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ABSTRACT 

 Young children with or at risk for autism spectrum disorder (ASD) should receive early 

intervention services to achieve optimal outcomes, and recommended practices in early 

intervention reflect family centeredness, contextual learning in routines and natural 

environments, and supports for caregivers via a caregiver-implemented approach to intervention. 

Increasing evidence demonstrates gaps between recommended and actual practices in early 

intervention and in services for children with ASD, and discrepancies often exist between 

professionals’ perceptions of their practice and their actual practice, potentially contributing to 

an implementation gap. Distance coaching via technology, or telecoaching, has become an 

increasingly viable method of supporting professionals’ use of best practices in early 

intervention/early childhood special education (EI/ECSE). Although studies have examined the 

implementation of different telecoaching methods with various early childhood professionals, 

limited research has explored the use of telecoaching with early intervention professionals (EI 

professionals) in the community. The present study used a mixed-methods design to examine 

differences between EI professionals’ reported and actual practices and to examine bug-in-ear 

telecoaching versus video review telecoaching to support EI professionals’ use of recommended 

practices when working with families of toddlers with or at risk for ASD in early intervention. 

Results showed that EI professionals reported higher quality practices than they were observed 

using, and telecoaching is a promising, community-viable intervention to support EI 

professionals’ use of recommended practices.  
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α Cronbach’s alpha 

d Cohen’s d: standardized-difference effect size 
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CHAPTER 1: 

INTRODUCTION 

As the most recent prevalence rate for autism spectrum disorder (ASD) has risen to 1 in 

54 children in the United States (Maenner et al., 2020), many families, educators, clinicians, and 

researchers have increasingly focused on early intervention for young children with ASD. 

Positive long-term outcomes for children with ASD have been linked to intervention occurring 

prior to 3 years of age (Dawson et al., 2012; Estes et al., 2015), and those diagnosed before age 3 

are more likely to receive early intervention services and demonstrate improved outcomes at 

school age compared to those diagnosed later (Clark, Vinen, Barbaro, & Dissanayake, 2018). 

This positive impact of early intervention reveals a window of opportunity for optimal learning 

and development during the first years of life, as evidenced by early brain malleability in young 

children with ASD (Dawson, 2008; Dawson et al., 2012). In parallel with improvements in early 

detection, screening, and diagnosis of ASD, researchers have called for further examination of 

interventions for very young children with diagnoses, or those considered at risk due to social 

communication concerns (Boyd, Odom, Humphreys, & Sam, 2010; Dawson & Bernier, 2013; 

Zwaigenbaum et al., 2009). Thus, researchers have more recently begun to address the need for 

very early ASD interventions matching the developmental needs of young children, as early as 

infancy (Watson et al., 2018). With early detection and intervention at the forefront of current 

ASD research and practice, early intervention professionals (EI professionals) have a 
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responsibility to deliver high-quality services to best support young children with and at risk for 

ASD and their families. 

Many young children with or at risk for ASD are eligible to receive early intervention 

services through Part C of the Individuals with Disabilities Education Improvement Act (IDEA; 

2004). Part C of IDEA (2004) offers a system of services to children with or at risk for 

disabilities from birth to 3 years of age and their families (U.S. Department of Education, 2016). 

Per IDEA (2004) Part C guidelines, early intervention services should take place in children’s 

natural environments, such as the family’s home or the community (e.g., childcare program, 

grocery store, local park), and the family’s home is a common setting for Part C service delivery 

(McWilliam, 2012). Part C services differ significantly from services delivered through Part B of 

IDEA (2004), which most often take place in a school setting. Educators and therapists providing 

Part B services in a school environment are part of a larger community of fellow professionals 

and administrators, where administrative oversight is often a component of their service delivery. 

In contrast, EI professionals under Part C of IDEA (2004) provide one-on-one services to 

children and families in homes, childcare programs, or other community locations, often with 

very little supervision from program administrators due to logistical barriers of community-based 

services. Even though researchers emphasize the importance of high-quality early intervention 

for young children with or at risk for ASD (Boyd et al., 2010; Zwaigenbaum, Bauman, Choueiri, 

et al., 2015) and many of these children receive services through the Part C system, research 

suggests that evidence-based interventions do not always translate to community practice 

(Dingfelder & Mandell, 2011; Locke et al., 2015; Stahmer, 2007; Stahmer, Collings, & Palinkas, 

2005) and what actually occurs during Part C early intervention visits with families of children 

with or at risk for ASD remains a relative mystery. 
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Overview of the Literature 

Early intervention services should be family centered and routines based, taking place in 

children’s everyday environments (Division for Early Childhood, 2014; IDEA, 2004; Workgroup 

on Principles and Practices in Natural Environments, 2008). States receiving federal funds 

through Part C of IDEA (2004) are expected to deliver family-centered early intervention 

services in families’ natural environments, and Part C guidelines specifically stress the need to 

build family capacity to support children’s learning. Use of a caregiver-implemented approach to 

early intervention is suggested in alignment with these recommended practices, as EI 

professionals support caregivers’ interactions and use of strategies with their children in natural 

routines (Friedman, Woods, & Salisbury, 2012; McWilliam, 2010b; Woods & Brown, 2011; 

Woods, Wilcox, Friedman, & Murch, 2011). Despite recommendations for a caregiver-

implemented approach to early intervention, research on Part C early intervention services shows 

a disconnect between recommended practices and EI professionals’ actual practices during home 

visits (Campbell & Sawyer, 2007; Fleming, Sawyer, & Campbell, 2011; McBride & Peterson, 

1997; Peterson, Luze, Eshbaugh, Jeon, & Kantz, 2007). 

In alignment with recommended practices in early intervention, many intervention 

models specifically designed for infants and toddlers with or at risk for ASD are also grounded in 

a caregiver-implemented approach to intervention (Siller & Morgan, 2018a; Zwaigenbaum, 

Bauman, Choueiri, et al., 2015). Much of the research on these models, however, has yet to 

explore the implementation of this approach in the community with Part C EI professionals. As a 

result, an implementation gap also exists between ASD research and community practice for EI 

professionals working with young children and their families (Schertz, Baker, Hurwitz, & 

Benner, 2011; Stahmer, 2007; Stahmer et al., 2005). 
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To better understand these differences between recommended and actual practices in 

early intervention, examination of EI professionals’ perspectives on the services they provide to 

children and families is important. Research has shown alignment between EI professionals’ 

beliefs and recommended practices, demonstrating a level of understanding of expected practices 

in the field, yet these are not always reflected in EI professionals’ reports of their practices or 

their actual practices via observation (Bailey, Buysse, Edmondson, & Smith, 1992; Crais, Roy, 

& Free, 2006; Garrett, Thorp, Behrmann, & Denham, 1998; McBride, Brotherson, Joanning, 

Whiddon, and Demmitt, 1993; McWilliam, Snyder, Harbin, Porter, & Munn, 2000). Despite 

alignment between beliefs and recommended practices, the fact that reported and actual practice 

do not always match beliefs or recommended practice highlights the implementation gap 

between what is recommended and what EI professionals actually do. More recent research 

related to EI professionals’ beliefs, reported practices, and actual practices, however, is mixed 

(Campbell & Sawyer, 2009; Fleming et al., 2011; Salisbury, Cambray-Engstrom, & Woods, 

2012; Meadan, Douglas, Kammes, & Schraml-Block, 2018). Overall, fairly limited research on 

EI professionals’ reported and actual practices exists, particularly in relation to ASD. 

With the differences between recommended and actual practice in early intervention and 

ASD-specific services highlighted above, an emphasis on effective ways to improve 

professionals’ practices is critical. To address this implementation gap, supporting professionals 

from a distance via telecoaching has emerged as a viable means of changing professionals’ 

practices (e.g., Krick Oborn & Johnson, 2015; Schaefer & Ottley, 2018; Wainer, Pickard, & 

Ingersoll, 2017). Using technology to deliver support from a distance has been shown to reduce 

costs and time, as well as a means to connect resources to those in traditionally rural and 

underserved communities (Ashburner, Vickerstaff, Beetge, & Copley, 2016; Blaiser, Behl, 



   

 5 

Callow-Heusser, & White, 2013; Cason, 2009; Kelso, Fiechtl, Olsen, & Rule, 2009). Research in 

early intervention/early childhood special education (EI/ECSE) has demonstrated that the use of 

different methods of telecoaching (e.g., synchronous, asynchronous) can improve practices for a 

variety of professionals across settings (e.g., Barton, Fuller, & Schnitz, 2016; Coogle, Nagro, 

Regan, O’Brien, & Ottley, 2019; Krick Oborn & Johnson, 2015; Ottley, Coogle, Rahn, & Spear, 

2017), yet few studies have examined the use of telecoaching with EI professionals working in 

the home environment (e.g., Coogle, Larson, Ottley, Root, & Bougher-Muckian, 2019; Krick 

Oborn & Johnson, 2015; Marturana & Woods, 2012). To my knowledge, researchers have yet to 

examine the use of bug-in-ear coaching with EI professionals in the home setting as a mode of 

in-the-moment, synchronous support. Researchers have also yet to directly compare the use of 

asynchronous and synchronous telecoaching methods with EI professionals. This highlights two 

major gaps in the early intervention literature and the need for further telecoaching research in 

these specific areas. 

Statement of the Problem 

Even though years of research have contributed to the development of recommended 

practices for EI professionals working with families of infants and toddlers with or at risk for 

ASD, determining how those practices translate to intervention implementation in the Part C 

system requires additional research. A paucity of recent studies related to community-based 

implementation of recommended early intervention practices and ASD-specific strategies, as 

well as a lack of current research on EI professionals’ reported and actual practices, demonstrates 

a gap in the literature on Part C early intervention practices. The field lacks an up-to-date 

understanding of what EI professionals actually do during visits with families, whether this gap 

between research and practice remains today, or whether EI professionals’ perspectives align 
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with their actual practices. Previous studies have shown gaps between research and practice in 

Part C early intervention services and in ASD-specific interventions, and limited research 

examines EI professionals’ reported and actual home-visiting practices. Furthermore, many 

components of studies of caregiver-implemented intervention models for young children with or 

at risk for ASD differ from common aspects of community practice within the existing Part C 

system (e.g., types of professionals working with families, frequency and location of visits). 

Thus, a need exists for further research on how regular Part C early intervention services can be 

most effective in working with children with or at risk for ASD and their families. In addition, 

more research is essential in determining ways to effectively support this translation of research 

to practice in the existing Part C system as society continues to equip current and future 

professionals in the field. Even though telecoaching has become an increasingly viable method 

of supporting EI/ECSE professionals as technology continues to advance, few researchers have 

examined its use with Part C EI professionals working in families’ homes. A paucity of research 

on bug-in-ear telecoaching with EI professionals in the home setting and on asynchronous versus 

synchronous methods of telecoaching with EI professionals also highlights the need for 

additional research in this area to support the overall improvement of professional development 

efforts in the Part C system. 

The current study addressed the existing gaps in the literature, including the need (a) for 

more recent data on EI professionals’ current practices with families of toddlers with or at risk 

for ASD; (b) to understand EI professionals’ reports of their own practices; and (c) to examine 

different telecoaching methods to support EI professionals in their regular Part C home visits 

with families. 
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Purpose and Scope of the Study 

The present study served as a preliminary exploration of Part C EI professionals’ home-

visiting practices with families of toddlers with or at risk for ASD. The two primary purposes of 

the study were (a) to examine the differences between EI professionals’ reported and actual 

practices during home visits with families of children with or at risk for ASD and (b) to examine 

different methods of telecoaching as a means to support EI professionals’ use of recommended 

practices. The second purpose is posed on the assumption that the findings of the research 

questions associated with the first purpose would show an overall need for telecoaching. 

In addition to the primary purposes, the study also examined caregivers’ reports of their 

EI professionals’ practices, comparing their perspectives to their EI professionals’ perspectives. 

By gathering views from EI professionals and caregivers via questionnaires and outside 

observers via video observations, the study provided a broad understanding of community-based 

early intervention visits for families of young children with or at risk for ASD as well as an 

understanding of how recommended practices in early intervention can be translated from 

research findings to implementation in Part C services. Additionally, this study examined EI 

professionals’ perspectives of their home-visiting practices and their overall experiences with the 

telecoaching intervention following their participation in the telecoaching project, providing 

information on the feasibility of this telecoaching intervention in the community. A mixed-

methods research design using nonparametric analyses in a small randomized group comparison 

addressed the purposes of this study, owing to the small number of participants in this 

preliminary exploration. 

