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An important area of research is emerging for adults diagnosed with autism 

spectrum disorders (ASD) with respect to the challenges they face in their social 

relationships. Social relationships include those that are romantic in nature such as dating, 

cohabitation and marriage. Researchers suggest that engaging in a healthy and happy 

romantic relationship has many physical and mental health benefits that contribute to 

improved quality of life.  This study used a quasi-experimental group design to explore 

the effects of psychoeducation for adults with ASD.  Study participants were assigned to 

one of two group conditions. One group received the Relationship Enhancement®(RE) 

program and the other received RE with supplements targeting specific social skills.  

Social skills, empathy and social support were measured pre and post intervention for 

participants both within and between groups.
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Significant differences were found in the assessment of all participants, in both 

groups, as measured by t-tests and effect sizes in the variables of social skills (t(37)=-

2.28-2.72, p=.028-.029, η2=.122) and empathy (t(37)=-2.31, p=.027, η2=.123).  These 

differences indicate that all participants, in both groups improved in social skills and 

empathy from pre to post treatment.  No significant differences were found among all 

group participants for the variable of social support.  There were no significant 

differences between groups for the three variables measured (p>0.05).  Overall, these 

results provide support for the use of RE and the targeted supplements to increase social 

skills and empathy among adults with ASD who are interested in engaging in romantic 

relationships. 
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CHAPTER ONE 

INTRODUCTION 

 The evolution of research on autism spectrum disorders (ASD) over the last 

decade demonstrates an increase in the prevalence and treatment of those identified with 

these diagnoses.  Approximately 10 years ago, the estimated prevalence of ASD in the 

United States was 1 in 150 children (Centers for Disease Control [CDC], 2012).  In 2014 

in the United States, the CDC estimates that 1 out of every 68 children is diagnosed with 

ASD, comprising approximately 1% of the total population (CDC, 2014).  This 

represented a 78% increase since data on ASD was first reported by the CDC in 2007 

(Brooks & Goldstein, 2012).  Children with this diagnosis are four times more likely to 

be male, one in 54, than female, one in 252 (CDC, 2012).  Internationally, prevalence 

rates range from 1% to 2.6% of children being diagnosed with ASD among countries in 

Europe, Asia and other parts of North America (Kim et al., 2011).  This increase in 

prevalence means more mental health professionals are exposed to and are working with 

children, adolescents, and adults with ASD as they navigate social relationships. 

 The diagnostic category of Autism Spectrum Disorders (ASD) was previously 

known as Pervasive Developmental Disorders (PDD) as defined by the Diagnostic and 

Statistical Manual of Mental Disorders IV-TR (DSM-IV-TR) (American Psychiatric 

Association [APA], 2000).  In one of its changes, the DSM-5 shifts to a classification 

system of ASD that incorporates mild to severe levels of functioning by indicating how 

much support is required (APA, 2013).  Mild presentations of autism spectrum disorders 
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often involve impairments in socialization.  The socialization symptoms for individuals 

with ASD include deficits in social communication, emotional reciprocity, non-verbal 

communication and interpersonal relationships.  These social communication deficits of 

adults with ASD often impact their ability to engage in romantic relationships. 

Social Impact 

A majority of the research on autism spectrum disorders (ASD) focuses on 

defining the prevalence of ASD primarily in children.  Therefore prevalence rates of ASD 

in adults are not reported in the United States.  However, other countries, such as 

England, have reported a similar statistic to that reported for children in the U.S. with a 

ratio of approximately one in 110 (Brugha et al., 2007; Wallis, 2009).  The recent 

increase in prevalence of children diagnosed with leads to predicts about a growing 

number of individuals affected who will age into adulthood, and the costs associated with 

providing services to this population will be significant (Gerhardt & Lainer, 2011).  

Adults with ASD require services including, but not limited to, specialized housing, 

employment training, coaching, transportation arrangements, and medical services such 

as psychological and psychiatric care (Advancing Futures for Adults with Autism, 2010). 

 Economically, the cost for these supports has a significant impact on both public 

and private funds.  In the United States, it is estimated that the total cost of autism 

treatments, including medical and nonmedical care, ranges between of $35 and $126 

billion dollars per year (Ganz, 2007; Knapp & Mandell, 2012).  Per person, the lifetime 

cost of treatment can range from an estimated $2.3 to $4.7 million dollars (Murphy, 

Beecham, Craig, & Echer, 2011).  For those individuals who are able to function more 

independently, meaning they are able to self-sustain employment and housing, costs 
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would be much less significant.  Yet, even for those who are not as impaired, most will 

seek some medical or clinical support for the social issues they encounter (Ballaban-Gil, 

Rapin, Tuchman, & Shinnar, 1996).  Therefore, it is important to have an understanding 

of the distinction between those individuals with high-functioning forms of ASD who 

were included in this study from their more severely impaired peers.   

 ASD/PDD includes the diagnoses of Autism Spectrum Disorder, Autistic 

Disorder, Asperger Disorder and Pervasive Developmental Disorder-Not Otherwise 

Specified (PDD-NOS) (APA, 2000, 2013).  All of the above diagnoses present with 

different levels of challenges within the areas of communication, socialization, and 

restricted or repetitive behaviors.  Autistic Disorder (AD) helps to identify individuals 

who embody characteristics such as lack of or limited verbal communication (specifically 

in early childhood), below average cognitive or intellectual functioning and repetitive and 

stereotypic movements or behaviors.  Children, adolescents, and adults who make 

progress as they develop are informally labeled with the term “high-functioning autism” 

which usually refers to those who have average or above average verbal communication 

skills and intelligence levels (Kanai et al., 2012).  Included in the category of high-

functioning forms of ASD are Autism Spectrum Disorder, Asperger Disorder/Syndrome 

(AS) and PDD-NOS.   

 Adults diagnosed with Asperger Disorder or Syndrome (AS) are characteristically 

restricted in their areas of interest and struggle with social communication (APA, 2000), 

but never lacked the ability to speak during toddlerhood, nor do they have cognitive 

impairments.  Pervasive Developmental Disorder-Not Otherwise Specified shares many 

of these same traits, but anecdotally these individuals don’t exhibit as much impairment 
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as their AD or AS counterparts (Kanai et al., 2012).  As it relates to this study, adults with 

Autism Spectrum Disorder, high-functioning Autistic Disorder, Aspergers, and PDD-

NOS are those who were included in the intervention.  The intervention utilized in this 

study was a psychoeducational program focused on building romantic relationship skills. 

In the past decade, much more research has been focused on developing 

employment skills, residential options, and behavior interventions for individuals with 

high-functioning forms of autism (Gerhardt & Lanier, 2011). This research helps to 

provide professionals with important direction for effective service programming. There 

is still much to be done when it comes to conducting more research and identifying 

effective strategies to address the social issues that adults with autism face.  This study 

contributes to the research and hopes to guide clinical practice for adults with autism who 

want to engage in romantic relationships.   

Problem 

The interpersonal difficulties that individuals with ASD face create significant 

challenges in their lives.  When compared to non-ASD adults the majority of adults with 

ASD have limited interpersonal relationship skills and experience fewer healthy social 

relationships (Howlin, Goode, Hutton, & Rutter, 2004).  This has important implications 

because decades of research suggest that typically developing adults who are happily 

married and have healthy social relationships report higher levels of life satisfaction and 

live longer than their single counterparts (Gottman, 1998; Seligman, 2012).  The fact that 

adults with ASD have fewer, healthy relationship experiences could prevent them from 

achieving better life satisfaction and longevity.   
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In addition to the benefits already mentioned, other health benefits have been 

cited in the research for those who are happily married.  These benefits include fewer 

acute chronic illnesses, decreased likelihood to engage in drinking and smoking 

behaviors, and fewer visits to doctors’ offices than single, divorced, and separated 

counterparts (Kiecolt-Glaser & Newton, 2001).  Additionally, individuals in the general 

population who are involved in intimate relationships have a lower rate of mental illness 

and are more resistant to a number of diseases and conditions (Brown, Harris, & 

Copeland, 1977; Lynch, 1977; Traupmann, Eckels, & Hatfield, 1982).  For these reasons, 

it is clear that there are mental and physical health benefits to being in a healthy romantic 

relationship.   

Due to the fact that social relationships are difficult for individuals with ASD, it is 

important to investigate what their experiences are in romantic relationships. Several 

researchers cite that approximately 2-10% of adults with ASD have experience in 

romantic relationships, whether dating, cohabitating or marriage (Eaves & Helena, 2008; 

Howlin et al., 2004; Kobayashi, Murata, & Yashinaga, 1992).  Even though the 

proportion of those who have experienced relationships is low, this does not reflect a lack 

of interest in engaging in these relationships.  In fact, many adults with ASD reported 

wanting more information on how to successfully interact in romantic and sexual 

relationships (Mehzabin & Stokes, 2011).  Based on the lack of or low quality of couple 

relationships for adults with ASD, and their desire to engage in these relationships, it is 

important to identify how clinicians can help with the preparation of the skills required to 

have a successful romantic relationship.   
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Implications for Autism Spectrum Disorders 

Socialization issues for people with ASD include struggles with basic 

conversation skills, which can lead to negative social interactions, isolation, bullying, and 

poor quality relationships (Tani et al., 2012).  Many of these adults are marginalized and, 

because of this, are not provided the opportunities to engage in typical social experiences 

(Balfe & Tantam, 2010).  Employment rates for adults with ASD are low and many 

report living with their parents into middle and later adulthood (Howlin, 2000).  The 

presentation of these challenges can assist clinicians in the process of distinguishing these 

adults from non-ASD individuals (Tani et al., 2012).  The difficulty with independence, 

negative social experiences and lack of opportunities help inform our understanding of 

why they struggle with initiating and maintaining social and romantic relationships.   

Researchers have identified some implications of these social impacts in 

adulthood with a focus on individuals diagnosed with high functioning forms of autism.  

In a study that looked at those diagnosed later in life, 68% reported having achieved 

independent living and 58% reported current or past intimate partnerships (Howlin et al., 

2004).  These percentages indicate that adults with ASD who were diagnosed during 

adulthood are likely better at gaining independence and having intimate relationship 

experiences.  Recently, there have been a few studies that address how adults with ASD 

function in romantic relationships.   

Parents or caregivers that have been surveyed report that individuals with ASD do 

in fact demonstrate sexual interest and behaviors but often do so inappropriately 

(Hellemans, Colson, Verbraeken, Vermeiren, & Deboutte, 2007).  Beyond parent or 

caregiver reports, self-assessments indicate that the individuals with ASD themselves are 
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interested in learning more about sexual and romantic relationships if given the 

opportunity (Mehzabin & Stokes, 2011).  One study reports that AS partners who are 

married, prefer self-sufficiency to intimacy and utilize an avoidant style of attachment 

with their spouses (Lau & Peterson, 2011).  These studies shed light on some aspects of 

the romantic relationships of individuals with ASD and help us understand why these 

relationships are difficult to initiate and maintain for many.  But more work on this topic 

is required to help clinicians understand how to help adults with ASD engage in dating, 

cohabitation and marriage if they wish to experience it.   

In order for individuals to initiate and maintain a romantic relationship, it is 

important to provide them with information about what is required for success.  One of 

the first elements important to initiate a romantic relationship is to have the social skills 

of starting a conversation and asking someone on a date (Gantman, Kapp, Orenski, & 

Laugeson, 2012).  These are just two examples of social skills important for engaging in 

romantic relationships.  Aside from social skills, two other variables are essential for 

success in romantic partnership.   

The ability to demonstrate empathy and to provide your romantic relationship 

partner with social support has a positive impact relationship satisfaction (Devoldre, 

Davis, Verhofstadt, & Buysee, 2010).  The expression of empathy and acquisition of 

social support are identified as variables to assess for individuals with ASD and the 

general population.  To identify the most appropriate strategies to begin teaching the 

social skills, empathic responding and how to provide social support, it is important to 

explore the current treatment options.  One such effective intervention for preparing 

individuals for romantic relationships is the Relationship Enhancement® (RE) program.   
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Relationship Enhancement® 

The Relationship Enhancement® (RE) program is a psychoeducational treatment 

and brief therapy model which involves skill training of both singles and couples to 

empower them to resolve current and future relationship conflict (Ross, Baker, & 

Guerney, 1985).  The skills taught in RE include Showing Understanding, Expression, 

Discussion, Coaching, Conflict Management, Problem Solving, Self-Change, Helping 

Others Change, Generalization and Maintenance.  RE has over 20 years of empirical 

research to validate its effectiveness with various relationships and populations.  The 

different relationships include married couples, parents and children, roommates and co-

workers.  The different populations with whom RE has been applied include those 

diagnosed with personality disorders and intellectual disabilities.   

In the research where RE is applied to the population of individuals with 

intellectual disabilities improvements were demonstrated between parents and children 

through filial therapy (Ginsberg, 1984).  When compared to other couples curricula such 

as the Minnesota Couple Communication Program and Marriage Encounter, RE yielded 

the best outcomes in interpersonal communication, expressive empathy, problem solving, 

marital adjustment, self-esteem, adaptability, marital happiness and self-differentiation 

(Giblin, Sprenkle, & Sheenan, 1985).  Additionally, this program has been shown to 

balance the power between genders and generations, which allows a couple to move 

towards the ultimate goal of relationship intimacy (Accordino & Guerney, 2001, 2003; 

Guerney, Vogelsong, & Coufal, 1983).  In order to promote romantic relationship skills 

outside of the context of couples, treatment for singles and solos is applied.  Solos are 

defined as individuals currently engaged in a romantic relationship but who are 
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participating in treatment alone. RE has been adapted for singles and solos through RE’s 

“Ready for Love” manual which is the intervention utilized in this study.   

Contribution of the Study 

The study was intended to contribute a better understanding of how individuals 

with ASD can function in their romantic relationships, specifically in the dimensions of 

social skills, empathy and social support.  Gaining a better understanding of these 

components will help develop both theory and practice for how to best serve this 

population from the perspective of counselor educators and other mental health 

professionals.  Developing effective treatment so that adults with autism can learn 

romantic relationship skills was the ultimate goal of this study.   

The study’s aims were:    

1. To examine the social responsiveness for individuals with autism spectrum 

disorders who are interested in engaging in romantic or intimate relationships 

and are willing to participate in treatment.   

2. To assess the efficacy of an evidence-based psychoeducational treatment 

program for individuals with ASD to improve social skills, empathy and 

social support pre and post treatment.   

3. To propose future treatment recommendations for people with ASD who are 

preparing to engage in romantic or intimate relationships.  

Upon review, it appears that there have not been any studies published in the 

research literature about adults with ASD and romantic relationship treatment.  This 

study hoped to be a catalyst for identifying the effects of romantic relationship 

interventions on the ASD population as well as to guide future direction for research on 
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this topic.  Finally, this study was intended to inform the practice of mental health 

professionals in working with adults with ASD who are motivated to find a romantic 

relationship partner or improve one in which they’re already engaged.   

Purpose 

 The purpose of the study was to determine the impact of two different treatment 

conditions for single and solo participants with ASD: (a) the standard administration of 

the Relationship Education® (RE) program and (b) a version of RE with supplements to 

include components important to individuals with ASD (RE-ASD).  The RE-ASD 

condition included components specifically designed to help prepare these adults with 

ASD with social skills for starting a conversation, flirting and asking someone out on a 

date.  The skills targeted were derived from ecologically valid skills that were utilized in 

an evidence-based social skills program for young adults (Gantman et al., 2012).  The 

study measured differences in the level of social skills, empathy and social support for all 

group participants, combining the RE and RE-ASD participants. The study also measured 

differences between group participants by separately analyzing the RE and RE-ASD 

group results.   

Research Questions 

1. What is the impact of the RE & RE-ASD psychoeducational treatment (DV) 

programs on the participant’s level of social skills (IV)? 

2. What is the impact of the RE & RE-ASD psychoeducational treatment (DV) 

programs on the participant’s level of empathy (IV)? 

3. What is the impact of the RE & RE-ASD psychoeducational treatment (DV) 

programs on the participant’s level of social support (IV)? 
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4. Is there a difference between the RE & RE-ASD groups in their levels of 

social skills, empathy, and social support at the end of treatment? 

Null Hypotheses 

 Hypothesis 1:  

Ho1:  There will be no significant difference pre and post treatment in 

social skills among participants within groups.  

 Hypothesis 2: 

Ho2:  There will be no significant difference pre and post treatment in 

empathy among participants within groups.   

 Hypothesis 3:  

Ho3:  There will be no significant difference pre and post treatment in 

social support among participants within groups.  

 Hypothesis 4: 

Ho4:  There will be no significant differences in social skills, empathy and 

social support among participants between the two treatment groups.  

Definitions 

 To gain a better understanding of the study and the concepts presented, it is 

important to define several of the key terms that are utilized throughout.  For the purpose 

of this study, the following concepts are defined as such:  

 Asperger Disorder/Syndrome: Asperger Syndrome is clinically distinguished 

from Autistic Disorder due to a lack of speech delay and the individual’s ability to 

cognitively perform at average or above-average levels.  Individuals diagnosed with 
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Asperger’s typically receive a diagnosis several years later than their Autistic Disorder 

counterparts (APA, 2000).  

 Autism Spectrum Disorders/Pervasive Developmental Disorders: The category of 

ASD/PDD includes the following diagnoses: Autism Spectrum Disorders, Autistic 

Disorder, Asperger Disorder, Pervasive Developmental Disorder Not Otherwise 

Specified (PDD-NOS), Rett’s Syndrome and Childhood Disintegrative Disorder.  The 

most commonly diagnosed among the five are Autistic Disorder, Asperger Disorder and 

PDD-NOS (APA, 2000, 2013). 

 Empathy: For the purposes of this study, empathy was defined as one person’s 

attempt to understand the internal state of another (Baron-Cohen, 2003; Baron-Cohen & 

Wheelwright, 2004).  This can also be described as perspective taking which is the ability 

to put oneself in someone else’s shoes (Devoldre et al., 2010). 

 High Functioning Autism: The category of autism spectrum disorders for 

individuals who demonstrate average or above average cognitive functioning, verbal and 

self-care skills including but not limited to Autism Spectrum Disorder, Level 1, Autistic 

Disorder, Asperger Disorder or Pervasive Developmental Disorder-Not Otherwise 

Specified (PDD-NOS) (Kanai et al., 2012).   

 Intimacy: The ability and choice to be close, loving and vulnerable which is a 

dynamic process that develops over time and requires mutual trust, self-knowledge, and 

self-disclosure in a partnership.  Intimacy is comprised of several dimensions including 

emotional, physical, sexual, spiritual, aesthetic, social, recreational and intellectual 

characteristics (Sperry, 2010). 
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 Relationship Enhancement® Program: The Relationship Enhancement® (RE) is 

a psychoeducational program and brief therapy model which involves skill-training in the 

ten following areas of communication and conflict resolution: Empathy, Expression, 

Discussion/Negotiation, Problem/Conflict Resolution, Facilitation, Conflict Management, 

Self-Change, Helping Others Change, Generalization and Maintenance (Guerney, 1977). 

 Romantic Relationships: A romantic relationship is differentiated from other close 

relationships in terms of several components of intimacy.  Those components include 

commitment, affective intimacy, cognitive intimacy, physical intimacy and mutuality 

(Davis, 1973; Moss & Schwebel, 1993).  For the purposes of this study, romantic 

relationships include dating, cohabitation, engagement and marriage including same and 

different sex orientations (Mollen & Domingue, 2009).   

 Social Skills: In this study, social skills were identified by the representation of 

several components including, but not limited to, the ability to express yourself, to be 

sensitive to another person’s thoughts and feelings, and to regulate emotions 

(Constantino, 2012; Riggio, 1989).  To identify social skills important to romantic 

relationships, dating and assertiveness skills are referred to throughout the research 

(Levenson & Gottman, 1978). 

 Social Support: Social support is described as the “way people help each other 

cope with personal difficulties and how they provide everyday support to one another” 

(Devoldre et al., 2010, p. 259).  Family members, friends, colleagues and romantic 

partners can all serve as social supports. 
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Limitations 

 The following were limitations of the study which were imposed by the researcher 

and situation:  

• The participants were recruited from a non-probability convenience sample 

from a local agency.  The sample therefore may not be representative of the 

population as a whole, as participants were actively sought among individuals 

already seeking assistance. 

