 4.72 –

Residence 1.998 0.368

 City 130 137

 Town 17 10

 Rural area 3 3

Paternal education (%) 33.48  < 0.001

 Primary school 1 (0.7) 2 (1.33)

 Middle school 6 (4.0) 26 (17.33)

 High school 26 (17.3) 40 (26.67)

 Undergraduate 88 (58.7) 77 (51.33)

 Postgraduate 29 (19.3) 5 (3.34)

Maternal education (%) 37.01  < 0.001

 Primary school 1 (0.7) 6 (4.00)

 Middle school 5 (3.3) 25 (16.67)

 High school 25 (16.7) 40 (26.67)

 Undergraduate 95 (63.3) 75 (50.00)

 Postgraduate 24 (16.0) 4 (2.66)

Family relationship (%) 2.013 0.57

 Harmonious 103 (68.7) 106 (70.67)

 Fine 42 (28.0) 35 (23.33)

 Disharmony 4 (2.7) 8 (5.33)

 Parents divorced 1 (0.7) 1 (0.67)

Financial situation (annual income CNY, %) 16.385 0.003

 < 30,000 19 (12.7) 12 (8.0)

 30,000–50,000 42 (28.0) 21 (14.0)

 50,000–70,000 29 (19.3) 33 (22.0)

 70,000–100,000 31 (20.7) 30 (20.0)

 > 100,000 29 (19.3) 54 (36.0)

Family history of mental illness (%) 5.91 0.015

 Positive 14 (9.33) 4 (2.67)

 Negative 136 (88.0) 146 (97.33)
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and second-order false belief task (r = − 0.23 ~ − 0.31, 
all P < 0.05).

The score of SS subscale was positively correlated with 
age, the score of SAS, SDS (r range 0.17 ~ 0.30, P < 0.05), 
whereas negatively correlated with mother’s educational 
level and the score of SES (r = − 0.18, − 0.26, respectively; 
P < 0.05).

The total score of AHRBI was positively correlated 
with family relationship, the total scores of SAS, SDS and 
the score of communication disorder in ASSQ (r range 
0.20 ~ 0.33, P < 0.05), while negatively correlated with SES 
(r = − 0.22, P = 0.025).

There was no significant correlation between HRB and 
gender in the autism group (We used non-parametric 
tests and found P value > 0.05).

Multiple regression analysis of factors associated with HRB 
in adolescents with autism
Based on the results of Spearman’s rank correlation 
analysis, multiple linear regression was used to explore 
factors associated with HRB in adolescents with autism. 
The total score and scores of AV, HCB, US, and SS sub-
scales of AHRBI were analyzed as dependent variables. 
Independent variables were chosen based on above-men-
tioned correlation analysis.

Table 2  Comparison of AHRBI total score and subscale scores between two groups

Total scale/Subscale Autism group (n = 150)
Median (min, max)

Control group(n = 150)
Median (min, max)

Z P

Total score 53 (38, 177) 50 (38, 88) − 3.47 0.001

Aggression and violence 15 (10, 50) 13 (10, 29) − 3.19 0.001

Health compromising behavior 9 (5, 21) 8 (5, 17) − 2.26 0.024

Rule breaking 10 (7, 35) 9 (7, 18) − 0.91 0. 363

Unprotected sex 6 (5, 25) 5 (5, 7) − 4.58  < 0. 001

Suicide and self-injury 6 (5, 25) 5 (5, 20) − 2.57 0.010

Substance use 6 (6, 25) 6 (6, 10) − 1.51 0. 132

Table 3  Spearman’s rank correlation coefficients between the AHRBI scores and related factors

*P < 0.05 (2-tailed). **P < 0.01 (2-tailed)

AV Aggression and violence, HCB Health compromising behavior, US Unprotected sex, SS Suicide and self-injury, AHRBI Total  The total score of Adolescents Health-
Related Risky Behavior Inventory, SAS The Zung Self-rating Anxiety Scale, SDS  Zung Self-rating Depression Scale, SES  the Self-Esteem Scale, IQ Chinese Wechsler 
Intelligence, ToM Theory of Mind, ASSQ Autism Spectrum Screening Questionnaire

Total scale/subscale AV HCB US SS AHRBI Total

Age 0.03 0.20* 0.08 0.17* 0.16

Father’s education background − 0.02 − 0.05 0.12 0.04 0.02

Mother’s education background − 0.09 − 0.19* 0.16 − 0.18* − 0.14

Family relationship 0.16 0.16* − 0.06 0.09 0.20*

Family Financial situation − 0.06 − 0.02 0.02 − 0.08 − 0.02

Total score of SAS 0.30** 0.10 0.23** 0.30** 0.33**

Total score of SDS 0.24** 0.02 0.10 0.23* 0.23**

Total score of SES − 0.19 − 0.14 − 0.05 − 0.26** − 0.22*

IQ Scores

 Verbal IQ − 0.02 − 0.17 − 0.25* − 0.19 − 0.10

 Performance IQ − 0.07 − 0.13 − 0.27* − 0.16 − 0.10

 Full-scale IQ − 0.04 0.03 − 0.31* − 0.11 − 0.03

ToM Test

 First-Order Belief Test − 0.05 − 0.26** − 0.06 − 0.08 − 0.11

 Second-Order Belief Test − 0.02 − 0.19 − 0.23* − 0.12 − 0.12

ASSQ

 Restricted and repetitive behavior 0.10 0.17 0.12 0.01 0.17

 Social interaction disorder 0.07 0.17 0.04 0.04 0.13

 Communication disorder 0.13 0.28** 0.18 0.02 0.22*
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The results revealed that the total score of SAS was 
an independent risk factor for AV behavior (B = 0.27, 
P < 0.001); besides, communication disorder (B = 0.25, 
P = 0.012) and age (B = 0.24, P = 0.044) were independ-
ent factors for HCB. The total score of IQ (B = − 0.04, 
P = 0.043) and the score of the second-order false belief 
task (B = − 1.16, P = 0.033) were two independent risk 
factors for US. The total scores of SAS and SES were inde-
pendent factors for SS. For the total score of the AHRBI, 
we found that total score of SAS and total score of SES 
were independent risk factors. The influences of the two 
independent variables included in the model on the total 
score of AHRBI were statistically significant (P < 0.05), 
and the specific results were summarized in Table 4.

