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NovoPsych data

NovoPsych is Australia’s largest provider of online 
psychological assessment tools. 

Psychometric data:

• Naturalistic setting: instruments are administered during 
routine clinical care

• Forced response (clients must answer all questions) ensures 
no missing questionnaire data.

• Client ID enables assessment data to be linked to all other 
completed psychometric assessments.

• As instruments are not diagnostic, it is not known whether the 
client has the diagnosis, only whether or not this is likely.

Demographic data is limited to:

• Age at assessment 

• Sex/gender: male, female, non-binary/trans/other (as coded by 
the clinician)

• Where demographic data is missing it is coded as not stated. 

• Deidentified clinician data is also collected and linked to the 
client’s assessment, specifically:

• clinician occupation 
• country of residence



The frequency 
of childhood 
trauma in 
autistic clients



Childhood Trauma and 
Autistic Traits
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Why this matters?

• A u t i s t i c  i n d i v i d u a l s  e x p e r i e n c e  h i g h e r  
r a t e s  o f  t r a u m a  e x p o s u r e  i n  c h i l d h o o d .

• Trau ma - re l at ed  d i s t res s  i s  mi s at t r i bu t ed  
t o  aut i s t i c  t ra i t s

• A u t i s m i s  o v er l o o k ed i n  t rau mat i s ed  
i n d i v i du a l s

• Trau ma c an  ampl i f y  ex i s t i n g  au t i s t i c  t ra i t s

• Trau ma res po n s es  c an  mi mi c  au t i s t i c  
pres en t at i o n

D i agnos t i c  
o v ers h ado w i n g &  

mi s s ed f o rmu l at i o n



https://www.medicalnewstoday.com/articles/autism-and-ptsd 

https://www.medicalnewstoday.com/articles/autism-and-ptsd
https://www.medicalnewstoday.com/articles/autism-and-ptsd
https://www.medicalnewstoday.com/articles/autism-and-ptsd
https://www.medicalnewstoday.com/articles/autism-and-ptsd
https://www.medicalnewstoday.com/articles/autism-and-ptsd


• H i g h e r  r a t e s  o f  a b u s e ,  n e g l e c t ,  a n d  
h o u s e h o l d  d y s f u n ct i on  i n  a u t i s t i c  
p o p u l at i ons

• W o m e n  a n d  g e n d e r - d i v e r s e  i n d i v i dua l s  m a y  
f a c e  g r e a t e r  i n t e r p e r s o na l  v i c t i m i s a t i on

• T r a u ma  a n d  a u t i s t i c  t r a i ts  ma y  i n t e r act  
b i d i r e ct i onal l y

Previous Literature:



Research Aim

• A s s o c i at i o n s  bet w een  au t i s t i c  t ra i t s  an d 
ACEs

• D i f f e ren c es  ac ro s s  gen der  ( men ,  w o men  
an d gen der - d i v ers e  i n d i v i du a l s )

• W h et h er  t ra i t s  pred i c t  A CEs  beyo n d age +  
gen der

• W h i c h  au t i s t i c  t ra i t  do mai n s  are  mo s t  
s t rongl y  as s oc i at ed w i t h  adv ers i t y?



Sample & Measures

• C l i n i c a l  s a m p l e  c o l l e c t e d  d u r i n g  r o u t i n e  m e n t a l  
h e a l t h  c a r e

• n  =  1 , 5 9 5  c l i n i c a l  c l i e n t s
⚬ 1 ,0 3 2  w o men
⚬ 4 98 men
⚬ 65  gender - d i v ers e  i n d i v i du a l s

• C o u n t r i e s :  A US ,  NZ ,  US ,  UK ,  I re l an d ,  Can ada

• M e a s u r e s :

⚬ aut i s t i c  t ra i t s  ( not  ASD  d i agnos i s )
⚬ adv ers e  c h i l dh o o d exper i en c es







Descriptives

• 88%  repo r t ed  ≥ 1  A CE
• 5 2%  repo r t ed  ≥ 4  A CEs

• Gen der - d i v ers e  par t i c i pan t s  repo r t ed  t h e  
h i gh es t  A CE  bu rden

• W o men  repo r t ed  h i gh er  A CE  expo s u re  t h an  
m e n

M o s t  c o m m o n :

• Emo t i o n a l  abu s e ,  Emo t i o n a l  n eg l ec t  &  
H o u s eh o l d  men t a l  i l l n es s



G e n d e r - d i v e r s e  >  w o m e n  >  m e n  ( A C E  e x p o s u r e )

D i f f e r e n t  p a t t e r n s :

M e n  →  m o r e  h o u s e h o l d  d y s f u n c t i o n  l i n k s

W o m e n  →  m o r e  a b u s e / n e g l e c t  l i n k s

G e n d e r - d i v e r s e  →  s t r o n g e s t  o v e r a l l  
a s s o c i a t i o n s



Correlation Findings

• C A T I  t o t a l   A C E s  ( r  =  . 2 6 )

• S t r o n g e s t  t r a i t s :

⚬ S e n s o r y  s e n s i t i v i t y  ( r  =  . 2 6 )

⚬ S e l f - r e g u l a t i o n  ( r  =  . 2 4 )

• S t r o n g e s t  A C E  a s s o c i a t i o n s :  Emo t i o n a l  
negl ect ,  emot i ona l  abus e ,  hous eho l d  ment a l  
i l l n es s .