Theoretical framework. A combination of existing theories influenced the present 

study, including family systems theory (Bowen, 1966; Kerr & Bowen, 1988), ecological systems 
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theory (Bronfenbrenner, 1974; 1994), adult learning theory (Bransford, Brown, & Cocking, 

1999; Donovan, Bransford, & Pellegrino, 1999; Knowles, 1980; 1984), and identity theory 

(Stryker, 1980; Stryker & Burke, 2000). Additionally, competency theory (Gross, 2005) and the 

Dunning-Kruger effect (Dunning, 2011; Kruger & Dunning, 1999) shaped my hypotheses related 

to discrepancies between EI professionals’ reported and actual practices, and adult learning 

theory influenced my telecoaching hypotheses. The following chapter highlights the theoretical 

framework and its connection to the hypotheses of the present study in further detail. 

Research questions and hypotheses. The present study explored the following research 

questions: 

1. What do EI professionals report as their typical home-visiting practices with families 

of toddlers with or at risk for ASD and how do these compare with their actual home-

visiting practices? 

2. Do EI professionals’ reports differ from caregivers’ reports of home-visiting 

practices? 

3. Do EI professionals’ home-visiting practices differ from pre-telecoaching to post-

telecoaching and how does this change differ between bug-in-ear telecoaching and 

video review telecoaching? 

4. How do EI professionals describe their home-visiting practices and their participation 

in the telecoaching intervention following the intervention? 

Previous research and theory informed the following hypotheses: 

1. EI professionals will report using home-visiting practices with families of toddlers 

with or at risk for ASD that are in alignment with recommended practice. 



   

 9 

2. EI professionals’ reported home-visiting practices will differ from their actual 

practices with families of toddlers with or at risk for ASD, such that they use 

recommended practices less frequently than reported. 

3. EI professionals’ reports will differ from caregivers’ reports of home-visiting 

practices, such that caregivers’ reports will be in closer alignment with EI 

professionals’ actual practice compared to EI professionals’ reports. 

4. EI professionals in both telecoaching conditions will show improvements in home-

visiting practices from pre-telecoaching to post-telecoaching. 

5. EI professionals in the bug-in-ear condition will show greater improvements in home-

visiting practices compared to EI professionals in the video review condition. 

No specific pre-determined hypothesis for the final research question was formed because this 

study used an inductive approach (Miles, Huberman, & Saldaña, 2014; Corbin & Strauss, 2008) 

to qualitative data analysis rather than a deductive approach. Rather, the use of the headline 

method consisted of determining hypotheses for the qualitative research questions throughout the 

data analysis process (McWilliam, 2014). These hypotheses are described in further detail in 

Chapter 4. 

Significance of the Study 

The present research contributes to the current body of literature related to early 

intervention and ASD in very young children because it provides an updated look into the 

present state of Part C services, home-visiting practices, and EI professionals’ perspectives of 

their practices. It is also the first study, to my knowledge, to examine the use of bug-in-ear 

telecoaching with Part C EI professionals working in the home setting, as well as the first to 

compare different telecoaching methods with this group of professionals. Exploration of 
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coaching approaches with Part C EI professionals, particularly from a distance, is an extremely 

understudied area in the EI/ECSE literature, thus, this study contributes to this limited area of 

research. In addition to addressing the gaps in the literature, this study helps researchers and 

local and state personnel to further understand the gap between research and practice through its 

exploration of reported and actual practices and telecoaching as a means to support EI 

professionals’ practices. It contributes to future research and advances in professional 

development for EI professionals, aiming for continued improvement in Part C services for 

young children with or at risk for ASD and their families. 

Without this study, researchers could continue to make recommendations for best 

practices in early intervention and ASD with insufficient knowledge of whether or how EI 

professionals implement these recommendations in the community. Researchers might also 

continue to create and provide professional-development opportunities for EI professionals, but 

they will not have a clear understanding of EI professionals’ perceptions of their own home-

visiting practices. Without knowledge of whether a disconnect exists between what EI 

professionals think they do and what they actually do during home visits, researchers and 

professional-development trainers cannot appropriately tailor support to EI professionals’ needs, 

in turn affecting service delivery for children and families. Additionally, professional-

development trainings might not employ the most appropriate methods of support for EI 

professionals working in home and community settings. For example, coaching approaches that 

have been shown to be effective with early childhood educators working directly with children in 

a classroom setting might not translate smoothly to supporting EI professionals working with 

caregivers in a home setting. With limited data regarding the use of different telecoaching 

methods with community-based EI professionals, local and state early intervention programs 
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lack information to make informed decisions regarding professional-development tools that have 

the potential to save time, money, and resources and improve the overall quality of services for 

families of infants and toddlers. 

Summary 

 This chapter presented a brief overview of the purpose and significance of this study. The 

following chapter provides a detailed review of the literature, as well as the guiding theories and 

conceptual framework that serve as a foundation for the study, further supporting the purpose 

and significance of this research. 
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CHAPTER 2: 

LITERATURE REVIEW 

 The following review of the literature highlights four main topics related to the present 

study: (a) recommended practices in early intervention; (b) caregiver-implemented intervention 

for toddlers with or at risk for autism spectrum disorder (ASD); (c) reported practices, beliefs, 

and actual practices; and (d) telecoaching to support early intervention professionals’ (EI 

professionals’) use of best practice. This chapter also includes an overview of the theory and 

conceptual framework underlying the present study. 

Recommended Practice in Early Intervention 

Research, legislation, professional organizations, and experts in the field have generally 

agreed on recommended practices in early intervention. Identification of common recommended 

practices allows for a deeper understanding of the implementation of best practice (or lack 

thereof) in community-based early intervention. As mentioned previously, Part C of the 

Individuals with Disabilities Education Improvement Act (IDEA) provides guidelines requiring 

family-centered service delivery in children’s natural environments, and the law specifically 

stresses the significant need “to enhance the capacity of families to meet the special needs of 

their infants and toddlers with disabilities” (IDEA, 2004).  

The Division for Early Childhood (DEC) has also developed evidence-based guidelines 

for professionals working with young children with or at risk for disabilities. DEC’s 

Recommended Practices (2014) consist of 66 practices that fall under seven main categories: 



   

 13 

assessment, environment, family, instruction, interaction, teaming and collaboration, and 

transition. Through its Recommended Practices, DEC (2014) highlights the importance of 

practices that are family centered and routines based, occur in natural environments, build 

caregiver capacity, and foster collaboration between families and professionals. Table 1 includes 

a non-exhaustive list of DEC Recommended Practices aligned with the general recommended 

practices in early intervention highlighted in the present study (DEC, 2014). 

Part C guidelines (IDEA, 2004), DEC’s Recommended Practices (2014), and ample 

research in early intervention contribute to the widely accepted notion that services for infants 

and toddlers with or at risk for disabilities should (a) be family centered, (b) take place in natural 

environments, and (c) support children’s learning in the context of daily routines (e.g., Dunst, 

Bruder, & Espe-Sherwindt, 2014; Dunst, Bruder, et al., 2001; Dunst, Trivette, & Hamby, 2007; 

Thompson et al., 1997). In 2008, a group of early intervention experts met to determine the 

mission and key principles of early intervention, and even though they have backgrounds in 

various disciplines (e.g., special education, speech pathology, physical therapy, social work), 

they came to consensus that early intervention should help families promote child learning in 

their everyday activities and familiar contexts (Workgroup on Principles and Practices in Natural 

Environments, 2008). More than a decade later, family-centered and routines-based practices in 

children’s natural environments are still widely accepted as best practice in early intervention. 

The literature also reflects this across speech-language pathology (e.g., Paul & Roth, 2011; 

Prelock & Deppe, 2015; Woods et al., 2011), occupational therapy (e.g., Hanft & Pilkington, 

2000), and physical therapy (e.g., Catalino, Chiarello, Long, & Weaver, 2015), demonstrating 

consensus for the expectations of EI professionals regardless of differences in background or 

training. 
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Table 1 

Alignment of DEC’s Recommended Practices With Practices in This Study 

 

DEC’s Recommended Practices Practices in This Study 

E1. Practitioners provide services and supports in natural and inclusive 

environments during daily routines and activities to promote the child’s 

access to and participation in learning experiences. 

NE, RB 

F1. Practitioners build trusting and respectful partnerships with the family 

through interactions that are sensitive and responsive to cultural, linguistic, 

and socio-economic diversity. 

FC 

F3. Practitioners are responsive to the family’s concerns, priorities, and changing 

life circumstances. 

FC 

F4. Practitioners and the family work together to create outcomes or goals, 

develop individualized plans, and implement practices that address the 

family’s priorities and concerns and the child’s strengths and needs. 

FC 

F5. Practitioners support family functioning, promote family confidence and 

competence, and strengthen family-child relationship by acting in ways that 

recognize and build on family strengths and capacities. 

CII, FC 

F6. Practitioners engage the family in opportunities that support and strengthen 

parenting knowledge and skills and parenting competence and confidence in 

ways that are flexible, individualized, and tailored to the family’s 

preferences. 

CII, FC 

F7. Practitioners work with the family to identify, access, and use formal and 

informal resources and supports to achieve family-identified outcomes or 

goals. 

FC 

INS1. Practitioners, with the family, identify each child’s strengths, preferences, 

and interests to engage the child in active learning. 

FC 

INS2. Practitioners, with the family, identify skills to target for instruction that 

help a child become adaptive, competent, socially connected, and engaged 

and that promote learning in natural and inclusive environments. 

FC, NE, RB 

INS4. Practitioners plan for and provide the level of support, accommodations, 

and adaptations needed for the child to access, participate, and learn within 

and across activities and routines. 

RB 

INS5. Practitioners embed instruction within and across routines, activities, and 

environments to provide contextually relevant learning opportunities. 

NE, RB 

INS13. Practitioners use coaching or consultation strategies with primary 

caregivers or other adults to facilitate positive adult-child interactions and 

instruction intentionally designed to promote child learning and development. 

CII, FC 

TC2. Practitioners and families work together as a team to systematically and 

regularly exchange expertise, knowledge, and information to build team 

capacity and jointly solve problems, plan, and implement interventions. 

CII, FC 

Note. CII = Caregiver-Implemented Intervention; FC = Family Centeredness; NE = Natural Environments; RB 

= Routines Based. 
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Family-centered practice. Dunst (2002) defined family centered as, “a particular set of 

beliefs, principles, values, and practices for supporting and strengthening family capacity to 

enhance and promote child development and learning” (p. 139). The primary purpose of family-

centered practice is to build caregivers’ capacity and self-efficacy as they foster their children’s 

learning (Dunst & Trivette, 2009a; IDEA, 2004; Trivette, Dunst, & Hamby, 2010). Research 

shows that family-centered practices in early intervention support caregivers’ self-efficacy and 

well-being, which in turn support caregiver-child interactions and child outcomes (Trivette et al., 

2010). Research syntheses and meta-analyses have also revealed positive child and family 

outcomes associated with family-centered practices in early intervention, including increased 

caregiver competence and confidence, a more positive outlook on child behavior, and improved 

child functioning mediated by caregiver self-efficacy (Dunst, Trivette, & Hamby, 2006, 2008; 

Dunst et al., 2007). The Early Childhood Personnel Center (ECPC) recently conducted a 

crosswalk aligning personnel competencies across various organizations (the American 

Occupational Therapy Association, the American Physical Therapy Association, the American 

Speech-Language-Hearing Association, the Council for Exceptional Children, the Division for 

Early Childhood, the National Association for the Education of Young Children, and Zero to 

Three; Bruder et al., 2019). Personnel competencies across all organizations encompassed 

family-centered practice, and all organizations endorsed family-centered practice as one of four 

competencies, demonstrating the importance of this principle across disciplines (Bruder et al., 

2019). This idea of family-centered practice, which is emphasized across the guiding bodies of 

early intervention (e.g., DEC, 2014; IDEA, 2004; Workgroup on Principles and Practices in 

Natural Environments, 2008), serves as a fundamental tenet of the present study and highlights 
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the importance of children’s caregivers as natural teachers in their daily routines and 

experiences. 

