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Before the 
memories 
fade, I’d 
like to re-
call some 
of the high-
lights of 
this year’s 
Division 33 
APA Pro-
gram, 

where we honored all of our graduate 
students and early career professionals 
(ECPs).  I asked some of our outstand-
ing presenters to share their “favorite 
things” about this year’s program, and 
to provide a take-away message from 
the research that they presented. As 
you read these, I hope you will con-
clude that the future is indeed bright 
for Division 33!   
 
Thanks to everyone who contributed 
to the program this year, and for your 
support of Division 33.  
 

Jessica Bradshaw, Graduate Student, 
Gevirtz Graduate School of Education, 
University of California-Santa Barbara 
 
We examined the impact of a brief 
parent-mediated intervention using 
motivational procedures of Pivotal Re-
sponse Treatment (PRT) on improving 
social engagement for 6-month-old 
infants exhibiting early sign of autism. 
Results indicated that each infant ex-
hibited a stable pattern of abnormally 

low social engagement prior to onset 
of intervention. After intervention, all 
infants showed large gains in social 
engagement during play with a caregiv-
er. Specifically, they improved in social 
smiling and social interest during par-
ent-infant interactions. We hope the 
development of effective early inter-
ventions for infants as early as six 
months can serve as a resource for 
parents and professionals who might 
be concerned about early signs of au-
tism. Also, this study suggests that 
some parent concerns regarding their 
infant's social behavior are valid and 
we can help to reduce stress and im-
prove infant behavior through very 
simple and cost-effective intervention 
methods. We hope to continue re-
searching the long-term effectiveness 
of this intervention.  
 
My favorite thing:  
I was particularly impressed with the 
conversations regarding the intersec-
tions of intellectual disability and au-
tism spectrum disorder. These discus-
sions highlighted the importance of 
continued research efforts in early 
identification and intervention for not 
only autism spectrum disorders but for 
all children showing early signs of de-
velopmental delays.  
  
Willa Marquis, Graduate Student, De-
partment of Psychology, UCLA: 
 
Project Summary and Take-Away:  
There were two main take-away mes-
sages from my presentation.  First, our 
findings support previous research 

indicating a delay status disparity in 
sports participation and extend them 
to a younger, school-aged sam-
ple.  Second, our study suggests that 
sports participation may have a special 
significance for children with Intellec-
tual Disability (ID).  The association 
between mental health outcomes (i.e., 
externalizing behavior problems) and 
sports participation differed based on 
child delay status, and predictive and 
concurrent relationships between 
sports participation and social adjust-
ment were present for the ID sample 
but not for the typically developing 
(TD) sample.  Knowing the challenges 
associated with clinical treatment of 
comorbid mental health disorders in 
children with ID, I think it is important 
to explore alternative contributors, like 
sports, to positive adjustment.  We are 
in the process of collecting 15-year 
data from our longitudinal sample and 
plan to examine parent and child inter-
view data regarding the significance of 
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Blacher continued... 
sports for the mental health and so-
cial identities of our teen sample. 
 
My favorite thing:  
One of my favorite experiences from 
this meeting was attending the sym-
posium "Intellectual Disability and 
the Death Penalty - The Law and the 
Science."  It was fascinating to hear 
about the intersection of our field 
with the legal system and to hear 
about the widespread implications 
that our work can have beyond the 
academic realm.  That and the Divi-
sion 33 social hour, of course! 
 
 
Jason Baker, Ph.D., Assistant Profes-
sor of Child & Adolescent Studies, 
California State University-Fullerton 
My favorite thing:  
Although not necessarily specific to 
this year, my favorite thing about APA 
is by far the people of Division 33. In 
addition to producing high quality 
work and fostering an impressive 
camaraderie among its members, 
what is most notable about this 
group is the degree to which every-
one cares deeply about how our work 
can help individuals with intellectual 
and developmental disabilities and 
their families.  
 

Project Summary and Take-Away:  
Complex developmental outcomes 
are often conceptualized as multi-
determined by a number of biologi-
cal, psychological, and environmental 
factors over time. However, relatively 
few studies consider these domains 
simultaneously, particularly in popu-
lations characterized by difficulties 
with known biological underpin-
nings.  Children with fetal alcohol 

 
 

spectrum disorders (FASD) are at 
high risk for poor outcomes related 
to externalizing problems and anti-
social behavior, and these difficul-
ties are frequently considered to be 
a product of permanent neurologic 
dysfunction.  Using a combination of 
direct neuropsychological testing 
and careful observation of struc-
tured laboratory tasks, our study of 
a small group of young children with 
FASD revealed clear, independent 
contributions of both child (e.g., 
basic impulse control, emotion regu-
lation) and environmental (caregiver 
co-regulation) factors to children’s 
ability to resist touching a prohibit-
ed object—an index of self-
regulation and moral internalization. 
Indeed, child and environmental 
factors each predicted approximate-
ly one quarter of the variance in 
children’s ability to resist rule viola-
tion, underscoring the complex na-
ture of resilience in these children 
and suggesting diverse avenues for 
intervention and/or tertiary preven-
tion. We are continuing to augment 
our sample to permit consideration 
of more complex interactive models 
and to further increase confidence 
in the representativeness of our 
findings.  

From the President: “My Favorite Things” from the APA Conference 
Jan Blacher 

University of California - Riverside 
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Thirteen years ago, John Jacobson 
wrote: “ Why, then, in the case of 
educational and health-related ser-
vices for children with autism spec-
trum disorder (ASD), do we find that 
most of the services that providers 
are prepared to offer are based on 
personal opinion, accumulated sub-
jective consensus, or sometimes ideo-
logical positions instead of practices 
with demonstrated outcomes? Why 
don’t these educational and clinical 
services have more to do with the 
question of whether children are 
learning?” (Jacobson, 2000).  In 2013, 
the term “evidence-based practices” 
is increasingly a mantra for psycholo-
gists, physicians, and special educa-
tors.    The Individuals with Disabili-
ties Education Act (IDEA), Part B, pro-
vides a legal basis in the U.S. for the 
required use of evidence-based edu-
cational practices for children ages 3-
21, and a number of reviews have 
been published in the past few years 
that assist practitioners to identify 
evidence- based practices effective 
for teaching and changing behavioral 
patterns of persons with ASD. 
 
 However, autism is increas-
ingly being identified in children 

both the Lovaas models and the 
Early Start Denver Model (ESDM) 
move out of the range of intellec-
tual disability and acquire sponta-
neous, meaningful language during 
this preschool period (Dawson et 
al., 2010; Remington et al., 2007; 
McEachin et al., 1993).    However, 
these interventions involve many 
hours a week of therapy by care-
fully trained personnel for an ex-
tended period of time and involve 
a level of cost and person-power 
that is typically beyond the ability 
of the public infant/toddler inter-
vention system to fund. 
 