Among participants with elevated autistic  traits,  
which ACEs were more l ikely?

• A c r o s s  t h e  f u l l  s a m p l e :  e l ev at ed aut i s t i c  t ra i t s  
i n c reas ed o dds  f o r  a l l  1 0  A CEs  O Rs  ran ged f ro m 
1 .4 6  t o  2 .4 1 .

• M e n :  s t ro n ges t  o dds  i n c reas e  w as  ph ys i c a l  
negl ect  OR  =  3 .99 .

• W o m e n :  s t ro n ges t  o dds  i n c reas es  w ere  
emo t i o n a l  n eg l ec t  an d emo t i o n a l  abu s e  O R  =  
2 .0 8  and 1 .93 .

• G e n d e r - d i v e r s e  p a r t i c i p a n t s :  s t ro n ges t  o dds  
i n c reas e  w as  emo t i o n a l  abu s e  O R  =  1 4 .6 7 ,  
i n t erpret ed  c au t i o u s l y  du e  t o  s mal l  s ampl e  s i z e  
and wi de  conf i dence i n t erv a l .





Why might some autistic traits increase 
vulnerability? 

• C o m m u n i c a t i o n  d i f f e r e n c e s :  D i f f i c u l t i e s  i n t e r p r e t i n g  
s o c i a l  c u e s ,  p a r t i c u l a r l y  i f  s u b t l e ,  m a y  i n c r e a s e  
v u l n e r a b i l i t y  t o  s e x u a l  v i c t i m i s a t i o n  o r  o t h e r  
i n t e r p e r s o n a l  h a r m .

• S e n s o r y  s e n s i t i v i t y  a n d  s e l f - r e g u l a t o r y  b e h a v i o u r s :  
m a y  b e  m i s u n d e r s t o o d  a s  c h a l l e n g i n g  b e h a v i o u r ,  
i n c r e a s i n g  t h e  r i s k  o f  p u n i t i v e  o r  p o o r l y  a t t u n e d  
c a r e g i v e r  r e s p o n s e s ,  i n c l u d i n g  p h y s i c a l  o r  e m o t i o n a l  
p u n i s h m e n t  a n d  u n m e t  c a r e  n e e d s .

• F a m i l y  a n d  s o c i a l  s t r e s s :  c a r e g i v e r  o v e r w h e l m ,  s t i g m a ,  
s o c i o e c o n o m i c  d i s a d v a n t a g e ,  h o u s e h o l d  m e n t a l  
i l l n e s s ,  p a r e n t a l  t r a u m a ,  a n d  i n t e r g e n e r a t i o n a l  A C E  
t r a n s m i s s i o n ,  m a y  f u r t h e r  c o m p o u n d  a d v e r s i t y .



Trait-Specif ic  Findings

S e n s o r y  s e n s i t i v i t y :
• Mo s t  s t ro n g l y  l i n k ed w i t h  emo t i o n a l  abu s e  an d s exu a l  

abu s e
• May i n c reas e  d i s t res s  du r i n g  adv ers e  exper i en c es

S e l f - r e g u l a t o r y  b e h a v i o u r s :
• Mo s t  s t ro n g l y  l i n k ed w i t h  ph ys i c a l  abu s e ,  emo t i o n a l  

abu s e ,  an d ph ys i c a l  n eg l ec t
• May re f l ec t  c o p i n g  an d s t res s  regu l at i o n  res po n s es

T h e  r e l a t i o n s h i p  i s  l i k e l y  b i d i r e c t i o n a l :
• Trau ma may i n t en s i f y  s en s o ry  an d regu l at o ry  

d i f f i c u l t i es
• Th es e  t ra i t s  may a l s o  i n c reas e  v u l n erab i l i t y  w i t h i n  

uns af e  env i ronment s



Which autistic traits were most linked with ACE 
exposure? 

• A  regres s i o n  mo del  ( GL M) t es t ed  w h et h er  
au t i s t i c  t ra i t s  pred i c t ed  t o t a l  A CE  expo s u re .  
Age and gender  were  account ed f o r  f i r s t .

• A u t i s t i c  t ra i t s  exp l a i n ed an  addi t i o n a l  6 .2%  
beyo n d age +  gen der .

S i g n i f i c a n t  p r e d i c t o r s :

⚬ Sen s o ry  s en s i t i v i t y
⚬ Se l f - regu l at i o n
⚬ Soc i a l  i n t eract i on



Key Findings

• S t r o n g e s t  l i n k s :

⚬ Sen s o ry  s en s i t i v i t y
⚬ Se l f - regu l at i o n

• S t r o n g e s t  A C E s :

⚬ Emo t i o n a l  abu s e
⚬ Emo t i o n a l  n eg l ec t
⚬ Ho u s eh o l d  men t a l  i l l n es s



Clinical Implications

N e e d :
• T r a u m a - i n f o r m e d  c a r e  &  N e u r o a f f i r m i n g  c a r e
• S e n s o r y - f r i e n d l y  a p p r o a c h e s

D o n ’ t  s u p p r e s s :
• S e l f - r e g u l a t o r y  b e h a v i o u r s

C o n s i d e r :
• S e n s o r y  e n v i r o n m e n t s

P r e v e n t i o n
• P a r e n t  p s y c h o e d u c a t i o n
• E a r l y  s u p p o r t



