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Abstract

Parent training (PT) is well understood as an evidence-based treatment for typically developing 

children with disruptive behavior. Within the field of autism spectrum disorder (ASD), the term 

parent training has been used to describe a wide range of interventions including care 

coordination, psychoeducation, treatments for language or social development, as well as 

programs designed to address maladaptive behaviors. As a result, the meaning of “parent training” 

in ASD is profoundly uncertain. This paper describes the need to delineate the variants of PT in 

ASD and offers a coherent taxonomy. Uniform characterization of PT programs can facilitate 

communication with families, professionals, administrators and third-party payers. Moreover, it 

may also serve as a framework for comparing and contrasting PT programs. In support of the 

taxonomy, a purposive sampling of the literature is presented to illustrate the range of parent 

training interventions in ASD.
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In child mental health services, the term “parent training” is synonymous with parent-

focused, evidence-based treatment for typically developing children with disruptive 

behavior. The efficacy of parent training in treating disruptive behaviors in children from 

preschool to adolescence is supported by decades of research (Dretzke, et al., 2009; 

Michelson, Davenport, Dretzke, Barlow, & Day, 2013) and clinicians can choose from one 

of several well-established, structured programs, including Webster Stratton’s Incredible 

Years (www.incredibleyears.com), Kazdin’s Parent Training (Kazdin, 2005), Barkley’s 

Defiant Children (Barkley, 2013), and Eyberg’s Parent-Child Interaction Therapy (McNeil 

& Hembree-Kigin, 2011).

In contrast, within the field of autism spectrum disorder (ASD), the term “parent training” is 

attached to a variety of treatments that may or may not share common features. This 

ambiguous application of the term “parent training” may be due to the complexity of ASD 

and the multiple targets of intervention including skill deficits in communication, 

socialization, imitation, play and adaptive skills as well as disruptive behavior. Thus, 

although the term “parent training” is a clear and succinct label for describing an empirically 

supported treatment for typically developing children with disruptive behavior, the use of 

this term within the ASD field calls for clarification.

The broad application of parent training in ASD is readily illustrated by a literature search. 

The terms: “parent training” and “autism” identify articles where authors use labels such as 

“parent training” (Aman et al., 2009; Bearss et al., 2013b; Beaudoin, Sebire & Couture, 

2014; Coolican, Smith, & Bryson, 2010; Drew et al., 2002; Ingersoll & Dvortcsak, 2006; 

Matson, Mahan, & Matson, 2009; Oosterling et al., 2010; Solomon, Necheles, Ferch, & 

Bruckman, 2007), “parent education” (Schultz, Schmidt & Stichter, 2011; Stahmer & Gist, 

2001; Steiner, et al., 2012; Symon, 2001), “parent-implemented” (Ingersoll & Gergans, 

2007; McConachie & Diggle, 2007; Nunes & Hanline, 2007; Reagon & Higbee, 2009; 

Tarbox, Schiff, & Najdowski, 2010), “parent-mediated” (Diggle, McConachie, & Randle, 

2003; Green et al., 2020; Ingersoll & Wainer, 2013; Oono, Honey, & McConahie, 2013; 

Schertz & Odom, 2007; Siller, Hutman, & Sigman, 2013), and “caregiver-mediated” 

(Kasari et al., 2010; Kasari et al., 2014). These programs represent a stunning range of 

intervention formats and treatment targets, including language skills, social skills, 

psychoeducation, and treatment of disruptive behaviors.

Given this broad application of the label “parent training” in ASD, it is not surprising that 

clinicians (even those well-versed in ASD) offer differing definitions. This dilemma of 

confusion around the labeling is not just an academic issue – it has clinical implications for 

how to discuss treatments with families. Moreover, in the absence of clarity about what is 

meant by “parent training,” communication about the rationale and content of parent training 

with clinic administrators, funding agencies, insurance companies, and policy makers is 

likely to result in confusion or misunderstanding. Thus, given the ambiguities of 

terminology used to describe parenting programs in ASD, clarification is overdue. To this 

end, this paper offers a taxonomy for parent training programs for children with ASD (see 

Figure 1).
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Parent Training – Characterizing the Label

An initial way to distinguish parent training programs is to take note of whether the program 

is designed to provide parental support and promote knowledge gains around the child’s 

