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Abstract

Background: Many autistic adults report interpersonal traumas (IPTs) such as physical or sexual assault, which
are often associated with posttraumatic stress and dissociation. Factors such as gender might make autistic
individuals particularly vulnerable to experiencing IPT and negative posttraumatic symptoms.
Methods: In this study, 687 self-identified autistic adults completed an online survey on their traumatic
experiences and mental health symptoms.
Results: Seventy-two percent of participants reported experiencing sexual assault, other unwanted or uncom-
fortable sexual experiences, or physical assault. Forty-four percent of participants met the criteria for post-
traumatic stress disorder (PTSD), including 50% of those who had experienced IPT and 28% of those who had
not (odds ratio = 2.50; 95% confidence interval 1.74–3.60). IPT was also significantly associated with higher
levels of psychoform ( p < 0.001) and somatoform ( p < 0.001) dissociation. Autistic cisgender women and
gender minorities experienced a significantly higher number of traumas ( p = 0.004) and were significantly more
likely than cisgender men to experience sexual IPT ( p < 0.001) and meet the criteria for PTSD ( p < 0.001).
There were no significant differences between autistic individuals with and without a professional autism
spectrum disorder (ASD) diagnosis.
Conclusions: IPT is associated with potentially severe mental health outcomes for autistic adults. Autistic
women and gender minorities may be particularly vulnerable to sexual IPT and adverse outcomes. Increased
screening for a history of IPT and posttraumatic symptoms is recommended for all autistic adults regardless of
ASD diagnosis status.

Keywords: interpersonal trauma, sexual trauma, posttraumatic stress disorder, dissociation, gender differences,
autistic adults

Lay Summary

Why was this study done?

Many autistic people experience interpersonal traumas (IPTs) such as sexual or physical assault. These can lead
to mental health challenges such as posttraumatic stress disorder (PTSD) or dissociation (a disconnection
between individuals and aspects of their perceptions or sense of self). We wanted to better understand what
might make autistic adults more likely to experience trauma and how it affects them.

What was the purpose of this study?

The purpose was to understand what might make autistic people more at risk of experiencing IPT and PTSD.
We also wanted to know if IPT is associated with a higher risk of PTSD or dissociation.
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What did the researchers do?

Six hundred eighty-seven autistic adults filled out an online survey about their traumatic experiences, PTSD
symptoms, and dissociation symptoms. We analyzed their responses to see how often participants reported
experiencing different types of trauma and whether they met the criteria for PTSD and clinical dissociation. We
then compared trauma experiences and PTSD rates across genders and those with and without a professional
autism spectrum disorder (ASD) diagnosis and compared PTSD rates and dissociation rates across participants
who had versus had not experienced IPT.

What were the results of the study?

Seventy-two percent of autistic adults in this study reported having experienced sexual assault, another un-
wanted sexual experience, or physical assault. Almost half (44%) met the criteria for PTSD. Most participants
(93%) also reported high levels of mind-based dissociation, and 32% reported high levels of body-based
dissociation (dissociation that causes negative emotions to be experienced as physical problems such as
headaches or trouble moving). Participants who had experienced IPT were almost twice as likely to meet the
criteria for PTSD and scored higher on both measures of dissociation. Cisgender women and gender minorities
were more likely to experience IPT and meet the criteria for PTSD than cisgender men. Participants with and
without a professional ASD diagnosis did not differ.

What do these findings add to what was already known?

Most previous research on trauma and PTSD for autistic people was done on children and did not look at IPT
specifically or compare people based on their gender or ASD diagnosis. As far as we know, this is the first study
on posttraumatic dissociation in autistic adults.

What are potential weaknesses in the study?

The findings of this study may not apply to autistic adults as a whole. People who could have participated may
not have been interested in the topic, may not have seen study advertisements and so been unaware of the study,
or may not have had the time or energy to participate. Findings might have been different if different groups of
autistic people participated more.

How will these findings help autistic adults now or in the future?

If professionals who help autistic people do not talk to them about trauma, traumatized autistic adults may not
get the right support. This study could encourage professionals to screen more autistic people, especially
women and gender minorities, for trauma.

