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Abstract
Purpose of Review We review the recent literature regarding the implications of gender on the diagnosis and treatment of autism
spectrum disorder (ASD) in women and adolescent females. We also discuss important clinical observations in treating
this population.
Recent Findings Growing research supports gender specificity in ASD symptom presentation. Differing phenotypes, psychiatric
co-morbidities, and level of “camouflaging” (behavioral coping strategies to conceal symptoms for use in social situations) are
thought to further contribute to the discrepancy in prevalence rates and resulting misdiagnosis or delayed diagnosis in adolescent
females and women.
Summary Both nosological and cultural factors appear to be contributing to differences in the diagnosis of ASD inwomen. These
differences in presentation have important implications for late diagnosis, treatment of ASD, and the quality of life for women
with autism.
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Introduction

Autism spectrum disorder (ASD) is a heterogeneous
neurodevelopmental condition characterized by impairments
in social communication skills and accompanying restricted
and repetitive patterns of interests or behaviors [1]. While
ASD affects both males and females, it is much more com-
monly diagnosed in boys, and girls and women are typically
diagnosed later than boys and men. There is, however, grow-
ing recognition of the discrepancy between the sexes with
regard to ASD prevalence rates, symptom presentation, diag-
nosis, treatment, and outcomes. To begin to understand the
scope of any possible sex differences and their implications,

it is imperative to first understand the nascency of ASD as
a diagnosis. ASD was first described in the 1940s as a
“disturbance of affective contact” and “autistic psycho-
pathy” by Leo Kanner and Hans Asperger, respectively
[2, 3]. Their initial, independent reports included samples
of only three girls out of 11 total cases, and zero girls out
of four total cases. The early epidemiological studies of
ASD with co-morbid intellectual disability that followed
also showed a strong male bias with a male-to-female
gender ratio of 3–4:1 [4–6]. This ratio is even higher for
individuals of average to above average intellect [7, 8].
However, early studies likely underestimated the number of
females with ASD if they presented with symptoms unchar-
acteristic of the male presentation. Research studies have his-
torically included participants based on these originally re-
ported ratios or included only male participants. This
longstanding underrepresentation of females in both research
and clinical practice has led to a speculated male-biased un-
derstanding of ASD. As Lai and colleagues (2015) succinctly
state in their seminal paper, “our understanding of ASD may
have been substantially biased toward males.” Due to the
higher prevalence rates of ASD in males, research that ad-
dresses phenotypic characterization has been conducted in
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primarily male samples, including the behavioral descriptions
used to develop the current criteria for diagnosing ASD [1, 9].

Understanding the Male Bias

Prevalence varies by sex for ASD, as with many conditions
affecting neurodevelopment, such that ASD is much more
common in males than females, with an overall prevalence
ratio reported as 4:1 [1]. In their most recent update, the US
Autism and Developmental Disabilities Monitoring Network
(ADDMN), for example, reported an overall male-to-female
prevalence ratio of 4:1 among 8-year-old children across the
11 ADDMN sites [10•]. This represents a decrease from 4.5:1,
which the ADDMN group attributes to a greater increase in
prevalence rate among females as compared with males.
Intellectual disability also appears to play a role in prev-
alence rate, with a greater proportion of females with
ASD diagnosed with co-morbid intellectual disability than
males with ASD [10•].

The 4:1 male-to-female prevalence ratio reported in ASD,
however, is somewhat dependent on the population studied.
Recently Loomes, Hull, and Mandy (2017) conducted a
systematic review and meta-analysis to evaluate the male-to-
female prevalence ratio further [11••]. They analyzed 54
studies and found an overall male-to-female ratio of 4.2:1,
but found substantial variability across studies. The authors
examined “active” versus “passive” studies, with “active stud-
ies” defined as those that involved screening a population-
based sample with or without ASD, versus “passive studies”
defined as those that involved reviewing an existing database
of patients with a pre-established ASD diagnosis and found
that “active” studies had a lower male-to-female ratio. This
suggests that there is a subset of females who are not being
diagnosed with ASD, despite having clinically significant
symptoms. The authors concluded that the male-to-female
ratio is likely to be lower than that of 4:1 that is generally
reported, perhaps closer to 3:1.