ASD diagnosis versus a program that is designed to actively engage the parent in promoting 

skill acquisition or behavior change in the child. Figure 1 proposes two broad categories to 

reflect these differences in programs that invoke the label parent training: Parent Support 

and Parent Mediated-Intervention (PMI). This initial classification schema is then 

broadened to include programs within four main categories: Care Coordination, 

Psychoeducation, Parent-Mediated Interventions for Core Symptoms, and Parent-Mediated 

Interventions for Maladaptive Behaviors, which will be further described below. Each of the 

interventions shown in Figure 1 has a tradition and a history. Moreover, these interventions 

have varying levels of research support from case reports, through rigorous single-subject 

design and, rarely, randomized controlled trials with structured interventions.

Interventions that involve some form of parent training can be further characterized by 

considering the program’s format, intensity, location, duration, and target age (Beauodoin, 

Sebire, & Couture, 2014; Oono, Honey & McConachie, 2013; Schultz, Schmide & Stichter, 

2011; Steiner et al., 2012). Format refers to how information is presented to the parent. Self-

guided material is available on line or in self-help books. Alternatively, therapist-guided 

programs may be offered in groups or one-to-one. The most common and most complex 

format involves therapist-guided parental coaching during parent-child interactions (Schultz 

et al., 2011). Parent training programs may also range from low to high intensity. Low 

intensity programs may include brief consultation with a care coordinator or bi-monthly 

meetings with a therapist. Other more intensive programs may include 60 to 90 minute 

weekly outpatient or in-home sessions (Bearss, Johnson, Handen, Smith & Scahill, 2013; 

Hardan et al., 2014; Kasari et al., 2014). High intensity programs may involve multiple 

sessions a week or day treatment (Dawson et al., 2010; Sharp et al, 2009; Wong & Kwan, 

2010). In their review of parenting programs for children with ASD, Schultz and colleagues 

(2011) reported the intensity of treatments ranging from 1–25 hours a week. Location is 

where the intervention takes place and may include clinic, school, home-based services or in 

recent years online presentation or delivery via telehealth (Wacker et al., 2013). Duration 

involves the length of time the parent participates in the treatment. In Oono, Honey, and 

McConachie’s review (2013) of parent training programs for young children with ASD, 

duration of services ranged from one week (Neftd, 2010) to two years (Dawson et al., 2010). 

Finally, programs may focus on specific target age groups (e.g., preschoolers, adolescents). 

We will present a purposive sampling of the literature to illustrate the range of 

characteristics in parent training interventions in ASD as well as a summary of available 

empirical support across the four main categories. For more comprehensive reviews of 

available PT programs see (Beaudoin, Sebire & Couture, 2014; Oono, Honey & 

McConachie, 2013; Schultz, Schmidt & Stichter, 2011).
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Parent Support

Parent Support encompasses programs intended to provide indirect benefit to the child by 

supporting the parent as caregiver and increasing parental knowledge about ASD. Parent 

Support can be categorized as Care Coordination and Psychoeducation.

Care Coordination—The Agency for Healthcare Research and Quality (AHRQ) defines 

care coordination as: “the deliberate organization of patient care activities between two or 

more participants involved in a patient’s care to facilitate the appropriate delivery of health 

care services” (AHRQ, 2014). Given the complex medical and educational requirements of 

children with ASD, care coordination is an essential element in overall clinical management. 

Indeed, children with ASD use more health care resources than the general pediatric 

population (Gurney, McPheeters, & Davis, 2006; Liptak, Stuart, Auinger, 2006). Parental 

effort required to coordinate multiple services is substantial, which prompts many parents to 

reduce working hours or to stop working in order to meet service demands (Kogan et al., 

2008). For example, in a sample of 2088 families from the 2005–2006 National Survey of 

Children with Special Health Care Needs, 25% of families reported spending 10 or more 

hours per week coordinating the child’s care (Kogan et al.). This burden of care could be 

reduced if access to appropriate services and better integration of available services were 

available (Parellada et al., 2013).

The goal of care coordination is to connect families to services and to bridge gaps along a 

care pathway. This often involves assisting parents to navigate the complicated array of 

medical, behavioral, alternative, educational and medical treatments. Care coordination 

tends to be a brief and time-limited consultation delivered by a social worker or case 

manager. State and local agencies may also provide care coordination services. For example, 

in Pennsylvania, families can register their child with the Office of Developmental Programs 

to obtain services from a support coordinator who will serve as an advocate and develop an 

Individual Support Plan (Lubetsky, Handen, Lubetsky, & McGonigle, 2014).

