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Abstract 

A limited number of studies have investigated the role of individual child and family 

characteristics in treatment decisions for autism spectrum disorders (ASD). The current study 

utilized secondary data to evaluate associations between child characteristics, family 

characteristics, and treatment choice for children with ASD. Through an online questionnaire, 

parents (n = 901) reported features of their child's diagnosis, resources, and treatments used. A 

series of logistic regression analyses examined relations between child and family characteristics, 

and five treatment categories. It was expected that child age, diagnostic features, comorbid 

disorders, family services, and socioeconomic status would predict treatment choice. Findings 

demonstrated that child age, comorbid disorders, and socioeconomic status had associations with 

specific treatment use. Results suggest that parents are not considering attributes of the 

diagnosis when selecting treatments. Future research examining specific child characteristics is 

needed to discriminate among what treatment(s) work for individual ASD children and their 

families. 
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Predictive Factors that Influence Treatment Choice for Autism Spectrum Disorders 

There has been much debate over the etiology, course, and treatment for Autism 

Spectrum Disorders (ASD). The characteristics associated with ASD can affect all aspects of 

functioning, including: communication, social interaction, and behaviour. Symptoms can range 

from relatively mild to severely impairing depending on spectrum diagnosis, and are commonly 

displayed through comorbid disorders or stereotyped behaviours, such as irregular sleeping 

patterns, self-injurious and self-stimulating behaviours. As prevalence rates increase and 

diagnosis onsets earlier, a wide variety of behavioural, educational, pharmaceutical, vitamin, and 

diet therapies have been used by parents in search of a treatment for their child with ASD 

(Bowker, D'Angelo, Hicks & Wells, 2010; Goin-Kochel et a l , 2007; Green at al., 2006; Levy & 

Hyman, 2002). The uncertainty in prognosis is problematic for parents when deciding on a 

treatment approach since therapies are often shaped toward a perceived cause of the disorder 

(Matson, 1988). Moreover, empirically conducted studies of the efficacy of various treatments 

for ASD are limited, providing parents with little evidence on which to base their treatment 

decisions (Kasari, 2002). 

There are few studies that investigate which factors influence parents in their decisions 

regarding choice of treatment for their children with ASD. Ideally, treatment efficacy would be 

a leading factor (Coplan et al., 2003). However, treatments that are empirically supported 

demonstrate considerable variability in outcome. Numerous studies examining treatment 

efficacy on children with ASD report moderate to dramatic improvements; while others see no 

improvement at all (Goin-Kochel et al., 2007; Lovaas, 1987; Schreibman, 2000; Smith, Buch, & 

Gamby, 2000a). The variability in treatment efficacy indicates that many factors affect treatment 

outcome and that there is no "one treatment fits all" approach (Heflin & Simpson, 1998; 
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Schreibman, 2000). There is a great need for research examining which treatments and/or 

combination of treatments are effective for children based on their individual characteristics 

(Campbell et al., 1996; Bryson et al., 2008; Itzchak & Zachor, 2011; Schreibman, 2000; Sherer 

& Schreibman, 2005). 

Rather than determining which treatment is most effective, research should address "a 

priori" which treatment(s) will be most beneficial for individual children and their families 

(Schreibman, 2000; Sherer & Schreibman, 2005). It has been acknowledged that perceived 

treatment needs of children and families differ significantly based on culture, development, and 

environmental factors (WHO, 1991, p. 65). Contextual factors often shape thoughts and 

behaviours, and play an important role in how parents interpret ASD symptoms (Pachter & 

Harwood, 1996). Consequently, the interpretation and beliefs of symptoms have an impact on 

the types of treatments used (Mandell & Novak, 2005). 

Metz, Mulick, & Butter (2005) suggest that parents' choice of treatment is influenced by: 

the severity of the disorder, poor prognosis, and emphasis on the need for early intervention. 

