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CHAPTER |

INTRODUCTION

Research suggests that parents of children affégtéditism Spectrum Disorders
(ASDs) have elevated levels of parent stress (Bla&Mcintyre, 2006). Additionally,
children of these parents are likely to experieglegated levels of child disruptive
behavior problems (Tonge & Einfeld, 2003). Propmbdeoretical models (i.e., Deater-
Deckard, 1998; Hastings, 2002) have suggestedibet may be associations not only
between parent stress and child disruptive behabidralso between parent behaviors
(e.g., limit-setting and efficacy) as well as chi8D characteristics (e.g., symptom
severity). However, limited literature within tA&D population has tested the
associations between these variables. Determbesgpractices for parent-training for
parents of children with ASD will remain difficultithout establishing and evaluating the
effects of parenting stress, parent behaviorscand disruptive behavior problems.
Hence, the current study seeks to evaluate posstpidicant correlates of child
disruptive behavior problems such as parent sinetbge parenting role, the parent

behavior of limit setting, and parental self-eftiga

Futhermore, Osborne and colleagues (2008a) fowatdtie parent behavior of

limit-setting mediated the relationship betweerepéing stress and subsequent childhood



behavior problems such that parenting behavionfstgntly predicted the development

of childhood behavior problems above that of pargmsitress. This finding suggests that
there may be certain parenting behaviors that ey more frequent and perhaps more
severe child behavior problems. To my knowledgeother study has been conducted to
replicate this finding.

The purpose of this paper is to review existing@aesh addressing parent stress,
parenting strategies, child disruptive behaviombpgms, and child severity of ASD
symptoms. A review of research examining paremnhiing for children is also included.
Next, the current investigation is discussed. pingose of the current study was to
expand our understanding of the associations betpaeent stress, parenting behavior,
and child disruptive behavior problems within a géarfrom the United States that is
younger and more representative of the range aftifemng within the ASDs. Further,
specific influence of ASD severity was controll@edtore closely examine the individual
association between each construct. Implicationpérent training programs for

families affected by ASD and comorbid disruptivéd&e&or problems are discussed.



CHAPTER Il

REVIEW OF THE LITERATURE

Families affected by Autism Spectrum Disorders (ApBre growing in number
(Center for Disease Control and Prevention, CD@220and the demands of parenting a
child with special needs are numerous. While &€search community agrees that parents
can be taught skills to help increase skill acquisiin their children (see Matson,
Mahan, & Matson, 2009 for review), there does nupear to be a unified method of
parent training for this unique population (Brookwferazee, Stahmer, Baker-Ericzen, &
Tsai, 2006). Moreover, the amount of parental mement tends to vary widely by
family and intervention services, with some parespending several hours a week
employing specific direct teaching trials, othersarporating naturalistic (i.e., incidental)
learning opportunities, and others working with fpesional agencies (e.g., school
department, health insurance) to ensure adequestment of their children (Goin-
Kochel, Myers, & Mackintosh, 2009). In addition,any parents take part in a
combination of the three roles. Despite the NatioResearch Council call for
collaboration between families and providers in theatment of children with ASD
(NRC, 2001), limited research on the contributiord ampact of parental involvement

exists.



Child-rearing adds a number of responsibilities simeéssors to most parents
(Crnic & Greenberg, 1990), but parents of childneth ASD appear to be at heightened
risk for elevations in parenting stress comparetthdse of typically-developing children
and children with other intellectual and developtakdisabilities (Blacher & Mcintyre,
2006; Dunn, et al., 2001; Eisenhower, Baker, & B&¢ 2005; Gupta, 2007;). Since
approximately two-thirds of parents of childrentwASD report experiencing clinically
significant levels of child-related stress (Tomarlarris, & Hawkins, 2004), a number
of researchers have examined areas of potenteasstrs. Specifically, Hastings and
Johnson (2001) reported that parenting stressrenpaof children with ASD was
associated with increased child symptomatologysawerity of impairment. Further,
children who score high in symptom severity and iovadaptive behavior skills prior to
intervention are less likely to have as many gamshildren who score low in symptom
severity and high in adaptive behavior skills (Bcehak & Zachor, 2011; Perry,
Cummings, Geier, Freeman, Hughes, & Managhan,&2@l.1). However, the level of
parenting stress within an ASD population has Istenwn to have an effect above and
beyond initial child characteristics. For instanBebbins, Dunlap, and Plienis (1991)
were the first to empirically document that levelparenting stress were inversely
related to child outcome within an ASD populatidiore recently, researchers have
demonstrated that initial levels of parenting strlead detrimental effects on acquiring
educational and adaptive functioning skills (OslepiicHugh, Saunders, & Reed,
2008b). Osborne and colleagues examined famities @to 10 months of a
combination of ongoing time-intensive programs (®1%ours/week) for children with

ASD aged 2.6 to 4.0 years. They found that parentsl levels of stress had



detrimental effects on child outcome in the ardasdocational and adaptive functioning

skills.

Parents of a child with ASD take care of typicalguding activities along with
other obligations to help their children’s develaggrmh As treatment regimens can differ
significantly based on geographic location, fangtiefs, and factors such as funding,
parents of children with ASD have typically triedtlveen 7 and 9 different types of
therapy, and most families currently take part io & therapies (Goin-Kochel, Myers, &
Mackintosh, 2007). However, despite the empirgsadlence for treatments grounded in
applied behavior analysis to reduce ASD symptorogiglthere are other service options
for parents of children with ASD that do not hawepérical support (e.g., special diets,
alternative medicineSchechtman, 2007 The conflicting message of therapeutic
treatments can be especially challenging for paretien seeking help for their children,
as they are often put on early intervention waslfer empirically-based services.
Parents of children with ASD appear to be mostespisiole to stress in the parenting role;
however, their level of stress related to genéfi@bktressors is no higher than that of the

general populations (Osborne & Reed, 2008).

Children with ASD also present other unique cha@tsn For example, Brereton
and colleagues compared 367 individuals with ASB 280 individuals with other
intellectual disabilities for emotional and behaaigroblems (Brereton, Tonge, &
Einfeld, 2006). They found that children with ASire more prone to meet criteria for
an additional psychiatric disorder, as well as Haigaer levels of disruptive behavior,
anxiety symptoms, hyperactivity, and depressionmamed to the other groups of

children. Recent research suggests that approsiyn&®% of individuals with ASD
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present with at least one co-occurring psychiatisorder (Leyfer et al., 2006; Simonoff
et al., 2008). Consequently, these additional iena problems, such as overreactivity,
impulsiveness, tantrums, aggression, and selfyinplong with the core deficits of ASD,
cause interference in daily living skills and parehild interactions (Gadow, et al., 2005;
Lecavalier, 2006; Lecavalier, Leone, & Wiltz, 200@inge & Einfeld, 2003).
Interestingly, parents of four- to seven-year-okesort that noncompliance, oppositional
behavior, and aggression are the most prevalemviomial problems in children with
ASD (Baker & Feinfield, 2003). Due to the sign#itly high rates and persistence of
behavioral problems in children and adolescents détvelopmental delays (Nicholas et
al., 2008), more research is warranted to undedtdtaw parenting skills and parental

stress in the parenting role may affect childhoeldawior problems.

Given that parenting stress in parents of childvéh ASD is linked in some way
with child disruptive behavior problems, researsh&ve begun to examine the
directionality of the association and analyze whiahables may influence parenting
stress. A number of researchers focusing on noR-p&ulations have shown a direct
link between parenting stress and child behaviobl@ms (Anthony et al., 2005; Blader,
2006), however few studies have examined similastjans within an ASD population.
Theoretical models (i.e., Deater-Deckard, 1998;tidgs, 2002) have suggested
associations between parent stress, child dismipghavior, parent behaviors (e.g.,
limit-setting and efficacy), and child ASD charadécs (e.g., symptom severity).
However, limited literature within the ASD populai has tested the associations
between these variables. For instance, Lecavaliel, (2006) reported a bi-directional

link between parenting stress and child behaviobl@ms in 293 children and



adolescents with ASD across a 1-year period. Titgoas found that parent stress and
behavior problems exacerbated each other durindithe period. Moreover, Osborne
and Reed (2010) found a bi-directional link betwparenting stress and perceived
parenting behaviors among 138 families with a chilth ASD. Finally, Osborne and
colleagues (2008a) found that the parent behavilbmd-setting mediated the
relationship between parenting stress and subseqgh#e behavior problems. Their
finding suggests that there may be certain pargft@haviors that may elicit more

frequent and perhaps more severe child behavidgmrs.

Traditionally, the role of parent training intertiems has differed between
parents of children with ASD and parents of chitdvéth disruptive behavior problems.
Although both traditions are based on operant d¢ardihg procedures, historically
parents of children with ASD have been includettaming to learn methods to teach
their children specific skills (e.g., functionabgyl communication, joint attention);
parents of children with disruptive behaviors, heere have historically been included to
improve parenting practices to increase child caammgk and reduce disruptive problem
behaviors (see Brookman-Frazee, Vismara, Drahtdanger, & Openden, 2009;
Brookman-Frazee et al., 2006, for review). Fos tieiason, few studies within the ASD
literature have looked at parenting behavior, paséess, and child behavior problems
simultaneously. Meanwhile, determining best pcadifor parent training programs for
those impacted by ASD will remain difficult withoastablishing and evaluating the

effects of parent stress, parent behaviors, and dtgruptive behavior problems.

Parenting stress has detrimental effects on claildsgand the parent-child

relationship within the ASD population. Possibéisal influences should be established
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within the existing theoretical models to furthederstand methods that can help these
families. To date, only one study has simultanBodismonstrated the directional
relationship between parent stress, parenting behand child disruptive behavior
problems. The study took place outside the UnitadieS with children in late childhood
through adolescence who were slightly higher thamial functioning for an ASD

population (i.e., Osborne, McHugh, Saunders, & R2608a).

The current study sought to expand our understgrafithe associations between
parent stress, parenting behavior, and child disr@fpehavior problems within a sample
from the United States that is younger and moressgmtative of the ASD child
population. Further, specific influence of ASD egty was controlled to more closely
examine the individual association between eaclktoact. Implications for parent
training programs for families affected by ASD arwnorbid disruptive behavior

problems are discussed.

Hypotheses

It was hypothesized that parents of children wiDAwould exhibit elevated
levels of parenting stress. Further, since childvéh ASD often exhibit challenging or
undesirable behaviors such as temper tantrumspngul@nce, self-injury, and
aggression (Gadow, et al., 2005; Lecavalier, 2008)as hypothesized that children with
ASD would exhibit elevated levels of child disrygibehavior problems. In addition, it
was hypothesized that there would be a signifipasttive association between ASD
symptom severity and parenting stress. In accaelanth Hasting’s (2002) theoretical

model, parental self-efficacy is associated wittepastress. Therefore, it was



hypothesized that there would be a significant hegassociation between parental self-
efficacy and parenting stress. Furthermore, it img®thesized that there would be a
significant positive association between parensitngss and child disruptive behavior

problems.

Teaching behavioral skills to parents of childvath ASD focuses predominately
on teaching the parent to deliver learning-basgmbdpnities to his/her child to reduce
ASD symptoms, and not on behavioral managemenhigeés for disruptive behavior.
Following Osborne et al.’s (2008a) finding thattaer parenting behaviors (e.qg., giving
in) are linked to child behavior problems, it wagbthesized that there would be a
significant positive association between parensitmgtegies and child disruptive behavior
problems. Specifically, it was also hypothesizeat parenting behaviors that involve
giving in to child misbehavior and setting poor ilisnwill be significantly associated with
level of child disruptive behavior problems. Givie previous research that has linked
child disruptive behavior problems to both paregtidvior and parent stress, it is
hypothesized that there would also be a signifipasitive association between parent

strategies and parent stress.