 Over the past several 
years, funding from Autism Speaks 
stimulated a new effort to develop 
interventions for young children 
with autism that parents and other 
caregivers could implement during  
daily routines in children’s natural 
environments. Parent-
implemented interventions fit well 
within the Part C framework and 
values, and there is efficacy data 
for parent-implemented interven-
tions from young children with 
other disabilities and their families 
(see Wallace, & Rogers, 2010, for a 
recent review).   A growing body of 
evidence indicates that parenting 
styles have long-term effects on 
the language development of chil-
dren with autism (Siller & Sigman, 
2002, 2008). Parent-implemented 
interventions that fit inside daily 
routines have the potential to pro-
vide a greater level of intensity, 
consistency, and generalization 
than professionally delivered inter-
ventions.  
 
Several studies of parent-
implemented interventions for 

younger than 3, and public educa-
tion services for those children fall 
under Part C of IDEA.  This legal 
mandate for services for infants and 
toddlers with disabilities differ from 
those for older children in several 
ways, including its focus on support 
to families, and its requirements for 
multidisciplinary assessment, service 
delivery in natural environments, 
and family involvement and support.  
In many states, infant/toddler ser-
vices are delivered by state systems 
other than education, and services 
are typically provided to infants and 
toddlers at home or in daycare 
settings and directly involve parents 
or other caretakers.  Services often 
consist of separate, hourly, or week-
ly visits by professionals like speech 
and language therapy,  occupational 
and physical therapy, and early 
childhood special education. Visits 
often focus on immediate parent 
concerns, with some direct work 
with children, some parent coach-
ing, and some parent-professional 
discussion filling the hour. Too 
often, this means that there are vari-
ous professionals doing hands-on 
treatment with little basis in empiri-
cally-based practice, and giving par-
ents advice which is not coordinated 
among the professionals, with little 
evidence of treatment benefit 
(Dunst et al., 2007).  
 
   For toddlers and young 
children with autism, these earliest 
years hold the potential for enor-
mous growth. Intensive early inter-
vention can result in massive im-
provements in language ability, rap-
idly increasing IQ scores, and major 
improvements in behavior prob-
lems. The majority of young children 
with ASD who receive two years or 
more of intensive intervention in 

Empirically-Based Practice with Infants and Autism:  
Proceeding with Caution—Jacobson Award Winner 

Sally Rogers 
The MIND Institute, University of California Davis 
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Rogers (continued) 
these youngest children with autism 
have recently been published. 

These tend to be short-term 
studies of low-intensity, brief inter-
ventions focused on coaching parents 
to follow children’s leads, establish 
shared activities, respond to chil-
dren’s communicative intents, and 
join them in the activities that they 
are already engaged in, rather than 
directing them to new activities.  The-
se are the interactive techniques that 
best scaffold language development 
in typically developing children, and 
data from Siller and others demon-
strate that language progress in chil-
dren with autism is enhanced by the-
se techniques as well (Siller & Sigman, 
2002, 2008). A number of controlled 
studies have demonstrated that par-
ents successfully learn the techniques 
in relatively short periods of time 
(e.g., Vismara et al.,2013; Kasari et 
al., 2010; Carter et al.,2010; Green et 
al., 2010 ), and some studies that 
directly assess behavioral changes in 
children have also found positive 
effects on child communicative be-
havior (e.g. Vismara et al,  2008; 
Schertz et al., 2012).    However, not 
all studies demonstrate differential 
effects of experimental interventions 
over community interventions 
(Rogers et al, 2012; Green et al, 
2010).  And in very few studies is 
there evidence of child effects from 
standardized measures of IQ, lan-
guage development, or autism symp-
toms. 

 
Efforts to interpret the ra-

ther modest outcomes reported from 
these parent-implemented interven-
tion studies open up a number of 
questions involving methodology and 
interpretation and underline the diffi-
culty of conducting efficacy trials of 
this type of treatment in environ-
ments in which similar services are 
legally mandated.  One methodologi-
cal difficulty is the timing of these 
short-term studies.   It is often the 
case that throughout the 3-6 months 

the experimental and the community 
conditions may be minimal.  Unlike 
drug studies, early intervention studies 
cannot have no-treatment or placebo-
treatment groups. Intervention is a 
legal right and cannot be ethically with-
held.  This methodological problem 
could be addressed by using designs in 
which experimental children act as 
their own controls, like nonsequential 
multiple baseline designs (see Vismara 
et al. 2013 for a very convincing exam-
ple).                   

 
 A final difficulty is knowing 
what “dosage” of intervention is actual-
ly being delivered to children in parent-
implemented treatment studies. Par-
ents are taught certain techniques, and 
they demonstrate their learning during 
lab probes or videotaped home ses-
sions.  However, what parents imple-
ment at home, in their daily routines, 
day after day, is unknown, and we cur-
rently lack any objective means of 
measuring actual treatment delivery at 
home during parent-implemented in-
terventions without the presence of 
experimenters or other stimuli that 
would serve as cues for parents to in-
teract with their children in certain 
ways. Without knowing what and how 
much intervention has actually been 
delivered to children in the experi-
mental groups, we cannot determine 
whether small or null effects indicate 
an ineffective treatment approach, or 
an under-delivered intervention. This is 
an enormous methodological problem, 
because it means we have no way of 
assessing the independent variable in 
the experimental paradigm. 
 
  The response of young chil-
dren with autism, as a group, to inten-
sive, systematic interventions like the 
ESDM or Lovaas’s intervention ap-
proach, and the ability of parents to 
master these treatment techniques, 
suggest that parent-implemented inter-
ventions built on these effective prac-
tices and implemented throughout 
children’s waking hours should have at 
least as strong an effect as therapist-

between child enrollment and the 
end of the experimental interven-
tion period, the parent is actively 
learning the techniques.  This means 
that by definition the children can-
not be receiving the full “dose” of 
the intervention, because the parent 
is not completely trained in the 
method.   Thus in many studies, 
child outcome data are being gath-
ered just at the point that the par-
ent is mastering the techniques (see 
Rogers et al., 2012,for an example), 
rather than after a period of time in 
which the parent is actually fluent in 
the methods.  Lack of significant 
effects may reflect an ineffective 
treatment approach, or an inade-
quate dosage of an effective treat-
ment. One cannot discriminate be-
tween these choices when the treat-
ment period is also the parent learn-
ing period. 

 
A second difficulty is the 

use of a group of children and fami-
lies who are receiving community- 
based intervention services as a con-
trast group.  Since several hours a 
week of intervention is the public 
norm, and the service is a public 
mandate, children in comparison 
groups, and their parents,  are re-
ceiving early intervention from  in-
fant-toddler intervention services, 
and these parents are also well in-
formed about early ASD, given that 
they have enrolled in the research 
study.  It is clear from the outcome 
data in some of these studies that 
children in the community benefit 
from community services (see Carter 
et al., 2002; Rogers et al., 2012, for 
examples).  In some studies, the 
comparison group children are re-
ceiving far more hours of service 
than the experimental group is re-
ceiving. Since community infant-
toddler intervention services gener-
ally apply developmental models 
and teach parents to follow chil-
dren’s leads, engage in reciprocal 
play, and focus on child language 
learning, true differences between 



 5  

 

delivered interventions. We are 
not suggesting that parents need 
to become full-time therapists for 
their children. Parents already pro-
vide children’s most powerful 
learning experiences.  Further-
more,  interventions that are syn-
chronous with parent values and 
preferences and are built to fit into 
existing parent daily routines with 
their children do not have to place 
an undue burden on parents. Final-
ly, whatever parental burden en-
sues may replace the heavy burden 
that exists for too many parents 
who are raising a challenging child 
with autism without appropriate 
resources or needed help.  Thus, 
the potential seems to be real that 
well-designed parent-implemented 
interventions could have large pos-
itive effects on the development of 
infants and toddlers with ASD.   