Limitations

• Cl i n i c a l  s ampl e  ( n o t  gen era l  po pu l at i o n )

• Se l f - repo r t  dat a

• Smal l  gen der - d i v ers e  gro u p

• CA T I  may o v er l ap  w i t h  t rau ma s ympt o ms



Take-Home Message

A u t i s t i c  t ra i t s  an d A CEs  are  s i gn i f i c an t l y  
as s o c i at ed

Sen s o ry  +  s e l f - regu l at i o n  t ra i t s  are  k ey

Gender  s hapes  r i s k  pat t erns

Re l at i o n s h i p  i s  l i k e l y  b i d i rec t i o n a l



Knowledge of 
dissociation



Dissociative Disorders

• Dissociative Amnesia

• Depersonalization/Derealization Disorder

• Dissociative Identity Disorder (DID)

• Other Specified Dissociation Disorder type 1 
(DSM-5) / Partial DID (ICD-11)



Dissociative amnesia 
• Dissociative amnesia (DA) is characterized by 

an inability to recall autobiographical 
information that may be localised to an event 
or period of time, to a specific aspect of an 
event, or generalised to identity and life history.  
The holes in memory are too extensive to be 
explained by ordinary forgetfulness.

• A more severe subtype of amnesia, fugue, 
involves purposeful travel or bewildered 
wandering with loss of identity. Fugue is rare 
even among people with Dissociative Amnesia, 
but is commonly seen in individuals with 
Dissociative Identity Disorder



Depersonalization / derealization 
disorder Individuals with this diagnosis can have 

depersonalization, derealization, or both.

• Depersonalization: Experiences of unreality, 
detachment, or being an outside observer with 
respect to one’s thoughts, feelings, sensations, 
body, or actions (e.g., perceptual alterations, 
distorted sense of time, unreal or absent self, 
emotional and/or physical numbing).

• Derealization: Experiences of unreality or 
detachment with respect to surroundings (e.g., 
individuals or objects are experienced as 
unreal, dreamlike, foggy, lifeless, or visually 
distorted).



Dissociative identity 
disorder

• The overtness or covertness of these personality states varies as a 
function of psychological motivation, current level of stress, 
cultural context, internal conflicts and dynamics, and emotional 
resilience, among other factors. 

• Sustained periods of identity confusion/alteration may occur when 
psychosocial pressures are severe and/or prolonged. 

• Most individuals with non-possession-form dissociative identity 
disorder do not overtly display, or only subtly display, their 
discontinuity of identity, and only a minority present to clinical 
attention with discernible alternation of identities. 

• The elaboration of dissociative personality states with different 
names, wardrobes, hairstyles, handwritings, accents, and so forth, 
occurs in only a minority of individuals with the non-possession-
form dissociative identity disorder and is not essential to 
diagnosis(Loewenstein 2018).

• In those cases where alternate personality states cannot be directly 
observed, the presence of distinct personality states can be 
identified by sudden alterations or discontinuities in the individual’s 
sense of self and sense of agency (Criterion A), and recurrent 
dissociative amnesias (Criterion B).

       APA, 2022



Partial DID 

• Partial DID: ICD-11 (World Health Organisation, 2019), DSM-5-TR 
equivalent: Other Specified Dissociative Disorder Type 1 (OSDD-1; 
APA, 2022)

• Dissociative intrusions may be cognitive (intruding thoughts), 
affective (intruding affects such as fear, anger, or shame), 
perceptual (e.g., intruding voices fleeting visual perceptions, 
sensations such as being touched), motor (e.g., involuntary 
movements of an arm), or behavioural (e.g., an action that lacks a 
sense of agency or ownership). These experiences are experienced 
as interfering with the functioning of the dominant personality state 
and are typically aversive.

• The non-dominant personality states do not recurrently take 
executive control of the individual’s consciousness and 
functioning to the extent that they perform in specific aspects of 
daily life (e.g., parenting, work). However, there may be occasional, 
limited and transient episodes in which a distinct personality state 
assumes executive control to engage in circumscribed behaviours 
(e.g., in response to extreme emotional states or during episodes of 
self-harm or the reenactment of traumatic memories).

• The dissociative intrusions attributed to non-dominant personality 
states are experienced internally and may not be obvious to 
observers.

• Individuals often do not experience amnesia during episodes of 
dissociative intrusions. If amnesia does occur, it is usually brief 
and restricted to extreme emotional states or episodes of self-
harm.



MID-60

Multidimensional Inventory of Dissociation 60–item version 
(MID-60) is:

• a self-report screening tool to measure dissociative 
symptoms and experiences

• based on Paul Dell’s the 218-item diagnostic 
Multidimensional Inventory of Dissociation (MID) and 
includes the most predictive five factors from each of the 
MID’s 12 scales. Seven subscales specifically measure 
dissociative symptoms, and five subscales measure 
symptoms that frequently co-occur with dissociative 
disorders.

• a peer reviewed instrument with excellent internal 
reliability, and content and convergent validity. 

• Symptoms are rated on a scale of the percentage of time 
these are occurring

Kate, M.-A., Jamieson, G. A., Dorahy, M.J., Middleton, W. (2021). Measuring dissociative 
symptoms and experiences in an Australian college sample using a short version of the 
Multidimensional Inventory of Dissociation. Journal of Trauma & Dissociation. doi: 10.1080/ 
15299732.2020.1792024.

