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PREFACE

The growing prevalence of children with Autism
Spectrum Disorders ( ASD) is a concern not only in
the United States but across the world. Data from the
Centers for Disease Control and Prevention suggest
that although initial reports in 2012 indicated a
prevalence of 1 in 88 children (CDC, 2012) , more
recent reports indicate a prevalence of 1 in 68 children
with 1 in 42 males and 1 in 189 females affected ( CDC,
2014 ) . The prevalence in particular ethnic groups
varies and the disparities suggest under identification
in some populations. For example, the prevalence of
ASD appears to be greater among non-Hispanic white
children (12 per 1,000) than non-Hispanic black
children (10.2 per 1,000) and Hispanic children
(79 per 1,000) even though there is no documented
difference among these groups that suggest through
should be prevalence differences. Further, it appears
that insufficient information is available for children

of Asian/Pacific Island descent. Time of identification



also appears to be a factor in the prevalence rate as some
research suggests girls may be identified later than boys
which impacts critical access to early intervention ( Giarelli
et al., 2010) . Most recently, Christensen and colleagues
(2015) found differences in the identification of 4 years
old vs. 8 years old in the CDC monitoring studies. The
4 years old prevalence in 58,467 children in 5 sites was
13.4/1000 (about 1 in 74 vs. the 1 in 68 for 8 years old ) .
Not surprisingly, prevalence was higher where there was
access to education and health records. ASD with cognitive
impairment was higher in 4 years old (46%) vs. 8 years
old (28% ) even though 93% of 4 years old and 87% of 8
years old had reported developmental concerns before 3
vears. Data collected suggests 4 years old had their first
comprehensive evaluation at about 27 months whereas
8 years old had theirs at about 32 months. Again, health
disparities in assessment of children with or at risk for ASD
was evident in data suggesting non-Hispanic, white females
were most likely to have an evaluation by 36 months as
compared to male, non-Hispanic black children. The data
clearly indicate there is a need to focus on lowering the age
when a child has their first comprehensive evaluation if we
hope to initiate impactful early intervention.

The rise in children identified with ASD has a
tremendous impact on families and society. Compared

to other children with behavioral, developmental and/or
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emotional disorders, children with ASD are more likely
to have unmet needs for health care and family support
services, there are often delays in referrals and care and a
family centered approach to care is often lacking (Kogan et al.,
2008 ) . We know that children with special health needs
are more likely to have families with financial burden and
require at least one parent to reduce or stop working to
help manage and coordinate their child’ s intervention and
care plan. In addition, caregivers of children with ASD are
at risk for psychological morbidity—suggesting providers
need to identify stress triggers and address them ( Lovell,
Elliot, Che Sung Liu, &Wetherell, 2012 ) . For example,
the diagnostic process is particularly stressful for parents
and when teams are planning a child’ s program, often
parent participation is missing ( Keenan, Dillenburger,
Doherty, Byrne, & Gallagher, 2010 ) . Further, the more
severe a child’ s symptoms are, the greater the stress on
the parents (Osborne & Reed, 2009) and in particular
for those parents who have children with both ASD and an
intellectual disability ( Peters-Scheffer, Didden, Korzilius,
& Matson, 2012) . Notably, there are ‘'several strategies
that can be used to decrease the stress of parenting a
child with ASD, or at least facilitate a parent’ s ability to
cope. Having a sense of control over the events that are
happening to their child and family, being able to identify

and select the most meaningful resources, receiving peer
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support, and having a partner you can count on support a
parent’ s ability to cope (Siman-Tov &Kaniel, 2011) .

General consensus exists that children with a diagnosis
of ASD need access to intensive, evidence-based instruction
which actively engages them in developmentally appropriate
activities with clear, systematic goals and planned teaching
opportunities ( National Research Council, 2001 ) .These
teaching opportunities should include families and typical
peers to help maintain and generalize a child’ s learning.
Most importantly, though, families need to be involved in
their child’ s intervention program which should start as
early as possible.