Natural environments and routines. For almost 30 years, legislation has required early 

intervention services to take place in children’s natural environments to the greatest extent 

possible (IDEA, 1991). When children and families receive services in their natural 

environments, they are better able to practice and generalize supports and skills in their everyday 

routines throughout the week (Dunst et al., 2014; Kashinath, Woods, & Goldstein, 2006; 

McWilliam, 2010a; Woods et al., 2011). Research has shown EI professionals are more likely to 

involve caregivers in early intervention when Part C services take place in families’ homes as 

opposed to centers (Dunst et al., 2014). Regardless of the setting, however, many EI 

professionals do not adequately support families in building capacity (Dunst et al., 2014). In 

addition, Dunst, Bruder, Trivette, and Hamby (2005) cautioned that the concept of natural 

environments consists of more than just settings. Rather, natural environments should 

incorporate contextualized, everyday learning opportunities to promote optimal child and family 

outcomes (Dunst, Bruder, et al., 2001; Dunst, Trivette, Humphries, Raab, & Roper, 2001; Dunst, 

Bruder, Trivette, & Hamby, 2006; Woods & Brown, 2011). For example, everyday activities and 

routines, such as meals, dressing, and getting ready for bed, serve as natural learning 

opportunities for young children and address child functioning across developmental domains. 

Intervention should be embedded within such routines to support children and families across 

their daily activities (Dunst, Hamby, Trivette, Raab, & Bruder, 2000; Kashinath & Yu, 2018; 

McWilliam, 2000; McWilliam, 2010a; Woods & Brown, 2011; Woods & Kashinath, 2007; 

Woods et al., 2004). Embedding intervention in daily routines has been shown to be more 

effective in supporting functional child outcomes compared to traditional approaches to 
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intervention (Hwang, Chao, & Liu, 2013). Research also shows embedded intervention can 

improve children’s communication as well as caregivers’ use of strategies to support their 

children’s developmental growth (Brown & Woods, 2015; Kashinath et al., 2006; Woods, 

Kashinath, & Goldstein, 2004), highlighting the importance of routines-based intervention in 

natural environments for young children and their families. 

Caregiver-implemented intervention. Family-centered practice, natural environments, 

and routines-based intervention exemplify best practice in early intervention, as both research 

and legislation demonstrate. These three main concepts underlay the recommended home-

visiting practices examined in the present study. Friedman and colleagues (2012), however, have 

emphasized that the field of early intervention has broadened its scope of family-centered 

practice with a recent push toward supporting caregiver-implemented intervention. A caregiver-

implemented approach to intervention is the provision of support through collaborative 

consultation or coaching to enhance caregivers’ interactions and use of strategies with their 

children. A caregiver-implemented intervention approach differs from a more traditional, 

clinician-directed intervention approach, whereby EI professionals provide direct therapeutic 

services to children, often in unnatural or constructed activities. Research has shown significant 

differences between early intervention visits emphasizing caregiver-implemented intervention 

and those emphasizing clinician-directed intervention (Salisbury & Cushing, 2013). A clinician-

directed intervention approach has been shown to consist of a greater emphasis on the child 

rather than caregiver, whereas a caregiver-implemented intervention approach has demonstrated 

a greater likelihood for caregivers to lead and engage in the visit (Salisbury & Cushing, 2013). 

Overall, a caregiver-implemented approach to intervention addresses service delivery at the 

family level, supporting caregivers to foster their children’s learning and development in natural 
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routines (DEC, 2014; Friedman et al., 2012; McWilliam, 2012; Woods & Brown, 2011; 

Workgroup on Principles and Practices in Natural Environments, 2008). 

Many researchers recommend EI professionals take a caregiver-implemented approach to 

intervention to address the key components of early intervention services and support children 

and families (Friedman et al., 2012; McWilliam, 2010b; Rapport, McWilliam, & Smith, 2004; 

Woods & Brown, 2011; Woods et al., 2004). Researchers and practitioners use synonymous 

terms to describe caregiver-implemented intervention, including parent-implemented 

intervention (e.g., Barton & Fettig, 2013; Wetherby et al., 2014), parent-mediated intervention 

(e.g., Green et al., 2015; Siller, Hutman, & Sigman, 2013), and caregiver-mediated intervention 

(e.g., Brian, Smith, Zwaigenbaum, Roberts, & Bryson, 2016; Kasari, Gulsrud, Wong, Kwon, & 

Locke, 2010). In the present study, caregiver-implemented intervention is used to encompass 

these terms and to include parents as well as other natural caregivers who spend a significant 

amount of time with the child on a regular basis. 

Many researchers, particularly those in the field of ASD, use such terms (e.g., parent-

implemented intervention, parent-mediated intervention, caregiver-implemented intervention, 

caregiver-mediated intervention) to refer to what occurs both during the visit and between visits. 

This term includes what the EI professional does to support the caregiver during the home visit, 

what the caregiver does with the child during the home visit, and what the caregiver does to 

support the child in daily routines when the EI professional is not present. This can create 

confusion around what exactly caregiver-implemented intervention means. Caregiver-

implemented intervention should refer to what the caregivers do with their children during or 

between visits, whereas a caregiver-implemented approach to intervention should refer to the 

method of support EI professionals provide to caregivers during visits. For the purpose of this 
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study, I refer to caregiver-implemented intervention as the caregiver’s actions during and 

between home visits, and I refer to a caregiver-implemented intervention approach as the method 

of support the EI professional uses when working with the family. I also use the term caregiver-

implemented intervention models to refer to specific models created for young children with or 

at risk for ASD that use a caregiver-implemented approach to intervention. 

As mentioned previously, caregiver-implemented intervention can encompass the time 

occurring during and between early intervention visits. Young children spend a significant 

amount of time with their family members, therefore learning most likely occurs during the 

moments spent with caregivers throughout the week as opposed to the time spent with EI 

professionals during home visits (Bruder, 2000; McWilliam, 2000, 2012; McWilliam & Scott, 

2001). A caregiver-implemented intervention approach emphasizes equipping caregivers for the 

many hours that occur between visits with the EI professionals, not solely the time spent during 

the home visit (Bruder, 2000; McWilliam, 2000, 2012; McWilliam & Scott, 2001). 

Consequently, much of the time spent during early intervention visits that use a caregiver-

implemented approach should involve interactions between the EI professional and caregiver, as 

opposed to interactions between the EI professional and child. The ways in which professionals 

interact with caregivers during visits is an important aspect of early intervention, thus, 

examination of professional-family interactions is important in determining how they reflect 

family centeredness, natural environments, and routines-based intervention.  

Adult learning theory (Knowles, 1980; 1984) has shaped the concept of caregiver-

implemented intervention, because a caregiver-implemented approach to intervention focuses on 

supporting adults in addition to supporting children (McDermott, 2018). Research shows that 

active learner participation is an important aspect of adult learning (Brown & Woods, 2016; 
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Dunst & Trivette, 2009b; Trivette et al., 2009), and a caregiver-implemented intervention 

approach reflects this because EI professionals foster active rather than passive caregiver 

participation in early intervention services. Researchers and clinicians describe the actual process 

of supporting caregivers in a caregiver-implemented intervention approach in a variety of ways. 

Coaching is common method of working with families to support caregiver-implemented 

intervention (Brown, 2016; Brown & Woods, 2016; Friedman et al., 2012; Kemp & Turnbull, 

2014; Rush & Shelden, 2011; Salisbury et al., 2012; Tomeny, McWilliam, & Tomeny, in press; 

Vismara & Rogers, 2018). Recent reviews of the coaching literature in early intervention, 

however, have found that coaching is broadly and inconsistently defined, causing confusion 

among EI professionals regarding the coaching process (Kemp & Turnbull, 2014; Lorio, 

Romano, Woods, & Brown, 2020; Tomeny et al., in press). For example, Tomeny and colleagues 

(in press) conducted a systematic review of the literature on caregiver-implemented intervention 

for infants and toddlers with or at risk for ASD and found inconsistencies in coaching 

components across the reviewed studies. Results demonstrated that certain coaching components 

were well-represented across studies of various intervention models, yet many studies were 

missing coaching components, particularly those that emphasized collaboration between EI 

professionals and caregivers (Tomeny et al., in press). 

Other terms, such as collaborative consultation (McWilliam, 2010b; Salisbury, Woods, 

& Copeland, 2010; Woods et al., 2011) and caregiver teaching (Campbell & Coletti, 2013; 

Colyvas, Sawyer, & Campbell, 2010; Woods et al., 2004) are also used to describe the process of 

supporting caregivers in a caregiver-implemented approach to intervention. Despite the slight 

nuances among these various adult learning strategies, the core philosophy behind caregiver-

implemented intervention remains the same: Caregivers serve as the primary agents of change in 
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their children’s development during daily routines throughout the week. Thus, the present study 

focused on EI professionals’ use of coaching and collaborative consultative practices, situated 

within a caregiver-implemented intervention approach, to ensure implementation of such 

practices as intended. 

Research shows a caregiver-implemented intervention approach is an effective way to 

provide early intervention to children with disabilities and their families (Akamoglu & Meadan, 

2018; Brown & Woods, 2015; 2016; DeVeney, Hagaman, & Bjornsen, 2017; Kashinath et al., 

2006; Meadan, Angell, Stoner, & Daczewitz, 2014; Roberts & Kaiser, 2011; 2012; 2015; 

Romski et al., 2010; Wetherby et al., 2014). A caregiver-implemented intervention approach can 

improve both child and caregiver outcomes, including children’s communication skills and 

caregivers’ use of strategies with their children (Akamoglu & Meadan, 2018; Kashinath et al., 

2006; Meadan et al., 2014; Roberts & Kaiser, 2012; 2015; Roberts, Kaiser, Wolfe, Bryant, & 

Spidalieri, 2014).  

Roberts and Kaiser (2011) conducted a meta-analysis of caregiver-implemented 

intervention approaches focused on young children’s language skills. The authors reviewed 18 

studies and found that caregiver-implemented intervention approaches had significantly greater 

effects on children’s language compared to children in control groups (Roberts & Kaiser, 2011). 

Results were variable, however, when comparing caregiver-implemented intervention 

approaches to clinician-directed intervention approaches (Roberts & Kaiser, 2011). On the other 

hand, a systematic literature review of caregiver-implemented and clinician-directed intervention 

approaches with late-talkers revealed that while caregiver-implemented and clinician-directed 

intervention approaches can both improve toddlers’ communication skills, a caregiver-

implemented approach to intervention actually resulted in better outcomes overall compared to 
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clinician-directed intervention (DeVaney et al., 2017). Akamoglu and Meadan (2018) also 

conducted a review of research specific to caregiver-implemented intervention approaches, 

focusing on studies incorporating naturalistic strategies to foster children’s language 

development. The authors examined 21 studies with child participants across various disabilities, 

and they found all of the reviewed studies revealed positive outcomes for both children and 

caregivers (Akamoglu & Meadan, 2018). 

Findings from these reviews demonstrate the importance of taking a caregiver-

implemented approach to intervention, because it can have positive outcomes for various 

children and their families. Caregiver-implemented intervention is a recommended approach to 

early intervention (e.g., Friedman et al., 2012; McWilliam, 2010b, Woods & Brown, 2011; 

Woods et al., 2011) and supports the principles of family-centered practice, natural 

environments, and routines-based intervention. The present study examined all of the principles 

in combination as a reflection of best practice in early intervention. 

Gap between research and practice. I describe these recommended practices and 

approaches to service delivery in detail to highlight the foundational principles of this study and 

to emphasize the gap that exists between research and practice in early intervention. Even though 

researchers have recommended the use of a caregiver-implemented approach to early 

intervention, EI professionals often face challenges with implementation in the community, as 

demonstrated by numerous studies showing discrepancies between recommended and actual 

practice in early intervention (Campbell & Sawyer, 2007; 2009; Dunst et al., 2014; Fleming et 

al., 2011; McBride & Peterson, 1997; Peterson et al., 2007; Sawyer & Campbell, 2017; Stremel 

& Campbell, 2007). 
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For example, Campbell and Sawyer (2007, 2009) have identified discrepancies between 

recommended practice and EI professionals’ approaches to intervention. Campbell and Sawyer 

(2007) gathered video recordings of 50 EI professionals’ home visits and rated the videos on 

whether the EI professionals’ practices were participation-based (i.e., supporting children’s 

participation and caregivers’ use of strategies in natural environments) or traditional (i.e., 

supporting children’s learning through clinician-directed, planned activities). Results showed 

that 70% of the home visits were categorized as traditional, whereas only 30% of the home visits 

were categorized as participation-based (Campbell & Sawyer, 2007). Two years later, Campbell 

and Sawyer (2009) conducted a similar study in conjunction with a professional-development 

training involving 96 EI professionals. The researcher team coded videos of the EI professionals’ 

home visits with families following the professional-development training, and results showed 

that while 60% of the EI professionals used participation-based practices after the training, 40% 

continued to use traditional practices (Campbell & Sawyer, 2009). These findings not only 

demonstrate the existing gap between recommended and actual practice, but they highlight the 

remaining disconnect even after participating in professional-development opportunities. 