Female Phenotype

This difference in prevalence rates between males and females
points to the likelihood that females with ASD on the whole
may present with slightly different symptoms than males with
ASD, in particular among girls without intellectual or language
impairments [1]. According to recent research conducted by
Kreiser and White (2014), females diagnosed with ASD pres-
ent with unique characteristics in each aspect of the diagnostic
criteria when compared to their male counterparts. For exam-
ple, regarding social communication, females tend to engage in
imaginative and pretend play from a young age [12]. Their

speech also contains more vocabulary words related to emo-
tions, compared to traditional diagnostic criteria of ASD often
found in males. It has also been observed that females with
ASD tend to have greater awareness and desire for social
interaction, propensity to mimic others in social interactions,
tendency to camouflage difficulties by developing coping strat-
egies, and develop one or two close friends compared to their
male counterparts [12]. Different than the traditional restricted
interests in inanimate objects often described within males with
ASD, many females with ASD tend to have restricted interests
related to people and animals (e.g., celebrities, pets). Additional
characteristics found within women with ASD include perfec-
tionist tendencies and disordered eating [13].

Delayed Diagnosis

As many females are undiagnosed or misdiagnosed, women
diagnosed with ASD later in life report experiences involving
barriers to gaining diagnosis, strategies used to try to fit in with
peers, and victimization [14••]. In a qualitative research study
by Bargiela and colleagues (2016), late-diagnosed women re-
ported health professionals being dismissive and unfamiliar
with the female phenotype. Many reported experiences of
victimization, such as unhealthy relationships and emotional,
physical, and sexual abuse due to passivity or social naiveté
related to their ASD and a desire to feel accepted. Bargiela and
colleagues also suggest a particular challenge for females re-
lated to role expectations within our culture and pressure to
conform to traditional feminine roles that are often incompat-
ible with how a person with ASDmay want to live. Obtaining
a diagnosis promoted a sense of belonging within a commu-
nity and an improved self-view.

For clinicians, there are also often practical barriers in mak-
ing a first-time diagnosis of ASD in adulthood that dispropor-
tionately affect female patients. Since ASD can often go
undiagnosed or misdiagnosed in females, when individuals
present for diagnostic evaluations later in life, it is often more
challenging to obtain a valid and reliable report of the patient’s
developmental history, which is indispensable to confirm a di-
agnosis. Adult patients may no longer have living caregivers to
serve as informants, and when they do, the quality of the infor-
mant’s recall may not be detailed or may be inaccurate due to
memory decay. Given that ASD is on average diagnosed later in
females than males, these difficulties with diagnosis dispropor-
tionately affect women and can lead to inconclusive outcomes
and present a further roadblock for treatment and services.

Camouflaging

Adults diagnosed with ASD in childhood tend to demonstrate
a reduction in ASD symptoms over time [15]. Irrespective of
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age at diagnosis, individuals with ASD are thought to develop
coping strategies over the course of their lives in response to
treatment interventions, as well as due to pressures to conform
to societal demands. One such strategy is camouflaging.
Camouflaging refers to the behavior of using coping strategies
in social situations to hide behaviors associated with ASD,
through the use of explicit techniques to seem socially profi-
cient, and through attempts to prevent others from seeing their
social difficulties [16•]. Thus, camouflaging reflects the gap
between how individuals with ASD behave and their true
inclinations and abilities. Examples of camouflaging include
active attempts to make eye contact despite resulting discom-
fort for the individual, using learned phrases or jokes in con-
versation, altering their speech volume, mimicking nonverbal
affect including gestures and facial expressions, and not stand-
ing too close to others [13, 17••].

While camouflaging has been documented in both genders,
it has been proposed as a possible explanation for misdiagno-
sis, delayed diagnosis, and gender disparity in the diagnosis of
women with ASD [14••, 16•]. Recent research examining
camouflaging in women suggest that it is a widespread but
not universal behavior [14••]. Qualitative research indicates
women repeatedly described, “pretending to be normal;” for
women with ASD, camouflaging is reported as cognitively
effortful, exhausting, and challenging to one’s identity and
further led to being manipulated by others [14••].
Camouflaging differs from acquired skills gained through so-
cial skills training, in its aim. While both may produce a re-
duction in observable, external ASD behaviors, social skills
training results in the development of successful and natural-
istic use of social skills versus an anxiety-driven, rule-based
use that, while reducing behaviors, results in a significant
emotional and physical toll for individuals with ASD. The
difference between these two phenomena can be difficult to
fully assess as they largely reflect the internal experience of
the individual. Nevertheless, it is important to not mini-
mize internal distress that individuals with ASD may
experience due to their desire to conform with societal
expectations and rules.

