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Introduction

Autism spectrum disorder (ASD) is characterized by per-
sistent and pervasive impairments in social-communication 
and interactions, as well as restricted and repetitive pat-
terns of behavior, activities, or interests [American Psy-
chiatric Association 2013; National Research Council 
(NRC), 2001]. ASD remains the fastest growing neurode-
velopmental disability among children in the United States 
(Boyle et al. 2011). Consistent with global prevalence rates 
of between 1 and 2 % (Elsabbagh et al. 2012; Hahler and 
Elsabbagh 2015), an estimated 1 in 68 children in the U.S. 
have an ASD diagnosis [Centers for Disease Control and 
Prevention (CDC), 2014].

Early intensive interventions are recommended for chil-
dren with ASD (NRC 2001). Early intensive interventions 
have been associated with placement in less restrictive 
educational settings (e.g., Lovaas 1987), as well as gains 
in a number of areas including IQ, adaptive functioning, 
and language (Warren et al. 2011). The timing and inten-
sity of intervention may potentiate effects, such that more 
positive outcomes occur for younger children receiving 
intensive interventions (e.g., Fenske et al. 1985; Harris and 
Handleman 2000). Early intervention services are federally 
mandated in the U.S. for all children with disabilities under 
the Individuals with Disabilities Education Act. Through 
this mandate, publicly provided services are available for 
all individuals with disabilities starting from birth until the 
age of 21. Variations in the nature of early intervention ser-
vices and state developed treatment guidelines for individu-
als with ASD demonstrate a persistent lack of agreement 
regarding what constitutes early intervention (Stahmer and 
Mandell 2007). Efforts to address this disunity include rec-
ommendations for effective early intervention for this popu-
lation, comprehensive treatment guidelines, and evaluations 
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most comprehensive evaluations to date was completed by 
the NAC (2009, 2015) and involved a review of published 
literature through 2012. Interventions utilized for indi-
viduals with ASD were rated as—established, emerging, 
or unestablished. Established interventions [e.g., discrete 
trial instruction (DTI), pivotal response training (PRT), and 
picture/visual schedules] have sufficient evidence indicat-
ing that they lead to positive outcomes, while interventions 
rated as emerging (e.g., functional communication training, 
Picture Exchange Communication System, and exercise) 
demonstrate promising outcomes but require further exami-
nation. The unestablished distinction is provided when there 
is insufficient evidence to indicate whether the interven-
tion is effective, ineffective, or even harmful. Examples of 
unestablished intervention include animal-assisted therapy, 
DIR/Floortime, gluten-free casein-free diet, facilitated com-
munication, and sensory integration package.

Interventions based on applied behavior analysis (ABA) 
tend to have the strongest empirical support for individuals 
with ASD (Odom et al. 2010a, b; Rogers and Vismara 2008). 
However, early intervention programs tend to use a combi-
nation of interventions with and without empirical support, 
choosing an eclectic approach and selecting different strat-
egies depending on the focus of intervention (Downs and 
Downs 2010; Stahmer et al. 2005). The majority (72 %) of 
early intervention programs surveyed by Downs and Downs 
(2010) used ABA to address problem behavior, while 54 % 
of early intervention programs endorsed developmental-indi-
vidual differences-relationship-based (DIR)/Floortime as a 
utilized curriculum. Stahmer et al. (2005) found that 73 % 
of children with ASD from birth to 5 years received ABA, 
64 % percent received discrete trial instruction and 32 % per-
cent received pivotal response treatment. In contrast, 77 % 
of children with ASD from birth to 5 years received occupa-
tional therapy with sensory integration, 68 % received DIR/
Floortime, and 23 % received music therapy.

Young children with ASD are the focus of a range of ser-
vices and investigations; thus, examining the extent to which 
child and family characteristics predict service utilization is 
an emerging area of research. Given current recommenda-
tions and U.S. legal requirements relating to early interven-
tion, we would expect factors indicating child need to drive 
service utilization rather than demographic, economic, or 
geographic variables. However, a number of studies have 
found that age, gender, race, income, parent education, and 
income impact service utilization while indicators of child 
need did not. For example, Siller et al. (2014) found that 
child age and gender predicted service utilization, while 
autism severity and severity of global developmental delay 
did not. Siller et al. (2014) found that older children and 
males received more service hour per week. Further, income 
and parent education have been associated with greater ser-
vice utilization (Irvin et al. 2012; Siller et al. 2014). Higher 

of the extant literature [e.g., NRC 2001; National Autism 
Center (NAC) 2009, 2015; Odom et al. 2010a, b; Rogers 
and Vismara 2008]. Guidelines have addressed issues such 
as the timing, intensity, foci of interventions, and types of 
interventions used for individuals with ASD. Nevertheless 
studies indicate that current early intervention practices 
deviate from these recommendations, albeit to varying 
degrees.