Finally, a mediator analysis was conducted to erarparent stress, parental self-
efficacy, and parenting strategies on child disugobehavior problems. The analyses
specifically targeted two research questions: thddink between parent stress and child
disruptive behavior problems mediated by discipitrategies; and 2. Is the link between

parent stress and child disruptive behavior problemdiated by parental self-efficacy?



CHAPTER IlI

METHODOLOGY

Participants

Parent CharacteristicsA survey of 130 parents of children between thesade3
and 11 years were recruited through the Intera&iviism Network (IAN) Research
Center at the Kennedy Krieger Institute and Johmgkiiths Medicine — Baltimore,
sponsored by the Autism Speaks Foundation. Sp&siah the field of ASD have
previously diagnosed children participating in IA&search. These independent
diagnoses were supported in the present studyeb@illiam Autism Rating Scale —
Second Edition (GARS-2; Gilliam, 1995). Parentsrir36 states in the United States
participated in the study. The data were colleftech April to July, 2012. The parents
ranged in age from 24 to 58 years (M = 39.81, SD56). Of the participants, 115
(88.5%) were biological mothers, 11 (8.5%) werddgaal fathers, and 4 (3%) were
adopted mothers. Although participants were réeduirom many states representing a
variety of services received, there was limitecehageneity in terms of the ethnicity of
the parents. All of the parents reported theinieihy: 118 (90.8%) were Caucasians, 4
(3.1%) were African-Americans, 4 (3.1%) were Hispan2 (1.5%) were Asian/Pacific
Islander and 2 (1.5%) were multiracial. Each pgréint included their marital status: 9

10



(6.9%) were never married, 101 (77.7%) were mardéd12.3%) were divorced or
separated, and 4 (3.1%) were living with a partrdt.reported their highest degree of
education: 7 (5.4%) received a High School diplan&ED, 40 (30.8%) received some
college training, 49 (37.7%) received a bacheldegree, and 34 (26.1%) received an

advanced degree.

Only 123 parents reported annual household incarhigh ranged from less than
$15,000 to more than $150,000. Nineteen famill&s406) reported income of less than
or equal to $30,000; 11 (8.9%) reported income3®,$01 to $45,000; 36 (29.3%)
reported income of $45,001 to $80,000; 37 (30%{mepl income of $80,001 to

$125,000; and 20 (16.3%) reported income greatar $#125,001.

Child CharacteristicsThe children ranged in age from 3 to 11 yeMs=(8.57,SD
= 2.36). All parents reported their child’s currelidgnosis. All the children had been
diagnosed as being on the autism spectrum: 74%56.8th Autistic disorder; 32
(24.6%) with Asperger’s disorder; 23 (17.7%) wittr#asive Developmental Disorder,
Not Otherwise Specified (PDD-NOS); and 1 (.8%) daged with ASD with recent
recovery noted. Of the 130 children, 116 (89.2%j)enmale and 14 (10.8%) were
female. It should be noted that 40 (31%) paregppented at least one other co-morbid
psychiatric diagnosis for their child. Specifigal29 (22%) reported a secondary

disruptive behavior disorder and 11 (9%) reportsé@ndary anxiety disorder.
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Materials

Demographic and Autism Services Experiences Survey

Parents completed a demographic/background fosigiged specifically for the
study. The information was used to assess demoigraptl previous treatment
information. The form included the participanttgeachild’s age, child’s diagnoses,
relationship to the child (i.e., biological parestgp-parent, or adopted parent),
race/ethnicity, yearly household income, yearsdofcation completed, marital status,

and additional information for a separate project.

Parent Stress Index — Short Fo(@SI-SF; Abidin, 1995)

The PSI-SF is a condensed version of the ParesgsSindex (Abidin, 1995) that
includes 36-items from the original 120-item parsgif-report questionnaire. The PSI-
SF measures stress directly associated withinahenging role. Each item is scored on a
five-point scale ranging from strongly agrees torsgly disagrees. The PSI-SF yields a
Total Stress score that is the combination of tiewing subscales: 1) Parental Distress
which assesses the distress a parent is expergimcims or her role as a function of
personal factors that are directly related to pamgn2) Parent-Child Dysfunctional
Interaction which assesses parental perceptioratbhiild does not meet the parental
expectations and the parent does not feel reinfobyechild, and 3) Difficult Child
which assesses behavioral characteristics of d ttat make them either easy or difficult
to manage. The PSI-SF also includes a validitiesdefensive responding. Parents who
obtain a raw score of 10 or below may indicater@nsf bias to present with an

underrepresentation of stress in the parenting rBbrents who obtain a Total Stress raw

12



score above 90 are considered to be experienamgatly significant parenting stress.
The PSI-SF is a widely-used measure and sevewdikestidentify strong psychometric
properties (see Abidin, 1995 for review). For amste, the PSI-SF has demonstrated
concurrent validity ( = .94) withthe long form version (Abidin). Additionally, famt
analysis revealed two separate and internally stersi subscales (Parental Distress and
Parent-Child Dysfunctional Interaction; Haskett,ein, Ward, & Allaire, 2006). Lastly,
studies of PSI-SF have demonstrated adequateiligjiand validity within a variety of
populations (minorities, single parents) supporttagise with multiple populations
(Bhavnagri, 1999; Reitman, Currier, & Stickle, 2D@2d have been used extensively
within the ASD literature (Dunn, Burbine, Bowers,T&ntleff-Dunn, 2001; Robbins,
Dunlap, & Plienis, 1991; Quinn, Carr, Carroll, &®llivan, 2007). The Total Stress
scores were used as a comprehensive assessmunssfis all areas of the parenting
role. The Parental Distress subscale scores vge@ as a measure of parent stress that is
not confounded by measures of child characteristicg the current study, the
Cronbach’s alphas for Total Stress, Parental Bisfrearent-Child Dysfunctional

Interaction, and Difficult Child were .91, .85, ,8&hd .87, respectively.

Eyberg Child Behavior InventoifeCBI; Eyberg & Pincus, 1999; Eyberg & Ross, 1978)

The ECBI is a parent-report assessment that exandiseuptive behaviors of
children between the ages of 2 and 16 years. Tdasuane consists of 36 specific
problem behaviors of children with externalizindghbeior disorders. Each item consists
of two parent ratings. First, parents identify hoften the child engages in the behavior
on a scale of hgve) to 7@lway9, and these items are summed for the Intensityesco

Second, parents identify whether they consideb#tevior to be a problem (i.ggsor

13



no), and these items are scored for a Problem Sddre.clinical cutoff scores are 131

for the Intensity Score and 15 for the Problem 8¢&iyberg & Pincus, 1999). The ECBI
has high internal consistency for both the Intgngit= .95) and Problemu(= .94)

scores, good test-retest reliability5.86) and reliably discriminates between problem
and nonproblem children (Robinson, Eyberg, & R&@880). Several studies have shown
the ECBI to be a reliable and valid measure insssg problem behavior, and as being
sensitive to behavior change in response to tredt(eey. Boggs, Eyberg, & Reynolds,
1990; Eyberg & Ross). Both scores (Intensity biRnm) were used as a comprehensive
measure of child behaviors and parental tolerafaethe current study, the Cronbach’s

alpha was .93 for the Intensity Scale and .90HerRroblem Score.

Gilliam Autism Rating Scale: Second Editi@@ARS-2; Gilliam, 1995)

The GARS-2 is a 42-item parent-report questiomnad@signed to identify and
estimate the severity of symptoms of ASDs. Itlb@esn widely used in schools and
research for children between the ages of 3 an@&am, 1995; South et al., 2002).
The GARS-2 is composed of the following three sales: Stereotyped Behaviors (e.g.,
flaps hands, rocks back and forth, spins itemglesigned for spinning); Communication
(e.q., repeats words, uses pronouns inapproprjateig Social Interaction (e.g., avoids
eye contact, becomes upset when routines are othangjbe three subscales contain 14
items each that are based on the diagnostic eritethe DSM-IV-TR (APA, 2000).

This test yields 3 subtest standard scores andenalbAutism Index (i.e., probability of
the child having an ASD). Respondents take intmawst a typical 6-hour period when
answering items. Items are rated on a four-paaleswith O indicatingnever observed
and 3 indicatindrequently observed or happens 5-6 tinrethe last 6 hours. Gilliam

14



(1995) reported excellent psychometric propertigtidies reveal internal consistency of
.84 for Stereotyped Behaviors, .86 for Communicati88 for Social Interaction, and .94
for the Autism Index. For the current study, therbach’s alphas were .82, .87, .82, and

.92 respectively.

Parenting Sense of Comtgnce (PSOC; Gibaud-Wallston & Wandersman, 1978)

Mash and Johnston's (1989) version of Gibaud-Wadlshd Wandersman's
(1978) Parenting Sense of Competence Scale (PSCGC)6-item self-report
guestionnaire designed to measure parents’ sdtmifcand efficacy in their parenting
role. The Total PSOC score ranges from 17-102. dagites represent high degrees of
satisfaction and efficacy. The Satisfaction sulescaflects parenting frustration, anxiety,
and motivation, while Efficacy assesses capabtlitgblem-solving ability, and
competence within the parenting role. Adequate lpsyetric properties have been
reported by the original authors (Gibaud-WallstoM&ndersman, 1978) and more
recently by Johnston and Mash (1989). Johnstoriviash (1989) reported internal
consistency alpha coefficients of .79 for the Tetaire, .75 for the Satisfaction factor,
and .76 for the Efficacy factor. For the currenidst, the Cronbach’s alphas for the
measure were .84, .75, and .81 respectively. Thal P&SOC score was used in this study
to measure parents’ overall motivation and cap@tiih handle parenting responsibility.
The PSOC Effiacy subscale was used in this studyeasure parent’s perception of their

competence and problem-solving ability within pairen
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Parenting ScaléPS; Arnold, O’Leary, Wolfe, & Acker, 1993)

The PS assesses dysfunctional parental discigcientques of parents with
children between 18 months and 5 years. The &8l items and uses a seven-point
rating scale. It includes three factors: Laxnegsr@nting technique associated with
permissive discipline (e.g., giving in to a tantruailing to enforce rules); Overreactivity
(e.g., displays of parental anger and irritabiligfid Verbosity (i.e., an over reliance on
talking even when futile). Lower scores indicatereneffective strategies. Arnold and
colleagues (1993) reported test-retest reliabddagfficient’s as .83 for Laxness, .82 for
Overreactivitity, .79 for Verbosity, and .84 fortiiotal Score. Although the original
standardization data were developed for parenthitifren under the age of 6, there is
some evidence that the measure is useful for fasndf children 6 years of age and older
(Irvine, Biglan, Smokowski, & Ary, 1999). For imsice, in a sample of children with
ADHD and without ADHD between the ages of 5 andCt@nbach’s alphas for mothers
were .87, .85, and .84 for the Total Score, Laxsebscale, and Overreactivity
subscales, respectively (Harvey, Danforth, Ulas&ekberhardt, 2001). The current
study yielded Cronbach’s alphas of .64 for Verbgs&4 for Overreactivity, .81 for
Laxness, and .86 for the Total score. The Totalesas well as the Overreactivity and

Laxness factor scores were used as measures otipgrpractices.

Procedures

The IAN list serve was the primary means of recneitt for the present study.
The IAN, a project of Kennedy Krieger Institute sagored by Autism Speaks and the
Simons Foundation, is designed to accelerate tbe plASD research by linking

families of children with ASD with researchers. NAent a mass email about the study
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to families who previously registered with IAN andlunteered to participate in research.
The email included a link and a password to a sea@bsite that interested participants
followed to access the study materials. To heguenparticipation, IAN sent reminder
mass emails approximately 2-weeks and 3-weekstakanitial email. Following
participation of the online portion, parents wegatsa packet via mail with provided
information from the Personal Information Sheehe packet included the GARS-2, a
ticket for a raffle for $150, a $10 gift card tmational chain store, and a postage-paid

return envelope.

