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Abstract
Objectives Many autistic children exhibit challenging and disruptive behaviors that can present challenges for both children 
and their families by interfering with acquisition of adaptive skills and affecting family and peer relationships. Behavioral 
parent training (BPT) is an evidence-based approach to reducing autistic children’s disruptive behavior, but many families 
face a number of barriers to accessing BPT, such as availability of BPT in their community, and transportation and schedul-
ing challenges. Therefore, we sought to explore the feasibility and promise of effectiveness of adapting an established BPT 
program to a telehealth format during the COVID-19 pandemic.
Methods A feasibility trial of BPT via telehealth was conducted with fourteen parents of autistic children.
Results Parents and clinicians were able to implement BPT via telehealth with a high degree of fidelity, and parents rated 
both BPT and the telehealth format favorably. The program also showed promise of effectiveness in reducing autistic chil-
dren’s disruptive behavior, improving their adaptive skills, as well as reducing parents’ stress, and improving parents’ sense 
of parenting competence.
Conclusions The findings replicate and extend findings from previous studies, further demonstrating the promise of telehealth 
as a viable alternative format for delivering BPT. We also explore implications for future research, including the opportunity 
for more thorough evaluation of the effectiveness of BPT via telehealth.
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Beyond the core features of autism spectrum disorder 
(ASD), such as differences in social communication and 
interaction and restricted and repetitive patterns of behavior 
(American Psychological Association, 2013), many autistic 
children also exhibit challenging and disruptive behaviors 
such as aggression, non-compliance, and tantrums (Chan-
dler et al., 2016; Lecavalier et al., 2006), and approximately 
one in four autistic children meet the diagnostic criteria for 
a disruptive behavior disorder (Kaat & Lecavalier, 2013). 
Disruptive behavior can present challenges for both children 
and their families by interfering with children’s acquisition 

of adaptive skills and affecting the development of peer rela-
tionships (Davis & Rispoli, 2018). Disruptive behavior may 
also increase parental stress and can deteriorate parent–child 
relationships (Rivard et al., 2014).

Behavioral parent training (BPT) programs are parent-
mediated interventions that are designed to teach parents 
specific skills to prevent and reduce disruptive behavior and 
teach and encourage adaptive skills. Commonly taught skills 
include environmental rearrangement and other antecedent 
strategies, prompting skills, and contingency management. 
BPT programs have a robust evidence base documenting 
significant and durable changes for children who exhibit dis-
ruptive behavior (see Eyberg et al., 2008 for a review). Fur-
thermore, there is a growing evidence base supporting BPT 
for parents of children diagnosed with ASD (e.g., Agazzi 
et al., 2013; Aman et al., 2009; Scahill et al., 2016).

Of note, the Research Units in Behavioral Intervention 
(RUBI) Autism Network parent training program was devel-
oped specifically for parents of autistic children (Aman et al., 
2009; Bearss et al., 2013; Johnson et al., 2007). Like other 
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BPT programs, RUBI-PT trains parents in skills to reduce 
problem behavior and increase pro-social skills. However, 
RUBI is unique in that it includes components specific for 
autistic children including modules focused on common 
adaptive behavior deficits such as mealtime problems, sleep 
difficulties, and toileting. RUBI-PT is the first BPT pro-
gram specifically for parents of children with ASD to be 
evaluated in a rigorous, randomized-controlled study. Bearss 
et al. (2015) examined the effectiveness of RUBI-PT in a 
multicenter trial of 180 children with ASD and challenging 
behavior. Results of the trial demonstrated that RUBI was 
superior to psychoeducation in reducing parent-reported 
challenging behaviors. Further analysis by Scahill et al. 
(2016) found that RUBI-PT also led to significantly greater 
improvements in children’s adaptive functioning. RUBI-PT 
has also resulted in significant improvements in mealtime 
behavior and sleep routines (Johnson et al., 2013, 2015) and 
specific modifications available to supplement RUBI have 
been found to be effective in reducing self-injurious behav-
iors (Fodstad et al., 2018). Iadarola and colleagues (2018) 
found that parents who received RUBI reported a greater 
sense of parental competence and less stress than parents 
who received only psychoeducation.

Despite the promise of BPT for families of autistic chil-
dren, BPT continues to be inaccessible for many families 
(Weisenmuller et al., 2021). A considerable barrier is the 
insufficient number of qualified providers to meet the grow-
ing needs of families (Mello et al., 2016). Second, regularly 
traveling to receive services can be infeasible for many fami-
lies, especially if families must travel great distances to see a 
provider, or if they have busy schedules from parent employ-
ment or other competing appointments with other providers; 
many autistic children and their families are seen frequently 
by numerous professionals such as pediatricians, speech 
pathologists and occupational therapists, behavior analysts, 
and other specialists (Tsiplova et al., 2022). These barriers 
are likely exacerbated in under-resourced rural communi-
ties (Dahiya et al., 2021) and among low socioeconomic 
status families, as these families are not only more likely to 
experience structural barriers to accessing care, but also less 
knowledgeable of available services (Pickard & Ingersoll, 
2015).

One way to address these barriers and expand access to 
BPT is by delivering it remotely via telehealth. Telehealth 
generally refers to the use of various technologies to pro-
vide medical or behavioral healthcare services, including 
email, telephone calls, and videoconferencing (Ellison et al., 
2021). Thus, telehealth allows clinicians to provide inter-
vention in real time over great distances (Dudding, 2009). 
As documented by Dorsey and Topol (2016), telehealth is 
expanding rapidly in medicine and behavioral health. Within 
autism intervention, telehealth has been used to teach par-
ents to increase children’s social communication and reduce 

challenging behavior (e.g., Ingersoll & Berger, 2015; Lind-
gren et al., 2020; Vismara et al., 2013; Wacker et al., 2013). 
Research generally supports the effectiveness of telehealth 
as a delivery model and suggests it is acceptable to parents 
(e.g., Lindgren et al., 2020), and this technology was crucial 
for continuing services for children and families during the 
COVID-19 pandemic when services were significantly dis-
rupted (Ellison et al., 2021).

Although research supports the effectiveness of both 
BPT and telehealth as a treatment modality, relatively little 
research has explored using telehealth to deliver more com-
plex, manualized BPT programs such as RUBI. Bearss et al. 
(2018a) conducted a feasibility study of delivering RUBI 
via telehealth with 14 families of children with ASD. They 
evaluated a clinic-to-clinic “hub-and-spoke” model wherein 
therapists at one clinic used telehealth to work with parents 
who were present at another clinic. Indicators of feasibility 
included whether clinicians could deliver RUBI with fidel-
ity, and whether parents attended sessions, participated in 
sessions, and completed homework. A preliminary evalua-
tion of effectiveness for reducing parent-reported disruptive 
behavior was also included. Bearss et al. (2018a) found that 
RUBI delivered via telehealth was acceptable to parents, that 
clinicians could implement it with fidelity, and that parents 
were engaged in the process. Furthermore, parent report of 
disruptive behavior suggested significant improvements.

Although Bearss et al. (2018a) provided initial evidence 
that RUBI could be implemented remotely without sacrific-
ing the integrity or effectiveness of the intervention, car-
egivers were still required to drive to a clinic and to attend 
regularly scheduled sessions. Therefore, this model did not 
address many of the barriers to accessing behavioral services. 
A clinic-to-home model for providing BPT has the potential 
to reduce the burden on families and expand access to BPT 
by allowing for the intervention to occur at greater conveni-
ence to parents and in a more natural setting. Thus, the pur-
pose of the current study was to replicate and extend the 
Bearss et al. (2018a) feasibility study by delivering RUBI via 
telehealth (henceforth RUBI-T) directly to families in their 
homes. Specifically, the present study sought to evaluate the 
fidelity of implementation of RUBI-T, its potential effective-
ness across both child and parent outcomes, as well as par-
ents’ perceptions of its social validity.

Method

Participants

Participants in the study included fourteen individuals with 
autism and their parents living in the greater metro area of 
a major city in the northeast USA. In the present study, par-
ent refers to a child’s primary caregiver, which could be a 
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child’s parent (biological or adoptive), foster parent, or a 
relative who is responsible for the child’s day-to-day care 
and safety. This term is not inclusive of teachers, daycare 
providers, etc. Families were recruited to participate through 
posting recruitment flyers within two local clinics providing 
early intensive behavioral intervention (EIBI) for children 
diagnosed with ASD. Clinical directors were also informed 
of the study and asked to refer parent–child dyads that may 
be eligible and interested. Additionally, digital advertise-
ments were posted to the website of a local organization that 
provided resources to families of children with disabilities, 
and targeted advertisements were posted on social media 
platforms.