Sex-Related Differences in Cognition,
Neuroanatomy, and Functionality

Greater compensatory skills of females with ASD without
intellectual disability has been associated with better observa-
tional learning of nonverbal communication, a better intellec-
tual understanding of the rules associated with friendship,
sociability, and emotionality, and adoption of social roles
and using scripts [18•, 19]. However, research on a sex-
related cognitive difference in ASD is still limited and has
often shown heterogeneous results. Most cognitive research
to date has focused on examining differences in executive

functioning, with other cognitive domains often unexplored.
Some research suggests that females with ASD display better
processing speed abilities and worse visuospatial abilities than
males with ASD [19–21].

Numerous studies have found individuals with ASD to
have deficits in executive functioning compared to their
neurotypical peers; however, these studies have largely fo-
cused on children. Given that brain maturation, particularly
in the frontal and striatal regions, continues into early adult-
hood, research on executive functioning across the lifespan is
imperative. The earliest work examining executive function-
ing in adults with ASD often did not include women or had
too small a sample size to allow for comparison. The most
consistent findings in these studies with predominantly male
participants show deficits in working memory, cognitive flex-
ibility, planning, self-monitoring, and verbal fluency. Only a
few studies to date have explored executive functioning in
adults while further examining for possible sex-related differ-
ences [22•]. In a study by Kiep and Spek (2017), gender dif-
ferences in executive functioning were examined in a group of
99 men and 40 women with ASD compared to 35
neurotypical men and 25 neurotypical women, using instru-
ments assessing planning, mental flexibility, working memo-
ry, generativity, and self-monitoring. The investigators found
no differences in planning abilities between men and women
with ASD or in comparison with neurotypical adults; this is
inconsistent with prior work showing overall impairment for
individuals with ASD [23]. Kiep and Spek (2017) found that
individuals with ASD showed impairments in mental flexibil-
ity on the Wisconsin Card Sorting Test (i.e., switching be-
tween categories) compared to neurotypical individuals.
Women with ASD made more perseverative errors but also
successfully sorted more categories than their male counter-
parts, but intelligence appeared to mediate this performance.
Women with ASD also had worse working memory perfor-
mance than men with ASD, although this may reflect an over-
all gender difference observed in neurotypical persons [22•].
Lastly, Kiep and Spek (2017) found that womenwith ASD did
not differ from neurotypical women in word generation, but
could produce more names of animals than men with ASD.
This is contrary to prior work [18•] that found no deficits in
ASD, and Keip and Spek suggest that it may reflect women
with ASD having more “common” special interests such as
animals than men with ASD.

Differences in brain neuroanatomy, connectivity, and brain
activation patterns have also been noted between genders
[24–26]. A study by Lai and colleagues (2013) found evi-
dence that neuroanatomy is sex-dependent in adults with
ASD without intellectual disability, with women displaying
neuroanatomical features, in both gray and white matter, that
overlapped with sexually dimorphic structures in neurotypical
controls. This was supported by prior studies in structural
imaging that found attenuated sex differences in males and
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females with ASD in brain regions that typically show sex
differences [27]. Females with ASD also showed altered con-
nectivity, generally hyperconnectivity, consistent with pat-
terns of neural masculinization, a pattern not observed in
males [25]. The results from these studies support the
“Extreme Male Brain” (EMB) theory that proposes that an
extreme form of the typical “empathizing-systemizing” cog-
nitive profile and “hyper-masculinization” of the brain char-
acterizes individuals with ASD [28]. In a study examining
functional activity during cognitive tests, there was no differ-
ence between men and women with ASD without intellectual
disability on a verbal fluency test, although enhanced activa-
tion of the left occipitoparietal and inferior prefrontal regions
was found in subjects with ASD compared to controls [26].
On a test of mental rotation, however, these investigators did
find sex-by-diagnosis interactions across occipital, temporal,
parietal, and middle frontal regions with greater activation in
males with ASD compared to females.