EI professionals have reported concerns, barriers, and challenges to coaching caregivers 

via caregiver-implemented intervention (Brown, 2016; Salisbury et al., 2010). Research has 

shown that EI professionals across disciplines do not always receive comprehensive training in 

recommended early intervention practices (Bruder & Dunst, 2005; Francois, Coufal, & 

Subramanian, 2015). Without thorough training, EI professionals can have difficulty 

understanding how to incorporate key principles into their regular practice. Even though 

professional-development opportunities can support EI professionals’ use of caregiver-

implemented strategies with families, many EI professionals continue to take a traditional 



   

 24 

approach to intervention and lack full understanding of best practice despite participation in 

professional development (Campbell & Sawyer, 2009; Fleming et al., 2011; Salisbury et al., 

2012). 

Research over the years, therefore, has demonstrated fairly consistent discrepancies 

between recommended and actual practice in early intervention, yet a paucity of more recent 

research exists to determine whether this gap remains today. In reviewing the literature, I 

conclude that researchers have conducted limited studies over the past 6 years examining EI 

professionals’ use of practices to support caregiver-implemented intervention in Part C early 

intervention. To determine whether research has yet to be translated to community practice, 

reexamination of this topic in present day is necessary. 

Caregiver-Implemented Intervention for Toddlers With or at Risk for ASD 

To meet the needs of infants and toddlers with or at risk for ASD, many researchers have 

designed or adapted existing intervention models to reflect a caregiver-implemented approach to 

intervention (Siller & Morgan, 2018a; Zwaigenbaum, Bauman, Choueiri, et al., 2015). The 

National Research Council (NRC; 2001) recommends children with ASD receive at least 25 

hours of developmentally appropriate services per week. However, research shows that the 

NRC’s recommendations do not always transfer to community-based early intervention (Downs 

& Downs, 2010). Twenty-five hours of services per week can potentially be both costly and 

time-consuming for families, so Woods and Brown (2011) have highlighted how caregiver-

implemented intervention can feasibly serve as a means for families to achieve these 25 hours 

per week, because caregivers can naturally embed strategies into their existing routines. Recent 

research has even shown that caregiver coaching via a caregiver-implemented intervention 

approach increases caregivers’ ability to reflect and evaluate, building capacity for 
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implementation of strategies in their everyday lives (Siller et al., 2018). Such recommendations 

and findings demonstrate alignment with the recommended practices described in the previous 

section and show that the general approach to service provision for children with or at risk for 

ASD need not differ from best practice in general early intervention.  

The past 10 years have been characterized by growing research in very early 

interventions for children with or at risk for ASD and their families, with a recent emphasis on 

large-scale randomized controlled trials (RCTs) to determine the efficacy of interventions for 

children under 3 years of age (e.g., Brian et al., 2017; Green et al., 2015; Kasari, Gulsrud, 

Paparella, Hellemann, & Berry, 2015; Kasari et al., 2014; Rogers et al., 2012; Wetherby et al., 

2014). RCTs and single-case studies have shown that a caregiver-implemented approach to 

intervention can improve communication skills (Bradshaw, Koegel, & Koegel, 2017; Brian et al., 

2017; Meadan et al., 2016; Wetherby et al., 2014), joint or social engagement (Kasari et al., 

2015; Koegel, Singh, Koegel, Hollingsworth, & Bradshaw, 2014; Rollins, Campbell, Hoffman, 

& Self, 2016; Vismara, Young, & Rogers, 2012), and adaptive skills (Wetherby et al., 2014), as 

well as decrease autism symptoms (Bradshaw et al., 2017) in very young children with or at risk 

for ASD. Caregiver-implemented intervention approaches have also been shown to improve 

caregivers’ use of ASD-specific strategies (Bradshaw et al., 2017; Brian et al., 2017), even via 

telepractice (Meadan et al., 2016; Vismara et al., 2012), improve self-efficacy and well-being 

(Brian et al., 2017), and maintain or improve stress in caregivers of young children with or at risk 

for ASD (Estes et al., 2014; Turner-Brown, Hume, Boyd, & Kainz, 2016). Many reviews of the 

literature, including systematic reviews and meta-analyses, support such findings, concluding 

that despite various study limitations, a caregiver-implemented approach to intervention can be 

effective in supporting young children with or at risk for ASD and their families (Bradshaw, 
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Steiner, Gengoux, & Koegel, 2015; McConachie & Diggle, 2007; Meadan, Ostrosky, 

Zaghlawan, & Yu, 2009; Oono, Honey, & McConachie, 2013; Siller & Morgan, 2018b). 

On the other hand, results of a recent meta-analysis of caregiver-implemented 

intervention approaches with children between the ages of 1 and 6 years with ASD demonstrated 

small effects on child outcomes, but the authors pointed to the differences in methodology and 

approaches to caregiver-implemented intervention across studies as potential factors contributing 

to the small effect sizes using weighted Hedge’s g (Nevill, Lecavalier, & Stratis, 2018). Nevill 

and colleagues (2018) reviewed 19 RCTs and examined symptom severity and socialization, 

communication/language, adaptive, and cognitive skills. Additionally, some researchers have 

recently recommended a combination of caregiver-implemented and clinician-directed 

intervention approaches for optimal child outcomes (Hampton & Kaiser, 2016; Landa, 2018). 

Regardless of whether ASD-specific interventions include a clinician-directed component, 

caregiver-implemented intervention has been shown to be a critical aspect of services for infants 

and toddlers with or at risk for ASD, supporting both the children and their families and being 

aligned with recommended practice in early intervention. Two questions remain, based on Nevill 

et al. (2018): How effective are caregiver-implemented interventions for infants and toddlers, 

who cannot be expected to generalize from treatment-as-usual (i.e., clinician-directed 

interventions), and what approach did the clinicians use in working with caregivers (e.g., expert 

versus collaborative consultation or coaching)? The age of the child and the 

consultation/coaching approach might both have impacts on the treatment effects of caregiver-

implemented intervention. 

Naturalistic developmental behavioral interventions (NDBIs). Studies of caregiver-

implemented intervention examine the use of different intervention models, as well as the use of 
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various strategies within those models. Despite the specific differences among models, many 

share similar components or active ingredients to support young children with or at risk for ASD 

and their families (Schreibman et al., 2015). A number of caregiver-implemented intervention 

models for very young children with or at risk for ASD fall under the category of naturalistic 

developmental behavioral interventions (NDBIs; Bruinsma, Minjarez, Schreibman, & Stahmer, 

2019; Schreibman et al., 2015). Such models include the Early Start Denver Model (ESDM; 

Dawson et al., 2010; Rogers & Dawson, 2010), Pivotal Response Training (PRT; Koegel & 

Koegel, 2006), Joint Attention Symbolic Play Engagement and Regulation (JASPER; Kasari, 

Freeman, & Paparella, 2006; Kasari et al., 2010), and Project ImPACT (Ingersoll & Dvortcsak, 

2010; Ingersoll & Wainer, 2013), to name a few (Schreibman et al., 2015). Some of these models 

originated with a more prominent clinician-directed approach to intervention but have recently 

adapted to encompass a caregiver-implemented approach (e.g., Bradshaw et al., 2015; Koegel et 

al., 2014; Rogers et al., 2012; Steiner, Gengoux, Klin, & Chawarska, 2013). NDBIs emerged 

from traditional intervention approaches based in applied behavior analysis and they incorporate 

developmental and naturalistic principles to appropriately match the needs of infants and toddlers 

(Schreibman et al., 2015). According to Stadnick, Stahmer, and Brookman-Frazee (2015), 

“parent-mediated NDBIs are increasingly recommended as state-of-the-art treatment options for 

children at risk for developing ASD” (p. 2093). 

Schreibman and colleagues (2015) reported 12 common components found across 

various NDBIs, including features of the models themselves (e.g., manualized practice, fidelity 

of implementation) and strategies to promote social communication, a core impairment in ASD 

(e.g., arranging the environment, modeling, balancing turns). By blending best practices found in 

the ASD literature as well as the early intervention literature, the present study stressed the 
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importance of contributions from both fields in supporting families of young children with or at 

risk for ASD. Schreibman and colleagues’ (2015) core components of NDBIs influenced the 

creation of the social communication strategies emphasized in the present study (see Appendix 

A). 

Limitations of caregiver-implemented intervention studies. Even though caregiver-

implemented intervention is an effective approach to early intervention for children with or at 

risk for ASD and their families, some study limitations create barriers to implementation in the 

community. For example, some studies of caregiver-implemented intervention models primarily 

take place in a center or clinic setting as opposed to natural environments (e.g., Ingersoll & 

Wainer, 2013; Kasari et al., 2010; Rogers et al., 2012; Steiner et al., 2013). Such settings are 

more controlled and have fewer distractions than the home or community setting. Although a 

structured, non-distracting environment may be beneficial to child and caregiver learning, it does 

not reflect the Part C requirements for early intervention services to be conducted in natural 

environments. More important, when families are actually implementing interventions, they do 

so in their homes, where conditions are different. Researchers have recognized this limitation 

and have begun to conduct recent studies in the home and community environment to better 

reflect the realities of early intervention and address the importance of natural environments for 

generalization of skills (e.g., Baranek et al., 2015; Bradshaw et al., 2017; Brian et al., 2017; 

Green et al., 2015; Kasari et al., 2014; Rollins et al., 2016). In addition to setting discrepancies, 

some studies have provided intervention via a caregiver-implemented approach across multiple 

sessions per week (e.g., Baranek et al., 2015; Wetherby et al., 2014). Although Part C early 

intervention services vary from state to state, many children and families receive weekly, twice 

monthly, or even monthly visits, which significantly differs from the more frequent sessions 
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provided in research studies. Thus, factors such as setting or number of visits per week make 

translation of these interventions to community practice more difficult, because many researchers 

did not initially design the interventions to reflect the realities of the community. 

Additionally, most studies of caregiver-implemented intervention models for young 

children with or at risk for ASD and their caregivers use highly trained research staff (as opposed 

to EI professionals through the Part C system) to implement the interventions (e.g., Brian et al., 

2016; Kasari et al., 2015; Koegel et al., 2014; Rogers et al., 2012; Rollins et al., 2016; Wetherby 

et al., 2014). Often, research personnel receive intensive training in a specific caregiver-

implemented intervention model and frequent supervision to ensure accurate implementation of 

practices. Intensive training and supervision can include week-long workshops paired with 

individualized, supervised practice (Brian et al., 2016) and ongoing weekly supervision while 

working with practice families and study participants (Kasari et al., 2015). Rogers and colleagues 

(2012) even highlighted their use of “highly experienced and credentialed therapists trained to 

fidelity by the authors” (p. 7). Even though such preparation demonstrates the likelihood of the 

research staff’s precise implementation of caregiver-implemented intervention models, it does 

not align with the realities of Part C early intervention, where such an intense level of training 

and supervision are unlikely to occur owing to limited time and resources. 

Although quite limited, a few studies have focused on supporting community-based EI 

professionals in their use of caregiver-implemented intervention models with families of young 

children with ASD (e.g., Stadnick, Stahmer, & Brookman-Frazee, 2015; Vismara, Young, & 

Rogers, 2013; Wainer et al., 2017). Stadnick and colleagues (2015) examined EI professionals’ 

implementation of Project ImPACT with 30 families in a community setting. Although results 

were promising, the intervention took place in a hospital-affiliated center as opposed to families’ 
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homes, and the EI professionals were master’s or doctoral-level clinicians who received direct 

training in Project ImPACT from the model’s authors (Stadnick et al., 2015). These aspects of 

this study demonstrate continued lack of alignment between research and community-based early 

intervention, despite implementation with community-based EI professionals. In addition, 

Vismara, Young, et al. (2013) and Wainer et al. (2017) examined the actual process of training 

EI professionals in caregiver-implemented intervention models, but such studies emphasized EI 

professionals’ ability to learn the models and failed to show whether the models were effective in 

improving child and caregiver outcomes in the context of Part C early intervention services. 