The following inclusion criteria were used to determine 
eligibility for children to participate: (1) children were 
between 3 and 10 years old at baseline, (2) carried a formal 
community diagnosis of ASD, and (3) engaged in challeng-
ing or disruptive behavior in the home environment. Exclu-
sion criteria were as follows: (1) concurrent receipt of other 
forms of BPT at baseline (e.g., Parent Child Interaction 
Therapy [PCIT], Family Check-Up) and (2) unstable dosage 

of psychotropic medication at baseline (children were per-
mitted to participate at a later point once dosage was stable 
for at least 6 weeks). These exclusion criteria were used to 
reduce possible threats to internal validity from concomitant 
treatments. There were no inclusion or exclusion criteria for 
caregivers outside of providing consent, though it was nec-
essary for caregivers to have access to high-speed internet 
to effectively participate in the intervention. Parents were 
given the option to borrow a webcam-enabled laptop from 
the researchers if needed to participate in intervention ses-
sions, or parents could elect to use their own devices. Parents 
were eligible to receive up to two $100 Amazon gift cards 
for their time completing measures at baseline and post-
intervention assessments.

Table  1 provides demographic and characterization 
data across each participant, as well as key target problems 
that parents reported were most concerning to them upon 
enrollment. The majority of the children identified as White, 
though some children identified as Black/African American, 
Hispanic/Latino, other race, or more than one race. Most 
children were from two-parent households (69%), and most 

Table 1  Summary of RUBI sessions

RUBI session Session span Session description/objectives

Core
Behavioral Principles 1 Introduce the fundamental principles of behavior and how they apply to autistic children
Prevention Strategies 1 Teach techniques to prevent challenging behavior by modifying the environment and creat-

ing predictability
Daily Schedules 1 Help parents create structured daily routines to promote predictability and consistency for 

their child
Reinforcement 2 Train parents to use positive reinforcement to increase desired behaviors and strengthen the 

parent–child relationship
Planned Ignoring 1 Teach parents to ignore minor misbehavior to reduce the frequency of such behavior
Compliance Training 1 Help parents develop strategies for increasing their child’s compliance with requests and 

instructions
Functional Communication Training 1 Assist parents in teaching their child alternative, appropriate ways to communicate their 

needs and desires
Teaching New Skills 2 Provide parents with strategies for teaching their child new skills such as play and inde-

pendence
Generalization amd Maintenance 1 Support parents in promoting consistent application of learned skills over time and across 

contexts
Supplemental
Toilet Training 2 Guide parents through various toilet training challenges common among autistic children
Mealtime/Feeding 1 Help parents develop structured mealtime routines and promote a more varied diet
Sleep/Bedtime Routines 2 Guide parents through various toilet training challenges common among autistic children
Imitation Skills 1 Instruct parents on how to teach their child to imitate others
Token Economy Systems 1 Train parents to use token economies to reinforce desired behaviors
Timeout 1 Teach parents how to effectively use timeout from reinforcement as a strategy for reducing 

challenging behavior
Crisis Planning 1 Prepare parents to manage challenging behaviors in emergency situations and develop a 

crisis plan
Booster 3 Provide additional support and reinforcement for parents to ensure the ongoing success of 

strategies learned throughout the program
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had at least one sibling (38%). Caregivers ranged in age from 
34 to 59 years old (mean 45 years). Most parents held an 
advanced graduate degree, and the majority of families had 
an annual household income of $100,000 or more.

Interventionists were two doctoral-level clinicians (sec-
ond and third authors). One had a degree in Applied Behav-
ior Analysis and the other had a degree in School Psychol-
ogy. Both had extensive experience working with individuals 
with ASD and their families, as well as experience deliv-
ering evidence-based interventions. Both interventionists 
identified as White and female. Interventionists were trained 
on RUBI-T procedures and attended an 8-h virtual training 
provided by a developer of the RUBI program. Intervention-
ists also received weekly supervision by senior clinicians to 
ensure competency with intervention delivery.

Ratings of autism characteristics and severity were con-
ducted by an independent evaluator who was not other-
wise involved with study design or implementation (fourth 
author). The evaluator was a doctoral-level school psycholo-
gist and behavior analyst with significant experience work-
ing with individuals diagnosed with ASD.

Procedure

Prior to implementation of study procedures, approval 
of the study procedures was granted by the Institutional 
Review Board. The present study occurred over the course 
of 2 years. Once parents provided consent for participation, 
baseline data collection was initiated. For three of the par-
ticipating families, baseline included meeting in person to 
orient them to RUBI-T materials, planning for the logistics 
of telehealth, set goals for the child relative to the home 
environment, and completing standardized measures. Due to 
the COVID-19 pandemic, the remaining ten families did not 
meet interventionists in person and therefore completed all 
baseline activities remotely using the telehealth technology 
described below.

Following baseline, interventionists guided parents 
through the sessions as outlined in the RUBI manual (Bearrs 
et  al., 2015), a manualized BPT intervention specially 
designed for parents of children diagnosed with autism and 
who exhibit disruptive behavior at home. RUBI is composed 
of 11 core sessions spanning six themes: Understanding 
Behavior, Prevention Strategies, Reinforcement, Conse-
quences, Teaching Skills, and Generalization and Mainte-
nance. It also includes seven supplemental sessions on a 
variety of topics relevant to challenges autistic children and 
their parents encounter. See Table 1 for a summary of RUBI 
sessions, or, for a more complete overview of the RUBI man-
ual, please refer to Bearss et al. (2018b). RUBI-T included 
all 11 core sessions, and parents could choose up to two sup-
plemental sessions, and up to three additional booster ses-
sions to assess and promote maintenance. Session activities 

included direct instruction as well as other practice activities 
(vignettes, worksheets) to teach behavior management strat-
egies to caregivers, as directed by the manual. Additionally, 
caregivers were given homework assignments to complete 
between sessions, which involved applying the strategies 
introduced during previous sessions. Optional booster ses-
sions occurred at 15, 17, and 19 weeks to assess and promote 
maintenance of the intervention. Sessions lasted between 60 
and 90 min and were held via encrypted videoconferencing 
software. Some sessions, such as Teaching New Skills and 
Bathroom/Toilet Training spanned multiple weeks. The only 
deviation from the standard RUBI protocol was the omission 
of some role-play activities and mid- and post-intervention 
home visits, consistent with previous studies that used tel-
ehealth (Bearss et al., 2018a). Sessions were scheduled at 
times that were convenient for families, and thus specific 
session times varied from week to week.

Post-intervention assessment was conducted once dyads 
had completed the core RUBI sessions and any supplemental 
and booster sessions. Post-intervention measures were col-
lected in the same manner as baseline. Given that the time 
to complete the full RUBI-T program differed across dyads 
(described in the results section), the latency between base-
line and post-intervention data collection was also variable 
across dyads.

Setting

All sessions for data collection and RUBI-T implementation 
were conducted remotely through Zoom® teleconferencing 
software. Parents participated in interviews and RUBI-T ses-
sions from their homes. Clinicians attended sessions from a 
private office or room in their homes.

Measures

Participant Characterization

Family and child demographics were assessed with a brief 
demographic survey collected at baseline. See Table 2 for a 
summary of demographic information across dyads. Due to 
the COVID-19 pandemic, the autism diagnosis of participat-
ing children could not be confirmed directly through assess-
ment. Global autism characteristics were assessed at baseline 
by the independent evaluator using the Severity subscale of 
the Ohio Autism Clinical Impressions Scale (OACIS; But-
ter & Mulick, 2006). It is important to note that although 
the term severity may be appropriate for describing disrup-
tive behaviors (i.e., with the “Aberrant/Abnormal Behav-
ior” item), such terms are not always preferred within the 
autism community for describing characteristics of autism 
(Bottema-Beutel et al., 2021). Therefore, the “Overall level 
of Autism” item of the severity and improvement subscales 
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may be more appropriately interpreted as “global level of 
impairment” (i.e., the degree to which characteristics or 
behaviors associated with autism are manifested in ways 
that negatively influence individual and family functioning). 
The OACIS is an autism-specific adaptation of the Clini-
cal Global Impression scale (CGI; Guy, 1976), designed to 
provide a clinician’s global clinical impression of an indi-
vidual’s ASD symptom severity and improvement. The clini-
cal impression is based on a brief observation of the child as 
well as any other existing clinical data (e.g., review of ABC 
and VABS-3 scores, caregiver reports). Scores on the sever-
ity subscale range from 1 to 7, lower numbers indicating 
lower severity and higher numbers indicating greater sever-
ity. Also due to the COVID-19 pandemic, OACIS ratings 
were derived primarily from clinical data and brief inter-
views with caregivers, though brief observations of children 
were conducted via telehealth when possible. 