According to current practice guidelines, services should 
be provided as soon as ASD is suspected, even before a for-
mal diagnosis (NRC 2001). However, delays occur in access-
ing services. Over a quarter of the U.S. early intervention 
programs surveyed by Downs and Downs (2010) reported 
wait times of 6 months and 6 % of programs reported wait 
times of a year or greater. Thus, even young children identi-
fied with ASD may have to wait to access intervention. Once 
services are accessed, the intensity of services tends to be 
below recommendations (Downs and Downs 2010; Wise et 
al. 2010). Specifically, the NRC (2001) recommends inten-
sive interventions across 5 days per week, for a minimum of 
25 h per week, with high staff to student ratios. Most pro-
grams do not provide 25 h of intervention per week. Only 
12 % of early intervention programs surveyed by Downs 
and Downs (2010) indicated that they provided near the rec-
ommended 25 h of per week (i.e., 23–26 h). Similarly, Wise 
et al. (2010) found that almost half of early intervention pro-
grams surveyed across the U.S. provided fewer than 5 h per 
week to young children with ASD.

Although there are recommendations for the areas in 
which interventions for young children with ASD should 
focus, no one intervention has been endorsed by profes-
sional organizations over another (NRC 2001). In fact, a 
number of interventions may be needed to target skills in 
the areas of communication, social, cognitive, sensory and 
motor development, and adaptive skills, while reducing 
problem behaviors. Given the heterogeneous nature of this 
population in terms of needs, multiple interventions may be 
appropriate for affecting positive outcomes. Interventions 
delivered by early intervention service providers have vary-
ing levels of empirical support. Both practices and compre-
hensive treatment models (CTMs) have been investigated 
in the literature. Many of the recommendations provided 
by the NRC (2001) were based on characteristics identi-
fied in CTMs. CTMs are typically manualized or branded 
programs (Rogers and Vismara 2008; e.g., Lovaas Model, 
Denver Model, May Institute) that include a set of practices 
targeting the core features of autism (Odom et al. 2010a). 
Commonly reported outcomes for CTMs include gains in 
IQ, expressive and receptive language, adaptive skills, as 
well as reductions in autism symptomatology (see reviews 
Odom et al. 2010a; Rogers and Vismara 2008).

Individual practices have been widely evaluated (see 
review by Odom et al. 2010b; NAC 2009, 2015). One of the 
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agencies, early childhood education programs, and develop-
mental evaluation clinics. Interested caregivers responded 
to invitation letters and contacted the research office. Par-
ticipants were screened by telephone for eligibility.

Participants

Sixty families with a young child with ASD participated in 
the study. Table 1 displays child and family demographics. 
On average, children were 4 years old (M = 53.78 months; 
SD = 14.55). The majority of children (83.3 %) were boys. 
Seventy percent of the sample identified as White/Cauca-
sian, consistent with the demographics of the region from 
which the data were collected. The child’s biological mother 
served as primary caregiver in 83.3 % of families, with the 
majority of other primary caregivers being another female 
caregiver (adoptive mother, n = 9, 15 %; other female rela-
tive, n = 1, 1.7 %), heretofore referred to as “mothers”. 
Mothers were an average age of 35.2 years and the majority 
(90 %) was married or living with a partner. The majority of 
mothers (60 %) had a high school diploma/GED equivalent 
or less. More than half of mothers (56.7 %) did not work, 
with the remaining working either full-time or part-time. 

SES families may be more likely to select certain service 
types (i.e., ABA) over others and utilize private services—
although this finding has varied in the literature (Irvin et al. 
2012; Thomas et al. 2007). Race has been associated with 
the amount and type of service accessed (Irvin et al. 2012; 
Thomas et al. 2007). For example, Irvin et al. (2012) found 
that White children received more occupational therapy and 
speech and language therapy compared to Hispanic children. 
Location—including the state of residence and area type may 
also predict service utilization (Stahmer and Mandell 2007; 
Thomas et al. 2007). Thomas et al. (2007) found that indi-
viduals in metropolitan areas had greater access to services.