• The researcher is employed by the agency from which the participants were 

recruited. 

• The study was conducted and data collected in English, therefore limiting the 

ability to recruit local, non-English speaking participants.   

• The study relied primarily on self-report instruments to measure the effects of 

the independent variables. Self-report measures are reflective of the 

participants’ perception of the variables measured.   

Study Design 

A quantitative, quasi-experimental group design was used to conduct this study.  

One group (RE) received the RE classic treatment.  Another group (RE-ASD) received 

the RE classic treatment with supplemental topics designed to address specific social 

skills for ASD impairments.   

Participants were assigned to one of two treatment groups based on location and 

scheduling availability.  There were two possible locations, and at one of the locations 

only one treatment condition (RE) was offered. At the second location both treatment 

conditions were used (RE & RE-ASD).  The majority of study participants were involved 
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in groups at the second location due to more interest from people in that geographical 

area.  A total of seven treatment groups were conducted and offered in two locations 

during different days and times of the week.  Some groups ran concurrently (five groups) 

and others sequentially (two groups) based on scheduling availability.  All groups met for 

a total of 16 hours over a period of 8 weeks in two-hour weekly sessions.   

A G*power a priori power analysis was conducted to determine the number of 

participants needed according to an alpha error probability of 0.05, effect size of 0.96 and 

power of 0.80 (Accordino & Guerney, 2003; Faul, Erdfelder, Buchner, & Lang, 2009).  

This analysis suggested sample size groups of 19 for each of the treatment groups with a 

total of 38 participants with ASD.  To measure statistical significance, t-tests and effect 

sizes were assessed to measure within group differences for the first three hypotheses.  

To address the fourth hypothesis, a series of univariate analyses of variance were 

conducted in order to assess between group differences for the independent variables.  

Participants were recruited from a local agency working with individuals with 

ASD, their families and professionals who serve them.  Before treatment began, 

participants took part in a phone screening and in-person interview where the researcher 

assessed eligibility.  Eligibility was determined based on (a) diagnosis, (b) age, (c) verbal 

and cognitive skills required for understanding the instruments of measurement and the 

program content, and (d) interest in participating in a group to learn romantic relationship 

skills.  If eligible to participate in the study, participants were assigned to groups based 

on location and schedule availability.   

Self-report measures were administered pre and post treatment to determine 

effects of the intervention used for both groups, which allowed the researcher to collect 
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data for each variable. Three instruments were used to determine level of social skills for 

participants including the Social Responsiveness Scale-2 (SRS-2), the Autism Spectrum 

Quotient (AQ) and the Dating and Assertion Questionnaire (DAQ).  The Social 

Responsiveness Scale-2, Adult Version, administered in both a self-report version as well 

as a caregiver or friend version, is used to determine the level of social skills acquired for 

the individuals participating in the study (Constantino, 2012).  Additionally, the Autism 

Spectrum Quotient was administered and is used in the research to determine the 

effectiveness of therapeutic interventions for individuals with ASD (Baron-Cohen, 

Wheelwright, Skinner, Martin, & Clubley, 2001).  To measure social skills related to 

romantic social skills the Dating and Assertion Questionnaire (DAQ) was administered 

(Levenson & Gottman, 1978).  To measure the variables of empathy and social support 

the Empathy Quotient (EQ) and the Social Provisions Scale (SPS) were administered in 

the same intervals (Baron-Cohen &Wheelwright, 2004; Cutrona & Russell, 1987).  

Summary and Organization of the Study 

From the existing literature, it is clear that adults with ASD have limited 

experience with romantic relationships yet many strongly desire to participate and engage 

in them (Eaves & Helena, 2008; Howlin et al., 2004; Kobayashi et al., 1992; Mehzabin & 

Stokes, 2011).  Because of this reported desire and the positive effects that being in an 

intimate, romantic relationship has on the mental and physical health of the general 

population, it is logical to presume that individuals with ASD could similarly benefit 

from being in such partnerships (Brown et al., 1977; Gottman, 1998; Kiecolt-Glaser & 

Newton, 2001; Lynch, 1977; Seligman, 2012; Traupmann et al., 1982).  Yet, the question 
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remains as to how clinicians can best help individuals with ASD who are interested in 

engaging in romantic relationships.   

Recommendations for further research into adults with ASD and their 

relationships have suggested inquiries into how to enhance their ability to function in 

social and romantic relationships (Gilmour, Schalomon, & Smith, 2012; Henault & 

Attwood, 2002; Mehzabin & Stokes, 2011).  To address the issues individuals with ASD 

have with relationships, more studies need to be conducted on how to reduce sexual 

frustration and increase the understanding of successful relationship behavior (Gilmour et 

al., 2012).  Mehzabin and Stokes (2011) cited the need for a specific education program 

for individuals with ASD to teach sexual behavior, social rules, communication, and 

understanding (Mehzabin & Stokes, 2011).  Social skills training for adults with ASD is 

limited in the research with a few documented studies, which focus on improvement in 

social cognition, empathy, and psychosocial functioning (Gantman et al., 2012; Hillier, 

Fish, Cloppert, & Beversdorf, 2007; Turner-Brown, Perry, Dichter, Bodfish, & Penn, 

2008).  This study intended to contribute to the emerging research by examining the ways 

in which a psychoeducational intervention, specifically the Relationship Enhancement® 

program, can help prepare individuals with ASD to be more successful in romantic 

relationships.   

Before individuals can achieve success in a romantic relationship it is important to 

provide them with the opportunity to learn and use valid social skills.  In addition to 

social skills, it is important to investigate how the variables of empathy and social 

support influence success in romantic relationships.  The expression of empathy and 

acquisition of social support are identified as important to assess for individuals with 



	   18 

ASD as well as for the general population (Devoldre et al., 2010).  Due to their 

importance for the study population, this research focused on measuring the variables of 

social skills, empathy and social support.  

Next, this study will provide a comprehensive review of the literature about 

individuals with ASD, romantic relationships, and the important variables to consider in 

formulating the proposed research.  Once the literature was reviewed and critically 

analyzed, the method of how the study was conducted is presented with a review of the 

participants to be recruited, the study design, and the measurements and assessments to 

be utilized to measure outcomes.  Upon completion of the intervention and data 

collection, the data was analyzed and reported.  Results of the study, a discussion of these 

results and recommendations for future studies are included at the conclusion of this 

report.   
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CHAPTER TWO 

LITERATURE REVIEW 

This chapter is a review and critical analysis of the existing literature important to 

understanding this study.  The review provides a rationale for investigating an effective 

method to help adults with high functioning autism spectrum disorders (ASD) build skills 

for success in romantic relationships.  In order to understand the participants and 

variables that were investigated, the chapter begins with an overview of ASD and the 

interpersonal challenges faced by the population as a whole.  As the literature narrows, 

the review becomes specific to discuss the experiences of adults with ASD and goes on to 

highlight the effective social and relationship skills treatment that currently exists.  Then, 

the chapter reviews which variables are important to sustaining romantic relationships for 

the general population and those found particularly important for adults with ASD.  

Lastly, the literature on the Relationship Enhancement® program is selectively reviewed 

for its use and a summary of the significance of this research is presented.   

Autism Spectrum Disorders 

Autism was first introduced as a diagnosis by Austrian psychiatrist Leo Kanner 

and pediatrician Hans Asperger in 1943 and 1944.  Their discoveries about the 

psychopathology of children with autism are considered the beginning of the modern 

identification and research on ASD (Lyons & Fitzgerald, 2007).  They described the 

children that they observed and worked with having “an innate inability to form the 

usual, biological provided affective contact with other people” (Kanner, 1971, p. 126).  
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Since the initial identification of ASD, the social challenges faced by these individuals 

are clearly emphasized as essential and unique characteristics of autism.  

Autism Spectrum Disorders (ASD), otherwise known as Pervasive 

Developmental Disorders (PDD) in the DSM-IV-TR, are currently diagnosed at a rate of 

one in 68 children in the United States (APA, 2000; Centers for Disease Control, 2014).  

In 2007, England’s National Health Service Information Centre published some of the 

first data on prevalence of ASD in adults.  These results indicated percentage of 

approximately one in 110 adults diagnosed with ASD (Brugha et al., 2007).  This 

represents a similar ratio to the aforementioned reports on children with ASD in the 

United States.   

Individuals with ASD demonstrate clinically significant impairment in the areas 

of social communication and repetitive behaviors or interests (APA, 2013).  Within these 

categories, there are ranges of abilities and challenges.  For example, in the area of social 

communication, one individual diagnosed with ASD may have the ability to verbally 

communicate but be unable to do so in a way that is functional or effective while another 

may not be able to verbally communicate at all.  

Due to its chronic nature, people with ASD will present with difficulties in the 

areas of impairment in childhood and throughout their lifetime (Seltzer et al., 2003).  In 

the later years, during adolescence and adulthood, those who are labeled as high 

functioning are often included in typical education, work and social settings.  High 

functioning autism spectrum disorders, including Asperger syndrome, are meant to 

include those individuals who have average and above average verbal communication 

skills and average or above-average intelligence (Baker, 2005).  Due to their high level of 
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functioning, they are most indistinguishable from their typically developing peers making 

them likely to engage in a variety of interpersonal relationships, including romantic ones. 

Interpersonal Impairments 

The categories for diagnostic criteria have thus been presented, but what requires 

further review are those more specific symptoms that make it challenging for adults with 

ASD to be successful social or romantic partners.  With recent and significant changes in 

the diagnostic structure, the current study considers both the previous version of the 

Diagnostic and Statistical Manual of Mental Disorders-IV-TR (DSM-IV-TR) and the 

current version of the Diagnostic and Statistical Manual of Mental Disorders-5 (DSM-5).  

Due to recent changes in the diagnostic system as defined by the Diagnostic and Statistics 

Manual it is important to review both the historical context of autism spectrum disorders 

(ASD) or pervasive developmental disorders (PDD).  The following section will first 

review diagnoses and criteria included in the DSM-IV-TR and the last section will review 

the DSM-5.   

The DSM-IV-TR diagnostic criteria included a triad of impairments, one of which 

focused on social impairments.  Those criteria included marked deficits in using and 

interpreting nonverbal cues such as eye contact, facial expressions, physical postures, and 

gestures that can influence social interaction. Within the domain of socialization, they 

also have difficulty initiating and maintaining same age peer relationships, which can be 

attributed to impairments in sharing emotions with other people in a reciprocal manner 

(APA, 2000).  

The first criterion suggests that not only is it difficult for people with ASD to use 

body language and nonverbal communication but that it is also a challenge for them to 
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interpret these cues from others (Klin & Jones, 2006).  In applying this criterion to 

relationship building skills, several issues arise and are important to address in treatment. 

Such issues include misunderstandings in communication, choosing age inappropriate 

social partners and demonstrating emotional disconnectedness.  

 Difficulty with nonverbal behaviors can often lead to the misinterpretation of 

another person’s needs, wants and intentions.  A significant percentage of communication 

among the general population is done through nonverbal signals such as facial 

expressions, gestures, and body language (Baron-Cohen, 1995).  Individuals with ASD 

do not naturally communicate through these non-verbal methods.  Therefore, a person 

who is engaging in a social exchange with someone with ASD can be difficult for the 

ASD person to read which creates a barrier to relationship building.   

This concept is bidirectional, meaning that not only are individuals with ASD not 

using this kind of communication but they are also not able to understand it.  For 

example, if a person with ASD is conversing with a typically developing peer on a topic 

of no interest to the other person, the latter will likely elicit non-verbal cues, such as 

avoiding eye contact, looking at their watch, or tapping their foot to indicate boredom.  

When someone is trying to engage with an individual with ASD by using these nonverbal 

cues and they are not feeling understood it creates confusion and potential breakdowns 

within the social context (Laugeson, Frankel, Mogil, & Dillon, 2009).  

 One common presenting issue of people with ASD is their difficulty in socializing 

with same age peers.  Many children are comfortable socializing with people much older 

or younger.  It is not uncommon for an adolescent with ASD to have a better relationship 

with their teachers or other adults than with their classmates.  This is primarily due to the 
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lack of skills required for being accepted into conversation or engaging in social activities 

with their peers (Frankel & Myatt, 2003). 

 The third and fourth diagnostic criteria can be explained as a deficit in theory of 

mind.  Theory of mind is the cognitive ability of any person to be able to take 

perspective, or to figuratively put themselves in someone else’s shoes (Baron-Cohen, 

2002).  For individuals with ASD, theory of mind is impaired in its development and 

often does not occur naturally.  This deficit has led researchers and the community at 

large to look further into theory of mind as it relates to the expression of empathy.  The 

construct of empathy will be discussed in detail later in this review.   

 An understanding of the DSM-IV-TR diagnostic criteria of PDD/ASD is also 

important in context, but it is important to understand the current diagnostic criteria as 

presented by the DSM-5.  One significant change in the classification system is from the 

previous triad of impairments, including social, communication and behavior deficits. 

The DSM-5 presents a dyad of characteristics identified as social communication and 

restricted interests/repetitive behavior.  In this model socialization and communication 

have been merged into one diagnostic category.  The DSM-5 has also included a shift to 

three different levels of impairments in the domains of social communication and 

restricted interests and repetitive behaviors (APA, 2013).   

 Within the social communication diagnostic domain there are descriptions of how 

this can be presented in mild, moderate and severe presentations of the diagnosis.  These 

criteria include limitations in initiating and responding to social interactions with others 

and apparent lack of interest in social relationships.  The apparent lack of interest can 

emerge from three possible areas.  Some of those include clinical deficits in reciprocal 
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social and emotional interactions, in the use and comprehension of nonverbal 

communication and in creating and sustaining relationships with similar-aged individuals 

(APA, 2013).   

The impairments of individuals with ASD have been defined by clinicians and 

experts in the field and continue to evolve as more and more research is conducted on this 

population (Frankel & Myatt, 2003; Klin & Jones, 2006; Lord et al., 2000). The 

understanding of social impairments and their effects on interpersonal relationships has 

also expanded in recent years.  This expansion has resulted in the formation of effective 

treatment programming to address social and relationship skill building for children, 

adolescents and adults with ASD, which is reviewed next.   

Social Skills Treatment 

Even though one of the primary deficits of people with ASD is socialization, few 

structured and standardized treatment interventions have been developed.  Individual 

social skills training conducted by a clinician and one child has been shown to be 

effective for the population in targeting specific social behaviors such as promoting the 

use of eye contact and sharing or turn-taking during play (Schreibman, 2000).  Yet more 

recently there has been a movement towards group treatment as an effective modality for 

its inclusion of peer-to-peer modeling and learning from one another (White, Koenig, & 

Scahill, 2010). 

In recent years the demand for social skills group treatment has increased as the 

number of children with ASD has increased.  Although this treatment method has become 

popular and yielded many publications and treatment recommendations, few of these 

have been formally researched and reviewed (Laugeson et al., 2009; Marriage, 
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Wolverston, & Marriage, 2009).  Those that have been proven efficacious include 

elements of psychoeducation or didactic instruction, modeling or role-playing, behavioral 

rehearsals, coaching and homework.  

Psychoeducation through didactic instruction of social skills is an important part 

of treatment in working with individuals with ASD.  This becomes a challenge for 

clinicians and educators because it’s something that most typically developing people 

learn naturally not didactically (Gralinksi & Kopp, 1993; Rubin & Sloman, 1984).  

Individuals with ASD need the often unspoken rules of social interaction and etiquette to 

be broken down into concrete rules that they can learn and begin to apply.  Utilizing the 

method of Socratic questioning is an effective way that many adolescents and adults learn 

and can be utilized by clinicians in psychoeducational treatment.   

Once skills are learned, the application or acquisition of these skills is taught 

through seeing them modeled, otherwise known as role-plays.  Role-plays are 

demonstrations conducted by group leaders to show erroneous and successful examples 

of socializing.  Next it is important to have participants rehearse the skills themselves.  

During behavioral rehearsals, coaching from clinicians is critical for the delivery of 

corrective and positive feedback.  The assignment of homework outside of the group so 

the skills can be generalized to other people and places is the last component of effective 

social skills instruction (Davies & Rogers, 1985; Frankel & Myatt, 2003; Gralinski & 

Kopp, 1993; Gresham, Sugai, & Horner, 2001; Kazdin, Matson, & Esveldt-Dawson, 

1984; Laugeson et al., 2009; Mesibov, 1984; Rao, Beidel, & Murray, 2008; Rubin & 

Sloman, 1984).  Understanding the effective methods of teaching social skills allows 
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clinicians to provide a high standard of care with guidelines to help this population learn 

and grow therapeutically.  

Beyond the understanding of methodology, it is also important to know which 

skills are important to focus on in delivering treatment.  Several of the curricular topics 

relevant for adolescents and young adults include conversation skills, entering and exiting 

peer groups, relaxation skills, good sportsmanship, choosing a group of friends, hosting 

get-togethers, dealing with conflict and more (Gresham et al., 2001; Laugeson et al., 

2009; Ozonoff, 1995; Tse, Strulovitch, Tagalakis, Meng, & Fombone, 2007; White et al., 

2010a).  Many of these topics are included in a variety of social skills literature specific 

to the development of friendship skills.  The focus on social relationship building is 

important to individuals with ASD, not only for the purposes of this research, but also 

due to evidence indicating that having at least one or two friends increases self-esteem 

and independence while decreasing the likelihood for anxiety, depression and dropping 

out of school (Bauminger & Kasari, 2000; Buhrmester, 1990; Matson, Smiroldo, & 

Bamburg, 1998; Miller & Ingham, 1976).  The positive outcomes that result in having 

friendships are clear and important in understanding adolescents with ASD when 

presenting for treatment.   

In order to address friendship skill development, researchers at UCLA created the 

PEERS® curriculum designed to teaching teens and young adults how to make and keep 

friends (Laugeson & Frankel, 2010). This program is one of the first of its kind to 

formally assess social skills treatment for teens and was modeled after already established 

research and treatment for elementary school aged children (Frankel & Myatt, 2003).  

This treatment was established due to a lack of resources to address the unique adolescent 
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skills required to navigate the complex social environments of middle and high school.  

Since its inception the PEERS® program has published outcomes to support its 

effectiveness in increasing social skills, social cognition and number of social contacts or 

get-togethers (Laugeson et al., 2009; Laugeson, Frankel, Gantman, Dillon, & Mogil, 

2012).  In order to become a validated form of treatment, replicating this research in other 

environments was essential.   

A replication study of the original UCLA PEERS® intervention was conducted as 

an extension at Marquette University in Wisconsin.  The results of this research revealed 

that participants in the experimental group improved friendship skills, participated in 

more get-togethers and decreased levels of social anxiety, symptoms of ASD and 

behavior issues (Schohl et al., 2013).  A new outcome of this research focused on 

measuring social anxiety, which often co-occurs with the presentation of an autism 

spectrum disorder.  With this group of adolescents the improvement of social skills 

negatively correlates with the levels of social anxiety which had not previously been 

measured and helps to better establish this treatment program due to its assessment in 

multiple locations (Chambless et al., 1998).  

In a landmark study, researchers at Marquette University also conducted research 

on PEERS® which measures the neurological or physiological impacts of this social 

skills treatment.  Researchers used the PEERS® model by Frankel and Laugeson (2010) 

to determine changes in neuroplasticity (Frankel & Laugeson, 2010; Van Hecke et al., 

2013).  Through randomized control trials this research resulted in participants’ shift in 

hemispheric functioning and showed that those who received the intervention did not 

differ from typically developing peers in EEG post-testing.  This research yields an 
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important finding that evidence-based social skills instruction can markedly improve 

symptoms of autism spectrum disorders at the neurological level (Van Hecke et al., 

2013).  It is likely that the future direction of social skills instruction will continue to 

utilize physiological tests to identify effective social skills treatment.  Due to the 

aforementioned difficulty in identifying scientifically effective social skills treatment, this 

research is helpful in improving standards for making this form of treatment for autism 

spectrum disorders better solidified in the research and in practice.   