Discussion
In the current study, we explored HRB and their associ-
ated factors in adolescents with autism by using AHRBI. 
The results showed that the total score of AHRBI and 
scores of AV, SS, HCB, and US subscales in the autism 
group were significantly higher than those in the control 
group, which were consistent with results of previous 
studies [37–40]. These results indicated that adolescents 
with autism were more likely to be involved in HRB.

Aggression and violence in adolescents with autism 
have been extensively reported in previous researches 
[12, 41]. Touhami et al. found that teenagers with autism 
were 1.4 times more likely to have AV behaviors than 
neurotypical teenagers [41]. Westphal et  al. reported 
that autistic teenagers had various aggressive behaviors, 

including scratching, biting, and beating others [42]. 
Similar to these results, the current study also indicated 
that adolescents with autism had more aggression and 
violent behaviors. Based on the results of multivari-
ate regression analysis, the present study suggested that 
anxiety was an independent risk factor of AV behavior in 
adolescents with autism. There maybe lies two reasons. 
On one hand, autistic individuals often suffer from emo-
tion dysregulation, which may make it hard for them to 
control their impulsivity [43]. On the other hand, one of 
the core symptoms of autism is communication disor-
der, which may make it difficult for them to express their 
emotions clearly [44]. Based on the above two reasons, 
autistic individuals with anxiety may tend to rely on vio-
lence to express anger or relieve anxiety. This implied that 
adolescents with autism are more likely to experience 
aggression and violence under the influence of anxiety. 
Hirota et al. [13] and María et al. [45] achieved another 
results, in which AV behaviors in adolescents with autism 
were correlated to depression and family relationships, 
whereas these two factors were not independent predic-
tors of AV behaviors in the regression model. This may 
be due to a relatively small sample size of the present 
research, necessitating further studies with large sample 
size.

In terms of HCB, the results of multivariate linear 
regression analysis revealed that communication dis-
orders and age were risk factors for HCB behavior in 
adolescents with autism, suggesting that unhealthy eat-
ing habits of adolescents with autism were correlated to 

Table 4  Results of multiple linear regression analysis

P < 0.05 indicates significant difference

AV Aggression and Violence, HCB Health Compromising Behavior, US Unprotected Sex, SS Suicide and Self-injury, AHRBI Total The total score of Adolescents Health-
Related Risky Behavior Inventory, SAS the Zung Self-rating Anxiety Scale, SES the Self-Esteem Scale

Model Unstandardized coefficients t P 95.0% Confidence interval for B

B Std. error Lower bound Upper bound

AV

 Total score of SAS 0.27 0.063 4.26  < 0.001 0.14 0.39

HCB

 Communication disorders 0.25 0.10 2.57 0.012 0.06 0.44

 Age 0.24 0.12 2.04 0.044 0.006 0.48

US

 Total IQ Scores − 0.04 0.02 − 2.07 0.043 − 0.08 − 0.001

 Score of Second-Order False Belief Test − 1.16 0.53 − 2.18 0.033 − 2.23 − 0.10

SS

 Total score of SAS 0.11 0.04 3.10 0.003 0.04 0.18

 Total score of SES − 0.19 0.07 − 2.60 0.011 − 0.33 − 0.04

AHRBI Total

 Total score of SAS 0.58 0.21 2.73 0.008 0.16 1.00

 Total score of SES − 1.03 0.44 − 2.32 0.023 − 1.91 − 0.15
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their poor language communication and increasing age, 
which were consistent with Geng et  al.’s findings [46]. 
A logical explanation for this may be that it is more dif-
ficult for adolescents with communication barriers to 
understand why parents are more persistent in dominat-
ing a healthy diet. For example, when autistic adolescents 
cannot understand the health benefits of a moderate 
diet or eating breakfast on time, they may not develop 
good habits for a healthy diet but behave like overeat-
ing, excessive dieting, or skipping breakfast. As for age, 
we hypothesized that with increasing age in adolescence, 
autistic individuals may begin to pay attention to their 
body shape, and subsequently subjectively refrain from 
eating, resulting in a decrease in their food intake. It has 
been reported that autism often co-occurs with eating 
disorders [47], justifying unhealthy diets, such as exces-
sive dieting or vomiting after overeating. An item result 
of HCB also showed that autistic adolescents had more 
physical discomforts, such as dizziness, cold sweat, and 
physical weakness due to excessive dieting, which were 
basically consistent with findings of previous studies [48, 
49]. This might be related to the fact that individuals with 
autism often have stereotypic eating habits or comorbid 
with eating disorders, manifesting as less food intake 
which lead to physical discomforts [44, 47].