Purpose of the Study

There is a persistent discrepancy between recommended 
treatment guidelines for young children with ASD and the 
actual services utilized. There are variations in service uti-
lization and investigation regarding the variables that may 
contribute to differences in service utilization is an emerging 
area of research. Further, the extent to which parents are satis-
fied with these services is unclear. The majority of available 
research regarding this area largely includes older children 
and is not specific to experiences relating to early intervention 
services. Thus, the present study sought to add to the cur-
rent body of literature regarding service utilization for young 
children with autism in the U.S. using data from an ongoing 
study investigating experiences of young children with ASD 
and their families in the Northwestern United States. Three 
research questions were addressed in this study: (1) What ser-
vices are young children with ASD receiving? (2) What vari-
ables predict service utilization? (3) How satisfied are parents 
with the services their children receive?

Method

This study was part of a larger study investigating child, fam-
ily, and community variables associated with early identifica-
tion and treatment of ASD in the Northwestern United States. 
Child and family demographic data, family experiences sur-
rounding accessing medical information and care, service and 
treatment utilization information, and child autism symptoms, 
adaptive behavior, and behavior problems were collected via 
in-home assessments and interviews with primary caregivers. 
This study was approved by the authors’ Institutional Review 
Board (IRB protocol #08212011.072) and participating care-
givers provided their written informed consent.

To be eligible for the study, the child (a) was 7 years old 
or younger, (b) had a prior diagnosis of ASD, and (c) lived 
with his or her primary caregiver for 1+ years. Recruitment 
of children and families occurred via early intervention 

Table 1  Child and family demographics (N = 60)

Demographic n %

Child age in months—M (SD) 53.78 (14.55)
Sex (male) 50 83.3
Race
White/Caucasian 42 70.0
Hispanic/Latino 3 5.0
Multiple 15 25.0

Grade
Early intervention (0–3 years) 10 16.7
Preschool 32 53.3
Kindergarten 12 20
First grade 6 10

Vineland-II standard score– M (SD) 71.88 (10.70)
CARS-2 total score—M (SD) 39.12 (6.51)
TABS temperament and regulatory  

index—M (SD)
52.73 (5.87)

Mother’s age in years—M (SD) 35.23 (7.95)
Father’s age in years (N = 59)—M (SD) 37.63 (7.98)
Mother’s employment—n (%) employed 26 43.4
Father’s employment—n (%) employed 51 86.4
Mother’s marital status
Married or living with partner 54 90.0

Household income/year in USD—M (SD) $38,418 (22,703)
Child/family qualify for government aid 47 78.3

CARS-2 childhood autism rating scale—2nd edition, TABS tempera-
ment and atypical behavior scale
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atypical behaviors considered to be developmentally inap-
propriate and challenging. The TABS is a 55-item checklist 
comprising four subtests: (a) Detached (20 items; α = 0.79; 
example items include “acts like others are not there” and 
“tunes out or loses interest in what is going on”), (b) Hyper-
sensitive/Active (17 items; α = 0.82; example items include 
“mostly on the go or in high gear” and “almost always refuses 
to do what is told”), (c) Underreactive (11 items; α = 0.49; 
example items include “shows no surprise to new events” 
and “doesn’t care when others are hurt”). and (d) Dysregu-
lated (7 items; α = 0.64; example items include “often cries 
too long” and “doesn’t have a regular sleep schedule”). For 
each item, the caregiver is asked to indicate if the behavior 
is present or absent (rated as “yes” or “no”). In each subtest, 
items are summed to provide a raw domain score, which is 
then converted to a T-score (M = 50, SD = 10). Raw domain 
scores are summed to form the temperament and regulatory 
index (TRI) or total raw score, which is converted to a stan-
dard score (M = 100; SD = 15). Higher raw scores and lower 
standard scores (or T-scores) are indicative of more atypi-
cal behavior. Internal consistency reliability in the present 
sample for the TABS TRI was α = 0.87.

Data Analysis

Descriptive statistics were conducted to understand the 
demographic characteristics of the sample. Univariate anal-
yses (Chi square, independent samples t tests) were used 
to assess differences in service by child educational level. 
Bivariate correlations and linear regressions were used to 
examine relations among child and family characteristics, 
child service utilization, and parent satisfaction with current 
services.