These factors often encourage parents to find a treatment that will have a quick and significant 

impact. Moreover, the lack of knowledge related to the diagnosis and conflicting information 

from professionals play an important role in parents' treatment decisions. In a recent study, 

Green (2007) used an online survey to examine how parents found out about treatments and 

which sources of information most influenced their decision to try a treatment. Results indicated 

that parents generally learned about treatments from one of these three sources: (a) the Internet, 

(b) professionals, or (c) other parents. In addition, it was found that the ease of implementation, 

perceived effectiveness, and time commitment, contributed to the use of non-evidence based 

treatments (Green, 2007). Thus, it is apparent that the availability of resources is also a 
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contributing factor in the treatment selection process. 

The purpose of the current thesis was to examine what factors might influence choice of 

treatment for autism. More specifically, the current study explored the extent to which child 

characteristics, family characteristics and services influence parental choice of treatment for 

children with ASD. First, an overview will be provided on the characteristics of autism spectrum 

disorders, addressing the variables of symptom severity based on spectrum diagnosis, restricted 

and repetitive behaviours (i.e., self-injurious and self-stimulatory behaviours), and comorbid 

disorders. Most children with ASD display stereotyped behaviours (e.g., hand flapping) and are 

often diagnosed with a secondary or comorbid disorder (Howlin, 1998). It is unclear whether 

parents are selecting appropriate approaches to treat the diagnosis or if the treatments are being 

selected based on the symptoms of comorbid behaviours associated with ASD. Thus, it is 

important to examine the types of treatments parents are choosing and the factors that can 

influence their treatment decisions. Next, prior research on the influence of family and 

community resources in treatment decisions will be discussed and further developed. Lastly, 

research objectives and hypotheses for the current study will be introduced. 

Child Characteristics 

Autism is a pervasive developmental disorder that has lifelong effects on the individual 

and their family (Dyches et al., 2004; Smith, 1999; Tidmarsh & Volkmar, 2003). First described 

as "infantile autism" by Kanner in 1943, autism was believed to be a disorder of social deficits, 

impaired communication, and behavioural oddities, with little impact on other areas of 

development, such as intellect and motor functioning (Volkmar & Klin, 2005; Wing, 1996). 

Today, the diagnosis of autism is often characterized by a continuum of severe delays in social 

and communication skills, usually accompanied by restricted and repetitive behaviours and 
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interests (American Psychiatric Association, 2000). The greatest risk factor for ASD is being 

male, since boys are four times more likely than girls to develop the disorder. Moreover, the 

disorder is evenly distributed across all educational and socioeconomic levels (Fombonne, 2005; 

Sattler, 2002). Recent epidemiological studies suggest that prevalence rates for all spectrum 

disorders range from 36 to 60 per 10 000 (Fombonne, 2005). 

Although levels of functioning differ for individuals on the spectrum, most children 

diagnosed with ASD have a comorbid developmental disability and/or psychiatric disorder 

(Gillberg & Billstedt, 2000; Howlin, 1998). For instance, individuals with low-functioning ASD 

often have severe cognitive impairments, tend to be non-verbal, and usually display stereotyped 

behaviours, such as self-injury (Howlin, 1998). Thus, the long-term prognosis for individuals 

with autism is generally poor with nearly 80% of adults remaining significantly dependent on 

family and support services (Howlin, Goode, Hutton, & Rutter, 2004). Since the onset of ASD 

can be diagnosed as early as the age of two, an understanding of the symptoms, diagnosis, and 

developmental trajectory is important for parents and professionals when making treatment 

decisions (Itzchak & Zachor, 2011). 

Diagnosis. The term "autism spectrum" refers to a classification of five pervasive 

developmental disorders that include the most common form of autism, more specifically known 

as Autistic disorder (American Psychiatric Association, 2000). Altogether, the autism spectrum 

consists of Autistic disorder, Asperger syndrome, Rett syndrome, Childhood Disintegrative 

Disorder, and Pervasive Developmental Disorder- Not Otherwise Specified (PDD-NOS). Rett 

syndrome and Childhood Disintegrative Disorder include the progressive deterioration of motor 

skills, may have unrelated causes, and occur at lower incidences than the other three categories 

(Matson & LoVullo, 2008; Volkmar & Rutter, 1995). Therefore, they will not be included in the 
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present study. The remaining categories of Autistic disorder, Asperger syndrome, and PDD-

NOS are of particular interest to the study and will be referred to as the Autism Spectrum 

Disorders (ASD). 