Kate, M-A; Swinfield, H.; Hegarty, D.L.; & Buchanan, B. (forthcoming) Validation of the 
Multidimensional Inventory of Dissociation – 60 items (MID-60) in a Clinical Population, 
Assessment.



DISSOCIATIVE DISORDER SPECIFIC 
SUBSCALES

Screening for dissociative identity disorder (DID)

• Amnesia for recent events covers experiences where someone might suddenly find 
themselves in a situation without understanding how they got there, including periods of 
fugue or lost time. These instances, which can be deeply unsettling for the individual, involve 
suddenly becoming aware in confusing circumstances with no memory of the recent past. 

Screening for DID and other specified dissociative disorder type 1 (OSDD-1 / Partial DID)

• Subjective awareness of self-states refers to a person's understanding that there are 
aspects of their mind acting independently, feeling as if these parts are not truly a part of 
their self-identity, essentially experiencing them as "not me".

• Angry intrusions are sudden and strong feelings of anger that unexpectedly enter a person's 
mind. The individual is conscious they have been “taken over” by an angry part that feels 
separate from their usual sense of self.

• Persecutory intrusions refer to negative, harmful thoughts or voices that forcefully enter a 
person's mind, often criticizing, insulting, or belittling them in a harsh and demeaning way. 



Screening for depersonalization derealization disorder 

• Derealization/depersonalization describe feelings of distance, disconnection, unfamiliarity, and 
unreality with regard to both self and world. 

Screening for dissociative amnesia 

• Circumscribed loss of remote autobiographical memory involves difficulties in remembering one's own 
past experiences and having some awareness about these memory gaps. It can cover amnesia for 
particular time frames, significant events, or extensive parts of childhood.

• Distress about Severe Memory Problems involves significant difficulties in remembering things, such as 
forgetting a recent conversation or not being able to recall what happened earlier in the same day.

•  Severe memory problems may be attributed to alters and intrusions (DID/OSDD-1), depersonalization, 
hyperarousal / hypoarousal (including trance), inattention, traumatic brain injury or other organic 
causes, and if related to personal interactions, social anxiety / shame.

Note: 

• Individuals with DID and OSDD-1 nearly always meet clinical cut-off scores for depersonalization and 
derealization disorder and dissociative amnesia, and these scales may be elevated in individuals with 
PTSD dissociative subtype



DISSOCIATION-RELATED SUBSCALES

Screening for PTSD

• Flashbacks assesses the occurrence, frequency, and emotional harm of flashbacks—
sudden, intense re-experiences of past events or memories related to trauma, as if they are 
happening in the present—and how much they disrupt everyday life.

Screening for Functional Neurological Symptom Disorder (Conversion Disorder) 

• Body Symptoms refers to the experience of dissociative symptoms affecting one's physical 
sense of self, including blindness, deafness, and paralysis. This concept mirrors 
somatoform dissociation, where psychological distress manifests as physical symptoms 
without a medical cause. 

• Psychogenic seizures consist of a stand-alone item measuring if and to what degree an 
individual has experienced psychogenic non-epileptic seizures (PNES), which are seizures 
stemming from psychological factors rather than a neurological condition, as no medical 
cause can be identified by doctors. 



General subscales

1. Self-confusion refers to the deep and ongoing uncertainty about one's own identity 
that arises from chronic or intense dissociative experiences and symptoms. However, 
this sense of confusion about oneself isn't solely associated with dissociation; there 
are many other factors that could lead someone might feel confused about 
themselves.

2. Trance involves periods where an individual does not react to the outside world and is 
deeply focused on their own internal experience. This can include focussing on 
traumatic events, engaging in enjoyable daydreams, or experiencing a state of total 
emptiness.

Dell, P. F., & Lawson, D. (2009). An Empirical Delineation of the Domain of Pathological Dissociation. In P. F. Dell & J. A. O'Neil (Eds.), 
Dissociation and the dissociative disorders: DSM-V and beyond (pp. 667-692). Taylor & Francis. 
https://doi.org/10.1521/psyc.2010.73.3.288 

Kate, M.-A., Jamieson, G., Dorahy, M. J., & Middleton, W. (2021). Measuring Dissociative Symptoms and Experiences in an Australian 
College Sample Using a Short Version of the Multidimensional Inventory of Dissociation. Journal of Trauma & Dissociation, 22(3), 265-
287. https://doi.org/10.1080/15299732.2020.1792024



Katherine Reuben MPH

Dr Mary-Anne Kate

Dr David Hegarty

Dr Ben Buchanan

Acknowledgement: This research 
was informed by exploratory work 
conducted as part of an honours 

thesis by Peter Sykes, MOT



The prevalence of dissociation in 
autistic individuals

Children and adolescents 

• Storch et al. (2012): 18% of 72 autistic children/adolescents reported 
depersonalization or derealization.

• Dincel & Karayagmurlu (2024): 12.5% of autistic adolescents reported 
dissociative symptoms on the ADES. Caveat: only 19/40 completed the 

ADES due to comprehension challenges and scale length.