Results

Services Received

Table  2 displays the educational and therapeutic ser-
vices that children with ASD received. All but two chil-
dren (96.7 %) received special education and the majority 
(81.7 %) received related services. For example, 60 % of the 
sample received speech therapy and approximately 40 % 
received occupational therapy (OT) and sensory integration. 
Far fewer children received physical therapy (PT; 8.3 %), 
behavioral programming/ABA (21.7 %) or DIR/Floortime 
interventions (3.3 %). Although 60 % of the sample received 
speech therapy, there was some variability in the number 
of sessions received. On average, children received 1.10 
(SD = 0.64) 30-min session of speech therapy per week. Of 
the 26 children receiving OT, the average number of 30-min 
sessions per week was 0.89 (SD = 0.65). Of the five children 

The majority of children (81.7 %) had at least one sibling 
living in the home. The average household size was about 
four people (M = 4.28), and 78.3 % of families qualified for 
some form of government aid or support. Families had a 
median income of $30,000 (M = 38,418; SD = 22,704) and 
28.3 % of families fell below the U.S. Department of Human 
and Health Services poverty guideline.

Measures

Demographics and Service History

A family demographics and service history questionnaire was 
created for this study and completed as an interview with the 
primary caregiver. A range of child and family demographic 
questions were included as well as the child’s current educa-
tional and therapeutic services. Parents reported how many 
hours per week children received services through educational 
placements, related services, and other therapies. Examples 
and descriptions of each service were provided to parents dur-
ing the interview. Parents used a 5-point Likert-type scale to 
report on satisfaction with the child’s current services (1 = very 
dissatisfied; 3 = neutral; 5 = very satisfied). Parents provided 
their permission to discuss their child’s services.

Adaptive Behavior

Research assistants administered the Survey Interview 
Form of the Vineland Adaptive Behavior Scales 2nd edi-
tion (Vineland-II; Sparrow et al. 2005) with the primary 
caregiver to assess the child’s adaptive functioning in the 
areas of communication, daily living skills, socialization, 
and motor skills. These domains are combined to yield an 
overall Adaptive Behavior Composite standard score, with 
a mean of 100 and standard deviation of 15.

Autism Symptomatology

Research assistants administered the Childhood Autism Rat-
ing Scale—2nd edition (CARS 2; Schopler et al. 2010) to 
rate children’s autism symptoms in 15 areas. Ratings on the 
CARS-2 are made on a 7-point scale reflecting numerical 
values of 1–4 (higher scores indicate greater impairment). 
Scores reflect the degree to which the child’s behavior devi-
ates from that of a typically developing child of the same 
age. Scores on the 15 items are summed to form an overall 
score ranging from 15 to 60. Internal consistency reliability 
for the CARS-2 in the present sample was α = 0.87.

Atypical Behavior

Research assistants administered the temperament and atyp-
ical behavior scale (TABS; Bagnato et al. 1999) to assess 
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and family incoming explaining unique variance. Older 
children, more atypical behavior, and higher family income 
were predictive of receipt of more total service hours per 
week.

Satisfaction with Services

Despite receiving few service hours, parents generally 
reported high satisfaction with their child’s current services. 
For example, 80 % of parents of children in early interven-
tion, 72 % of parents of children in early childhood special 
education/preschool, and 58 % of parents of children in 
kindergarten reported being satisfied or very satisfied with 
the services that their child was currently receiving. On the 
other hand, 0 % of parents of children in first grade reported 
being either satisfied or very satisfied with their child’s ser-
vices. In fact, parent satisfaction with services was nega-
tively associated with both child age (r = −.30, p = 02) and 
total service hours received per week (r = −.26, p = .04). 
Parents were more satisfied with services when their child 
was younger. Younger children in this sample received 
fewer hours of service. Satisfaction was not related to other 
sociodemographic variables such as maternal education or 
family income.

Discussion

In our sample, children were identified with ASD early 
and the majority of children received special education and 
related services. Yet, the overall number of service hours 
per week received by the majority of children in the sample, 
were far below the number recommended for this popula-
tion and was the lowest for our birth to three subsample. 
This is contrary to current practice recommendations and 

receiving PT, the average number of 30-min sessions per 
week was 1.22 (SD = 1.58). Thirteen children received 
ABA, with the average number of ABA hours per week 
being 8.61 (SD = 2.36).