Procedural Fidelity

Implementation of RUBI-T was assessed by measuring car-
egiver adherence to intervention procedures (i.e., participa-
tion during sessions, completion of homework assignments) 
and implementation fidelity of the RUBI manual by clini-
cians. We used the same measures employed in previous 
studies to evaluate parent and clinician adherence to RUBI 
procedures (Bearss et al., 2015, 2018a). Adherence to RUBI-
T was measured with the Parent Treatment Adherence Scale 
(PTAS), which was completed by the interventionist at the 
end of each RUBI-T session. The PTAS requires the inter-
ventionist to rate caregiver engagement and understanding 
of materials and assignments within sessions across 3–6 
items (depending on the session) on a scale of 0–2 (0 = Goal 
not achieved, 1 = Goal partially achieved, 2 = Goal fully 
achieved, or Not Applicable), with higher scores indicating 
greater adherence. To assess fidelity of implementation by 
interventionists, a Treatment Fidelity Checklist (TFC) was 
also completed after each session. The TFC is a self-report 
form wherein interventionists rate themselves across treat-
ment goals for each session. As with the PTAS, treatment 
goals are rated on a scale of 0–2 (0 = Goal not achieved, 
1 = Goal partially achieved, 2 = Goal fully achieved, or Not 
Applicable), with 6–13 goals present per session. Scores 
for the PTAS and TFC were derived by calculating the 
sum of ratings for each session, dividing by the total pos-
sible score, then multiplying by 100 to obtain a percent-
age. Inter-rater agreement (IRA) for the PTAS and TFC was 
calculated for a random selection of at least two core or 
supplemental sessions per dyad, which was equivalent to 
23% of all sessions. IRA was calculated by comparing the 
clinician’s score to that of the secondary rater, dividing the 
lower scores by the larger score, then multiplying by 100 
to obtain a percentage. Mean IRA for the PTAS was 97% 
(SD = 0.07, range = 67–100%), and mean IRA for the TFC 
was 98% (SD = 0.04, range = 83–100%).

We also report the attrition rate for the study (i.e., the pro-
portion of participating parent–child dyads that withdrew from 
the study before completing the full RUBI program), as well as 
percentage of RUBI-T sessions attended by parents and their 
utilization of optional supplemental and booster sessions.

Effectiveness

Indicators of potential effectiveness were assessed pre- and 
post-intervention across both child and parent outcomes. 
Children’s disruptive behavior was assessed using the 
Aberrant Behavior Checklist, 2nd Edition (ABC-2; Aman 
& Singh, 2017) Irritability subscale. The ABC is a 58-item 
caregiver-report measure that assesses children’s behavior 
across five domains: Irritability, Social Withdrawal, Stereo-
typies, Hyperactivity, and Inappropriate Speech. Items are 

Table 2  Child and parent demographics at baseline

Child demographics
Child age (years), mean ± SD 6.6 ± 2
Gender: male, N (%) 10 (77%)
Race, N (%)

  White 11 (84.6%)
  Black/African American 2 (15.4%)
  Asian 0 (0%)
  Hispanic/Latino 1 (7.7%)
  Native American 0 (0%)
  More than one race 1 (7.7%)
  Other 1 (7.7%)

ABC-2-Irritability, mean ± SD 19.5 ± 6.4
OACIS Aberrant/Abnormal Behavior, % rated moderate 

or greater
93%

VABS-3, mean ± SD 77.1 ± 7.2
OACIS Autism Severity, % rated moderate or greater 85%
Parent demographics
Parent age, mean ± SD 45 ± 6.4
Gender: female, N (%) 10 (77%)
Mean number of parents living in home, N (mode) 1.8 (2)
Mean number of children living in home, N (mode) 2.1 (2)
Annual household income, N (%)

  Less than $20,000 0 (0%)
  $20,000–40,000 2 (15.4%)
  $40,000–60,000 1 (7.7%)
  $60,000–80,000 1 (7.7%)
  $80,000–100,000 1 (7.7%)
  More than 100,000 8 (61.5%)

Parent education, N (%)
  High school graduate or GED 1 (7.7%)
  Some college or 2-year degree 1 (7.7%)
  College graduate 4 (30.8%)
  Advanced graduate or professional degree 7 (53.8%)
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scored on a Likert scale ranging from 0 to 3, with higher 
scores indicating more severe behavior. The Irritability 
subscale is composed of 15 items relating to tantrums, 
aggression, and self-injurious behaviors; past randomized-
controlled trials have demonstrated the subscale is sensi-
tive to change during treatment and it has been used as a 
primary outcome variable in past studies of RUBI (Bearss 
et al., 2015, 2018a). Children’s adaptive behavior was also 
assessed by parent report with the adaptive behavior com-
posite of the Vineland Adaptive Behavior Scales, 3rd Edition 
(VABS-3; Sparrow et al., 2016). The VABS-3 is a commonly 
used standardized assessment of children’s adaptive behav-
ior across the domains of socialization, communication, and 
daily living skills, and includes an optional domain of mala-
daptive behavior.  Caregivers provide scores of 2 (Usually), 
1 (Sometimes), or 0 (Never) based on what developmentally 
appropriate skills children demonstrate throughout daily life. 
Additionally, an independent evaluator used the Improve-
ment subscale of the OACIS to provide a global rating of 
child improvement across the domains of aberrant/abnormal 
behavior and core and associated features of autism. Scores 
on the Improvement subscale range from 1 to 7. Ratings of 
1–3 indicate improvement, 4 indicates no change, and values 
greater than 4 indicate a worsening of symptoms. Typically, 
ratings of 1 or 2 are considered the benchmark for a “positive 
response” to treatment, as with CGI-I (Swiezy et al., 2021). 
As with severity ratings, due to the COVID-19 pandemic, 
ratings were derived primarily from clinical data and brief 
interviews with caregivers; brief observations of children 
were conducted via telehealth when possible.

Parents’ sense of competence was assessed via par-
ent self-report using the Parenting Sense of Competence 
(PSOC; Gibaud-Wallston & Wandersman, 1978) scale. 
The PSOC is a self-report measure comprised of 17 items 
across two factors: self-effectiveness, knowledge, and skills; 
and satisfaction, comfort, and worthiness. Items fall on a 
Likert-type scale, ranging from 1 (Completely Disagree) to 
6 (Completely Agree). Although originally developed for 
use with mothers of neonates, the PSOC has been shown to 
be reliable with parents of autistic children (Arellano et al., 
2019). Parents’ stress levels were also assessed by parent 
self-report using the Autism Parenting Stress Index (APSI; 
Silva & Schalock, 2011). The APSI is a validated self-report 
measure that assesses parenting stress specifically related to 
children’s core and associated features of autism. It consists 
of 13 Likert-type items where parents provide a rating rang-
ing from 0 (Not stressful) to 5 (So stressful sometimes we 
feel we can’t cope).

Social Validity

Indicators of   acceptability were assessed across multi-
ple social validity measures collected post-intervention. 

Caregivers completed a modified version of the Intervention 
Rating Profile (IRP-15; Martens et al., 1985) at the end of 
treatment to assess general acceptability of the intervention 
procedures. The standard IRP-15 is a 20-item, 6-point Likert 
scale (1 = Strongly Disagree; 6 = Strongly Agree). The IRP-
15 is a reliable and valid measure of intervention acceptabil-
ity that is often applied to implementation of school-based 
interventions with educators (Elliot et al., 2017), with higher 
total scores representing a greater level of acceptability. For 
the present study, items were adapted such that wording 
reflected the point of view of caregivers of autistic children 
and five items specific to school-based interventions were 
omitted (maximum score = 90). Additionally, parents also 
completed the Parent Satisfaction Questionnaire (PSQ), 
which is a 20-item questionnaire where parents rate the qual-
ity of the training, usefulness of the teaching tools, value 
of the program elements, and their confidence in manag-
ing future behavioral concerns on a three-point Likert-type 
scale (Very Helpful, Somewhat Helpful, Not Helpful). Par-
ents also completed the Telehealth Caregiver Satisfaction 
Survey (TCSS), which is a 14-item questionnaire focused 
on the telehealth delivery of RUBI-T. Items on the TCSS are 
rated on a 5-point Likert-type scale ranging from Strongly 
Agree to Strongly Disagree, with a sixth option to indicate 
Not Applicable. Both the PSQ and TCSS were developed 
by the RUPP Autism Network (2007) and have been used in 
previous research evaluating RUBI and telehealth (Bearss 
et al., 2018a).

