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Abstract
Purpose of Review  Despite the increasing prevalence of autism spectrum disorder (ASD) among youth, disparities exist when 
it comes to access to diagnostic assessment and intervention of ASD in clinical and school settings. A review of the literature 
on sociocultural issues that contribute to these disparities would allow psychiatrists, clinicians, and researchers to better 
understand these challenges and aid in the development of culturally responsive approaches to support racially, ethnically, 
and linguistically diverse families of youth with ASD.
Recent Findings  Disparities in ASD services are primarily due to system-level factors, including access to information or 
healthcare, stigma, and discrimination. Similarly, interactional factors, such as language/communication barriers, a lack of 
trust in professionals, and limited training in cultural responsiveness, can hinder support for diverse families of youth with 
ASD.
Summary  This review focuses on several areas: (1) structural inequities that contribute to disparities in ASD services, (2) 
sociocultural issues in assessment and diagnosis, (3) sociocultural issues in interventions and service use, and (4) neurodi-
versity. This review underscores the importance of including diverse samples in ASD research to improve understanding of 
the strengths, challenges, perspectives, and preferences of underrepresented and underserved families of youth with ASD. 
These efforts can lead to culturally responsive service delivery.
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Introduction

Autism spectrum disorder (ASD) is often characterized as 
a life-long neurodevelopmental disorder characterized by 
social interaction and communication difficulties, as well 
as repetitive, restricted patterns of behavior, interests, and 
activities [1], with onset occurring before the first 3 years of 
life. Research has found individuals with ASD demonstrate 
variations in their intelligence and memory, with strengths in 
visual pattern processing [2–4]. According to the Centers for 
Disease Control and Prevention, autism occurs in all racial, 

ethnic, and socioeconomic groups [5]. Although ASD is 
prevalent with strong biological and genetic underpinnings, 
the reporting of symptoms and willingness to seek support 
is influenced by sociocultural factors [6]. Culture is defined 
as a set of behavioral norms, meanings, and values or ref-
erence points utilized by members of a particular society 
to construct their view of the world [7]. Sociocultural con-
siderations include variables related to parental education, 
socioeconomic status, and economic resources which have 
been found to affect individuals’ adaptive behavior and be 
used as means to navigate their environment [8]. Sociocul-
tural considerations are especially important for the imple-
mentation of ASD services since these issues influence how 
parents/caregivers, school-based mental health service pro-
viders, and medical professionals interpret children’s social 
behaviors and development, thereby affecting the diagnosis, 
perceived need, and the effectiveness of treatment.

Previous research has indicated disparities in edu-
cational and clinical diagnoses of ASD, with Hispanic 
children being less likely to be identified with ASD and 
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Asian-American children being more likely to be identi-
fied with ASD in addition to negative outcomes result-
ing from these disparities [9]. The most recent overall 
prevalence of 1 in 44 provided by the Centers for Disease 
Control and Prevention indicated that the gap in diag-
nostic prevalence between White and minority children 
is closing [5]. Data from 2018 indicate that ASD preva-
lence per 1000 children aged 8 years was similar among 
Hispanic (2.25%), Black (2.23%), Asian American/
Pacific Islander (2.22%) White children (2.1%), although 
American Indian/Alaska native was among the highest 
(2.9%) [5]. Recent studies found that racial and ethnic dis-
parities in clinical diagnosis of ASD have changed from 
2017 to 2021, where rates among minority youth aged 
8 showed increased prevalence: Asian American/Pacific 
Islander (4.47%), Black (4.01%), Hispanic (4.24%), com-
pared to White (3.89%) [10]. Among youth ages 3–11, 
another study reported somewhat higher prevalence rates 
among Black (3.02%) than White children (2.40%), but 
the reverse was found for the ages 12–17 group where 
White (3.0%) had a higher prevalence than Black chil-
dren (2.60%) [11]. These findings indicate that among 
minority youth, earlier identification of ASD, more effec-
tive outreach, and more widespread screening have led 
to improved access to mental healthcare prior to adoles-
cence. Compared with White children, Black youth were 
more likely to be diagnosed with attention-deficit hyper-
activity disorder or an adjustment disorder prior to being 
diagnosed with ASD, which may explain why those chil-
dren receive ASD services later than other children [12•].