Although there are accepted recommendations for educational and medical services for 

children with ASD (e.g., National Research Council, 2001; National Standards Report, 

2009), empirical support for current models of “care coordination” in ASD is sparse. A 

major barrier to rigorous testing of care coordination models is the wide range of regional 

differences in available services. In addition, the services indicated for children with ASD 

across the range of severity and age, pose a challenge for care coordination. As in many 

areas in ASD, one size does not fit all.

One model of care coordination for individuals with ASD and their families has been 

described by Parellada and colleagues (2013). The program, Comprehensive Medical Care 

for Autism Spectrum Disorders (AMITEA), developed in Spain, aims to provide centralized 

care for medical, developmental and behavioral problems in individuals with ASD. In this 

model, the care coordinator facilitates care by organizing appointments for the families, 

accompanying the family to appointments, and keeping relevant practitioners abreast of the 

individual’s needs (Parellada et al., 2013).
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The program described by Parellada and colleagues is consistent with the concept of the 

medical home model articulated by the American Academy of Pediatrics (AAP, 2002; 

Hyman & Johnson, 2012). Medical homes are intended to provide coordinated, accessible, 

continuous, culturally competent care that includes screening, education, referrals, and 

follow up for children with ASD (Lubetsky et al, 2014; AAP, 2002; Murphy & Carbone, 

2011). Available research findings suggest that care coordination under the rubric of the 

medical home results in improved health status for children with ASD (Homer et al., 2008) 

and that participation in a medical home may also reduce costs of medical care (Kogan et 

al., 2008).

Psychoeducation—Among the most frequently expressed unmet need by parents of 

children with ASD at the point of the child’s diagnosis is access to quality information about 

ASD (Hamilton, 2008; Whitaker, 2002). By providing parents with up-to-date information 

about ASD, effective psychoeducational programs can help parents adjust expectations for 

the child’s future and advocate for appropriate services. For example, psychoeducation can 

help parents prepare for the challenges in the development of an Individualized Education 

Plan (IEP). Parents of newly diagnosed children need guidance about interventions with 

empirical support, interventions without solid evidence that are promising, as well as 

interventions that are unfounded and unsafe. Psychoeducation also can also be beneficial as 

new challenges unfold throughout the child’s lifetime, such as the onset of puberty or 

transition to independent living.

There are many self-guided psychoeducational resources available to parents, such as 

Volkmar and Weisner’s (2009) book “A Practical Guide to Autism: What Every Parent, 

Family Member, and Teacher Needs to Know,” or web-based resources such as the Autism 

Speaks 100 Day Kit (http://www.autismspeaks.org/family-services/tool-kits/100-day-kit). 

Informal psychoeducation also occurs as a part of regular clinical practice (e.g., within the 

primary care or mental health setting). A structured psychoeducational program is likely to 

be more intensive than care coordination in the number of visits, and can be delivered by 

case managers, social workers, psychiatric nurse practitioners or psychologists. Structured 

psychoeducational programs are generally short-term in duration (i.e., 6–12 sessions) and 

can be conducted in group or individual formats. Group programs have the added value of 

promoting mutual support and opportunities to share personal experience with other parents 

(Daley, Singhal, Weisner, Barua & Brezis, 2013; Farmer & Reupert, 2013).

Common outcomes for psychoeducational programs in ASD include increased parental 

knowledge, enhanced competence in advocating for the child, decreased parental stress and 

a reduced sense of isolation (Daley et al., 2013; Farmer & Reupert, 2013; Smith, Greenberg 

& Mailick, 2012; Tonge et al., 2006). Psychoeducation also may include a few sessions on 

behavioral management strategies or techniques to enhance communication. Given the brief 

coverage of these topics within a broader psychoeducation program (Farmer & Reupert, 

2013; Smith, Greenberg & Mailick, 2012), these few sessions may increase parental 

knowledge on behavioral techniques, but are unlikely to provide adequate guidance on 

management of moderate or greater behavioral problems.
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Psychoeducation programs are well-established in other psychiatric conditions, such as 

schizophrenia and bipolar disorder (Colom et al., 2003; Klaus & Fristad, 2005; McFarlane, 

Dixon, Lukens, & Lucksted, 2003; Miklowitz, et al., 2003). In comparison, research on 

psychoeducation in ASD is limited. To date, a few pilot studies have examined 

psychoeducation as a stand-alone intervention for ASD (Daley et al., 2013; Farmer & 

Reupert, 2013; Smith, Greenberg, & Mailick, 2012) or as a ‘control’ condition (Bearss et al, 

in preparation; Hardan et al., 2014; Tonge et al., 2006; 2014).