Survey Gizmo was used for the online questionsaidd! of the information
collected was stored in a secure database thatraresferred to a secondary secure
database on the Oklahoma State University serier completing the informed
consent and the demographic question informatiarengs were directed to continue
with all the measures. Each participant was assignparticipation code. For each
measure, the codes were used to identify partitspastead of using their names. For

the purposes of data analysis, the codes weraiatsbinstead of identifying information.

Outliers and Excluded Dat&ach of the independent and dependent variables
were screened for univariate outliers, definedcases of greater than three standard
deviations above or below the group mean. Thisqutore revealed no outlierBwo
participants had two or more items missing witlie same subscale on the PSI and their
PSI scores were excluded from analyses. Two [jaatits missed four or more items on
the ECBI Intensity scale and therefore were comsitlenvalid per the manual. Their
Intensity scores were excluded from analyses. € hegticipants missed four or more

items on the ECBI Problem scale and therefore wensidered invalid per the manual.
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Their Problem Scale scores were excluded from amalyAdditionally, 17 participants
did not return the GARS-2 in the mailing portiontibé study, therefore the participants’
GARS-2 scores could not be analyzed and thosecjpaatits were dropped from analyses

that included the GARS-2 scores.
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CHAPTER IV

RESULTS

L evels of Symptomatology

Descriptive data for the sample on measures Wiitical cutoffs are
presented in Table 1. For parent stress, PSI Sotaks ranged from 43 to 125, with a
mean score of 83.98 and a standard deviation @D18Thirty-seven percent of parents
scored in the clinical range on this measure @asgore > 90). The PSI Parent Distress
(PD) subscale scores ranged from 12 to 54, witeamscore of 33.35 and a standard
deviation of 8.99. For child problem behaviors,BEEhtensity scores ranged from 43 to
227, with a mean score of 128.64 and a standandtitav of 37.01. Forty-one percent of
children were rated in the clinical range for thegluency of problem behaviors (i.e., a
score > 131). ECBI Problem scores ranged from3biavith a mean score of 12.57 and
a standard deviation of 7.95. Thirty-six perceintlaldren were rated in the clinical
range for their parents’ perception of their bebawas problematic (i.e., a score > 15).
For child autism symptom severity, GARS-2 Autisrddr scores ranged from 53 to 132,
with a mean score of 96.57 and a standard deviafida8.30. Ninety-one percent scored
in the possible to very likely range to have an Ag®., a score > 69), while fewer than
nine percent scored in the unlikely range. Anayseluded all participants even though
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some did not score above the range for possiblsmawn the GARS-2 Autism Index.
No outliers within the data were found as notedvaband it is possible that as children
receive intervention, the impact of ASD symptoms dacrease below the clinical

threshold for diagnosis on some measurements.

On the final two measures, descriptive data arsgoied. However, no clinical
scales are derived for these measures. For pacamgdetence in the role as a parent,
PSOC Total scores ranged from 36 to 95, with a nseare of 68.30 and a standard
deviation of 11.78. PSOC Satisfaction scores rdrfigen 13 to 54, with a mean score of
37.51 and a standard deviation of 7.77. PSOC &tfficcores ranged from 13 to 42, with
a mean score of 30.79 and a standard deviatior68f F-inally, for parental discipline
techniques, Parenting Scale (PS) Total scores daingen 1.07 to 4.77, with a mean
score of 2.72 and a standard deviation of .66. & é&ss scores ranged from 1.00 to
4.64, with a mean score of 2.49 and a standarchtieniof .80. PS Overractivity scores

ranged from 1.00 to 6.00, with a mean score of aba standard deviation of .88.

It was hypothesized that parents of children wiDAwould exhibit elevated
levels of parenting stress compared to the stamgdioin sample of the PSI-SF (Abidin,
1995). The participants were categorized by theaal cutoff (i.e., 9¢ percentile) into
either an elevated stress group or a non-elevatesssggroup. In order to determine
whether the participants obtained elevated leviegment stress compared to the

standardization sample, frequencies of the obseswverks in the elevated and non-
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elevated groups were compared to the expectedssbased on the standardization
sample. From the standardization sample, it waseed that 10% of parents would
score in the elevated range and 90% of parentsdasmdre in the non-elevated range. A
chi-square test of homogeneity was performed. Bee@ation between these variables
was significant with a large effect sizg(2, N = 127) = 102.93p < 0.001,® = .90. This
supports the hypothesis that parents of childreh WSD are more likely to exhibit

elevated levels of parents stress compared to {sanénon-ASD children.

It was hypothesized that children with ASD wouldhisxt elevated levels of child
disruptive behavior problems. In order to tes$ thypothesis a chi-square test of
homogeneity was conducted by categorizing childmECBI Intensity scores into either
an elevated problem group or a non-elevated progieup. An ECBI Intensity score at
or above 131 meets the clinical cutoff. Thus a saare of 131 served to classify the two
groups as elevated and non-elevated. Specifidadlsed on the standardization sample,
it was expected that 84.1% of parent rated chsdughtive problem behavior scores on
the ECBI to be below the clinical cutoff (i.e. imetnon-elevated problem group).
Therefore, observed frequencies were comparedpectsd frequencies using the chi-
square test of homogeneity. The association betwesse variables was significant with
a large effect size/”(2, N = 128) = 70.14p < 0.001,® = .74. This supports the
hypothesis that children with ASD are more likadyeixhibit elevated levels of disruptive

problem behaviors compared to children without ASD.
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Associations Between Parenting and Child Variables

A series of replications were conducted to dupdigaevious associations within
the literature and these analyses are summariZedhle 2. First, it was hypothesized
that there would be a significant positive assommbetween ASD symptom severity and
parent stress. A Pearson product-moment corralagieealed a significant positive
correlation between the Autism Index scores orGARS-2 and the Total Stress scores
on the PSI-SH; (113) = .516p < .001. This supports previous findings that BIGASD
symptom severity is associated with higher levéisavent stress. Second, it was
hypothesized that there would be a significant tiegassociation between parental self-
efficacy and parenting stress. To test this hyggid) PSOC Efficacy subscale scores
were correlated with the Total Stress scores ofPBIeSF using a Pearson product-
moment correlation. This association was signifida (128) = -.446p < .001), which
supports the previous findings that lower paresgtiiefficacy is associated with higher

levels of parent stress.

Further, it was predicted that lower parent serfismpetency scores would be
associated with higher parent stress scores. fs&e@roduct-moment correlation
revealed a significant negative correlation betwisenPSOC Total score and the PSI-SF
Total Stress score,(128) = -.639p < .001. This result supports the model that lower
parental perception of competency in the parentiegis associated with higher rates of

parent stress. To further assess previous matelas hypothesized that there would be
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a significant positive association between pargnsiness and child disruptive behavior
problems. The Total Stress scores on the PSI-$€ eogrelated with the ECBI Intensity
scores using a Pearson product-moment correlaf\srpredicted, higher parent stress

was associated with higher rates of child disrugbehaviors; (128) =.721p < .001.

Next, to test whether an association between pagestrategies and child
misbehavior exists, the Total Scores on the PS wamrelated with the ECBI Intensity
scores using a Pearson product-moment correlafdgmredicted, a significant positive
correlation was found indicating that less effeetbirategies (high Total Score on the PS)
were associated with higher child disruptive prableehavior scores,(128) = .255p =
.002. To further analyze the association betwegarting strategies and child
misbehavior, the Laxness Subscale on the PS wesdated with the ECBI Intensity
scores using a Pearson product-moment correlafibis result does not support our
hypothesis that lax parenting strategies are as®ativith greater rates of child
disruptive behaviom, (128) = .132p = .068. Lastly, to test whether parenting strig®g
are associated with parent stress, the Total Scorése PS were correlated with the
Total Stress scores on the PSI-SF using a Pearsdngt-moment correlation. As
predicted, a significant positive association wasfl ¢ (128) = .215p = .007)
indicating that less effective strategies (highal &core on the PS) are associated with

higher parent stress.

M ediation M odéels of Parent and Child I nteractions
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Mediation analyses were used to examine more congaigociations between
multiple variables simultaneously to further invgate theoretical models. In all
subsequent analyses, severity of autism was usad¢@sariate so that the associations
between parenting stress, discipline strategieschild disruptive behavior could be
examined, regardless of level of autism symptonesgy Since GARS scores were not
available for 17 of the participants, these anaysere conducted on a sample of 113.
The bootstrapping procedure for mediation analysesused as it is the recommended
and preferred method for determining the statistigmificance of a potential mediating
variable (i.e., the indirect effedttayes, 2009, 2012; Preacher & Hayes 2004, 008
Significance of the indirect effect is determingddxamining the 95% confidence
interval (CI) of the sampling distribution of theean. Confidence intervals that do not
include zero are considered statistically significat the 0.05 level. A measure of effect
size cannot be calculated with the analyses dtieetpresence of a covariate. Following
the recommendations of Hayes (2012), 1000 samaes @erived from the original
sample by a process of re-sampling with replacemieater to Table 3 for a summary of

the results.

To test the hypothesis that discipline strategiesliate the association between
parenting stress and child disruptive behaviosgrées of bootstrapping analyses were
conducted. First, the Total score on the Parer8itee was used as a measure of
discipline strategies, and PSI Total score was asealmeasure of parenting stress.

ECBI Intensity score was used as a measure ofég@dncy of child disruptive
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behaviors. Results indicate a significant medragffect (S.E.=.0369, 95% CI = .0038
to .1573), indicating that discipline strategiessgove as a mediating variable between

parenting stress and frequency of child misbehavior

To further examine specific aspects of parentakstran additional mediation
analysis was conducted. In this analysis, thelBatare on the Parenting Scale was used
as a measure of discipline strategies, and thenRaduRistress subscale score of the PSI
was used as a measure of parenting stress. ThHEOR$Ikscore includes items related to
specific child misbehavior and noncompliance, alt ageother sources of stress in
parenting role. The PD subscale is based solebtress unrelated to child misbehavior
and noncompliance, and allowed further clarificatiathin existing models of parent
and child variables. The ECBI Intensity score wssd as a measure of the frequency of
child disruptive behaviors. Results indicategmgicant mediation effect (S.E.=.1157,
95% CI1 =.0182 to .5012). Thus, discipline straegerve as a mediator between overall
stress and stress in the parental role, indepemdehild behavior and frequency of child

misbehavior.

To further investigate theoretical models withie thierature, the role of parental
self-efficacy and competence was examined in mla parent stress and child
disruptive behaviors. The Efficacy subscale scor¢he PSOC was used as a measure of
parental competence as it corresponds most clegtyprevious research examining

parental competence. The PSOC Total score inclsatesfaction and motivation
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components within parenting that were not partefpgarental competence described
within the theoretical model. The PSI Total scass used as a measure of parent stress
and the ECBI Intensity score was used as a meaétine frequency of child
misbehavior. Results do not indicate a signifiagadtrect effect (S.E.=.0785, 95% CI = -
.2451 to .0594), indicating that parental selfezffly does not serve as a mediating
variable between parenting stress and the frequeihdyild misbehavior. In order to
examine different aspects of stress for parergaecand mediation was conducted with
the Efficacy subscale scores on the PSOC, the BExale scores of the PSI, and the
ECBI Intensity scores. Results do not indicategaiicant indirect effect (S.E.=.1997,
95% CI =-.2979 to .5083), indicating that parestdf-efficacy does not serve as a
mediating variable between parenting stress inddgrrof child behavior and the

frequency of child misbehavior.