Research suggests there are few substantive differences between Autistic disorder and 

Asperger syndrome, yet there continues to be debate over the extent to which these categories 

differ (Lord & Rutter, 1994). Autistic disorder (AD) or "classic" autism is the most severe form 

of spectrum disorder with deficits in cognitive functioning and non-verbal communication in half 

of all autistic preschool children (Smith, 1999). Approximately, 70-80% of these individuals 

meet the diagnostic criteria for mental retardation (Fombonne, 2003; Wodrich, 1997). The 

diagnosis of AD is based on severe and profound impairments in social development, 

communication, and language, which become established before the age of three (Rogers, 2009). 

Children diagnosed with AD often pay less attention to social stimuli than typical developing 

children. They may avoid eye contact, smile or show emotion less, and be unresponsive to their 

own name or instructions (Volkmar, Chawarska, & Klin, 2005). Furthermore, autistic children 

may demonstrate difficulties in imaginative and symbolic play, joint attention, and sensitivities 

to common sounds and textures (Landa, 2007; Tager-Flusberg & Caronna, 2007). 

Children with AD may also display restricted and repetitive behaviours such as self-

stimulatory behaviours (e.g., hand flapping, body rocking), compulsive behaviours (e.g., 

arranging objects in a line), ritualistic behaviours (e.g., having the table set the exact same way 

every day), and self-injurious behaviours (e.g., head banging, skin picking). While restricted and 

repetitive behaviours are not specific to Autistic disorder, it appears to be the only spectrum 

disorder to be at the greatest risk for occurrence of these severe behaviours (Bodfish et al., 2000). 
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During the time Kanner systematically described the condition of "infantile autism", a 

similar account was written by Austrian pediatrician, Hans Asperger. Asperger coined the term 

"Asperger syndrome" (AS) to describe a group of children who demonstrated impairments in 

social-emotional and physical development, yet appeared competent in their linguistic and 

cognitive skills (Frith, 1991; English Translation). Similar to other ASDs, Asperger syndrome 

can be characterized by a pattern of symptoms that include impairment in social interaction and 

restricted and repetitive behaviours; and is considered to be most similar to Autistic disorder in 

symptoms and probable causes. However, a distinguishing factor of AS is that a significant 

delay in cognitive or language development is not present in the first three years of life 

(American Psychiatric Association, 2000). Therefore, individuals with AS tend to be diagnosed 

later in childhood and are considered to be "high functioning" or on the less severe end of the 

spectrum. 

Children who display many but not all of the symptoms required for a diagnosis of 

Autistic disorder or Asperger syndrome, are diagnosed with Pervasive Developmental Disorder-

Not Otherwise Specified (PDD-NOS) or atypical autism. PDD-NOS is often described as a 

milder form of autism in which key features of the other spectrum disorders may not be present 

and symptoms exhibited are less severe (Tidmarsh & Volkmar, 2003). 

Restricted and repetitive behaviours. Although most children with ASD have social 

impairments and some form of communication deficit, there is variability in the presence of 

restricted and repetitive behaviours (RRBs). This inconsistency in RRB symptoms has 

researchers and clinicians wondering whether these types of behaviours are fundamental to an 

ASD diagnosis. Despite the inconsistencies, recent studies on large samples of children with 

ASD have demonstrated that the majority of individuals do display several RRBs from childhood 
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to adolescence (Bishop, Richler, & Lord, 2006). In fact, longitudinal studies suggest that an 

ASD diagnosis is more stable when RRBs are exhibited (Lord et al., 2006). The debate over 

diagnostic criteria has implications for policy makers, clinicians, and parents when selecting 

appropriate treatments based on symptomology. Therefore, the following paragraphs will 

elaborate on two forms of RRBs that increase the severity of an ASD diagnosis. 