Smith, Greenberg & Mailick (2012) describe a structured parent psychoeducational 

program, entitled Transitioning Together, in their pilot study of parents of 10 adolescents 

with ASD. The 10-session program included two individual family sessions focused on 

goal-setting for the adolescent. These sessions were followed by eight multifamily group 

sessions that covered a range of topics including the developmental course of ASD, 

negotiation of service systems, exploration of behavioral management strategies, advocacy, 

parental well-being, and long-term planning for the adolescent. The study provided 

encouraging results on parental understanding of the child’s disability and service system as 

well as improvements in the parent-child relationship (Smith, Greenberg & Mailick, 2012).

Parent-Mediated Interventions

Parent-mediated interventions are technique-focused where the parent is the agent of change 

and the child is the direct beneficiary of treatment. As shown in Figure 1, parent-mediated 

interventions may focus on the treatment of core features of ASD or maladaptive behaviors. 

These broad categories (core features or maladaptive behaviors) involve the parent as the 

‘mediator’ of intervention.

Programs that fall within Parent-Mediated Interventions may be further divided into primary 
or complementary interventions. This distinction is based upon whether the parent is the 

primary change agent or a team member in a therapist-led intervention. Specifically, 

primary programs actively engage the parent from the outset in order for the parent to 

facilitate the child’s acquisition of specific skills (e.g., joint attention; Kasari et al., 2014) or 

the reduction of the child’s maladaptive behaviors (Bearss et al, 2013a). In complementary 
programs, treatment primarily or initially involves the child working with a therapist. 

Parental coaching is used to promote application of techniques from therapist to parent (e.g., 

Early Start Denver Model; Dawson et al., 2010) or from clinic into the home and community 

(e.g., Marcus Autism Center Feeding Program; Sharp et al., 2009). Although this distinction 

is useful for classifying interventions, hybrid programs have emerged in which interventions 

initially designed as complementary have expanded to include primary programs (e.g., 

ESDM, Rogers et al., 2012).

Parent-Mediated Intervention (PMI) for Core Symptoms—PMI’s related to core 

symptoms include treatments that focus on teaching parents how to promote social 

interaction, communication, imitation and play skills. Although there are self-guided PMI 

resources for parents (e.g., Teaching social communication to children with autism: A 

manual for parents (Ingersoll and Dvortcsak (2010); More than words: A parent’s guide to 

building interaction and language skills for children with autism spectrum disorder or 
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social communication difficulties (Sussman, 2012), most PMI programs for core symptoms 

involve therapist coaching of the parent-child dyad (Oono, Honey, & McConachie, 2013; 

Schultz et al., 2011). PMIs can be delivered in the home and community settings. These 

locations may be preferred because interactions and skill acquisition occur in a naturalistic 

setting (Carter, 2011; Dawson, 2010; Drew, 2002; Roberts, 2011; Siller et al., 2013; Smith, 

Groen & Wynn, 2000). Most programs run two to three hours per session, but the frequency 

ranges widely from twice daily to monthly (Oono, Honey, & McConachie, 2013). Duration 

varies as well. Although many structured PMIs targeting core symptoms are over one year in 

length (Casenhiser, Shanker & Stieben, 2013; Dawson et al., 2010; Drew et al., 2002; Green 

et al, 2010; Roberts et al., 2011), a handful of programs teach skills to parents within one to 

two weeks (Nefdt et al., 2010; Wong & Kwan, 2010). PMIs can be delivered by a variety of 

professionals including special educators, speech pathologists, psychologists and Board 

Certified Behavior Analysts.