However, even if we are 
successful in designing effective par-
ent-implemented interventions, we 
need to guard against an 
“inoculation” way of thinking about 
these treatments.  Parents who are 
delivering interventions at home 
need ongoing support  from their 
families, their social networks, and 
their communities, as well as from 
autism specialists, in order to foster 
positive development of the child 
and the family, a viewpoint clearly 
articulated in Bronfenbrenner’s eco-
logical systems model (1992).   In 
our efforts to spread limited autism 
resources to families and children 
with autism around the globe, we 
cannot depend only on relatively 
brief parent training to provide the 
ongoing intervention needed for 
children to thrive.  Just as we pro-
vide ongoing supervision, inservice 
training, and support to our clinical 
and university teams of autism ther-
apists to maintain and advance their 
skills and motivation, so we have to 
plan long-term community supports 
for parents into our short-term par-
ent-implemented intervention mod-
els.   When we develop effective 

models for parent-implementation 
that also provide long-term parent 
supports, then we will have a 
chance of providing the benefits of 
intensive early autism intervention 
to many more of the world’s chil-
dren.       
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school, I was primarily interested in 
pursuing treatment outcome research 
with children. I had taken an under-
graduate class with Saul Garfield, a 
professor at Washington University St. 
Louis, who was a pioneer in the adult 
psychotherapy outcome world.  Dr. 
Garfield was one of the first in the field 
to talk about measuring the effects of 
psychotherapy, and his work had a ma-
jor impact on me. Dr. Garfield’s course 
led to my interest in treatment out-
come research. In addition to this inter-
est, I also knew I wanted to work with 
children.  I was fortunate to be accept-
ed to work with Sheila Eyberg at the 
University of Florida for graduate 
school, where I received my Ph.D. in 
Clinical Psychology in 2007.   
 
Tell us about your graduate school 
research. 

During my first three years in 
graduate school I was involved in Dr. 
Eyberg’s NIMH-funded study of mainte-
nance treatment with Parent-Child In-
teraction Therapy (PCIT).  In this study--
in which all participants received PCIT 
and half were randomized to receive 
monthly maintenance booster sessions-
-we aimed to address the fact that a 
third of children who receive such 
treatments do not maintain their be-
havioral gains over time.   

For my master’s thesis, I ex-
amined the role of father involvement 
in contributing to treatment outcomes.  
 

 

As the new Early Career 
Representative to Division 33’s Exec-
utive Committee, I am excited to 
bring you a column in the newsletter 
focused on issues of relevance to 
Early Career Psychologists (ECPs).  
Division 33 has many ECP members, 
and these ECPs are doing important 
and impressive work in their schol-
arship, clinical service, and other 
pursuits.  In this issue, we highlight 
one such Early Career Psychologist, 
whose ground-breaking work has 
great relevance for children with 
intellectual and developmental disa-
bilities and their families.  

Dr. Daniel Bagner is an As-
sistant Professor at Florida Interna-
tional University. Dr. Bagner is an 
accomplished researcher, clinical 
psychologist, and instructor whose 
work has revealed important lessons 
about how Parent-Child Interaction 
Therapy and other treatments can 
be applied successfully to young 
children with developmental delays, 
children born premature, and chil-
dren from low income and under-
served and underrepresented racial 
and ethnic backgrounds.  I recently 
caught up with Dr. Bagner for an 
interview, in which he shared his 
research interests, his experiences 
as an Early Career Psychologist, and 
his advice for student members of 
Division 33. 
 
Tell us about your career path so 
far. What was your route to gradu-
ate school? 

As an undergraduate stu-
dent looking to go to graduate 

Early Career Psychologist Corner 
Abbey Eisenhower, Ph.D., 

Assistant Professor, University of Massachusetts Boston 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
An interview with Dr. Daniel Bagner 

Florida International University 
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Eisenhower  (continued) 
We found that, for children who 
received PCIT, fathers’ involvement 
in sessions helped maintain the be-
havioral gains they made in treat-
ment in the long term.  
 For my dissertation, I con-
ducted a randomized, controlled 
trial to determine whether PCIT 
would be effective for children with 
developmental delays (DD). This was 
supported by an NRSA and funding 
from Division 53. I found that PCIT 
was just as effective for children 
with DD as it is for children without 
DD.  
 
Tell us about your career path since 
graduate school.  

After graduate school, I 
went to Brown for my internship 
and then did a post-doc there, 
where I worked with Drs. Steve 
Sheinkopf and Barry Lester at the 
Brown Center for the Study of Chil-
dren at Risk.  I received an F-32 
NRSA post-doctoral fellowship from 
NICHD to examine the effectiveness 
of PCIT for children who were born 
premature. This is a high-risk group 
of children, with elevated rates of 
both DD and behavior problems. 
Similar to a DD sample, this group of 
parents often reports feeling more 
protective of their children and hav-
ing a hard time with discipline strat-
egies, making PCIT a good fit.  In 
doing this work, we learned that 
PCIT could be effective at a younger 
age than previously tested, including 
with children as young as 18 
months. 
 For the last 4.5 years, I 
have been at Florida International 
University as an Assistant Professor. 
I am in my final year of a K Award, 
which has allowed me to do re-
search applying the first phase of 
PCIT (i.e., Child-Directed Interaction) 
with very young children (ages 12-15 
months) from underserved back-
grounds. 
 
Parent-Child Interaction Therapy 

has been a central focus of your 
research. Can you describe the basic 
tenets of this treatment approach? 

PCIT is a behavioral parent-
training intervention to treat disrup-
tive behavior in preschool-age chil-
dren and was developed by Dr. Shei-
la Eyberg in the 1970s. It includes 
two distinct phases. The Child-
Directed Interaction phase focuses 
on strengthening the parent-child 
relationship in the context of play. 
Therapists teach parents to use posi-
tive attention for appropriate child 
behavior and ignoring in response to 
inappropriate child behavior. In the 
Parent-Directed Interaction phase, 
parents are taught to use specific 
discipline strategies to increase child 
compliance and reduce negative 
child disruptive behaviors (e.g., 
hitting). PCIT is unique for a number 
of reasons, including active coaching 
of parents through a one-way mir-
ror, where the parent wears a wire-
less headset and practices the newly 
learned skills with the child while 
receiving direct, second-by-second 
feedback from the therapist. 
  
You have pioneered the application 
of PCIT to families with children DD.  
What have you learned from this 
work? 