As these adolescents improve their ability to make friends and develop deeper 

relationships, the hope for developing adult romantic relationship is often on the horizon.  

Social skills treatment for young adults with ASD has recently expanded to include 

strategies for flirting, dating and other topics.  To expand on the current adolescent 

treatment for making and keeping friends, a version of the PEERS® manualized 

psycheducational treatment program was created for young adults (Gantman et al., 2012).  

The inclusion of topics such as how to flirt and get a date, knowing if someone is 

interested in you and dating etiquette all begin to address the beginning stages of 

developing a romantic relationship.   

In order to measure the level of social skills for individuals with ASD and the 

general population several measures have been created and utilized in the research 

(Gresham et al., 2001; Laugeson et al., 2009; Marriage et al., 2009; Ozonoff, 1995; Tse et 

al., 2007; White, Koenig, & Scahill, 2010).  To determine which instruments to use the 

researcher looked at the strength of the psychometric properties and the ability to gather 

data both from self-reports as well as from the perspective of a caregiver.  The Social 

Responsiveness Scale-2 (SRS-2), the Autism Spectrum Quotient (AQ) and the Dating 
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and Assertion Questionnaire (DAQ) were used to measure the variable of social skills for 

the participants in this study.  

The Social Responsiveness Scale-2 is a recently revised instrument that now 

includes an adult self-report form.  This tool identifies social impairments for individuals 

with ASD and indicates a severity for deficits in a range from subclinical to severe 

(Constantino, 2012).  Benefits of the SRS-2 are its ability to generate scores for five 

subscales of ASD and to measure intervention effectiveness.  The SRS-2 subscales are 

social awareness, social cognition, social communication, social motivation, and 

restricted interests and repetitive behaviors.  This instrument has been used in a variety of 

peer-reviewed studies that indicate the SRS-2 can discriminate ASD social behaviors 

from other diagnoses and assists in specifically identifying areas of social difficulty 

through the analysis of its subscales (Bölte, Poutska, & Constantino, 2008; Bölte, 

Westerwald, Holtmann, Freitag, & Poutska, 2011; Constantino et al., 2003; Murray, 

Mayes, & Smith, 2011).  The psychometric properties of the SRS-2 are strong and 

detailed in the methodology section of this study.  The SRS-2 contributes a valuable and 

unique perspective through the use of the caregiver version as well.  This study has 

requested participant’s permission to obtain SRS-2 caregiver reports to assess social 

skills from another perspective.  

Additionally, the Autism Spectrum Quotient was utilized to measure social skill 

acquisition at it relates to the severity of ASD symptoms for the participants in the study. 

The Autism Spectrum Quotient is an open-access instrument that, like the SRS-2, is 

designed to measure the severity of ASD characteristics on a scale of mild to strong.  

Baron-Cohen and colleagues (2001) created this tool as a brief way to assess subclinical 
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and clinical presentations of the diagnoses and has been widely used in the literature for 

individuals with ASD (Austin, 2005; Chiang & Lin, 2007; Wakabayashi, Baron-Cohen, 

& Wheelwright, 2006).  The AQ demonstrates satisfactory psychometrics and helps 

support the use of the SRS-2 as they relate to the impact of the intervention on the level 

of social skills for individuals with ASD.  The SRS-2 and the AQ were analyzed 

separately but utilized in combination to provide a more comprehensive understanding of 

the impact on social skills.   

The Dating and Assertion Questionnaire (DAQ) was utilized in this study to 

determine social skills as they relate to one’s perception of dating and assertive 

behaviors.  This short self-report instrument contains subscales to determine the dating 

and assertive behaviors of the respondent (Levenson & Gottman, 1978). The DAQ has 

been utilized with university students and other same-aged peers who have experienced 

problems in dating and in situations where assertiveness is required.  The instrument 

demonstrates adequate validity and strong reliability in the literature and will be fully 

reviewed in Chapter 3.  For the purposes of this study the researchers were interested in 

utilizing this measure to determine if the ASD supplements used in the RE-ASD group 

created a significant difference between groups.   

Adults with ASD 

Much of the research that exists in autism pertains to children, the characteristics 

they embody and the effects of diagnosis and treatment.  At its inception, adult research 

began with anecdotal reports for varying age groups but has slowly evolved to include 

scientific research that looked at the outcomes for individuals with ASD in early 

adulthood (Creak, 1963; Eisenberg, 1956; Kanner, 1973).  Over a period of four decades, 
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from the 1950s into the 1990s, several comprehensive and systematic studies were 

published on adults with autism (Gillberg & Steffenburg, 1987; Lockyer & Rutter, 1969, 

1970; Lotter, 1974; Rutter, Greenfeld, & Lockyer, 1967).  The resounding results of this 

early research included reports of subjects having a very poor to poor quality of life 

across many domains.   

Although there were a handful of studies conducted early on, compared to the 

research that had been done with children, it is considered a limited collection (Howlin et 

al., 2004).  Recently however, there has been a surge in the professional research, which 

looks at the effects of the disorder on individuals in adulthood (Ballaban-Gil et al., 1996; 

Barnard, Harvey, Potter, & Prior, 2001; Gerhardt & Lainer, 2011; Gillberg & 

Steffenberg, 1987; Goode, Rutter, & Howlin, 1994; Howlin et al., 2004; Kobayashi et al., 

1992).  As it pertains to the population in this study, it is important to review what the 

more current literature indicates about how adults with ASD function during this stage of 

life.   

A longitudinal study by Ballaban-Gil and colleagues (1996), examined the 

behavioral, linguistic and social domains of functioning for adolescents and adults who 

were initially assessed during childhood.  The results indicated that for almost half of the 

participants there were still significant deficits in the domains of behavior and 

socialization while the domain of language improved.  For example, approximately 50% 

of the now adolescents and adults had persistent behavior problems, including self-injury 

and stereotypic behaviors. For at least 90% of the participants social deficits continued to 

impact their lives.  The researchers also indicated that participants with lower cognitive 

skills had more significant problems in these domains, while those with near-normal to 
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normal intelligence still had problematic behaviors and atypical social interactions which 

interfered with achieving independence residentially and vocationally (Ballaban-Gill et 

al., 1996). The significance of this study emphasizes how critical it is to help adolescents 

and adults with ASD work to improve their social deficits in order to increase their 

chances of achieving independence.   

Several studies have further examined factors that contribute to determining the 

quality of life and level of independence of adults with autism spectrum disorders 

(Barnard et al., 2001; Gillberg & Steffenberg, 1987; Goode et al., 1994; Kobayashi et al., 

1992).  Indicators of more independence and those who function well in adulthood are 

individuals who have speech before six years old and have at least an intelligence 

quotient (IQ) of 50 (Gillberg & Steffenberg, 1987).  In a study conducted in Japan 

examining approximately 200 individuals with ASD, over 25% of those surveyed 

indicated that they were independently working and living which indicates a good or very 

good outcome. These participants also reported having earlier language skills and average 

or above average cognitive skills (Kobayashi et al., 1992).  Likewise Goode et al. 

reported 20% of the young adults they surveyed had good and very good outcomes as 

defined by having gained independence, a job and some friends.  Yet, 46% of the 

participants had poor or very poor outcomes and reported being dependent on others in 

adulthood (Goode et al., 1994).  One of the largest studies conducted with approximately 

500 families of adults with autism indicated negative outcomes for most with only 14% 

in full time employment, 11% living independently while over half experienced difficulty 

making friends (Barnard et al., 2001).   
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Howlin and colleagues (2004) obtained similar results when investigating 

individuals with autism who had a mean intelligence quotient (IQ) of approximately 80.  

The results of this study indicated that 58% of the participants rated having poor or very 

poor outcomes.  These outcome ratings were based on educational level, job status, 

friendships, independent living, overall social outcome, autism-related problems, and 

language (Howlin et al, 2004). In this study 56% of the participants reported having no 

friends or acquaintances, only three participants had ever been married or experienced 

close sexual relationships and only eight individuals could be rated as having successfully 

achieved independence.  Similar outcomes were derived from this study and the 

aforementioned, which points to the deficiency in accessing adult treatment and 

intervention.  At this stage in the research, it is clear that most adults with autism are 

highly dependent on family members and government assistance programs despite their 

cognitive level of functioning.   

In a 2008 study conducted by Eaves and Helena, most parents and caregivers of 

young adults with autism indicate they have limited independence, low economic status 

and persisting behavioral concerns.  It was also reported that about 60% of the young 

adults lived at home with family members, had jobs but only worked a few hours a week 

and received government subsidies to support themselves financially.  In this study fewer 

negative symptoms were reported than in previous studies, but consistently those who 

were more deficient in childhood verbal and intellectual functioning had poorer outcomes 

than their higher scoring counterparts.  

Research on individuals with Asperger’s Syndrome specifically began to emerge 

in the 1990’s and indicated that the transition periods into adolescence and adulthood 
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were the most challenging in the lifespan (Tantam, 1991).  During this period of time, 

individuals with AS often report symptoms of depression and anxiety as they attempt to 

manage major changes (Kim et al., 2000).  Transition into young adulthood is complete 

with the life stressors of finding work, developing social networks, having a place to live 

and being involved in the community.  One essential element identified as promoting 

wellbeing during these transitions is social support, which adolescents and adults with 

ASD are limited in obtaining (Howlin, 2000).   

 A study conducted on adults with ASD who report average intelligence, indicate 

that it is common for this population to demonstrate co-occurring mood, anxiety and 

other mental health disorders.  Hovfander et al. (2009) identified the prevalence of other 

conditions in the following order including mood disorders (53%), anxiety disorders 

(50%), Attention-Deficit/Hyperactivity Disorder (43%) and Obsessive Compulsive 

Disorder (24%).  For individuals diagnosed with ASD alone and those identified as 

having comorbid diagnoses, few had achieved independent living and any long-term 

relationships (Hofvander et al., 2009).  The implications of such research and clinical 

practice allow those working with the population to understand the range of psychiatric 

disorders that most commonly occur and to be prepared for such in treatment.   

As it pertains to social relationships, some research has been conducted on the 

functioning of single adults with ASD to determine any potential differences in the 

development of sexual behaviors.  In a study by Byers, Nichols, and Voyer (2013), a total 

of 129 adults with Asperger syndrome and high functioning autism participated in 

answering an Internet survey questionnaire about sexual functioning.  Overall, the men 
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reported better sexual function than the women, but all reported general positive sexual 

functioning.   

The results of this research challenge the assumption that individuals with ASD 

exhibit atypical sexual behaviors as demonstrated in other research (DeMyer, 1979; 

Mesibov, 1984; Ruble & Dalrymble, 1993).  Although several aspects of this research 

indicate differences in how adults with high functioning ASD think and feel about sexual 

functioning, this research demonstrates that on average they experience positive, 

problem-free sexual experiences even without the opportunity to engage with a partner.   

Gerhardt and Lainer (2011) recently conducted a comprehensive review of the 

needs of adolescents and adults with autism.  In this review they identify unemployment, 

lack of evidence-based treatments and professional provider recruitment and retention as 

problematic themes for adults with ASD (Gerhardt & Lanier, 2011).  The authors 

discussed the need for more evidence-based and socially valid interventions for this age 

range and suggest developing strategies to improve quality of life.  In order to develop 

these strategies, much more needs to be explored about what improves quality of life 

generally and more specifically for this population.  The research on socialization and 

relationships supports that having at least one or two friendships improves self-esteem, 

helps deal with life stressors and prevents feelings of anxiety and depression (Bauminger 

& Kasari, 2000; Buhrmester, 1990; Miller & Ingham, 1976).  Therefore, one way to 

begin addressing quality of life is through the development of social relationships, 

including romantic relationships.  
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Autism and Romantic Relationships 

Adolescents and adults with high-functioning autism spectrum disorders (ASD) 

have difficulty initiating and maintaining interpersonal relationships (Laugeson et al., 

2009). Despite this challenge, people with ASD do in fact engage in interpersonal 

relationships (Renty & Roeyers, 2007).  These relationships include romantic ones such 

as dating, cohabitation, and marriage.   

A romantic relationship is differentiated from other close relationships in terms of 

several components of intimacy.  Those components include commitment, affective 

intimacy, cognitive intimacy, physical intimacy, and mutuality (Davis, 1973; Moss & 

Schwebel, 1993).  For the purposes of this study, romantic relationships include dating, 

cohabitation, engagement, and marriage (Mollen & Domingue, 2009).  Due to their 

communication and socialization deficits, it is relevant in this review to discuss the 

research that exists for individuals with ASD who engage in romantic relationships.  

Limited literature exists on adults with autism in general, although this area of interest is 

growing as people with ASD are being more and more included in typical relationship 

scenarios (Orsmond, Krauss, & Seltzer, 2004; Renty & Roeyers, 2007).  

The first issue addressed is the myth that individuals with ASD do not desire 

social or romantic relationships. Some research suggests that the proportion of people 

with ASD who appear to be asexual is larger that that which exists in the general 

population (Bogaert, 2004; Marriage et al., 2009).  Yet the samples from which these 

persons are recruited focuses on those living in group home settings, which suggests a 

lower level of functioning for these individuals.  Additionally, many group home settings 

are comprised of one gender and therefore there are fewer opportunities for social 
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interactions with the opposite sex or the general population.  Among the highest 

functioning individuals living in these settings, the majority demonstrate heterosexual, 

homosexual or bisexual person-oriented sexual behaviors (Haracopos & Pedersen, 2004).  

The limited research that exists on higher functioning individuals with autism living in 

the community suggests that like others, most people with ASD desire friendships and 

romantic partners.  

In research conducted by Mehzabin and Stokes (2011), the findings suggest the 

need for specific sexual education programs to be developed for the ASD population due 

to less frequent and meaningful sexual experiences than a control group.  The results 

reported also indicate low social behavior and therefore an emphasis on how to enhance 

social understanding and communication are important.  An interesting result of this 

study is that the ASD group scored much higher on feelings of worry and anxiety about 

their future, specifically worries about being misinterpreted for their sexual behaviors and 

not being able to find a life partner.  

Additionally, Gilmour et al. (2012) surveyed adults with ASD living in the 

community to determine interest in sex and experience in engaging in sexual behaviors.  

On scales of sexual orientation, behaviors and comprehension of sexual language, ASD 

and non-ASD participants did not differ significantly.  Findings from this study also 

suggest a high correlation between sexual behaviors and interests for both groups.  

Implications of this research include an emphasis on awareness among caregivers, family 

and friends of people with ASD about their romantic, sexual interests (Gilmour et al., 

2012).  The research also indicates individuals with ASD who are interested often exhibit 

social behaviors, like stalking, which often leads to their rejection and isolation (Stokes, 
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Newton, & Kaur, 2007). This research suggests a need to teach these individuals 

appropriate pursuing skills so they’re not misunderstood and then excluded from 

opportunities to engage in relationships.   

Very little empirical research exists on the marital relationships of people with 

ASD, although many autobiographical and clinical case histories have been published 

(Attwood, 2007; Finch, 2012; Grandin, 2002; Jacobs, 2003; Ramey & Ramey, 2008; 

Slater-Walker & Slater-Walker, 2002;).  As the research for this population begins to 

include individuals with high functioning autism who are already engaged in romantic 

relationships several topics have emerged.  Some of those include investigations into 

sexual well-being and relationship satisfaction.  

Byers, Nichols, Voyer, and Reilly (2012) sought to measure the sexual well-being 

of those who were currently engaged in a romantic relationship.  Variables measured 

included frequency of dyadic affection, genital activity, sexual assertiveness and sexual 

satisfaction. Their research demonstrated that male participants and those with less ASD 

symptomology in social communication reported significantly greater sexual satisfaction, 

assertiveness, arousability and desire in their romantic relationships.  The population also 

reported lower sexual anxiety and fewer sexual problems. Women in this study reported 

higher sexual knowledge but lower solitary sexual activities (Byers et al., 2012).  Results 

of this research provide overall understanding that those individuals with better social 

communication skills experience improved sexual well-being.  The study emphasizes the 

importance of teaching adults with ASD about healthy sexual views and practices in 

addition to relationship skill development such as perspective taking and communication.   
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Lau and Peterson (2011) report some of the only research on adults with ASD 

who are currently in a marriage partnership in a study that focuses on marital satisfaction 

and romantic attachment styles. This study demonstrated that ASD individuals are more 

likely to demonstrate insecure avoidant attachment types, prefer a self-sufficiency style of 

intimacy and mistrust dependency in self and their partner.  Interestingly, the partners of 

the ASD individuals all demonstrated secure attachments suggesting that it takes a highly 

secure attachment style to initiate and sustain a romantic relationship with the ASD 

partner.  Despite their differences in attachment style, overall marriage satisfaction was 

high among all of the respondents regardless of the presence of an ASD diagnosis.   

As the research above indicates there are differences between the general 

population and those with ASD when it comes to some of their experiences in sexual and 

romantic relationships.  Yet in other aspects they function very similarly to non-ASD, 

comparison groups.  Everything from lack of exposure, limited population sampling, less 

frequent experiences and lack of treatment for such skills likely contributes to the major 

differences cited in the literature.  What is overwhelmingly recommended is the need for 

educational programs that address sexual and romantic skill building.  Unlike people who 

develop typically, individuals with ASD do not learn these social and relationship skills 

naturally but instead need to be instructed directly about how to develop these skills 

(Henault & Attwood, 2002).  The proposed study hopes to contribute to the literature that 

supports psycheducational programs for this population in an effort to better treat adults 

with ASD who are interested in being in romantic relationships.   
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Romantic Relationships 

A romantic relationship is identified in this review as a partnership between two 

people who are dating, cohabitating, engaged or married (Mollen & Domingue, 2009).  

Various studies have recognized that social isolation and loneliness have a significant 

impact on longevity and physical health (Cacioppo & Hawkley, 2009; Holt-Lunstad, 

Smith, & Layton, 2010; Uchino, Cacioppo, & Kiecolt-Glaser, 1996).  Research data exist 

to support that marriage has a positive effect on the physical and mental health of 

individuals in both men and women (Robles & Kiecolt-Glaser, 2003; Seligman, 2012). 

There are several aspects of romantic relationships that are important to explore for the 

purposes of this research including the identification of healthy couple behaviors, the role 

of intimacy and the constructs of empathy and social support for their relevance in 

romantic relationships.   

Healthy Couple Behavior and Intimacy 

Before clinicians can effectively treat couples in therapy it is important to have a 

good understanding of what generates relationship satisfaction within a romantic 

partnership (Sperry, Carlson, & Peluso, 2006).  Considerable research has been 

conducted on this subject, including a survey conducted by the United States 2000 census 

indicating that the three critical elements of a relationship are communication style, 

conflict resolution and relational commitment (Fields & Casper, 2001).  Those partners 

who address conflict, instead of withdrawing, are able to communicate through positive 

interactions even though they may disagree.  Oppositely, those who are not committed 

and spend time thinking of ending their relationship or engaging in a new one are less 

satisfied.   
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 In addition to these three elements there are also several qualities that have been 

attributed to healthy couples.  Some of these qualities, as identified by Beavers (1985), 

include beliefs such as truth is relative, not absolute; reality is subjective; and that human 

interaction is rewarding.  An understanding of these beliefs helps identify some behaviors 

that sustain healthy couples.  These include establishing personal boundaries, focusing on 

the present, good negotiating skills and expressing positive feelings are important for 

healthy relationships.  As indicated above, the definition of healthy couples does focus on 

positive interactions between partners and this is particularly true when there is conflict.   

Conflict within a couple is inevitable, and not necessarily an indicator of 

relationship dissatisfaction.  What is an indicator of the satisfaction and success of a 

couple is how they approach the conflict (Driver, Tabares, Shapiro, Nahm, & Gottman, 

2003). Much of the research in couples work has been conducted in laboratories to 

identify the ways in which healthy couples deal with conflict.  The three communication 

styles for couples in conflict are identified by Gottman (1995) as validating, volatile and 

avoiding.  The healthiest among these would be the validating couples who are able to 

openly discuss problems and express an understanding of the other person’s position.   