Background

D isability is associated with an increased risk of ex-
periencing trauma, including interpersonal trauma

(IPT).1–6 IPT, traumatic events in which one individual per-
sonally harms another, is a better predictor of posttraumatic
stress than non-IPT. IPT includes traumas such as child
maltreatment, assault, and intimate partner violence.7,8

Higher rates of IPT have been associated with many dis-
abilities, including neurodevelopmental disability9–12 and
intellectual disability.13,14 Autism is also associated with an
increased risk of IPT. Studies have found that compared
with typically developing children, autistic children face
a significantly higher risk of child maltreatment (50.4%–
80%)1,10–12,14–17 and bullying (44%–97.8%).1,12,17–22

Victimization often continues into adulthood, and autistic
adults report more sexual victimization and bullying than
nonautistic adults.23,24

Many factors associated with autism increase vulnerability
to IPT. Differences in interpersonal communication can
make it harder to form protective relationships and recognize

warning signs from perpetrators. Intellectual disability or
uneven cognitive profiles are a particular risk for child mal-
treatment. Other risks include mental health symptoms and
difficulties regulating emotions.6,14,17–19,21,24–27 Parental
stress, cultural attitudes toward disability, low socioeco-
nomic status, reduced independence, and perception of vul-
nerability may also increase the risk of trauma.6,14,15,18,28

Even in the absence of a formal autism spectrum disorder
(ASD) diagnosis, autistic traits and associated sociocultural
factors may increase the risk of experiencing trauma.6,24

Many of these same factors can also worsen posttraumatic
outcomes. Risks for maladaptive posttraumatic outcomes
include executive dysfunction, difficulties processing emo-
tions, and differences in information processing.24–26,29,30 In
addition, autistic individuals may experience many stressors
not traditionally considered traumatic, including social con-
fusion, punishment for behaviors that come naturally to the
individual, potentially stressful or stigmatizing interventions,
intolerable sensory stimuli, and unexpected events.24–26,31,32

One study found that compared with victimized typi-
cally developing children, victimized autistic children had
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significantly more symptoms of posttraumatic stress.21 An-
other study found that 77% of trauma-exposed autistic youth
showed symptoms of posttraumatic stress.33 One study of
autistic adults found that 32% of autistic adults compared
with 4% of nonautistic adults met the criteria for posttrau-
matic stress disorder (PTSD).24 Another found that 45% of
trauma-exposed autistic adults had current probable PTSD,
and 61% were likely to have met the criteria at some point in
their life.25 Furthermore, even in nonautistic populations,
autistic traits are associated with worse posttraumatic
stress.6,24,34 However, not all studies have found higher rates
of PTSD in autistic individuals, and it is largely unknown
what predisposes some to develop PTSD following trauma.

In the general population, rates of PTSD are higher among
females than males, and this is attributable, in part, to women
being more likely to experience IPT such as sexual as-
sault.7,24,25,35,36 Some studies have shown increased rates of
total or sexual IPT toward disabled women compared with
disabled men,2–4 and one study found higher rates of sexual
IPT toward neurodevelopmentally disabled women.9 How-
ever, there is little research exploring gender, IPT, and PTSD
for autistic adults. Two studies found that trauma-exposed
autistic females and males are equally likely to develop
posttraumatic stress,22,25 and an Israeli study found elevated
PTSD symptoms in autistic females but not males.24 Even
less is known about the risk for autistic gender minorities
despite transgender individuals having a high risk for trau-
matic events and subsequent posttraumatic stress.37–40

To date, there are no studies on posttraumatic dissociation in
autistic individuals. Psychoform (mind-based) dissociation
includes experiences such as feeling detached from the world
(derealization), feeling disconnected from one’s body or
emotions (depersonalization), difficulty remembering stressful
experiences (dissociative amnesia), uncertainty about who one
really is (identity confusion), and internal fragmentation
(identity alteration). Somatoform (body-based) dissociation
describes emotional stress manifesting as medical symptoms
without an underlying medical cause. Mild dissociation can be
a normal response to stress, anxiety, or fatigue, but long-term
dissociation can severely impact quality of life. Trauma is a
major risk factor for all forms of dissociation. Dissociation
immediately following a trauma is common and predicts later
symptoms of posttraumatic stress.41–46 If left untreated, indi-
viduals with posttraumatic dissociation are at a higher risk of
revictimization47 and self-injury.41

Depersonalization and derealization have been found to
accompany anxiety in 18% of autistic youth.48 In addition, a
study found that 7% of autistic individuals meet a screening
cutoff for somatization disorder,49 and somatization is higher
among autistic compared with typically developing youth.50

Despite findings that dissociation is more prevalent among
traumatized individuals in clinical and general populations, it
is unknown if the same is true for autistic individuals.