When I first decided to ap-
ply PCIT to children with DD for my 
dissertation, I was really interested 
in the fact that there are numerous 
evidence-based treatments available 
for addressing early childhood be-
havior problems, yet all of these 
programs (at the time) screened out 
children with DD. Furthermore, the 
rates of externalizing problems 
among children with DD are much 
higher than among children without 
DD, sometimes 3 or 4 times higher, 
suggesting the urgent need to exam-
ine these interventions with these 
children. In the RCT I conducted for 
my dissertation, I found that PCIT 
was effective for children with DD 
relative to a waitlist condition, and 
that it was just as effective for chil-

dren with DD as it had been shown 
to be for children without DD; these 
findings were published in the Jour-
nal of Clinical Child and Adolescent 
Psychology. 
 In my experience, PCIT did 
not need major modifications in 
order to work with families of chil-
dren with DD. In PCIT, the program 
is always tailored to the specific 
needs of the child and family and 
would apply with a family with a 
child with DD. For instance, in the 
Parent-Directed Interaction phase of 
PCIT, we teach the parent to give 
clear, effective commands and fol-
low through with praise for compli-
ance and timeout for noncompli-
ance. A common issue for children 
with DD is to know whether they 
understand receptively what they 
are being told to do.  As with par-
ents of typically developing children, 
we would help the parents ensure 
that the child understands the com-
mand, otherwise it would be unfair 
to follow-through with time out for 
noncompliance. Similarly, we 
worked with the parents of children 
with DD to give simple commands 
and ensure children’s understand-
ing.  

Another example of tailor-
ing occurred in the first Child-
Directed Interaction phase of PCIT, 
when parents are taught to reflect 
the child’s speech. If a child is not 
using much spoken language, we 
may tailor the number of reflections 
we expect parents make. So instead 
of requiring parents to use at least 
10 reflections per 5-minute play 
session, we would ensure that the 
parent repeated or reflected at least 
75% of what their children say dur-
ing play, including sounds (e.g., 
“Moo” when playing with a cow).  

 
What else has your research taught 
you about treatment outcomes for 
children with DD? 
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I recently studied the impact of fa-
ther involvement in treatment for 
children with DD, similar to my earlier 
study of father involvement in PCIT 
for children without DD.  In this sam-
ple of children with DD, we found 
that a subset of them had father who 
lived in the same home but were not 
involved in treatment.  Among two-
parent families, those with involved 
fathers (i.e. fathers who attended 
treatment sessions) showed greater 
improvements in externalizing prob-
lems than those with either unin-
volved fathers or single mothers.  
Additionally, children from two-
parent families were significantly 
more compliant after treatment than 
children from single-mother families. 
Furthermore, we found that dropout 
rates were higher among single 
mothers than two-parent families. 
These findings highlight the im-
portance of including fathers in treat-
ment when working with children 
with DD and recognizing and address-
ing the higher risk for dropout among 
single mothers.  
 
Tell us about the research you’re 
currently working on.  

We are currently examining 
an adaptation of the Child-Directed 
Interaction phase of PCIT with infants 
ages 12-15 months old. PCIT has been 
empirically supported from children 
as young as age 18 months (described 
above), but we think the Child-
Directed Interaction is applicable for 
children much younger. There has 
been little empirical support for inter-
ventions that target behavior prob-
lems in infants, with some notable 
exceptions such as David Olds’ nurse 
home-visiting program and the Family 
Check-Up work of Danny Shaw and 
colleagues.  Yet, infancy may be a 
particularly good time to intervene in 
order to help those families in highest 
need.  

Implementing the Child-
Directed Interaction phase of PCIT 
earlier may help overcome barriers to 

ents.  We are currently preparing to 
submit an R01 grant application to con-
duct a larger RCT of this approach, with 
a longer follow-up period of two years, 
continuing to follow the children after 
treatment until they are 3 years old.   

We are interested not only in 
behavioral outcomes but in pre-
academic outcomes as well.  A lot of 
PCIT is about encouraging parents to 
talk to their children, which can poten-
tially influence pre-academic outcomes 
as well.  We are also interested in how 
such early treatment may be mediated 
or moderated by infants’ regulation. 
We’re planning to examine how ob-
served self-regulation, including physio-
logical markers such as heart rate varia-
bility, may mediate the intervention’s 
impact on child behavior. 

 
As an academic and researcher, you 
have obtained numerous grants to 
support your work. What advice do 
you have for students and new ECPs as 
they apply for grants?  
  Be persistent.  I submitted an F
-31 pre-doctoral NRSA application to 
support my dissertation, during a time 
when the funding prospects were 
bleak.   I had to submit three times, so 
something I learned from this was the 
importance of persistence.   

I also learned to stay the 
course about aspects of the study de-
sign I felt strongly about when revising 
a grant application.  For instance, a 
primary criticism I received from grant 
reviewers for my dissertation study--in 
which I proposed to examine the effec-
tiveness of PCIT for children with DD--
was that I was not proposing any major 
modifications to PCIT in order to be 
suitable for children with DD.  I felt 
strongly that the existing strategies and 
PCIT were a very good fit for families 
with children with DD and would be 
effective for these families without 
major adaptations.  In addition to re-
spectfully raising responses to this criti-
cism by reviewers, I provided PCIT to a 
family with a child with delays (in be-
tween grant submissions) to provide 
some pilot data in support of my   

engagement, including barriers fac-
ing families from underrepresented 
racial and ethnic minorities. While 
programs such as PCIT are effective, 
they are only effective if parents 
come to treatment sessions and 
complete treatment. As many as 
30% to 50% of families drop out of 
PCIT and other parenting interven-
tions, and those who drop out are 
more often from underserved com-
munities, including racial and ethnic 
minorities.  Among those who do 
complete treatment, children from 
low-income and underserved groups 
have poorer response to treatment 
compared to children from middle 
and upper socioeconomic back-
grounds.  This is on top of the fact 
that many of these families don’t 
even come in the door to receive 
treatment in the first place.   Over-
coming these barriers to treatment 
access is a major challenge.  If we 
can identify behavior problems at 
the earliest point possible, we may 
be able to apply a briefer interven-
tion that is more effective at engag-
ing and retaining families before 
barriers arise and before problems 
become more entrenched.   We re-
cently completed an open trial 
(published in Cognitive and Behav-
ioral Practice) and are in the process 
of completing a small RCT of a brief, 
5-6 session version of the Child-
Directed Interaction phase of PCIT 
among 54 young, 12-15-month-old 
children, with preliminary results 
yielding promising findings. These 
children were about 95% ethnic mi-
norities and about half were Spanish
-speaking. We think this briefer, 
earlier model will improve our abil-
ity to engage underserved families.  

 
What is next for your research? 

Next, I would like to contin-
ue examining the Child-Directed 
Interaction phase of PCIT with in-
fants. It seems like an ideal oppor-
tunity to work with families just as 
children are beginning to walk and 
talk and test limits with their par-
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argument. In the end, the 
grant was funded and we found that 
the treatment was just as effective 
for children with DD as it has been for 
children without DD.    

 
What advice do you have for stu-
dents dealing with unexpected re-
sults in their research?   

Look for the interesting story 
behind your results, even if the re-
sults are different than you expected 
to find.  Even unexpected findings are 
informative. In the clinic where I 
worked as a graduate student, our 
model was to see families whenever 
they could come in (evenings, week-
ends) and whichever family members 
could come. Sometimes this meant 
that, in two-parent families, only one 
parent (usually a mother) could 
attend sessions. This flexible ap-
proach helped make it convenient 
and feasible for families, but I began 
to wonder? Does it matter who 
comes to sessions?  How important is 
it that fathers participate?  In my 
master’s thesis, I looked at the role of 
father involvement in children’s 
treatment outcomes.   