Despite the increasing prevalence of ASD across racial, 
ethnic, and linguistic minority youth, disparities persist 
when it comes to access to diagnostic and intervention 
services in clinical and school settings [5, 9, 13]. The 
causes of healthcare disparities among racial, ethnic, 
and linguistic minority groups in the USA are multi-
faceted, stemming from a complex interplay of factors. 
Health disparities have been defined as inequitable dif-
ferences in services received by the two groups that are 
due to system-level factors, including access to informa-
tion or healthcare, stigma, and discrimination (e.g., bias 
and stereotyping) along with interactional factors, such as 
communication barriers, a lack of trust in professionals, 
and a lack of cultural responsiveness in assessment [14]. 
Race, culture, socioeconomic status, and neighborhood 
play a significant role in ASD diagnosis [15]. This review 
addresses the sociocultural issues that contribute to these 
disparities when it comes to the diagnosis and treatment of 
ASD among racial, ethnic, and linguistic minority youth. 
Sociocultural considerations in ASD research are needed 
to address these disparities properly by developing and 
implementing culturally responsive interventions and pre-
ventative strategies.

System‑Level Factors Contributing 
to Disparities

Barriers posed by structural inequities include a lack of 
diversity among professionals to provide multilingual or 
culturally responsive services, a disproportionate concen-
tration of ASD service providers in rural or underserved 
communities, and insurance reimbursement, all of which 
contribute to disparities in ASD clinical service use [16]. 
Although school systems provide more accessible ASD 
services under the Individuals with Disabilities Education  
Act of 2004, school-based mental health service provid-
ers also struggle with diversification to meet the needs 
of diverse children in those settings [17]. Demograph-
ics from a national survey indicate significant under-
representation of racially, ethnically, and linguistically 
diverse school psychologists in the workforce: 86%  
are White, 8% are Hispanic/Latinx, and 4% are Black/
African American, which differs sharply from the student 
population [18, 19]. Additionally, only 8% of school-based 
mental health service providers reported providing ser-
vices in languages other than English in the USA. Lacking 
recruitment and retention of racially, ethnically, and lin-
guistically diverse providers coupled with limited training 
in culturally responsive services pose significant barriers 
to children and families who are underserved and in need 
of ASD support, such as first-generation or immigrant 
families in the USA who may have limited knowledge of 
navigating the USA healthcare and educational systems 
and public resources [20, 21]. Moreover, some of these 
families may fear negative encounters with the legal sys-
tem or deportation [22].

Socioeconomic inequality reduces the likelihood that 
children with ASD in underserved communities will be 
diagnosed in a timely manner (or at all) and contributes to 
disparities in ASD services in the USA, where healthcare 
is not universally available [23•]. Several studies found 
that parental education level and higher socioeconomic 
status (SES) are associated with the age of diagnosis, sug-
gesting that more highly educated parents may have access 
to information about ASD symptoms and development and 
express concerns to a healthcare provider earlier than par-
ents with a lower level of education [24, 25]. Moreover, 
SES and parent education level, specifically maternal edu-
cation level, appear to moderate the relationship between 
race, ethnicity, and timeliness of ASD diagnosis [25], sug-
gesting that parental advocacy and knowledge of develop-
mental differences along with financial resources among 
high-SES minority (e.g., Black) households may result in 
the more timely receipt of an ASD diagnosis.