Currently, most parenting interventions in ASD focus on core features, such as socialization 

and communication or imitation skills (Carter et al., 2011; Drew et al., 2002; Green et al., 

2010; Hardan et al., 2014; Ingersoll & Gergans, 2007; Kasari et al., 2010, 2014; Oosterling 

et al., 2010; Rogers et al., 2012). For example, in Schultz, Schmit & Stichter’s (2011) 

review, nearly half of the 30 parent training studies identified focused on communication as 

the primary target for intervention. In Beaudoin and colleagues (2014) review on parenting 

interventions for toddlers with ASD, communication was a main goal in all 15 included 

studies. Finally, in the Cochrane review on PMIs for young children with ASD, over 75% of 

the identified studies targeted core symptoms of ASD (Oono, Honey, & McConachie, 2013). 

This is also, undoubtedly the most advanced area of research, with a growing number of 

well-designed randomized clinical trials (RCTs). For example, the Cochrane review 

identified 13 RCTs targeting core symptoms of ASD (Oono, Honey, & McConachie, 2013), 

with sample sizes ranging from 17 (Wong & Kwan, 2010) to 152 (Green et al., 2010).

Primary PMI for core symptoms—The intervention developed by Kasari and 

colleagues (2014) targeting social communication skills in disadvantaged preschoolers (2 to 

5 years) is an example of a primary PMI for core symptoms of ASD. The intervention, 

delivered in the home, includes two 1-hour sessions per week for 12 weeks. Using a 

structured intervention called Joint Attention Symbolic Play Engagement and Regulation 

(JASPER), therapists coached parents on how to cultivate engagement with the child during 

play and ‘every day activities’ (e.g., chores, grooming). The active coaching aims to 

promote joint attention, play skills, and language. In a parallel group design, 112 children 

were randomly assigned to this individual caregiver-mediated intervention or a small group 

caregiver education program (children were not present; Kasari et al., 2014). While children 

in both groups exhibited improved joint engagement and initiation of joint attention after 12 

weeks of treatment, greater improvements were noted in the caregiver-mediated group, with 

gains maintained over time (3 months post-treatment; Kasari et al.).

Complementary PMI for core symptoms—The Early Start Denver Model (ESDM) is 

an example of a Complementary PMI for core features of ASD (Dawson et al., 2010). This 

comprehensive, primarily child-focused intervention for children age 12 to 48 months 
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involves therapist-led treatment 20 hours per week (e.g., 4 hours per day, 5 days/week) for 

two years in the home. The treatment also includes twice monthly parent consultation during 

which the principles and specific techniques of ESDM are taught to parents. Parents are then 

encouraged to apply ESDM strategies during everyday activities such as feeding, bath time, 

and play. ESDM integrates developmental and relationship-based approaches with 

techniques from applied behavior analysis (ABA) to promote interpersonal exchange and 

shared engagement with real-life activities in the child. It also promotes parental sensitivity 

to the child’s cues and verbal and nonverbal communication. In a study of 48 children, age 

18 to 30 months, subjects were randomized to either ESDM or treatment as usual 

(community-based intervention) for two years. In the ESDM group, therapists averaged 15 

hours of direct care per week and parents reported spending an average of 16 hours per week 

using ESDM strategies. By contrast, the treatment as usual group reported an average of 18 

hours per week of services (9 hours of individual therapy, 9 hours of group intervention). 

After the first year of treatment, there were minimal differences between groups. After two 

years of treatment, however, the ESDM group showed significant improvements on 

measures of communication compared to the treatment as usual group. The differences 

between the gains in the ESDM group were accentuated by the lower scores on standardized 

measures of IQ and functional communication in the treatment as usual group (Dawson et 

al.)

Parent-Mediated Intervention for Maladaptive Behavior—In addition to core 

features of ASD, clinically significant disruptive behavior problems are common and may 

include tantrums, aggression, noncompliance with routine demands, self-injury, property 

destruction and hyperactivity (Hartley, Sikora, & McCoy, 2008; Kaat & Lecavalier, 2013) 

as well as more focal concerns such as food refusal (Sharp et al, 2013), sleep disturbance 

(Hoffman, Sweeney, Gilliam, & Lopez-Wagner, 2006; Johnson, et al., 2014;), toileting 

problems (Maskey, Warnell, Parr, Couteur, & McConachie, 2013; Simonoff et al., 2008) 

and elopement (Anderson, et al., 2012). These maladaptive behaviors may interfere with a 

child’s response to educational intervention, lead to further isolation from peers, and 

increase caregiver stress due to disruptions in daily activities (Brereton, Tonge, & Einfeld, 

2006; Hartley, Sikora, & McCoy, 2008; Herring et al., 2006; Simonoff et al., 2008; Symon, 

2005; Tonge et al, 2006). Children with ASD with disruptive behavior who actively resist 

acquiring new skills or performing already acquired skills will likely fall behind in adaptive 

functioning. Indeed, on measures of adaptive functioning, children with ASD are often a full 

standard deviation below their assessed cognitive ability (Kanne et al., 2011; Perry, 

Flanagan, Dunn Geier & Freeman, 2009). This connection between disruptive behavior and 

impaired adaptive functioning provides a compelling rationale for PMIs designed to reduce 

the child’s behavioral problems and improve daily living skills.