Present study

This study has three aims: (1) to examine whether trauma
exposure, particularly IPT exposure, differs according to
gender and ASD diagnosis status for autistic adults; (2) to
investigate whether PTSD rates differ according to gender
and diagnosis status; and (3) to explore if IPT is associated
with PTSD and dissociation for autistic adults.

Methods

Participants

The current study includes autistic participants with either
a professional or suspected ASD diagnosis to minimize po-
tential biases associated with diagnostic disparities on the
basis of race/ethnicity, socioeconomic status, and gen-
der.51–54 Recruitment sites were online communities fre-
quented by autistic adults (autism-centric subreddits, Wrong
Planet, and Autism Forums) and organizations that are for, or
work in partnership with, autistic adults (the Academic
Autism Spectrum Partnership in Research and Education
[AASPIRE] and the Autism Self Advocacy Network
[ASAN]). Every participant either self-reported a formal
ASD diagnosis made by a medical professional or self-
reported a suspected ASD diagnosis and scored above a 65 on
the Ritvo Autism Asperger Diagnostic Scale—Revised
(RAADS-R). The RAADS-R is an autism screener, and 65 is
a commonly used cutoff to distinguish between populations
with and without autism.55 In addition, each participant
completed the Life Events Checklist for DSM-5 (LEC-5) or
PTSD Checklist for DSM-5 (PCL-5). The majority of ex-
cluded data (347 participants) lacked these measures, and a
minority (19 participants) had invalid response patterns (e.g.,
long stretches of the same response or conflicting responses
to items). In total, 1053 individuals consented to participate
in the study, and 687 individuals met the inclusion criteria
and composed the final sample for the current study.

Table 1. Demographic Information

Demographic variable N (%)

Age
18–21 194 (28)
22–30 255 (38)
31–40 153 (22)
41 or older 84 (12)

Race and ethnicity
White 587 (86)
Black 40 (6)
Another racial background 32 (5)
Hispanic 32 (5)

Education
Less than high school 48 (7)
High school diploma or equivalent,

no college degree
318 (46)

College degree or technical, vocational,
or trade training only

229 (33)

Postgraduate degree 90 (13)

Vocation
Student 129 (19)
Employed 317 (46)
Caregiver 14 (2)
Unemployed 117 (17)
On or seeking disability 100 (15)

Gender
Cisgender men 230 (35)
Cisgender women 242 (37)
Transgender women (male to female) 13 (2)
Transgender men (female to male) 40 (6)
Nonbinary, agender, or other 127 (19)
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Table 1 presents participant demographics. A similar
number of cisgender men and women participated in the
study, and a sizeable minority of participants identified as
nonbinary (i.e., their gender did not fit a man/woman binary).
The sample is well educated; 47% (n = 319) of participants
had postsecondary education. However, 17% (n = 117) were
unemployed, and another 15% (n = 100) could not work due
to disability. Data collection ran from the beginning of May
to the end of August in 2018. Participants did not receive
compensation for their participation in the study. The In-
stitutional Review Board of the Georgia Institute of Tech-
nology approved this research.

Materials and procedure

Autism: RAADS-R. The RAADS-R is an 80-item ques-
tionnaire that contains 64 questions about the traits of ASD as
well as 16 reverse scored questions that describe normative
behaviors. It asks whether these apply to the individual now
and applied to the individual in the past (3 points), only apply
to the individual now (2 points), only applied to the indi-
vidual when they were younger than 16 (1 point), or never
applied to the individual (0 points). The RAADS-R has ex-
cellent sensitivity (97%) and specificity (100%) when using a
cutoff score of 65.55

Dissociation (psychoform): multiscale dissociation inven-
tory. The Multiscale Dissociation Inventory (MDI) is a
30-item questionnaire that asks how often participants ex-
perienced psychoform dissociative symptoms over the past
month. Responses range from 1 (never) to 5 (very often). The
MDI contains six scales that each score a different type of
psychoform dissociation, four of which correspond to clinical
diagnoses. The MDI has been normed and standardized on
444 trauma-exposed individuals and validated in clinical,
community, and university samples.56,57 In this study,
Cronbach’s alpha was 0.94 (0.77–0.91 for subscales).