Data Analyses

A pre-test/post-test pre-experimental design was employed 
in the present study. Descriptive statistics are reported for 
procedural fidelity and social validity outcomes, as well as 
global ratings of effectiveness. Inferential statistical analy-
ses were conducted across child and parent effectiveness 
measures. The Shapiro–Wilk test was used to assess for nor-
mality of data distributions (Royston, 1992). Based on the 
non-normality of the data, the Wilcoxon paired signed rank 
test (MacFarland & Yates, 2016) was used as a nonpara-
metric significance test of change between pre- and post-
intervention scores. For significant outcomes, we calculated 
Hedges’ g (Hedges & Olkin, 1985) to determine effect size 
and account for the relatively small sample. Additionally, the 
percentage of children who demonstrated a positive response 
to intervention relative to baseline levels is reported, as indi-
cated by scores of one (very much improved) or two (much 
improved) on the OACIS post-intervention.
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Results

Procedural Fidelity

Of the 14 parent–child dyads enrolled in the present study, 
13 (93%) completed the full RUBI-T program. One dyad 
was lost-to-follow up after completing baseline measures. 
Thus, 100% of the dyads that started RUBI-T completed 
it. Of those dyads, 11 (79%) elected to receive at least one 
supplemental session, and all dyads (100%) also elected 
to participate in at least one optional booster session. The 
length of time in which RUBI-T was completed varied 
across families. Mean treatment length across families was 
8 months (SD = 2.4, range = 4–11 months). Rescheduling 
sessions with parents occurred frequently (M = 6, SD = 3.3, 
range = 1–13) due to events such as illnesses within the 
family, busy parent work schedules, and family vacations. 
Four dyads (29%) failed to attend a session without provid-
ing the clinician advance notice, though this occurred only 
five times across the duration of the study.

Parent engagement during RUBI-T sessions was high. 
As measured by the PTAS for each session, mean parent 

fidelity was 96.8% (SD = 8, range = 50–100%). Similarly, 
clinicians also implemented RUBI-T procedures with a 
high degree of fidelity. As measured by the TFS, mean 
clinician fidelity was 98.6% (SD = 3.9, range = 75–100).

Effectiveness

Figure 1 and Table 3 present the results across parent-
reported child and parent outcome measures. Chil-
dren exhibited significantly reduced levels of disruptive 
behavior between baseline and post-intervention assess-
ments, as measured by the ABC-2 (Mdn difference =  − 5; 
p = 0.01), representing a large effect (g =  − 1.13; 95% CI 
[− 0.32, − 1.94]). Children also demonstrated significant 
improvements in adaptive functioning as measured by the 
VABS-3 (Mdn difference = 3.5; p = 0.02), though the effect 
was modest (g = 0.44; 95% CI [0.15, 0.73]). Global rat-
ings by the independent evaluator were more mixed. In the 
Aberrant/Abnormal Behavior domain, five children (45%) 
were rated as having a positive response to the interven-
tion, though nine children (82%) were rated as at least Mini-
mally Improved. In the Overall Autism Severity domain, 

Fig. 1  Change in child and parent outcomes across baseline and post-intervention timepoints
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two children (18%) were rated as having a positive response, 
whereas 10 (91%) were rated as at least Minimally Improved.

Parents also demonstrated improvements across both 
effectiveness outcomes from baseline to post-interven-
tion. As measured by the APSI, parents exhibited signifi-
cant reductions in their reported stress levels (Mdn differ-
ence =  − 9; p = 0.01), representing a large effect (g =  − 1.31; 
95% CI [− 1.88, − 0.73]). Parents also demonstrated sig-
nificant improvements in parenting sense of competence as 
measured by the PSOC (difference of Mdn difference = 8; 
p = 0.01), representing a medium effect (g = 0.71; 95% CI 
[0.27, 1.15]).

Social Validity

Table 4 presents the results across social validity measures. 
Ratings on measures of social validity were consistently pos-
itive. One parent did not submit the IRP-15 after complet-
ing RUBI-T. As measured by the modified IRP-15, parents’ 
high total scores indicated a high degree of acceptability 
for RUBI-T (M = 79, SD = 5). The only item on the IRP-15 
that received lower scores from parents (four parents; 33%) 
was “This intervention is consistent with those I have used 
previously for my child.”

All parents returned the PSQ and PTSS post-interven-
tion. On the PSQ, parents rated all components of RUBI-
T as either Somewhat Helpful or Very Helpful, and each 
component was rated as Very Helpful by most parents. One 
deviation from this pattern was the video examples compo-
nent, which was rated as only Somewhat Helpful by 46% of 
parents. Additionally, 100% of parents indicated that they 
were more confident since beginning the program, and con-
fident that they would be able to address new behaviors in 
the future. Ninety-two percent of parents indicated that they 
would recommend RUBI-T to other parents; only one parent 
indicated “Maybe; some reservations.” All parents responded 
to an open-ended question about aspects of RUBI-T they 
especially liked or found valuable. Four parents noted that 
having support with problem-solving was helpful, and two 

mentioned having a coach guide them through the process 
was a positive aspect. Five parents named specific concepts 
or components that were helpful; having the parent workbook 
as a reference, developing the behavior support plan, planned 
ignoring and “catching them being good,” developing a token 
economy, and toilet training were mentioned specifically. 
Finally, three parents mentioned ways in which RUBI-T 
changed their perspectives. One parent stated, “Being able to 
get perspective on the expectations we set for him and how to 
recognize that there is simply something else going on inside 
his brain that is getting in the way of good behavior.” One 
stated, “I liked how it empowered me to observe behavior and 
identify appropriate interventions.” Another said, “…you can 
get a better understanding with ur (sic) child on that spectrum 
and it works if you use (RUBI) the proper way.”

Parent ratings were similar on the TCSS. All parents 
provided positive ratings (i.e., Agree and Strongly Agree) 
when asked about clinician behaviors (e.g., making eye 
contact, facing the camera) during sessions, their trust in 
the clinician, and feeling prepared for sessions. Eleven 
parents (85%) indicated Strongly Disagree when asked 
if the telehealth technology was unnecessarily compli-
cated, whereas two parents (15%) indicated Strongly 
Agree. Twelve parents (92%) indicated Disagree (N = 1) 
or Strongly Disagree (N = 11) when asked if it was easier 
to attend session in a clinic, while one parent selected 
Not Applicable. Similarly, eleven parents (85%) indicated 
Agree (N = 1) or Strongly Agree (N = 10) when asked if 
seeing a clinician via telehealth was just as good as seeing 
one in person; two parents (15%) indicated Unsure. Twelve 
parents (92%) indicated that they would choose telehealth 
over in-person services, whereas one indicated they were 
Unsure. Finally, all parents (100%) noted that they would 
recommend telehealth services to others. Seven parents 
left comments at the end of the TCSS survey. Six of the 
comments elaborated on parents’ preference for telehealth 
and its convenience. For example, one parent stated, “This 
was absolutely, 1000%, easier than going in person. Loved 
this method!” Other parents noted specific ways in which 

Table 3  Indicators of potential 
effectiveness across child and 
parent outcomes

IQR, inter-quartile range; ABC-2-I, Aberrant Behavior Checklist, 2nd edition, Irritability subscale; VABS-3 
ABC, Vineland Adaptive Behavior Scales, 3rd edition, Adaptive Behavior Composite; APSI, Autism Par-
enting Stress Index; PSOC, Parenting Sense of Competence Scale
† Declining scores represent improvement

Measure Pre-intervention 
median (IQR)

Post-intervention 
median (IQR)

Median differ-
ence

p value Effect size (g)

Child outcomes
ABC-2-I† 21 (11) 10 (6)  − 5 .01  − 1.13
VABS-3 ABC 77.5 (10.5) 81 (6.25) 3.5 .02 0.44
Parent outcomes
APSI† 24 (9) 14 (9)  − 9 .01  − 1.31
PSOC 62 (9) 71 (15) 8 .01 0.71
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telehealth was more convenient, such as “As a mom with 
two kids with ASD, telemedicine is SO MUCH easier 
for me than trying to bring both my kids or somehow get 
childcare coverage” and “…telehealth resembled a clini-
cal setting and was more convenient because it eliminated 
commute times and was more accessible.” One parent 
noted that telehealth was critical for participation: “I do 

not think this would have worked for me if I had to drive 
30 + minutes to a session each week.” Finally, one par-
ent cautioned that telehealth was convenient for parent 
training but may be less preferable for direct services with 
children: “I answered this section as ME being the person 
receiving the telehealth visits. For me, they worked great 
because it gave me the flexibility to integrate them during 

Table 4  Parent ratings across measures of social validity

IRP, Intervention Rating Profile; PSQ, Parent Satisfaction Questionnaire; TCSS, Telehealth Caregiver Satisfaction Survey. Highest possible rat-
ing on the modified IRP-15 = 90

Measure

IRP-15 Mean Total Score* (SD)

79 (5)
PSQ

Item % rated “Very Helpful”
Number of sessions 85
Length of sessions 92
Materials presented by clinician 92
Video examples 54
Handouts 77
Session: Behavioral Principles 85
Session: Prevention Approaches/Visual Strategies 100
Sessions: How to reward/When to pay attention 92
Session: Use of ignoring 77
Session: Teaching child to listen or comply 69
Sessions: How to teach child 85
Sessions: Maintain and generalize child behavior 92
Behaviors targeted for change 92

% rated “More Confident”
Present level of confidence 100
Confidence for new problems/managing future behaviors 92

% rated “Yes”
Currently using behavior management principles? 100
Would you recommend the program to other parents? 92

TCSS
Item % rated “Strongly Agree”
Given clear instructions before appointment 92
Clinician faced the camera 100
Clinician made eye contact 100
Could hear the clinician sufficiently 100
Clinician was friendly 92
Technology was unnecessarily complicated to use** 85
It is easier to go to the clinic than use telehealth technology** 85
Comfortable seeing the clinician with telehealth technology 92
Had a lot of trust in the clinician 92
Likely in future to choose telehealth over in-person care 92
Likely to recommend telehealth services to others 100

% rated “Strongly Disagree”
Technology was unnecessarily complicated to use 92
It is easier to go to the clinic than use telehealth technology 85
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my work day. If it required (child name) to participate, I 
would prefer in-person.”