It is the responsibility of professionals and their
organizations to help identify and implement the most
effective intervention practices to address the individual
needs of children and families. For example, the National
Standards Project (2009, Phase 1) examined research
through 2007, examining 775 studies. They established
a model for reviewing all current intervention research
in autism and provided a framework for families and
professionals to consider in making decisions about
evidence-based interventions. Some of the inventions
rated as established included joint attention training,
naturalistic strategies, pivotal response training, story-based
interventions, modeling, comprehensive behaviorally

based interventions, etc. ( see the National Autism
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Center website: www.nationalautismcenter.org for a full
description of all established interventions ) .Phase 2 of the
National Standards Project (2015) examined research
from 2007 - 2012 and included all research for those with
ASD over 22 years (from 1987 - 2007 ) . This most recent
review supported the findings of the earlier work with
even greater support for behaviorally based interventions.
Findings also indicated that two additional categories
of interventions (e.g., Parent training and Language
training ) were now in the established intervention
category. Notably, however, there was limited available
research for supporting interventions with adults over 22.

The Agency for Healthcare Research and Quality
(2014 ) also identified key findings for therapies most
often used for children with ASD. The Agency posed some
key questions for clinical researchers to think about as
program planning for children with ASD is developed. The
following selected questions are particularly relevant for
healthcare providers and rehabilitation specialists as they
are considering treatment selection and implementation for
children with ASD:

- What are the short- and long-term effects of
available treatmentc approaches for 2 to 12 years old
children with ASD?

« What are the modifiers of outcomes (e.g.,

frequeny, duration or intensity of treatment ) for different
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behavioral treatments or approaches?

+ What is the evidence that effects measured at the
end of the treatment phase predict long-term functional
outcomes?

+ What is the evidence that specific intervention
effects measured in the treatment context generalize to
other contexts (e.g., people, places, materials ) ?

There are, however, two important questions missing.
First, how do we determine intervention priorities that
address the specific needs of individual children with ASD?
Second, are there evidence-based interventions specifically
addressing the core deficits in theory of mind (ToM) or
social cognition that are at the core of the social impairment
in autism?

A number of evidence-based interventions address
a variety of behavioral,communication and social skills
in children with ASD, but few interventions specifically
address the development and enhancement of theory
of mind. Considering the varying ToM abilities often
characteristic of children with ASD, clinicians need
to understand the available interventions, consider
the ToM profiles of children with ASD, and recognize
those social cognitive skills (e.g., emotion recognition,
metarepresentation, empathy ) most likely to be positively
impacted by intervention (Prelock, 2011) . Many of the

interventions used for supporting early and basic ToM
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in children with ASD are drawn from those treatments
identified by the National Standards Project ( National
Autism Center, 2009, 2015) and the National Professional
Development Center ( Wong et al., 2015) as having an
established or emerging evidence-base. These might include
joint attention training, Floor time/DIR, Relationship
Development Intervention (RDI) , and More Than
Words™ ,Social Stories™, comic strip conversations, and
Talkability™ to name a few. Most interventions described
for supporting advanced ToM, however, do not yet have an
evidence-base (e.g., Social Thinking™, Teaching Children
to Mind Read ) . At present, the clinical rehabilitation
of children lacks a systematic intervention approach to
developing and expanding ToM understanding, which is the
main neurological and psychological mechanism for children
with ASD.

This book, a collaboration between Professor Shao
Zhi and Dr. Zhang Ting, fills the gaps that currently
exist in ToM intervention approaches. The authors
systematically define an intervention approach that
builds ToM understanding in children with ASD along a
developmental trajectory. Professor Shao Zhi has a long
standing commitment to both academic teaching and clinical
intervention on ASD. He brings rich experiences from
both his clinical practice and academic research to guide
the systematic development of the book’ s content. Dr.

/
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Zhang Ting is an expert in child developmental psychology
and her research interest is focused on the psychological
developmental theories of typical children. She uses that
knowledge to enhance the reader’ s understanding of what
ToM looks like in neurotypical children and how it develops
over time. As Professor Shao Zhi and Dr. Zhang Ting
partner to increase our understanding of the development
of ToM and the systematic strategies most likely to support
ToM learning in children with ASD, the reader begins to
understand the complexity and multifaceted nature of ToM
and its importance to the developing social cognition of

children with ASD.