Extensive research has been conducted about marriage in order for clinicians to 

have an understanding of what helps predict a relationship staying together or breaking 

apart.  A general rule of thumb for couples is that they maintain a minimum ratio of five 

positive interactions to every one negative statement or action (Gottman & Levenson, 

2002).  The four predictors of relationship demise are stonewalling, contempt, criticism 

and defensiveness (Gottman & Silver, 1999).  An example of a negative action or 

statement would be stonewalling, or ignoring, a partner’s feelings or requests for 
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intimacy or attention.  When actions like stonewalling, or one of the other three 

predictors of relationship demise, are present there need to be at least five positively 

affirming actions in order to have the couple maintain the minimum level of relationship 

satisfaction. Every couple has disagreements and conflicts; it is the approach to resolving 

them and the positive regard partners have for one another that helps to comprise a 

healthy couple.   

Intimacy is a term that is utilized frequently in colloquial language to identify 

loving, personal and sexual relationships with another person.  Among clinicians and 

researchers there are a few operational definitions of intimacy because of the difficulty to 

identify it.  For the purposes of this research intimacy is defined as the ability and choice 

to be close, loving and vulnerable which is a dynamic process that develops over time 

and requires mutual trust, self-knowledge, and self-disclosure in a partnership (Prager, 

1999).  Although there are several dimensions of intimacy, including emotional, physical, 

sexual, spiritual, aesthetic, social, recreational, and intellectual, clients in therapy most 

often present with issues related to the emotional and sexual dimensions of their 

relationship (Carlson & Sperry, 2010).  Although this definition does not encompass all 

constructs involved in a couple’s relationship, it is often regarded as the most powerful 

component in determining if a couple is in jeopardy.  Simply said, if intimacy is at risk or 

lost, the relationship is likely to face danger or demise.   

 After reviewing the communication and behavioral components of healthy couple 

functioning, it is important to discuss emotional and cognitive components that contribute 

to success in romantic relationships (L’Abate & Talmadge, 1987).  For individuals with 

ASD, the development of prosocial behaviors is important and has been emphasized in 
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the research for socialization.  But what is also important, especially in the context of 

romantic relationship development, is the ability to build social and emotional thinking 

and expression (Laugeson et al., 2009).  The emotional and cognitive components that are 

considered important for this research include the development of empathy and social 

support.  

 Recent research about couples’ well-being and satisfaction highlights two 

elements that tend to play key roles in these relationships (Devoldre et al., 2010).  One of 

those elements is empathy.  Social competence in social relationships involves the ability 

to think and express empathically and feel supported by other people, which can present 

challenges for individuals with ASD (Capps, Sigman, & Yirmiya, 1996; Ozonoff & 

Miller, 1995; Sigman & Ruskin, 1999). Empathy and social supports are investigated 

below for their individual and connected properties in understanding how they contribute 

to romantic relationships.   

Empathy 

Empathy is a construct for which several definitions exist in the literature.  One of 

the defining aspects of empathy is one person’s attempt to understand the internal state of 

another (Baron-Cohen, 2003).  This can also be described as perspective taking; 

metaphorically, the ability to put oneself in someone else’s shoes (Devoldre et al., 2010).  

Perspective taking is a cognitive process that can be performed by people without actual 

expression or change in affect (Hogan, 1969).  Some researchers argue that if the 

expression of empathy does not occur then the cognitive process itself is absent.  Much of 

the debate over empathy and the capacity for certain people to be empathic, is related to 

this concept (Baron-Cohen, 2003).   
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The expression of empathy begins with understanding and identifying another’s 

emotional condition (Eisenberg & Fabes, 1990).  An early step of expressing empathy to 

others involves the ability to identify another person’s affective state (Hoffman, 1977; 

Preston & de Waal, 2002).  The ability to understand someone else’s perspective and 

emotional state requires attending to that person’s verbal and nonverbal communication 

and is an important element of empathy.  Beyond understanding is the ability for a person 

to respond in a way that allows the other person to feel understood and supported.   

Different perspectives exist about whether or not individuals with ASD embody 

empathy. Much of this is based on the affective impairments that are central to autism, as 

reflected by the inability to develop reciprocal, affectively based relationships through 

social interactions (Hobson, 1991). Some studies suggest a total lack of empathic skills 

(Baron-Cohen, 1995). Others emphasize the difficulty this population has in effectively 

expressing empathy (Bölte et al., 2011).  It is important to note that the studies conducted 

claiming individuals with ASD lack empathy have been critiqued for lacking validity and 

reliability.  From either perspective, most people experience challenges in understanding 

the way people with ASD try and relate to them.   

More evidence exists to support the claims that individuals with ASD do 

experience and express empathy.  As Dziobek et al. (2008) present, when compared to a 

neurotypical control group, adults with AS demonstrated equal emotional empathy.  

Emotional empathy is how a person shows concern for another while cognitive empathy 

is how people infer mental states (Decety & Jackson, 2004; Dziobek et al., 2008).  In this 

study the AS group demonstrated lower scores in the demonstration of cognitive empathy 

skills.  This study is the first of its kind to parse out these two types of empathic relating 



	   45 

for adults with autism from a clinician rated perspective and provides a better 

understanding of their potential to express empathy and how to better support their ability 

to successfully do that.  The debate continues among researchers about how to 

specifically define empathy and therefore different ideologies exist.  But one thing most 

agree on is that empathy is important to express to one another in order to satisfy a 

romantic relationship partner (Renty & Roeyers, 2007).   

In order to predict and respond to another person’s emotional and mental state, the 

capacity to empathize is required.  Neurological investigations have demonstrated that 

females are stronger empathizers than males (Baron-Cohen, Knickmayer, & Belmonte, 

2005).  Another recent study measured the differences between females and males and 

produced the same result that females report higher levels of empathy than male 

counterparts (Sucksmith, Allison, Baron-Cohen, Chakrabarti, & Hoekstra, 2013).  This 

research also indicated that mothers of children with ASD did not demonstrate 

differences in empathy when compared to controls, or those females who did not have a 

child with ASD.  It also indicated that fathers of children with ASD did score 

significantly lower than their control counterparts in empathy (Sucksmith et al., 2013).  

This result could indicate that fathers of children with ASD have more challenges in 

achieving well-being and satisfaction in their romantic relationships.  The replication of 

the differences in empathy between men and women, the consistency among women who 

are parents to both groups and the differences among fathers to both groups are important 

contributions to the research.  

It is important to understand that the assessment of empathy differs between 

females and males overall (Baron-Cohen, 2003, Baron-Cohen & Wheelwright, 2004; 
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Sucksmith et al., 2013).  Among the population of ASD, four times more males than 

females are identified with the diagnosis.  For the purposes of this study the levels of 

empathy for all participants within and between groups were assessed.  In order to 

measure the variable of empathy among all participants, the Empathy Quotient (EQ) was 

utilized for its robust psychometric properties and common use with individuals with 

ASD. 

The Empathy Quotient is an open-access, self-report instrument designed to 

measure one’s level of empathy.  The EQ provides a range of responses from non-

empathic to more empathic (Baron-Cohen & Wheelwright, 2004; Ruggieri, 2013).  

Although mostly utilized in research with individuals with ASD, the EQ has also been 

used in studies examining gender differences and individuals with schizophrenia 

(Auyeung et al., 2009; Bora, Gokcen, & Veznedaroglu, 2008). This instrument has been 

determined a valid measure of empathy as measured by confirmatory factor and 

exploratory analyses and has excellent reliability coefficients, which are detailed in the 

methodology section of this study (Baron-Cohen & Wheelwright, 2004; Muncer & Ling, 

2006; Sucksmith et al., 2013). The applicability of this instrument to the population and 

its strong psychometrics provide the rationale for utilizing this instrument to measure the 

variable of empathy and the effects of the intervention on this construct.   

Social Support  

The ability to express dispositional empathy is strongly associated with positive 

social behaviors and relationships.  Dispositional empathy in relationships is 

demonstrated by behaviors such as being supportive, generous and loving towards 
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another person (Devoldre et al., 2010).  Demonstration of these behaviors through 

dispositional empathy can serve as a kind of social support.  

Aside from its likeness to empathy social support has been described as the “way 

people help each other cope with personal difficulties and how they provide everyday 

support to one another” (Devoldre et al., 2010, p. 259).  People who provide social 

support can be family members, friends, colleagues and romantic relationship partners.  

Having valuable social supports has been linked to improved physical and mental health 

for people confronted with life stressors and for maintenance of relationships and 

marriage (Bradbury, Fincham, & Beach, 2000; Bradbury & Karney, 2004).  It is safe to 

assume that experiencing social support for individuals with ASD could positively impact 

their quality of life in these ways.   

Although social support plays a central role in positive relationship functioning, it 

is a complex process and sometimes is difficult to effectively provide (Rafaeli & 

Gleason, 2009).  Some specific examples of social support provision include being more 

helpful to those in need, providing supportive responses to peers and expressing through 

self-disclosure (Batson 1991; Davis, Franzoi, & Wellinger, 1985; Underwood & Moore, 

1982).  All of these describe the demonstration of skills that could be perceived as 

abstract, or not concrete, and therefore difficult for some to effectively use.  

Social support is generally defined above, but can also be broken down into both 

positive and negatives types (Pasch, Harris, Sullivan, & Bradbury, 2004).  The positive 

types are described as emotional and instrumental.  Providing encouragement and 

reassuring behaviors are examples of emotional social support.  Instrumental social 

support includes the provision of suggestions, giving advice or dealing directly with the 



	   48 

problem.  Emotional social support involves more abstract examples and empathic 

relating skills, whereas instrumental social support is much more concrete.  Negative 

social support can include criticism, blame, having a negative affect or minimizing 

problems (Devoldre et al., 2010).  The examples of negative social support are also what 

marriage experts, such as Gottman, identify as behaviors that predict a couples’ inevitable 

separation (Gottman, 1998).  

Strong social support from one’s partner shows greater relationship satisfaction 

(Cramer, 2004; Pasch & Bradbury, 1998).  But romantic relationships are not the only 

kinds of relationships from which people garner social support.  Often it is important for 

those who are in a couple to connect outside of their relationship for social support 

(Saloviita, Italinna, & Leinonen, 2003).  These kinds of social support can be garnered 

from relationships with parents, siblings, friends and other supportive people.  Social 

support was measured in this study utilizing the Social Provisions Scale (SPS) for its 

psychometric strength, use in the research and applicability to the study.   

The Social Provisions Scale includes specific versions that evaluate social support 

in a self-report form.  This instrument is useful in determining the perceived effects of 

social skills and social support from the perspective of a person with ASD.  The SPS 

includes subscales of reliable alliance, guidance, social integration, attachment, 

reassurance of worth and opportunity to provide nurturance (Cutrona & Russell, 1987).  

The psychometric properties of the instrument report strong reliability for the self-report 

and will be reviewed specifically in the next chapter (Cutrona & Russell, 1987; Renty & 

Roeyers, 2007; Russell & Cutrona, 1991).  
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The components of empathy and social support were important to explore further 

in the research, especially for those with ASD and their relationships.  Both empathy and 

social support align with the ASD diagnostics and clinical presentations of those who 

report difficulty with emotional reciprocity and feelings of loneliness.  In order to address 

the challenges faced by individuals with ASD, it is important to consider an evidence-

based intervention that can target these dimensions of relationship skills (APA, 2000; 

White & Robertson-Nay, 2009).  One such well-founded and extensively researched 

intervention for the preparation and improvement of romantic relationships is 

Relationship Enhancement®.   

Relationship Enhancement® 

Relationship Enhancement® (RE) is a psychoeducational program and brief 

therapy model which involves skill training with couples and singles in order to empower 

them to resolve current and future conflict (Guerney, 1977).  The program, developed by 

Bernard Guerney in the 1960s, began as a call to empower client couples and families 

through educating them to be their own therapists.  From this calling decades ago to the 

formalization and publication of RE to the present day, there have been over 400 articles 

published based on research conducted utilizing this intervention.  In 2004, Guerney 

began to collaborate with Ortwein to develop versions of RE that would be applicable, 

easy and enjoyable for different clinical, ethnic and socio-economic groups (Guerney & 

Ortwein, 2008).   

The 10 skills taught in RE include Showing Understanding, Expression, 

Discussion, Coaching, Conflict Management, Problem Solving, Self-Change, Helping-

Others Change, Generalization and Maintenance.  RE has over 20 years of empirical 
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research to validate its effectiveness with various populations; including personality 

disorders and developmental disabilities (Accordino & Herbert, 1997; Ginsberg, 1984; 

Zahniser & Falk, 1993).  One of the earliest studies conducted with the RE program 

resulted in better degrees of self-differentiation among participants (Griffin & Apostal, 

1983). When compared to other established couples curricula, RE yielded the best 

outcomes in interpersonal communication, expressive empathy, problem solving, marital 

adjustment, self-esteem, adaptability and marital happiness (Accordino & Guerney, 2001, 

2003; Guerney, Vogelsong, & Coufal, 1983).  From the many studies conducted, it is 

important to understand the existing RE literature that is best applied to the current 

research, which includes special populations.   

As mentioned above, some of the research on RE involves special populations 

including those with developmental disorders and mental illness.  One of the first studies 

in which the techniques to develop Relationship Enhancement® were applied was in 

filial therapy for children diagnosed with intellectual disabilities (Ginsberg, 1984).  This 

research supported the inclusion of parents in therapy to teach them techniques to utilize 

within the context of therapy and beyond for the best results.  As filial therapy gained 

more support in the community and in the research, the Relationship Enhancement® 

program took on these principles and applied it to individuals in different settings.   

To improve family interactions, RE was used as an intervention for individuals 

with severe mental illness in an effort to enhance their rehabilitation.  Proponents of this 

approach encouraged its use among rehabilitation counselors in order to shift to an asset 

or strengths-based approach to building skills (Accordino & Herbert, 1997).  When 

applied in a case study for a couple with schizophrenia the outcomes indicated positive 
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results.  As a result of being presented with RE marital therapy, the spouses were able to 

learn the skills, resolve minor and major conflicts in their relationship and use these skills 

with other family members (Zahniser & Falk, 1993).  From the extensive research on RE, 

these two studies emerge as important to help individuals in special populations.   

In order to best approach adults with ASD who are both in a couple relationship 

and single, this research utilized Ortwein and Guerney’s (2008) version of the program 

titled “Ready for Love RE.”  The RE skills and methods of instruction utilized in “Ready 

for Love RE” are part of the Mastering the Milestones of Love Relationships 

Enhancement Series developed for ease of use and cultural sensitivity (Ortwein & 

Guerney, 2008).  This program modifies the RE treatment for couples in an adapted 

version for singles and solos.  Singles are defined as individuals not currently in a 

romantic relationship and solos are those who are in a romantic relationship but are 

coming to treatment without their partner.  Although the RE program has demonstrated 

effectiveness in approximately 400 studies, there have not been any reports to determine 

its effects in working with individuals with ASD.  Additionally, there are no reported 

studies on the effectiveness of the “Ready for Love” program specifically.  Therefore 

through the application of the RE program to adults with ASD using “Ready for Love” 

this study will contribute new findings in the field.   

Summary 

The above review provides an understanding of the population of participants 

targeted in this study and the importance of social skills, empathy and social supports as 

they relate to romantic relationship functioning.  The existing literature on adults with 

ASD has focused primarily on employability and behavior issues with some research on 
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social relationships (Gantman et al., 2012; Gerhardt & Lainer, 2011; Lau & Peterson, 

2011).  What is garnered from this literature is limited in its specific application to social 

skills treatment for adults.  Therefore, currently mental health professionals have little to 

no direction in how to help these clients in treatment. 

The research that exists for individuals with ASD, and other low prevalence 

diagnoses, focuses on gathering data from smaller sample sizes making it more difficult 

to generalize the results of the data collected.  Therefore studies on adults with ASD and 

their experience in social and romantic relationships have often been limited to 

specialized settings (Bogaert, 2004; Marriage et al., 2009).  This study aimed to 

contribute an experimental design with participants living in various settings.   

In addition to these limitations in the research, it is also important to note that 

there is very little found about adults with ASD in the counseling literature.  The majority 

of what has been discovered is in special education, disability specific journals and 

psychiatric or psychological reviews.  As individuals with ASD present more frequently 

in typical counseling settings, it is important for this literature to focus on how counselors 

and therapists can develop tools, based on well-founded interventions like RE, in working 

with these clients (Guerney, 1977).  

This study aimed to contribute to the social skill treatment research with a specific 

focus on romantic relationship skills because of its many mental and physical health 

benefits.  In order to examine this further, the research used a quasi-experimental design 

in which two treatment groups participated in the “Ready for Love”, RE program and a 

supplemented version to determine effects on participants’ level of social skills, empathy 
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and social support.  The design and methods used in this study are the focus of the next 

chapter.   
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CHAPTER THREE 

METHODOLOGY 

 From the review provided in Chapter 2, the importance of social skills, empathy 

and social support were explained for their impact on romantic relationships for adults 

with autism spectrum disorders (ASD).  A review of the design used in this study is 

explained next followed by an overview of participant recruitment and sampling 

methods. The research questions with corresponding hypotheses are reported.  Next the 

variables measured and the instruments are included.  Finally, it is important to review 

what instruments of measurement were used to analyze the results of the study. 

Study Design 

This study used a quantitative quasi-experimental design to determine the effects 

of the Relationship Enhancement® program and some supplemental materials on social 

skills, empathy and social support for adults with high functioning autism spectrum 

disorders.  A quasi-experimental design was chosen due to lack of control over the 

scheduling of experimental factors and random assignment (Campbell, Stanley, & Gage, 

1963).  The factors that influenced group assignment were participants’ willingness to 

attend treatment based on geographical location and scheduling. Therefore, the 

composition of the participants into each group was based on those two factors. Data 

from the pre and posttest instruments were analyzed using two-tailed t tests, descriptive 

statistics and a series of univariate analysis of variance to determine both within and 

between group differences. 



	   55 

Based on the direction of the treatment for individuals with ASD, there is research 

to support an investigation of modalities and topics as it relates to interventions for adults 

with ASD who are interested in engaging in romantic relationships.  Due to the success of 

social skills group treatment in recent years, a model for group treatment is targeted 

(Gresham et al., 2001; Laugeson et al., 2009; Ozonoff, 1995; Tse et al., 2007; White, 

Koenig, & Scahill, 2010).  One such application of group treatment for individuals and 

couples looking to improve relationship satisfaction is provided in the Relationship 

Enhancement® program (Guerney, 1977).  Some of the topics included within the 

instruction of the RE program are empathic listening, utilizing and interpreting nonverbal 

communication, creating a supportive social network, communication and working 

through conflict.  Instruction was delivered in a group setting, over a period of eight 

weeks, and utilized strategies such as direct instruction, role-playing, providing corrective 

feedback and completion of homework assignments as dictated by the RE program 

(Guerney, 1977). The treatment modality chosen for group treatment through 

psychoeducation specifically addresses several of the important elements in working with 

people with ASD to enhance the social skills, empathy and social support which 

contribute to healthy functioning in a romantic relationship. 

There were important treatment elements to incorporate in the RE-ASD treatment 

condition as they relate to specific deficits that individuals with ASD face in social 

relationships.  The components included in the RE-ASD treatment group included how to 

flirt, assessing if someone likes you, and asking someone out on a date (Gantman et al., 

2012).  These components were specifically incorporated into three different sessions at 

the third, fourth and fifth sessions during the eight-week treatment.  The group who 
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received the RE program received the condition of the treatment in its classic format 

which did not include instruction on these specific components.   

Participants 

This study utilized the well-validated and reliable psychoeducational program 

Relationship Enhancement® (RE) and a version with supplements (RE-ASD) to 

individuals who fit the following eligibility criteria:  

• Individuals had a diagnosis of an Autism Spectrum Disorder including, but 

not limited to, Autism Spectrum Disorder, Level 1, Asperger Syndrome (AS), 

high-functioning autism (HFA) and Pervasive Developmental Disorder-Not 

Otherwise Specified (PDD-NOS).  

• Individuals were 18 years old or older and within their own legal ability to 

consent to treatment (no legal guardianship of a parent or guardian). 

• Individuals demonstrated average or above average cognitive and verbal skills 

and at least a 10th grade reading level, as determined during the interview 

process. 