Dissociation (somatoform): 20-item somatoform dissocia-
tion questionnaire. The 20-item Somatoform Dissociation
Questionnaire (SDQ-20) asks participants to select on a scale
from 1 (this applies to me NOT AT ALL) to 5 (this applies to
me EXTREMELY) how often they experienced somatoform
dissociative symptoms within the past year.58 The SDQ-20
has good discriminant validity for dissociative disorders.59

Cronbach’s alpha in this study was 0.89.

Trauma history: LEC-5. The LEC-5 contains 17 items
that describe potentially traumatic events and asks whether
participants have directly experienced or been exposed to
each event.60 It is correlated with PTSD symptoms and
trauma-specific measures of distress.61

Posttraumatic stress: PCL-5. The PCL-5 contains 20
items and asks participants to rate how much posttraumatic
symptoms have bothered them over the past month. Sub-
scales pertain to DSM-5 PTSD criteria B (posttraumatic in-
trusions), C (avoidance of trauma reminders), D (negative
alterations in mood and cognitions), and E (alterations in
arousal and reactivity). Responses are on a scale from 0 (not
at all) to 4 (extremely).62 It has excellent convergent and
discriminant validity among clinical populations and ade-

quate convergent and discriminant validity among nonclini-
cal populations.63 Cronbach’s alpha in this study was 0.95
(0.85–0.90 for criterion scales).

Design and procedure. The study consent form advised
participants that they should participate only if they were
comfortable answering questions pertaining to their mental
health symptoms and trauma histories. At any point in time,
participants could quit the survey and access a list of crisis
hotlines and other mental health resources. The survey, which
was on Qualtrics, had no time limit. Immediately following
the completion of the survey, a screen debriefed participants
and displayed a list of mental health resources.

The primary research questions for the present study are as
follows:

1. Does exposure to trauma and IPT differ according to
gender and ASD diagnosis status?

2. Do PTSD rates differ according to gender and ASD
diagnosis status?

3. Does IPT predict PTSD and dissociation?

The LEC-5 measures exposure to trauma. LEC-5 items
include both IPT and non-IPTs and capture the type of ex-
posure. For this study, endorsing having directly experienced
physical assault, sexual assault, or other unwanted or un-
comfortable sexual experiences constituted a history of IPT.
IPT analyses do not separately include assault with a weapon
because fewer than five participants endorsed this in the ab-
sence of physical or sexual assault. IPT analyses also do not
include items that: fewer than 25 participants endorsed di-
rectly experiencing (captivity; combat or exposure to a war
zone); could not have been directly experienced by the par-
ticipant as the victim (sudden violent death; serious harm
caused to another); or are not interpersonal (e.g., natural di-
saster; life-threatening illness or injury).

The researchers coded data as meeting criteria for a pro-
visional PTSD diagnosis if, on the PCL-5, participants scored
at or above the severity cutoff of 33 and reported a sufficient
number and intensity of symptoms from criteria B, C, D, and
E. We compared trauma exposure across genders and ASD
diagnosis status using analysis of variance (ANOVA) and
compared rates of IPT and PTSD using chi-square. We used
odds ratios (OR) to compare the risk of PTSD among autistic
individuals who had versus had not experienced IPT. We
compared levels of psychoform and somatoform dissociation
among autistic individuals who had versus had not experi-
enced IPT using ANOVA. Finally, we performed logistic
regression to clarify the influence of demographic variables
on the relationships between gender, ASD diagnosis status,
IPT, and PTSD. For all statistics, the alpha value was 0.05.

Results

Trauma exposure

There was a high level of trauma exposure in this sample
(Supplementary Table S1). On average, participants reported
exposure to 8.05 types of trauma (SD: 4.12) and direct ex-
periences of 3.54 types (SD: 2.54). Ninety-one percent of the
sample reported directly experiencing trauma. Seventy-two
percent (n = 482) reported experiencing physical assault
(n = 377, 56%), sexual assault (n = 211, 31%), or other un-
wanted or uncomfortable sexual experiences (n = 366, 54%).
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Gender

Significant gender differences emerged for the average
number of types of trauma experienced (F(4, 636) = 3.87,
p = 0.004; Table 2) and exposed to (F(4, 636) = 2.43,
p = 0.04). Group differences also emerged for histories of IPT
(v2(4, N = 641) = 27.86, p < 0.001) and meeting criteria for
PTSD (v2(4, N = 643) = 36.54, p < 0.001). Figure 1 displays
the differences in PTSD prevalence according to IPT history
and gender. Post hoc analyses revealed that the difference in
IPT by gender was driven by sexual IPT (v2(4, N = 641) =
116.89, p < 0.001); physical assault rates did not differ (v2(4,
N = 641) = 0.694, p = 0.952).