Self-injurious behaviour. Prior to selecting a treatment approach, it is important 

to obtain accurate information on the individual characteristics of the child. Problem behaviours 

can be caused by a combination of multiple factors for different children (Howlin, 1998). For 

many children diagnosed with ASD, these problem behaviours are often categorized into a group 

of restricted and repetitive behaviours (RRBs). As mentioned previously, RRBs comprise one of 

the domains of behaviour required for a diagnosis of autism according to the Diagnostic and 

Statistical Manual of Mental Disorders-IV-TR (American Psychiatric Association, 2000). Two 

severe characteristics of the RRBs are of particular interest to the present study: self-injurious 

behaviours and self-stimulatory behaviours. Self-injurious behaviours (SIBs) are a challenging, 

yet common characteristic of children with ASD. In a study of 102 individuals diagnosed with 

Autistic disorder, 49% displayed SIBs (Ballaban-Gil, Rapin, Tuchman, & Shinnar, 1996). The 

DSM-IV-TR describes self-injurious behaviours in terms of stereotyped movements (American 

Psychiatric Association, 2000). A stereotyped movement is often voluntary, repetitive, and non­

functional. Such movements can be subdivided into two groups: "non self-infliction" and "self-

infliction". The latter group is categorized by behaviours that are self-injurious including: hair 

pulling, swallowing air (aerophasia), head hitting, skin abrasions, arm biting, scratching, and eye 

pressing or gouging (Day et al., 1998; Harding et al., 2005). 

Despite the problem behaviours associated with SIB, it has not received considerable 
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attention throughout the ASD literature. Treatment for ASD has largely focused on behaviour 

modification and interventions for general outcome variables such as communication, adaptive 

behaviour, and cognitive functioning (Matson & Smith, 2007). 

Self-stimulatory behaviour. Stereotyped behaviours that do not produce a 

consequence and are categorized as "non-self infliction" are referred to as self-stimulatory 

behaviours (SSBs; Lovaas, 1987). Self-stimulatory behaviours are characterized by conduct that 

produces visual stimulation (e.g., twirling objects, staring at lights or rotating fans and hand 

flapping), vestibular stimulation (e.g., rhythmic body rocking, head nodding, and body spinning), 

tactile stimulation (e.g., stroking, poking, or rubbing oneself or objects), or auditory stimulation 

(e.g., feedback when an object is tapped on a table, repeating a pattern of music notes, echoing a 

series of words; Lovaas, 1987). Behaviours may also reflect some degree of interaction with the 

environment, varying from body-rocking to arranging objects in a precise order or repeatedly 

constructing and reassembling puzzles. While SSBs are more intricate than simple motor 

movements, they are similar to other stereotypies in that such behaviours are independent from 

external reinforcement and create a patterned stimulus response. 

Although these behaviours are frequently seen in individuals with severe developmental 

delays, SSBs have been recognized as a characteristic in children with ASD. Lovaas, Litrownik, 

& Mann (1971) found that children with Autistic disorder, who were conditioned to approach a 

dispenser at the sound of a tone for a reinforcement of candy, had slower response times when 

involved in self-stimulatory behaviours. However, such behaviours are not isolated to 

individuals with developmental disabilities. SSBs are a common occurrence in the typical 

population and can be often observed in individuals experiencing stress or loss (Lovaas, 1987). 

Comorbid disorders. Comorbidity, or the occurrence of two or more disorders, is an 
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emerging topic in the ASD literature. Rarely discussed in terms as ASD, as compared to other 

developmental disorders, comorbid conditions remain poorly understood (Matson & Nebel-

Schwalm, 2007). Comorbidity in ASD is often addressed in terms of intellectual disability (ID). 