The present study confirmed that individuals with 
autism had more unsafe sexual behaviors than neuro-
typical adolescents, which was inconsistent with results 
of previous studies. A number of studies have reported 
that sexual behaviors of individuals with autism were less 
frequent than those of their peers or there was no signifi-
cant difference between them [50–52]. We suspected that 
reasons for inconsistency may be caused by the follow-
ing reasons. Firstly, as the results of this study showed, 
unprotected sex behavior was associated with IQ. We 
didn’t limit the IQ of the individuals when they were 
enrolled. The IQ of the autistic group ranged from 65 to 
127. Autistic adolescents with low IQ are more likely to 
have unprotected sex behavior. Secondly, previous stud-
ies had focused more on whether autistic adolescents had 
sexual behavior, while the current study aimed to indicate 
whether autistic adolescents could take protective meas-
ures before the occurrence of sexual behaviors, not only 
refer to the occurrence of sexual behavior. The above two 
reasons may lead to higher unprotected sexual behavior 
in autistic individuals than in neurotypical adolescents. 
The results of multivariate regression analysis showed 
that IQ and score of second-order false belief task were 
predictors of unsafe sexual behaviors in adolescents with 
autism, highlighting that autistic adolescents with low 
IQ and low ability of ToM are more likely to have unsafe 
sexual behavior. Opal [53] also found a significant posi-
tive correlation between sexual knowledge and IQ, that 

is, the lower the IQ, the worse comprehension of the 
sexual knowledge. Individuals with autism may not be 
aware of the harm that unprotected sex behavior could 
bring to them, such as accidental pregnancy or sexually 
transmitted infections. At the same time, they may not 
understand the measures to protect their sexual safety, 
either. Poor ability of second-order false belief task is also 
a risk factor for unprotected sexual behavior in autis-
tic individuals. There is a primary deficit in individuals 
with autism, whose ToM abilities have been well estab-
lished to lag behind neurotypical controls in the devel-
opment of theory of mind [54, 55]. Second-order false 
belief task, which belongs to ToM test, refers to evalu-
ate one’s understanding of another’s belief in reality [56]. 
When it is difficult for autistic adolescents to understand 
other people’s intentions or speculate on other people’s 
thoughts, they may be easily violated by others without 
preparedness [57].

Rattaz et al. found that about 35.8% of autistic adoles-
cents had self-injurious behaviors [38]. For individuals 
with autism, self-injurious behavior often involves cut-
ting, inflicting burns, biting themselves, hitting a wall 
with their head, etc. [14]. Compared with neurotypical 
adolescents, the current study showed that adolescents 
with autism had more self-injurious behaviors and sui-
cide attempts. Further analysis revealed that anxiety and 
self-esteem could predict SS in adolescents with autism. 
Previous studies demonstrated that self-injurious behav-
iors are related to anxiety, while explanation of this rela-
tionship is complicated [58, 59]. Individuals with anxiety 
often adopt a catastrophic cognitive emotion regulation 
strategy [60]. Autistic adolescents often have poor skills 
in emotional regulation, which may lead them to exhibit 
self-injurious impulsivity [61]. We hypothesized that this 
feature makes autistic adolescents with anxiety more 
prone to resort to impulsive self-injury or suicidal behav-
ior as an escape method from distress [62]. As for low 
self-esteem, Titia G also found self-esteem were indepen-
dently associated with severity of suicidality in autism 
[63]. It may increase autistic adolescents’ hopelessness, 
a sense of worthlessness and denial of the significance 
of their own existence, which may lead to ultimately 
self-harm and suicide [64]. This hypothesis particularly 
requires researchers’ attention.

There was no significant difference in the RB factor 
between autistic adolescents and neurotypical ado-
lescents. The reason might be that although autistic 
adolescents have a risk of aggression, the impairment 
of social interaction and communication may dis-
able them in finding more friends [65, 66]. Thus, they 
scarcely gather with others to commit illegal crimes. 
In addition, stereotypical features may enable them 
to follow rules more strictly, which may reduce the 
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occurrence of disciplinary breaking behaviors. Besides, 
individuals with autism are highly under their fam-
ily’s surveillance, which may lead to less disciplined 
violations. However, there are two items, making a 
significant difference between autism group and con-
trol group. One is gambling, the other is running away 
from home. Some researchers have found that indi-
viduals with autism may be more sensitive to numbers 
and have a better numerical problem-solving ability 
than their peers [67], leading to a better performance 
and a preference to certain gambling methods. In 
addition, autistic individuals are often accompanied 
by stereotyped and repetitive behaviors, which may 
make them more addictive [44]. These two reasons 
may make them more likely to indulge in gambling. As 
for running away from home, several potential factors 
may be related to this behavior (e.g., hypersensitivity 
to auditory or visual disturbances, such as loud noises 
or fluorescent lights at home, a particular interest in 
things outside home, or abuse at home [68, 69]). The 
present study did not explore potential reasons for 
autistic adolescents why they have gambling or leave 
home. Thus, further research should be carried out to 
eliminate this deficiency.

The current study did not find remarkable abuse 
of  alcohol and tobacco in the autism group compared 
with control group, which is consistent with Mangerud 
et al.’s findings [70]. A previous study showed unhealthy 
habits in adolescents, such as smoking and drinking, 
were closely correlated to parents’ educational level and 
behaviors [71]. The majority of parents in the current 
study had higher educational levels, which might result 
in negative results. However, there were a number of 
items (e.g., getting drunk at a party or feeling irrita-
tion, headaches, or sleeplessness while quitting smok-
ing) that obtained higher scores in the autism group 
compared with those in the control group. This maybe 
because adolescents with autism tend to exhibit poor 
self-control and repetitive and rigid behavioral pat-
terns. Once they are exposed to alcohol, tobacco, etc., 
the risk of substance dependence and abuse will be 
far greater than neurotypical peers [72]. So attention 
should be paid to the prevention of alcohol and tobacco 
abuse in autistic adolescents.