Patricia A. Prelock, Ph.D.

Patricia A. Prelock, Ph.D., CCC-SLP, BCS-CL,

University of Vermont, Burlington, VT USA.
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%57 JLE B M IE 3% & B (Autism Spectrum
Disorders, ASD) H¥#iFftm I W R TEHE, T3
ZFEo R, EEEE SO 2012 FRIENRHRE
4 1/88 (CDC, 2012) , T #t #7 & 8% 2 7R ASD & 5%
A EIE 1/68, HrpHA 1742, L 1/189 (CDC,
2014 ) . ASD TEA[RIF T Al H B R A AR, XA
SRR AR SRR RS, o, dEPEBES
BEAJLEM AR (12/1000) BHTIEFPIFABAIL
# (10.2/1000) FIPGHEFEJLE (7.9/1000) , {EHTG
WfgeR I R ARFZ A R A A . eAh, TR E
E m R LEBRERERIFATE, B, L HFER
R ERENEE, AIRER, TEMEZHFREZ8%
THZ, XREW RS LR EEZTIRT (Giarell
et al., 2010) . i, Christensen % (2015) £ CDC
HRAENHTHRIN, 4% )LEM8 % LENKHER
B2, 54N MM A3t 58467 &2 JLEM 4 # K HER
13.4/1000 (1/74, 8 % 1/68) . %K, ABaEfR4L)LE
HOE AR FRERYR A R R T A, R 93%
fy4 % ASD JLEM 87% 9 8 % ASD JLEFE 3 ' HIsE



HIEE R, H4 ZFRAN RN EBAME (46%)
T 8 HAEMA (28%) . WELIE TR, 4 % F#4H ASD
JUEETE 27 A NEeZ B IRER A ETTAL, T 8 &/ SERb4H Ny 32
Hi&. WAh, J ASD JLER G fE) LERRAEE R EST RS K
A EER, BiE SR, AT aRASM LEAL,
- AR F R O AL LEEZ A1 36 HIRETHEEE S, LRt
FEERRY, HEFRAENFHTR, TS E SRR
JUBES IR G G A T R A E o

ASD JUEH H I N @it ik T fiE., 5
BEfTR. KESUIES R LEMLL, ASD JLEX ET
FREZRRFHFTREEAZWL, BLER, IRITIER . Gt
Z FPETFHRITERE LIRS (Kogan et al., 2008) . A&HT
f4, MEBRRET TR EREETAREE, BFE
2O— M FE KD BF IE TRLIR G M2 5% K TR
SRl ASD LR BT R D B R B R AR, AT
BSHIALFELFE /1iER (Lovell, Elliot, Che Sung Liu, &
Wetherell, 2012) . &JLATS W BN ARG IR,
LI69T AIPAESIT TROHRIN, RKWIFRSE (Keenan,
Dillenburger, Doherty, Byrne, & Gallagher, 2010) ., %
TR R E, FRKAE 71K (Osborne & Reed,
2009) , MPEEE F1 RS E ASD JLE R Ak it
( Peters-Scheffer, Didden, Korzilius, & Matson, 2012) .
s, BERRZ T A LA B ASD J LB S A1 B oA
o BBt SS R BT . A RES TR BRI R A A T WU
AR NIRRT R AR B TR SR BN
F1HI8ES ( Siman-Tov & Kaniel, 2011) .