Psychiatric Co-morbidities

Psychiatric co-morbid conditions occur frequently in individ-
uals with ASD, as they do in neurotypical persons, although
studies examining gender differences in co-morbid conditions
in adults with ASD are far less frequent. Common co-morbid
psychiatric disorders in adults with ASD include depressive
disorders, anxiety disorders, attention-deficit/hyperactivity
disorder (ADHD), obsessive-compulsive disorder, eating dis-
orders, and personality disorders [29, 30]. For neurotypical
individuals, there are no differences in rates of depression
between genders during childhood. However, after age
15 years, typically developing females have approximately
twice the risk of developing depression [31]. Individuals with
ASD demonstrate higher rates of internalizing disorders com-
pared to neurotypical peers [32]. These findings suggest that
adolescent females and women with ASD may be at excep-
tionally high risk for internalizing disorders, including depres-
sion, given the odds conferred by diagnostic influences and
sex combined. A growing body of research suggests that fe-
males with ASD do experience heightened rates of internaliz-
ing disorders—anxiety, depression, eating disorders—as
compared to males with ASD, who present with more exter-
nalizing problems—hyperactivity, inattention [14••, 33–35].
Adolescent females with ASD have been found to be at great-
er risk of developing internalizing disorders compared to
neurotypical females and males with ASD [35]. During ado-
lescence, female socialization tends to reflect smaller, more
intimate groups with growing affiliative orientation [36] and
has been suggested as a possible mechanism to explain the
unmasking of relative social skills deficits in adolescent fe-
males with ASD, leading to greater isolation and internalizing
symptoms [35]. Further, late-diagnosed individuals tend to

suffer from co-morbid psychiatric issues, possibly related to
a lifetime of stress associated with the need to adapt to daily
life in one’s society [13].

Treatment Considerations

Treatment in females with ASD needs to take into account a
variety of factors. First, females with ASD are often delayed in
receiving a diagnosis, leading to missed opportunities for ear-
ly intervention, including the treatment of potential psychiatric
co-morbidities due to perceptions of feeling unheard and mis-
understood in society [14••]. In addition, many have argued
that there are increasingly complex social and cultural expec-
tations for females in everyday life compared to their male
counterparts. Specifically in the USA, typical expectations
for women, also known as feminine gender norms, include
the importance of developing caring relationships with others,
being involved in romantic relationships, investment in one’s
appearance, modesty, sexual fidelity, and responsibility for
and enjoyment of domestic chores and childcare [37]. In the
typically developing female population, conformity to these
feminine norms has been related to depression throughout
adolescence [38] and adulthood [39] as it can often feel over-
whelming to be expected to value, act “nicely,” and be
engaged in a plethora of relationships with family, friends,
romantic partnerships, and children [40]. In balancing all of
these relationships, it has been hypothesized that women can
often set aside their own needs and opinions to instead serve
others, which has also been linked to greater symptoms of
depression [41, 42]. Our current sociopolitical climate also
continues to foster a culture where women are much more
likely to be victims of intimate partner abuse, including sexual
assault, and violence compared to males [43]. Women with
ASD may be even more vulnerable to this victimization given
their challenges with social awareness and self-advocacy [44].

While a portion of women with ASDmay not be interested
in investing in interpersonal relationships and the associated
societal expectations, many long for opportunities to build
fulfilling and lasting relationships. The abovementioned intri-
cate and complex social expectations for interpersonal rela-
tionships, coupled with many women’s experiences of late
diagnosis and treatment, could help explain the increased rates
of internalizing disorder and sleep difficulties among women
with ASD [12]. Therefore, in order to support the overall
mental health and well-being of these individuals,
evidenced-based treatment should be infused with sociocul-
tural psychoeducation.

Historically, interventions have been aimed, in part, to treat
the core social communication deficits and cognitive inflexi-
bility in ASD. As mentioned above, individuals with ASD,
particularly those who are aware of their struggles, often ex-
perience co-morbid symptoms of anxiety and depression that
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also require treatment. Cognitive behavioral therapy (CBT)
has been widely studied as an evidenced-based intervention
to improve both social communication as well as depression
and anxiety for both children and adults with ASD, particu-
larly those individuals without intellectual disability (i.e., for-
merly diagnosed with Asperger’s disorder) [45•, 46].

“Third wave” approaches to CBT, including mindfulness,
have also recently been researched among the autistic popu-
lation. A recent randomized controlled study of mindfulness-
based therapy included 42 adults with ASD who were
randomized into treatment and control groups. The treatment
group consisted of 9 weekly sessions of mindfulness-based
therapy with take home practice; participants showed signifi-
cant decreases in symptoms of depression, anxiety, and rumi-
nation as well as increases in overall positive affect [47].
Mindfulness-based therapy can help individuals becomemore
aware of their inner dialog without judgment, while CBT
gives one tools to “talk back to” or challenge one’s inner
dialog, often confronting self-defeating or negative beliefs
and replacing them with more healthy, balanced thoughts.