As parental competence and self-efficacy reflegt parents perceive their
parenting ability, follow-up analyses were condddi® determine whether these
variables would mediate the association betweeanpatress and parental tolerance of
child disruptive behaviors. The Efficacy subscalers on the PSOC was used as a
measure of parental competence, and PSI Total s&seised as a measure of parent
stress. ECBI Problem score was used as a medspaecntal tolerance of child
disruptive behaviors. Results do not indicategaificant indirect effect (S.E.=.0159,
95% CI =-.0018 to .0614), indicating that parestf-efficacy does not mediate the

association between parenting stress and paretgeamce for child misbehavior.
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Finally, the Efficacy subscale score on the PSO€ wged as a measure of parental
competence and the PD subscale score of the PSlsedsas a measure of parenting
stress. ECBI Problem score was used as a medswierance of child disruptive
behaviors. Results indicate a significant medragtiect (S.E.=.0355, 95% CI = .0270 to
.1699), indicating that parental self-efficacy nads the link between parenting stress,

independent of child behavior and parental tolezaofcchild misbehavior.
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CHAPTER V

DISCUSSION

The present study assessed the parent-child mesai within families impacted
by ASD. Specifically, parenting behavior, paremness, child disruptive behavior
problems, and child symptom severity within fansleffected by ASD were examined.
Theoretical models (i.e., Deater-Deckard, 1998;tidgs, 2002) encompassing
developmental disabilities have suggested assoombetween these variables; yet,
limited research has tested the models beyond siagdociations, especially within
families of children with ASD. The study first foeed on family characteristics and
simple associations outlined in the theoretical et®d The second focus was to expand
existing knowledge of family interactions by assag$he complex associations

proposed by theoretical models.

I nter pretation of Results

Prior to examining multiple aspects within the parehild relationship, parent
and child characteristics were assessed indepdpdermfain a greater understanding of
families of children with ASD. As expected, pareint our sample were highly likely to
experience clinically significant levels of paretitess in the parenting role. This finding
corroborates the substantial body of literatureciwlilemonstrates that parents of children
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with ASD are highly susceptible to stress in hamgliparenting responsibilities (Blacher
& Mclintyre, 2006; Dunn, Burbine, Bowers, & Tantkddiunn, 2001; Eisenhower, Baker,
& Blacher, 2005, 2009; Gupta, 2007; Tomanik, Ha&$dawkins, 2004). This is
especially important for the family as a wholepasent stress has been shown to have a
detrimental effect on child outcome (Osborne, Mchugaunders, & Reed, 2008a;

Robbins, Dunlap, & Plienis, 1991).

In addition to parent stress, 41% of children in sample displayed clinical
levels of disruptive behavior problems. To ourkiexlge, this is the first study to
explicitly document the rate of disruptive behayooblems within a sample of children
with ASD using a well-validated measure to identhyldren with disruptive behavior
problems. Previous findings within the ASD litena have not explicitly documented
the rate of disruptive behavior problems, thougleaech has documented high parental
endorsement of disruptive behaviors (Baker & Feidfi2003), difficulties within the
parent-child relationship (Gadow, et al., 2005; &\eddier, 2006; Lecavalier, Leone, &
Wiltz, 2006; Tonge & Einfeld, 2003), and high ratdso-occurring psychiatric disorders
(Leyfer et al., 2006; Simonoff et al., 2008). bhd&ion, the current study targeted
disruptive behavior problems unrelated to ASD bé&rav Some confusion within the
ASD literature has emerged as many researchersimeuded symptoms of ASD (e.g.,
stereotypy) within the definition of disruptive k@hor problems. Our finding clearly

separates disruptive behavior problems unrelaté&$io symptoms. The high rate of
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disruptive behavior problems exhibited by childvath ASD likely influences child

learning, as well as impacts parents in treatment.

ASD symptom severity was also addressed. As eagechildren with more
severe ASD symptoms had parents who are more etke3his supports previous ASD
research that has demonstrated this associatigstifiga & Johnson, 2001) and adds
support to the proposed theoretical models. Altfinoai large percentage of parents of
children with ASD were stressed, those with chidnéth more severe ASD symptoms
had the highest levels of parent stress. Thislmeague to increased communication
difficulties between parent and child, as well@sér rates of child adaptive functioning.
Stress may also come from a lack of respite cadlesapport for parents to take a break in
their parenting role and feel comfortable with aktedgeable provider. Further, these
families may also have more medical needs (e.gition, pharmacological treatment)
that add to increased stress in the family. Moegeoeshildren with increased impairment
may have even more services than families of aldvith less severe symptoms (e.g.,
speech therapy, occupational therapy, intensiVig gdaervention programs). These

therapies are time consuming, costly, and ofteayael due to long waitlists for services.

Parent stress was also linked to dimensions ohpiage Parents who were
stressed had lower perceptions of their abilitpdoent, and tended to use less effective
parenting strategies when interacting with theildten. One interpretation is that higher

levels of stress lead to lowered perceptions ofipat ability and more ineffective
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parenting techniques. Another interpretation & tack of parental competence and low
self-efficacy result in increased levels of strége to parental uncertainty. However, the
association likely stems from bi-directional immabetween stress and parenting
behavior. To date, only one previous study withim ASD literature has demonstrated
this bi-directional link (Obsborne & Reed, 201@lthough parents with high stress may
perceive their parenting as ineffective or incorepgtit may be that children with ASD
do not respond to typical parenting techniques,sand change in child behavior is not as
evident, leading to frustration for parents. Farttgiven that parents of children with
ASD are stressed in their parenting role alreadgljteonal factors such as time and
energy may make it more difficult for parents te usore effective parenting techniques.
Moreover, parents of children with ASD may not et same reinforcement when
interacting with their children (e.g., reciprocigfnd may change their parenting in

response to lack of child cues.

To further understand how parent stress and clsldiptive behavior may
influence each other, parenting strategies inielab both disruptive behavior problems
and parent stress were examined. Parents whawsedineffective parenting strategies
were likely to have children with higher rates adrdptive behavior problems.
Additionally, parents who used more ineffectivegrding strategies had higher rates of
parent stress. Although the current study didfimotan association between lax
parenting and child disruptive behavior problerhsré was a trend and may still be an

area for future directions. Parents who have rstresss may be unsure how best to
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parent their child, and the child may act out vitttonsistent parenting, or parents may
withdraw in order to handle the high level of stre®arents may feel rejected by children
who display more disruptive behavior. Additionalbarents may feel that the disruptive
behavior is intrinsic to ASD, thereby losing hopattthe behavior could improve.

Lastly, parents who are stressed may by more apediarsh discipline techniques (e.g.,

spanking, yelling) and inadvertently increase cHiktuptive behavior over time.

Given the heterogeneous symptomatology within tB®# and the proposed
changes to the DSM-5, the current study specificgattluded a measure of ASD
symptom severity. This quantitative assessmeAiSid)s may be more sensitive than
categorical diagnosis when assessing other asedaiatiables (Beglinger & Smith,
2001; Bitsika, Sharpley, & Orapeleng, 2008; Walkeal., 2004). Further, research has
found associations between lower 1Q scores an@ases in severity of ASD symptoms
(Murphy, Healy, & Leader, 2009; O'Brien & Pears@@04). Therefore, the severity of
ASD was controlled in complex analyses so that@atons between parenting stress,
discipline strategies, and child disruptive behaeimuld be examined, regardless of level

of autism symptom severity.

Collectively, we found a number of associationsvaein parent behavior, stress,
child disruptive behavior, and severity of ASD syoms. Parenting strategies mediated
the association between parent stress and childpdige behavior problems while

controlling for ASD symptom severity. This suggettat certain parenting behaviors
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may elicit more frequent and perhaps more sevale lsbhavior problems, above those
influenced by ASD symptom severity and level ofgmdirstress. This provides further
support to theoretical models (Deater-Deckard, 18@&tings, 2002) and is consistent
with Osborne and colleagues’ (2008a) findings thatparent behavior of limit setting

mediated the association between parent stresshaldddisruptive behavior problems.

We also examined a parenting strategy that isifiledss harsh or overreactive.
This parenting strategy did not mediate the astooidetween overall parenting stress
and child disruptive behavior problems. Howevéeraanalyzing the model with an
index of parent stress calculated independentbhddfl behavior, a harsh parenting
strategy mediated the association between patrestssand intensity of child disruptive
behavior problems. This suggests that harsh pgageot a child with ASD leads to
elevated levels of child disruptive behavior prohde regardless of ASD severity and
parent stress unrelated to child behavior. To,daiether studies within the ASD
literature have differentiated the types of paremstrategies and their influence on stress
and child variables. Further, it is likely fromepious research that bi-directional links
are present between most of the variables in thdeiddowever, we propose that
parenting behaviors have a direct effect on chdugbtive behavior problems and should

be an area for future directions.

Parental self-efficacy and competence were exammeglation to parent stress

and child disruptive behaviors. Parental selfegify did not mediate the association
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between parent stress and intensity of child belmgrioblems. However, we postulated
that parental self-efficacy is a perceived parealtaity, and therefore may be more
related to parental tolerance of disruptive behaproblems. Parental self-efficacy
mediated the association between parent streskated¢o child behavior, and parental
tolerance of child disruptive behavior. This iraties that parents who are confident and
competent in their parenting role are more tolesaat better able to handle child

disruptive behavior problems.

Clinical Implications

The call for collaboration between families andvpders in the treatment of
children with ASD (NRC, 2001) has been made. Yetr@ decade later, there does not
appear to be a unified method to include parentsagr them in treatment for children
with ASD. Results from the current study have saveinical implications. First,
parents of children with ASD exhibit elevated lesvef parent stress. Parent stress should
be monitored and intervention should consider tneat for the child as well as
individual treatment for parents to reduce clinieadels of stress. Second, the study
provides further evidence that existing parenhirg programs for young children with
ASDs should focus on parent behavior as well asl ti@havior. Comprehensive
treatments for children with ASD should take inbe@unt parents’ stress, wellbeing, and
specific challenges that exist in the parenting mhen raising a child with ASD. Our
results indicate that parents would benefit froracsiic behavioral treatments to handle

child disruptive behavior problems. The parenshijs taught in standard parenting
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programs for disruptive behavior problems havepibtential to have a substantial impact
on child behavior.It is currently unclear whether families are reaggvbehavioral
management training specifically for child disrwptbehavior problems, or if they are,
the extent and order in which it is delivered.

Increasing parents’ self-efficacy and practiceftdaive behavioral management
techniques should decrease child disruptive behgvablems. Parent training programs
that target these parent skills should resultwefebehavior problems. Decreases in
child disruptive behavior should allow more oppaities for children to acquire positive
skills and lower ASD symptom severity. Therefanereases in parent self-efficacy and
use of effective behavior strategies may lead tosga child skills early in the parent-
child relationship, and in turn may later improveld@ response to interventions and

potentially lower parental stress.
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Parents without direct intervention may not intexeluring child disruptive
behavior problems because the behavior may beipedcas intrinsic to the child’s ASD,
instead of a functional response to the environm&he lack of intervention for
disruptive behavior problems may lead to a patbéinteraction maintained by
avoidance or escape from parental demands. Fuwtitbout intervention, parents may
overreact to child disruptive behavior out of frasibn, and may possibly lead to
attention-maintained behavior. Moreover, decreasehild disruptive behavior and
improvements in parent-self efficacy may lead ttidvsdreatment outcomes for children
with ASD.

Strengths and Limitations

The current study has several notable strengthst, the study had a large and
diverse sample of children with ASD from acrosstinited States. The children had
diverse diagnosis on the spectrum and had a rangemptoms from mild to severe. An
additional strength of the sample is that it ineldé younger age of children than has
previously been examined within the proposed thealemodels. We were able to test
the models to see if results of studies of oldeDA&ildren would be replicated with a

younger and more representative sample of childimASD.

The methodology was strong, with well-validated sweas and simultaneous
assessment of multiple factors (i.e., parent stgg®nting behavior, child disruptive

behavior problems, and ASD symptom severity). Paisallels existing theoretical
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models, unlike previous research, providing a niiboeough understanding of

interactions involved within the parent-child réedatship.