Even though studies have demonstrated that community-based EI professionals working 

with families of young children with ASD can be trained in evidence-based caregiver-

implemented intervention models, researchers have acknowledged remaining barriers and 

challenges to community-based implementation of a caregiver-implemented approach to 

intervention (Kucharczyk, Odom, Cox, Shaw, & Sam, 2018; Pickard, Kilgore, & Ingersoll, 2016; 

Rieth, Haine-Schlagel, et al., 2018; Wainer, Dvortcsak, & Ingersoll, 2018). Rieth, Stahmer, and 

Brookman-Frazee (2018) have highlighted that translation of a caregiver-implemented 

intervention approach to community practice requires EI professionals to develop a clear 

understanding of evidence-based interventions as well as the ability to then coach families on 

these interventions. This multi-layered component of a caregiver-implemented approach to 

intervention inherently makes implementation more complex than a clinician-directed approach 

to intervention, particularly in community practice where conditions significantly differ from 

those devised in research studies. 

Gap between research and practice. Similar to the gap between research and EI 

professionals’ actual practices, a disconnect also occurs between recommended and actual 



   

 31 

practice specific to services for children with ASD. Rieth, Stahmer, et al. (2018) stress that “best-

practice interventions are not reaching the community where the majority of children and 

families can benefit from quality care” (p. 442). With the study limitations mentioned above, the 

fact that caregiver-implemented intervention approaches with this group of children does not 

flawlessly translate to community practice should come with little surprise. This problem is not 

unique to caregiver-implemented intervention either, as research has shown that community-

based professionals working with children with ASD inconsistently use evidence-based 

interventions in their regular practice (Dingfelder & Mandell, 2011; Locke et al., 2015; Stahmer, 

2007; Stahmer et al., 2005). Wainer and colleagues (2018) have highlighted studies to stress the 

underuse of caregiver-implemented intervention approaches in community practice (e.g., Hume, 

Bellini, & Pratt, 2005; Stahmer, 2007; Stahmer et al., 2005; Thomas, Ellis, McLaurin, Daniels, & 

Morrissey, 2007). Hume et al. (2005) and Thomas et al. (2007) surveyed caregivers of young 

children with ASD and found very few families actually received services aligning with 

caregiver-implemented intervention approaches. Similarly, Stahmer (2007) found that few EI 

professionals included caregiver training or caregiver-implemented intervention approaches as 

part of their regular practice with families of children with ASD. In addition, Schertz and 

colleagues (2011) conducted a systematic review of the literature comparing studies’ 

descriptions of early intervention practices with toddlers with or at risk for ASD and 

recommended practices aligning with Part C of IDEA (2004). Such recommended practices 

included family centeredness, natural environments, children’s active learning, and systematic 

and functional intervention (Schertz et al., 2011). The authors reviewed 27 studies and found 

only five of the studies incorporated all four of the recommended practices, and few studies used 

a caregiver-implemented approach to intervention (Schertz et al., 2011). 
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These findings demonstrate the need for further alignment between recommended 

practices in early intervention and intervention for young children with or at risk for ASD, 

specifically through the use of a caregiver-implemented intervention approach to promote 

family-centered practice in natural environments. Prominent researchers focusing on early 

intervention for children with or at risk for ASD have acknowledged the implementation gap 

between research and practice and have called for some critical changes in future intervention 

research to address this problem (Vivanti et al., 2018). Amaral and colleagues (2019), for 

example, emphasized the need for community-based research on intervention approaches that EI 

professionals can feasibly implement within the community. Because many studies related to this 

topic occurred during the first decade of the 2000s, the present study targeted this gap in the 

literature to determine whether the disconnect between recommended and actual practice 

remains in the Part C early intervention system and to examine methods for improving EI 

professionals’ practices. 

Reported Practices, Beliefs, and Actual Practices 

 To understand the existing implementation gap and present state of early intervention 

visits for young children with or at risk for ASD, the differences between EI professionals’ self-

reported practices and actual practices via observation should be examined. Many researchers 

have studied EI professionals’ self-reported practices and beliefs using discrepancy tools to 

compare reports of typical and ideal practices (e.g., Bailey et al., 1992; García-Grau, Martínez-

Rico, McWilliam, & Cañadas, 2019; Rantala, Uotinen, & McWilliam, 2009). Although limited, 

others have more recently compared EI professionals’ perceptions of their practices via self-

report to their actual practices via observation (e.g., Campbell & Sawyer, 2009; Fleming et al., 

2011; Salisbury et al., 2012), which has its challenges in regards to data collection yet provides a 
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better picture of EI professionals’ typical practices. While research comparing reported practices 

and beliefs laid the foundation for understanding EI professionals’ interpretation of their own 

practices and recommended practices, the need for further examination of reported practices and 

actual practices via observation plays an important role in the progress toward use of best 

practice in early intervention. 

Historical context. In 1986, Public Law 99-457 established requirements for early 

intervention services for infants and toddlers with and at risk for disabilities in the United States 

(IDEA, 2004). One of the most significant requirements included the need for services to be 

family centered, which many early intervention programs and professionals viewed as a 

fundamental shift, as they were accustomed to child-focused, clinician-directed intervention 

(Able-Boone, Sandall, Loughry, & Frederick, 1990). With this critical change in service 

provision, some researchers began to examine more closely the perspectives of those involved in 

early intervention, to gain an improved understanding of the translation of the law into practice. 

In the 1990s, research on family centeredness showed alignment between EI 

professionals’ beliefs and recommended practice, but differences existed between their beliefs 

and self-reported practices (Bailey et al., 1992; Garrett et al., 1998; McBride et al., 1993). Bailey 

and colleagues (1992) gathered information from 180 EI professionals across four states 

regarding their typical and ideal practices related to family centeredness as well as potential 

barriers to implementation if discrepancies existed. Results demonstrated a significant 

discrepancy between EI professionals’ reports of typical and ideal family-centered practices. EI 

professionals identified implementation barriers primarily related to families and systems (Bailey 

et al., 1992). They mentioned few barriers specific to professional knowledge and skills, 

reflecting a lack of personal accountability for the gap between typical and ideal practices 
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(Bailey et al., 1992). The disconnect between EI professionals’ reported beliefs and practices in 

the 1990s shows that even though EI professionals demonstrated an understanding of the shift 

toward family-centered practice in early intervention, their reports of typical practice at the time 

reflected a differing approach (Bailey et al., 1992; McBride et al., 1993). Studies also examined 

families’ perspectives of their early intervention services and results showed similar findings. 

Even though families had generally positive reports of their early intervention services, their 

reports of EI professionals’ practices highlighted inconsistent use of family-centered practice and 

a need for overall improvement in family centeredness (Mahoney, O’Sullivan, & Dennebaum, 

1990; McBride et al., 1993). 

As legislators passed reauthorizations of IDEA between 1986 and 2004 in alignment with 

experts’ recommendations (e.g., Bailey et al., 1986; Bailey et al., 1998; Bruder, 2002; Dunst, 

1985; Dunst, 2002; Dunst, Trivette, & Deal, 1994; McWilliam & Scott, 2001), systems and 

professionals continued to adapt to using family-centered practice to support infants, toddlers, 

and their families better. In turn, researchers further examined EI professionals’ beliefs and 

practices to understand whether implementation of recommended practices in early intervention 

improved over time. Similar to findings from the 1990s, studies from the early 2000s showed 

that EI professionals’ beliefs aligned with best practice but their self-reported practices differed 

(Crais et al., 2006; McWilliam et al., 2000). EI professionals continued to rate family-centered 

practices as ideal, even though they reported less consistent use of these practices in their typical 

interactions with families (Crais et al., 2006; McWilliam et al., 2000). In addition to EI 

professionals, families also continued to highlight discrepancies between typical and ideal 

practices, demonstrating that both EI professionals and families believed certain practices needed 

improvement (Crais et al., 2006; McWilliam et al., 2000). 
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One study provides a particularly illuminating perspective of adaptations to early 

intervention legislation and gives further insight into EI professionals’ beliefs. Campbell and 

Halbert (2002) used open-ended survey questions to gather information from 241 EI 

professionals regarding early intervention services. Qualitative analysis resulted in six areas of 

desired change, many of which differed from best practice in early intervention, such as 

increasing the number and frequency of services or going back to center-based services 

(Campbell & Halbert, 2002). Although this study did not capture EI professionals’ typical 

practices via self-report or observation, it provided a window into professionals’ perspectives on 

early intervention service provision that significantly differed from best practice well after 

legislators passed Public Law 99-457. 

Recent research. Over the past decade, researchers in the United States have less 

frequently studied the overarching concept of EI professionals’ reported practices, beliefs, and 

actual practices. Much of this recent research has examined EI professionals’ actual practices via 

observation, expanding upon previous research on reported practices and beliefs. More recent 

findings in this area, however, have been less clear and somewhat mixed compared to the earlier 

research. Campbell and Sawyer (2009) and Fleming and colleagues (2011) conducted research 

within a larger study of EI professionals who participated in a required professional development 

on participation-based practices. Participation-based practice is aligned with family-centered 

practice and caregiver-implemented intervention because it promotes the caregiver’s active 

participation in home visits as the primary person interacting with the child (Campbell & 

Sawyer, 2007; Campbell & Sawyer, 2009). Ninety-six EI professionals video recorded two home 

visits between their first and second training workshops and completed assignments reflecting on 
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their practices, and 31 of these EI professionals participated in follow-up interviews to provide 

their beliefs and perspectives (Campbell & Sawyer, 2009; Fleming et al., 2011). 

As mentioned previously, results showed that some of the EI professionals continued to 

use traditional practices while others demonstrated participation-based practices (Campbell & 

Sawyer, 2009). Despite whether EI professionals used participation-based or traditional practices 

following the training, results showed that EI professionals agreed upon their role to engage 

families and agreed upon the caregiver’s role to teach children (Campbell & Sawyer, 2009). 

They agreed that working directly with children via traditional practices per families’ requests 

was an acceptable approach to intervention and did not express agreement upon the role of the EI 

professionals as a teacher to caregivers (Campbell & Sawyer, 2009). Such perspectives 

demonstrate beliefs representative of traditional practices, even from EI professionals who use 

participation-based practices, showing misalignment between perspectives and best practice and 

misinterpretation of best practice regardless of actual practice. For example, even though EI 

professionals were using participation-based practices, their acceptance of working directly with 

the child, if that was what the family wanted, demonstrated overgeneralization of the meaning of 

family centeredness. On the other hand, results showed that EI professionals who used 

participation-based practices expressed beliefs and descriptions of practices more in line with 

best practice compared to EI professionals who used traditional practices (Campbell & Sawyer, 

2009). 

From 31 EI professionals’ interviews about their early intervention practices, Fleming 

and colleagues (2011) found that EI professionals expressed similar beliefs and perspectives, 

regardless of whether they provided participation-based or traditional practices (Fleming et al., 

2011). Many EI professionals expressed supporting child development in non-contextual ways 
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and neglected to highlight the role of caregivers as facilitators of child learning in everyday 

routines, demonstrating gaps in their interpretation of best practice (Fleming et al., 2011). The 

findings from these two articles reveal a less clear relationship among EI professionals’ reported 

beliefs and practices and their actual practices compared to previous studies, possibly 

highlighting factors such as weak preservice training and the pervasive effect of professional 

cultures (i.e., specialized disciplines). Regardless, these studies showed a gap remains between 

recommended and actual practice for many EI professionals, with some using traditional 

practices and others using participation-based practices (Campbell & Sawyer, 2009; Fleming et 

al., 2011), and demonstrate the need for more effective professional development. 

Other research has shown differences between EI professionals’ reported and actual 

practices but in an unexpected manner. Salisbury and colleagues (2012) conducted a case study 

over 6 months comparing paired data from EI professionals’ contact notes and video 

observations. Findings showed a discrepancy between practices described in contact notes and 

those implemented in intervention, such that EI professionals actually implemented best 

practices but did not report on them in their notes (Salisbury et al., 2012). Even though seeing 

that EI professionals actually implemented family-centered practices during their home visits is 

promising, these professionals went through a previous training, similar to those in the 

previously described studies (Campbell & Sawyer, 2009; Fleming et al., 2011). Additionally, this 

study showed that the discrepancy remained, suggesting EI professionals may not have fully 

valued or understood the importance of the recommended practices they used (Salisbury et al., 

2012). 