Self-guided resources such as No More Meltdowns (Baker, 2008); Understanding Why 

Problem Behaviors Occur (Frea, Koegel, & Koegel, 1994); Toilet Training in Children with 

Severe Handicaps (Dunlap, Koegel, & Koegel, 1984) are available for clinicians and 

parents. As principles of applied behavior analysis (ABA) are commonly used in the 

treatment of disruptive behavior and focal problems in children with ASD, programs tend to 

be highly individualized, time-limited, and target problem-specific, with varying degrees of 
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parental involvement (Odom, Boyd, Hall, & Hume, 2010; Odom et al., 2003). ABA 

emphasizes live observation, determining a functional relationship via experimental control, 

careful manipulation of environmental stimuli, and in-vivo treatment (Odom et al., 2003). 

As a result, while many programs involve therapist-child or parent-dyad coaching by the 

therapist, the intensity and duration of programs vary. These targeted interventions, such as 

feeding intervention, are delivered most commonly by behaviorally trained therapists 

(Sharp, Burrell, & Jaquess, 2013).

Until recently, most studies on training parents to reduce disruptive behavior have used 

single-subject designs (Anderson & McMillan, 2001; Ducharme & Drain, 2004; Moes & 

Frea, 2002; Wahler, Vigilante, & Strand, 2004). These studies offer proof of concept for 

specific PMI techniques for children with ASD and maladaptive behavior. However, the 

individualized approach and lack of a structured manual hinder replication (Smith et al., 

2007). In addition, study samples were often inadequately characterized making 

generalization difficult. More recently, a handful of open prospective case series (Bearss et 

al., 2013a; Brookman-Frazee, Drahota & Stadnick, 2012; RUPP, 2007; Wacker et al., 2013) 

and quasi-experimental trials (Tonge et al., 2014) using a structured manual have been 

published. Two randomized clinical trials (RCTs) (Sofronoff, Leslie, & Brown, 2004; 

Whittingham, Sofronoff, Sheffield, & Sanders, 2009) have been published to date. 

Sofronoff, Leslie & Brown (2004) compared a one-day workshop (n=18) and 6-session 

individual parent training program (n=18) to waitlist control (n=15) in children with 

Aspergers age 6 to 12. Whittingham and colleagues (2009) randomized children with ASD 

(age 2 to 9) to the Stepping Stones Triple P parent training program (n=29) or a wait-list 

control (n=30). Both studies showed significant reductions of parent-reported child behavior 

problems for the parent training programs compared to waitlist, with the Sofronoff study 

(2004) exhibiting superiority of the individual format when compared to workshops 

(Sofronoff et al.). Behavioral improvements were maintained at the 3-month (Sofronoff et 

al.) and 6-month (Whittingham et al., 2009) follow-up. The Cochrane review (2013) of 

programs for children six and under otherwise determined that no study conclusively 

identified a significant reduction in maladaptive behavior in favor of the parent training 

intervention group.

Primary PMI for disruptive behavior—The Research Units in Pediatric 

Psychopharmacology (RUPP) Autism Network parent training program (Aman, et al., 2009; 

Bearss et al., 2013a; Bearss et al, 2013b; Johnson et al, 2007; RUPP, 2007; Scahill et al., 

2012;) illustrates a Primary PMI program for the reduction in disruptive behavior and 

improvement in adaptive skills in young children with ASD. The program consists of 11 

core and up to two optional focal-problem sessions (e.g., toileting or sleep problems) as well 

as two telephone booster calls and two home visits delivered over the course of six months. 