Furthermore, parent stress within the parenting was the primary focus of this
study. Previous studies have not clearly idertifpecific areas of stress or separated
stress from symptoms of depression. Additionai$D symptom severity was measured
separately from disruptive behavior problems. €fae, the rate of children with ASDs
meeting clinical levels of disruptive behavior plerbs was assessed. Furthermore,
controlling for severity of ASD symptoms yieldslaarer interpretation of the results.
Lastly, using a quantitative measure of ASD seyeribre closely matches the proposed

changes to the DSM-5.

This study also had several limitations. Althouglntigipants were recruited from
all over United States representing a variety afggaphic locations, the sample was not
representative in terms of ethnic diversity. Cawighould be used when applying these
results to parents of children with ASD of othewratities. Furthermore, since the
sample was obtained from an online network of parenis possible that parents and
families who register with the IAN network differoin parents and families who are not
registered. Parents in our study had accesetmternet, and parents without access
may differ on important socioeconomic factors. Aiddaally, parents involved in the
IAN may have been more proactive in their parentoig than other families. For future

studies, it may be worthwhile to seek parents wieat actively registered with or
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involved in ongoing research and parenting groopetermine whether, and to what

extent, they may differ from parents in the currsnty.

Next, the current study did not confirm the diagaag an ASD. However,

nearly all children scored in the likely range teencriteria for diagnosis on a parent-
report assessment tool and have previously beeersed through the IAN to ensure
accurate participation in their ongoing researajguts. Another possible limitation of
this study was the use of only parent-report messWe acknowledge that having all
data based on parent-report may be a potentiah&lhod variance which may have
affected the results. However, all of the measaresvidely used and well standardized.
Future research may benefit from additional measof¢éhese factors to corroborate and
replicate the existing findings. Additionally, dat observation would greatly support the

current findings, although this would be both tioesuming and costly.

Future Directions of Research

A number of future directions come from the resaftghis study. First, it would
be important to replicate the current findings wather samples of parents. Replications
should include more ethnically diverse samplesiaaldide families who are not engaged
in parent groups or research groups to determirethveh the findings of the present study
replicate to others. Studies should continue taitnorates of disruptive behavior
problems in children. Additionally, examining wheisruptive behaviors emerge in

children with ASD and how those behaviors may cleamger time would add
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substantially to the current literature. Furtlessessing the rate disruptive behavior
problems for parents versus other providers (eegghers, therapist) may provide further
insight about parent-child interactions. Moreovesearch is needed to understand the
areas of stress for parents of children with A{3sessing how treatment services for
children with ASD impact parents is important aess has been shown to have
detrimental impacts on child outcome.

In addition, future studies should be developadgia longitudinal design to
examine how ASD symptom severity, child disruptdehavior problems, and parent
stress interact over time. Temporal precedencalaadtionality would allow for
improved treatments and allow treatments to foléaworder that may maximize gains for
both the child and the parent. From this, reseasckhould expand the findings by using
additional measures and observational analysisecbobservation of parent strategies
would allow for a functional analysis to determhm@v certain strategies relate to child
disruptive behavior problems. The existing pateaihing programs for children with
ASD primarily focus on child behavior and do notmrasize changes in parent
interactions. Future studies should include pangntariables within the analysis of
programs above those of satisfaction with the @ogr

Another direction of research should include indiinal parent treatment designed
to reduce parent stress. Treatments that redueatpsiress should assess if any
collateral changes occur in parent behavior, atigduptive behavior, and child gains.

Further, research that compares outcomes of pesming programs designed to
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improve ASD symptoms should be compared to progdasgyned to decrease child
disruptive behavior problems. Outcomes shouldutelmeasures of parent competency,
parent stress, child disruptive behavior problef®&) symptom severity, and child
outcome scales (e.g., adaptive behavior, commuaigaocial interaction). Parents
should be involved in the treatment of their cleldiand more research is warranted to
determine what role the parents would prefer.

Conclusion

It is hoped the current study has contributed fwsgaithin the ASD literature,
and that it will serve as a stepping-stone forreiesearch in this area. Overall, the
study supported existing literature, showing treepts of children with ASDs exhibit
elevated levels of parent stress and childrenesdtiamilies have high levels of child
disruptive behavior problems. Further, childrethwnore ASD symptoms tended to
have more behavior problems, and these familiegetgio report higher levels of parent
stress. To date, few studies within the ASD liier@ have examined how parents impact
children, how children impact parents, and howgaeent-child relationship impacts
treatment. Further, evidence-based practices poane ASD symptomatology largely
do not address parent stress, parent strategigsraaning for parents to handle
disruptive behavior problems. Contributions wemmto the literature by assessing
both parent and child variables simultaneouslyr fdwlings suggest that parent training
programs designed to increase parent self-effiaacycompetence would have

substantial impact on parents and children with AfePause self-efficacy and
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competence mediated the association between pareas and child disruptive behavior
problems. The current findings support proposearttical models within the literature
and more research is warranted to determine bastipes for families impacted by
ASDs. It is hoped that the current project camxganded on to provide additional

contributions to the current literature and tofik& of ASD and parenting research.
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INTRODUCTION

Research suggests that parents of children affégtéditism Spectrum Disorders
(ASDs) have elevated levels of parent stress (Bla&Mclintyre, 2006). Additionally, children
of these parents are likely to experience elevigeels of child disruptive behavior problems
(Tonge & Einfeld, 2003). Proposed theoretical medee., Deater-Deckard, 1998; Hastings,
2002) have suggested that there may be associaimnly between parent stress and child
disruptive behavior, but also between parent baha\e.g., limit-setting and efficacy) as well as
child ASD characteristics (e.g., symptom severitylpwever, limited literature within the ASD
population has tested the associations betwees tlagmbles. Determining best practices for
parent-training for parents of children with ASDIlwemain difficult without establishing and
evaluating the effects of parenting stress, parehtwviors, and child disruptive behavior
problems. Hence, the current study seeks to eteapassible significant correlates of child
disruptive behavior problems such as parent sinetb® parenting role, the parent behavior of

limit setting, and parental self-efficacy.

Futhermore, Osborne and colleagues (2008a) fcwatdhe parent behavior of limit-setting
mediated the relationship between parenting sardssubsequent childhood behavior problems.
This finding suggests that there may be certaiemtarg behaviors that may elicit more frequent
and perhaps more severe child behavior problerasnyrknowledge, no other study has been
conducted to replicate this finding. Thus, therent study will assess these variables and
determine if similar results occur. Implicatioms parent-training programs for parents of
children with ASD and comorbid disruptive behaypooblems will be discussed.

A review of the literature is presented in cha@eiThe review starts with a discussion of

the ASDs. Diagnostic characteristics of each AgDpsesented. Additionally, the term
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developmental disabilities is defined and distisged as an overarching term for many
disorders including ASDs. Next, child disruptivehlavior problems within the ASD population
are reviewed. Further, parent stress is examingdnathe ASD population. Specifically,
multiple factors that influence parental stresshsag child symptom severity, availability of
treatment programs, and child disruptive behavioblems are reviewed. An evaluation of the
effect of each variable is presented with a rat®f@r increased parent training. Following this
section, parenting strategies and parent trairongérents of ASD is introduced. Specifically,
comprehensive applied behavioral analytic treatmesgrams are outlined followed by
comprehensive treatment programs designed forremildith disruptive behavior problems.
Moreover, areas of parenting behavior and subseaqhdd behavior are examined in reference
to current parent training programs offered to peef children with an ASD. Lastly, a need
for clarification of treatment of child disruptileehavior problems within the ASD literature is
presented with supportive rationale. Subsequemniteradeal with the purpose of the present

study and the method.

Chapter I1
REVIEW OF THE LITERATURE
Autism Spectrum Disorders
Families affected by Autism Spectrum DisordersP&¥yare a growing concern among the

mental health field as current prevalence ratea\ID have been estimated to be as high as 1
per 110 births (Center for Disease Control and &rgon, CDC, 2009). As of 2007, the United
States has an estimated 673,000 children aged B dtagnosed with an ASD (Kogan et al.,
2009). ASDs fall under the Pervasive Developmebisbrders category and are generally

believed to be neurodevelopmental in origin (Lacr@uidetti, Roge, & Reilly, 2009; Matson,
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2007a, 2007b; Niklasson, Rasmussen, OskarsdottBillerg, 2009). Specifically, ASDs are
comprised of Autistic Disorder, Asperger’s Disord@ervasive Developmental Disorder — Not
Otherwise Specified (PDD-NOS), Childhood Disinteéy@Disorder (CDD), and Rett’s
Disorder. However, due to the low prevalence rafdsth CDD and Rett’s Disorder, the
remainder of the article will address Autistic Dider, Asperger’s Disoder, and PDD-NOS when
referencing ASDs. The fourth version of the Diagfimand Statistical Manual of Mental
Disorders (DSM-IV-TR) reports children diagnosedhnan ASD have varying levels of
impairments in the areas of social interaction, mamication, and restricted and stereotyped
patterns of behavior [American Psychiatric Assacra{APA), 2000].

ASDs are thought to be present at birth and ad&amcdiagnostic techniques have
allowed identification of children as early as 8218 months of age (Johnson & Myers, 2007;
Kleinman et al., 2008; Kuban et al., 2009; Matsatikins, Sevin, et al., 2009; Matson, Wilkins,
Sharp, et al., 2009; Watson, Baranek, & DiLavof®)3). Kogan and colleagues (2009)
revealed that the odds for boys to have an ASD ¥oenetimes as high as the odds for girls.
Specifically, children diagnosed with Autistic Diser per DSM-IV (APA, 2000) must meet at
least two criteria involving social interactionde.marked impairment in multiple nonverbal
behaviors, lack of social or emotional reciprocigf) least one criterion involving
communication (e.g., delay in spoken language titapeuse of language), and at least one
criterion involving restricted, repetitive, and retetyped patterns of behavior, interests, and
activities (e.g., preoccupation with parts of obgemflexible routines or rituals, repetitive moto
movements). Moreover, individuals with Autisticdrder must meet a total or six or more
criteria within the three domains and must haveamaore delays or abnormal functioning

prior to age 3 in social interaction, social comicative language, or symbolic/imaginative
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play.

Asperger’s Disorder can be differentiated fromistit Disorder when there is no
clinically significant general delay in languagevdi®@pment, cognitive development, or the
presence of the development of age-appropriatensgifskills, adaptive behavior, and curiosity
about the environment in childhood. Lastly, PDD-®I diagnosed when the criteria are not
met for another Pervasive Developmental Disordetrthere is still severe and pervasive
impairment in development. Individuals with PDD-B@ay have subthreshold
symptomatology, late age of onset, atypical symptotogy, or a combination of the three.

Given the heterogeneous symptomatology withinA88s, many researchers are
displeased with the current taxonomic categoripgt@ach used in the DSM-IV-TR (Beglinger
& Smith, 2001; Bitsika, Sharpley, & Orapeleng, 20@&lker et al., 2004)Instead of
differentiating the disorders via qualitative digaces per DSM-IV-TR, the proposed changes to
the DSM-5 categorize symptom severity using a qtaivie dimensional framework (APA,
2011). Therefore, the proposed changes combinist&uDisorder, Asperger’s Disorder, CDD,
and PDD-NOS into a single diagnostic category, guatSpectrum Disorder.

The core deficits of individuals with ASDs in sddiateraction, communication, and
restricted and stereotyped patterns of behavienatsult in challenging or undesirable
behaviors such as temper tantrums, noncompliaetfeangury, and aggression (Gadow,
Devincent, Pomeroy, & Azizian, 2005; LecavalierQg) In addition to these core deficits,
approximately 50 to 70% of individuals with an A@I3o have a co-occurring intellectual
disability, ID (Fombonne, 2003, 2005; LaMalfa, Lagertelli, Salvini, & Placidi, 2004,
Matson & Shoemaker, 2009). In an extensive rewwavuD and ASD, Matson and Shoemaker

(2009) emphasized that the majority of studiesrrefy to ASDs and forgo mention of possible
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co-occurring IDs. However with such a large petaga of children meeting both criteria, it is
important to note that lower 1Q scores are assediatith poorer prognosis in early intervention
programs (Ben Itzchak, Lahat, Burgin, & Zachor, 0Ben Itzchak & Zachor, 2007).
Moreover, lower 1Q scores are associated with emee in severity of ASD and other
challenging behaviors (Murphy, Healy, & Leader, 200Additionally the overarching term,
Developmental Disorders (DD), has also been us#ddmithe literature to encompass
individuals with either ASD, ID, or other conditi®ite.g., chronic illnesses, traumatic brain
injury, neurological anomalies; Patel, Greydanus|eS, & Pratt, 2010). Hence studies that use
a DD population often have a subset of individwelt ASD.