I had expected different re-
sults, thinking that those families 
where fathers did not regularly par-
ticipate in sessions would do worse. 
However, what we actually found is 
that, when families had dads living in 
the home, we were actually really 
good at getting dads to come in for 
treatment. So in contrast to my ex-
pectations, we did not have many 
fathers who were not attending ses-
sions at our clinic.  Another inter-
esting finding was that, at post-
treatment, single mothers actually 
reported greater improvements in 
child behavior than mothers from 
two-parent households, but at later 
follow-up assessments, the two-
parent families maintained these 
gains better over time. These findings 
told us something interesting but 
unexpected about the way treatment 
works for families with one and two 
parents, and I went on to publish my 

master’s thesis findings in the Jour-
nal of Clinical Child and Adolescent 
Psychology.  
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
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 My career has been spent at 
the University of Kansas and at Van-
derbilt University, two fine institu-
tions with long traditions of ground-
breaking research in intellectual and 
developmental disabilities. A large 
number of Doll Award winners have 
been associated with one and in sev-
eral instances both of these institu-
tions. Though each has its unique 
strengths, together faculty associated 
with the Institute of Life Span Studies 
at Kansas and the John F. Kennedy 
Center at Vanderbilt  have been re-
sponsible for a great deal of ground 
breaking IDD related research over 
the past five decades. 
  It is the common observa-
tion that a significant program of re-
search is typically the outgrowth of 
the long term pursuit of a big im-
portant question. My question for the 
past 35 years has been “how can you 
meaningfully improve the communi-
cation and language development of 
young children with developmental 
delays?” Like most big questions, it 
sounds almost trite. But just below 
the surface lie lots of big, messy, 
complex issues. The impact I’ve had 
on the answer to this question have 
been mostly the result of lots of very 
fruitful collaborations combined with 
a strong adherence to the rules of 
science, but a weak adherence to any 
given theory of development or be-
havior.  
 The first part of my career, 
up until the early 1990’s, was focused 
mostly on developing and refining 
communication interventions. Most 
of these studies used single subject 
designs as these are well suited for 

budgets, these weaknesses leave the 

broad field of behavioral and educa-

tional interventions (which encom-

passes the communication intervention 

research) at significant risk. Fortunate-

ly, this is clearly changing and just in 

the nick of time because in the world of 

BIG DIGITAL DATA, it is becoming in-

creasingly easy for just about any de-

termined group to find out “what really 

makes a meaningful difference”. And in 

fact these efforts are now well under-

way with a big push from the Obama 

administration.  

 So back to our field – just as 
we had no widely accepted definitions 
of treatment intensity, we noted the 
complete lack of a precise terminology 
to measure what might make up 
“different levels of intensity”.  Conse-
quently,  Marc, and Paul and I bor-
rowed and modified some terms from 
the best examples we could find – the 
terminology used to evaluate the 
effects of different drug dosages. We 
began using this terminology in our 
grant applications and research and 
wrote a paper about it (Warren, Fey & 
Yoder, 2007). This paper apparently 
struck a cord and in a short time it be-
came the basis of special issues in two 
journals in related fields.  In the paper 
we proposed an approach to treatment 
intensity studies and introduced 5 
terms borrowed and appropriately 
modified by the drug research litera-
ture. 

creating a treatment or intervention 
and determining its initial effects 
(e.g. Warren & Kaiser, 1986). Since 
the early 90’s there has been very 
little new produced in terms of basic 
approaches to communication inter-
vention in my view, although there 
has and continues to be a certain 
degree of repackaging and rebrand-
ing that may include minor innova-
tions. Consequently, early in the 
1990s’s I turned my attention away 
from developing and testing inter-
vention techniques and focused 
primarily on determining the actual 
impact of these interventions by 
conducting randomized clinical trials 
(RCTs). Much of this work has and 
continues to be done in collabora-
tion with Paul Yoder of Vanderbilt 
and Marc Fey at KU (e.g. Fey et al, 
2006). 
 In the process of designing 

and conducting RCT’s of the effects 

of early milieu communication inter-

ventions, Paul, Marc and I devel-

oped a deep appreciation for the 

weaknesses in much of what passed 

as the comparative intervention 

literature. For example, it was readi-

ly apparent that there was no widely 

accepted definition of treatment 

intensity in the broadly defined be-

havioral intervention literature. In-

stead most studies that purported 

to compare the different interven-

tions were deeply flawed despite 

their use of some type of compara-

tive design. To “outsiders”, such as 

those who control federal research 

Meaningful Change 
Steven F. Warren, PhD 

University of Kansas 

2013 Doll Award Winner 
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Warren (continued) 
Dose – number of events per 

treatment session (the active 
ingredient). 

Dose form – manner in which the 
dose Is delivered (e.g. 1-to-1 
play sessions). 

Dose frequency – the number of 
treatment sessions per day, 
week, month or whatever. 

Total intervention duration – the 
total length of the interven-
tion (e.g. 9 months). 

Cumulative intervention intensity 
– the product of “dose” X 
“dose frequency”, X “total 
intervention duration”.  

As an example of this approach we 
recently we published the results of a 
comparison of two different treat-
ment intensities of milieu communi-
cation intervention that use this pre-
cise terminology (Fey  et al 2013). 
More importantly, we now see evi-
dence of this terminology spreading 
to closely related fields.  
 
Final Observations 
 Since I began my research 
career our field has advanced from 
creating interventions to the point 
where we are now positioned to de-
termine whether some of these really 
do make a “meaningful difference”.  
Yes, we’ve come a long way. Now, in 
the age in which government is in-
creasingly playing “Moneyball”  (i.e. 
looking for cheap but effective solu-
tions to real problems) the future use 
and impact of these interventions will 
be determined by how they fare un-
der the harsh light of RCTs. The re-
sults will often be “uncertain”, or 
“not as hoped”.  But as other’s have 
pointed out –  the definition of a suc-
cessful clinical trial is that at the end 
of the day you’ve learned something 
(Clifton Leaf, NY Times, July 13, 2013). 
In other words, this is the next step in 
a long road to make meaningful 
difference for individuals with intel-
lectual and developmental disabili-
ties.  

felbusch, Don Bailey, Marsha Malick, 
Frank Symons, John Borkowski, 
Travis Thompson, Bill Mac-
Lean,Steve Schroeder, Ann Kaiser, 
Mabel Rice, Jill Gilkerson,  Audra 
Sterling, and many other colleagues 
and students.  
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
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 The APA Council of Repre-
sentatives had its second annual 
meeting immediately before and dur-
ing the annual convention in Hawaii. 
It was a momentous meeting. The 
members of the Council of Repre-
sentatives have been working with a 
select committee and outside con-
sultants to develop a plan for improv-
ing the governance structure of the 
Association. This process has been 
ongoing during and between the last 
several meetings of Council. During 
past meetings time has been devoted 
to focus-groups and straw polls to 
select characteristics of a new struc-
ture for accomplishing the business 
of the association. The process ac-
quired a life of its own and ploughed 
through any objections like a runa-
way train. 
 You ask why? The reasons 
given revolved around the need for 
agility in decision making in a world 
where electronic media and a 24-
hour news and financial environment 
have resulted lost opportunities. 
What lost opportunities? Nobody 
could tell me despite my persistent 
questioning.  Nobody did anything 
but scowl when I pointed out that the 
cautionary resolution by APA on Facil-
itated Communication and recogni-
tion by APA of the professional psy-
chology Behavioral Specialty were 
each both accomplished in a single 
one-year cycle of Council, mainly as a 
result of coordinated lobbying and 
behind the scenes consultation 
efforts with the relevant staff leaders, 
divisions, boards and committees of 
APA by Division 33 past-presidents 
and others. That was pretty agile, but 

the entire APA membership. Most by-
laws changes in the past have not been 
approved by the membership, especial-
ly when pro and con statements have 
been presented along with the ballot 
issue. 
 