The intervention is based on the principles and techniques of applied behavior analysis. In 

this model, disruptive, noncompliant, and aggressive behaviors serve a function for the 

child. The function may be access to a tangible item (certain food or preferred toy), 

attention, escape from a demand or self-stimulatory in nature. The key to changing a 

behavior is first to identify the function and then modify the situations that precede and the 

consequences that follow the behavior. Because therapists set out to teach parents how to 
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modify the child’s behavior, parents are the change agents. The program targets daily 

activities such as getting dressed, getting ready for bed or managing trips to the grocery 

store that are often daily struggles for families of children with ASD.

The RUPP consortium developed the manual and evaluated the feasibility of the manual in 

an open prospective study (Johnson et al., 2007; RUPP, 2007). The demonstration of 

acceptability by parents and the clear evidence that the manual could be delivered reliably 

by therapists at different sites was followed by a large scale randomized trial of risperidone 

only versus risperidone plus parent training in 124 school-age children with ASD 

accompanied by serious behavioral problems (Aman et al, 2009; Scahill et al., 2012). Bearss 

et al. (2013a) subsequently modified the RUPP manual as a stand-alone treatment for 

younger children between the ages of 3 and 6 years. With funding from the National 

Institute of Mental Health (NIMH), the multisite consortium has completed a randomized 

trial of this parent training program compared to parent psychoeducation in 180 preschool-

age children with ASD plus disruptive behavior (Bearss et al., manuscript in preparation).

Complementary PMI for disruptive behavior—The intensive day treatment feeding 

program at the Marcus Autism Center is a model of a complementary PMI for maladaptive 

behavior in the form of extreme food refusal and food selectivity in children with ASD 

(Sharp, Jaquess, Morton, & Miles, 2009). The intervention involves four, 45-minute meals 

presented each day, five days a week for eight weeks. An individual treatment protocol is 

developed for each child using common behavioral intervention components such as 

stimulus fading (e.g., gradual increase of bite size), escape extinction (no longer allowing 

disruptive behaviors to serve as an escape from meal demand) and positive reinforcement 

(Sharp et al., 2009). While caregivers are involved in the selection of foods in the treatment 

and they observe the intervention, the therapist implements all aspects of the individualized 

treatment protocol until the child’s short-term feeding goals are met. Once these goals are 

met, the therapist conducts in-vivo parent-child coaching to promote reliable application of 

the interventions developed and implemented by the therapist. Once trained, parents 

implement the intervention in the home. Sharp and colleagues (2009) conducted a 

retrospective chart review of 13 children with ASD ages 2 to 7 who participated in the 

feeding day program. Length of treatment ranged from 29 to 46 days with preliminary 

results supporting the utility of the program in decreasing food refusal and expanding the 

variety of foods consumed (Sharp et al., 2009). Additionally, gains in appropriate mealtime 

behaviors continued once caregivers transitioned into the role of primary feeder and were 

maintained more than one year after discharge (Sharp et al., 2009).

Discussion

Parent training for typically developing children with disruptive behavior is a well-

established, evidence-based intervention. The challenges parents face in raising a child with 

ASD has sparked interest in the application of parent training in this population and as a 

result, a variety of programs are emerging as effective, with the advantage that they can be 

administered in various service settings (clinics, primary care, schools, home). They also are 

emerging against a backdrop of increased recognition that traditional forms of intervention 

(intensive, school-based) are costly (Solomon, Necheles, Ferch, & Bruckman, 2007) and 
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there is a shortage of trained professionals available to implement the interventions 

(Brookman-Frazee, Drahota, Stadnick & Palinkas, 2012). Thus, parent training programs 

can be cost-effective and are needed, especially in areas where specialized services are not 

otherwise available.

As a product of the wide ranging needs of children with ASD, the term ‘parent training’ and 

its variants has been applied to programs ranging from care coordination and 

psychoeducation about ASD to parent-mediated interventions for core symptoms and 

common co-occurring behavioral problems. In addition, ‘parent training’ may involve the 

parent as primary agent of change or as an adjunctive component in an intensive child-

focused therapy program. Using selective examples, Table 1 illustrates the complexity and 

range of formats, intensity, location, duration and target age groups found in parent training 

programs in ASD across the four categories.