Limitations
The present study contains a number of limitations. 
Firstly, the number of subjects was relatively small. Sec-
ondly, participants in the autism group were enrolled 
from a single medical center, which may cause bias. 
Thirdly, the autistic group was mainly composed of male. 
Finally, the number of independent variables used in 

the multivariate regression analysis was limited. There-
fore, further in-depth studies are warranted to eliminate 
the above-mentioned shortcomings, and confirm our 
findings.

Conclusion
The present study showed that adolescents with autism 
were more likely to be involved in HRB, especially in 
aggression and violence, suicide or self-injury, health-
compromising behavior, and unprotected sex. Different 
HRB have different risk factors. It is highly advised to 
pay more attention to HRB in adolescents with autism, 
so as to better understand the HRB in adolescents with 
autism and carry out a more comprehensive interven-
tion for autistic adolescents.

Abbreviations
HRB: Health-related risky behaviors; ASD: Autism spectrum disorder; AS: Asper-
ger’s syndrome; PDD-NOS: Pervasive developmental disorder-not otherwise 
specified; AHRBI: Adolescent Health-Related Risky Behavior Inventory; ASSQ: 
Autism Spectrum Screening Questionnaire; WISC: Wechsler Intelligence Scale 
for Children; WAIS: Wechsler Adult Intelligence Scale; ToM: Theory of Mind Test; 
SAS: Zung Self-rating Anxiety Scale; SDS: Zung Self-rating Depression Scale; 
SES: Self-Esteem Scale; AV: Aggression and violence; SS: Suicide or self-injury; 
HCB: Health-compromising behavior; US: Unprotected sex; RB: Rule breaking; 
SU: Substance use; IQ: Intelligence quotient; YRBS: Youth Risk Behavior Survey 
questionnaire; ARI: Adolescent Risk Inventory; ARBS: Adolescent Risk Behavior 
Screening Form; RBQ-A: Adolescent Risk Behavior Questionnaire; CARS: Child-
hood Autism Rating Scale; K-SADS-PL: Schedule for Affective Disorders and 
Schizophrenia for School-Age Child-Present and Lifetime Version.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13034-​021-​00390-6.

Additional file 1: Table S1. Comparison in all items of Health-related risky 
behaviors between autism and control group.

Acknowledgements
We would like to thank Peking University Sixth Hospital for supporting this 
research. We also thank all participants and their families. We appreciate 
Yanling Liu and other colleagues who presented significant comments and 
professional support on data collection and methodology.

Authors’ contributions
The authors alone are responsible for the writing and content of this article. 
Data collection was performed by YJS, LZX, ZHM, YLY, TNY, ZLG, XYG, LL, QYL, 
XZT and was supervised by XL and JL. YJS analysed the data and wrote the first 
draft of the manuscript. All authors read and approved the final manuscript.

Funding
This paper is supported by “National Key R&D Program of China 
(2017YFC1309900)” and “Beijing Municipal & Technology Commission 
(Z171100001017088 and Z161100000116098)”.

Availability of data and materials
All the clinical data used to support the findings of this study may be released 
upon application to the data access manager, who can be contacted at 
ljyuch@bjmu.edu.cn.

https://doi.org/10.1186/s13034-021-00390-6
https://doi.org/10.1186/s13034-021-00390-6


Page 10 of 11Sun et al. Child Adolesc Psychiatry Ment Health           (2021) 15:39 

Declarations

Ethics approval and consent to participate
This study was conducted under the approval of the Ethics Committee of 
Peking University Sixth Hospital (No. 2016-11-7-1). This article does not contain 
any studies with animals performed by any of the authors. The participants 
and their parents were asked to sign an informed consent prior to their partici-
pation in the study.

Consent for publication
All authors agreed the possible publication of our article on Child and Ado-
lescent Psychiatry and Mental Health. The participant has consented to the 
submission of the article to the journal.

Competing interests
The authors declare that they have no conflict of interest.

Author details
1 Peking University Institute of Mental Health, Peking University Sixth Hospital, 
Key Laboratory of Mental Health, National Health Commission (Peking Univer-
sity), National Clinical Research Center for Mental Disorders (Peking University 
Sixth Hospital), No. 51 Huayuan North Road, Haidian District, Beijing 100191, 
China. 2 Children’s and Women’s Hospital, Quanzhou 362000, China. 

Received: 28 April 2021   Accepted: 20 July 2021

References
	1.	 American Psychiatric Association. Diagnostic and statistical manual of 

mental disorders. 5th ed. Arlington: American Psychiatric Publishing; 
2013.

	2.	 Maenner MJ, Shaw KA, Baio J, Washington A, Patrick M, et al. Prevalence 
of Autism spectrum disorder among children aged 8 years - Autism and 
Developmental disabilities monitoring network, 11 sites United States, 2016. 
MMWR Surveill Summ. 2020. https://​doi.​org/​10.​15585/​mmwr.​ss690​4a1.

	3.	 American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders. 4th ed. Washington DC: American Psychiatric Associa-
tion; 1994.

	4.	 Sun X, Allison C, Matthews FE, et al. Prevalence of autism in mainland 
China, Hong Kong and Taiwan: a systematic review and meta-analysis. 
Mol Autism. 2013. https://​doi.​org/​10.​1186/​2040-​2392-4-7.

	5.	 Baxter AJ, Brugha TS, Erskine HE, et al. The epidemiology and global 
burden of autism spectrum disorders. Psychol Med. 2015. https://​doi.​org/​
10.​1017/​S0033​29171​40017​2X.