Democracy be Damned 
 Why has Council grown so 
large? The short answer is that it is rep-
resentative of the many constituencies 
in APA. These constituencies tend to 
increase. The Council has at least one 
representative for each division, and 
then additional Council members are 
allocated to a division based on how 
members allocate their 10 votes on the 
apportionment ballot. The more votes 
a division gets, the more seats on 
Council they get according to a formu-
la. Larger divisions tend to have more 
representatives. Further, new divisions 
are forming and being approved all the 
time, and many divisions have overlap-
ping memberships with nearly identical 
interests, and these factors tend to 
result in some degree of over-
representation, especially with respect 
to practitioner interests. Next, each 
state and Canadian province is per-
mitted at least one council representa-
tive, and those with more members 
obtain more Council seats according to 
a formula. Fortunately, new states and 
Canadian provinces are not as fre-
quently created as new divisions. And, 
yes, State and Provincial representa-
tives do tend to over-represent practi-
tioner interests. The ever-growing 
membership of Council does increase 
its cost and make management of it 
more difficult. The result has been for 
policy to tend not to originate with 
Council, 

still met high standards of vetting 
and deliberation. In contrast, and I 
pointed this out too whenever I 
could, the egregious policy on psy-
chologists in settings that use tor-
ture during interrogation, a policy 
that I thought was passed to meet 
the needs of vested interests in-
volved in work with the military and 
national security establishment ra-
ther than the humanitarian and ethi-
cal values of most psychologists, 
was developed too quickly and 
passed by a Council that was 
whipped up with the general war 
fever. It has taken us years of public 
embarrassment and membership 
pressure to backtrack on this policy 
and join with other health profes-
sions in clearly articulating our ethi-
cal standard of nonparticipation in 
torture. We don’t need that kind of 
agility, or do you disagree? 
 Up to the present, APA pol-
icy initiatives and financial authori-
zations required approval by the 
very large (as such bodies go) Coun-
cil of Representatives, which is legal-
ly the Board of Directors of APA, and 
this body meets only two times each 
year. The Council further selects a 
smaller body called the Board of 
Directors (BOD), but while this body 
makes recommendations to the 
Council, it is really only the execu-
tive committee of the Council and 
needs full Council approval for ma-
jor actions like approving a budge or 
issuing a policy statement on behalf 
of the APA. Changes to this struc-
ture, require actions by vote of the 
full Council and sometimes a change 
in the bylaws that require a vote by 

Report from APA Council of Representatives 
James A. Mulick, PhD 

The Ohio State University/Nationwide Children’s Hospital  

Division 33 Council Representative 
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but rather to come down (or is it 
up?) to it for ratification after the 
Board of Directors staff, and Boards 
and Committees have both formu-
late and vetted the policy or action 
proposed to Council.  
 Members of Council have 
been known to complain of being no 
more than a rubber stamp, despite 
the fact that Council votes on the 
members of the BOD and APA 
Boards and Committees and many 
members of Council serve on those 
same policy and idea originating 
bodies. Mind you, Division 33 repre-
sentatives have successfully initiated 
policy changes for APA as a whole by 
doing the required homework and 
footwork, but apparently others 
have not had the same experience 
within the familiar governance 
structure. This restructuring is argu-
ably the result of the widely shared 
sense of ineffectiveness among the 
majority of Council delegates.  I am 
forced to reflect on the thought that 
organizational restructuring is not 
the same thing as promoting the 
interests of members, science and 
the practice of professional psychol-
ogy. 
 
I Got Your Change Right Here 
 Council voted on many 
changes recommended by the body 
charged with designing a new struc-
ture, a body known as the Good 
Governance Project. In the interest 
of space, I will now list the changes 
approved by Council in Hawaii as 
reflected in the official minutes. 
 

Council also voted to approve the 
following motions related to GGP: 

1. In order to enhance govern-
ance effectiveness, efficien-
cy and nimbleness in ad-
dressing the future of psy-
chology and APA, Council 
supports the enhanced use 
of technology to engage 
members and provide in-
creased opportunity to do 
the work of governance (as 

well as the advisory bod-
ies) in addition to face-to-
face meetings. 
 

Council directs the President to 
instruct the Implementation 
Work Group (IWG) to design the 
specific steps, including a deter-
mination of the fiscal implica-
tions, and to present these to 
Council for approval beginning in 
February 2014. 
 
The plan will address what is 
needed to: 

 Expand opportunities for com-
munication with and learning by 
members of governance; 

 Add general member’s view-
points into deliberations; 

 Increase opportunity to do the 
work of governance between 
face to face meetings; 

 Increase communication about 
the activities of governance. 

 
2. Council supports developing a 
process for opening, and thus broad-
ening opportunities for leadership 
participation and leadership devel-
opment for governance service. 
Council directs the President to in-
struct the IWG to develop a transi-
tion and implementation plan for the 
development of a leadership pro-
gram focused on training for govern-
ance leadership as well as leader-
ship in the general APA community, 
including fiscal implications, and to 
present these to Council for approv-
al beginning in February 2014. 
 
3. Council supports the creation of 
an APA governance-wide triage sys-
tem to ensure that the appropriate 
level of governance authority ad-
dresses new items and emergent 
situations in a timely and compre-
hensive fashion, without duplicative 
efforts. 

 
Council directs the President to in-
struct IWG to bring back a triage 
implementation plan including fiscal 

implications for review and approval 
beginning at Council’s February 2014 
meeting. The work group should 
examine ways to incorporate tech-
nology into this process and a meth-
od for tracking items as they move 
through the system. 
 
4. Council will expand its scope to 
also focus on directing and informing 
policy and ensuring APA policies are 
aligned with APA’s mission and stra-
tegic plan. The Council will review 
and revise the strategic plan and 
identify and prioritize the major is-
sues facing psychology and APA’s 
efforts to fulfill its mission. 
 
To meet its purpose, the APA Council 
will need to: 

 Develop a mechanism to se-
lect a Council Leadership 
Team to help manage the 
Council’s workflow; 

 Develop a process to 
identify and priori-
tize and address the 
major issues facing 
psychology; 

 Develop a mechanism to articu-
late and prioritize APA’s efforts 
to advance its mission; 

 Develop a plan to use technolo-
gy to advance the work of the 
Council; 

 Participate in an APA wide triage 
system to enhance the work of 
the Association; 

 Develop a strategy to 
employ APA boards 
and committees as 
Council resources of 
expertise and action. 