Not surprisingly, the multiple applications of the term ‘parent training’ for children with 

ASD has promulgated confusion among professionals, parents, administrators and third-

party payers on the meaning of the term. To address this problem, we propose a taxonomy 

with two broad categories –parent support programs and parent mediated interventions – to 

delineate parent training programs. These broad categories can be further divided into care 

coordination, psychoeducation (under parent support programs) and parent-meditated 

interventions for core symptoms or for maladaptive behaviors. This taxonomy reflects the 

diversity of parent support programs and parent mediated interventions for children with 

ASD and it also provides a basis for uniform characterization of programs. This allows 

placement of a given intervention into the broader treatment landscape. Moving forward, 

this taxonomy may also guide labeling of specific types of similar programs within the 

taxonomy. For example, within “PMI for core symptoms”, Naturalistic Developmental 

Behavioral Intervention (NDBI) is an emerging label that is being used to characterize a 

cluster of early interventions (e.g., JASPER, ESDM, Pivotal Response Treatment (PRT) that 

address deficits in communication and cognition at early developmental stages.

Outside of breeding familiarity via brand names (e.g., NDBI, JASPER, ESDM, PRT), the 

diverse nature of programs involving parents requires the field to avoid the use of concise 

labels as they may not provide enough information about program content. This, in turn, 

places the onus on researchers and clinicians to describe the format, focus, and content of 

any one program and to facilitate communication amongst professionals. In practical terms, 

this implies that saying a program is a “PMI” is insufficient, as a distinction needs to be 

made, for example, between a “PMI for communication” versus a “PMI for imitation skills.” 

Although this expanded description may seem unnecessary or burdensome, it may be 

especially useful to insurance companies, policy-makers, and clinic administrators who are 

not familiar with the similarities and differences across various programs but nevertheless 

play an important role in determining program viability. Moreover, parents, who are the 

primary consumer of these services, are often inundated with information and may be 

overwhelmed by treatment choices. Clear descriptions will help parents decipher treatment 

options.
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Additional Considerations

The proposed delineation of parent support programs and parent-mediated interventions 

implies that the resulting four categories are mutually exclusive. When sorting through 

available evidence, classification of an intervention into one of the four categories is 

justified and useful for discussion. In clinical settings, however, the demarcation may not be 

so firm and there may be overlap across the four areas. In some settings, clinicians provide a 

combination of supportive and skill-based treatments by necessity. Alternatively, there may 

be programs that are designed primarily to address core symptoms or behavioral issues in 

children with ASD but may include, as part of the program, sessions on psychoeducation.

Future Directions

Parent-mediated interventions for core symptoms of ASD have been an area of active 

research. In the recent Cochrane review (Oono, Honey, & McConachie, 2013), improvement 

in proximal outcomes such as shared attention between parent and child, as well as distal 

improvements in child language skills and reduction in core features of ASD were noted. 

Improvements in child social initiations, adaptive skills, maladaptive behaviors, and parent 

stress, however, were inconclusive. Of the 19 RCTs reviewed, only one study (Green et al, 

2010) was deemed adequately powered (Oono, Honey & McConachie, 2013). Thus, 

although there is a growing body of evidence for PMI focused on core features of ASD, 

additional research is needed to test existing and new models. In addition, models of care 

coordination and psychoeducation across the age range also require further development 

within the field of ASD. As the body of research on PT interventions for ASD continues to 

develop, the proposed taxonomy may require revision and expansion to incorporate newer 

programs that gain empirical support. The taxonomy can serve as a guide in the refinement 

of existing programs and development of new ones in areas for which they are needed.

As the empirical foundation for parent support programs and PMIs expand, there will be 

concomitant need for dissemination (spreading the word about the evidence-based 

intervention) and implementation (deliberate steps to incorporate evidence-based treatments 

into real world settings). Training demands for empirically-supported interventions for 

children with ASD vary with the complexity of the treatment. For example, parent training 

for disruptive behavior in young children with ASD is likely to require less training than the 

JASPER model. Due to the complexity of some interventions, implementation may be 

selective to centers that have the capacity to adopt more specialized treatments. Finally, 

expansion of the autism spectrum diagnosis and improved methods of assessment have 

contributed to an increase in the prevalence of ASD (Elsabbagh et al., 2012). The term 

‘autism spectrum’ implies that the affected have a range of treatment needs. Some children 

may need intensive language intervention; others may need less intensive intervention to 

transmit effective tools to deal with maladaptive behavior. The challenge for the field is to 

build the evidence base in order to match the child with the empirically-supported 

intervention.
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Figure 1. 
Taxonomy of Parent Training in Autism Spectrum Disorder
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