ASD diagnosis status

All participants self-reported identifying as autistic, and
453 (66%) reported a prior professional diagnosis of ASD.
There were no significant differences between those with and
without a diagnosis in regard to the number of trauma types
participants directly experienced (F(1,673) = 2.82, p = 0.09)
or were exposed to (F(1,673) = 1.341, p = 0.25). In addition,
no group differences emerged for history of IPT (v2(1,
N = 674) = 0.648, p = 0.423) nor for meeting criteria for PTSD
(v2(1, N = 677) = 0.012, p = 0.914).

Symptoms associated with IPT

Posttraumatic stress disorder. Forty-four percent of
participants (n = 297) met the criteria for PTSD on the PCL-5
(Supplementary Table S2), including 50% (n = 239) of those
who experienced IPT and 28% (n = 54) of those who did not.
This difference was significant (OR = 2.50; 95% confidence
interval 1.74–3.60). Post hoc analysis revealed no difference
in PTSD rates between those who had experienced physical
assault versus sexual IPT.

Dissociation. Ninety-four percent of participants (n = 643)
scored in a clinically relevant range on at least one scale of the
MDI, and 83% (n = 570) on a scale that corresponds to a
psychoform dissociative disorder (Table 3). In addition, 32%
of participants (n = 221) scored above 35 on the SDQ-20.
Participants who had experienced IPT reported significantly
higher psychoform (F(1, 672) = 38.90, p < 0.001) and soma-
toform dissociation (F(1, 670) = 33.62, p < 0.001). Post hoc
analysis revealed no difference in either psychoform or so-
matoform dissociation rates between those who had experi-
enced physical assault versus sexual IPT.

Logistic regression. When controlling for age, racial/
ethnic minority status, education, employment, ASD diag-
nosis status, and gender, only age and gender predicted his-
tory of IPT (Table 4). Those older than 21 were more likely to
report a history of IPT, as were cisgender women, transgen-
der men, and nonbinary individuals. When controlling for the
same variables and IPT history, only IPT history, employ-
ment, and gender significantly predicted PTSD. Those who
had experienced IPT, those unable to work due to disability,
and nonbinary individuals were most likely to meet the cri-
teria for PTSD.
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Discussion

Participants reported a high rate of trauma exposure. In
addition, a majority of participants reported directly experi-
encing IPT, a known risk factor for more severe posttrau-
matic outcomes. Seventy-two percent (n = 482) of
participants reported experiencing sexual assault, other un-
wanted or uncomfortable sexual experiences, or physical
assault. Accordingly, participants had a high rate of PTSD;
44% met the criteria for a provisional PTSD diagnosis. The
odds of participants meeting the criteria for PTSD were 2.50
higher if they had experienced IPT (adjusted odds: 2.31). In
addition, a majority of the sample experienced clinically
relevant levels of psychoform and somatoform dissociation,
and levels of dissociation were significantly higher for those
who had experienced IPT. This study also highlights that
gender may be an important risk factor for trauma exposure

and negative posttraumatic outcomes for autistic adults.
Cisgender women and gender minorities experienced sig-
nificantly more traumas, especially IPT, and were more likely
to meet the criteria for PTSD than cisgender men.