 
The IWG will report on pro-
gress of the development of 
an implementation plan and 
present this to Council for 
approval beginning in Feb-
ruary 2014. 
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5. Council supports delegating the 
authority for the following 
areas of fiduciary responsibil-
ity to the Board of Directors 
on a trial basis for a three-
year period following imple-
mentation: 

 

 Financial/budget matters 

 Hiring, evaluation and support for 
the Chief Executive Officer 

 Assuring alignment of the budget 
with the APA strategic plan 

 Internally focused policy develop-
ment 
 

In addition, Council will receive 
regular reports from the Board on 
the delegated areas during the 
trial period and retains its respon-
sibility as set forth in the Bylaws. 
In the interest of transparency, 
such reports to Council will also be 
made available to the entire mem-
bership. Council directs the Presi-
dent to instruct the IWG to devel-
op an implementation plan that 
includes an evaluation process for 
the end of the three-year trial peri-
od and to present these to Coun-
cil for approval beginning in Febru-
ary 2014. 
 
6. Council approves the following 
composition for the Board of Di-
rectors: 

 

 6 members-at-large elected di-
rectly by membership, drawn 
from general membership 

 4 elected by the 

Council, including 

Secretary & Treasur-

er and two from 

Council leadership 

team 

 1 elected directly by 

APAGS membership, 

drawn from APAGS mem-

bers (APAGS Past Chair) 

 3 in the Presidential cycle 

 1 appointed by Board 

further develop models 7B and 7D (the 
two models receiving the highest per-
centage of votes) and bring them back 
for Council’s consideration. Council 
approved motion #8 as amended.] 
 
7. Council directs the President to ap-
point an Implementation Work Group 
(IWG) made up of 15-20 individuals 
who are a broadly representative 
group of leaders from diverse back-
grounds and organizational perspec-
tives and who shall include members 
of Council, the Board of Directors and 
other members who have relevant 
expertise. For motions #4 and 7 that 
affect the structure or function of 
only Council, a subgroup of the IWG 
shall be created directly from Council 
including at least one member of the 
Committee on Structure and Function 
of Council. The IWG is tasked with 
developing the implementation and 
transition plans of the governance 
changes that Council adopted and to 
present these to Council for approval 
beginning in February 2014. The IWG 
is also asked to further develop model 
7B – structural modification of the 
existing constituent based model, and 
7D – the blended model that includes 
elements from 7B and 7C (the discipli-
nary/mission based model aka “the 
pillar model”) and bring them back for 
Council’s consideration. 
 
Council approves the addition of 
$24,000 in the 2013 Budget for one 
meeting in 2013 of the IWG and the 
inclusion of $48,000 in the 2014 Budg-
et for two meetings in 2014 of the 
IWG. 
 
But wait there’s more:  

A. Council voted to approve the 
recognition of Sleep Psychology as 
a specialty in professional psychol-
ogy for a period of seven years. 

 
B. Council voted to approve the 
recognition of Police & Public Safe-
ty Psychology as a specialty in pro-
fessional psychology for a period of 
seven years. 

 

from the public (Public 

Member with needed 

expertise; non- voting.) 

 CEO in ex officio role 

 A commitment to have at least 
one ECP on the Board through 
the ANSD process 

 
Council approves utilizing the As-
sessment of Needs and Slate Devel-
opment (ANSD) process for those 
members-at-large elected by the 
APA membership. 

 
The IWG is tasked with develop-
ing an implementation strategy 
and presenting this to Council 
for approval beginning in Febru-
ary 2014. The new Board struc-
ture will be evaluated 3 years 
following implementation of the 
new configuration. 

 
Council believes a substan-
tive change in Council struc-
ture is needed to be effec-
tive in the future. 
 
*Because the Council approved 
endorsing a substantive change in 
Council’s structure (59% in favor), 
model 7A (current Council struc-
ture retained) was dropped from 
consideration. A straw poll was 
then conducted to see where Coun-
cil stood on the remaining various 
models of change. Council mem-
bers were asked to vote for their 
preferred model. The vote was as 
follows: 

 A constituent unit 
based model—38% 

 A disciplinary/mission 
based model aka “the 
pillar model” - 19% 

 A constituent based 
model with pillar ele-
ments—41% 

 Abstain—4% 
 
As a result of the above straw poll, 
an amendment was added to motion 
#8 to include a request for IWG to 
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C. Council voted to approve the 
continued recognition of Coun-
seling Psychology as a specialty 
in professional psychology for a 
period of seven years. 

There you have it! 
 
Ironically, at least to my way of 
thinking, Council voted itself out of 
the loop on budget approval, at 
least temporarily, after learning just 
prior to the Hawaii meeting of an 
unexpected budget deficit to six 
figures. Go figure. 
 
The new structure is now in a ‘try 
out’ period even as the nuts and 
bolts of it are still being hashed out 
by the IWG (i.e., insiders). Thus, at 
this point, we don’t really know how 
APA will work hereafter. 
 
Oh yes, there was ‘other business’ 
completed at Council.  
 
Council voted to approve the contin-
ued recognition of School Psychology 
as a specialty in professional psy-
chology for a period of seven years. 

 

Council voted to approve an ex-

tension of recognition of Biofeed-

back: Applied Psychophysiology as 

a proficiency in professional psy-

chology for an additional period of 

one year to expire in August 2014. 

 
Council voted to approve an exten-
sion of recognition of Clinical Psy-
chology as a specialty in profession-
al psychology for an additional peri-
od of one year, to expire in August 
2014. 

 
Council voted to adopt as APA policy 
the APA Guidelines for the Under-
graduate Psychology Major and 
approve August 2023 as the expira-
tion date for the Guidelines. 

 
Council voted to adopt as APA policy 
the following Quality Professional 
Development and Continuing Edu-

cation Resolution…(in part)… contin-
uing education programs should be 
dedicated to an evidence-based ap-
proach…should serve the purpose 
of enhancing and improving psy-
chologists’ skills especially in term of 
service to the public, contributions 
to the profession, and the develop-
ment of interdisciplinary and inter-
professional collaboration… reflect 
current research on diversity… in-
cludes evaluation… include introduc-
tory to advanced course sequenc-
ing… accessible to all psychologists 
… makes a clear connection between 
program content and the applica-
tion of this content within the learn-
er’s professional environment… 
 
Council officially restated, in an 
attempt to attain greater clarity (?), 
the condemnation of torture. 
 
A number of new members and Fel-
lows were voted in. 
 
Finally, Council approved what may 
have been among our last budgets 
as a Council serving as the legal 
Board of Directors for APA 
(although, ultimately the bylaws 
changes needed to make it perma-
nent will be your decision to make). 

 
Note to Readers: We were still 
able to sit on the beach, look at 
the stars in a fairly unfamiliar 
sky, meet friends and col-
leagues, listen to papers, and 
occasionally learn something 
new about psychology. 
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Poster title: “Parent-Teacher and Stu-
dent-Teacher Relationships Over 
Time for Young Children with ASD” 
Authors: Hillary Hurst Bush, M.A., & 
Abbey Eisenhower, Ph.D. 
 