More recent studies did not find an association between 
SES and age at diagnosis, where Black children, for 
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example, are less likely to be diagnosed with ASD, even 
after controlling for variables such as SES and IQ [26, 
27]. Findings from cross-cultural research indicate initial 
concerns related to ASD are culturally specific, where 
parental recognition and knowledge of ASD symptoms 
influence engagement and use of resources within the 
community [28, 29]. Even when controlling for symptom 
severity, for example, Black parents of children with ASD 
reported fewer ASD concerns, including those related 
to repetitive behavior and restrictive interests compared 
to White parents [30]. Reasons for reporting fewer ASD 
concerns by Black parents of children with ASD may 
include having less knowledge of the condition or having 
different thresholds for perceiving ASD concerns. Some 
Black parents of children with ASD have expressed not 
receiving access to information about ASD compared to 
White parents [31]. In addition, Hispanic/Latinx and Black 
families might wait longer to seek evaluation unless symp-
toms (e.g., repetitive behaviors or restricted interests) are 
severe and interfere with daily living [31]. The type of 
initial concerns may vary among families from different 
sociocultural backgrounds and may be a function of devel-
opmental skills as valued by that particular culture. These 
findings also have implications when it comes to the diag-
nostic assessment of developmental disabilities, as differ-
ences in knowledge or manifestation of ASD symptoms 
and adaptive functioning could contribute to disparities by 
affecting the validity of screening and diagnostic tools or 
by creating discrepancies between clinician and caregiver 
perceptions [31].

Racial, ethnic, and linguistic minority youth with ASD 
experience delays in diagnosis and obstacles to service 
access, as well as high percentages of comorbid intellectual 
disability [32]. For example, the proportion of Black chil-
dren with ASD and comorbid intellectual disability is nearly 
double that of White children (49.8% vs 29.7%, respectively) 
[5]. The reasons for this difference are not entirely clear, 
although research has suggested that contributing factors, 
such as poverty and preterm birth, may explain a higher 
prevalence of intellectual disability among Black children 
with ASD [5]. They also experience greater delays between 
families’ initial concerns to time of diagnosis, suggesting 
that parents/caregivers may face challenges in communi-
cating their concerns to providers, navigating systems, or 
gaining access to service providers and specialists [32, 33]. 
Language barriers are common among linguistic minority 
families, while others experience negative interactions with 
healthcare providers who demonstrated limited awareness 
and understanding of parents’ or caregivers’ cultural views 
[34]. Parents/caregivers are likely to wait longer to convey 
their concerns to a provider, which could be due in part to 
cultural stigma, distrust of providers and systems of care, 
and discouragement from their family or community [35•]. 

Improvements to healthcare and education systems, includ-
ing the development of ASD guidelines and the training of 
professionals to implement these guidelines, are crucial to 
screening and diagnosing ASD earlier in children.

Sociocultural Issues in Diagnosis of ASD

Cultural Expectations and Expressions of Behavior

Cultural expectations of socially appropriate behavior and 
communication in children can vary widely and are often 
dependent on parents/caregivers, schools, and the commu-
nity where they are raised. The point at which any given 
behavior becomes a problem or a cause for concern is partly 
influenced by these cultural expectations [36]. Autistic 
symptoms, therefore, are more appropriately understood 
in relationship to their sociocultural context. Since the 
causes of ASD are not well known, and to date, there is no 
definitive medical or genetic test to determine whether an 
individual has ASD, cultural beliefs can shape how peo-
ple think about the etiology of ASD. Previous research has 
revealed that specific manifestations vary according to age 
and gender within a population [37, 38]. For example, the 
age of diagnosis, on average, is later in girls than in boys, 
and girls exhibit fewer restrictive and repetitive behaviors 
than boys [39]. Clinicians may find that girls may not meet 
the functional impairment criteria for a clinical diagnosis, 
despite higher-level autistic expression, and that the diagno-
sis may be needed at a later developmental stage compared 
to males [37]. Some researchers also suggest that these dif-
ferences may be based on gender bias, where social difficul-
ties among girls may be perceived by clinicians as “being 
shy,” and therefore may be underidentified at an earlier age 
than boys [40].