With the exception of Asperger syndrome, ID co-occurs frequently in ASD diagnoses and often 

increases the severity of restricted and repetitive behaviours (Wing & Gould, 1979). Debate 

exists over whether ID and RRBs should be viewed as core features of an ASD diagnosis or a co-

occurring disorder (AACAP, 1999). Furthermore, intellectual disabilities complicate assessment 

of comorbid disorders in ASD by limiting the understanding and expression of some complex 

psychiatric disorders, such as depression (Witwer & Lecavalier, 2010). Since these conditions 

commonly co-occur in ASD, this thesis will continue to categorize ID and RRBs as ASD 

symptoms, while focusing on emotional and challenging behaviours that are separate from an 

ASD diagnosis in the discussion of comorbidity. The following addresses a variety of comorbid 

conditions often displayed in ASD children and is not intended to be an exhaustive list. 

Sleep disorders. Whereas restricted and repetitive behaviours are often present 

for the diagnosis of ASD, sleep disturbance is a condition that accompanies symptoms (Matson 

& LoVullo, 2008). Numerous research studies demonstrate that sleep disturbances are more 

prevalent in children with ASD than the general population, with rates of occurrence ranging 

from 40% to 80% (Richdale, 1999; Schreck & Mulick, 2000; Souders et al., 2009; Wiggs & 

Stores, 2001). Evidence suggests that sleep disturbances in children with autism are the result of 

medication use and/or extreme sensitivity to environmental changes, including noise, light, 

colour, texture, and movement (Richdale, 1999). Flavia et al. (2010) revealed that 86% of 

children with ASD reported to have at least one sleep problem that was related to a multitude of 

factors. Therefore, sleep disturbances in children with ASD may be a comorbid condition that is 
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the result of an interaction of medical, biological, psychosocial, and environmental factors 

(Flavia, Flavia, Ivanenko, & Johnson, 2010). 

It is believed that addressing hypersensitivity in children with ASD can improve sleep 

quality. Therefore, behavioural therapies are a widely accepted treatment for children with ASD 

who exhibit sleep disturbances (Oyane & Bjorvatn, 2005; Richdale, 1999; Schreck, Mulick, & 

Smith, 2004). Behavioural interventions aim to foster the needs of the child so that the sleeping 

environment has an optimal control of noise, light, temperature, and texture. Techniques can 

include graduated extinction and scheduled nocturnal awakening to encourage the development 

of self-appeasing skills and behavioural limits (Kuhn & Floress, 2008). 

To date, there are no evidence-based pharmacological options for the treatment of 

sleeping disorders in children with ASD. Thus, parents should consider a wide variety of factors 

before selecting a sleep promoting medication for their child with ASD, including: the child's 

characteristics, medical history, the pharmacological features of the drug, and other medical 

comorbidities (Flavia, Flavia, Ivanenko, & Johnson, 2010). 

Neurological and movement disorders. Physical deficits of motor movements 

are often the result of a genetic or neurological abnormality. Hence, the co-occurrence of such 

conditions in ASD diagnoses is often linked to a neurological impairment. Baron-Cohen et al. 

(1999) found that 8% of youth with ASD were are also diagnosed with comorbid Tourette 

syndrome. A study conducted in Sweden, demonstrated that 20% of children diagnosed with AS 

also had Tourette syndrome, while 80% displayed "tics" (Ehlers & Gillberg, 1993). It is 

important to differentiate restricted and repetitive behaviours from comorbid tics. Self-

stimulatory behaviours are stereotyped movements similar to tics; however, SSBs are slower and 



PREDICTIVE FACTORS THAT INFLUENCE TREATMENT CHOICE 11 

continuous movements that do not involve the involuntary sensation, urges, and suppressive 

rebound that occur in tics (Canitano & Vivanti, 2007; Hollander, Kolevzon, & Coyle, 2011). 

Children with ASD are also more likely to develop epilepsy and seizures than typically 

developing children. Approximately, one in four children with ASD will experience seizures 

caused by deficits in brain activity (Hollander, Kolevzon, & Coyle, 2011). Thus, treatments for 

seizures and Tourette syndrome are usually based on pharmacological interventions, whereas 

treatments for restricted and repetitive behaviours involve behavioural interventions (Canitano & 

Vivanti, 2007). 