• The participants were screened and interviewed prior to being selected to 

participate in the study. 

• The participants reported an interest in engaging in dating, cohabitation or 

marriage.  

• The participants were willing and motivated to participate in the 8-week 

program.  

A G*power a priori power analysis was conducted to determine the number of 

participants according to an alpha error probability of 0.05, effect size of 0.96 and power 
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of 0.80 (Accordino & Guerney, 2003; Faul et al., 2009).  This analysis suggested sample 

size comparison groups of 19, for a total of 38 participants in both treatment groups.  

Participants were recruited from a local agency working with individuals with ASD and 

their families.  The agency is a state funded organization representing approximately 

3,000 families living in five counties across central and south Florida.  As indicated in the 

most recent annual report, the agency provided services to over 900 adults with ASD 

(Florida Atlantic University, 2012).  Participants were recruited from these registered 

individuals.   

Procedure 

The participant pool was drawn from a local agency in south Florida that provides 

clinical training and support to individuals with ASD, their family members and 

professionals working with them.  Recruitment flyers were created and emailed to 

potential participants and local professionals registered with the agency (Appendix A).  

Interested parties were asked to call or email for informal questions and answers and to 

screen interested contacts.  A preliminary questionnaire to determine interest in a 

program to enhance romantic relationships was conducted over the phone (Appendix B).   

From this pool, participants were interviewed in person to determine eligibility 

through verbal questions (Appendix C) and written questions from the assessment 

instruments.  Four of the five instruments used in this study are open access 

measurements, including the AQ (Appendix D), DAQ (Appendix E), EQ (Appendix F) 

and SPS (Appendix G). During the in-person interview participants were provided all 

Florida Atlantic University (FAU) Institutional Review Board (IRB) required informed 

consent and the risks and benefits of participating in the study (see Appendix H).  
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Participants were informed of the maintenance of confidentiality according to the law and 

the FAU IRB (Appendix I).   

Within a group context it is difficult to guarantee confidentiality among group 

members.  The participants were informed of their right to withdraw from the study 

without penalty or interference with any of the services already being provided by the 

agency from which they were recruited.  If participants were deemed eligible by the 

researcher and interested in participating in the group treatment they were then assigned 

to groups based on convenience of treatment location and scheduling.  

The researcher randomly assigned the conditions of treatment, RE or RE-ASD, to 

groups before group membership was composed. Group assignment was based on 

convenience of location and scheduling for each participant.  The researcher 

predetermined which group day and time slots would receive the RE or the RE-ASD 

treatment.  Participants in each group were assigned based on a non-probability, 

convenience sample and were not randomly assigned to groups. 

 During the initial in-person interview the researcher administered all of the 

instruments.  Data were collected from the self-report and caregiver instruments at pre 

and post treatment.  Most data were collected in person at interview or during the last 

group session and some data were mailed to the researcher.  All participants were 

provided with a caregiver version of the Social Responsiveness Scale-2 some of whom 

agreed to share with a caregiver, while others declined.  All data were stored on the 

researcher’s password protected computer and locked file cabinet in a locked office at the 

researcher’s institution.   
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Research Questions 

The study measured differences in the level of social skills, empathy and social 

support for all group participants, combining the RE and RE-ASD participants. The study 

also measured differences between group participants by separately analyzing the RE and 

RE-ASD group results.  Questions that guided this research were:    

1. What is the impact of the RE & RE-ASD psychoeducational treatment (DV) 

programs on the level of social skills (IV) of the participating individuals? 

2. What is the impact of the RE & RE-ASD psychoeducational treatment (DV) 

programs on empathy (IV) of the participating individuals? 

3. What is the impact of the RE & RE-ASD psychoeducational treatment (DV) 

programs on social support (IV) of the participating individuals? 

4. Will there be a difference between the RE & RE-ASD groups in their levels of 

social skills, empathy, and social support at the end of treatment? 

Null Hypotheses 

 Hypothesis 1:  

Ho1:  There will be no significant difference pre and post treatment in 

social skills among participants within groups.  

 Hypothesis 2: 

Ho2:  There will be no significant difference pre and post treatment in 

empathy among participants within groups.   

 Hypothesis 3:  

Ho3:  There will be no significant difference pre and post treatment in 

social support among participants within groups.  
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 Hypothesis 4: 

Ho4:  There will be no significant differences in social skills, empathy and 

social support among participants between the two treatment groups.  

Variables 

As presented in the research questions and null hypotheses for this study, the 

variables that were measured are social skills, empathy and social support.  All variables 

were measured before (pre) treatment, during the eligibility interview, and after (post) 

treatment, during the last treatment session.  Three instruments were used to determine 

levels of social skill acquisition for participants including the Social Responsiveness 

Scale-2 (SRS-2), the Autism Spectrum Quotient (AQ) and the Dating and Assertion 

Questionnaire (DAQ) (Baron-Cohen et al., 2001; Constantino, 2012; Levenson & 

Gottman, 1978).  To measure the independent variables of empathy and social support, 

the Empathy Quotient (EQ) and the Social Provisions Scale (SPS) were administered in 

the same intervals (Baron-Cohen &Wheelwright, 2004; Cutrona & Russell, 1987). 

Instruments 

 The instruments used are self-report questionnaires, which measured each of the 

variables used in this study.  A total of five measures were used including the Social 

Responsiveness Scale-2 (SRS-2), Autism Spectrum Quotient (AQ), Dating and Assertion 

Questionnaire (DAQ), Empathy Quotient (EQ) and the Social Provisions Scale (SPS) to 

assess the variables within and between group participants. The SRS-2 and AQ were 

utilized to examine the variable of social skills. The Dating and Assertion Questionnaire 

(DAQ) was administered to examine self-report behaviors of social skills in dating and 
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assertiveness.  The EQ and the SPS were used to measure the independent variables of 

empathy and social support.  

Social Responsiveness Scale-2   

The second edition of the Social Responsiveness Scale (SRS-2) is a 65-item 

questionnaire, which rates the severity of ASD symptoms for both children and adults.  

The adult form of the SRS-2 has two versions as a self-report completed by the adult 

participant themselves and a caregiver report that can be completed by a relative, friend 

or caregiver in the person’s life.  The scale results in outcomes that helps determine a 

person’s level of ASD.  It provides scores on the subscales of social awareness, social 

cognition, social communication, social motivation and restricted interests and repetitive 

behaviors (Constantino, 2012).   

The SRS-2 Adult form asks respondents to rate symptoms they have noticed on a 

Likert scale with four possible options.  These include Not True=1, Sometimes True=2, 

Often True=3 and Almost Always True=4.  The instrument can be scored and graphed 

within approximately five to ten minutes.  Raw scores are obtained and converted into T-

scores to provide guidelines in the severity of ratings.  Those individuals who score 76 or 

higher are interpreted as severe, scores 66 through 75 are considered moderate and scores 

between 60 and 65 are in the mild range of symptomology for an ASD diagnosis 

(Constantino, 2012).  Aside from its use as a screener and supplement in the diagnostic 

process, the tool is specifically designed to help with the evaluation of treatment 

programs and is intended to inform the direction of therapeutic interventions. 

The psychometrics reported on the SRS and SRS-2 include Cronbach’s alpha 

reliability ranges from 0.71 to 0.89 with a sensitivity of 0.85 and specificity of 0.83 
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(Bölte et al., 2008, 2011; Constantino et al., 2003; Murray et al., 2011). Correlations with 

established, gold-standard autism scales, such as the Autism Diagnostic Observation 

Scale (ADOS) and the Autism Diagnostic Interview-Revised (ADI-R) are moderate to 

high 0.25-0.83 (Gantman et al., 2012).  For the current study, the SRS-2 was utilized for 

its value in providing relevant information from caregiver reports to assist in collecting 

comprehensive data for the best interpretation of the results of treatment.   

Autism Spectrum Quotient   

The Autism Spectrum Quotient (AQ) is a 50-item self-report instrument that is 

open-access and designed to measure severity of autistic traits and characteristics from 

mild to strong.  Respondents are asked to rate their degree of agreement or disagreement 

on various statements.  Response options are Strongly Agree, Slightly Agree, Slightly 

Disagree and Strongly Disagree.  Items are scored 0 or1 for those statements to which 

they agree or disagree with no distinction between the strengths of the items chosen.  

Scores are then summed for a total raw score.  According to the developers of the 

instrument, the cutoff score of 32 serves as a mild presentation of ASD while higher 

scores fall into moderate or strong presentations of the diagnoses with a maximum 

possible score of 50 (Baron-Cohen et al., 2001).   

The instrument demonstrates satisfactory internal consistency with a Cronbach’s 

alpha coefficient of 0.78 for men and 0.70 for women (Renty & Roeyers, 2007).  When 

utilized among adolescents and adults with ASD and typically developing college 

students good internal consistency and test-retest reliability was demonstrated with scores 

of 0.82 and 0.78 respectively (Woodbury-Smith, Robinson, Wheelwright, & Baron-
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Cohen, 2005).  The AQ was utilized to contribute to the robustness of the research and to 

determine the effects of the intervention on the variable of social skill acquisition.  

Dating and Assertion Questionnaire   

The Dating and Assertion Questionnaire (DAS) was utilized in this study to 

determine social skills as they relate to dating and assertion. This 18-item self-report 

instrument contains two subscales with nine questions each to determine dating and 

assertive behaviors of the respondent (Levenson & Gottman, 1978). The DAQ has been 

utilized with university students and others who have experienced problems in dating and 

assertion situations.  The results of psychometric testing indicate strong internal 

consistency with Cronbach’s alpha of 0.92 for the dating subscale and 0.85 for the 

assertion scale (Fischer & Corcoran, 2007).  

The instrument is divided into two sections.  The first section asks respondents to 

determine the likelihood of behaving in certain ways based on four choices, “I never do 

this” (1), “I sometimes do this” (2), “I often do this” (3) or “I do this almost always” (4). 

The second section of the DAQ asks participants to imagine themselves in scenarios.  

Based on those scenarios there are five choices for how to best describe themselves.  The 

scale ranges from “I would be so uncomfortable and so unable to handle this situation 

that I would avoid it if possible” (1) to “I would feel very comfortable and be able to 

handle this situation very well” (5).  Means of the dating and assertion questions are 

obtained for section 1 and 2 separately and then summed for two total scores on the 

subscales of dating and assertion.  The subscale total scores are used and analyzed 

separately as dating (D) and assertion (A), they are not used in combination for a total 

score.   
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Empathy Quotient   

The Empathy Quotient (EQ) is an open-access, self-report instrument designed to 

measure one’s level of empathy (Baron-Cohen & Wheelwright, 2004).  This 60-item 

scale includes 40 items designed to measure empathy and 20 filler items that are not to be 

scored.  In the same design as the AQ, respondents are asked to Strongly Agree, Slightly 

Agree, Slightly Disagree and Strongly Disagree with empathic responses in different 

scenarios.  

The total score of the scale is out of 80, with each item response being marked as 

a non-empathic response, zero, or an empathic response of one or two depending on the 

strength of the item chosen (Baron-Cohen & Wheelwright, 2004).  High scores indicate 

more empathy and a cut-off score of 30 has been utilized when assessing individuals with 

ASD (Preti et al., 2011).  Researchers report that mean scores are usually higher for 

females than males for those who are typically developing and have a diagnosis of ASD 

(Baron-Cohen, 2003; Baron-Cohen & Wheelwright, 2004; Sucksmith et al., 2013).  

This instrument has been determined a valid measure of empathy as measured by 

confirmatory factor and exploratory analyses (Muncer & Ling, 2006).  Both ASD and 

non-ASD group research report strong scores on internal consistency from 0.79 to 0.92 

and test-retest reliability 0.97 (Baron-Cohen & Wheelwright, 2004; Preti et al., 2011).  

The applicability of this instrument to the population and its strong psychometrics 

provide the rationale for utilizing this instrument to measure the independent variable of 

empathy.   
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Social Provisions Scale   

The Social Provisions Scale (SPS) is used to measure a person’s perceived level 

of social support.  This instrument is a 24-item Likert scale with subscales including 

reliable alliance, guidance, social integration, attachment, reassurance of worth and 

opportunity to provide nurturance (Cutrona & Russell, 1987).  Responses are scored on a 

four point scale including strongly disagree (1) to strongly agree (4).  Scoring the 

instrument involves reversing 12 of the items and summing the total for the instrument 

and its subscales.  The range of possible scores is from 24 to 96, with higher scores 

indicating more perceived social support.   

The psychometric properties of the instrument report internal reliability within 

0.87 and 0.91 across a range of population samples, including those with ASD (Cutrona 

& Russell, 1987; Russell & Cutrona, 1991).  Additional research indicates Cronbach’s 

alpha between 0.88 and 0.93 for the SPS (Renty & Roeyers, 2007).  The validity of this 

instrument has also been supported in the literature (Cutrona, Russell, & Rose, 1986).   

Summary 

To successfully treat individuals with ASD who want to engage in a romantic 

relationship, all of the above factors are highlighted and synthesized for this proposed 

study and others in the future.  Due to limited research on this particular topic, it is 

essential for research-based interventions to be investigated and reported in the literature 

to create comprehensive, efficacious treatment.  This can be accomplished, on a small 

scale, through the proposed study and other variations of group, individual and couples 

treatment.   
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CHAPTER FOUR 

RESULTS 

The purpose of this study was to determine the effects of the Relationship 

Enhancement (RE) psychoeducational program on the social skills, empathy and social 

support of adults with autism spectrum disorders (ASD). In this chapter the recruitment 

flow chart and participant demographics are presented.  This is followed by details on the 

psychometric data and descriptive statistics for the assessment instruments. Next, the 

results of hypothesis testing are reported and include data on secondary analysis that was 

performed.  The chapter will conclude with a summary of the results. 

In order to determine the quantitative significance of the study, IBM SPSS 

Statistics Version 22 (SPSS, 2013) was used for analysis of the variables. The 

significance level for all analyses was set a priori at p < .05.  For each measurement 

instrument with missing responses, replacement by means method was employed for 

computation of the total measure.  

Participant Data 

 In the data entry and analysis processes, the set was examined for missing values 

and a means method was calculated and entered.  Recruitment led to 69 potentially 

interested participants who contacted the investigators via phone or email with questions.  

All contacts were recorded including those who contacted with interest (n=12, did not 

meet screening criteria), interviewed ineligible (n=4, did not meet study criteria at 

interview), interviewed eligible (n=8, met criteria, did not join treatment), discontinued 
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(n=5, withdrew from treatment) and participants who completed treatment (n=40) (see 

Figure 1).  A total of 40 individuals participated in the treatment program, 38 of whom 

had pre and posttest data sets that were complete enough to include in analysis.  Two 

participants’ data sets were too incomplete to include in this study.   

 

Figure 1. Diagram of participants interested, interviewed, and completed. 



	   68 

Treatment  

The completed treatment population of individuals in this study was 38 adults 

with autism spectrum disorders (ASD) who were interested in learning romantic 

relationship skills.  Males comprised 78.9% (n=30) and females comprised 21.1% (n=8) 

of the participant sample. The male to female ratio of individuals diagnosed with ASD is 

4:1, which is approximate to the participant ratio in this study at 3.75:1 (CDC, 2012).   

Of the total participants 65.8% (n=25) were identified as Caucasian, 21.1% (n=8) 

as Hispanic, 2.6% (n=1) African American or Black, 5.3% (n=2) Asian/Pacific Islander 

and 5.3% (n=2) as other.  The majority of participants were between the ages of 18 and 

29 (76.3%, n=29) while the remaining participants were 30 years old and above (23.7%, 

n=9).  Demographic information collected also included participants’ level of education.  

A significant percentage of the population reported at least some experience in 

completing college work or completion of an undergraduate or graduate degree (71.1%, 

n=27).  A smaller percentage (30%, n=11) of the participants had completed some high 

school or obtained their high school degree.  Data on marital status were gathered and 

resulted in 92.1% (n=35) of the participants identifying as single and 7.9% (n=3) reported 

being married. Table 1 highlights the participant demographics and details on group 

membership.   
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Table 1 

Participant Demographics and Group Membership 

Variable  n % of Sample RE n RE-ASD n 

Gender      
 Male 30 78.9 14 16 

 Female 8 21.1 5 3 
Race      

 Caucasian 25 65.8 11 14 
 Hispanic 8 21.1 5 3 

 African American/Black 1 2.6 0 1 
 Asian/Pacific Islander 2 5.3 2 0 

 Other 2 5.3 1 1 
Age      

 18-29 29 76.3 14 14 
 30-39 4 10.6 1 3 

 40-49 2 5.3 1 1 
 50 and over 3 7.8 2 1 

Education      
 Some High School 2 5.3 1 1 

 High School Graduate 9 23.6 7 2 
 Some College 21 55.3 8 13 

 College Graduate 2 5.3 1 1 
 Graduate Degree 4 10.5 2 2 

Marital 
Status 

     

 Single 35 92.1 16 19 
 Married 3 7.9 3 0 

      Note. n = number of participants. 
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Descriptive Statistics for Instruments 

 The first step in analyzing the data collected measured this study’s instrument 

descriptive statistics and instrument reliability.  Descriptive statistics were calculated for 

each instrument utilized in this study. The scoring procedures were upheld and mean 

scores and totals were calculated for each measure. The results for the descriptive 

statistics of the Social Responsiveness Scale-2 (SRS-2), Autism Spectrum Quotient (AQ), 

Dating and Assertion Questionnaire (DAQ), Empathy Quotient (EQ) and the Social 

Provisions Scale (SPS) are provided in Table 2.  

 
Table 2 

Central Tendency Measures of Study Instruments 

Instrument M SD 

Social Responsiveness Scale-2 64.08 8.86 

Autism Spectrum Quotient 26.37 6.95 

Dating & Assertion Questionnaire 

Dating 
Assertion 

 

5.39 
5.85 

 

1.35 
1.19 

Empathy Quotient 31.68 9.72 

Social Provisions Scale 73.51 9.83 

Note. M = mean; SD = standard deviation.  
 

 The central tendency measures for the instruments used in this study are important 

to understand in the context of cut-off scores and other published tendencies.  The SRS-2 

cut-off scores report that scores of 60 or above indicate clinically significant symptoms 

that meet criteria for autism spectrum disorders (Constantino, 2012).  The mean total 
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score of the SRS-2 for the all participants was 64.08, which falls within the mild range 

(60-64) of an ASD presentation according to scoring parameters.   

The AQ instrument scores produced a group mean of 26.37.  In other research, 

adults with ASD score 32 or more indicating clinically significant traits of autism (Baron-

Cohen et al., 2001).  Therefore the mean total of the AQ scores for this study falls within 

one standard deviation below the average cut-off score for individuals with ASD reported 

in the literature.   

 The DAQ demonstrated two measures of central tendency of 5.39 for dating and 

5.85 for assertion.  Another study utilizing these subscales for measurement in social 

skills treatment reported 5.55 for dating and 6.51 for assertion among typically 

developing adults (Levenson & Gottman, 1978).  On both scales the means for the 

participants in this study were slightly lower than other reports.   

 In this study, the scores generated from the EQ resulted in a mean of 31.68 for all 

participants.  A useful cut-off score of 30 for adults with ASD has been established in the 

literature (Baron-Cohen & Wheelwright, 2004).  The EQ mean score for participants in 

this study approached this previously established cut-off.   

 The last instrument analyzed for central tendencies among the study’s participants 

is the SPS.  A mean score of 73.51 for the variable is reported.  The developers of this 

instrument report a mean of 82.45 and standard deviation of 9.89 with other populations 

(Cutrona & Russell, 1987).  The results of this study’s SPS mean scores are more than 

one standard deviation from the norm scores reported.   

 The central tendency measures for instruments utilized in this study provide 

information useful for comparing to other populations and previously established norms.  
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One instrument’s means (SPS) differed significantly from the comparisons.  The other 

four instruments (SRS-2, AQ, DAQ and EQ) resulted in means that fell within cut-off 

scores and norm ranges found in other research.  Next, the review will discuss the results 

of internal reliability analysis for the instruments used in this study.   