Racial, ethnic, and linguistic minority children are often 
underrepresented in autism research, as the majority of par-
ticipants in these studies are from White and high-SES com-
munities [41]. As a result, knowledge of how autistic behav-
iors are expressed, the screening and diagnostic tools, and 
the interventions developed to support children with ASD 
are likely to be culturally and contextually biased [42]. Cul-
tural expectations regarding the socially appropriate behav-
ior and communication of children in racially, ethnically, and 
linguistically diverse families can vary widely. For exam-
ple, in Western cultures, avoiding eye contact is a common 
ASD symptom in nonverbal communication. However, in 
Asian and Hispanic/Latinx cultures, making direct eye con-
tact with adults is often considered disrespectful in children 
[43, 44]. Thus, the nonverbal communication difficulties 
characteristic of ASD may be considered the norm in other 
sociocultural contexts. The types of play exhibited by young 
children can also be misconstrued as symptoms of ASD. For 
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example, in one study, Korean-American children spent a 
greater proportion of time in parallel play than in social and 
pretend play compared with White children [43]. Clinicians 
therefore need to demonstrate an understanding of their own 
cultural identities, beliefs, and practices as well as those of 
the child and family. Such information and knowledge are 
important in reducing clinician bias and promoting cultural 
humility when assessing ASD in minority children [45].

Language and Social Communication

Language differences between parents/caregivers and clini-
cians or healthcare providers are often barriers for families 
to access ASD services in both clinical and school settings 
[46]. Families may encounter challenges in communicat-
ing concerns to healthcare providers [47]. Moreover, lan-
guage differences between the child and the clinician can 
make it difficult to screen and/or diagnose when it comes to 
social and verbal communication skills. In one survey study, 
primary care physicians reported more challenges assess-
ing ASD in Hispanic children whose primary language is 
Spanish, and approximately one-fourth of the respondents 
provided ASD screening in Spanish [32]. With few research 
studies examining multilingual children with ASD, clini-
cians and researchers often struggle to develop practical 
recommendations for children raised in multilingual envi-
ronments [47]. Consequently, families often may not know 
where to seek information about ASD, particularly if they 
encounter language barriers with mental health service pro-
viders [46].

Parents/caregivers may also be concerned about potential 
delays in language development especially when children are 
exposed to multiple languages at home. Due to systems pri-
oritizing English as the standard in USA schools and society, 
the language development of multilingual learners is often 
viewed differently compared to that of monolingual learners, 
yet nascent research often compares learning or language 
outcomes between these two language groups [48]. Never-
theless, findings from systematic literature reviews suggest 
that bilingualism is not considered a risk factor for ASD 
and that any delays in either language may be considered 
typical language development for multilingual learners [48, 
49]. Specifically, findings have not supported assertions 
that multiple languages interfere with the language learn-
ing of children with speech or language impairments or that 
learning a home language impairs or significantly delays the 
learning of a second language [50].

Differential diagnosis of ASD can also be difficult in chil-
dren who are deaf or hard of hearing (DHH) given the heter-
ogeneity of ASD and the sensory challenges on social devel-
opment, communication, and behavior [51•]. The estimated 
prevalence of ASD in DHH populations is 9% [52]. Children 
who are DHH often use facial expressions to communicate 

meaning and emotionality. Clinicians assessing deaf children 
for ASD may likely encounter difficulties due to the chil-
dren’s lack of exposure to early language experiences and the 
potential risk of misinterpreting gestures, hand movements, 
or signs as repetitive or restrictive behaviors [53]. Limited 
screening and diagnostic tools have been validated for use 
with children who are DHH; however, the Autism Diagnos-
tic Interview-Revised (ADI-R), one of the “gold-standard” 
instruments for assessing ASD, was recently adapted and 
validated for deaf children. Further research on the feasibil-
ity and validity of the tool may be warranted across countries 
and with children of diverse cultural backgrounds [54].