When exploring one’s inner dialog in treatment, it is im-
portant to consider the potential origin of these beliefs. Some
women with ASD have had negative experiences with
professionals who have denied the presence of their ASD,
experienced shame due to their inability to manage their rela-
tionships, and/or have become victims of assault leading to
negative self-beliefs and a sense of an insecure world.
Therefore, women with ASD would benefit from conscious-
ness raising to better understand the sociopolitical climate to
ultimately help them untangle societal expectations with their
own hopes, dreams, and goals [37]. This could occur through
individual discussions; however, it can also be powerful to
discuss societal attitudes in group settings to allow women
to gain support from and provide validation for one another.
As individuals with ASD often benefit from direct teaching
and use of visual aids, using examples of societal attitudes in
everyday media (e.g., television shows, commercials, maga-
zines) can help aid in and put words to some of their confusing
real-life experiences. After awareness has been raised, the next
step is for women to openly discuss the benefits and costs of
subscribing to these norms in everyday life. This could then
inform future CBT and mindfulness-based skill instruction.
For example, as women are becoming more aware of their
automatic thoughts through mindfulness practice (e.g.,
“I’m a bad friend”), with consciousness raising they can
view their thoughts through a critical lens and decide
whether they wish to believe them outright or compas-
sionately hear them and choose a cognitive restructuring
strategy to produce an alternative thought (e.g., “Just be-
cause I’m too tired to meet my friend for coffee, I’m not a
bad friend. She understands that by the end of the day my
sensory system is on overdrive and I need to spend some
quiet time at home.”)

In addition to this infusion of consciousness raising of fem-
inine norms into more traditional CBTand mindfulness-based
treatments, women with ASD also require direct teaching of
both self-advocacy and safety skills to navigate their at-risk
status for victimization in interpersonal relationships [44].
Additionally, women must also navigate their reproductive
health, including the possibility of giving birth to children.
Explicit instruction in skills related to caring for one’s men-
strual cycle, birth control, and sexually transmitted diseases is
also essential, as is working with women to build social
awareness and communication skills useful for bonding with
their babies. As society tells women that they need to take care
of everyone before themselves, explicitly teaching women
with ASD the importance of how to engage in self-care prac-
tice is essential to their overall well-being and health. Last, in
light of recent findings regarding the relationship between
ASD and transgender identity [48], particular interventions
should also be afforded to those individuals who do not and
have no desire to endorse feminine gender norms, as they will
experience their own set of challenges in maintaining their
overall health and well-being in today’s society.

Pharmacological Interventions

Non-drug, behaviorally oriented treatments have been found
to be the most effective intervention for the core symptoms of
ASD, especially in younger children. At times, however, mal-
adaptive behaviors and the symptoms associated with psychi-
atric co-morbidities can lead to distress and impairment above
and beyond the core symptom domains of ASD. These behav-
iors and symptoms can impede progress in educational, voca-
tional, and therapeutic settings and cause significant distress
for patients and their families. At these times, the use of phar-
macological treatment can result in a significant reduction of
interfering maladaptive behaviors and symptoms of psychiat-
ric co-morbidities [49•]. Symptoms that are commonly
targeted with pharmacotherapy include inattention, motor
hyperactivity, impulsivity, aggression toward others, self-
injurious behavior, property destruction, mood swings,
depression, anxiety, and sleep disturbance.

To date, data that address sex differences in response to
drug treatment for maladaptive behaviors and psychiatric co-
morbidities in ASD do not exist. Although males and females
with ASD are usually enrolled into larger multisite clinical
trials, the sex ratio of participants is typically the same as the
prevalence rate of the disorder by sex, approximately 4:1
(males:females) [50]. To examine the sex difference in re-
sponse to drug treatment in ASD with adequate statistical
power, an exorbitant number of study subjects would be need-
ed. Recruitment of adequate numbers of subjects with ASD
into randomized controlled trials, even with multiple study
sites, can be challenging. Oversampling females for the trial
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would be necessary to determine if a sex difference existed in
response to a particular drug treatment.