Due to the complexity of the symptoms of ASD, péireg a child with an ASD
presents a number of additional challenges comparpdrents of a child without ASD.
Moreover, parents of children with ASD and co-ocituy ID may experience more difficulties
in the parenting role due to the association oflwer problems and symptom severity in
children with lower IQ scores. Brereton and colleeg) (Brereton, Tonge, & Einfeld, 2006)
compared 367 individuals with ASD and 550 individuaith ID for emotional and behavioral
problems. They found that children with ASD wererenprone to meet criteria for an additional
psychiatric disorder, as well as have higher leeéldisruptive behavior, anxiety symptoms,
hyperactivity, and depression, compared to childvéh ID. Recent research suggests that
approximately 70% of individuals with ASD presenthwat least one co-occurring psychiatric
disorder (Leyfer et al., 2006; Simonoff et al., 8D0Consequently, these additional behavioral
problems, such as overreactivity, impulsivenesdriians, aggression, and self-injury, along with
the core deficits of ASDs, cause interference ityd&ing skills and parent-child interactions

(Gadow, et al., 2005; Lecavalier, 2006; Lecavaliegne, & Wiltz, 2006; Tonge & Einfeld,
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2003). Hence, parents in these families are mkeéylto exhibit high rates of parental stress
compared to parents of typically developing chifdras well as parents of children dealing with
other childhood disabilities or health problemsa@ier & Mcintyre, 2006; Dunn, Burbine,
Bowers, & Tantleff-Dunn, 2001; Eisenhower, BakerB&cher, 2005, 2009; Gupta, 2007).

Interestingly, Baker and Feinfield (2003) foundttparents of four- to seven-year-olds
report that noncompliance, oppositional behaviod aggression are the most prevalent
behavioral problems in children with ASDs. Accowlito Zelazo (2001), noncompliance in
children with ASD is often evident by 18 monthsagke. The early appearance of
noncompliance can be seen prior to developmemivdiive responses, and may possibly be a
factor in retarding language development. Theesfdelazo concludes that improving
compliance should be the first step in progransitaulate social-communicative development.

However, despite the large number of children vi8Ds who have disruptive behavior
problems, many of the existing parent training paogs for young children with ASDs continue
to focus mainly on how to deliver learning-basegfventions to children and neglect a critical
need for behavioral management techniques to dezrgavanted behaviors and increase
compliance (Matson, Mahan, & Matson, 2009). Thet@ paucity of research on parent-
implemented programs for children with ASDs thantify both a reduction in child disruptive
behavior problems and a reduction in parentingstréue to the significantly high rates and
persistence of behavioral problems in children asholescents with developmental delays
(Nicholas et al., 2008), more research is warratgedderstand how parenting skills and
parental stress in the parenting role may affeidicbod behavior problems.

Parental Stress
Realizing the important role of parents’ involverhamtheir children’s treatment and
day-to-day interactions, researchers developedia beeoretical framework for examining the
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links between child behavior problems, parentimgsst, and parenting behavior within the DD
populations to include families affected by childmgith ASD (Deater-Deckard, 1998; Hastings,
2002). Deater-Deckard (1998) proposed a recipnatafionship between childhood behavior
problems, parenting stress, and parenting behalmoaccordance with the model, treatment of
child disruptive behavior problems initially vianeat-implemented interventions may increase
positive child outcomes when receiving other thetaie skills that require the child to be
compliant and attentive. Also, working with thegras may break an unintentional cycle of
reinforcement that may be maintaining the childhbebavior problems. Decreases in unwanted
childhood disruptive behaviors may result in mgopartunities for the individual with ASD to
acquire more adaptive behavior skills and commuimieaexchanges. As a result, parenting
stress may decrease with child gains in treatmeegt Communication, adaptive functioning) and

increases in parent self-efficacy.

However, Hastings (2002) noted that the Deater-Beet&k model assumed directionality
and may be missing other links that are importameiation to child disruptive behavior and
parenting behavior. The current evidence in thpigaal literature is limited to support all of
the elements within the original model. Therefdtastings proposed an expanded model of the
associations that included parenting psychologesdurces (e.g., coping, self-efficacy) and
parental negative emotional reactions that may alegle in childhood behavior problems and
parent stress. For example, parents of childréim mgh rates of problem behaviors may use
inappropriate coping strategies that maintain ordase problem behaviors. For instance, Pottie
and Ingram (2008) followed 93 parents over a 12kweiod and assessed bi-weekly stressful
situations in the parent-child relationship, aslwslhow parents chose to cope in response to the

stressor. They found that as parents used diginaobping strategies in response to a daily

59



parental stressor, they reported less daily negatiood. Although some coping strategies may
be effective in the short-term for parents of aaldwith ASD, more research is warranted to see
if such parent behavior may exacerbate childhoddwer problems when children are required
to listen (i.e., comply) to parental demands. €fme, some coping strategies may cause longer
lasting effects on parental mental health andestme time not address the on-going child
disruptive behavior problems. In conclusion, th@ay be more factors that account for the
interactions between childhood behavior problerasgiting stress, and parenting behavior than
the previous model proposed by Deater-Deckard fuantider research is needed to link each

association.

Despite the models identifying childhood behavimippems as a major component of
parent stress and parenting behavior, it is uneléather parents in the general community are
receiving adequate training to handle the aspdahilal disruptive behavior problems that are
emitted by many children with ASD. For instangeaisample of 47 parents of 2-to 3-year-old
children at risk for various DDs, the occurrencenafppropriate child behavior was followed by
unintentional positive reinforcement 77% of thedi(Passey & Feldman, 2004). The high rate
of reinforcement increases the likelihood of futum@ppropriate behaviors. In theory,
inappropriate behaviors will exacerbate parensstrdn turn, high levels of parental stress may
lead parents to change parenting behaviors suaticading lengthy conflicts with their child by
giving into temper tantrums. Furthermore, thereasie evidence that community mental health
agencies providing services to parents of chiladvéh ASD and co-occurring disruptive
behavior problems are not adequately incorporamgirically-supported parent training
strategies within treatment (Brookman-Frazee, TraydGarland, 2010). For example,

Brookman-Frazee and colleagues examined the includiparenting strategies in treatment
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delivered through a community mental health agdacyparents and children with ASD. They
found the amount and thoroughness of the strategssred to be at relatively low intensity
compared to standard parenting programs for chmldnéh disruptive behavior problems.

Specifically, parents who are provided with moremnse treatments designed for children
with disruptive behavior problems may subsequentlyease their parental self-efficacy (e.qg.,
limit-setting behaviors) as well as decrease lewk[zarenting stress. The current literature is
unclear if parent training programs for childrentwASD are targeting child disruptive behavior
problems in addition to ASD symptoms and if so wieetspecific parent training programs are
reducing parent stress in the parenting role, impgpchild compliance, and increasing parental
self-efficacy.

As child-rearing in general adds a number of resglities and stressors to parents of
even typically-developing children (Crnic & Greenipel990), parents of children with DDs,
including ASD, appear to be at heightened riskeferations in parenting stress compared to
those of typically-developing children (Blacher &Mtyre, 2006; Dunn, et al., 2001,
Eisenhower, et al., 2005; Gupta, 2007). For ircgasupta (2007) reported that parents of
children with a DD reported higher levels of panegtstress on the Parent Stress Index (PSI:
Abidin, 1995) than parents of children with ADHDI\H asthma, and typically developing

controls.

Additionally, Eisenhower, Baker, and Blacher (208%xmined differences in parenting
stress within children with ID and a subset of coworing disorders. Data from parents of
children with Down Syndrome, Cerebral Palsy, ASbditferentiated delays, and typically-
developing children were collected when childremensges 3, 4, and 5 years. Results indicated

that parents of children with ASD had higher levadparenting stress as measured by perceived
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child negative impact scores on the Family Impast€ionnaire (FIQ; Donenberg & Baker,
1993) at all but age 5 when they were only slighdlyer than scores from families with children
with Cerebral Palsy. Moreover, even after conimglfor childhood behavior problems and
cognitive level, parents of children with ASD sekhibited higher rates of parenting stress than
other parents of children with other DDs. The fngdthat parents of children with ASD have
higher levels of parent stress even after contlor other childhood variables, suggests that
there are multiple areas of potential stressorqwgaeenting a child with ASD. The authors
noted that since children with ASD have deficitd @noblem behaviors in multiple areas,
parents are exposed to different issues (e.gedtgry, communication issues) that may not be
captured on standard childhood psychological meadfiue., Child Behavior Checklist, CBCL,
Achenbach, 2001). Therefore, more research isanted to expand measures to capture all
potential areas of child problems that may addai@pt-child related stress in the ASD
population. Also, current parent training progrdorschild disruptive behavior problems may
benefit from the knowledge of specific ASD problaneas (e.g., stereotypy, communication

deficits, etc.) outlined in the literature.

Since approximately two-thirds of parents of cheldwith ASD report experiencing
clinically significant levels of child-related st®(Tomanik, Harris, & Hawkins, 2004), a number
of researchers have examined areas of potentaissirs for parents of children with ASD.
Specifically, Hastings and Johnson (2001) repattieti parenting stress in parents of children
with ASD was associated with increased child symatimlogy and severity of impairment. Not
only does a parent of a child with ASD take cargypfcal parenting activities, he/she must also
deal with a number of other obligations in his/parenting role to rear his/her child. These

additional tasks can include several medical cppmimtments for diagnosis and check-ups (e.qg.,
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pediatrician, psychologist), scheduling, attendaaoé participation of child treatment
components [e.g., speech therapy, occupationaplgemtensive early intervention programs
(IEIP)], and parental involvement in activitiesatd to their child’s condition (e.g., attending
support groups, reading material on ASD, etc.).trAatment regimens can differ significantly
based on geographic location, family beliefs, atetiofactors such as funding, parents of
children with ASD have typically tried between Mahdifferent types of therapy and most
families currently take part in 4 to 6 therapie®if@sKochel, Myers, & Mackintosh, 2007).
However, despite the empirical evidence for treatisigrounded in applied behavior analysis to
reduce ASD symptomatology, there are other treatimgions for parents of children with ASD
that do not have empirical support (e.g., spedebdalternative medicine). The conflicting
message of therapy treatments can be especiallgrgiag for parents when seeking help for
their children, as they are often put on earlyrivgation waitlists for empirically-based services.
Additionally, funding treatments can be very expeaso the families if health insurance
programs or governmental agencies do not competreatenent providers for services

provided.

Effects of Parent Stress. Researchers have concluded that children who $dgihein
symptom severity and low in adaptive behavior skillior to intervention are less likely to have
as many gains as children who score low in symewverity and high in adaptive behavior
skills (Perry, Cummings, Geier, Freeman, Hughebahaghan et al., 2011; Ben ltzchak &
Zachor, 2011). However, the level of parentingsdrwithin an ASD population has been shown
to have an effect above and beyond initial childrebteristics. For instance, Robbins, Dunlap,
and Plienis (1991) were the first to empiricallycdment that levels of parenting stress were

inversely related to child outcome within an ASDppation. More recently, researchers have
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demonstrated that initial levels of parenting strlead detrimental effects on acquiring
educational and adaptive functioning skills (OslepticHugh, Saunders, & Reed, 2008).
Osborne and colleagues examined families afterl® tmonths of a combination of ongoing
time-intensive programs (>15.6 hours/week) foraraih with ASD aged 2.6 to 4.0 years. They
found that parents’ initial levels of stress hattideental effects on child outcome gains in the
area of educational and adaptive functioning skiltss also interesting to note that intellectual
functioning was not influenced by levels of paregtstress. The finding that intellectual
functioning is not influenced by parenting stressyradd additional support to the view that

behavior problems are most concerning and susdepdiparenting stress.