A more recent study examined 58 EI professionals’ beliefs and practices via surveys 

measuring reported importance and self-reported use of caregiver coaching practices with 
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families (Meadan et al., 2018). Results showed that EI professionals reported frequent use and 

high importance of caregiver coaching practices, and, on average, EI professionals rated the 

importance of practices higher compared to their ratings of use of practices (Meadan et al., 

2018). Such findings demonstrate EI professionals believe in best practice, which is promising, 

but highlight a potential remaining gap between what EI professionals believe is best practice 

and what they report as their typical practice during home visits (Meadan et al., 2018). Meadan 

and colleagues (2018) suggest that while EI professionals might have knowledge of best 

practices, they might lack support in implementation of these practices during home visits with 

families. The researchers also highlight limitations of only using self-reported data and 

recommend the use of methods, such as video observation or caregiver report, to provide a 

broader picture of EI professionals’ beliefs and practices (Meadan et al., 2018). 

Meadan and colleagues’ (2018) findings showing that beliefs are typically more family-

centered compared to self-reported practices are similar to previous research findings, revealing 

that EI professionals report use of practices that differ from what they view as ideal (e.g., Crais et 

al., 2006; McWilliam et al., 2000). Researchers have suggested that factors such as the emphasis 

on family-centeredness across programs, professional development, and policy could play a role 

in this discrepancy between beliefs and reported practices (e.g., McWilliam et al., 2000). The 

present study expands upon the existing literature by examining EI professionals’ and caregivers’ 

reported practices, as well as actual practices via video observation to capture practices from 

various lenses. Although limited, recent research has examined the use of coaching with EI 

professionals in the home environment as a means to help narrow the gap between reported 

practices and beliefs and to improve EI professionals’ practices (e.g., Coogle, Larson, Ottley, 
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Root, & Bougher-Muckian, 2019; Friedman et al., 2012; Krick Oborn & Johnson, 2015). Thus, 

this study also examines coaching methods to improve the gaps described above. 

 Related research. Because of the relatively limited research in the United States specific 

to beliefs and practices in early intervention, related research in different countries and in various 

child- and family-centered professions should be highlighted. Outside of the United States, EI 

professionals have shown differences between beliefs surrounding family-centered practice and 

reported practice (Bjorck-Akesson & Granlund, 1995; Pereira & Serrano, 2014; Tang, Chong, 

Goh, Chan, & Choo, 2012). Similar to previous findings in the United States, EI professionals in 

countries such as Sweden and Portugal have also expressed the importance of family-centered 

practice, even though they reported inconsistent implementation of those practices (Bjorck-

Akesson & Granlund, 1995; Pereira & Serrano, 2014). These findings highlight the differences 

between recommended and reported practice in early intervention outside of the United States as 

well. Similarly, family perspectives on typical and ideal practices in other countries have also 

revealed that while many families are satisfied with their early intervention services, many EI 

professionals need to further improve implementation of best practices (Ingber & Dromi, 2009; 

Thompson, 1998). 

 In the broader field of early childhood education, research has also explored 

professionals’ beliefs and practices. Studies in China and Korea, for example, have shown 

discrepancies between early childhood educators’ beliefs of best practices and their actual 

observed practices in the classroom (Chan, 2016; Kwon, 2004). Additionally, preservice teachers 

in Australia have reported preparedness to teach early literacy, despite showing limited 

knowledge of the content area via questionnaire responses (Meeks & Kemp, 2017). Not only do 

these studies examine beliefs and practices around the world, but they demonstrate evidence of 
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discrepancies among these concepts across the field of early childhood education, from 

preservice learning through employment. 

In the United States and Canada, research has also shown discrepancies among early 

childhood educators’ beliefs and practices in relation to creativity (Cho, Pemberton, & Ray, 

2017), physical activity (Connelly, Champagne, & Manningham, 2018), and inclusion (Bruns & 

Mogharreban, 2007; Lieber et al., 1998). For example, Lieber and colleagues (1998) interviewed 

and observed 29 early childhood educators to examine their beliefs and practices surrounding 

inclusion in their classrooms. Results showed that while the educators expressed that they valued 

inclusive practices, their interpretation and actual implementation of these practices substantially 

varied (Lieber et al., 1998). Such findings demonstrate the lack of clarity that can occur when 

professionals translate broad ideas or concepts into practice, further evincing problems 

underlying the implementation gap in early intervention. 

Outside of early intervention and early childhood education, researchers in healthcare 

fields have looked at professionals’ beliefs and practices to understand gaps in implementation of 

family-centered care. In Canada and the United States, studies have shown that healthcare 

providers often note the importance of family-centered practices yet admit to inconsistent use of 

these practices in their everyday work with families (Bruce et al., 2002; Letourneau & Elliott, 

1996; Petersen, Cohen, & Parsons, 2006). Pediatric speech pathologists in Australia have also 

shown differences between their beliefs and reported practices, identifying beliefs aligned with 

best practice but reporting use of practices that do not align (Pappas, McLeod, McAllister, & 

McKinnon, 2008). Such findings demonstrate that variable implementation of family-centered 

practice is not unique to early intervention, but rather exists across a variety of services 

emphasizing the importance of families through family-centered practice. 
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In contrast, some studies have demonstrated alignment between early childhood 

educators’ beliefs and practices, specifically related to developmentally appropriate practice 

(McMullen, 1999) and social-emotional learning (Zinsser, Shewark, Denham, & Curby, 2014). 

Although such results hold promise for professionals’ ability to reflect on their own practices, 

limited studies in early childhood education show this alignment and variability across 

professionals’ use of best practice remains. 

Because the present study focused on families of children with or at risk for ASD, 

exploration of beliefs and practices with ASD professionals was also important. Very limited 

research has examined these constructs in regards to professionals working with families of 

children with ASD (e.g., Mandak & Light, 2018; Paynter & Keen, 2015; Stahmer, 2007; Stahmer 

et al., 2005). Mandak and Light (2018) surveyed 211 speech-language pathologists and 99 

caregivers of children with ASD and limited speech to gather information about their 

experiences with family-centered practice. Results showed speech-language pathologists 

reported that family-centered services occurred more frequently compared to caregivers (Mandak 

& Light, 2018). Caregivers of younger children perceived higher levels of family centeredness 

compared to caregivers of older children, which is unsurprising due to IDEA (2004) Part C 

guidelines (Mandak & Light, 2018). The authors attribute the discrepancy between caregivers’ 

and professionals’ perceptions to either caregivers’ underestimates or to professionals’ 

overestimates (Mandak & Light, 2018). The present study addressed these possible hypotheses 

by comparing reported practices to video observations and determining how the actual practices 

aligned with participants’ reports of typical practice. 

Other research has examined EI professionals’ reports of their practices with families of 

children with ASD and compared them to evidence-based practices. This research further 
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demonstrates a lag between research recommendations and community practices because EI 

professionals reported using some evidence-based and some non-evidence-based practices 

(Paynter & Keen, 2015; Stahmer et al., 2005). Such studies lack observations of EI 

professionals’ actual practices, and overall the ASD research community has yet to compare EI 

professionals’ reported practices to observations of their actual practice. 

 Despite the aforementioned general early intervention studies highlighting professionals’ 

beliefs and practices, fairly limited research exists in this area overall. Although much of the 

research has examined practices using self-report, few studies used observation to see how EI 

professionals’ reports compare with what they actually do during home visits (e.g., Fleming et 

al., 2011; Salisbury et al., 2012). By capturing EI professionals’ practices via live or video 

observation, researchers are able to discriminate between EI professionals’ self-reports of 

practice and observed practice. The present study built upon the existing literature to capture EI 

professionals’ and caregivers’ reported practices and EI professionals’ actual practices during 

home visits with families of toddlers with or at risk for ASD. 

Telecoaching to Support EI Professionals 

 With advances in technology over the years, many fields related to health and education 

have used telecommunications as a means to help bridge the gap between research and practice. 

The Center for Connected Health Policy (2019) uses the term telehealth to describe “a collection 

of means or methods for enhancing health care, public health, and health education delivery and 

support using telecommunications technologies.” The American Speech-Language-Hearing 

Association (ASHA), on the other hand, uses the term telepractice to describe connecting 

clinicians and clients via remote technology to deliver assessment, intervention, or consultative 

services from a distance (ASHA, 2019). ASHA emphasizes that the use of technology to provide 
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professional support or supervision should be referred to as telesupervision or distance 

education, rather than telepractice, because the technology is used to directly support the 

professional rather than the client. Because the present study did not solely focus on speech-

language pathologists and did not employ direct supervision to professionals, I use the term 

telecoaching to encompass a broader type of distance support. I define telecoaching as the 

provision of support and performance-based feedback to community-based professionals from a 

distance, using remote technology. Performance-based feedback is commonly used across 

coaching approaches to support early childhood professionals’ implementation of specific 

practices in various settings (e.g., Artman-Meeker, Fettig, Barton, Penney, & Zeng, 2015; Casey 

& McWilliam, 2011; Hemmeter, Snyder, Kinder, & Artman, 2011; Marturana & Woods, 2012). 

Research has shown that coaching methods incorporating performance-based feedback are 

effective in improving early childhood professionals’ practices, and in turn, child outcomes (e.g., 

Coogle, Storie, Ottley, Rahn, & Kurowski-Burt, 2019; Hemmeter, Snyder, Fox, & Algina, 2016; 

Romano & Woods, 2018). As such, performance-based feedback was incorporated into the 

telecoaching approach in the present study. 

Different methods of telepractice and telecoaching. The literature on telepractice and 

telecoaching often describes two different methods of delivery: asynchronous and synchronous 

(Curran, 2006; Snodgrass et al., 2017). According to Snodgrass and colleagues (2017), 

asynchronous coaching with caregivers consists of the professional’s viewing videos of caregiver 

practice and providing feedback later. This description applies to telecoaching as well, with one 

professional providing performance-based feedback to another professional after viewing videos 

of the practice. Asynchronous telepractice or telecoaching commonly uses methods such as 

video and email feedback (e.g., Barton, Fuller, & Schnitz, 2016; Barton et al., 2018; Coogle, 
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Larson, et al., 2019; Krick Oborn & Johnson, 2015; McLeod, Kim, & Resua, 2019; Wainer et al., 

2017) or videoconference meetings (e.g., Meadan, Chung, Sands, & Snodgrass, 2019; Vismara, 

Young, Stahmer, Griffith, & Rogers, 2009; Wainer et al., 2017) to discuss practices that occurred 

earlier. 

In contrast, Snodgrass and colleagues (2017) describe synchronous coaching as watching 

caregivers’ practices in live time via videoconference, providing in-the-moment feedback. 

Again, this description applies to telecoaching as well, with one professional providing in-the-

moment, performance-based feedback to another professional. Synchronous telepractice or 

telecoaching uses real-time videoconferencing, commonly referred to as bug-in-ear coaching, by 

which the professional provides immediate performance-based feedback and prompts to the 

recipient (e.g., caregiver or another professional) via videoconference and Bluetooth device (e.g., 

Coogle, Ottley, Rahn, & Storie, 2018; Coogle, Rahn, & Ottley, 2015; Ottley & Hanline, 2014; 

Schaeffer & Ottley, 2018; Scheeler, Morano, & Lee, 2018). 

In the present study, I used similar definitions for asynchronous and synchronous 

telecoaching. In asynchronous telecoaching sessions, the EI professional received support and 

performance-based feedback from a distance between home visits (i.e., delayed or after the fact), 

and in synchronous telecoaching sessions, the EI professional received support and performance-

based feedback from a distance during home visits (i.e., immediate or in the moment). Thus, 

both asynchronous and synchronous telecoaching sessions consisted of live, face-to-face 

videoconference meetings with the EI professional, but the difference existed in the timing 

relative to the home visit with the family. Chapter 3 describes the telecoaching approaches for 

the present study in greater detail. 
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Use and benefits of telepractice. The evidence continues to emerge to support the use of 

telepractice and telecoaching across the broader field of early intervention/early childhood 

special education (EI/ECSE). Whereas telepractice has been used to support caregivers of young 

children with disabilities (e.g., Behl et al., 2017; Ingersoll, Wainer, Berger, Pickard, & Bonter, 

2016; Meadan et al., 2016), telecoaching has been used to support early childhood professionals, 

including early childhood educators, paraprofessionals, preservice educators, and EI 

professionals (e.g., Barton et al., 2016; Krick Oborn & Johnson, 2015; Ottley et al., 2017; Ottley 

& Hanline, 2014). Because telepractice and telecoaching employ technology to connect people 

from a distance, this support can be provided to those in classrooms, homes, and other 

community settings. Currently, the research on telepractice in EI/ECSE is more abundant 

compared to the research on telecoaching, but the telepractice research findings help inform the 

telecoaching literature, because benefits and challenges specific to providing support via 

technology are similar. 