Special consideration should be given to the use of certain
psychiatric medications in females with ASD. For example,
aripiprazole, an atypical antipsychotic that is approved by the
Food and Drug Administration for treating irritability in chil-
dren and adolescents with ASD, is the only commonly used
atypical antipsychotic that does not cause hyperprolactinemia
[51]. Most antipsychotics block the dopamine 2 receptor,
which results in a significant increase in prolactin.
Aripiprazole is a partial agonist at the dopamine 2 receptor,
which actually results in decreased prolactin levels. Increased
levels of prolactin can cause swelling of the breasts
(gynecomastia) and lactation (galactorrhea). While these side
effects can occur in males, they may be more problematic and
distressing when they occur in females. Valproic acid, which
is often used to treat mood swings or co-morbid bipolar dis-
order in patients with ASD (as well as seizures), can cause
polycystic ovary syndrome in females of child-bearing age.
Polycystic ovary syndrome is associated with anovulation
resulting in irregular or absent menstrual cycles, infertility,
excess facial or body hair, obesity, ovarian cysts, heart disease,
and diabetes with insulin resistance [52]. Finally, some med-
ications used to treat persons with ASD can lower the effec-
tiveness of birth control pills and make the individual more
likely to become unexpectedly pregnant. These include
modafinil, which is sometimes used to treat co-morbid
ADHD, the anticonvulsants carbamazepine, lamotrigine and
topiramate, and St. John’s Wart, an herbal compound some-
times used to treat depression.

Quality of Life

Although the severity of some ASD symptoms appears to
decline with increasing age, adults with ASD generally never
reach typical levels of social functioning. There have been
very few studies to date that have looked at social and quality
of life (QoL) outcomes in adults with ASD, [53, 54] and even
fewer have examined differences between men and women
[55]. In the largest study to date to examine QoL, Mason
and colleagues (2018) confirmed previous work that individ-
uals with ASD report lower QoL than the neurotypical
population [56•]. Further, the main characteristics that were
predictive of lower QoL were female gender, severity of ASD
symptoms, and having a current mental health diagnosis.
However, while previous work has also found QoL to be
lower in females, there are mixed findings regarding the social
domain of QoL, with Mason and colleagues finding slightly
higher satisfaction in social QoL for females. This was sug-
gested to be a reflection of females with ASD being more
socially motivated and able to maintain friendships.

Conclusions

Growing research supports gender specificity in core ASD
symptoms; however, many gaps in the evidence base, partic-
ularly around diagnosis and behavioral descriptors, remain to
be addressed. Evidence to date suggests that women are com-
monly being undiagnosed or misdiagnosed based on descrip-
tors that were developed from the behavioral presentation of
males. Much of the work to date trying to understand the
etiology of ASD has continued to be influenced by this gender
bias. As such, the evidence is mixed with respect to preva-
lence rates. Most of the existing research has demonstrated
that intelligence appears to modulate the male-to-female ratio,
with more recent research suggesting that studies using
“passive” ascertainment methods likely overestimate the
male-to-female ratio and leave out a subset of females, who
despite having clinically significant symptoms, are not being
diagnosed. Further, more recent research indicates that gender
differences in symptom presentation across diagnostic criteria
also affect prevalence rates.

Evidence regarding sex-related differences in brain func-
tion and structure has been less consistent. While there is
ample research that shows differences in executive function-
ing in individuals with ASD, these studies often excluded
women or had only small, uneven samples of women. The
few studies that have examined gender have shown mixed
and, at times, conflicting results. There is some evidence to
suggest that women with ASD display worse working mem-
ory and better word generation than men with ASD, although
these performances are mediated by intelligence and may
merely reflect gender differences observed in neurotypical
persons. There does appear, however, to be slightly more
support for possible differences in structure and connectivity
than function.

Considerable evidence does exist demonstrating different
rates of co-morbid disorders between adolescent and adult
women with ASD compared to their male counterparts.
Females consistently show higher rates of internalizing disor-
ders, particularly anxiety, depression, and eating disorders,
with age of diagnosis being an important moderator. These
differences in presentation have important implications for
treatment. Given the higher rate of missed and delayed diag-
nosis, females are more likely to miss opportunities for early
intervention. Sociocultural factors including social expecta-
tions for women have often contributed to a climate that leaves
women with ASD more likely to feel shame regarding their
social or behavioral difficulties or fall victim to various forms
of violence. As such, treatment targeting women with ASD
will require more direct teaching in self-advocacy and safety
skills. Data regarding sex differences in ASD in response to
drug treatment is essentially non-existent, which is concerning
given the differences in psychiatric co-morbidities between
males and females. Ultimately, more research investigating
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the differences between men and women with ASD with re-
gard to both diagnosis and treatment is essential for us in order
to serve this growing population better.
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