	6.	 Sabuncuoglu O, Irmak MY, Ucok Demir N, et al. Sibling death after being 
thrown from window by brother with Autism: defenestration, an emerg-
ing high-risk behavior. Case Rep Psychiatry. 2015. https://​doi.​org/​10.​1155/​
2015/​463694.

	7.	 Bitsika V, Sharpley CF, Andronicos NM, et al. What worries parents of a 
child with Autism? Evidence from a biomarker for chronic stress. Res Dev 
Disabil. 2017. https://​doi.​org/​10.​1016/j.​ridd.​2017.​02.​003.

	8.	 Butwicka A, Langstrom N, Larsson H, et al. Increased risk for substance 
use-related problems in autism spectrum disorders: a population-
based cohort study. J Autism Dev Disord. 2017. https://​doi.​org/​10.​1007/​
s10803-​016-​2914-2.

	9.	 Kann L, McManus T, Harris WA, et al. Youth risk behavior surveillance - 
United States, 2017. MMWR Surveill Summ. 2018. https://​doi.​org/​10.​
15585/​mmwr.​ss670​8a1.

	10.	 Guo L, Wang T, Wang W, et al. Trends in health-risk behaviors among chi-
nese adolescents. Int J Environ Res Public Health. 2019. https://​doi.​org/​10.​
3390/​ijerp​h1611​1902.

	11.	 Yu J, Putnick DL, Hendricks C, et al. Health-risk behavior profiles and recip-
rocal relations with depressive symptoms from adolescence to young 
adulthood. J Adolesc Health. 2017. https://​doi.​org/​10.​1016/j.​jadoh​ealth.​
2017.​07.​002.

	12.	 Kanne SM, Mazurek MO. Aggression in children and adolescents with 
ASD: prevalence and risk factors. J Autism Dev Disord. 2011. https://​doi.​
org/​10.​1007/​s10803-​010-​1118-4.

	13.	 Hirota T, Deserno M, McElroy E. The network structure of irritability and 
aggression in individuals with autism spectrum disorder. J Autism Dev 
Disord. 2020. https://​doi.​org/​10.​1007/​s10803-​019-​04354-w.

	14.	 Handen BL, Mazefsky CA, Gabriels RL, et al. Risk factors for self-injurious 
behavior in an inpatient psychiatric sample of children with autism spec-
trum disorder: a naturalistic observation study. J Autism Dev Disord. 2018. 
https://​doi.​org/​10.​1007/​s10803-​017-​3460-2.

	15.	 Jessor R and Jessor SL. Problem behavior and psychosocial develop-
ment: A longitudinal study of youth. New York: Academic Press. 1977; doi: 
https://​doi.​org/​10.​2307/​20656​89

	16.	 Barnes GM, Welte JW, Hoffman JH, et al. Shared predictors of youthful 
gambling, substance use, and delinquency. Psychol Addict Behav. 2005. 
https://​doi.​org/​10.​1037/​0893-​164X.​19.2.​165.

	17.	 Brener ND, Kann L, McManus T et al. Reliability of the 1999 youth risk 
behavior survey questionnaire. J Adolesc Health. 2002; doi: https://​doi.​
org/​10.​1016/​s1054-​139x(02)​00339-7

	18.	 Lescano CM, Hadley WS, Beausoleil NI, et al. A brief screening measure of 
adolescent risk behavior. Child Psychiatry Hum Dev. 2007. https://​doi.​org/​
10.​1007/​s10578-​006-​0037-2.

	19.	 Jankowski MK, Rosenberg HJ, Sengupta A, et al. Development of a 
screening tool to identify adolescents engaged in multiple problem 
behaviors: the Adolescent Risk Behavior Screen (ARBS). J Adolesc Health. 
2007. https://​doi.​org/​10.​1016/j.​jadoh​ealth.​2006.​09.​016.

	20.	 Wang M, Yi J, Cai L, et al. Development and psychometric properties of 
the health-risk behavior inventory for Chinese adolescents. BMC Med Res 
Methodol. 2012. https://​doi.​org/​10.​1186/​1471-​2288-​12-​94.

	21.	 Jiang W, Shi F, Liu H, et al. Reduced white matter integrity in antisocial 
personality disorder: a diffusion tensor imaging study. Sci Rep. 2017. 
https://​doi.​org/​10.​1038/​srep4​3002.

	22.	 Liu M, Zhang J, Hu E, et al. Combined patterns of physical activity and 
screen-related sedentary behavior among Chinese adolescents and their 
correlations with depression, anxiety and self-injurious behaviors. Psychol 
Res Behav Manag. 2019. https://​doi.​org/​10.​2147/​PRBM.​S2200​75.

	23.	 Quiroz V, Reinero D, Hernandez P, et al. Development of a self-report 
questionnaire designed for population-based surveillance of gingivitis in 
adolescents: assessment of content validity and reliability. J Appl Oral Sci. 
2017. https://​doi.​org/​10.​1590/​1678-​7757-​2016-​0511.

	24.	 Chen YN, Yao SQ, Xin XH. Cognitive emotion regulation strategies among 
Chinese adolescents having unprotected sex: a latent profile analysis. 
Psychol Health Med. 2018. https://​doi.​org/​10.​1080/​13548​506.​2017.​13255​
06.

	25.	 Gao Z, Liu J, Li X, et al. Health-related risky behaviors in adolescents with 
high functioning autism. Chin J Pract Pediatrics. 2019.

	26.	 Schopler E, Reichler RJ, DeVellis RF, et al. Toward objective classification of 
childhood autism: childhood Autism Rating Scale (CARS). J Autism Dev 
Disorders. 1980. https://​doi.​org/​10.​1007/​BF024​08436.