Adults

Reuben et al. (2021): In a sample of 687 autistic adults, at least three-
quarters reported clinically significant dissociation. 94% met clinical cutoff 

on at least one Multiscale Dissociation Inventory subscale. Subscale 
elevations: depersonalization 72%, derealization 59%, memory 

disturbances 53%, identity disturbances 26%. 





Trauma and adversity in childhood and adolescence

• Autistic children are more likely to demonstrate insecure and disorganized 
attachment than typically developing peers (Teague et al., 2017). 

• Retrospective reports from autistic adults indicate a higher risk of childhood sexual 
abuse, neglect, and other forms of childhood abuse (Işik et al., 2017; Roberts et al., 
2015). 

• Compared with non-autistic peers, autistic adults report greater exposure to 
emotional neglect, inconsistent caregiving, and intrafamilial abuse. These patterns 
have been linked to caregiver misunderstanding of autistic behaviours and 
increased family stress (Reuben & Parish, 2022).

• Bullying is particularly common (Käld et al., 2022) and may be especially impactful 
due to sensory, emotional, and social-processing differences that increase 
vulnerability to overwhelm and reduce opportunities for adaptive coping (Haruvi-
Lamdan et al., 2018; Ng-Cordell et al., 2022). 



Adult exposure to trauma and adversity

• Autistic adults report increased rates of sexual assault - almost 90% of autistic 
women (Cazalis et al., 2022) - physical assault, intimate partner violence (Cazalis et 
al., 2022; Griffiths et al., 2019; Reuben et al., 2021; Weiss & Fardella, 2018)

• A systematic review (Quinton et al., 2024) found that, while 19% of autistic adults 
had received a professional PTSD diagnosis, the true rate was likely much higher 
with 44% exceeding clinical questionnaire cut-offs. PTSD prevalence is likely 
underestimated due to diagnostic overshadowing and barriers to appropriate 
assessment and treatment. 

• PTSD risk is particularly elevated among autistic adults who have experienced 
sexual or physical victimization; identify as women or gender minorities; and are 
associated with higher levels of autistic traits (Reuben et al., 2024)



Autistic traits that may amplify trauma or make recovery 
harder

• Cognitive and sensory differences may intensify perceived danger during traumatic 
events (Dincel & Karayagmurlu, 2024; Golan et al., 2022; Haruvi-Lamdan et al., 
2019; Reuben & Parish, 2022; Roberts et al., 2015; Rumball et al., 2020, 2021).

• Difficulties coping with change, and with attentional and emotional regulation, may 
amplify responses to adverse experiences (Dincel & Karayagmurlu, 2024; Golan et 
al., 2022; Haruvi-Lamdan et al., 2019; Reuben & Parish, 2022; Roberts et al., 2015; 
Rumball et al., 2020, 2021).

• Social difficulties may limit access to support after trauma, leaving autistic 
individuals more isolated in their distress (Ostfeld-Etzion, 2024).

• Children are less likely to develop posttraumatic dissociation when they can self-
soothe or process experiences through language or symbolic play (Linde-Krieger et 
al., 2022), while autistic children often show reduced imaginative play (APA, 2022).



Autistic traits may independently 
predispose individuals to dissociation

• Physiological hyperarousal may trigger dissociation in response to 
sensory, social, or emotional overwhelm, and dissociation may create 
distance from overstimulation that could otherwise lead to a loss of 
functioning (Evans et al., 2024; Reuben & Parish, 2022). 

• Over time, these accumulative stressors can increase reliance on 
dissociation as a coping strategy, contributing to chronic psychological 
distress (Hykes & Maves, 2017; Reuben & Parish, 2022).

• This chronic stress may manifest as somatization, which is more 
prevalent among autistic children (Mahan & Matson, 2011) and adults 
(Reuben et al., 2021; Zdankiewicz-Ścigała et al., 2021). The difficulty 
many autistic individuals face in interoception and emotional 
awareness may lead to distress manifesting physically rather than being 
recognized or expressed emotionally (Zdankiewicz-Ścigała et al., 2021).



Masking and memory differences may lead to identity 
and memory disturbances

• Autistic individuals often camouflage or “mask” their traits to cope with stigma, shame, and fear of 
negative social judgment (Reuben & Parish, 2022), which frequently leads to self-alienation (Evans et al., 
2024). These experiences parallel the identity confusion and identity alteration seen in disorders such as 
dissociative identity disorder or other specified dissociative disorder (OSDD). 

• In autism, identity disturbances may be amplified by delayed or diminished autobiographical memory, 
which can hinder the creation of a cohesive self-concept (Coulette et al., 2020; Griffin et al., 2022; Naito 
et al., 2020; Prebble, 2013; Robinson et al., 2017), escalating the risk of dissociative self-states.

• Moreover, fragmented information processing in autism, reflected in reduced episodic memory and 
difficulties with autobiographical integration (Coulette et al., 2020; Griffin et al., 2022; Liu et al., 2023; 
Robinson et al., 2017), may limit the integration of distressing or traumatic experiences into coherent 
narratives, raising the likelihood of dissociative amnesia as an adaptive response to overwhelming 
memories or emotions.