Discussion

The present study sought to expand upon previous research 
exploring the feasibility of adapting the RUBI parent train-
ing program to a telehealth format (RUBI-T). The results 
provide further support for the feasibility and acceptability 
of RUBI-T when delivered to parents directly within their 
homes, and additional preliminary evidence of effectiveness. 
Parent engagement during RUBI-T sessions was high, and 
the attrition rate for the present study was low; every par-
ent that began the program participated in core sessions as 
well as supplemental and optional booster sessions. These 
data were consistent with parents’ ratings and comments on 
measures of social validity. Parents consistently indicated 
that both the RUBI program and the telehealth format were 
acceptable and feasible to implement. In fact, many par-
ents appeared to prefer the telehealth format over in-person 
formats. Similarly, clinicians were also able to implement 
RUBI-T with a high level of fidelity. Although the present 
study was non-experimental, changes from pre- to post-
intervention across child and parent outcomes highlight the 
potential effectiveness of RUBI-T. Children exhibited signif-
icant reductions in disruptive behavior and modest improve-
ments in adaptive skills. This pattern suggests that RUBI-T 
not only allowed parents to manage challenging behavior 
more effectively, but the reduction of challenging behavior 
combined with parents’ use of teaching strategies facilitated 
development of pro-social behaviors. However, global rat-
ings of improvement by an independent evaluator were more 
mixed. Parent outcomes were also positive. Parents exhibited 
significant reductions in stress and significant improvements 
in their sense of competence as parents.

These findings echo and extend prior research examining 
the feasibility of RUBI via telehealth. While Bearss et al. 
(2018a) first demonstrated the feasibility and promise of 
effectiveness of a hub-and-spoke, clinic-to-clinic telehealth 
format, the results of the study suggest that a clinic-home 
telehealth format is comparably feasible and desirable, and 
no less effective. The present study coincidentally enrolled 
the same number of parent–child dyads and had an identi-
cal attrition rate. Parent attendance was higher in the pre-
sent study, though this may be due to greater flexibility 
afforded to parents in terms of rescheduling weekly ses-
sions and allowing parents to complete the program over 
a longer period of time. Parent and clinician adherence to 
the RUBI-T program was also consistently high. Regard-
ing potential effectiveness, the present study found similar 
evidence for reduced disruptive behavior among children, 
and improvements in adaptive skills. Notably, the present 

study showed statistically significant improvements in the 
VABS-3 composite score. The results diverged from Bearss 
et al. (2018a) regarding independent global ratings of child 
improvement. Whereas most children (78%) were rated as 
positive responders to treatment (Much Improved or Very 
Much Improved) in Bearss and colleagues’ study, only a 
minority of the sample in the present study (18%) was rated 
as such. However, most of the children in the present study 
did improve to some degree relative to baseline. It is unclear 
whether this difference may be related to the use of a differ-
ent measure (CGI vs. OACIS) or the omission of some child 
observations as part of the OACIS assessment protocol due 
to the COVID-19 pandemic.

The results of the present study also build upon recent 
research demonstrating the promise of the clinic-home 
RUBI-T format. Shanok et  al. (2021) recently explored 
the feasibility of RUBI-T among a community sample of 
29 parent–child dyads. Shanok and colleagues found that 
parent attendance and attrition were somewhat worse than 
the original Bearss et al. (2018a) feasibility study, though 
they found additional evidence for the potential effective-
ness of RUBI-T for reducing children’s disruptive behav-
iors, as well as improving parent knowledge of behavioral 
principles. Recent research has also demonstrated similar 
results for RUBI-T in novel contexts. Graucher et al. (2022) 
conducted an open trial of RUBI in person vs. RUBI-T, but 
presented in a group format, for Jewish and Arab families 
living in Israel. Gaucher and colleagues found evidence that 
the group format is feasible via telehealth, consistent with 
previous research on clinic-based group delivery of RUBI 
(Burrell et al., 2020). Additionally, Gaucher and colleagues 
found that RUBI-T led to significant reductions in children’s 
disruptive behavior.

In addition to confirming and extending findings from 
previous research, the present study also expands upon the 
current literature. First, in addition to positive changes in 
child outcomes, the present study also demonstrated similar 
positive changes in parent outcomes. While Graucher et al. 
(2022) show that RUBI-T can improve parents’ knowledge 
of behavioral principles, results indicated RUBI-T also 
reduces parents’ stress levels and improves their sense of 
parenting competence, consistent with previous research of 
clinic-based implementation of RUBI (Iadarola et al., 2018). 
These findings are notable given that parents of autistic 
children consistently report high levels of stress and strain, 
which has been exacerbated since the arrival of the COVID-
19 pandemic (Corbett et al., 2021; Rivard et al., 2014).

The present study also provides a more in-depth analy-
sis of social validity outcomes compared to prior research. 
Across multiple measures, parents consistently indicated 
that they viewed both the content and components of the 
RUBI program and the telehealth modality favorably. This 
is consistent with a growing body of research illustrating 
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the use of telehealth technology to train and support par-
ents of autistic children (Ellison et al., 2021) and that tel-
ehealth interventions are acceptable to parents (de Nocker 
& Toolan, 2021). Item-level analysis in combination with 
open-ended responses from parents provided additional 
nuance. Notably, parents rated all components of RUBI-
T favorably, but video vignettes received comparatively 
less favorable ratings. Parents also stated that RUBI-T was 
inconsistent with previous intervention approaches they had 
been using, which highlights possible gaps in available ser-
vices that many families experience (Raulston et al., 2019). 
Finally, multiple parents emphasized that the telehealth for-
mat worked well because parents were the recipients rather 
than the children; they noted that in-person formats were 
preferred for direct services with children. In response to the 
COVID-19 pandemic, many providers temporarily provided 
direct services (e.g., discrete trial instruction) via telehealth 
while shelter-in-place orders were in effect. Although lim-
ited research has shown that children can make comparable 
progress in this format (Ferguson et al., 2020; Pollard et al., 
2021), additional research is needed to determine contextual 
factors and child and family characteristics that may influ-
ence effectiveness, and data on the social validity of such 
approaches is notably absent (Pollard et al., 2021).

Limitations and Future Research

While the present study replicates and extends previous 
research, there were also several limitations. Foremost, the 
study was non-experimental, therefore effectiveness data 
from the present study must be considered preliminary and 
interpreted with caution. A true test of the effectiveness of 
RUBI-T will require a more robust experimental design with 
an appropriate control condition. Similarly, since the present 
study was primarily focused on evaluating feasibility, more 
flexibility was allowed in implementing RUBI-T (e.g., 
frequency and schedule of sessions, total length of treatment) 
than previous studies or possibly what may be expected in 
clinical practice due to constraints related to staff schedules, 
billing insurance, among others. It is unclear whether or 
how this flexibility may have impacted child outcomes 
(e.g., maturity), parent outcomes (e.g., reduced stress from 
fewer schedule constraints), or implementation fidelity (e.g., 
fewer withdrawals, higher attendance). Additionally, the 
results were based on self-reports from parents and must 
also be interpreted with caution. Although an independent 
evaluator was utilized to assess global improvements in 
child functioning, these ratings were also largely derived 
from parent reports. Thus, it is unclear whether RUBI-T led 
to actual changes in child or parent behavior. Finally, the 
present study relied on a small convenience sample from 
a large metro area of the northeast region of the USA, and 
the majority of participants were white, educated, and of 

high socioeconomic status (SES). Therefore, the results 
may not generalize to families of other backgrounds or 
in other regions. While research has shown that parents 
tend to respond favorably to BPT regardless of their SES, 
disadvantaged families may prematurely discontinue 
services or struggle to maintain positive changes over time 
(Leijten et al., 2013; Parent et al., 2022). Additionally, the 
telehealth format may be less feasible for families lacking 
high-speed internet connections and equipment like 
webcam-enabled computers and smartphones, or those less 
experienced with such technology (Brunner et al., 2023), and 
in rural or mountainous areas where internet connections are 
less reliable (Dahiya et al., 2021). Additional research that 
explores ways to improve access to BPT for under-resourced 
families—via telehealth or otherwise—is warranted.