Assessment Tools

Since ASD symptoms are likely to present themselves differ-
ently across diverse cultural groups, screening tools should 
be refined for children that address language, behavioral, 
and developmental issues. Recent studies have examined 
cross-cultural variability and measurement invariance in 
widely used ASD assessments. For example, the ADI-R, 
which has been translated into over 20 languages, has dem-
onstrated lower sensitivity and specificity in the communi-
cation domain when used with Spanish-speaking popula-
tions [55]. The Autism Diagnostic Observation Schedule 
(ADOS), 2nd edition, another “gold-standard” measure, has 
also been widely translated and includes items that examine 
social behaviors with cross-cultural variability, including 
eye contact and facial expressions [56]. However, emerging 
research has examined the effects of potential sociocultural 
confounds on the validity and reliability of ADOS-2 [57, 
58]. One research study found that race, gender, and ethnic-
ity may have a small impact on ADOS scores, where Black 
children were more likely to have atypical ratings on items 
assessing levels of unusual eye contact, stereotyped word 
use, and immediate echolalia, while Hispanic children were 
also more likely to have more atypical ratings on the item 
assessing unusual eye contact [57]. However, a more recent 
study did not find systematic measurement bias across race 
or gender with the ADOS-2 [56, 58]. Future investigations 
would benefit from examining sociocultural variables (e.g., 
SES, acculturation, and language) that correlate with the 
expression and interpretation of a child’s behaviors.

Other screening instruments, such as the Modified 
Autism Checklist for Toddlers (MCHAT), have been found 
to have false positives in low socioeconomic and ethni-
cally diverse settings within the United States [59]. How-
ever, the use of the structured follow-up interview has been 
shown to improve validity among these groups [60]. For 
ASD checklists, such as the Childhood Autism Rating Scale 
(CARS), one study found that the CARS lacked cross- 
cultural validity, with items related to social communication 
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and interaction displaying the lowest levels of cross-country 
non-invariance compared to items about stereotyped behav-
iors/sensory sensitivity [61]. Overall, findings across various 
cross-cultural studies suggest that some of the most com-
mon ASD screening measures lack sufficient psychometric 
analyses to assess ASD among racial, ethnic, and linguistic 
minority populations. Without adequate psychometric data 
supporting the use of these tools for specific racial, ethnic, 
and linguistic minority groups, clinicians should rely on 
supplemental qualitative data from developmental histo-
ries, comprehensive interviews with professionals and fam-
ily members, and home and school behavior observations, 
which may yield more useful information when sociocultural 
or language factors are likely to influence the interpretation 
of ASD behaviors [62].

An increasing number of studies have developed and 
examined cultural adaptations of various ASD screening 
instruments in attempts to address cross-cultural validity 
and other psychometric issues [63, 64]. Nevertheless, future 
research should continue to consider underlying sociocul-
tural factors to guide their efforts in developing not only 
culturally responsive assessments, but also improving clini-
cians’ awareness and understanding of these factors when 
working with diverse children and families [65]. Confound-
ers such as these can contribute to delays in diagnosis with 
a resultant discrepancy in services for minority youth with 
ASD [44]. Clinicians should be aware of the inherent biases 
that stem from assessments conceptualized from a Eurocen-
tric perspective [66]. The American Psychological Associa-
tion’s (APA) multicultural guidelines and the International 
Test Commission guidelines seek to eliminate practices, 
which may ultimately contribute to adverse outcomes for 
racial, ethnic, and linguistic minority youth [45, 67].

Workforce training and ongoing education are therefore 
necessary when providing a culturally responsive assess-
ment for ASD. This may include reviewing the standardi-
zation sample of current ASD assessment screening tools 
and being mindful that many of these tools have not been 
validated for use with different cultural groups and therefore 
should be used with caution. When it comes to gathering 
information from caregivers, youth, or families about ASD 
behaviors, clinicians must demonstrate cultural humility and 
understanding that family concerns about the child may dif-
fer from the concerns expressed by a clinician, depending 
on their respective cultural backgrounds and expectations. 
Cultural humility is a life-long process that involves self-
examination of implicit biases, power, privilege, and posi-
tionality while also demonstrating genuine regard for other 
cultures and their intersectionality [68]. Online modules 
for cultural humility training for clinicians and healthcare 
professionals are available [69•]. Moreover, using a semi-
structured interview to assess sociocultural variables, such 
as the APA’s Cultural Formulation Interview, can be useful 

for collecting data on sociocultural and contextual factors to 
inform clinical assessment practice [70]. These approaches 
can foster a greater understanding of the family’s worldview 
and their familiarity with ASD, which can also aid in inter-
vention planning.