Correlations (Spearman’s rank)





Odds of Clinically Elevated Dissociation 
by Autistic Trait Group

Reference group: Low autistic traits

MID-60 ≥21

• High autistic traits: OR = 12.59. Adjusted for ACEs: AOR = 11.24

• Moderate autistic traits: OR = 5.12. Adjusted for ACEs: AOR = 5.09

MID-60 ≥31

• High autistic traits: OR = 12.06. Adjusted for ACEs: AOR = 10.48

• Moderate autistic traits: OR = 4.81. Adjusted for ACEs: AOR = 4.60







Key findings



Higher dissociation in the high autistic 
traits group may reflect:

• Vulnerability to traumatic stress and dissociation due to a combination of 
factors including rumination, cognitive inflexibility, sensory sensitivities, 
emotional regulation challenges, reduced autobiographical memory 
capacity and differences in working memory and everyday memory, all of 
which make it more challenging to create coherent narratives of traumatic 
experiences

• Social communication differences and reduced social networks reduce the 
opportunity for disclosing traumatic experiences, social support-seeking, 
and co-regulation with others 

• Identity fragmentation: masking, social pressure, self-alienation, and 
fragmented identity may increase identity confusion and alteration.

• Altered bodily/self experience: elevated depersonalization/derealization, 
somatoform symptoms, and trance symptoms may reflect interoception, 
alexithymia, sensory processing, and broader processing differences.



Caution in 
interpreting findings 
on dissociative 
symptoms and 
autistic traits

• Differences in memory and self-coherence 
may be closely linked to autistic traits 
themselves rather than arising solely from 
dissociative processes

• The experience of self-states may be due to 
autistic camouflaging rather than traumatic 
dissociation

• Traumatised individuals often have high 
autistic traits even in the absence of a 
diagnosable developmental disability, which 
makes it impossible to determine the origin 
of autistic traits in this study



Future directions

• Use longitudinal designs to examine how dissociation develops from adolescence 
into adulthood.

• Examine the additive or interactive contributions of autistic traits and dissociative 
symptoms to sensory sensitivity, memory problems, and sense of self to clarify the 
extent to which dissociation independently contributes beyond autistic traits.

• Explore how masking behaviors contribute to identity fragmentation and whether 
reducing masking pressure could prevent or ameliorate dissociative symptoms.

• Develop and validate modified trauma interventions accounting for the unique 
needs and experiences of autistic individuals with dissociation.

• Include larger samples with more gender diverse participants and autistic people 
with intellectual disability.



Clinical Implications

• Screen for dissociation in clients with high autistic traits. Also assess 
trauma exposure and PTSD symptoms.

• Assess symptoms that may otherwise be missed: amnesia, identity-
related experiences, depersonalization/derealization, flashbacks, 
somatic symptoms, and trance.

• Explore sensory overwhelm, masking, memory problems, and self-
confusion as clinically relevant pathways.

• Trauma treatment may need modification for autistic clients. 
Adaptations may need to account for sensory sensitivities, 
communication differences, cognitive inflexibility, and difficulties 
forming coherent trauma narratives.



Katherine Reuben, MPH
School of Public Health
Georgia State University
Atlanta, GA, United States

kreuben1@gsu.edu
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Unmasking the self: Investigating 
Dissociative Symptoms and Their 

Relationship to Camouflaging in a Clinical 
Population with High Autistic Traits
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Camouflaging

•Strategies to adapt to neurotypical 

expectations

•Compensation | Masking | 

Assimilation

•Costs: stress, exhaustion, suicidality



Gender and Theory

•Females: higher masking & assimilation → misdiagnosis risk

•Gender-diverse: under-researched

•Frameworks: Neurodiversity Paradigm | Social Model | 

Double Empathy | Minority Stress | Disconnect theory

◦ Together: Indicates that costs of  camouflaging due to social 

barriers, stigma, and chronic pressure to adapt, which may 

lead to dissociation and identity disruption.



Dissociation in Autism

•Disruptions in memory, identity, 

perception

•Trauma-linked, but also 

transdiagnostic

•Autistic people: higher trauma 

exposure

•Very high dissociation rates

•Gap: camouflaging × dissociation 

rarely studied



Aim and Hypothesis

•Aim: camouflaging  dissociation in autistic adults

•Hypotheses:

1.Correlation

2.High camouflaging = ↑ dissociation

3.Gender differences

4.High camouflaging ↑ odds of  clinical dissociation



Methods – Participants

•N = 1,045 | Age 16–72 (M = 33.4)

•Gender: 68% female, 22% male, 5% 

NB/trans

•Countries: Australia 86%, US 8%, 

UK 5%, NZ/Canada/Ireland <2%



Methods – Measures

•RAADS-R – autistic traits

•CAT-Q – camouflaging (3 subscales)

•MID-60 – dissociation (12 subscales)

•Analyses: Spearman’s rho | Mann–Whitney | Odds Ratios



Results - Correlation

•Weak–moderate 

positive correlation

•Higher camouflaging = 

higher dissociation



Results – Clinical Risk

•High camouflaging ↑ odds of  

clinical dissociation

•Strongest: self-confusion, 

trance, 

derealisation/depersonalization

•(OR > 2)

•Non-sig: PNES, 

autobiographical memory loss



Results – Group Differences

•High camouflaging group = significantly higher 

dissociation

◦ Total (CAT-Q overall) → Broad differences 

across almost all domains of  dissociation

◦ Compensation → Significant across nearly all 

subscales (except PNES)

◦ Assimilation → Broad differences across 

multiple domains, similar to Total

◦ Masking → Differences in total score plus 

awareness, DP/DR, memory, body, self-

confusion



Results – Gender differences

Total scores

Males → some differences (persecutory, DP/DR, self-

confusion)