Researchers have examined the use of telepractice as a means of supporting caregivers of 

young children with a variety of disabilities. Much of the EI/ECSE literature addresses 

telepractice with caregivers of children who are deaf or hard of hearing (e.g., Behl et al., 2017; 

Blaiser et al., 2013; McCarthy, Leigh, & Arthur-Kelly, 2019) and children with ASD (e.g., 

Ingersoll et al., 2016; Meadan et al., 2016; Simacek, Dimian, & McComas, 2017; Vismara, 

McCormick, Wagner, Monlux, Nadhan, & Young, 2018; Vismara, McCormick, Young, Nadhan, 

& Monlux, 2013), but telepractice has also been used to promote caregiver-implemented 

intervention specific to language and communication (e.g., Akemoglu, Muharib, & Meadan, 

2019; Snodgrass et al., 2017), as well as with caregivers of children with Prader-Willi syndrome 

(e.g., Zyga, Russ, & Dimitropoulos, 2018) and fragile X syndrome (e.g., McDuffie et al., 2016). 
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Research has demonstrated many benefits to using telepractice with caregivers, such as 

improvements in caregivers’ use of strategies with their children (Ingersoll et al., 2016; Meadan 

et al., 2016; Vismara, McCormick, et al., 2013; Vismara et al., 2018), reduced drive time and 

mileage (Ashburner et al., 2016; Behl et al., 2017; Blaiser et al., 2013; Cason, 2009; Kelso et al., 

2009), reduced costs (Ashburner et al., 2016; Blaiser et al., 2013; Cason, 2009; Kelso et al., 

2009), and the ability to reach families in rural and underserved populations (Ashburner et al., 

2016; Cason, 2009; Kelso et al., 2009). Studies examining the use of telepractice to support 

caregiver-implemented intervention have also shown improvements in target child outcomes, 

such as communication and social skills (Ingersoll et al., 2016; Meadan et al., 2016; Simacek et 

al., 2017), 

When comparing telepractice to in-vivo home visits (i.e., treatment as usual), research 

shows that telepractice visits result in greater professional responsiveness (Behl et al., 2017), 

greater family engagement (Behl et al., 2017; Blaiser et al., 2013), greater caregiver satisfaction 

(Vismara et al., 2018), and more caregivers meeting intervention fidelity (Vismara et al., 2018). 

Studies have also shown no significant differences between telepractice and in-vivo home visits 

across a variety of child and family outcomes (Behl et al., 2017; Sutherland, Trembath, & 

Roberts, 2018; Vismara et al., 2018), highlighting that telepractice home visits are equally as 

effective as those that occur in person and a community-viable approach to supporting caregivers 

of young children with disabilities. 

In addition to the benefits of telepractice, challenges exist, particularly difficulties with 

technology (Ashburner et al., 2016; Blaiser et al., 2013). Despite the natural challenges faced 

when working with technology, the benefits make it possible for professionals to reach families 

who they might otherwise not be able to meet with in person because of distance. Thus, often, 
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the benefits can outweigh the technology difficulties when it comes to providing services via 

telepractice. 

Use and benefits of telecoaching. Even though the review of the literature above 

emphasizes telepractice as opposed to telecoaching, many of the findings related to benefits and 

challenges can translate to telecoaching, because it is a means of providing support and feedback 

to people from a distance. Similar to telepractice, telecoaching allows for professionals to reduce 

the amount of time, money, and resources spent on in-vivo supervision and more easily reaches 

professionals working in traditionally rural and underserved areas. 

In addition, researchers suggest benefits to the different types of telecoaching approaches. 

Coogle, Ottley, Rahn, and Storie (2018) highlight that synchronous, bug-in-ear telecoaching 

provides professionals the opportunity to receive immediate performance-based feedback and 

prompting in the context of actual practice, which is considered an empirically supported 

approach to professional development (Schaefer & Ottley, 2018). Scheeler, Ruhl, and McAfee 

(2004) also conducted a review of the literature on performance-based feedback with classroom 

teachers and found that while other types of performance-based feedback showed promise, 

immediate feedback was the only type considered to be effective in changing educators’ 

practices. On the other hand, even though asynchronous video review telecoaching lacks the 

immediacy and context that bug-in-ear telecoaching provides, video review telecoaching allows 

professionals the opportunity to reflect on their practices, which researchers suggest is another 

important component of improving professionals’ practices (Ottley, Piasta, Coogle, Spear, & 

Rahn, 2019). Although both approaches have their own potential benefits to help improve 

professionals’ practices, more research in this area is needed. 
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The emerging research on telecoaching shows promising results with different 

professionals, in different settings, and using different methods. Much of the telecoaching 

literature in EI/ECSE focuses on supporting early childhood educators, paraprofessionals, or 

preservice educators in classroom settings. Research has shown that telecoaching can be an 

effective method of improving early childhood educators’ practices (Barton et al., 2018; Coogle, 

Nagro, Regan, O’Brien, & Ottley, 2019; Coogle, Ottley, Rahn, et al., 2018; Coogle, Storie, et al., 

2019; D’Agostino, Douglas, & Horton, 2019; Ottley & Hanline, 2014). For example, Coogle, 

Nagro, and colleagues (2019) looked at the effectiveness of telecoaching on three early 

childhood educators’ implementation of naturalistic instruction strategies in inclusive preschool 

classrooms using a multiple-probe single-case design. Early childhood educators received 

synchronous, bug-in-ear telecoaching paired with a follow-up email, video analysis, and 

reflection to support their use of naturalistic instruction strategies while interacting with the 

children in their classrooms (Coogle, Nagro, et al., 2019). Results showed that early childhood 

educators’ use of naturalistic instruction strategies improved following participation in the 

telecoaching (Coogle, Nagro, et al., 2019). In addition, studies have also found telecoaching to 

be effective in shaping the practices of co-teachers or paraprofessionals (Ottley et al., 2017; 

Scheeler et al., 2018) and preservice educators (Barton et al., 2016; Coogle, Ottley, Storie, et al., 

2018; Coogle et al., 2015; McLeod et al., 2019). Findings from such studies highlight the utility 

of telecoaching as a means to support early childhood professionals’ practices in classroom 

settings from a distance. 

Although limited compared to the number of studies examining the use of telecoaching 

with early childhood professionals in classroom settings, studies have also examined the use of 

telecoaching with EI professionals working in the home setting (e.g., Coogle, Larson, et al., 
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2019; Krick Oborn & Johnson, 2015; Marturana & Woods, 2012; Meadan et al., 2019). Studies 

have demonstrated improvements in EI professionals’ practices following telecoaching, 

including an increase in the amount of time EI professionals spent coaching the caregiver as 

opposed to working directly with the child (Marturana & Woods, 2012) and improvements in EI 

professionals’ use of specific caregiver-coaching strategies (Krick Oborn & Johnson, 2015; 

Meadan et al., 2019). Coogle, Larson, and colleagues (2019), however, found more variable 

results upon using a multiple-probe single-case design to examine the effectiveness of 

telecoaching on EI professionals’ practices. This study used peer-delivered telecoaching to 

support EI professionals, and while results demonstrated improvements in some of the EI 

professionals’ practices, researchers were unable to conclude the telecoaching was effective 

owing to the variability of the data and overlapping data across conditions (Coogle, Larson, et 

al., 2019). Because of the limited research on the use of telecoaching with EI professionals in the 

home setting, further research is critical to determine whether the positive findings from 

telecoaching research with early childhood professionals in classroom settings translate to early 

intervention settings (i.e., homes, communities), whereby EI professionals typically have less 

structure and control over the environment. The other major difference is that classroom-based 

telecoaching is with the natural caregiver of the child (i.e., the teacher), whereas home-based 

telecoaching is with the home visitor who is working with the natural caregiver of the child (i.e., 

the parent). 

Gaps in the telecoaching literature. As mentioned previously, the literature on 

telecoaching with EI professionals in home and community settings is much more limited 

compared to the literature on telecoaching with early childhood professionals in classroom 

settings. In reviewing the literature, the majority of studies with EI professionals in the home 
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setting examined the use of asynchronous telecoaching methods (e.g., video paired with 

feedback) as opposed to synchronous telecoaching methods (e.g., Coogle, Larson, et al., 2019; 

Krick Oborn & Johnson, 2015; Marturana & Woods, 2012; Meadan et al., 2019). Wainer and 

colleagues (2017) also examined the use of asynchronous telecoaching (e.g., web-based 

materials, videoconference meetings, video paired with feedback) with EI professionals, but 

while some professionals worked in the home setting, the majority worked in clinics and schools. 

On the other hand, Schaefer and Ottley (2018) reviewed 17 single-case studies from the literature 

on synchronous telecoaching via bug-in-ear with inservice and preservice educators, but these 

professionals worked in classroom settings. Fifteen of the studies met What Works 

Clearinghouse evidence standards (Kratochwill et al., 2013), and researchers concluded that bug-

in-ear coaching is a feasible and empirically supported telecoaching intervention for improving 

educators’ practices in classroom settings (Schaefer & Ottley, 2018). Such findings are 

encouraging when considering methods of supporting professionals from a distance, but further 

research is needed to determine whether such efficacy translates to EI professionals’ working 

with caregivers in home and community settings. To my knowledge, no studies currently exist 

that examine the use of synchronous, bug-in-ear coaching with EI professionals in the home 

environment, revealing a gap in the EI/ECSE telecoaching literature. 

In addition to the lack of research on synchronous telecoaching with EI professionals, 

very few studies have compared different methods of telecoaching in early childhood settings. 

Coogle, Ottley, Storie, and colleagues (2018) used a multiple-probe single-case design to 

examine the use of both asynchronous and synchronous telecoaching with ECSE preservice 

educators working with children with ASD. Three preservice educators received email feedback 

in the first intervention condition, followed by bug-in-ear feedback in the second intervention 
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condition, focusing on their use of embedded learning opportunities in the classroom (Coogle, 

Ottley, Storie, et al., 2018). Results showed that both telecoaching conditions improved the 

preservice educators’ practices, but researchers could not conclude whether one telecoaching 

method was more effective than the other (Coogle, Ottley, Storie, et al., 2018). On a similar note, 

Ottley and colleagues (2019) emphasize the benefits of bug-in-ear coaching but also highlight 

the importance of reflective practices that can take place after implementation, a key aspect of 

asynchronous telecoaching. Thus, the field of EI/ECSE could benefit from research comparing 

asynchronous and synchronous telecoaching methods. To my knowledge, no studies currently 

exist that directly compare these two methods of telecoaching, specifically with EI professionals. 

The present study contributes to the existing telecoaching literature by addressing the 

gaps highlighted above. This study compared asynchronous and synchronous telecoaching as 

methods of supporting EI professionals’ use of specific practices when working with families of 

young children with or at risk for ASD in the home setting. 

Theoretical Framework 

The theoretical underpinnings of the present study consist of a combination of family 

systems theory (Bowen, 1966; Kerr & Bowen, 1988), ecological systems theory 

(Bronfenbrenner, 1974; 1994), adult learning theory (Bransford, Brown, & Cocking, 1999; 

Donovan, Bransford, & Pellegrino, 1999; Knowles, 1980; 1984), identity theory (Stryker, 1980; 

Stryker & Burke, 2000), competency theory (Gross, 2005), and the Dunning-Kruger effect 

(Dunning, 2011; Kruger & Dunning, 1999). The first three theories describe the purpose and 

principles behind a caregiver-implemented intervention approach, whereas identity theory, 

competency theory, and the Dunning-Kruger effect underlay my hypothesized outcomes related 

to EI professionals’ reported and actual practices. Adult learning theory also serves as a 
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foundation for professional development and drove my hypothesized outcomes specific to 

telecoaching. 

In family systems theory, individual family members belong to a family unit and 

mutually influence one another, affecting both individual and family functioning (Bowen, 1966; 

Kerr & Bowen, 1988). Child-centered practice and clinician-directed intervention primarily 

focus on the individual, whereas family-centered practice and caregiver-implemented 

intervention focus on the child within the context of the entire family. Research shows children 

with ASD can have a significant impact on family quality of life, as caregivers report increased 

stress (Baker-Ericzén, Brookman-Frazee, & Stahmer, 2005; Davis & Carter, 2008; Ingersoll & 

Hambrick, 2011), siblings show greater risk for maladjustment (Walton & Ingersoll, 2015), and 

families endure greater financial costs (Buescher, Cidav, Knapp, & Mandell, 2014; Lavelle et al., 

2014). The theoretical underpinning of family systems theory reflected in Part C services works 

toward addressing the needs of the family as a whole by attending to child- and family-level 

outcomes. 