Sociocultural Issues in ASD Intervention 
and Service Use

Autism experts recommend that children with ASD receive 
early intervention services, characterized by at least 20 h per 
week of behavioral intervention, during the preschool years 
[71]. However, racial, ethnic, and linguistic minority chil-
dren with ASD are less likely than White children with ASD 
to access publicly funded community-based services and are 
less likely to follow through with the entire service [33, 72]. 
Parents/caregivers experience various challenges and barri-
ers related to intervention use that may be due to pragmatic 
reasons. For instance, low-income families reported more 
challenges in consistently attending intervention sessions 
when they may have complex work schedules or if their pri-
orities are securing basic needs, such as housing or food 
[35•]. Distances from large cities reduced both access to 
and quality of services often leaving families struggling to 
find adequate support such as daycare, transportation, and 
moral or social support.

School‑Based Interventions

Approximately 40% of children with ASD who qualify for 
special education services under the IDEA spend 80% or 
more of their time in general education classrooms [73]. 
IDEA stipulates that educators are to use practices that are 
empirically supported to the extent that such practices are 
practical [17]. Furthermore, the Every Student Succeeds Act 
(ESSA) requires educators to use evidence-based practices 
when instructing students in school settings [74]. School-
based interventions for students with ASD often focus on (1) 
explicit instruction of academic skills or school readiness, 
(2) positive behavioral supports, (3) forms and functions 
in communication, (4) social engagement and social skills, 
and (5) peer-mediated interventions [75•]. However, these 
interventions are often selected based on the availability of 
school resources, are not often consistently implemented or 
with fidelity, and are not culturally responsive, which may 
limit the effectiveness and sustainability of these supports 
for racial, ethnic, and linguistic minority youth [76]. Many 
interventions were designed to be delivered through indi-
vidual therapy (e.g., applied behavioral analysis), rather than 
through the group instruction that is more traditionally used 
in schools [77]. Moreover, considering that sociocultural 
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factors are likely to contribute to intervention acceptability 
and effectiveness, limited research exists on culturally adapt-
ing interventions for diverse children with ASD [78].

Digital technologies have become more widespread and 
can aid in supporting children with ASD. Technology-aided 
instruction and interventions such as speech-generating 
devices, computer-assisted instruction, video-based instruc-
tion, virtual reality, and robot-mediated interventions are 
often used to promote social-communication skills among 
individuals with ASD [79]. However, since some technolo-
gies may be newer (e.g., virtual reality and robots), they 
can also be costly and therefore not feasible to purchase or 
implement in under-resourced schools. These interventions 
may also require additional empirical support to examine 
the effectiveness on children across different ages and cul-
tures [80]. However, one study noted that smartphone-based 
technologies and personal computers were rated favorably 
by expert reviewers for overall feasibility, cultural appro-
priateness, and affordability for use in ASD interventions 
[81]. On the other hand, in low-income communities and 
countries, computer- or tablet-based communication tools 
may not be as feasible due to limited access to electricity and 
potential unfamiliarity with the technology that may likely 
hinder child progress.

Although ASD interventions may be more accessible in 
school settings than in clinical settings, parents and educa-
tors often report a lack of resources and trained professionals 
in ASD [82]. One study noted that parents of children with 
ASD reported being dissatisfied with the special education 
and related services their children received [82]. Integrated 
behavioral and mental health may allow a greater level of 
support for families by cultivating partnerships between 
local schools, medical centers, universities, and agencies 
that specialize in ASD. School-wide practices, such as 
Positive Behavioral Interventions and Supports, emphasize 
school-wide screening, functional behavioral assessment, 
and evidence-based interventions [83]. These system-level 
practices take a broader approach than the individualized 
approaches used for students with ASD and therefore may 
be easier to integrate into existing professional development 
activities [82].