Despite the limitations of the present study, the findings, 
combined with past research, indicate that RUBI-T is feasible 
across multiple contexts and shows promise of effectiveness. 
RUBI-T is well-positioned for evaluation through more 
robust research designs, such as randomized-controlled 
trials (RCTs), which could be employed to determine 
the effectiveness of RUBI-T or its relative effectiveness 
compared to clinic-based, in-person delivery. Research at 
larger scales could also help determine for whom RUBI-T 
is appropriate, and in what contexts, and help explore 
additional variables related to feasibility, such as cost-
effectiveness. Additional research may also explore ways 
in which RUBI-T may be modified to improve its feasibility 
and effectiveness. For example, Andrews et  al. (2021) 
recently found that combining RUBI-T with elements of 
acceptance and commitment training (ACT) can also reduce 
parent stress, and parents consider the combined approach 
acceptable. Bearss and colleagues (2022) recently used 
user-center design and implementation science strategies 
to adapt RUBI to school settings. A similar approach may 
be valuable for determining how to modify RUBI or, given 
recent calls to include participatory practices in autism 
intervention research (Pukki et al., 2022), this approach may 
be employed to explore the acceptability of RUBI among 
autistic individuals and possibly further modify the program.

Author Contribution The first and fifth authors designed the study and 
obtained funding. The second and third authors served as interventionists 
and assisted with coordination of study procedures. The fourth author 
served as the independent evaluator. The first author conducted all data 
analyses. The first and second authors developed the initial manuscript, 
and all authors assisted with writing and editing various sections.

Funding This research was supported by a grant from the Deborah 
Monroe Noonan Memorial Research Fund, Bank of America, N.A., 
Trustee.

Data Availability The dataset for the present study is available upon 
request.



 Advances in Neurodevelopmental Disorders

1 3

Declarations 

Ethics Approval The present study was approved by the May Institute 
institutional review board. All participating parents provided informed 
consent prior to participation. Adverse events were monitored over the 
course of the study, and none was reported by participants.

Conflict of Interest The first, second, fourth, and fifth authors are em-
ployed by organizations that deliver services based on the science of 
applied behavior analysis for individuals with disabilities, and the third 
author maintains a faculty position within a graduate program for ap-
plied behavior analysis. There are no other potential conflicts of inter-
est to report.

References

Agazzi, H., Tan, R., & Tan, S. Y. (2013). A case study of parent–child 
interaction therapy for the treatment of autism spectrum disorder. 
Clinical Case Studies, 12(6), 428–442. https:// doi. org/ 10. 1177/ 
15346 50113 500067

Aman, M. G., Mcdougle, C. J., Scahill, L., Handen, B., Arnold, L. E., 
Johnson, C., ... & Research Units on Pediatric Psychopharma-
cology Autism Network. (2009). Medication and parent training 
in children with pervasive developmental disorders and serious 
behavior problems: results from a randomized clinical trial. Jour-
nal of the American Academy of Child & Adolescent Psychiatry, 
48(12), 1143-1154. https:// doi. org/ 10. 1097/ CHI. 0b013 e3181 
bfd669

Aman, M. G., & Singh, N. N. (2017). ABC-2: Aberrant Behavior 
Checklist (2nd ed.). Slosson.

American Psychiatric Association. (2013). Diagnostic and statistical 
manual of mental disorders (5th ed.). Author.

Andrews, M. L., Garcia, Y. A., Catagnus, R. M., & Gould, E. R. (2021). 
Effects of acceptance and commitment training plus behav-
ior parent training on parental implementation of autism treat-
ment. The Psychological Record, 1-17. https:// doi. org/ 10. 1007/ 
s40732- 021- 00496-5

Arellano, A., Denne, L. D., Hastings, R. P., & Hughes, J. C. (2019). 
Parenting sense of competence in mothers of children with autism: 
Associations with parental expectations and levels of family sup-
port needs. Journal of Intellectual & Developmental Disability, 
44(2), 212–218. https:// doi. org/ 10. 3109/ 13668 250. 2017. 13508 38

Bearss, K., Johnson, C., Handen, B., Smith, T., & Scahill, L. (2013). 
A pilot study of parent training in young children with autism 
spectrum disorders and disruptive behavior. Journal of Autism 
and Developmental Disorders, 43(4), 829–840. https:// doi. org/ 
10. 1001/ jama. 2015. 3150

Bearss, K., Johnson, C., Smith, T., Lecavalier, L., Swiezy, N., Aman, 
M., & Scahill, L. (2015). Effect of parent training vs parent edu-
cation on behavioral problems in children with autism spectrum 
disorder: A randomized clinical trial. JAMA, 313(15), 1524–1533. 
https:// doi. org/ 10. 1001/ jama. 2015. 3150

Bearss, K., Burrell, T. L., Challa, S. A., Postorino, V., Gillespie, S. 
E., Crooks, C., & Scahill, L. (2018a). Feasibility of parent train-
ing via telehealth for children with autism spectrum disorder and 
disruptive behavior: A demonstration pilot. Journal of Autism and 
Developmental Disorders, 48(4), 1020–1030. https:// doi. org/ 10. 
1007/ s10803- 017- 3363-2

Bearss, K., Johnson, C. R., Handen, B. L., Butter, E., Lecavalier, L., 
Smith, T., & Scahill, L. (2018b). Parent training for disruptive 
behavior: The RUBI autism network, clinician manual. Oxford 
University Press.

Bearss, K., Tagavi, D., Lyon, A. R., & Locke, J. (2022). Iterative rede-
sign of a caregiver-mediated intervention for use in educational 
settings. Autism, 26(3), 666–677. https:// doi. org/ 10. 1177/ 13623 
61321 10666 44

Bottema-Beutel, K., Kapp, S. K., Lester, J. N., Sasson, N. J., & Hand, 
B. N. (2021). Avoiding ableist language: Suggestions for autism 
researchers. Autism in Adulthood. https:// doi. org/ 10. 1089/ aut. 
2020. 0014

Brunner, W., Pullyblank, K., Scribani, M., Krupa, N., Fink, A., & 
Kern, M. (2023). Determinants of telehealth technologies in a 
rural population. Telemedicine and e-Health. https:// doi. org/ 10. 
1089/ tmj. 2022. 0490

Burrell, T. L., Postorino, V., Scahill, L., Rea, H. M., Gillespie, S., 
Evans, A. N., & Bearss, K. (2020). Feasibility of group parent 
training for children with autism spectrum disorder and disruptive 
behavior: A demonstration pilot. Journal of Autism and Devel-
opmental Disorders, 50(11), 3883–3894. https:// doi. org/ 10. 1007/ 
s10803- 020- 04427-1

Butter, E., & Mulick, J. (2006). The Ohio Autism Clinical Impressions 
Scale (OACIS). Columbus, OH: Children’s Research Institute.

Chandler, S., Howlin, P., Simonoff, E., O’sullivan, T., Tseng, E., Ken-
nedy, J., ... & Baird, G. (2016). Emotional and behavioural prob-
lems in young children with autism spectrum disorder. Develop-
mental Medicine & Child Neurology, 58(2), 202–208. https:// doi. 
org/ 10. 1111/ dmcn. 12830

Corbett, B. A., Muscatello, R. A., Klemencic, M. E., & Schwartzman, 
J. M. (2021). The impact of COVID-19 on stress, anxiety, and 
coping in youth with and without autism and their parents. Autism 
Research, 14(7), 1496–1511. https:// doi. org/ 10. 1002/ aur. 2521

Dahiya, A. V., Ruble, L., Kuravackel, G., & Scarpa, A. (2021). Effec-
tiveness of a telehealth parent training intervention for children 
with autism spectrum disorder: Rural versus urban areas. Evi-
dence-Based Practice in Child and Adolescent Mental Health, 
7(1), 41–55. https:// doi. org/ 10. 1080/ 23794 925. 2021. 19414 31

Davis, T. N., & Rispoli, M. (2018). Introduction to the Special Issue 
Interventions to reduce challenging behavior among individuals 
with autism spectrum disorder. Behavior Modification, 42(3), 
307–313. https:// doi. org/ 10. 1177/ 01454 45518 763851

de Nocker, Y. L., & Toolan, C. K. (2021). Using telehealth to provide 
interventions for children with ASD: A systematic review. Review 
Journal of Autism and Developmental Disorders, 1-31. https:// doi. 
org/ 10. 1007/ s40489- 021- 00278-3

Dorsey, E. R., & Topol, E. J. (2016). State of telehealth. New England 
Journal of Medicine, 375(2), 154–161. https:// doi. org/ 10. 1056/ 
NEJMr a1601 705

Dudding, C. C. (2009). Digital videoconferencing: Applications across 
the disciplines. Communication Disorders Quarterly, 30(3), 178–
182. https:// doi. org/ 10. 1177/ 15257 40108 327449