Affective disorders. Affective disorders, such as major depressive disorder, 

bipolar mood disorder, obsessive-compulsive disorder (OCD), general anxiety disorder, and 

phobias, are commonly reported in children with ASD. Feelings of anxiety and depression are 

often linked to loneliness and isolation that arise from social impairments (Wing, 1996). 

Affective disorders can negatively impact the long-term prognosis of ASD, by altering mood and 

increasing symptoms of withdrawal, aggression, and non-compliance. Furthermore, behaviours 

generated by anxiety, as seen in OCD and phobias, can be alienating and irrational, leading to 

severe emotional and financial distress. As a result, such comorbid conditions create additional 

stress for the family of the ASD child (Gold, 1993). 

Given that affective disorders produce anxiety and increase social withdrawal, the 

expression of symptoms is often complex and difficult to understand. For example, fears and 

phobias are generally selective to children on the autism spectrum. Matson and Love (1990) 

examined the intensity of fears and phobias in AD children and chronologically matched 

typically developing (TD) children. The fears and phobias most common to the AD children 
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differed significantly from TD children in that AD children were more likely to have medical, 

animal, and situation phobias (Evans et al., 2005; Matson & Love, 1990). 

At large, ASD individuals with affective disorders seek and receive treatment less often 

than ASD individuals with severe behavioural disturbances, such as aggression or self-injurious 

behaviours (Hellings, 2000). While affective disorders are frequently treated with 

pharmacological interventions, such as mood stabilizers and antidepressants, implications for 

treatment depend on the accurate identification of affective disorders accompanying an ASD 

diagnosis (Matson & Nebel-Schwal, 2007). 

Eating disorders. Research suggests that children on the spectrum may be prone 

to eating disorders, including anorexia nervosa and gastrointestinal problems. In a longitudinal 

study on anorexia nervosa, 18% of adolescents had been diagnosed with an ASD (4% AD, 6% 

AS, and 8% PDD-NOS) prior to onset of the eating disorder (Wentz, GiUberg, & Rastam, 1998). 

Furthermore, children with ASD often develop permeable intestinal tracts or "leaky gut 

syndrome". Subsequently, many professionals recommend that ASD individuals with food 

sensitivities go on wheat, soy, and dairy free diets. 

In addition to food sensitivities and refusal, children on the spectrum commonly 

demonstrate: pica (i.e., eating anything within reach, such as paper and dirt), hoarding, 

overeating, and compulsive arranging of food (GiUberg & Billstedt, 2000). The reason why 

some ASD children develop certain sensitivities and behavioural oddities toward food remains 

unclear; thus, many parents of ASD children with eating disorders will opt to try alternative diets 

and therapies (Levy & Hyman, 2005). 

Attention-deficit and disruptive behaviour disorders. Comorbid 

psychopathology in ASD includes various attention and behavioural problems. Among the most 
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commonly co-occurring are Attention Deficit/Hyperactivity Disorder (ADHD) and disruptive 

behaviours. Although, the DSM-IV states that ASD and ADHD should not be diagnosed as co-

occurring, the high incidence of ADHD symptoms (i.e., attention difficulties, incompliance, and 

hyperactivity) associated with ASD is not ignored by practitioners. In a preliminary study of 

psychiatric disorders in thirty-five patients diagnosed with Asperger syndrome, two-thirds of the 

patients had a co-occurring psychiatric disorder; the majority of children displayed symptoms of 

ADHD, while adolescents and adults were more likely to be diagnosed with depression 

(Ghaziuddin & Greden, 1998; Ghaziuddin, Weidmer-Mikhail, & Ghaziuddin, 1998). In Lee & 

Ousley (2006), 65% of individuals diagnosed with ASD also met the criteria for ADHD. 