On average, children in this sample received 13.17 total 
hours of educational and therapeutic services per week; 
however, this varied greatly depending on child grade level. 
Children in early intervention (birth to 3  years) received 
the fewest number of hours (M = 3.16) and children in first 
grade received the greatest number of hours (M = 23.10) of 
services (F = 19.03, p < .001). Beyond educational services, 
approximately one-quarter (26.7 %) of the sample was 
reported to receive a special diet (e.g., gluten-free, casein-
free) and nearly all (91.7 %) children were reported to take 
vitamins or medications (see Table 2).

Predicting Total Service Hours

We investigated the extent to which child functioning and 
family demographic variables predicted total service hours 
provided per week to children with ASD. Table 3 displays 
results for the linear regression predicting total service 
hours per week. Children’s age, adaptive behavior function-
ing, atypical behavior, autism symptom severity, maternal 
education, and family income were entered in the regres-
sion. The model explained 49 % of the variance of total 
service hours per week, with child age, atypical behavior, 

Table 2  Educational and therapeutic services received (N = 60)

Service M (SD) n (%)

Total service hours/week 13.17 (7.60)
Early intervention (n = 10) 3.16 (1.56)
Preschool (n = 32) 13.21 (4.74)
Kindergarten (n = 12) 16.42 (5.19)
First grade (n = 6) 23.10 (11.61)

Receive special education 58 (96.7)
Receive related services 49 (81.7)

Speech therapy 36 (60)
Occupational therapy 26 (43.3)
Sensory integration 24 (40)
Physical therapy 5 (8.3)
Behavioral program/applied behavior 

analysis
13 (21.7)

DIR/Floortime 2 (3.3)
1:1 classroom aide 11 (18.3)
Adaptive physical education 1 (1.7)
Play therapy 4 (6.7)
Other 11 (18.3)

Receive special diet (e.g., gluten/casein 
free)

16 (26.7)

Receive vitamins or medications 55 (91.7)

Table 3  Linear regression results for child and family characteristics 
predicting total service hours/week (N = 60)

Predictors of total service hours/week 
received

B Std 
error

β

Child variables
Age 0.36 0.06 0.69**
Vineland-2 ABC 0.09 0.09 0.13
TABS TRI raw score 0.25 0.12 0.30*
CARS-2 total score −0.14 0.19 −0.12

Family characteristics
Maternal education 0.16 0.40 0.04
Family income 0.90 0.39 0.26*

CARS-2 childhood autism rating scale—2nd edition, TABS tempera-
ment and atypical behavior scale, Vineland-2 ABC Vineland adaptive 
behavior composite standard score.
*p < .05. **p = .001, R2 = 0.49, F = 8.49, p < .001
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(2001). Only seven children (11.67 %) received 25 or more 
hours per week of services. Older children tended to receive 
more service hours per week on average. As children become 
school-aged, the location of their services starts to change 
and move away from more natural settings (i.e., home and 
community settings) toward more traditional school-based 
settings. A change in location of services combined with a 
longer school day associated with more traditional school-
based settings, may explain this finding. Specifically, a lon-
ger school day in a school-based setting may provide greater 
access to services through increases in available instruc-
tional time with access to on-site service providers.

Although most children in our sample were identified 
early and were likely to receive early intervention services, 
children in the birth to three subsample received the fewest 
weekly service hours overall. There may be a number of 
considerations in accessing services that are unique to this 
age range. For example, services delivered in Part C (birth to 
3) program may use a parent education model whereby the 
interventionists provide informational support to the parent 
who is then expected to provide direct intervention with the 
child across daily routines. Thus, there may be fewer hours 
of services provided by professionals in birth to three pro-
grams. In contrast, providers for school-aged children may 
be more likely to provide services in small group settings in 
the school context, thus increasing the number of hours of 
services provided by professionals. Given current practice 
standards, we would expect newly diagnosed children in 
the birth to 3 age group to receive intensive early interven-
tion services for a minimum of 25 h per week. However, 
in the present study, this subsample received an average of 
approximately 3 h of services per week provided by profes-
sionals. To put this in perspective, this is about 12 % of the 
25 h per week recommended by the NRC (2001).