Home and Parent‑Mediated Interventions

Families of children receiving ASD interventions at home 
or in a clinical setting most often receive individualized 
support while parents/caregivers were present [34]. Some 
researchers indicated that racial, ethnic, and linguistic 
minority parents/caregivers value open communication with 
clinicians, including frequent communication and parental 
support [84]. Findings from a survey study with Hispanic/
Latinx caregivers indicate that they perceive verbal or visual 

prompting strategies, reward systems and consequences, and 
modeling as effective strategies to use for their children with 
ASD [84]. In particular, parents/caregivers noted video mod-
eling as potentially beneficial and feasible to use at home. 
They also indicated discrete-trial training as a strategy fre-
quently used by clinicians but were not as widely used in 
home settings [34] due to being a time-intensive approach. 
Discrete trial training is an applied behavioral analytic 
method in which skill learning is simplified into small units 
of instruction (usually 5–20 s) whereby trainers teach new 
forms of behavior (e.g., speech sounds or motor skills) and 
new discriminations (e.g., responding accurately to specific 
requests) on a one-to-one basis [84].

Parent-mediated interventions can be a useful alterna-
tive to clinician-directed interventions as they may be more 
cost-effective to implement behavioral strategies [85]. These 
support systems allow parents to develop knowledge and 
skills on how to deliver interventions in their home and/or 
community through a structured parent training program. 
Parent-mediated interventions are shown to be sustainable 
and economically feasible on small scales and effective in 
decreasing ASD symptoms in children in low-income com-
munities [86]. Typically, families in rural and geographically 
remote areas have access to fewer medical doctors, special-
ists, and psychologists than those in urban and suburban 
areas, so providing this method of intervention can reach a 
larger and more diverse clientele through community centers 
or other accessible public venues for families [87].

Few studies have explicitly reported the use of cul-
tural adaptation practices in interventions with diverse 
individuals with ASD. Considering cultural variability 
in social norms, language, and behavior, intervention 
research needs to include diverse samples while consid-
ering sociocultural factors that may influence intervention 
acceptability and child outcomes. Limited research has 
examined cultural adaptations of social skill intervention 
research among individuals with ASD, particularly in the 
USA [88]. When adapting interventions, the most common 
considerations include modifications in either the program 
content or the delivery of the intervention. Some examples 
of adaptations to program content include surface struc-
ture adaptations, which incorporate processes that match 
people or language (e.g., translation of content) to observ-
able racial or ethnic characteristics of the population [88, 
89]. On the other hand, deep structure adaptations are 
more abstract and involve content strategies that match the 
cultural practices, dynamics, values, and belief systems 
within a group (e.g., consideration of family dynamics) 
[89]. Since deep structure adaptations incorporate cultural, 
social, historical, environmental, or psychological aspects 
that influence the target minority group’s behavior, they 
are time-consuming to adapt, yet more likely to improve 
the effectiveness of interventions.
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Findings from a meta-analysis suggest that cultural adap-
tations of interventions significantly improved ethnic and 
racial minority clients’ behavioral and psychological func-
tioning compared to nonadopted versions (d = 0.32) [90]. 
Several studies have adapted and evaluated the effectiveness 
of parent-mediated interventions for children with ASD, 
more notably in low-income communities with several sites 
outside of the USA [91]. Results indicated improvement in 
parental/caregiver knowledge and skill development when 
implementing effective behavioral supports with their child 
[92]. For example, parents/caregivers in rural Bangladesh 
indicated that the parental training and guidance received 
from a culturally adapted ASD intervention were better 
addressed during individual sessions than group sessions. 
They also believed that the interactions with parents of other 
children with ASD during the group sessions were beneficial 
and informative and served as both moral and social support 
systems [86].

Additional research should focus on how to continue to 
collaborate and support parents to deliver ASD interventions 
to improve intervention acceptability and accessibility. The 
process of creating culturally appropriate materials requires 
considerable time and resources, as well as collaboration 
with stakeholders in the community [91]. Future research in 
this area should focus on developing systematic procedures 
for culturally adapting ASD intervention materials that are 
easily transferable to school-based settings. Considering the 
intersectionality and intragroup differences that may occur 
among diverse children with ASD, adaptations and modi-
fications to existing interventions are complex yet needed 
to accommodate the unique cultural and linguistic needs of 
diverse children. Additional research should explore meth-
ods in which community stakeholders and individuals with 
ASD can be a part of the development and adaptation of 
interventions to reduce stigma and maximize effectiveness.