	27.	 Schopler E, Reichler RJ, Renner BR. The childhood autism rating scale 
(CARS): For diagnostic screening and classification of autism. New York: 
Irvington; 1986.

	28.	 Kaufman J, Birmaher B, Brent D, et al. Schedule for affective disorders 
and schizophrenia for school-age children-present and lifetime version 
(K-SADS-PL): initial reliability and validity data. J Am Acad Child Adolesc 
Psychiatry. 1997. https://​doi.​org/​10.​1097/​00004​583-​19970​7000-​00021.

	29.	 Zung WW. A self-rating depression scale. Arch Gen Psychiatry. 1965. 
https://​doi.​org/​10.​1001/​archp​syc.​1965.​01720​31006​5008.

	30.	 Zung WW. A rating instrument for anxiety disorders. Psychosomatics. 
1971. https://​doi.​org/​10.​1016/​S0033-​3182(71)​71479-0.

	31.	 Martin-Albo J, Nuniez JL, Navarro JG, et al. The Rosenberg Self-Esteem 
Scale: translation and validation in university students. Span J Psychol. 
2007. https://​doi.​org/​10.​1017/​s1138​74160​00067​27.

	32.	 Baron-Cohen S, Leslie AM, Frith U. Does the autistic child have a “theory of 
mind”? Cognition. 1985. https://​doi.​org/​10.​1016/​0010-​0277(85)​90022-8.

	33.	 Sullivan K, Zaitchik D, Tager-Flusberg H. Preschoolers can attribute 
second-order beliefs. Dev Psychol. 1994. https://​doi.​org/​10.​1037/​0012-​
1649.​30.3.​395.

	34.	 Guo YQ, Tang Y, Rice C, et al. Validation of the Autism spectrum screening 
questionnaire, mandarin Chinese version (CH-ASSQ) in Beijing. China 
Autism. 2011. https://​doi.​org/​10.​1177/​13623​61310​396383.

	35.	 Wechsler DA. Manual of the Wechsler Intelligence Scale for Children-
Revised. The Psychological Corporation.1974.

https://doi.org/10.15585/mmwr.ss6904a1
https://doi.org/10.1186/2040-2392-4-7
https://doi.org/10.1017/S003329171400172X
https://doi.org/10.1017/S003329171400172X
https://doi.org/10.1155/2015/463694
https://doi.org/10.1155/2015/463694
https://doi.org/10.1016/j.ridd.2017.02.003
https://doi.org/10.1007/s10803-016-2914-2
https://doi.org/10.1007/s10803-016-2914-2
https://doi.org/10.15585/mmwr.ss6708a1
https://doi.org/10.15585/mmwr.ss6708a1
https://doi.org/10.3390/ijerph16111902
https://doi.org/10.3390/ijerph16111902
https://doi.org/10.1016/j.jadohealth.2017.07.002
https://doi.org/10.1016/j.jadohealth.2017.07.002
https://doi.org/10.1007/s10803-010-1118-4
https://doi.org/10.1007/s10803-010-1118-4
https://doi.org/10.1007/s10803-019-04354-w
https://doi.org/10.1007/s10803-017-3460-2
https://doi.org/10.2307/2065689
https://doi.org/10.1037/0893-164X.19.2.165
https://doi.org/10.1016/s1054-139x(02)00339-7
https://doi.org/10.1016/s1054-139x(02)00339-7
https://doi.org/10.1007/s10578-006-0037-2
https://doi.org/10.1007/s10578-006-0037-2
https://doi.org/10.1016/j.jadohealth.2006.09.016
https://doi.org/10.1186/1471-2288-12-94
https://doi.org/10.1038/srep43002
https://doi.org/10.2147/PRBM.S220075
https://doi.org/10.1590/1678-7757-2016-0511
https://doi.org/10.1080/13548506.2017.1325506
https://doi.org/10.1080/13548506.2017.1325506
https://doi.org/10.1007/BF02408436
https://doi.org/10.1097/00004583-199707000-00021
https://doi.org/10.1001/archpsyc.1965.01720310065008
https://doi.org/10.1016/S0033-3182(71)71479-0
https://doi.org/10.1017/s1138741600006727
https://doi.org/10.1016/0010-0277(85)90022-8
https://doi.org/10.1037/0012-1649.30.3.395
https://doi.org/10.1037/0012-1649.30.3.395
https://doi.org/10.1177/1362361310396383


Page 11 of 11Sun et al. Child Adolesc Psychiatry Ment Health           (2021) 15:39 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	36.	 Wechsler DA. WAIS-R manual—Wechsler Adult Intelligence Scale-revised. 
The Psychological Corporation. 1981.

	37.	 Beighley JS, Matson JL, Rieske RD, et al. Food selectivity in children with 
and without an autism spectrum disorder: investigation of diagnosis and 
age. Res Dev Disabil. 2013. https://​doi.​org/​10.​1016/j.​ridd.​2013.​07.​026.

	38.	 Rattaz C, Michelon C, Baghdadli A. Symptom severity as a risk factor for 
self-injurious behaviours in adolescents with autism spectrum disorders. J 
Intellect Disabil Res. 2015. https://​doi.​org/​10.​1111/​jir.​12177.

	39.	 Samson AC, Phillips JM, Parker KJ, et al. Emotion dysregulation and the 
core features of autism spectrum disorder. J Autism Dev Disord. 2014. 
https://​doi.​org/​10.​1007/​s10803-​013-​2022-5.