Furthermore parenting stress may affect motherdathdrs differently. Davis and Carter
(2008) found that mothers tend to be more affebtetheir children’s eating habits, sleeping
behaviors, and emotional problems, whereas fatrersnore affected by their children’s
externalizing behaviors. Although parents of a@idwith ASD appear to be most susceptible to
stress in the parenting role, their level of stretated to general life stressors is no highen tha
that of the general populations (Osborne & Ree@820The elevation of stress in the parenting
role is likely caused by the added challengesisfimg a child with special needs who has
deficits in communication, education, and adapsiidls, as well as likely having a number of
behavioral problems. Therefore, it is importanhtde that parents of children with ASD may
experience stress from other aspects of theintitepertaining directly to the parenting role.
However, for the current study the term ‘parentadss’ addresses stress within the parenting
role and not general stress from daily living atit® outside the parenting role such as work or

marital conflict.
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Given that parenting stress in parents of childveh ASD is linked in some way with
child disruptive behavior problems, researchersehzagun to examine the directionality of the
association and analyze which variables may infltegrarenting stress. A number of
researchers focusing on non-ASD populations hage/sta direct link between parenting stress
and child behavior problems (Anthony et al., 20BE&der, 2006), however few studies have
examined similar questions within an ASD populatiéior instance, Lecavalier, et al. (2006)
reported a bi-directional link between parentingss and child behavior problems in 293
children and adolescents with ASD across a 1-yeaog@. The authors found that parent stress
and behavior problems exacerbated each other dilnagime period. Moreover, Osborne and
Reed (2010) found a bi-directional link betweengpéing stress and perceived parenting
behaviors among 138 families with a child with ASBpecifically, parenting stress and the
parent behaviors of involvement, limit-setting, amhmunication with the child, interacted
across time. Hence, the lower the level of pangnsiress, the more favorable parents perceived
their involvement with their child, their abilitp thave adequate limit-setting for their child, and
finally better communication skills with their ctil However, the parenting behavior of
supporting child autonomy was not associated wattepting stress. Although supporting child
autonomy was not associated with parent stresdintieg that other perceived parenting
behaviors were linked with levels of parent stmasy allow further examination of how
treatment programs for parents of children with A&ID incorporate those skills to foster

parental self-efficacy.

Par enting Strategiesand Parent Training. Realizing that certain parenting behaviors
may directly relate to childhood behavior problemwsr and above parent stress, Osborne,

McHugh, Saunders, and Reed (2008) analyzed théo&hkeen parent stress, parent behavior of
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limit-setting, and child behavior problems over-mn®nth period among families with children
with ASD. The parent behavior of limit-setting negted the relationship between parenting
stress and subsequent childhood behavior problems finding suggests that there may be
certain parenting behaviors that may elicit moeg|frent and perhaps more severe child behavior
problems. Therefore, as suggested in the litezatatervention programs that focus on
providing behavior management skills may have atsuitial benefit for both the parent and the
child (Lovaas & Smith, 2003). There is widesprsagport for treatments aimed at specialized
behavior management techniques to reduce childgarobehavior and specific behavior
analytic treatment approaches that reduce ASD symgtblogy. A combination of the
behavioral methods may be best suited to prombealhy parent-child relationship that fosters
the developmental and intellectual needs of thielchiowever, the current treatment outcome
literature within the parent training programs gsioehavior analytic strategies to reduce ASD
symptomatology is unclear regarding the extenthalvparents of children with ASD and co-
occurring disruptive behavior problems are recgj\specialized skills to specifically target and

reduce child disruptive behavior problems over anove ASD symptoms.

Although teaching behavioral skills to parents lifdren with ASD has been conducted
in several modalities since the 1980s, most atiaritas been on teaching the parent to deliver
learning-based opportunities to his/her child guee ASD symptoms, and not primarily on
behavioral management techniques often used wiltireh with disruptive behavior.
Researchers have often suggested that treatingtphséress should take place after initial
parenting programs designed to deliver learningtdasterventions or become a separate
treatment all together. In fact, few treatmentoute studies within the ASD literature have

examined interventions that assess child behavab@ms, parenting stress, and parenting
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behaviors simultaneously. The current literatgrenclear whether many families are receiving
behavioral management training specifically fodaldlisruptive behavior problems at the onset
of treatment, or if they are, the extent to whicis delivered. The absence of such training may
decrease parental ability to handle disruptive biginand decrease opportunities for a child to
learn new tasks in the home. Additionally, theaizre of such training could continuate an on
going cycle of reinforcement for child disruptivehavior problems. Parents who have high
self-efficacy and practice behavioral managemaestirtigues may allow more opportunities for
children to acquire skills and lower symptom seyeriTherefore, increases in parent self-
efficacy may lead to an increase in child skilldyem the parent-child relationship, and in turn
may later improve child response to interventiomd potentially lower parental stress caused by
the parenting role. Further research is warraatethe components of parent training programs
used with the ASD population to determine the aff@f treatment on both parenting behavior

and child behavior.

Overview of Treatments|nvolving Parents

Traditionally, the role of parent training intertiems have differed between parents of
children with ASD and parents of children with digtive behavior problems. Although both
traditions are based on operant conditioning proees) historically parents of children with
ASD have been included in training to learn methodgach their children specific skills (e.g.,
functional play, communication, joint attentiongrpnts of children with disruptive behaviors,
however, have historically been included to imprpaeenting practices to increase child
compliance and reduce disruptive problem behays®e Brookman-Frazee, Vismara, Drahota,
Stahmer, & Openden, 2009; Brookman-Frazee et@06 Xor review). For this reason, few

studies within the ASD literature have looked aepéing behavior, parent stress, and child
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behavior problems simultaneously. While there jpmacity of research on parental behavior and
its impact on child disruptive behavior within tA&D population, there is a plethora of research
on the efficacy of including parents in the impleration of applied behavior analytic
treatments for children with ASD to foster childliskin the areas of development, education,
and adaptive functioning. In fact the National &esh Council (NRC, 2001) considers the use
of parents as treatment providers an essential goemt of intervention. The ideal that parents
have many opportunities to expand and generalille sk their children throughout the day is a
commonality in treatments for children with ASDs A whole, parents generally take part in at
least some aspects of treatment for children wiDA with varying degrees of involvement.

The degree of involvement can vary widely by fanaihd intervention services with some
parents spending several hours a week employingf&péirect teaching trials, others
incorporating naturalistic (i.e., incidental) legxg opportunities, and others working with
professional agencies (e.g., school departmenithheaurance) to ensure adequate treatment of
their children. In addition, many parents take paa combination of the three roles (see
Matson, Mahan, and Matson, 2009 for review of mashaf parent training).

For instance, one of the most widely employed ugrtions to date for children with
ASDs, the UCLA model (i.e., the Lovaas method)|udes the role of family participation and
meets the criteria by Chambless and collegues (Gleas et al., 1998; Chambless et al., 1996)
to be a “well-established” treatment as reviewedRbgers and Vismara (2008). Smith (2010)
described the role of family participation withimetUCLA model. He stated that parent roles in
intervention are to attend team meetings and ajgpobthe current curriculum for their child,
work alongside a team member for 5 hours a weeRB-#bmonths and become an effective

therapist for their child, and to facilitate playogps and appropriate school placements.
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Additionally, several other comprehensive treatradot children with ASDs include the
use of parents as interventionists. For exampla,review of Pivotal Response Training (PRT),
Koegel and colleagues described the parent roleganvention as attending parent training
sessions, establishing motivational techniquesb@ece learning opportunities to children (e.g.
child choice, reinforcing attempts), and to praes&ills learned in training in the natural
environment (Koegel, Koegel, Vernon, & Brookman#ae, 2010). Recently, group-based
parent training of PRT was effective for parenta¢quire treatment fidelity and increases in
child language were noted (Minjarez, Williams, Merc& Hardan, 2011). Moreover, other
comprehensive, manual-based behavior analytiomeatmodels, such as the Treatment and
Education of Autistic and related Communication giaapped Children (TEACCH), the
Denver Model, the Early Steps Denver Model, PosiBehavior Support (PBS), and
DIR/Floortime also incorporate parents within intamtion to reduce ASD symptoms.

Singer, Ethridge, and Aldana (2007) analyzed tivagoy and secondary effects of parent
training for children with a number of DDs. Althgluthe array of studies included a broad
range of parenting programs for different DD, 4l programs specifically addressed an all-
ASD population. Additionally each of the 4 progsahad different components within
treatment. Despite the methodological complexiiethe review, Singer et al concluded that
incorporating parents in intervention did not Iéadncreases in parental distress (i.e., depressive
symptoms). Although parental distress did notease with parent training, outcome measures
of parent stress did not illustrate significantuetibns in response to training. Future research
may benefit from identifying components of treatmsethat may lead to reductions in parent
stress within the ASD population. Overall, it isar that comprehensive and structured

interventions improve symptoms of ASD, and thaepés are capable and encouraged to
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participate in child treatment. However, paremtablvement tends to vary in time and content
(e.q., child-directed treatment for ASD specifiecrgptoms, parent-directed treatment for
strategies to improve overall mental health).

As outlined above, the traditional goal of pareainting within the ASD population is to
provide parents effective teaching strategiesHeirtchildren’s ASD symptoms. While parents
may be learning the specific skills to incorporatenalized teaching to children with ASD, it is
unclear whether they are receiving adequate p&aning strategies to specifically target child
disruptive behavior problems that frequently odouthis population, as well as strategies to
decrease heightened levels of parent stress (Braokazee et al., 2009; Brookman-Frazee,
Taylor, & Garland, 2010). Although some traditibASD parent training methods have
assessed parenting stress, the methodology forumegstress lacks the rigor of studies
examining stress in parents of children with disingobehavior problems. For instance, an often-
sighted study analyzing the treatment effects of BiRKoegel, Bimbela, and Schreibman
(1996) recorded levels of stress by an observeedaueraction between a parent and child.
The coded interaction may not necessarily represeecrease in parent stress levels across
time. A current stress level assessed via paspurt is more commonly used in the literature
for parents of children with disruptive behaviooplems.

The impact of demands on parents of children wiDAthe content parents learn in
training, and the outcomes of child disruptive hetiaproblems and parent stress after parent-
training programs remains largely unknown. Howetteg, call for collaboration between
parenting programs designed for children with ASId enore standard programs designed for
children with elevated disruptive behavior problgiBsookman-Frazee et al., 2006) has led to

the development of merged parenting programs dedignth for improvements in ASD
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symptoms as well as decreases in disruptive behaldespite the adaptations and creation of
such hybrid programs, the dissemination of suclgiamms within the United States has been
relatively sparse (Mazzucchelli, Studman, Whittiagh & Sofronoff, 201Q0) Additionally,

there are still few studies documenting decreasesiienting stress within the parenting role
within the ASD population after standard parenfnggrams for children with disruptive
behavior problems have been implemented.