Elliott, S. N. (2017). The social validity of “acceptability of behavioral 
interventions used in classrooms”: Inferences from longitudinal 
evidence. Behavioral Disorders, 43(1), 269–273. https:// doi. org/ 
10. 1177/ 01987 42917 73902

Ellison, K. S., Guidry, J., Picou, P., Adenuga, P., & Davis, T. E. (2021). 
Telehealth and autism prior to and in the age of COVID-19: A 
systematic and critical review of the last decade. Clinical Child 
and Family Psychology Review, 24(3), 599–630. https:// doi. org/ 
10. 1007/ s10567- 021- 00358-0

Eyberg, S. M., Nelson, M. M., & Boggs, S. R. (2008). Evidence-based 
psychosocial treatments for children and adolescents with disrup-
tive behavior. Journal of Clinical Child & Adolescent Psychology, 
37(1), 215–237. https:// doi. org/ 10. 1080/ 15374 41070 18201 17

Ferguson, J. L., Majeski, M. J., McEachin, J., Leaf, R., Cihon, J. H., & 
Leaf, J. B. (2020). Evaluating discrete trial teaching with instruc-
tive feedback delivered in a dyad arrangement via telehealth. Jour-
nal of Applied Behavior Analysis, 53(4), 1876–1888. https:// doi. 
org/ 10. 1002/ jaba. 773

https://doi.org/10.1177/1534650113500067
https://doi.org/10.1177/1534650113500067
https://doi.org/10.1097/CHI.0b013e3181bfd669
https://doi.org/10.1097/CHI.0b013e3181bfd669
https://doi.org/10.1007/s40732-021-00496-5
https://doi.org/10.1007/s40732-021-00496-5
https://doi.org/10.3109/13668250.2017.1350838
https://doi.org/10.1001/jama.2015.3150
https://doi.org/10.1001/jama.2015.3150
https://doi.org/10.1001/jama.2015.3150
https://doi.org/10.1007/s10803-017-3363-2
https://doi.org/10.1007/s10803-017-3363-2
https://doi.org/10.1177/13623613211066644
https://doi.org/10.1177/13623613211066644
https://doi.org/10.1089/aut.2020.0014
https://doi.org/10.1089/aut.2020.0014
https://doi.org/10.1089/tmj.2022.0490
https://doi.org/10.1089/tmj.2022.0490
https://doi.org/10.1007/s10803-020-04427-1
https://doi.org/10.1007/s10803-020-04427-1
https://doi.org/10.1111/dmcn.12830
https://doi.org/10.1111/dmcn.12830
https://doi.org/10.1002/aur.2521
https://doi.org/10.1080/23794925.2021.1941431
https://doi.org/10.1177/0145445518763851
https://doi.org/10.1007/s40489-021-00278-3
https://doi.org/10.1007/s40489-021-00278-3
https://doi.org/10.1056/NEJMra1601705
https://doi.org/10.1056/NEJMra1601705
https://doi.org/10.1177/1525740108327449
https://doi.org/10.1177/019874291773902
https://doi.org/10.1177/019874291773902
https://doi.org/10.1007/s10567-021-00358-0
https://doi.org/10.1007/s10567-021-00358-0
https://doi.org/10.1080/15374410701820117
https://doi.org/10.1002/jaba.773
https://doi.org/10.1002/jaba.773


Advances in Neurodevelopmental Disorders 

1 3

Fodstad, J. C., Kirsch, A., Faidley, M., & Bauer, N. (2018). Demon-
stration of parent training to address early self-injury in young 
children with intellectual and developmental delays. Journal of 
Autism and Developmental Disorders, 48(11), 3846–3857. https:// 
doi. org/ 10. 1007/ s10803- 018- 3651-5

Gibaud-Wallston, J., & Wandersman, L. P. (1978). Parenting sense 
of competence scale. Canadian Journal of Behavioural Science/
Revue canadienne des sciences du comportement.

Graucher, T., Sinai-Gavrilov, Y., Mor, Y., Netzer, S., Cohen, E. Y., 
Levi, L., Birenboim, T., & Koller, J. (2022). From clinic room to 
Zoom: Delivery of an evidence-based, parent-mediated interven-
tion in the community before and during the pandemic. Journal 
of Autism and Developmental Disorders, 1–10. https:// doi. org/ 10. 
1007/ s10803- 022- 05592-1

Guy, W. (1976). ECDEU assessment manual for psychopharmacology. 
US Department of Health, Education, and Welfare, Public Health 
Service, Alcohol, Drug Abuse, and Mental Health Administra-
tion, National Institute of Mental Health, Psychopharmacology 
Research Branch, Division of Extramural Research Programs.

Hedges, L. V., & Olkin, I. (1985). Statistical methods for meta-analysis. 
Academic Press.

Iadarola, S., Levato, L., Harrison, B., Smith, T., Lecavalier, L., John-
son, C., Swiezy, N., Bearss, K., & Scahill, L. (2018). Teaching 
parents behavioral strategies for autism spectrum disorder (ASD): 
Effects on stress, strain, and competence. Journal of Autism and 
Developmental Disorders, 48(4), 1031–1040. https:// doi. org/ 10. 
1007/ s10803- 017- 3339-2

Ingersoll, B., & Berger, N. I. (2015). Parent engagement with a tele-
health-based parent-mediated intervention program for children 
with autism spectrum disorders: Predictors of program use and 
parent outcomes. Journal of Medical Internet Research, 17(10), 
e4913. https:// doi. org/ 10. 2196/ jmir. 4913

Johnson, C. R., Handen, B. L., Butter, E., Wagner, A., Mulick, J., Suk-
hodolsky, D. G., Williams, S., Swiezy, N., Arnold, L., Aman, M., 
Scahill, L., Stigler, K., McDougal, C., Vitiello, B., & Smith, T. 
(2007). Development of a parent training program for children 
with pervasive developmental disorders. Behavioral Interventions, 
22(3), 201–221. https:// doi. org/ 10. 1002/ bin. 237

Johnson, C. R., Turner, K. S., Foldes, E., Brooks, M. M., Kronk, R., 
& Wiggs, L. (2013). Behavioral parent training to address sleep 
disturbances in young children with autism spectrum disorder: A 
pilot trial. Sleep Medicine, 14(10), 995–1004. https:// doi. org/ 10. 
1016/j. sleep. 2013. 05. 013

Johnson, C. R., Foldes, E., DeMand, A., & Brooks, M. M. (2015). 
Behavioral parent training to address feeding problems in children 
with autism spectrum disorder: A pilot trial. Journal of Develop-
mental and Physical Disabilities, 27(5), 591–607. https:// doi. org/ 
10. 1007/ s10882- 015- 9437-1

Kaat, A. J., & Lecavalier, L. (2013). Disruptive behavior disorders 
in children and adolescents with autism spectrum disorders: A 
review of the prevalence, presentation, and treatment. Research 
in Autism Spectrum Disorders, 7(12), 1579–1594. https:// doi. org/ 
10. 1016/j. rasd. 2013. 08. 012

Lecavalier, L., Leone, S., & Wiltz, J. (2006). The impact of behaviour 
problems on caregiver stress in young people with autism spec-
trum disorders. Journal of Intellectual Disability Research, 50(3), 
172–183. https:// doi. org/ 10. 1111/j. 1365- 2788. 2005. 00732.x

Leijten, P., Raaijmakers, M. A., de Castro, B. O., & Matthys, W. (2013). 
Does socioeconomic status matter? A meta-analysis on parent 
training effectiveness for disruptive child behavior. Journal of 
Clinical Child & Adolescent Psychology, 42(3), 384–392. https:// 
doi. org/ 10. 1080/ 15374 416. 2013. 769169

Lindgren, S., Wacker, D., Schieltz, K., Suess, A., Pelzel, K., Kopelman, 
T., Lee, J., Romani, P., & O’Brien, M. (2020). A randomized con-
trolled trial of functional communication training via telehealth 
for young children with autism spectrum disorder. Journal of 

Autism and Developmental Disorders, 50(12), 4449–4462. https:// 
doi. org/ 10. 1007/ s10803- 020- 04451-1

MacFarland, T. W., & Yates, J. M. (2016). Wilcoxon matched-pairs 
signed-ranks test. Introduction to nonparametric statistics for 
the biological sciences using. 133–175.  https:// doi. org/ 10. 1007/ 
978-3- 319- 30634-6_5

Martens, B. K., Witt, J. C., Elliott, S. N., & Darveaux, D. X. (1985). 
Teacher judgments concerning the acceptability of school-based 
interventions. Professional Psychology: Research and Practice, 
16(2), 191. https:// doi. org/ 10. 1037/ 0735- 7028. 16.2. 191

Mello, M. P., Goldman, S. E., Urbano, R. C., & Hodapp, R. M. (2016). 
Services for children with autism spectrum disorder: Compar-
ing rural and non-rural communities. Education and Training in 
Autism and Developmental Disabilities, 355–365.