10 /



ASD JLEFEEZZE, AEIEEMNIIZ, &5
HEEREATHES. Bt BRI, REN TR
( National Research Council, 2001) , AMTFHX—M&EER
I, XA B ER E R IER LB B S,
DAFE B J LA R A Z AL i BB, TR, IR A
RffeR 25 )L =T k.

b A G B AR A X B ) LR R T A A
LU RH T ERIGFE R, EEEFZRESE (2009, F—
ff) T 2007 AL 775 WAAE, BN T [EY AT E EE
FHiRfFE IR, AT WA RFBERERM T AEEER
AR T P HEAHESR . B PR IESER A TR A% .
BAEETM. AR, XERNI%, DI RERRT
i, R, EATRIRTSE (EREEERE AR R
www.nationalautismcenter.org ) . 3 EEZIRED H K —
R (2015) T 2007—2012 “F A HIHH /78, MidZ 20
A (1987—2007 4 ) FrAW K 22 # LLE ASD BE 5.
XA Tt e 4 AR T AT DM T A I 2o E T )I 2k
S, HRHAEWAENLGSE (REYSEFESRENLE)
BEF ABIFUERR ATt 5] . B EAEERNAE, Bl
BT 22 % DL L B PRE S L REAIT RE

EEET DA EMRSRESO (2014) Rl T2
KFH BT ASD JLEINGZIGITTMEELI, FHAHIIT ASD
JLERIT RIS TEE il 7 — e tkmE. DLTES
B A\ BREREE £ 54 R LIGTT R A AN S e i AR
FH A -

- X2 ~ 12 %/ ASD BJLTT S, IA 16T 1 HE 00
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R A2
SN B AT IR T B TP e T A R E A7 2
IGRAOSE, FREERTR], 28R
* WRIT TR A T I T A R AT A2

« DI ZRHCIERE B B AMOIREE, AT BT R IESE
AT B, s, LM

Ak, UvE B E B AN ER, B, e
ASD &I BIIRTT ORI 2, (L RME (Theory
of Mind, ToM ) ERAtSIARIBREE 2 B PR A 23T
AR, R ER A% O Al A A A TR 7

HETEAIEIERAL, HER ASD BJLATH . R Mse
B ABEBBE TR A, HEAEN ToM A BFUER AR
o 4T ASD LI ToM B2 RomI IS KR, IEKEE
MR T MABAA HIRST TS TE, 88 LAY ToM KB,
FENRBX EeH 2N AR RE (WIS IR JTRAE. H1F) 7T
ZTH)I| AF|IE584E (Prelock, 2011) o A FTF ASD &
JUEHAFEAS ToM YT I T THE FEHT 2 M 3E Bl 2hn N B
( National Autism Center, 2009, 2015) fiEZE%Z KR+
> (Wong et al., 2015) AERA B AIEIEEMATRTT
PG PR R A . X LT U e AR AV ERON S . Mt
J6 /DIR . AFFRFRKBTHITH:(RDD) | TS, A28
EINBERTE . 2IEREI SR AERSTIUTESOA TR
T+ ToM 8877, #EATEUEEM (W1, H&B%. BSFE W
R AR ) o ToM &2 LE 5 iEEE R Z OB AAH
T E RIEA B RBRE I 208 H B4R ToM RS
TR -
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A4 e e — 11y AT 4ET ToM T
BITHZEH. FEREENLTHE ASD BJLERKE R,
HBh B ) LE S ToM BEN M TRl . BFEEF KIS T
ASD HYEARTRZE . BEERIRRTHUGTY, HEE M nRAIT
FAKNARNRE LA EENR SR KL LER
BOBEZMETR, RIEFERSERJLEOCEKREIS
. MEEmMAAE R TR & EEN T HELE ToM K
it B HoAn ey B & B[R] & R AR AN . KR35 B FRAT T B8 4 st LA
ToM K B K 3 HF ASD L ToM 23 MRS THiE e, i
HWNH T ToM MEFRMEMZ M, RIHX ASD & JLH:
INFR R EE .

5 A% Patricia A.Prelock

Patricia A. Prelock, f#+, SEREHE%E, £ES
BRI (ASHA) 5, EEBRGAKETFHEERE
BleaEbebe ., WiERESEBREE.
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FIRITHOSES], AR AR H T A R LUK RO
BN SlE, FRIORER TR TIE, HRGER, %
HHEZIE, LRSI REOEFAREE, A
R RIOBF B B A AIUMRE ) LE B0 R 3% ( Theory
of Mind ) FER%, H5EAKIRKCERAMEE G, KEH TM
FARFERY ., HE TP E SRR A L B AIORE O R AT
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