Females → broad differences across most subscales

Non-binary → persecutory only

Assimilation

Males → none

Females → broad differences

Non-binary → none

Masking

Non-binary → autobiographical memory only

Compensation

Males → several subscales (angry, persecutory, 

DP/DR, flashbacks, trance, self-confusion)

Females → broad differences across most subscales

Non-binary → persecutory, flashbacks



Discussion

Findings: 
Camouflaging linked 
to dissociation

01
Implications: 
Assess camouflaging; 
gender-sensitive, 
trauma-informed 
practice

02
Limitations: Not 
possible to 
determine whether 
autism diagnosis

03
Conclusion: Bridges 
autism & trauma; 
highlights clinical 
need

04



Questions?
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Frequency of 
childhood 
trauma in clients 
with ADHD



Hidden in Plain Sight: The Trauma-Dissociation-ADHD Triad
How dissociative processes may help explain the link between childhood trauma and adult ADHD-like presentations



SOMEONE YOU MIGHT MEET

Seen for years.
Understood by no one.

A young adult, back in the emergency
department — unsure how they got there.

Diagnosed with ADHD as a teenager.
Years of medication that never quite worked,
and self-harm that kept escalating.

Everyone saw the ADHD-like presentation
No one named the dissociation.

For people like this, recovery stays out of reach until the dissociation is seen.



Is There a Diagnostic Blind Spot in Routine ADHD Care?

ADHD 
diagnosis

Trauma-exposed  
adult 

presenting with 
attentional 

dysregulation 
ADHD 

assessment
 lens

ADHD 
diagnosis

ADHD-focused 
care

medication, 
coaching, skills-
based support

Presenting problem
Trauma-exposed adults may 
present with attention, 
memory, emotion-regulation, 
and executive-function 
difficulties.

Assessment risk
When care is ADHD-focused 
only, dissociative symptoms may 
remain unrecognised.

Clinical question
When ADHD symptoms are 
present, what else might be 
operating beneath them?.

Persistent 
symptoms



What Are the Clinical Constructs?



How Were the Relationships Tested?
A brief analysis roadmap before the results

1 Clinical overlap

Classified participants into 
four groups:

• ADHD only
• Dissociation only
• Both ADHD + dissociation
• Neither clinical threshold

2 Odds ratios

Estimated how strongly 
childhood trauma and 
dissociation were associated 
with ADHD symptom 
presentations.

This showed relative 
association strength.

3 Hierarchical 
regression

Entered predictors in blocks:

1. Age and gender
2. Childhood trauma
3. Dissociation

This tested added 
explanatory value.

4 Mediation 
analysis

Tested whether dissociation 
helped explain the pathway 
from childhood trauma to 
ADHD-like symptoms.

Interpreted cautiously as 
pathway plausibility.

The analyses moved from overlap → association strength → added explanatory value → pathway plausibility.

Clinical interpretation remained cautious: association and explanatory value, not proof of developmental causation.



Who Was Included in the Clinical Dataset?

N = 1,409
Australian adults
assessed in routine
clinical care.

Adults completed all 
core measures used in 
this presentation.

Age M = 36.5, SD = 12.4, 
Range 18-80 years

Gender 66.7% women 
21.4% men
 2.6% Non-binary
9.3% other/not specified
 

Clinical setting Routine adult clinical 
assessment

Inclusion rule Complete cases for ASRS, 
MID-60, ACE-Q



1,409 Australian adults
assessed in routine clinical care.

What Does the Sample Look Like?



38% met ADHD criteria
without dissociation (n = 539).



3% had dissociation without ADHD
(n = 36). Dissociation rarely travels alone.



41% had both dissociation and ADHD —
the largest single group (n = 577).
18% had neither clinical ADHD

nor dissociation (n = 257).



94%
of adults above the dissociation threshold,
94% also met ADHD criteria.

Insight: In this clinical sample, dissociation rarely 
appeared without concurrent ADHD-like symptoms



From Trauma to ADHD-like Symptoms: The Missing Clinical Layer

Meta-analyses show a dose–response relationship between ACE exposure 
and ADHD symptoms. Emerging mediation research suggests dissociation 
may help explain part of this relationship.

Childhood
Trauma
(ACEs)

ADHD-like
Symptoms

The missing clinical layer
The trauma–ADHD association may not 
reflect a single direct pathway.
Dissociative symptoms may help explain 
how trauma-related distress presents as 
ADHD-like attentional and emotional 
dysregulation.

Memory
distress

Depersonalisation /
derealisation

Angry
intrusion

s

✓ Why this matters
If  dissociation is not explicitly assessed,
trauma-related symptoms may be misinterpreted as ADHD.



The Pathway Suggested: Trauma-ADHD Link Appears to Operate 
Primarily Through Dissociation



Are Trauma and Dissociation Associated with Higher Odds of 
ADHD Symptom Presentation?

Dissociation showed a substantially stronger association with ADHD symptom presentation than 
cumulative childhood trauma exposure.

Over 10×
Higher odds

ORs = 10.3 -11.6

About 2×
Higher odds

OR = 1.97

High Childhood Trauma 
Exposure 

Clinical-Level Dissociation



How Strongly Does Each Symptom Predict ADHD — and Does it Vary by Presentation?
Significant odds ratios only (Table 5; non-significant subtypes omitted). Shared scale; 1× = no effect.