	40.	 Stanish HI, Curtin C, Must A, et al. Physical activity levels, frequency, and 
type among adolescents with and without autism spectrum disorder. J 
Autism Dev Disord. 2017. https://​doi.​org/​10.​1007/​s10803-​016-​3001-4.

	41.	 Touhami M, Ouriaghli F, Manoudi F, et al. P01–360 - Autism and violence. 
Eur Psychiatry. 2011;26(supp-S1):362. https://​doi.​org/​10.​1016/​S0924-​
9338(11)​72071-5.

	42.	 Westphal A. Trauma and violence in Autism. J Am Acad Psychiatry Law. 
2016;44:198–9.

	43.	 Cai RY, Richdale AL, Uljarević M, et al. Emotion regulation in autism spec-
trum disorder: Where we are and where we need to go. Autism Res. 2018. 
https://​doi.​org/​10.​1002/​aur.​1968.

	44.	 Lai MC, Lombardo MV, Baron-Cohen S. Autism. Lancet. 2014. https://​doi.​
org/​10.​1016/​S0140-​6736(13)​61539-1.

	45.	 Perez-Fuentes MDC, Molero Jurado MDM, Barragan Martin AB, et al. 
Family functioning, emotional intelligence, and values: analysis of the 
relationship with aggressive behavior in adolescents. Int J Environ Res 
Public Health. 2019. https://​doi.​org/​10.​3390/​ijerp​h1603​0478.

	46.	 Geng L, Hamel F, Lewis D. Results of a consumer survey on the effective-
ness of a nutritional blend reported on autism spectrum disorder symp-
toms, apraxia, and other conditions involving motor and speech delays. 
Altern Ther Health Med. 2020;27:2.

	47.	 Huke V, Turk J, Saeidi S, et al. Autism spectrum disorders in eating disorder 
populations: a systematic review. Eur Eat Disord Rev. 2013. https://​doi.​
org/​10.​1002/​erv.​2244.

	48.	 Potts M, Bellows B. Autism and diet. J Epidemiol Community Health. 2006. 
https://​doi.​org/​10.​1136/​jech.​2005.​040261.

	49.	 Duan YF, Xiaoli WU, Jin F. Influence of diet on autism. Chin Sci Bull. 2015. 
https://​doi.​org/​10.​1360/​N9720​15-​00355.

	50.	 Kellaher DC. Sexual behavior and autism spectrum disorders: an update 
and discussion. Curr Psychiatry Rep. 2015. https://​doi.​org/​10.​1007/​
s11920-​015-​0562-4.

	51.	 Dewinter J, Vermeiren R, Vanwesenbeeck I, et al. Sexuality in adoles-
cent boys with autism spectrum disorder: self-reported behaviours 
and attitudes. J Autism Dev Disord. 2015. https://​doi.​org/​10.​1007/​
s10803-​014-​2226-3.

	52.	 Mehzabin P, Stokes MA. Self-assessed sexuality in young adults with high-
functioning autism. Res Autism Spectrum Disorders. 2011;5:614–21.

	53.	 Ousley OY, Mesibov GB. Sexual attitudes and knowledge of high-func-
tioning adolescents and adults with autism. J Autism Dev Disord. 1991. 
https://​doi.​org/​10.​1007/​BF022​06871.

	54.	 Colle L, Baron-Cohen S, Hill J. Do children with autism have a theory of 
mind? A non-verbal test of autism vs specific language impairment. J 
Autism Dev Disord. 2007. https://​doi.​org/​10.​1007/​s10803-​006-​0198-7.

	55.	 Premack D, Woodruff G. Does the chimpanzee have a theory of mind? 
Behav Brain Sci. 1978. https://​doi.​org/​10.​1017/​S0140​525X0​00765​12.

	56.	 Tager-Flusberg H, Sullivan K. A second look at second-order belief attribu-
tion in autism. J Autism Dev Disord. 1994. https://​doi.​org/​10.​1007/​BF021​
72139.

	57.	 Györi M. Theory of Mind in autism: more variations and more complex-
ity than once believed. Annales Universitatis Paedagogicae Cracoviensis 
Studia Psychologica (IV):2011;130–144.

	58.	 Oliver C, Licence L, Richards C. Self-injurious behaviour in people with 
intellectual disability and autism spectrum disorder. Curr Opin Psychiatry. 
2017. https://​doi.​org/​10.​1097/​YCO.​00000​00000​000313.

	59.	 Escobar-Padilla B, Marquez-Gonzalez H, Consejo YCC, et al. Social violence 
increases the risk of suicidal ideation among undergraduate medical 
students. Arch Med Res. 2019. https://​doi.​org/​10.​1016/j.​arcmed.​2020.​01.​
005.

	60.	 Sugiura T, Sugiura Y. Relationships between refraining from catastrophic 
thinking, repetitive negative thinking, and psychological distress. Psychol 
Rep. 2016. https://​doi.​org/​10.​1177/​00332​94116​663511.

	61.	 Hatkevich C, Penner F, Sharp C. Difficulties in emotion regulation and 
suicide ideation and attempt in adolescent inpatients. Psychiatry Res. 
2019. https://​doi.​org/​10.​1016/j.​psych​res.​2018.​11.​038.

	62.	 Moseley RL, Gregory NJ, Smith P, et al. A “choice”, an “addiction”, a way “out 
of the lost”: exploring self-injury in autistic people without intellectual 
disability. Mol Autism. 2019. https://​doi.​org/​10.​1186/​s13229-​019-​0267-3.

	63.	 Arwert TG, Sizoo BB. Self-reported suicidality in male and female adults 
with autism spectrum disorders: rumination and self-esteem. J Autism 
Dev Disord. 2020. https://​doi.​org/​10.​1007/​s10803-​020-​04372-z.