Considering Neurodiversity

Neurodevelopmental disorders, particularly ASD, heav-
ily rely on criteria based on deviations in behavior when 
determining diagnosis and treatment [93]. Stemming from 
a medical model in psychiatry, this classification system 
tends to omit behavioral strengths, the social context for 
these behaviors, and society’s role in defining appropri-
ate behaviors [94]. In recent years, advocates and scholars 
have increasingly called to replace the conventional medical 
model and proposed that autism should be viewed through 
the lens of neurodiversity, where autism is seen as one form 
of natural human variation and should be considered a sep-
arate minority culture as opposed to a deficit or disorder 
[95]. They emphasize children’s subjective well-being and 
adaptive behavior rather than what is perceived as typical 

functioning and oppose interventions that aim to eliminate 
harmless behaviors, such as avoiding eye contact or repeti-
tive body movements, which may serve as their method of 
self-regulation or coping [96•]. However, some scholars 
believe that awareness of neurodiversity and celebrating 
autism as a positive identity may indicate a convergence of 
sociocultural and medical model perspectives [97].

Differences in cultural beliefs about autism also influ-
ence the language used to describe the condition. Research-
ers have commonly used terms such as “dysfunction” or 
“impairments” to describe atypical behaviors or cognition 
related to ASD, which may contribute to negative self-per-
ceptions and stigma [97]. Professionals have often recom-
mended using person-first language (“child with autism”), 
although many individuals on the autism spectrum when 
asked about this phrase, did not prefer or endorse it and 
preferred identity-first language (“autistic child”) [98]. 
Additionally, researchers suggested avoiding phrases such 
as “special interests” and “special needs” and instead using 
alternative phrases such as “focused interests” and specific 
descriptions of the child’s needs [98]. Medical or deficit 
language such as “at risk for autism” may be replaced with 
“increased likelihood of autism.” However, many of these 
findings are based on English-speaking participants where 
a disproportionate amount of whom are White. Although 
the use of these terms or phrases may be a political choice, 
positively reframing autism can aid children on the autism 
spectrum to cope and improve their quality of life [97].

Conclusions

Sociocultural factors should be strongly considered in the 
diagnosis, assessment, and intervention of ASD among chil-
dren. Structural inequities contribute to delays in accessing 
ASD services, stemming from racial bias and discrimination 
experienced by families, a lack of diversity among clini-
cians or other mental health service providers (impacting 
clinician-client/family relationships), and a lack of resources 
in communities or school settings. Despite gradual improve-
ment in screening and detecting ASD among youth, clini-
cians should continue to demonstrate self-awareness and 
cultural humility at both the individual and system levels to 
address structural inequities and to advocate for youth with 
ASD and their families.

This review also underscores the importance of culturally 
responsive assessment and interventions that may require 
adaptation to address the unique needs of racial, ethnic, 
and linguistic minority youth with ASD. Further areas of 
research should continue to focus on developing psycho-
metrically valid ASD assessment tools for diverse groups, 
in addition to constructing semi-structured interviews 
that directly address sociocultural factors and contexts. 
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Additional research should continue to include the per-
spectives of underrepresented youth with ASD to mitigate 
stigma, improve service delivery, and reframe the condition 
by potentially shifting the focus somewhat from deficits to 
overall well-being, such as how avoiding eye contact and 
repetitive movements may be self-regulatory behaviors and 
how restrictive interests can build success in their educa-
tion and areas of strengths. Research should also continue 
with developing a systematic approach to adapting evidence-
based interventions to incorporate the linguistic and cultural 
backgrounds of caregivers and families of youth with ASD. 
These efforts, along with continuous professional devel-
opment on these issues, will aid in improving clinicians’ 
knowledge, skills, and cultural humility, as well as mitigat-
ing structural inequities that contribute to disparities in ASD 
services.
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