For example the Standard Stepping Stones TripleSTP; Sanders, Mazzucchelli, &
Studman, 2003), an additional component of thetRedParenting Program (Triple-P; Sanders,
Markie-Dadds, & Turner, 2001) for children with diptive behavior, has been developed to
meet the needs of families with children with distaibs including ASDs. Sanders and his
colleagues developed a five-tier approach withe@3I$TP to encompass the varying degrees of
needs of families ranging from general parentirigrmation to enhanced behavioral family
intervention for families with greater parentindfidulties or concerns with their child’s
development or behavior. SSTP aims to increasenpalrself-efficacy, reduce ineffective
discipline strategies, improve parental stresspsitive coping strategies, improve parental
communication in roles of parenting, and develogpt’ ability to problem-solve their
children’s challenging behavior by teaching funetibanalytic strategies. In addition, SSTP
also emphasizes child growth in the areas of conicatian, adaptive behavior, and educational
skills. Acceptability of the program was assessddmilies of children with ASD and parental
response was positive (Whittingham, Sofronoff, &fileld, 2006).

Additionally, an RCT of SSTP assessed 59 familigh @+ to 9-year-olds with ASD
(Whittingham, Sofronoff, Sheffield, & Sanders, 2@09 Findings suggest that SSTP is a

promising intervention for parents of a child wisD, with improvements in overall child
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behavior, parenting management practices, and psefrefficacy. Moreover, participation in
SSTP altered parents’ attributions of their chitdsedisruptive behavior (Whittingham,

Sofronoff, Sheffield, & Sanders, 2009b). Specificaafter intervention, parents were more
likely to believe that their child’s behavior canange and the child’s behavior was not an
intrinsic factor attributable to their diagnosibhis finding suggests that parents without
intervention may not intervene during child distuptbehavior problems because the behavior
may be perceived as an intrinsic factor of thedihitondition instead of a functional response to
the environment. The lack of intervention for digive behavior problems may lead to a pattern
of interaction maintained by avoidance or escapm fparental demand. Further, without
intervention, parents may overreact to child diiigpbehavior out of frustration and may
possibly lead to attention-maintained behavior.rédwer, decreases in child disruptive behavior
and improvements in parent-self efficacy may lealddtter treatment outcomes for children with
ASD.

Lastly, parents were satisfied with the program famuchd it helpful in their parenting role
(Whittingham, Sofronoff, Sheffield, & Sanders, 206D9 Interestingly, although the authors
noted concern of parents implementing timeout ptaoes for children with ASD, the majority
(75%) of the parents had tried the timeout procedvithin the program. The authors indicated
that if done properly and for the right behavidisieout was effective and helpful for parents.

In addition to timeout, parents also found straeghat involved physical guidance and blocking
to be helpful. Although Plant and Sanders (200éhtl no change in maternal distress (i.e.
combination of scores of depression, anxiety, arebs) after SSTP treatment, further studies
using the SSTP may benefit from assessing strabg iparenting role to determine whether

changes occur throughout training and at follow-up.
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Other parent training programs such as the Incledibars and Parent-Child Interaction
Therapy (PCIT) have also been used within the ASpufation, however the dissemination of
such programs to community settings is largely wwkm In addition, limitations in the existing
literature, such as small sample size and nonelgumiveneasures of parent stress, do not allow
for cross comparison of treatment effects and gegizability. However, the behavior analytic
strategies utilized in PCIT (Greco, Sorrell, & MaN@001) and previous success for families
with children with intellectual disability (Bagné& Eyberg, 2007) seem likely to be well
received by those delivering current parent trarior reducing ASD symptomatology as the
treatment includes several opportunities for pesiteinforcement and incidental teaching
embedded within parent-child interactions. In dosion, more research is warranted on the
effects of parental stress and ASD symptomatolaggs$ponse to standard parenting programs
primarily designed for children with disruptive laetor problems.

There are additional issues related to the dissaioimof parent training within the
existing literature. For instance, all of the babaanalytic treatment models designed to
improve ASD symptomatology mentioned above haveetsghat target child disruptive
behavior problems (e.g., functional assessmentaiflem behavior, selective attention, behavior
momentum, behavior specific praise). However timeent literature is unclear if the specific
intervention strategies to reduce problem behaered by a therapist or are taught and
implemented by the parent to the extent standarehp@rograms are utilized for children with
disruptive behavior problems. As the prevalente i@ ASD and co-occurring disruptive
behavior problems is high, parent psychoeducatmohimplementation of specialized parenting
skills for reduction in disruptive problem behaw@ong with specialized skills to improve ASD

symptoms is warranted. Treatment outcome studisgded explicitly for ASD
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symptomatology often fail to report a reductiorpmoblem behavior while they do report
improvements in the core ASD symptom are&sirther clarification is needed to determine
whether current behavior analytic programs are emeduchild disruptive behavior problems both
with a therapist as well as with the caregiver ssrgettings. Supplementary parent training
protocols outlining when intervention for disrugiteehavior of children with ASD should occur
may also add to the existing literature to supparent-implemented treatment for children with
ASD. Moreover, research on the effect of treatnoenparent stress is warranted to determine
whether certain programs may reduce stress indgtenping role. Additionally, tracking the
level of child disruptive behavior problems and éfiect of parent stress levels may add clarity
to the current literature.
Summary

It is evident from reviewing the existing literaguon the complexities of parenting a
child with ASD that there continues to be a gresgdhfor further research in this area. Although
there is a growing field examining parenting valégbwithin the ASD population, there is much
more to be discovered about the associations batpeenting behavior, child behavior, and
overall family functioning. The limited literatuseithin the ASD population on associations
between parental stress, parenting styles, pagffreflicacy, and child disruptive behavior
problems contributes to the difficulty in understary and establishing key interactions within
the parent-child relationship. This informationyriarther develop components of successful
parent-training intervention programs for childreith ASD and comorbid disruptive problem
behaviors. Specifically more research is warratmashderstand how parenting skills and

parental stress in the parenting role may affeddicbod behavior problems.
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It has been widely established that parents oticrl with ASD have elevated levels of
parent stress (Blacher & Mcintyre, 2006; Dunn et2001; Eisenhower et al., 2005, 2009;
Gupta, 2007; Tomanik et al., 2004). Additiona#igyeral studies have reported elevated levels
of child disruptive behavior problems resultingnterference of daily living skills and a
disrupted parent-child relationship (Gadow, et2005; Lecavalier, 2006; Lecavalier et al.,
2006; Tonge & Einfeld, 2003). Although a numberegearchers focusing on non-ASD
populations have shown a direct link between pargrdtress and child behavior problems
(Anthony et al., 2005; Blader, 2006), few studiagdnexamined similar questions within an
ASD population. For instance, a few studies hdas high levels of parenting stress to be
associated with higher levels of child impairmenticome, and symptomatology (Robbins et al.,
1991; Hastings & Johnson, 2001, Osborne, et ab8R0Additionally, Lecavalier, et al. (2006)
reported a bi-directional link between parentingss and child behavior problems. Also,
Osborne and Reed (2010) found that the levels i@piaag stress and the parent behaviors of
involvement, limit-setting, and communication witte child, interacted across time. Further
Osborne and colleagues (2008) analyzed the linkdw®at parent stress, parent behavior of limit-
setting, and child behavior problems and found th@tparent behavior of limit-setting mediated
the relationship between parenting stress and guksé childhood behavior problems. This
finding suggests that there may be certain pargitt@haviors that may elicit more frequent and
perhaps more severe child behavior problems. Ta&mowledge, no other study has been
conducted that replicate this finding. Future agsk should assess these variables and
determine if similar results occur while discussihg implications for parent-training programs

for parents of children with ASD and comorbid diue behavior problems.
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There is a paucity of research that has examinid lobhavior problems, parenting
stress, and parenting behaviors simultaneouslyimitie ASD literature. The current literature
is unclear whether many families are receiving betral management training specifically for
child disruptive behavior problems at the onsdtedtment, or if they are, the extent to which it
is delivered. The absence of such training mayedse parental ability to handle disruptive
behavior and decrease opportunities for their dioileéarn new tasks in the home. Additionally,
the absence of such training could continuate goiog cycle of reinforcement for child
disruptive behavior problems. Parents who havhk bkélf-efficacy and practice behavioral
management techniques may allow more opporturidreshildren to acquire skills and lower
symptom severity. Therefore, increases in parelfte$ficacy may lead to an increase in child
skills early in the parent-child relationship, andurn may later improve child response to
interventions and potentially lower parental stremssed by the parenting role. Investigation of
the associations between parent stress, parentibghend child disruptive behavior problems
will assist in understanding the components ofttneat that will likely cause the most positive

change.
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Table 1
Descriptive Data on Measures with Clinical Cutodb&s

n Mean SD % Clinical Range  Clinical Cutoff

PSI Total 128 83.98 18.70 37% > 90
PSI Parental Distress 128 33.35 8.99 38% > 35
ECBI Intensity 128 128.64 37.01 41% > 131
ECBI Problem 127 1257 7.95 36% > 15
GARS-2 Autism Index 113  96.57 18.30 91% > 69

Note: PSI Total = Parent Stress Index — SF Total,FRarental Distress = Parental Distress Subsoate Parent
Stress Index — SF. ECBI Intensity = Eyberg Childh®&or Inventory Intensity Subscale, ECBI Problerfayberg
Child Behavior Inventory Problem Subscale, Autisrddx = Gilliam Autism Rating Scale Autism Index
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Table 2
Dimension of Parenting and Child Symptoms withim#ies

Variable PSI Total PD ECBI ECBI Autism PSOC PSOC PS Total PS Laxness
Subscale Intensity Problem Index Total Efficacy

PSI Total -

PD Subscale 132%** -

ECBI Intensity 217 A438*** -

ECBI Problem .668*** .501*** . 788*** -

Autism Index .516*** .382%** A481*** .324%** -

PSOC Total -639%* - 600***  -440**  -531%* - 3H*** -

PSOC Efficacy  -.446***  -433** . 275* - 449%x* -228** .845%** -

PS Total .215% 197* .255%* 374%%* .105 -414%* - 366%* -

PS Laxness .138 122 132 .235** .205* -.370%** 094+ .813*** -
PS Overreact .260**  212* .263** .385%** .025 -.389%** -.327%** .824*** AT76%**

Note: PSI Total = Parent Stress Index — SF TofalSBbscale = Parental Distress Subscale from P&tezds Index — SF. ECBI Intensity = Eyberg Child
Behavior Inventory Intensity Subscale, ECBI Probleiayberg Child Behavior Inventory Problem SubscAlgtism Index = Gilliam Autism Rating Scale
Autism Index, PSOC Total = Parent Sense of Compgt&ntal, PSOC Efficacy = Parent Sense of Competé&fiicacy Subscale, PS Total = Parenting Scale
Total, PS Laxness = Parenting Scale Laxness Sah$e8lOverreactivity = Parenting Scale Overreagtiyubscale.

*p < .05. **p<.01. **p<.001
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Table 3
Bootstrap Analyses of Indirect Effects for Mediatigodel

Independent Mediator Dependent SEof mean 95% CI for mean
variable Variable variable indirect effect
PSI Total PS Total ECBI Intensity  .0369 .0038 to .1573*
PD subscale PS Total ECBI Intensity  .1157 .0182 to .5012*
PSI Total Overreactivity subscale ECBI Intensity  .0428 -.0132 to .1573
PD subscale Overreactivity subscale ECBI Intensity  .1345 .0068 to .5683*
PSI Total PSOC Efficacy ECBI Intensity  .0785 -.2451 to .0594
PD subscale PSOC Efficacy ECBI Intensity  .1997 -.2979 to .5083
PSI Total PSOC Efficacy ECBI Problem  .0159 -.0018 to .0614
PD subscale PSOC Efficacy ECBI Problem .0355 .Qa70699*

Note: Note: PSI Total = Parent Stress Index — S®aITBED Subscale = Parental Distress Subscale from
Parent Stress Index — SF. ECBI Intensity = EyberdBehavior Inventory Intensity Subscale, ECBI
Problem = Eyberg Child Behavior Inventory Problenb&cale, PSOC Efficacy = Parent Sense of
Competency Efficacy Subscale, PS Total = Parer8taje Total, Overreactivity Subscale = Parenting
Scale Overreactivity Subscale.

*p<.05
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Figure 1 Parent and Child Mediation Model within Autism Spam Disorders
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