	64.	 Mikami K, Onishi Y, Matsumoto H. Attempted suicide of an adolescent 
with autism spectrum disorder. Int J Psychiatry Med. 2014. https://​doi.​
org/​10.​2190/​PM.​47.3.g.

	65.	 Donaldson AL, Nolfo M, Montejano M. Relationships, friendships, and suc-
cessful social communication: addressing disability. Semin Speech Lang. 
2018. https://​doi.​org/​10.​1055/s-​0038-​16283​68.

	66.	 Sedgewick F, Leppanen J, Tchanturia K. The Friendship Questionnaire, 
autism, and gender differences: a study revisited. Mol Autism. 2019. 
https://​doi.​org/​10.​1186/​s13229-​019-​0295-z.

	67.	 Iuculano T, Rosenberg-Lee M, Supekar K, et al. Brain organization 
underlying superior mathematical abilities in children with autism. Biol 
Psychiatry. 2014. https://​doi.​org/​10.​1016/j.​biops​ych.​2013.​06.​018.

	68.	 Grandin T. Autism: a personal perspective. CNS Spectr. 1997. https://​doi.​
org/​10.​1017/​S1092​85290​00048​79.

	69.	 Mandell DS, Walrath CM, Manteuffel B, et al. The prevalence and cor-
relates of abuse among children with autism served in comprehensive 
community-based mental health settings. Child Abuse Negl. 2005. 
https://​doi.​org/​10.​1016/j.​chiabu.​2005.​06.​006.

	70.	 Mangerud WL, Bjerkeset O, Holmen TL, et al. Smoking, alcohol con-
sumption, and drug use among adolescents with psychiatric disorders 
compared with a population based sample. J Adolesc. 2014. https://​doi.​
org/​10.​1016/j.​adole​scence.​2014.​08.​007.

	71.	 Clawson AH, McQuaid EL, Dunsiger S, et al. The longitudinal, bidirectional 
relationships between parent reports of child secondhand smoke expo-
sure and child smoking trajectories. J Behav Med. 2018. https://​doi.​org/​
10.​1007/​s10865-​017-​9893-4.

	72.	 Sizoo B, van den Brink W, van Eenige M, et al. Personality characteristics 
of adults with autism spectrum disorders or attention deficit hyperactiv-
ity disorder with and without substance use disorders. J Nerv Ment Dis. 
2009. https://​doi.​org/​10.​1097/​NMD.​0b013​e3181​a61dd0.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.ridd.2013.07.026
https://doi.org/10.1111/jir.12177
https://doi.org/10.1007/s10803-013-2022-5
https://doi.org/10.1007/s10803-016-3001-4
https://doi.org/10.1016/S0924-9338(11)72071-5
https://doi.org/10.1016/S0924-9338(11)72071-5
https://doi.org/10.1002/aur.1968
https://doi.org/10.1016/S0140-6736(13)61539-1
https://doi.org/10.1016/S0140-6736(13)61539-1
https://doi.org/10.3390/ijerph16030478
https://doi.org/10.1002/erv.2244
https://doi.org/10.1002/erv.2244
https://doi.org/10.1136/jech.2005.040261
https://doi.org/10.1360/N972015-00355
https://doi.org/10.1007/s11920-015-0562-4
https://doi.org/10.1007/s11920-015-0562-4
https://doi.org/10.1007/s10803-014-2226-3
https://doi.org/10.1007/s10803-014-2226-3
https://doi.org/10.1007/BF02206871
https://doi.org/10.1007/s10803-006-0198-7
https://doi.org/10.1017/S0140525X00076512
https://doi.org/10.1007/BF02172139
https://doi.org/10.1007/BF02172139
https://doi.org/10.1097/YCO.0000000000000313
https://doi.org/10.1016/j.arcmed.2020.01.005
https://doi.org/10.1016/j.arcmed.2020.01.005
https://doi.org/10.1177/0033294116663511
https://doi.org/10.1016/j.psychres.2018.11.038
https://doi.org/10.1186/s13229-019-0267-3
https://doi.org/10.1007/s10803-020-04372-z
https://doi.org/10.2190/PM.47.3.g
https://doi.org/10.2190/PM.47.3.g
https://doi.org/10.1055/s-0038-1628368
https://doi.org/10.1186/s13229-019-0295-z
https://doi.org/10.1016/j.biopsych.2013.06.018
https://doi.org/10.1017/S1092852900004879
https://doi.org/10.1017/S1092852900004879
https://doi.org/10.1016/j.chiabu.2005.06.006
https://doi.org/10.1016/j.adolescence.2014.08.007
https://doi.org/10.1016/j.adolescence.2014.08.007
https://doi.org/10.1007/s10865-017-9893-4
https://doi.org/10.1007/s10865-017-9893-4
https://doi.org/10.1097/NMD.0b013e3181a61dd0

	Health-related risky behaviors in Chinese adolescents with autism: a cross-sectional study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study design
	Participants
	Measures
	Demographic characteristics
	CARS 
	K-SADS-PL 
	AHRBI 
	SDS 
	SAS 
	SES 

	ToM
	ASSQ 

	WISC and WAIS

	Data analysis

	Results
	Demographic characteristics of participants in the autism and control groups
	Scores of AV, HCB, US, and SS subscales of AHRBI in the autism group were significantly higher than those in the control group
	A correlation between AHRBI scores and scores of socio-demographic data, SAS, SDS, SES, IQ, ToM, and ASSQ in the autism group
	Multiple regression analysis of factors associated with HRB in adolescents with autism

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References