Studies of the general population show that while women
experience trauma at rates comparable with men, women are
more likely to develop PTSD. Different patterns of IPT ex-
plain much of this discrepancy. In particular, gender-based
and sexual violence makes PTSD much more likely, and
controlling for sexual trauma can level PTSD rates between
genders.7,8,35,36 There are many reasons why gendered and
sexual violence may have a particularly severe mental health
impact, including social stigma, victim blaming, and denial
of the trauma by people important to the survivor.35

Sexual violence also often involves betrayal. Traumas
that are high in betrayal lead to more severe posttraumatic
stress and dissociation.64 Although less often studied in this

FIG. 1. Study participants meet-
ing criteria for PTSD. The percent
of participants who met the criteria
for PTSD is displayed for all par-
ticipants as well as separated by the
gender identity of participants and
by participants’ history of IPT. The
category ‘‘all genders’’ is the av-
erage across all gender categories,
and the category ‘‘all participants’’
is the average across both partici-
pants with and without a history of
IPT. It is important to note that
participants without a history of
IPT may still have a history of
noninterpersonal trauma. IPT, in-
terpersonal trauma; PTSD, post-
traumatic stress disorder.

Table 3. Participant Measure Scores and Score Cutoffs

Measure Cutoff a Mean (SD) N Total N (%) Above cutoff

RAADS-R 65 154.11 (32.39) 687 677 (99)
MDI (any subscale)b 687 643 (94)

Disengagement 14 18.05 (4.13) 587 (85)
Depersonalizationc 9 12.67 (5.41) 496 (72)
Derealizationc 12 13.39 (5.31) 408 (59)
Emotional constriction 13 14.11 (5.84) 413 (60)
Memory disturbancesc 11 11.91 (5.13) 362 (53)
Identity disturbancesc 10 8.61 (5.49) 176 (26)
Clinical subscales,c any 570 (83)

SDQ-20 35 32.60 (11.15) 685 221 (32)
PCL-5 (total score) 33 34.23 (20.35) 677 349 (52)

PCL-5 (PTSD criteria) 297 (44)

aChosen cutoffs are discussed in more detail under Materials and Procedures.
bMDI cutoffs are presented as raw scores; all MDI cutoff t-scores are 80 except for identity disturbances, which has a t-score cutoff of 95.
cCorresponds to a psychoform dissociation diagnosis.
MDI, Multiscale Dissociation Inventory; PCL-5, PTSD Checklist for DSM-5; RAADS-R, Ritvo Autism Asperger Diagnostic Scale—

Revised; SDQ-20, 20-item Somatoform Dissociation Questionnaire.
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context, transgender and nonbinary individuals may be par-
ticularly vulnerable to high-betrayal traumas. Transgender
individuals have an increased risk of experiencing sexual
violence, intimate partner violence, and transphobic assault,
severely impacting mental health.37–40 In this sample, women
and gender minorities were more than twice as likely as
cisgender men to report sexual IPT, which may have con-
tributed to their higher PTSD rates.

In contrast, ASD diagnosis status did not predict IPT expo-
sure or PTSD, indicating that individuals who identify as au-
tistic are at risk of IPT and PTSD regardless of if they have been
professionally diagnosed with ASD. In addition, logistic re-
gression showed that other than gender, demographic variables
contributed little to predicting IPT exposure or PTSD. In-
dividuals older than 21 had higher odds of experiencing IPT
compared with those younger than 21, reflecting cumulative
opportunities to experience IPT across the life span. Being
unable to work due to disability compared with being employed
was associated with higher odds of PTSD, although it is unclear
how much of this is due to PTSD leading to an inability to work
as opposed to employment status influencing PTSD risk.

Future studies

Future studies should further explore the impact of gender
and associated risks of exposure to sexual violence for au-
tistic individuals. In particular, the perpetrators and context
of this violence are important to understand. Different pre-

vention strategies would be needed if, for example, the most
pressing concern was identified as intimate partner violence
versus assault attributed to the individuals’ gender noncon-
formity. Participants in this study reported identifying as
nonbinary or transgender at a higher rate than is found in
studies of the general population, and even cisgender autistic
women may feel less identification with their gender and so
conform less to female gender roles.65,66 It is important to
understand the potential risks and impacts of the intersection
of gender-based violence and autism.

In general, more research is needed on the rates and risk
factors of trauma exposure and the subsequent posttraumatic
stress and dissociation in autistic adults. More should be done
to understand the impact of trauma-related variables, such as
age of onset and chronicity. This could help to shape inter-
ventions for trauma-exposed autistic adults by informing
clinicians of likely posttraumatic symptoms and experiences,
highlighting which autistic individuals are most at risk, and
suggesting what variables may lead to worse mental health
outcomes following trauma.