1× 3× 5× 7× 9× 11× 13×

Distress about memory 12.58×

Depersonalisation/dereal. 9.54×

Angry intrusions 9.26×

Trance states 8.08×

Amnesia (recent events) 8.04×

Self-confusion 7.44×

Body symptoms 5.69×

Pseudo-seizures 5.12×

Self-state awareness 5.02×

Autobiographical memory 4.39×

Persecutory intrusions 4.06×

Flashbacks 3.74×

Physical neglect 2.25×

Emotional abuse 2.20×

Physical abuse 2.13×

Sexual abuse 1.99×

Emotional neglect 1.92×

Household mental illness 1.82×

Parental separation 1.76×

Domestic violence 2.59×

Household substance abuse 1.67×

Presentation

Combined (filled)

Inattentive (ring)

Hyperactive (diamond)

Dissociation (MID-60)

Childhood Trauma (ACE-Q)

Watson et al. (N = 1,409). Table 5 — ORs significant at p < .05; non-significant subtype associations omitted.

What stands out

1. Every dissociation marker 

outranks every trauma marker.

2. Dissociation is strongest for the 

Combined presentation.

3. Hyperactive links are weaker and 

more patchy.



The Anatomy of Explained Variance
Building the picture one step at a time: how much each layer adds to explaining ADHD symptoms

6.2% 5.6% 4.8%

6.4% 5.7% 5.1%

15.9% 16.7%

9.6%
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Total R² = 27.3%
Total R² = 27.7%

Total R² = 19.3%

Dissociation
MID-60 · entered last

Childhood Trauma
ACE-Q · entered second

Demographics
Age, Gender · entered first

Each block is added on top of the one 
below, so the full bar is the total 
variance the model explains. A taller 
block means that layer adds more 
once the layers beneath it are already 
accounted for.

Dissociation adds the largest jump for every subtype — biggest 

for inattentive symptoms (+16.7%), even after age, gender, and 

childhood trauma are already in the model.

What Did Hierarchical Regression Add to the Picture?



Where Can ADHD and Dissociation Look Alike?

This symptomatic overlap means dissociative processes may be missed 
when attention difficulties are assessed through an ADHD-only lens.



What are some study Limitations?
What these findings can suggest — and what they cannot prove

Limits on causal interpretation

Cross-sectional data cannot show whether 
trauma caused dissociation, ADHD symptoms, 
or their overlap.

Temporal ordering remains inferential, even 
when mediation models are clinically 
meaningful.

The safest claim is association and pathway 
plausibility — not definitive developmental 
causation.

Limits on measurement and generalisability
The sample came from routine clinical care, so 
findings may not generalise to community 
samples.

Measures were self-report screening tools, not full 
diagnostic interviews.

Comorbidity, medication status, referral pathways, 
and clinician context were not fully controlled.

Cautious conclusion: dissociation is a strong clinical marker of ADHD-like 
presentation, not proof that dissociation causes ADHD.



The Matryoshka Framework: Uncovering the Hidden Clinical Layers

ADHD-like Symptoms
The visible presenting layer: attentional difficulty, dysregulation, impulsivity, and memory 
complaints that commonly trigger ADHD assessment.

Dissociation
An often less visible clinical layer involving disruptions in memory, 
identity, perception, and self-experience. These symptoms may 
contribute to ADHD-like attentional and emotional dysregulation.

Adverse Childhood 
Experiences (ACEs)
The underlying adversity context: 
cumulative childhood trauma and 
early adversity associated with both 
dissociation and ADHD symptoms.

Takeaway: If clinicians assess only the outer ADHD-like presentation, they 
may miss dissociative processes that help shape the person’s distress.

What Might be Hidden Beneath the ADHD-Like Presentation?



(Perry et al., 1995; Perry & Pollard, 1998; Teicher et al, 2016)

How Might Early Threat Responses Become Enduring Patterns?



What Happens When Dissociation is Missed?
The Blind Spot The Whole Picture

Assessing only for ADHD may narrow treatment options.

ADHD-focused care may help, but may not address dissociative 
amnesia, depersonalisation, identity disturbance, or trauma-
linked dysregulation.

Possible result: diagnostic uncertainty, apparent treatment 
resistance, and prolonged functional impairment.

Broader screening may reduce diagnostic misattribution

Assessing trauma, dissociation, and ADHD symptoms together 
supports a more accurate formulation.

It may also guide phased, trauma-informed care alongside ADHD 
symptom management.



How Could Screening Capture the Whole Picture?

Step 1: Step 2: Step 3:
Trauma
History

Screen for cumulative
adversity and trauma

exposure.

Dissociation
Assessment

Assess dissociation when
trauma history and ADHD-
like symptoms co-occur.

Use multidimensional tools
such as the MID-60.

ADHD Symptom
Mapping

Use standard ADHD tools,
but interpret symptoms in

context: trauma history,
dissociation, and

developmental pattern.

Multidimensional screening may reduce diagnostic misattribution
and support more targeted care.



WHERE THIS LEADS

Seeing the whole
picture changes the
pathway forward.

When dissociation is recognised,
care can be better targeted —
not as a cure, but as a clearer direction.
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