In the present study, service utilization was not associ-
ated with adaptive behavior or autism symptomatology. 
Specifically, same-aged children with ASD were likely to 
receive the same number of service hours regardless of 
level of adaptive functioning and autism symptoms. How-
ever, children with more atypical behaviors, as measured 
by the TABS, received more service hours per week. Atypi-
cal behaviors that are developmentally inappropriate and 
challenging (e.g., throws or breaks things on purpose, bites/
hits/kicks, difficult sleep patterns) may be more salient to 
caregivers and/or interventionists thereby contributing to 
greater service utilization, irrespective of adaptive func-
tioning or autism symptomatology. Family income signifi-
cantly predicted the number of service hours received per 
week, with higher income families reporting more service 
hours per week for their children. Under the provisions of 
U.S. special education law, children with disabilities are 
eligible for special education and related services at no 
cost. Thus, family income should not further contribute to 

a strong body of literature indicating the importance of 
intervening early for this population. The types of services 
received include those with and without empirical support 
for this population. Atypical behaviors predicted the num-
ber of service hours received per week, although adaptive 
behavior and autism symptomatology did not. It is unclear 
what other factors were associated with service decisions 
for these children with ASD.

Almost all children in the present sample received special 
education and related services. However, consistent with 
other studies (e.g., Stahmer and Mandel 2007), services 
included a mixture of those with and without empirical sup-
port. For instance, applied behavior analysis interventions 
were utilized by less than a quarter of the sample despite 
the fact that these interventions have the strongest empiri-
cal support for children with ASD (NAC 2009, 2015; NRC 
2001). Related services, including speech therapy, occu-
pational therapy, physical therapy, and adaptive physical 
education, may support skill acquisition across a number of 
domains including social, communication, and motor skills. 
Unfortunately, evaluations regarding the effectiveness of 
these therapies is challenging because individuals providing 
these therapies may utilize approaches both with and with-
out empirical support.

Approximately 40 % of children received sensory inte-
gration therapy, 7 % received play therapy, and 3 % received 
DIR/Floortime. Sensory integration and DIR/Floortime 
are considered unestablished by the NAC (2015), while 
play therapy is not empirically supported for this popula-
tion (NAC 2015). The term play therapy in the colloquial 
sense may refer to many practices and information regard-
ing the specific practices used was not collected as part of 
the present study. Thus, the extent to which “play therapy,” 
as endorsed by parents in this sample, reflects a traditional 
play therapy approach is unclear. Roughly 18 % of children 
received services from a one-to-one aide. Even though this 
suggests efforts to increase the intensity of services by reduc-
ing the staff-to-student ratios, the actual methods and quality 
of the supports provided to children in the sample is unclear.

Finally, just over a quarter of children received special 
diets (e.g., gluten-free, casein-free) and almost all children 
consume vitamins or medication. Presently, no diets or vita-
mins are approved to treat ASD, and the gluten-free/casein-
free diets are considered unestablished by the NAC (2015). 
However, supplements like melatonin may be used to treat 
sleep disturbances that are commonly associated with ASD 
(Rossignol and Frye 2014). Risperidone and aripiprazole 
are the only medications approved by the U.S. Federal Drug 
Administration for treating ASD. These medication address 
irritability but do not address the core symptoms of ASD 
(Blankenship et al. 2010).

Across age groups most children in our sample received 
fewer than the 25  h per week recommended by the NRC 

1 3

Early Childhood Educ J (2017) 45:727–734732



providers, educators, and policy makers may be a prudent 
next step in gaining additional information in order to iden-
tify potential next steps to reduce these barriers. Some have 
suggested that policy makers should consider autism specific 
treatment models as a way to alter the landscape of services 
for this population (Stahmer and Mandell 2007; Shattuck 
and Grosse 2007). The heterogeneous nature of this popula-
tion may prove challenging in effectively implementing this 
plan. We suggest that the individual child need should drive 
services. Models that are too prescribed may lead to one-size 
fits all treatment, rather a model of intervention driven by the 
individual child’s needs. Thus, a policy and practice recom-
mendation may be to increase capacity of the service delivery 
system by increasing the number of well-trained intervention 
professionals and funding to support family access.

Despite not receiving the recommended intensity of ser-
vices, parents of young children reported high levels of sat-
isfaction. Certain features of the services not measured in 
the present study may contribute to parent satisfaction in 
ways that intensity does not, such as location of services 
(i.e., home vs. school), frequency of interactions between 
parents and service providers, or the relationship quality 
between parents and service providers. Further, some par-
ents may be more knowledgeable and experienced with sup-
port services, which may influence their satisfaction. Future 
research should more specifically examine aspects of inter-
ventions that directly contribute to this finding, and whether 
these aspects relate to child and family outcomes.
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