Parent, J., Anton, M. T., Loiselle, R., Highlander, A., Breslend, N., 
Forehand, R., Hare, M., Youngstrom, J., & Jones, D. J. (2022). A 
randomized controlled trial of technology-enhanced behavioral 
parent training: Sustained parent skill use and child outcomes at 
follow-up. Journal of Child Psychology and Psychiatry, 63(9), 
992–1001. https:// doi. org/ 10. 1111/ jcpp. 13554

Pickard, K. E., & Ingersoll, B. R. (2016). Quality versus quantity: The 
role of socioeconomic status on parent-reported service knowl-
edge, service use, unmet service needs, and barriers to service 
use. Autism, 20(1), 106–115. https:// doi. org/ 10. 1177/ 13623 61315 
569745

Pollard, J. S., LeBlanc, L. A., Griffin, C. A., & Baker, J. M. (2021). 
The effects of transition to technician-delivered telehealth ABA 
treatment during the COVID-19 crisis: A preliminary analysis. 
Journal of Applied Behavior Analysis, 54(1), 87–102. https:// doi. 
org/ 10. 1002/ jaba. 803

Pukki, H., Bettin, J., Outlaw, A. G., Hennessy, J., Brook, K., Dekker, 
M., ... & Yoon, W. H. (2022). Autistic perspectives on the future 
of clinical autism research. Autism in Adulthood, 4(2), 93–101. 
https:// doi. org/ 10. 1089/ aut. 2022. 0017

Raulston, T. J., Hieneman, M., Caraway, N., Pennefather, J., & Bhana, 
N. (2019). Enablers of behavioral parent training for families 
of children with autism spectrum disorder. Journal of Child 
and Family Studies, 28(3), 693–703. https:// doi. org/ 10. 1007/ 
s10826- 018- 1295-x

Research Units on Pediatric Psychopharmacology [RUPP] Autism 
Network. (2007). Parent training for children with pervasive 
developmental disorders: A multi-site feasibility trial. Behavioral 
Interventions, 22(3), 179–199.

Rivard, M., Terroux, A., Parent-Boursier, C., & Mercier, C. (2014). 
Determinants of stress in parents of children with autism spectrum 
disorders. Journal of Autism and Developmental Disorders, 44(7), 
1609–1620. https:// doi. org/ 10. 1007/ s10803- 013- 2028-z

Royston, P. (1992). Approximating the Shapiro-Wilk W-test for non-
normality. Statistics and Computing, 2(3), 117–119. https:// doi. 
org/ 10. 1007/ BF018 91203

Scahill, L., Bearss, K., Lecavalier, L., Smith, T., Swiezy, N., Aman, 
M. G., Sukhodolsky, D., McCracken, C., Minshawi, N., Turner, 
K., Levato, L., Sauliner, C., Dziura, J., & Johnson, C. (2016). 
Effect of parent training on adaptive behavior in children with 
autism spectrum disorder and disruptive behavior: Results of a 
randomized trial. Journal of the American Academy of Child & 
Adolescent Psychiatry, 55(7), 602–609. https:// doi. org/ 10. 1016/j. 
jaac. 2016. 05. 001

Shanok, N. A., Lozott, E. B., Sotelo, M., & Bearss, K. (2021). Com-
munity-based parent-training for disruptive behaviors in children 
with ASD using synchronous telehealth services: A pilot study. 
Research in Autism Spectrum Disorders, 88, 101861. https:// doi. 
org/ 10. 1016/j. rasd. 2021. 101861

Silva, L. M., & Schalock, M. (2012). Autism parenting stress index: 
Initial psychometric evidence. Journal of Autism and Develop-
mental Disorders, 42(4), 566–574.

https://doi.org/10.1007/s10803-018-3651-5
https://doi.org/10.1007/s10803-018-3651-5
https://doi.org/10.1007/s10803-022-05592-1
https://doi.org/10.1007/s10803-022-05592-1
https://doi.org/10.1007/s10803-017-3339-2
https://doi.org/10.1007/s10803-017-3339-2
https://doi.org/10.2196/jmir.4913
https://doi.org/10.1002/bin.237
https://doi.org/10.1016/j.sleep.2013.05.013
https://doi.org/10.1016/j.sleep.2013.05.013
https://doi.org/10.1007/s10882-015-9437-1
https://doi.org/10.1007/s10882-015-9437-1
https://doi.org/10.1016/j.rasd.2013.08.012
https://doi.org/10.1016/j.rasd.2013.08.012
https://doi.org/10.1111/j.1365-2788.2005.00732.x
https://doi.org/10.1080/15374416.2013.769169
https://doi.org/10.1080/15374416.2013.769169
https://doi.org/10.1007/s10803-020-04451-1
https://doi.org/10.1007/s10803-020-04451-1
https://doi.org/10.1007/978-3-319-30634-6_5
https://doi.org/10.1007/978-3-319-30634-6_5
https://doi.org/10.1037/0735-7028.16.2.191
https://doi.org/10.1111/jcpp.13554
https://doi.org/10.1177/1362361315569745
https://doi.org/10.1177/1362361315569745
https://doi.org/10.1002/jaba.803
https://doi.org/10.1002/jaba.803
https://doi.org/10.1089/aut.2022.0017
https://doi.org/10.1007/s10826-018-1295-x
https://doi.org/10.1007/s10826-018-1295-x
https://doi.org/10.1007/s10803-013-2028-z
https://doi.org/10.1007/BF01891203
https://doi.org/10.1007/BF01891203
https://doi.org/10.1016/j.jaac.2016.05.001
https://doi.org/10.1016/j.jaac.2016.05.001
https://doi.org/10.1016/j.rasd.2021.101861
https://doi.org/10.1016/j.rasd.2021.101861


 Advances in Neurodevelopmental Disorders

1 3

Sparrow, S. S., Cicchetti, D. V., & Saulnier, C. A. (2016). Vineland-3: 
Vineland adaptive behavior scales. PsychCorp.

Swiezy, N., Smith, T., Johnson, C. R., Bearss, K., Lecavalier, L., Drill, 
R., Warner, D., Deng, Y., Xu, Y., Dziura, J., Handen, B., & Sca-
hill, L. (2021). Direct observation in a large-scale randomized trial 
of parent training in children with autism spectrum disorder and 
disruptive behavior. Research in Autism Spectrum Disorders, 89, 
101879. https:// doi. org/ 10. 1016/j. rasd. 2021. 101879

Tsiplova, K., Jegathisawaran, J., Mirenda, P., Kalynchuk, K., Colozzo, 
P., Smith, V., & Ungar, W. J. (2022). Parent coaching interven-
tion for children with suspected autism spectrum disorder: Cost 
analysis. Research in Autism Spectrum Disorders, 93, 101949. 
https:// doi. org/ 10. 1016/j. rasd. 2022. 101949

Vismara, L. A., McCormick, C., Young, G. S., Nadhan, A., & Mon-
lux, K. (2013). Preliminary findings of a telehealth approach 
to parent training in autism. Journal of Autism and Develop-
mental Disorders, 43(12), 2953–2969. https:// doi. org/ 10. 1007/ 
s10803- 013- 1841-8

Wacker, D. P., Lee, J. F., Padilla Dalmau, Y. C., Kopelman, T. G., Lind-
gren, S. D., Kuhle, J., Kuhle, J., Pelzel, K., Dyson, S., Schieltz, 

K., & Waldron, D. B. (2013). Conducting functional commu-
nication training via telehealth to reduce the problem behavior 
of young children with autism. Journal of Developmental and 
Physical Disabilities, 25(1), 35–48. https:// doi. org/ 10. 1007/ 
s10882- 012- 9314-0

Weisenmuller, C., & Hilton, D. (2021). Barriers to access, implementa-
tion, and utilization of parenting interventions: Considerations for 
research and clinical applications. American Psychologist, 76(1), 
104. https:// doi. org/ 10. 1037/ amp00 00613

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.

https://doi.org/10.1016/j.rasd.2021.101879
https://doi.org/10.1016/j.rasd.2022.101949
https://doi.org/10.1007/s10803-013-1841-8
https://doi.org/10.1007/s10803-013-1841-8
https://doi.org/10.1007/s10882-012-9314-0
https://doi.org/10.1007/s10882-012-9314-0
https://doi.org/10.1037/amp0000613

	Behavioral Parent Training via Telehealth for Autistic Children: Further Exploration of Feasibility During the COVID-19 Pandemic
	Abstract
	Objectives 
	Methods 
	Results 
	Conclusions 

	Method
	Participants
	Procedure
	Setting

	Measures
	Participant Characterization
	Procedural Fidelity
	Effectiveness
	Social Validity

	Data Analyses

	Results
	Procedural Fidelity
	Effectiveness
	Social Validity

	Discussion
	Limitations and Future Research

	References