Introduction 
 Previous research has sug-
gested that children with autism 
spectrum disorder (ASD) are at risk 
for poor school adjustment 
(Chamberlain, Kasari, & Rotheram-
Fuller, 2007).  Student-teacher rela-
tionship quality has been found to 
help children from other at-risk 
groups (e.g., children with disruptive 
behavior problems) to adjust to the 
school environment (Jerome, Hamre, 
& Pianta, 2009).  However, the core 
features of ASD, including difficulties 
with verbal and non-verbal communi-
cation and reciprocal social interac-
tion, may make it challenging for chil-
dren with ASD to form strong bonds 
with their teachers.  While parent-
teacher relationship quality has been 
found to help children, particularly 
those at risk, to build relationships 
with their teachers (Rimm-Kaufman & 
Pianta, 2005), we know little about 
the roles of parent-teacher and stu-
dent-teacher relationship quality for 
young students with ASD.  The goal of 
this study was to address the follow-
ing questions: 

How do parents and teachers 
rate parent-teacher and stu-
dent-teacher relationship 
quality at the beginning and 
end of the school year for 

was predominately male (80%) and 
racially diverse: 70% White (including 
15% Latino/as), 11% multiracial, 8% 
Asian-American, 5% Black, and 2% Na-
tive American.  Child participants were, 
on average, 5 years, 8 months old (SD = 
1 year), and the vast majority (89%) 
received special education services in 
school.  Most of our parent participants 
were the biological mothers (89%) or 
biological fathers (9%) of the partici-
pating children; they were, on average, 
39 years old (SD = 5 years, 6 months).  
The majority of families in our sample 
had dual-parent households (86%).  
Our teacher participants were predomi-
nately female (71%) and White (64%).  
The majority of teachers had earned a 
master’s degree or higher (55%) and 
had, on average, 14 years of teaching 
experience (SD = 9 years). 
 To assess parent-teacher and 
student-teacher relationship quality 
over time, we used the parent- and 
teacher-report versions of the Relation-
ship scale of the Parent-Teacher In-
volvement Scale (Vickers & Minke, 
1995) and the teacher-report Student-
Teacher Relationship Scale – Short 
Form (Pianta, 2001), respectively.  On 
each of these measures, both parents 
and teachers reported very consistent 
levels of parent-teacher and student-
teacher relationship quality from the 
beginning of the school year to the end 
of the year.  Of note, teachers reported 
average levels of student-teacher rela-
tionship quality (32nd percentile at the 
beginning of the school year; 34th per-
centile at the end), even on a question-
naire that was designed for and 
normed using a typically developing 
student sample. 
 
Results 
 Cross-lagged panel models 
were used to test the larger question of 
how parent-teacher relationships at 
the beginning of the school year pre-
dicted student-teacher relationships at 
the end of the school year, and how 
student-teacher relationships at the 
beginning of the school year predicted 
parent-teacher relationships at the end 
(see figure below).  Given that only a 

children with ASD? 
Does parent-teacher relation-

ship quality at the begin-
ning of the school year pre-
dict student-teacher rela-
tionship quality at the end 
of the school year, and/or 
vice versa, for children with 
ASD? 

  
To test these questions, we analyzed 
data collected for the Smooth Sail-
ing Study (funded by the Institute of 
Education Sciences; PI: Blacher, 
R34A110086), a multi-site, longitudi-
nal research study on the factors 
that contribute to early school ad-
justment for children between the 
ages of 4 and 7 with ASD.  Please 
note that data collection for this 
study is currently in progress, and 
that the findings below reflect pre-
liminary analyses. 
 
Methods 
To be eligible for the study, children 
had to have a previous ASD diagno-
sis, demonstrate an IQ of 50 or high-
er on a brief form of the WPPSI-III, 
and be enrolled in school.  The anal-
yses reported here are preliminary 
and reflect a subsample of the larger 
Smooth Sailing Study sample, based 
on the first enrolled waves of partic-
ipants. These parent-child dyads 
were assessed during the fall of the 
school year (N=123) and again dur-
ing the spring of the same school 
year (N=115).  Teachers also com-
pleted mailed questionnaires at 
both time points.  Our child sample 

Poster Award 
  Hillary Bush, MA & Abbey Eisenhower, 

PhD 

“Parent-Teacher and Student-Teacher Relationships 
Over time for Young Children with ASD” 
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subsample of participants was avail-
able for analysis at this time, all re-
sults are preliminary. Prior to run-
ning these analyses, parents’ and 
teachers’ responses on the Parent-
Teacher Relationship scale items 
were parceled in order to create a 
latent parent-teacher relationship 
quality variable; student-teacher 
relationship quality was tested as an 
observed variable.   

As the model shows, we 
ultimately did not find that parent-
teacher relationship quality predict-
ed later student-teacher relationship 
quality, or vice versa. However, we 
did observe relations between par-
ent-teacher and student-teacher 
relationship quality within each time 
point: we observed a marginal posi-
tive correlation between these two 
variables at the beginning of the 
school year, and a significant posi-
tive correlation at the end of the 
school year. 
 
Conclusions 

Overall, our findings 
demonstrated a high level of con-
sistency in parent-teacher and stu-
dent-teacher relationship quality 
over time, from both parents’ and 
teachers’ perspectives.  Teachers’ 
reports also suggested that children 
with ASD may be at only somewhat 
elevated risk for poor student-
teacher relationship quality, relative 
to typically developing children.  Our 
next step is to replicate the analyses 
described above once data collec-
tion is complete; other steps include 
examining how these relationships 
change over time, across multiple 
school years and multiple teachers. 
We also plan to consider covariates 
(e.g., racial and ethnic identity, soci-
oeconomic status) that may influ-
ence both parent-teacher relation-
ship quality and student-teacher 
relationship quality, and including 
these in our preliminary model.  
Also, we plan to test child-level fac-
tors (e.g., level of internalizing and 
externalizing behavior problems) as 

a potential moderator of the rela-
tion between parent-teacher and 
student- teacher relationships over 
time; in other words, we want to 
study whether these two types of 
relationships function differently for 
some children with ASD as opposed 
to others. 
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Editorial Policy 

 

Psychology in Intellectual and Developmental Disabilities is an official  
publication of Division 33 of the American Psychological Association. It is  
devoted to keeping members informed about the activities of Division 33 and to present 
news and comment concerning all aspects of service, research, dissemination, and 
teaching in psychology and IDD. Brief articles about policy issues in psychology and IDD, 
as well as descriptions of service programs and preliminary research summaries are 
invited. We are especially interested in articles inviting the reaction and comment of 
colleagues in future issues. Comments and letters will be published as space allows. 
Manuscripts must conform to APA style and should be submitted via an email attach-
ment. Articles, comments, and announcements should be sent to the current Division 
33 President until a new Newsletter Editor is selected.  Books, films, videotapes, and 
other material also may be submitted to the Editor for possible review. Unless stated 
otherwise, opinions expressed are those of the author and do not necessarily represent 
official positions of Division 33.  
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Memories of Hawaii—APA, August, 2013 
Some of our posters! 
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Memories of Hawaii—APA, August, 2013 
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