The overlap and co-occurrence of ADHD symptoms in ASD diagnosis varies in degree of 

disruptive behaviours. Among the severely impaired, ASD children also display associated 

deficits known as "DAMP" (Deficits in Attention, Motor control, and Perception; Gillberg, 

2003). While there is much debate over the overlap of attention-deficit and disruptive 

behaviours in ASD children, ADHD characteristics are often emphasized in treatment goals for 

an ASD diagnosis (Strayhorn et al., 1998). Common approaches for treating features of ADHD 

and disruptive behaviours in ASD focus on pharmacological interventions (Reiersen & Todd, 

2008). 

Family Characteristics 

As demonstrated above, the characteristics of ASD encompass a wide array of symptoms 

and clinical disorders. Consequently, selecting the appropriate treatment and services for a child 

with ASD is often a stressful process for many families. Most parents select treatment 

approaches in hope that their child can be cured, rather than trying to meet the specific needs of 

the child (Schopler, 2001). Thus, families will utilize a number of services in order to find a 
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beneficial treatment for their child. 

Family services. Autism is often addressed as a low occurrence outside of the education 

system. However, many families are beginning to seek out community-based services as a 

means of care and treatment for their child with ASD (Thomas, Morrissey, & McLaurin, 2007). 

Most often, treatment approaches families seek can be carried out through a variety of 

community services. Hence, many services are well-suited for a number of treatments (Thomas, 

Morrissey, & McLaurin, 2007). In a survey of 383 families with ASD children, Thomas et al. 

(2007) found that families reported using a wide array of services, with an average of four 

different types of services outside of the education system. Common services included health 

services (e.g., hospital-based), speech and language therapy, respite care (i.e., babysitter service), 

social skills therapy, and behaviour intervention. This finding supports an earlier study by 

Kohler (2000) who found that children received a mean of four different services provided by 

more than seven different professionals (e.g., early intervention agencies, primary care clinics, 

tertiary care-centers, community mental health centers, financial agencies). 

Family resources. While it is evident that a number of resources are available to 

families of ASD children, study limitations make it difficult to survey families who may not have 

access to resources due to characteristics of the family, including: socioeconomic status, lack of 

information, lack of accessibility, geographical location, and cultural and language barriers 

(Mandell, Listerud, Levy, & Pinto-Martin, 2002; Thomas, Morrissey, & McLaurin, 2007). 

Turnbull & Turnbull (2001) describe these characteristics as family resources or "the abilities, 

resources, and capacities of the family to meet the needs of each individual family member and 

also of the family as a whole" (Hecimovic & Gregory, p. 120). Although currently understudied 

in the literature, family resources are imperative factors in treatment decisions that need to be 
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fully explored. 

Average annual household income. A common misperception surrounding 

ASD is that children on the spectrum are more prevalent in wealthier families. Indeed, upper-

income families have more access to services, support groups, conferences, and public events; 

whereas, lower-income families may be misrepresented in the ASD population because of a lack 

of funds, accessibility, and/or social support (Mackintosh, Myers, & Goin-Kochel, 2006). In a 

study examining types of services and support used by parents of children with ASD, 

Mackintosh, Myers, & Goin-Kochel (2006), found that lower-income families were at a 

disadvantage compared to middle- and upper-income families. With barriers in accessibility to 

community and professional services, low-income families are less likely to obtain information 

about ASD and treatments from other parents and professionals. As a result, factors that 

influence treatment decisions for low-income families warrant further investigation. 

Parental occupation. Research in the field has proposed that parents of children 

with ASD may display mild symptoms of the diagnosis suggested through their reported 

occupation (Baron-Cohen & Hammer, 1977; Baron-Cohen et al., 2001). Baron-Cohen et al. 

(1997) found that fathers of children on the spectrum were more likely to be practicing a 

technical skill (e.g., engineering) than fathers of children in the control group. A criticism of the 

study was that a potential socioeconomic status bias existed since parents working in 

professional occupations were more likely to participate in the selection process of the study 

(Windham, Fessel, & Grether, 2009). 

While it is evident that socioeconomic status plays a role in the diagnosis and prognosis 

of ASD, limited studies have investigated the relationship between socioeconomic status and 

treatment decisions. 