Instrument Reliability 

To estimate internal reliability consistency for this study, Cronbach’s alpha was 

analyzed for each of the instruments utilized in this study.  The time interval between pre 

and posttest was approximately 8 weeks.  Cronbach’s alpha tests the sample’s responses 

as a group, instead of testing individual test scores (Helms, Henze, Sass, & Mifsud, 

2006).  Scores can range from 0 to 1.00 and those that are closest to 1.00 indicate greater 

consistency or reliability.  

The researcher provided a range of the alphas obtained from both pre and posttest 

item analyses.  Internal consistency scores for this study range from .73 to .93, 

demonstrating adequate to strong internal reliability for the instruments utilized.  The 

internal reliability coefficients are detailed in Table 3.  
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Table 3 

Instrument Internal Reliability Cronbach’s Alpha 

Instrument Cronbach’s alpha 
pretest 

Cronbach’s alpha 
posttest 

Items in scale 

Social Responsiveness Scale-2 .91 .93 65 

Autism Spectrum Quotient .79 .82 50 
Dating & Assertion 
Questionnaire 

Dating 
Assertion 

 
.88 
.73 

 
.88 
.78 

 
9 
9 

Empathy Quotient .77 .83 60 

Social Provisions Scale .82 .89 24 
    Note. Cronbach’s alpha range represents internal reliabilities for pre and posttest. 

Previous research cites SRS and SRS-2 internal consistencies between .71 and .89 

(Bölte et al., 2008, 2011; Constantino et al., 2003; Murray et al., 2011).  These results 

indicate strong internal reliability for the SRS-2 in this study.   

The reliability coefficients for the AQ in this study were moderate with a reported 

range of .79-82.  This falls within previously published ranges for the AQ with 

satisfactory reliability reports between .70 and .82 (Renty & Roeyers, 2007; Woodbury-

Smith et al., 2005).  In this study the AQ demonstrated satisfactory internal reliability.  

The alpha coefficients for the DAQ are measured by subscale.  The dating 

subscale produced a .88 reliability, which rates above the .85 coefficient reported in other 

research and indicates strong internal instrument reliability (Fischer & Corcoran, 2007).  

The assertion subscale reliability coefficients ranged from .73-.78, lower than what is 

reported in the Fischer and Corcoran (2007) research, but demonstrate adequate 
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reliability (Fischer & Corcoran, 2007).  The DAQ instrument reliability for this study 

demonstrated satisfactory to strong results.   

The internal reliability analysis for the EQ in this study produced adequate to 

strong with coefficients of .77-.83.  Other internal reliability results for the EQ instrument 

have found coefficients between .79 and .92 (Baron-Cohen & Wheelwright, 2004; Preti 

et al., 2011).  This study’s EQ internal reliability is satisfactory but slightly weaker than 

in other research.   

The final internal reliability analysis result reported is for the SPS.  The SPS 

demonstrated strong internal reliability in the range of .82-.89 and is consistent other 

research which has reported .87-.91 internal reliability coefficients (Cutrona & Russell, 

1987; Renty & Roeyers, 2007; Russell & Cutrona, 1991).  Upon completing the internal 

reliability measures, the four hypotheses were tested to determine the results of the 

intervention on the variables measured. 

It is important to assess differences in pre test that would influence posttest results 

and analysis.  Prior to proceeding to hypothesis testing some primary analyses occurred.  

The primary analyses compared group mean differences for all instruments in pre test to 

determine if any between group differences could be identified prior to receiving 

treatment conditions.  Results of the analyses indicated no significant differences among 

the variables of social skills, empathy and social skills between the two treatment groups 

at pre test.  

A change in scores at posttest for each instrument was interpreted as follows.  

Lower scores on the SRS-2 and AQ indicate fewer reported core symptoms of autism.  

Therefore lower scores at posttest demonstrate an increased level of social skills.  High 
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scores on the DAQ, EQ and SPS denote higher levels of self-perception in the domains of 

dating and assertion, empathy and social support.  Therefore higher scores at posttest 

demonstrate increased social skills, empathy and social support.   

Results of Hypothesis Testing 

In order to determine the effects of the intervention on the variables, several 

analyses were conducted.  The results of these analyses and the results of hypotheses 

testing are outlined in this section.  The first, second and third hypotheses were answered 

by conducting a series of t-test analyses to determine the significance of differences for 

all participants (in both groups) on the variables of social skills, empathy and social 

support measured pre and post treatment.   

Within the t-test analyses, t-values, significance coefficients and effect size were 

reported.  The t-values with degrees of freedom [t(df)] were reported to determine the 

mean differences between variables being measured twice, pre and post treatment 

(Creswell, 2011).  This was calculated using the critical values table as determined by 

degrees of freedom (df) and alpha level (.05).   

The significance coefficient (p) is reported to determine the probability that the 

results, or in this case differences between pre and post assessment, occurred by chance.  

Significance values lower than .05 indicate that the results are 95% likely to not have 

occurred by chance.  The last value reported for the first three hypotheses is effect size.   

The effect size is reported to determine practical significance.  Effect size can be 

measured by various indicators.  This study used eta-squared (η2) to inform effect size 

for the variables measured.  Cohen (1988) outlined that effect sizes are bounded between 

0 to 1, with .01 indicating a small effect size, .06 a medium effect size and .14 a large 
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effect size (Cohen, 1988, 1992).  The results of effect size are reported and interpreted for 

significance. 

Because this study used multiple analyses to measure the independent variables, a 

Bonferonni correction was considered post hoc.  The study considered this method in 

order to avoid making a Type 1 error, or falsely rejecting the null hypothesis (Shaffer, 

1995).  Due to the low number of analyses performed for each dependent variable and to 

avoid overcorrection the study did not adjust alpha levels.   

The fourth hypotheses was answered by conducting a series of univariate analysis 

of variance (ANOVA) whereby participants between groups are assessed to determine a 

difference among all three variables.  The analyses focused on reporting significance of 

mean differences between groups, F distribution and effect size as measured by R2.  

These results are reported at the end of this section.   

Hypothesis One   

The first null hypothesis stated that there would be no difference in social skills 

among participants within both the RE and RE-ASD groups.  An analysis was conducted 

to examine group mean differences for all three instruments utilized to measure the 

variable of social skills. 

The SRS-2 pre and posttest analyses demonstrated statistically significant 

differences between the two intervals [t(37) = 2.72, p. > .05].  The partial eta squared 

results for effect size demonstrate a large effect size (η2= .122).  The outcome of the 

SRS-2 analysis for social skills effects for all participants within groups demonstrated a 

significant increase in this variable as measured by this instrument.   
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The analysis of the AQ resulted in non-significant differences in pre and post 

treatment [t(37) = 1.52, p. > (.05)] with a medium effect size (η2=.059).  Therefore the 

outcome of the analysis of the AQ as a measure of social skills demonstrated no 

significant increase in this variable.   

The DAQ demonstrated partially significant differences in pre and post treatment 

outcomes in the domain of dating [t(37) = -2.28, p. < (.05)].  The scores for the dating 

subscale approach a large effect size (η2=.123).  In the dating domain of the DAQ, 

differences were significant from pre to posttest.   

In the domain of assertion, there was a non-significant difference [t(37) = -1.58, p. 

> (.05)] and small effect size (η2=.063) between pre and posttest results.  Therefore for 

this assertion component of social skills there were no significant differences among 

participants in the study. The t-test value, significance and effect size results for the SRS-

2, AQ and DAQ are reported in Table 4.  
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Table 4 

Summary Table for Pretest and Posttest Analysis for Social Skills Within Groups 

Instrument Pre M SD Post M SD t(df) p η2 

SRS-2 65.37 8.67 62.78 9.04 2.72 .029 .122 

AQ 26.89 6.70 25.84 7.20 1.52 .136 .059 

DAQ        

Dating 5.15 1.33 5.63 1.36 -2.28 .028 .123 

Assertion 5.72 1.23 5.97 1.14 -1.58 .122 .063 

Note. t(df) = t value with degrees of freedom, p =significance is at the .05 level (2-tailed), 
η2 = effect size.  
 

 The results of the analysis indicated differences of significance for the variable of 

social skills as measured by the SRS-2, AQ and DAQ.  Therefore the first hypothesis was 

partially failed to be rejected due to lack of significant increase in social skills as 

measured by the AQ and the assertion subscale of the DAQ.  The first null hypothesis 

was also partially rejected due to significant differences pre and post treatment for the 

SRS-2 and dating subscale of the DAQ.   

 A secondary level of analysis was conducted for the variable of social skills in 

which the SRS-2 subscales results are reported for significance.  The SRS-2 includes five 

subscales for Social Awareness, Social Cognition, Social Communication, Social 

Motivation and Restricted Interests and Repetitive Behaviors.  Independent t tests were 

utilized to test significance pre and post treatment. 

 The subscales of Social Communication [t(36) = 2.41, p. < (.05)], Social 

Motivation [t(36) = 2.99, p. < (.01)] and Restricted Interests and Repetitive Behaviors 
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[t(36) = 3.23), p. < (.01)] demonstrated significant differences pre and posttest.  The 

subscales of Social Motivation and Restricted Interests and Repetitive Behaviors 

produced significance test results below the determined alpha and demonstrated very 

strong effect sizes.   

The subscales of Social Awareness [t(36) = .28, p. > (.05)] and Social Cognition 

[t(36) = 1.92, p. > (.05)] demonstrated non-significant differences pre and post treatment.  

Any difference in scores were not statistically significant for the subscales of social 

awareness and communication as measured by the SRS-2. Table 5 details the mean 

scores, standard deviations, levels of significance and effect sizes for the SRS-2 

subscales. 

   
Table 5 

Summary Table of Pretest and Posttest Analysis of SRS-2 Subscales 

SRS-2 Subscale Pre M SD Post M SD t(df) p η2 

Social Awareness 58.41 9.85 57.97 8.77 .28 .780 .002 

Social Cognition 64.00 8.88 61.32 9.65 1.92 .063 .093 

Social Communication 63.22 8.97 60.49 9.47 2.41 .021 .139 

Social Motivation 64.19 9.57 60.11 9.52 2.99 .005 .199 

Restricted Interests and    
Repetitive Behaviors 

68.76 10.29 64.27 9.90 3.23 .003 .225 

Note. t(df) = t value with degrees of freedom, p = significance is at the .05 level (2-
tailed), η2 = effect size.  
 

Hypothesis Two  

The second null hypothesis stated that there would be no difference in empathy 

among participants within both the RE and RE-ASD groups when comparing pre and 
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post test results.  An analysis was conducted to analyze differences for scores on the EQ.  

Results of this analysis demonstrated that the EQ showed statistically significant 

differences between pre and post testing [t(37) = -2.31, p. < (.05)].  The results also 

produced a large effect size (η2= .111), which provided rationale for a practically 

significant difference between EQ for study participants. Table 6 provides details.   

 
Table 6 

Summary Table for Pretest and Posttest Analysis for Empathy Within Groups 

Instrument Pre M SD Post M SD t(df) p η2 

EQ 29.97 8.91 33.39 10.53 -2.31 .027 .111 

Note. t(df) = t value with degrees of freedom, p = significance is at the .05 level (2-
tailed), η2= effect size.  
 

 In secondary analysis of the EQ results, this study investigated differences in 

scores among males and female participants across groups.  A univariate analysis of 

variance was employed to determine differences between genders regardless of treatment 

condition.  The results of this analysis indicated non-significant differences between 

males and females on the EQ in posttest [p. > (.05), ηp2 = .028].   

 The results of the analysis indicate significant differences for all participants, 

within groups, for the variable of empathy as measured by the EQ.  Gender differences 

were also analyzed with non-significant differences between male and female participants 

on the variable of empathy.  A non-parametric, Mann-Whitney U test was utilized 

because of the disparity between the number of male and female participants.  Based on 

these primary and secondary analyses, the second hypothesis is rejected due to significant 

increases in empathy among the participants. Table 7 presents the results of this analysis.   
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Table 7 

Summary Table of Non-Parametric Test of Empathy by Gender 

Instrument Male M Female M SD p ηp2 

EQ 34.30 30.00 10.53 .449 .028 

Note. p = significance is at the .05 level (2-tailed), ηp2= effect size.  

 
Hypothesis Three 

The third null hypothesis stated that there would be no difference in social support 

among participants within both the RE and RE-ASD groups when comparing pre and 

post test results.  The SPS was utilized to measure the variable of social support.  Results 

of the analysis of SPS scores post test did not demonstrate significant differences in any 

of the tests performed [t(37) = -1.19, p. > (.05), η2=.037]. Table 8 provides details on the 

results of this analysis. Therefore the outcome of the analysis of the SPS as a measure of 

social support demonstrated no significant difference from pretest to posttest for study 

participants.  Results of testing the third hypothesis indicated that the null hypothesis 

failed to be rejected due to lack of significant difference in social support as measured by 

the SPS.  

 
Table 8 

Summary Table for Pretest and Posttest Analysis for Social Support Within Groups 

Instrument Pre M SD Post M SD t(df) p η2 

SPS 72.63 9.84 74.38 9.81 -1.19 .242 .037 

Note. t(df) = t value with degrees of freedom, p = significance is at the .05 level (2-
tailed), η2 = effect size.  
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Hypothesis Four  

The fourth null hypothesis stated that there would be no difference between the 

RE and RE-ASD groups among all three variables measured including social skills, 

empathy and social support.  A total six univariate analyses of variance (ANOVA) were 

conducted in order to assess the difference between groups for each instrument.  For the 

variable of social skills the SRS-2, AQ and DAQ were analyzed, while empathy was 

measured by the EQ and social support by the SPS.   

There were no significant differences between posttest scores from the RE and 

RE-ASD groups on any of the instruments measuring social skills as shown in Table 9.  

There were non-significant differences between groups as measured by the SRS-2 [F (1, 

36) = .036, p = .850] and the AQ [F (1, 36) = .013, p = .566].  The subscales of the DAQ 

were analyzed separately and resulted in non-significant differences between groups for 

dating [F (1,36) = .335, p = .566] and assertion [F (1,36) = 1.40, p = .245]. 

   
Table 9 

Summary Table for One-Way Analyses of Variance for Social Skills Between Groups 

Source of Variance df1 df2 SS Mean 
Square 

F p ηp2 

SRS-2 Between Groups 1 36 .073 .073 .036 .850 .000 

AQ Between Groups 1 36 10.78 10.78 .013 .910 .006 

Dating Between Groups 1 36 5.42 5.42 .335 .566 .079 

Assertion Between 
Groups 1 36 .085 .085 1.40 .245 .002 

Note. df = degrees of freedom, SS = Sum of squares, F = F-value, p = significance at the 
.05 level, ηp2= effect size. 
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 There were no significant differences between posttest scores from the RE and 

RE-ASD groups on the variables of empathy and social support.  As measured by the EQ, 

no significant differences were found between groups for empathy [F (1,36) = 3.3882, p 

= .057].  Although the results for empathy indicate no significant differences, the 

measures did approach significance as demonstrated by both F and p values. The SPS 

results suggest no significant differences between groups for social support [F (1,36) = 

.935, p = .340].  

 The fourth hypothesis utilized these series of ANOVA tests to determine whether 

to fail to reject or reject the assumption that no differences would exist between treatment 

groups.  None of the variables were found to have statistically significant differences 

between groups. Table 10 illustrates the results of these analyses.  The results of this 

hypothesis test inform the decision to fail to reject the null hypothesis.  

 
Table 10 

Summary Table for One-Way Analyses of Variance for Empathy and Social Support 
Between Groups 
 

Source of Variance df1 df2 SS Mean 
Square 

F p ηp2 

EQ Between Groups 1 36 .658 .658 3.882 .057 .000 

SPS Between Groups 1 36 21.41 21.41 .935 .340 .006 

Note. df = degrees of freedom, SS = Sum of squares, F = F-value, p=significance at the 
.05 level, ηp2 = effect size. 

 
Summary 

Results of this study indicate that the RE and RE-ASD treatment groups did not 

demonstrate significant differences in their demographic composition or pretest mean 
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scores for the variables being measured.  In post treatment assessment, both groups’ 

study participants showed differences in the variables of social skills and empathy as 

measured by the SRS-2, dating subscale of the DAQ and EQ.  No significant differences 

were found pre to post treatment for the social support as measured by the SPS.  These 

results demonstrated increases in social skills and empathy and no increase in social 

support for participants in both treatment conditions.  Upon reviewing the analysis of 

variance between groups for all variables, no significant differences were found.  The full 

implications of these results and their findings as well as conclusions and 

recommendations are presented in Chapter 5. 
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CHAPTER FIVE 

DISCUSSION 

 This is the first study to explore the effects of the Relationship Enhancement ® 

program on the social skills, empathy and social support for adults with high functioning 

autism spectrum disorders (ASD).  Furthermore, it is the first of its kind to investigate the 

effects of treatment for adults with ASD with a focus on romantic relationship skills.  In 

the previous chapter the statistical findings of this study were reported.  Overall, the 

results of post treatment assessment indicated that both groups’ study participants 

reported significant increases in social skills and empathy, with no significant differences 

in social support.  

This chapter will include a discussion of the importance of these findings and 

their contribution to the literature.  Next, the implications for applying this study’s 

contributions to clinical practice among mental health professionals in the field will be 

discussed along with suggestions for future research.  A review of the limitations of the 

present study is also included.  This chapter will conclude with a summary of the study.   

Contributions 

The purpose of this study was to contribute to the research literature and clinical 

practice in helping adults with autism spectrum disorders (ASD) in their romantic 

relationships.  The investigation utilized a well-established psychoeducational program to 

measure differences for three variables including social skills, empathy and social 

support.  The study analyzed two treatment conditions to determine any possible 



	   86 

differences between the classic Relationship Enhancement® (RE) treatment and one with 

added autism specific supplemental components (RE-ASD).  This section reviews the 

findings of this research and interpretations of the results presented in Chapter 4.  Next, 

the results of the four hypotheses are discussed for their specific contributions to the 

overall purpose of this study.   

Hypothesis One 

The first hypothesis assumed that neither treatment intervention would have an 

impact on the participants’ social skills.  To assess social skills, the first instrument 

utilized, the Social Responsiveness Scale (SRS-2), specifically measured social 

communication skills for adults with ASD.  It is widely utilized as a determinant of 

effective treatment for this population.  Due to the significant differences found in 

posttest analysis through decreased SRS-2 scores for all participants, an increase in social 

skills for this group is inferred.   

The outcomes of the SRS-2 subscales were analyzed after finding significant 

differences in total scores.  In the domains of social motivation, communication and 

restricted/repetitive behaviors and interests (RRBIs) there were also significant 

differences between pre and post testing for all participants.  Two subscales did not show 

differences in the areas of social cognition and awareness.  A topic of focus during the 

treatment intervention was on communication skills (for example, Expression Skill) and 

the method of homework assignments to generalize skills, which may have contributed to 

increases in social communication and motivation.  The specific treatment methods of 

delivering corrective feedback and coaching on individual RRBIs that might interfere 
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with romantic relationships were addressed and therefore could have influenced the 

improvement in this subscale’s scores.  

The overall interpretation is that upon completion of the RE or RE-ASD 

treatment, both group’s study participants showed significant improvements in social 

skills as measured by the SRS-2.  Some of the rationale for this finding is attributed to the 

use of relevant topics and effective methods utilized in this treatment.  The findings from 

the SRS-2 total and subscale comparisons provide a strong rationale for utilizing these 

interventions as one way to increase social skills among adults with ASD.   

The Autism Spectrum Quotient (AQ) was the second measure used to address the 

first hypothesis.  The AQ was utilized in this study as an ASD specific tool that had been 

reported in the literature to help measure treatment outcomes in terms of autism 

symptomology.  Results of this analysis indicated no significant differences which can be 

interpreted as a demonstration of no increase in social skills as measured by the AQ.   

The last measure of analysis within the variable of social skills utilized the Dating 

and Assertion Questionnaire (DAQ).  This was used to address the specific social skills 

of dating and assertion.  This measure of social skills produced split results with 

statistically significant differences in dating results but no statistically significant 

differences in assertion results.  Therefore the results for this portion of the social skills 

assessed partially reject and partially fail to reject the null hypothesis.  Since the focus of 

this intervention was on romantic relationships and not on assertiveness training, this may 

have influenced the results of the DAQ.   