Limitations

Relying on online self-report data may lead to different
outcomes than if professionals screened and diagnosed par-
ticipants in person. Participants may also differ from the larger
population of autistic adults in key ways. Because participants
self-selected into the study, it is possible that autistic adults

Table 4. Odds Ratios for Interpersonal Trauma and Posttraumatic Stress Disorder

Variable

IPT PTSD

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 4

IPT — — — 2.502a 2.617a 2.608a 2.313a

Age
22–30 1.859b 1.841c 2.156b 0.851 0.843 0.889
31–40 2.518b 2.481b 3.504a 0.518c 0.509c 0.620
41–50 1.501 1.483 2.048 0.649 0.642 0.861
51+ 2.104 2.012 2.912c 1.196 1.139 1.457

Racial minority 1.551 1.538 1.454 1.344 1.334 1.316
Education

Less than HS 1.138 1.137 1.250 1.062 1.063 1.164
College 0.929 0.933 0.877 0.944 0.949 0.920
Postgraduate 0.869 0.869 0.799 0.800 0.798 0.877

Employment
Unemployed 1.069 1.075 1.064 1.447 1.495 1.501
Student 0.828 0.832 0.881 0.905 0.910 0.892
Disability 1.611 1.664 1.472 2.151b 2.231b 2.010c

Other 2.863 2.876 2.964 0.941 0.947 0.933

Diagnosis 0.876 1.028 0.867 0.946
Gender

Cis women 2.531a 1.256
Trans men 9.392a 1.658
Trans women 1.826 2.204
Nonbinary 2.574a 2.814a

R2 0.0399 0.0406 0.0884 0.0384 0.0803 0.0812 0.1087

Reference groups: individuals with no IPT (PTSD models only); ages 18–21; non-Hispanic White; high school education; employed;
professionally diagnosed with an autism spectrum disorder; cisgender men.

ap < 0.001.
bp < 0.01.
cp < 0.05.
HS, high school.
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who experienced trauma were more interested in participating
and so were overrepresented. However, this risk is lessened
because study advertisements focused on dissociation, not
trauma, and welcomed participants with no prior familiarity
with the topic. Other studies have found similar rates of trauma
and posttraumatic stress in autistic adults when using different
strategies of participant recruitment.17,23–25 Autistic adults who
agree to participate in research may nonetheless be different
from those who do not have the time, energy, or interest, and
this may bias study conclusions.

Other differences between study participants and autistic
adults who did not participate may be due to the demographics
of the online communities chosen for recruitment. Notably,
19% (n = 127) of participants identified as nonbinary, although
this finding is not unprecedented. Other studies have found that
autistic individuals feel less identification with and less posi-
tively toward their gender group, with 22%–27% of women
and 8% of men reporting feeling partially or fully distanced
from binary genders.65,66 Another important difference is that
autistic individuals from minority racial and ethnic groups and
autistic adults older than 40 were not well represented in this
study. Special efforts may be needed to reach autistic ethnic
minorities in particular due to underdiagnosis of these indi-
viduals.51,52 The generalizability of this study may also be
limited because it oversamples autistic individuals with high
literacy and membership in online communities.

Finally, although physical assault, sexual assault, and other
unwanted sexual experiences are central to the understanding
of IPT, these are not the only types of IPT. Understanding the
prevalence and outcomes of other IPT types such as verbal
abuse or childhood neglect requires further research. This
study was also limited to comparing participants who had
experienced IPT with those who had not experienced IPT;
this latter group contained both individuals who had and had
not experienced non-IPTs. To compare autistic adults with
trauma histories with those without, a larger subsample
without any trauma exposure is needed.

Implications

This study has important implications for policy designed
to protect autistic individuals. If autistic women and gender
minorities are at an increased risk of experiencing sexual IPT
associated with potentially severe mental health symptoms
such as posttraumatic stress and dissociation, implementing
adequate preventions and interventions is crucial. In addition,
the findings of this study are important for professionals (e.g.,
doctors, mental health clinicians, and support workers) who
work with autistic individuals. Knowing that an autistic in-
dividual has experienced trauma can help to ensure that they
receive appropriate trauma-informed treatment and support.
Increased screening of all autistic adults for a history of
trauma, particularly IPT, and resulting PTSD and dissociative
symptoms is recommended to best fit services to the needs of
autistic individuals and improve posttraumatic outcomes in
this vulnerable yet historically underserved population.
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