Because the first hypothesis was split in its findings it is important to interpret and 

explore this.  There was a lack of significance in increasing social skills, demonstrated by 
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a decrease in autism symptomology using one of the instruments (AQ) and a significant 

difference using another autism specific instrument (SRS-2).  Therefore there are areas to 

further develop in this kind of treatment that could target deficits for this population that 

might result in improvements on more than one ASD specific instrument.  Many 

participants reported feeling that the program provided information that was advanced 

and they would have benefitted from prerequisite skills.  This provides rationale for 

creating lessons geared towards skills that they need to feel comfortable approaching the 

more advanced topics.       

It is important to understand that the classic version of the intervention (RE) was 

not created with the goal of treating adults with ASD.  Yet, the supplemented version of 

the intervention, which included targets for dating from an ASD intervention, did not see 

a difference in this either.  This is likely attributed to the fact that the supplements were 

based on dating and joining group conversation skills and not about social skills that 

targeted more general ASD deficits.  This rationale could explain why neither group saw 

specific changes in social skills as measured by the AQ.   

Another factor to consider when using the AQ in this study is the report on its 

test-retest reliability coefficient.  In previously established research, the reliability 

indicated adequate reliability for raters who completed the instrument across two time 

intervals (Woodbury-Smith et al., 2005).  Yet, this rating is not excellent and means that 

a rater generated two different scores over two time periods without intervention.  

Because of the lack of strength in test-retest reliability the AQ may not be best in 

assessing differences on this variable pre and post intervention.   
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Both treatment groups did focus on the importance of enhancing communication 

skills through self-expression and new ways of relating to others.  Because the SRS-2 is 

designed to measure social communication, motivation and behavior changes this could 

have directly influenced the results of social skills measured by this instrument.  

Furthermore, the SRS-2 is considered a gold standard in measuring treatment outcomes 

in the domain of social skills specifically and therefore may have been better tailored than 

the SRS to measure this study’s outcomes.  

The third analysis used to test the first hypothesis resulted in a difference in dating 

skills for all group participants post treatment.  The content of the intervention 

specifically addressed different skills for effective communication and functioning in a 

romantic relationship.  Based on this content an increase in dating skills is logical.  

However, the content of the program mostly assumes that participants are familiar with or 

have experience in romantic relationships, which some of this study’s participants did not 

report.  Therefore strategies such as how to ask someone on a date or assess another 

person’s interest in you were only addressed in the RE-ASD group.  Despite these 

supplements in RE-ASD, participants in both groups reported increases in the social skill 

of dating.  The implications of simply participating in this intervention and its effects on 

dating skills are an important finding of this study.  

Assertion skills did not differ among all participants in post treatment analysis.  

The intervention did utilize skills and practice consistent with assertiveness training such 

as setting limits and boundaries in one session.  Although this component of assertion it 

was included in the skills taught, it was not a primary focus of treatment.   
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Individually and in combination, the SRS-2, AQ and DAQ were used to address 

the first hypothesis.  The results of the SRS-2 provide rationale to reject the null 

hypothesis; the results of the AQ suggest failure to reject the null hypothesis; the results 

of the DAQ partially reject and partially fail to reject the null hypothesis.  Individually 

they have already been interpreted; next they will be interpreted in combination.   

Based on these results, although social skills did differ when measured by some 

instruments they did not all demonstrate significant differences for all social skills 

measured.  The intervention demonstrated increases in social skills related to 

communication, motivation and perception of dating skills.  There was also a decrease in 

restricted and repetitive behaviors and interests, which in turn improved social skills.  

Therefore these results demonstrated challenges in using this intervention to reduce 

overall ASD symptomology and assertiveness skills.  Implications for future research and 

treatment interventions will be reviewed in the next section of this chapter.   

Hypothesis Two 

The second hypothesis stated that there would not be differences in empathy 

among all participants after their experience in treatment.  Results of the analysis 

indicated increases in empathy for all study participants.  The statistical results of this 

finding were the most robust for empathy when compared to the other measured 

variables.  

The content of the intervention had a strong focus on three fundamental skills for 

enhancing romantic relationships.  The first of those is described as “Showing 

Understanding” otherwise known as giving empathy.  The foundational skill of empathy 

was repeatedly demonstrated and practiced throughout the course of both interventions.  
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The increase in this variable could be attributed to the specific approach this program has 

to focus on building empathy as a critical component for healthy romantic relationships. 

As a secondary analysis of empathy, gender differences across groups were 

reported.  Unlike what has been reported in other research, males and females did not 

differ significantly in this study.  Females did report higher mean scores in both pre and 

post test than their male counterparts.  However, those differences in scores are not 

significant enough to indicate that being involved in this study had a different outcome on 

males versus females.  Instead, these results indicate that both male and female 

participants increased in empathy by similar intervals.   

In reviewing the psychometric properties reported for the Empathy Quotient (EQ) 

the test-retest reliability for this instrument required inquiry.  The published data reported 

an excellent test-retest reliability indicating that raters completing the instrument over 

two time intervals produce similar results (Baron-Cohen & Wheelwright, 2004).  This 

strong reliability rating indicates that the same rater usually scores similarly when 

administered the tool over two time intervals and therefore the effects of significant 

change for this study is meaningful.      

Hypothesis Three 

The third hypothesis stated that there would no differences in social support 

among all participants post treatment.  Unlike the second hypothesis, the analysis of 

social support did not demonstrate statistically significant differences in this variable 

among study participants.  Therefore, as a result of participating in this intervention the 

construct of social support was not impacted significantly.   
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One of the assumptions made in this study was that by being a part of group 

intervention social support would increase significantly.  The study also assumed that 

because participants were encouraged to practice skills learned in the group with 

significant others, family members or other important relationship partners in their lives 

that social support would increase.  Additionally, because the variables of empathy and 

social support are closely related it is unexpected that when empathy increased 

significantly, social support did not.  Despite these assumptions, the variable of social 

support was not significantly impacted for the participants in this study.  

It is important to note that although there was no statistically significant 

difference between scores on the SPS, there was a numerical difference in the means for 

the SPS pre and post treatment (M=72.63, M= 74.38).  For the purposes of this study, 

those variables that reached statistically significant differences are those considered 

effected.  Therefore even though mean total scores increased on the SPS for all 

participants it is not enough to deem that the results were effectively impacted by these 

interventions.   

Hypothesis Four 

The fourth and final hypothesis stated that there would not be a difference 

between group participants across the variables of social skills, empathy and social 

support.  After analyzing the results of this hypothesis, the findings indicate no 

statistically significant differences between those who participated in the RE and RE-

ASD conditions of the intervention.  Due to the increases in the variables among all study 

participants it is assumed that the supplements used in the RE-ASD intervention did not 

have a significant impact.   
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An assumption of this study was that due to its supplements, the RE-ASD group 

may have different outcomes than the RE group. The results of analysis indicate that all 

participants benefitted equally from participating in either treatment condition.  Even 

though this was the case, the post treatment qualitative data on those who participated in 

RE-ASD groups reported the most positive feedback about the content taught in those 

lessons.  Overall post treatment qualitative data on both the RE and RE-ASD conditions, 

included positive feedback on those activities that required interaction with other group 

participants and the practicing of the skills taught.   

One consideration that could have influenced this outcome was the frequency and 

number of times supplemental skills were introduced to the RE-ASD treatment condition.  

The three supplemental skills were each addressed in one session as an extension of the 

RE lesson already being taught.  Instruction, modeling and behavior rehearsal were used 

for instructing these lessons but was only done once for each topic.  Review of these 

skills was provided in the following session if participants discussed out of group 

opportunities to practice these skills during homework review. The skills were only 

directly taught and practiced one time each throughout the intervention and this could 

have led to their non-significant differences in this study.  This hypothesis might have 

seen different results if there were more opportunities to practice these skills and 

incorporate more lessons.   

Implications 

 The present study illustrated several contributions to the field of counseling.  The 

results of hypothesis testing and interpretation indicated that adults with ASD who 

participated in this study reported increased levels of social skills and empathy.  The 
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study also revealed that the Relationship Enhancement® program was an effective 

treatment for improving these targeted skills for the population.  Lastly, the results helped 

determine that social support and assertion skills were two domains that were not 

significantly impacted after participating in this treatment.   

 The results contribute to a limited body of research for mental health 

professionals working with ASD adults who are interested in learning romantic 

relationship skills.  This is the first study of its kind to measure the effects of a 

psychoeducational program on the social skills, empathy and social support for adults 

with ASD.  The identification of effective, evidence-based practices, through group 

treatment such as Relationship Enhancement® presented in this study, is vital to 

informing clinical practice and the direction of future research.   

Clinical Practice 

One of the first results of this study revealed that adults with ASD, who are 

interested in engaging in romantic relationships, increased social skills through treatment.  

Counselors can now identify an already existing group treatment program, Relationship 

Enhancement® “Ready for Love” as a resource for their own practice or referral to other 

well-qualified professionals (Ortwein & Guerney, 2008).  This research demonstrated its 

effectiveness with singles and solos, although similar manualized treatment exists for 

couples seeking treatment.   

This study contributed to the previously existing research that supports group 

treatment for social skills instruction to individuals with ASD.  In its application to adults 

and romantic relationship skills it was the first of its kind.  In clinical practice the 

utilization of outcome measures is not consistent, but the need to continue measuring 
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interventions like the one presented is important for practical application in the field 

(Frankel & Laugeson, 2010).  This study provides guidelines on utilizing pre and posttest 

measures to help determine the effectiveness of social skills treatment for this population.   

Within the realm of social skills treatment it is becoming more important to 

implement treatment that is based on empirically effective interventions.  This treatment 

utilized the techniques of didactic instruction, modeling, behavior rehearsal and 

homework.  The present study helped to provide further support to the effectiveness of 

these methods in treating adults with ASD.   

Another implication for clinical practice is the need to explore ways in which 

social support can be better acquired by adults with ASD.  Clinicians and researchers 

understand the challenges associated with isolation, feelings of loneliness and limited 

romantic experiences adults with ASD face (Cacioppo & Hawkley, 2009; Stokes et al., 

2007).  Therefore it will be important for clinicians to focus on ways that social support 

provision can be effectively cultivated for this population.  The review of literature 

provided information on social skills provision for the general population but not in 

working with individuals with ASD.  Because practice can help inform research, this is 

one way to try and address this need.   

Future Research 

 Since the present study is the first of its kind to measure treatment outcomes the 

directions for future research are promising.  The results of this study help provide a 

focus for specific recommendations.  These include recommendations both qualitative 

and quantitative analysis that would contribute to helping adults with ASD attain new and 

navigate current romantic relationships.   
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Upon examining results from the current investigation’s posttest questionnaire 

“Comments” section it is clear that adults with ASD want to contribute their feedback as 

to what and how they can best learn romantic relationship skills.  An effective format for 

gathering such feedback would be in focus groups where adults with ASD could provide 

input and researchers could collect data on emerging themes.  The utilization of 

qualitative inquiry to further explore this topic is recommended.   

In addition to expanding the research by conducting focus groups, it would be 

helpful to collect qualitative data through interviews for those individuals with ASD who 

are or who have been successful in romantic relationships.  Identifying characteristics of 

relationships and the strategies that are effective will help contribute to this literature.  It 

would be of interest to see if the strategies that are effective with this population differ 

from the healthy couple behaviors and strategies that are identified for the general 

population.   

 To build the empirical research for adult social skills treatment there is much to be 

done.  Firstly, randomized control trial (RCT) experimental research could be conducted 

to compare the effects of the Relationship Enhancement® program on individuals with 

ASD and typically developing peers.  In addition to different research designs there are 

many different variables that could be measured to contribute further to the research of 

RE for individuals with ASD.  This includes research to investigate frequency of dates, 

relationships and other romantic interactions.   

Researchers could also look into the ways to incorporate more skills and different 

session topics that could be integral to improving ASD deficits as they relate to romantic 

relationships such as social support.  Several of the participants in this research indicated 
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they would have liked a longer program that met more frequently.  Another addition to a 

study design could be the inclusion of typically developing peers in treatment groups 

with individuals with ASD to provide feedback and different opportunities for learning. 

 There is also still much to be explored in the area of dating etiquette and the use 

of ecologically valid skills.  It is difficult to provide instruction and coaching on dating 

behaviors that have not been researched.  This includes questions that individuals with 

ASD have presented in treatment about appropriate timing for hand holding, kissing and 

other forms of physical affection.  In order to better inform clients, the future direction of 

research for current dating behavior is important to help typically developing individuals 

and their ASD peers.   

 Another direction for future research would be to effectively include external 

rating scores from people in the lives of adults with ASD.  This study attempted to do so, 

but it was not a requirement of participation.  Obtaining caregiver, parent, partner, parent 

or friend feedback on these variables would allow for collaborating evidence on the 

perception of others.  Since perception of others is important to healthy relationship 

functioning, this would be an important area of research to include in future studies on 

this topic.   

Limitations 

 The aforementioned contributions of this study should not be considered without 

addressing its limitations.  Included in this section are limitations of this study as follows: 

• The participants were recruited from a non-probability convenience sample 

from a local, regional agency.  The sample therefore may not be representative 
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of the population as they are actively sought through those already seeking 

assistance.  

• The researcher is employed by the agency from which the participants were 

recruited.  

• The study was conducted and data collected in English, therefore limiting the 

ability to recruit local, non-English speaking participants.   

• Self-report measures were reflective of the participants’ perception of the 

variables measured.  

The utilization of a convenience sample for this study minimizes the ability to 

generalize the results to the greater high functioning ASD population.  The participants in 

this study voluntarily participated in treatment without compensation.  Therefore the 

study was limited to proactive participants who met the eligibility criteria of being 

interested in attending the eight-week treatment and contributing to the research.  

In the future, researchers can minimize these limitations by including a more 

diverse sample of participants through wider recruitment on social media and by 

accessing residential programs that provide housing to adults with ASD.  It could also be 

helpful to try and recruit parents of children with ASD who may present with high 

functioning forms of autism but have not yet been formally diagnosed.  The intervention 

could have been administered not by the researcher, but by another trained professional to 

avoid any potential barriers to participating in research.  Furthermore, the treatment and 

instruments utilized could be made available in other languages to provide data on a more 

culturally diverse sample.  Although the researcher attempted to collect caregiver data, 

this could have been a requirement of the study and would have added another 
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perspective to the study.  The conclusion of this chapter will summarize the study and 

offer final thoughts.   

Conclusions 

 In the study presented, adult participants with ASD reported increased social 

skills and empathy after participating in two treatment conditions of the Relationship 

Enhancement® (RE) program.  Research results also concluded that this treatment had no 

statistically significant impact on the level of perceived social support for those who 

participated.  Lastly, the research reported no differences in social skills, empathy and 

social support participants between the RE and RE-ASD groups.   

 The results of this study provide the first findings on social skills treatment for 

ASD adults interested in romantic relationships.  This is an opportunity to use research to 

inform clinical practice through empirical evidence for effective group treatment for 

adults with ASD.  It can help provide guidelines for clinicians and researchers who work 

with this population who struggle with this aspect of socialization.   

 Future research on this topic is needed to enhance the body of literature and better 

educate the social sciences on practices for addressing the needs of adults with ASD in 

social and romantic relationships.  It is imperative for better resources, knowledge and 

practice to be developed in the field of counseling for this population.  This study is one 

contribution to how counselors and other mental health professionals can be better 

informed in order to work effectively with ASD adults in their quest for healthy and 

happy romantic relationships.   
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Appendix A 

Recruitment Flyer 
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Appendix B 

Phone Screen Questionnaire  

 

Ready for Love Phone Screen Data Sheet 
 
Name:  Date of Birth: 

Referral:  Gender:        M       F 

Residence:  With Family         Alone         Roommate Date:  

 
Identifying Information & History 
 
Friend/Family Member/Caregiver Name:  

Address: 

Email:  

Primary Phone:                                   Alternate Phone:   

K-12 School Program:    General education     Special education           Other: 

Diagnosis: High-functioning Autism (HFA)     Asperger Syndrome       PDD-NOS 

 
Inclusion Criteria (check all that apply) 
 

Diagnosis (see above) 
Age: 18 years of age or older 
Legal guardianship 
Average or above average cognitive skills; at least 8th grade reading level 

Interested in dating, marriage or being in a committed romantic relationship 
Available to participate in the 8-week program 

 
Interview Date and Time: _________________________________________________ 
 
Comments: 
 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Appendix C 

Interview Questionnaire 

 

Ready for Love Interview Questions & Checklist!

Name:  Date:  

 
1. “Ready for Love” is a group that teaches adults how to be prepared to be in a 

committed, romantic relationship.  Is that something you might be interested in? 
  Yes    No    Maybe 

 
2. What is your current dating status? 

  Single  Casual dating   Committed dating (girlfriend/boyfriend) 
  Cohabiting   Engaged    Married   Divorced   Widowed 

 
3. I would like to find out about your dating or relationship history.  Have you ever 

been involved in a romantic relationship? 
  Yes    No (If no, skip to question 7) 

 
4. What kind of romantic relationships have you experienced? 

  Casual dating   Committed dating (girlfriend/boyfriend)   Cohabiting 
  Engaged    Married 

 
 

5. In what age ranges have your relationship partners been? 
  Same age    Older   Younger 

 
6. How have you met your relationship partners? 

  In-person (spontaneously)  Mutual friends   Online   Family 
  Other: _________________________________________________________ 

 
7. What kinds of things do/did you like to do when socializing with your partner, 

friends or family members? 
  Talk/hang out  Play games   Watch tv/movies   Listen to music    
  Dine/drink out  Video games/electronics   Sporting events 
  Other: _________________________________________________________ 

 
8. Does your partner, friend or family member help YOU when you need it? 

  Yes    No    Maybe 
Name(s): ______________________________________________________ 

 
9. Do you help your partner, friends or family members when THEY need it? 

  Yes    No    Maybe 
Name(s): ______________________________________________________ 

Global Impressions: 
Oriented x3 (person, place, time):   Yes    No  
Mood and affect appropriate?    Yes    No  
Established rapport with examiner?:   Yes    No 
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Appendix D 

Autism Spectrum Quotient 

Read each of the following questions and rate how strongly you agree or disagree. 

  Definitely 
Agree 

Slightly 
Agree 

Slightly 
Disagree 

Definitely 
Disagree 

1. I prefer to do things with others rather 
than on my own. 

¢ ¢ ¢ ¢ 

2. I prefer to do things the same way 
over and over again. 

¢ ¢ ¢ ¢ 

3. If I try to imagine something, I find it 
very easy to create a picture in my 
mind. 

¢ ¢ ¢ ¢ 

4. I frequently get so strongly absorbed 
in one thing that I lose sight of other 
things. 

¢ ¢ ¢ ¢ 

5. I often notice small sounds when 
others do not. 

¢ ¢ ¢ ¢ 

6. I usually notice car number plates or 
similar strings of information. 

¢ ¢ ¢ ¢ 

7. Other people frequently tell me that 
what I’ve said is impolite, even 
though I think it is polite. 

¢ ¢ ¢ ¢ 

8. When I’m reading a story, I can easily 
imagine what the characters might 
look like. 

¢ ¢ ¢ ¢ 

9. I am fascinated by dates. ¢ ¢ ¢ ¢ 

10. In a social group, I can easily keep 
track of several different people’s 
conversations. 

¢ ¢ ¢ ¢ 

11. I find social situations easy. ¢ ¢ ¢ ¢ 

12.  I tend to notice details that others do 
not. 

¢ ¢ ¢ ¢ 

13. I would rather go to a library than a 
party. 

¢ ¢ ¢ ¢ 

14. I find making up stories easy. ¢ ¢ ¢ ¢ 
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15. I find myself drawn more strongly to 
people than to things. 

¢ ¢ ¢ ¢ 

16. I tend to have very strong interests 
which I get upset about if I can’t 
pursue. 

¢ ¢ ¢ ¢ 

17. I enjoy social chit-chat. ¢ ¢ ¢ ¢ 

18. When I talk, it isn’t always easy for 
others to get a word in edgeways. 

¢ ¢ ¢ ¢ 

19. I am fascinated by numbers. ¢ ¢ ¢ ¢ 
20. When I’m reading a story, I find it 

difficult to work out the characters’ 
intentions. 

¢ ¢ ¢ ¢ 

21. I don’t particularly enjoy reading 
fiction. 

¢ ¢ ¢ ¢ 

22. I find it hard to make new friends. ¢ ¢ ¢ ¢ 
23. I notice patterns in things all the time. ¢ ¢ ¢ ¢ 

24. I would rather go to the theatre than a 
museum. 

¢ ¢ ¢ ¢ 

25. It does not upset me if my daily 
routine is disturbed. 

¢ ¢ ¢ ¢ 

26. I frequently find that I don’t know 
how to keep a conversation going. 

¢ ¢ ¢ ¢ 

27. I find it easy to “read between the 
lines” when someone is talking to me. 

¢ ¢ ¢ ¢ 

28. I usually concentrate more on the 
whole picture, rather than the small 
details. 

¢ ¢ ¢ ¢ 

29. I am not very good at remembering 
phone numbers. 

¢ ¢ ¢ ¢ 

30. I don’t usually notice small changes in 
a situation, or a person’s appearance. 

¢ ¢ ¢ ¢ 

31. I know how to tell if someone 
listening to me is getting bored. 

¢ ¢ ¢ ¢ 

32. I find it easy to do more than one 
thing at once. 

¢ ¢ ¢ ¢ 

33. When I talk on the phone, I’m not sure 
when it’s my turn to speak. 

¢ ¢ ¢ ¢ 
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34. I enjoy doing things spontaneously. ¢ ¢ ¢ ¢ 
35. I am often the last to understand the 

point of a joke. 
¢ ¢ ¢ ¢ 

36. I find it easy to work out what 
someone is thinking or feeling just by 
looking at their face. 

¢ ¢ ¢ ¢ 

37. If there is an interruption, I can switch 
back to what I was doing very 
quickly.  

¢ ¢ ¢ ¢ 

38. I am good at social chit-chat. ¢ ¢ ¢ ¢ 

39. People often tell me that I keep going 
on and on about the same thing. 

¢ ¢ ¢ ¢ 

40. When I was young, I used to enjoy 
playing games involving pretending 
with other children. 

¢ ¢ ¢ ¢ 

41. I like to collect information about 
categories of things (e.g. types of car, 
types of bird, types of train, types of 
plant, etc.). 

¢ ¢ ¢ ¢ 

42. I find it difficult to imagine what it 
would be like to be someone else. 

¢ ¢ ¢ ¢ 

43. I like to plan any activities I 
participate in carefully. 

¢ ¢ ¢ ¢ 

44. I enjoy social occasions. ¢ ¢ ¢ ¢ 

45. I find it difficult to work out people’s 
intentions. 

¢ ¢ ¢ ¢ 

46. New situations make me anxious. ¢ ¢ ¢ ¢ 
47. I enjoy meeting new people. ¢ ¢ ¢ ¢ 

48. I am a good diplomat ¢ ¢ ¢ ¢ 
49. I am not very good at remembering 

people’s date of birth. 
¢ ¢ ¢ ¢ 

50. I find it very easy to play games with 
children that involve pretending. 
 

¢ ¢ ¢ ¢ 
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Appendix E 

Dating and Assertion Questionnaire 

 
We are interested in finding out something about the likelihood of your acting in certain 
ways. Below you will find a list of specific behaviors you may or may not exhibit.  Use 
the following rating scale: 
 
1 = I never do this 
2 = I sometimes do this 
3 = I often do this 
4 = I do this almost always 
 
Now, next to each of the items on the following list, place the number which best indicate 
the likelihood of your behavior in that way. Be as objective as possible.  
 
____ 1.  Stand up for your rights 
____ 2.  Maintain a long conversation with a member of the opposite sex 
____ 3.  Be confident in your ability to succeed in a situation in which you have to 
demonstrate your competence 
____ 4.  Say “no” when you feel like it  
____ 5.  Get a second date with someone you have dated once 
____ 6.  Assume a role of leadership 
____ 7.  Be able to accurately sense how a member of the opposite sex feels about you 
____ 8.  Have an intimate emotional relationship with a member of the opposite sex 
____ 9.  Have an intimate physical relationship with a member of the opposite sex 
The following questions describe a variety of social situations that you might encounter.  
In each situation you may feel “put you on the spot.”  Some situations may be familiar to 
you, and others may not.  We’d like you to read each situation and try to imagine yourself 
actually in that situation.  The more vividly you get a mental picture and place yourself 
into the situation, the better.   
 
After each situation circle one of the numbers from 1 to 5 which best describes you, using 
the following scale:  
 
1 = I would be so uncomfortable and so unable to handle this situation that I would avoid 
it if possible.  
2 = I would feel very uncomfortable and would have a lot of difficulty handing this 
situation. 
3 = I would feel somewhat uncomfortable and would have some difficulty in handling 
this situation.  
4 = I would feel quite uncomfortable and would be able to handle this situation fairly 
well.  
5 = I would feel very comfortable and be able to handle this situation very well.   
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____ 10.  You’re waiting patiently in line at the checkout when a couple of people cut 
right in front of you.  You feel really annoyed and want to tell them to wait their turn at 
the back of the life.  One of them says, “Look, you don’t mind, do you? But we’re in a 
terrible hurry.” 
____ 11.  You have enjoyed this date and would like to see your date again.  The evening 
is coming to a close and you decide to say something.   
____ 12.  You are talking to a professor about dropping a class.  You explain your 
situation, which you fabricate slightly for effect.  Looking at his grade book the professor 
comments that you are pretty far behind.  You go into greater detail about why you are 
behind and why you’d like to be allowed to withdraw from his class.  He then says, “I’m 
sorry, but it’s against university policy to let you withdraw this late in the semester.” 
____ 13.  You meet someone you don’t know very well but are attracted to.  You want to 
ask him/her out for a date.  
____ 14.  You meet someone of the opposite sex at lunch and have a very enjoyable 
conversation. You’d like to get together again and decide to say something.   
____ 15.  Your roommate has several obnoxious traits that upset you very much.  So far, 
you have mentioned them once or tice, but no noticeable changes have occurred.  You 
still have 3 months left to live together.  You decide to say something.   
____ 16.  You’re with a small group of people who you don’t know too well.  Most of 
them are expressing a point of view that you disagree with. You’d like to state your 
opinion even if it means you’ll probably be in the minority.   
____ 17.  You go to a party where you don’t know many people.  Someone of the 
opposite sex approaches you and introduces themself. You want to start a conversation 
and get to know him/her.  
____ 18.  You are trying to make an appointment with the dean.  You are talking to his 
secretary face-to-face.  She asks you what division you are in and when you tell her, she 
starts asking you questions about the nature of your problem. You inquire as to why she 
is asking all these questions and she replies very snobbishly that she is the person who 
decides if your problem is important enough to warrant an audience with the dean. You 
decide to say something.   
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Appendix F 

Empathy Quotient  

 
Read each of the following questions and rate how strongly you agree or disagree. 

  Definitely 
Agree 

Slightly 
Agree 

Slightly 
Disagree 

Definitely 
Disagree 

1. I can easily tell if someone else wants 
to enter a conversation. 

¢ ¢ ¢ ¢ 

2. I prefer animals to humans. ¢ ¢ ¢ ¢ 

3. I try to keep up with the current 
trends and fashions. 

¢ ¢ ¢ ¢ 

4. I find it difficult to explain to others 
things that I understand easily, when 
they don't understand it first time. 

¢ ¢ ¢ ¢ 

5. I dream most nights. ¢ ¢ ¢ ¢ 
6. I really enjoy caring for other people. ¢ ¢ ¢ ¢ 

7. I try to solve my own problems rather 
than discussing them with others. 

¢ ¢ ¢ ¢ 

8. I find it hard to know what to do in a 
social situation. 

¢ ¢ ¢ ¢ 

9. I am at my best first thing in the 
morning. 

¢ ¢ ¢ ¢ 

10. People often tell me that I went too 
far in driving my point home in a 
discussion. 

¢ ¢ ¢ ¢ 

11. It doesn't bother me too much if I am 
late meeting a friend. 

¢ ¢ ¢ ¢ 

12.  Friendships and relationships are just 
too difficult, so I tend not to bother 
with them. 

¢ ¢ ¢ ¢ 

13. I would never break a law, no matter 
how minor. 

¢ ¢ ¢ ¢ 

14. I often find it difficult to judge if 
something is rude or polite. 

¢ ¢ ¢ ¢ 
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15. In a conversation, I tend to focus on 
my own thoughts rather than on what 
my listener might be thinking. 

¢ ¢ ¢ ¢ 

16. I prefer practical jokes to verbal 
humor. 

¢ ¢ ¢ ¢ 

17. I live life for today rather than the 
future. 

¢ ¢ ¢ ¢ 

18. When I was a child, I enjoyed cutting 
up worms to see what would happen. 

¢ ¢ ¢ ¢ 

19. I can pick up quickly if someone says 
one thing but means another. 

¢ ¢ ¢ ¢ 

20. I tend to have very strong opinions 
about morality 

¢ ¢ ¢ ¢ 

21. It is hard for me to see why some 
things upset people so much. 

¢ ¢ ¢ ¢ 

22. I find it easy to put myself in 
somebody else's shoes. 

¢ ¢ ¢ ¢ 

23. I think that good manners are the 
most important thing a parent can 
teach their child. 

¢ ¢ ¢ ¢ 

24. I like to do things on the spur of the 
moment. 

¢ ¢ ¢ ¢ 

25. I am good at predicting how someone 
will feel. 

¢ ¢ ¢ ¢ 

26. I am quick to spot when someone in 
a group is feeling awkward or 
uncomfortable. 

¢ ¢ ¢ ¢ 

27. If I say something that someone else 
is offended by, I think that that's their 
problem, not mine. 

¢ ¢ ¢ ¢ 

28. If anyone asked me if I like their 
haircut, I would reply truthfully, even 
if I didn't like it. 

¢ ¢ ¢ ¢ 

29. I can't always see why someone 
should have felt offended by a 
remark. 

¢ ¢ ¢ ¢ 

30. People often tell me that I am very 
unpredictable. 

¢ ¢ ¢ ¢ 
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31. I enjoy being the center of attention 
at any social gathering. 

¢ ¢ ¢ ¢ 

32. Seeing people cry doesn't really upset 
me. 

¢ ¢ ¢ ¢ 

33. I enjoy having discussions about 
politics. 

¢ ¢ ¢ ¢ 

34. I am very blunt, which some people 
take to be rudeness, even though this 
is unintentional. 

¢ ¢ ¢ ¢ 

35. I don't tend to find social situations 
confusing 

¢ ¢ ¢ ¢ 

36. Other people tell me I am good at 
understanding how they are feeling 
and what they are thinking. 

¢ ¢ ¢ ¢ 

37. When I talk to people, I tend to talk 
about their experiences rather than 
my own. 

¢ ¢ ¢ ¢ 

38. It upsets me to see animals in pain. ¢ ¢ ¢ ¢ 

39. I am able to make decisions without 
being influenced by people's feelings. 

¢ ¢ ¢ ¢ 

40. I can't relax until I have done 
everything I had planned to do that 
day. 

¢ ¢ ¢ ¢ 

41. I can easily tell if someone else is 
interested or bored with what I am 
saying. 

¢ ¢ ¢ ¢ 

42. I get upset if I see people suffering 
on news programs. 

¢ ¢ ¢ ¢ 

43. Friends usually talk to me about their 
problems as they say I am very 
understanding. 

¢ ¢ ¢ ¢ 

44. I can sense if I am intruding, even if 
the other person doesn't tell me. 

¢ ¢ ¢ ¢ 

45. I often start new hobbies but quickly 
become bored with them and move 
on to something else. 

¢ ¢ ¢ ¢ 

46. People sometimes tell me that I have 
gone too far with teasing. 

¢ ¢ ¢ ¢ 
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47. I would be too nervous to go on a big 
rollercoaster. 

¢ ¢ ¢ ¢ 

48. Other people often say that I am 
insensitive, though I don't always see 
why. 

¢ ¢ ¢ ¢ 

49. If I see a stranger in a group, I think 
that it is up to them to make an effort 
to join in. 

¢ ¢ ¢ ¢ 

50. I usually stay emotionally detached 
when watching a film. 

¢ ¢ ¢ ¢ 

51. I like to be very organized in day to 
day life and often make lists of the 
chores I have to do. 

¢ ¢ ¢ ¢ 

52. I can tune into how someone else 
feels rapidly and intuitively. 

¢ ¢ ¢ ¢ 

53. I don't like to take risks. ¢ ¢ ¢ ¢ 

54. I can easily work out what another 
person might want to talk about. 

¢ ¢ ¢ ¢ 

55. I can tell if someone is masking their 
true emotion. 

¢ ¢ ¢ ¢ 

56. Before making a decisions I always 
weigh up the pros and cons. 

¢ ¢ ¢ ¢ 

57. I don't consciously work out the rules 
of social situations. 

¢ ¢ ¢ ¢ 

58. I am good at predicting what 
someone will do. 

¢ ¢ ¢ ¢ 

59. I tend to get emotionally involved 
with a friend's problems. 

¢ ¢ ¢ ¢ 

60. I can usually appreciate the other 
person's viewpoint, even if I don't 
agree with it. 

¢ ¢ ¢ ¢ 
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Appendix G 

Social Provisions Scale 

 
© Carolyn Cutrona & Daniel W. Russell, 1987 

Cutrona, C. E., & Russell, D. W. (1987). The provisions of social relationships and 
adaptation to stress. Advances in Personal Relationships, 1, 37-67. 

 
Instructions: In answering the following questions, think about your current relationships 
with friends, family members, co-workers, community members, and so on. Please 
indicate to what extent each statement describes your current relationships with other 
people. Use the following scale to indicate your opinion: 
 

1   2  3  4   
Strongly Disagree Disagree   Agree  Strongly Agree 

 
So, for example, if you feel a statement is very true of your current relationships, you 
would respond with a 4 (strongly agree). If you feel a statement clearly does not describe 
your relationships, you would respond with a 1 (strongly disagree). 
 
1. There are people I can depend on to help me if I really need it.  
2. I feel that I do not have close personal relationships with other people.* 
3. There is no one I can turn to for guidance in times of stress.* 
4. There are people who depend on me for help.  
5. There are people who enjoy the same social activities I do. 
6. Other people do not view me as competent.* 
7. I feel personally responsible for the well-being of another person.  
8. I feel part of a group of people who share my attitudes and beliefs. 
9. I do not think other people respect my skills and abilities.* 
10. If something went wrong, no one would come to my assistance.*  
11. I have close relationships that provide me with a sense of emotional security &  

well-being.  
12. There is someone I could talk to about important decisions in my life.  
13. I have relationships where my competence and skill are recognized.  
14. There is no one who shares my interests and concerns.*  
15. There is no one who really relies on me for their well-being.* 
16. There is a trustworthy person I could turn to for advice if I were having problems.  
17. I feel a strong emotional bond with at least one other person.  
18. There is no one I can depend on for aid if I really need it.*  
19. There is no one I feel comfortable talking about problems with.*  
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20. There are people who admire my talents and abilities.  
21. I lack a feeling of intimacy with another person.*  
22. There is no one who likes to do the things I do.*  
23. There are people I can count on in an emergency.  
24. No one needs me to care for them.* 
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Appendix H 

Consent Form 

 

  

ADULT CONSENT FORM  
 
1) Title of Research Study:  Effects of the Relationship Enhancement® Program on Social Skills, Empathy and 
Social Support for Adults with Autism Spectrum Disorders 
 
2) Investigator(s): Len Sperry, Ph.D. & Ali Cunningham, M.Ed., LMHC  
  
3) Purpose: You have been asked  to participate in a study that will measure the effects of the Relationship 
Enhancement ® (RE) Program for adults with high-functioning autism spectrum disorders (ASD) who want to be 
in a romantic or intimate relationship. The RE program is a group that will meet to learn different skills for being in 
a romantic relationship. The researchers conducting this study will assess your  level of social skills, empathy, 
and social support before and after being involved in this study. They will also  propose future recommendations 
for counselors and educators in working with adults with ASD who want to be in romantic relationships.   
 
4) Procedures: Involvement in this study will include: 

 One in-person interview where you will respond to verbal & written questions. The process of the verbal 
interview and completing written questionnaires should not exceed one hour.   

 Attend a total of 8 weekly, two-hour long sessions with a group of no more than eleven other adults with 
high-functioning ASD. The groups will meet in the evening hours on a weekday or during the day on a 
weekend day, based on your availability. 

 The group will meet at Florida Atlantic University in the College of Education on either the Jupiter or Boca 
Raton campuses.  

 No monetary compensation will be provided.  You can choose to participate if you want to  and may  
withdraw at any time with no penalties.   

 
5) Risks: 
There are few risks associated with this study.  One risk is that you may feel of lonely as a result of not currently 
being in a romantic relationship.  We hope that being in a group with other single adults will minimize this feeling 
and provide you with support from other participants and the group leader involved in the study.  Another goal of 
the study is to help build social supports among friends and family members, which can minimize this feeling.  
Another possible risk is that the attempts you could make to forge new social and romantic relationships could 
result in you feeling frustrated if and/or when you face rejection.  We will attempt to minimize this feeling by 
discussing general and individual dating difficulties and providing you with strategies for how to make new social 
connections. We will also provide you with a referral to an FAU CARD clinician (not the researcher) and other 
professional resources for individual services upon request or if you would like to drop out of the study.        
 
6) Benefits: 
We do not know if you will receive any direct benefits by taking part in this study. Potential benefits include 
improvements in your levels of social skills, empathy, and social support.  Learning the skills taught during the 
group could help you obtain and maintain potential platonic, romantic or intimate relationships such as 
friendships, dating, cohabitation and marriage. This study also has potential benefits to society. People who are 
involved in positive and healthy romantic relationships experience less mental health issues such as anxiety and 
depression as well as physical health issues which could reduce health costs to individuals and the government. 
 
7) Data Collection & Storage: 
Any information collected about you will be kept confidential and secure and only the people working with the 
study will see your data, unless required by law.  The data will be kept for 5 years in a locked cabinet and/or 
password-protected computer in the investigator’s office.  After 5 years, paper copies will be destroyed by 
shredding and electronic data will be deleted.  We may publish and present what we learn from this study.  If we 
do, we will not let anyone know your name/identity unless you give us permission.    
 
 
 

Initials ______ 
 
 

 

Approved on: 3/7/2013 
Expires on: 3/6/2014 

Institutional Review Board 
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Page 2 of 2  

8) Contact Information: 
For questions or problems regarding your rights as a research subject, you can contact the Florida Atlantic 
University Division of Research at (561) 297-0777.  For other questions about the study, you should call the 
principal investigator(s), Ali Cunningham at (561) 235-8412 or Len Sperry at (561) 297-3507.  
 
9) Consent Statement: 
I have read or had read to me the preceding information describing this study.  All my questions have been 
answered to my satisfaction. I am 18 years of age or older and freely consent to participate.  I understand that I 
am free to withdraw from the study at any time without penalty.  I have received a copy of this consent form.  
 
Signature of Subject:______________________________________ Date: _____________________ 
 
 
Printed name of Subject:  First Name ___________________  Last Name_______________________ 
 
 
Signature of Investigator: ___________________________________________ Date: _____________________ 
  
 
 
 
 
 
 
 
 
        

 

Approved on: 3/7/2013 
Expires on: 3/6/2014 

Institutional Review Board 
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Appendix I 

FAU IRB 

 

 

- 1 - Generated on IRBNet

Institutional Review Board
Mailing Address:

Division of Research
777 Glades Rd., SU-80, Suite 106

Boca Raton, FL 33431

FLORIDA Tel: 561.297.0777   Fax: 561.297.2573

ATLANTIC
UNIVERSITY http://www.fau.edu/research/researchint

Nancy Aaron Jones, Ph.D., Chair

•
•

•

•

•
•
•
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- 2 - Generated on IRBNet
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