Similarly, ecological-systems theory views the child as part of another greater unit, his or 

her environment (Bronfenbrenner, 1994). Bronfenbrenner (1994) highlights various levels of the 

environment, ranging from closest to the child (i.e., microsystem) to furthest from the child (i.e., 

macrosystem). Bronfenbrenner (1975) stresses the importance of caregivers’ active involvement 

in early intervention and the positive impact it can have on children’s development. In the 

present study, I primarily examined the child’s mesosystem (i.e., interaction between EI 

professionals and caregivers). Ecological systems theory highlights the role of children’s 

environments, supporting the call for caregiver-implemented intervention and reflecting the 

principles of early intervention in everyday routines and natural environments. 
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Adult learning theory also plays an important role in caregiver-implemented intervention, 

because caregiver-implemented intervention targets adult learners. Andragogy is the process of 

adult learning and highlights the ways in which adults acquire knowledge (Bransford et al., 1999; 

Donovan et al., 1999; Knowles, 1980, 1984). Coaching and collaboratively consulting with 

caregivers requires an understanding of adult learning theory, as emphasized in the literature 

(e.g., Friedman et al., 2012; Rush & Shelden, 2011). EI professionals should consider how adults 

learn to provide appropriate types and levels of support to caregivers via caregiver-implemented 

intervention. 

Family systems theory, ecological systems theory, and adult learning theory serve as 

foundational components of caregiver-implemented intervention, but identity theory supported 

my hypothesized outcomes related to EI professionals’ reported practices. Identity theory 

highlights self-categorization and roles within society as important aspects of an individual’s 

view of oneself (Stryker, 1980; Stets & Burke, 2000). According to Stryker (1968, 1980), people 

have different role identities within each of their roles in society, shaping their interactions and 

behavior. Often, EI professionals receive training in backgrounds including early childhood 

special education, early childhood education, speech language pathology, occupational therapy, 

and physical therapy, placing them in roles such as educator, clinician, or therapist. Using an 

identity theory framework, I predicted that many EI professionals used practices more aligned 

with a clinician-directed intervention approach as opposed to a caregiver-implemented 

intervention approach. I expected that, regardless of background, EI professionals would feel a 

need to teach or provide therapy directly to the child, influenced by their identities of educators 

or therapists. Overall, the combination of family systems theory, ecological systems theory, adult 
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learning theory, and identity theory shaped my understanding of best practice and the potential 

discrepancies between recommended and actual practice in early intervention. 

Arguably some of the most important theoretical contributions to the development and 

hypotheses of the present study include the Dunning-Kruger effect (Dunning, 2011; Kruger & 

Dunning, 1999) and competency theory (Gross, 2005). The Dunning-Kruger effect highlights 

people’s inability to recognize their own inabilities because they lack the metacognitive skills to 

appropriately assess their performance (Dunning, 2011; Kruger & Dunning, 1999). Dunning 

(2011) refers to this concept as meta-ignorance, where people remain “ignorant of the multitude 

of ways they demonstrate gaps in knowledge” (p. 251). Figure 1 shows the relationship between 

confidence and competence per the Dunning-Kruger effect. A person begins learning a new skill 

without confidence or competence at first, but confidence quickly escalates once the person gains 

a little competence. At this stage, the person’s level of confidence does not match the person’s 

level of competence. As the person’s competence level increases over time, confidence 

decreases, despite the fact that the person has gained more knowledge than before, because the 

person realizes what he or she does not know. As the person’s competence level continues to 

increase over time and the person becomes an expert at the skill, confidence increases again. At 

this point, the person’s confidence level finally matches the competence level.  

Research on the Dunning-Kruger effect shows that people who perform poorly on tasks 

overestimate their own abilities and demonstrate a lack of awareness of peers’ competence in 

comparison to their own (Kruger & Dunning, 1999). This idea of overestimating one’s abilities 

due to lack of awareness is displayed in the initial peak in Figure 1. When confidence levels are 

significantly greater than competence levels, people lack the ability to judge the abilities of 

themselves and others. Alternatively, once people have high confidence and high competence, as 
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demonstrated when people become experts in a particular skill, they are able to more accurately 

judge their own abilities and the abilities of others. The concept of high confidence paired with 

low competence highlighted in the Dunning-Kruger effect influenced the hypotheses of the 

present study, as I predicted EI professionals would report that they used recommended practices 

but would demonstrate lack of awareness that their actual home-visiting practices via observation 

were not actually in alignment with recommended practices. As Charles Darwin (1872) said, 

“Ignorance more frequently begets confidence than does knowledge.” 

 

 

 

Figure 1. The Dunning-Kruger Effect. Graph demonstrating a person’s level of confidence 

as competence increases over time. Adapted from “The Dunning Kruger President,” by W. 

Poundstone, 2017, Psychology Today, retrieved from 

https://www.psychologytoday.com/us/blog/head-in-the-cloud/201701/the-dunning-kruger-

president. 
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The Dunning-Kruger effect influenced the later developed competency theory (Gross, 

2005), which highlights the ways in which one’s lack of skill in determining competence applies 

to one’s ability to seek out information. According to competency theory, people with low-level 

skills are less likely to be able to identify the need for training and more likely to gather 

inaccurate information during the information-seeking process (Gross, 2005). This can be 

particularly problematic in relation to professional growth and development and should be 

addressed in plans for professional development. Overall, the Dunning-Kruger effect and 

competency theory play a significant role in the present study, highlighting possible explanations 

for misalignment among reported, actual, and recommended practice in early intervention and 

implications for professional development. 

In addition to its role in caregiver-implemented intervention, adult learning theory also 

serves as a key component of professional development, and, more specifically, influenced my 

hypothesized outcomes related to telecoaching. As mentioned previously, andragogy emphasizes 

knowledge acquisition among adults (Bransford et al., 1999; Donovan et al., 1999; Knowles, 

1980, 1984). Similar to the ways in which EI professionals support caregivers in a caregiver-

implemented intervention approach, telecoaching consists of collaborative support from one 

professional to another. Trivette and colleagues (2009) conducted a large-scale meta-analysis of 

79 studies and defined six adult learning method characteristics, consisting of introduction of 

knowledge, illustration of knowledge, practice, evaluation, reflection, and mastery. Results 

showed that each of the six characteristics were associated with positive outcomes among adult 

learners, and the more characteristics trainings incorporated the more likely adult learners were 

to demonstrate greater positive outcomes (Trivette et al., 2009). Results also demonstrated that 

trainings were most effective when they emphasized active learner participation, had fewer 
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participants, and took place over the course of many hours and sessions (Trivette et al., 2009). 

Such findings related to adult learning theory shaped my overall telecoaching approach, as well 

as my specific telecoaching hypotheses within this study. I predicted that participants in both 

telecoaching conditions would demonstrate improvements in their practices from pre-

telecoaching to post-telecoaching, because telecoaching for both conditions was grounded in 

adult learning theory. I also expected participants in the bug-in-ear (synchronous) condition to 

demonstrate greater improvements in their practices compared to participants in the video review 

(asynchronous) condition, because bug-in-ear telecoaching provided greater opportunities for 

active-learner participation with in-the-moment, performance-based coaching and feedback in 

the context of the actual situation and with errorless learning. 

Conceptual Framework 

The conceptual framework of the present study provides additional description of the 

study’s constructs and the potential differences among them. Figure 2 highlights reported and 

actual practices in early intervention. First, it represents the two potential paths EI professionals 

take when working with young children with or at risk for ASD and their caregivers: a caregiver-

implemented or a clinician-directed approach. In the caregiver-implemented approach to 

intervention, the EI professional coaches and collaboratively consults with the caregiver, and the 

caregiver directly supports the child, as the thick arrows situated between these three people 

demonstrate. In the clinician-directed approach, the thick arrow at the bottom goes straight from 

the EI professional to the child, leaving out the critical concept of caregiver coaching and 

collaborative consultation. The caregiver-implemented approach to intervention encompasses the 

recommended practices highlighted previously, whereas the clinician-directed approach to 

intervention fosters greater likelihood of misalignment with recommended practices. 
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Figure 2 also highlights the potential differences among EI professionals’ self-reported 

practices, caregivers’ reports of EI professionals’ practices, and EI professionals’ actual practices 

via observation. The thin arrows on the left-hand side of Figure 2 represent the question of 

whether EI professionals report using practices representing a caregiver-implemented approach 

or a clinician-directed approach to intervention. The thin arrows on the right-hand side of Figure 

2 represent the question of whether caregivers report their EI professionals typically use 

practices that embody more of a caregiver-implemented approach or a clinician-directed 

approach. This study examined whether EI professionals’ actual practices via observations 

reflected a caregiver-implemented approach or a clinician-directed approach to intervention, as 

represented by the dotted arrows toward the bottom of Figure 2. Ultimately, this study explored 

how these components differed to determine whether discrepancies existed among recommended 

practices, EI professionals’ and caregivers’ reported practices, and actual practices. 

 

Figure 2. Conceptual framework for reported and actual practices. 
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Figure 3 highlights the study’s constructs and potential differences specific to the 

telecoaching intervention. The independent variable, performance-based telecoaching, predicts 

the dependent variable, EI professionals’ use of quality home-visiting practices with families of 

toddlers with or at risk for ASD. The method of telecoaching, bug-in-ear or video review, 

moderates this relationship. The telecoaching intervention in this study examined these variables 

to determine whether the different methods of telecoaching improved EI professionals’ practices. 

Figure 3. Conceptual framework for telecoaching intervention.  

 

Overall, Figures 2 and 3 provide a framework of the study’s constructs. The conceptual 

framework builds upon the literature and existing theory, further supporting the rationale and 

research questions for the present study.
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CHAPTER 3: 

METHOD 

Participants 

Participants in this study consisted of Part C early intervention professionals (EI 

professionals) as well as toddlers with or at risk for autism spectrum disorder (ASD) (i.e., with 

social communication delays) and their families. Each participant triad consisted of an EI 

professional, a child with social communication delays, and the child’s primary caregiver. 

Inclusion and exclusion criteria. EI professionals who served families of infants and 

toddlers with disabilities through early intervention were recruited to participate in this study. 

For the purpose of this study, services must have been provided through Part C of the Individuals 

with Disabilities Education Improvement Act (IDEA; 2004). I targeted EI professionals who 

served in the role of special instructor/developmental therapist (or similar term depending upon 

the state), speech-language pathologist, physical therapist, or occupational therapist. Dedicated 

service coordinators and dedicated administrators (i.e., people who solely served in these roles) 

were excluded from participating in the study, because they did not provide intervention services 

to children and families. Participating EI professionals were required to have at least one child 

with or at risk for ASD on their caseloads. All participating EI professionals were also required 

to have access to the Internet and email. 

Children and families participating in the study were already on each EI professional’s 

caseload, receiving Part C services. Participating children either had a diagnosis of ASD or were 
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considered at risk for ASD because of social communication delays. Because the average age of 

ASD diagnosis is over the age of 4 years (Baio et al., 2018), yet EI professionals see many 

children before 3 years who ultimately receive a diagnosis once they age out of early 

intervention, a formal ASD diagnosis was not required for this study. Although the expectation 

was for children to be under 36 months of age because Part C services are typically provided to 

children until their third birthday, a few states allow families the option to continue Part C 

services via an extended Individualized Family Service Plan (IFSP) until the child enters 

kindergarten. Thus, some participants could be 3 years old at the start of the study. Each child 

had a primary caregiver who participated in the study as well. For the purpose of this study, a 

primary caregiver was defined as a person at least 19 years of age who looked after the child at 

least 25 hours per week. Primary caregivers could include people such as parents, grandparents, 

and childcare providers. Because this study examined home-visiting practices in early 

intervention, children’s teachers or child care professionals were excluded from participation. 

Eligibility criteria for families included having (a) a child with social communication delays (i.e., 

with or at risk for ASD), (b) a child who would not age out of early intervention over the course 

of the study, (c) consistent attendance, (d) wireless Internet in the home and access to email, and 

(e) home visits conducted in English. 

Recruitment. I initially planned to recruit EI professionals solely through Alabama’s 

Part C system. I worked in collaboration with state leaders, district early intervention 

coordinators, and program directors to recruit interested participants through the use of a 

recruitment flyer, phone calls, and meetings. I emailed the recruitment flyer to EI professionals 

across the state using a statewide distribution list of EI professionals’ email addresses. This 

process resulted in five participants from Alabama, thus, I expanded my recruitment efforts to 
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Part C systems in other states. I emailed the Part C coordinators in all states (except Hawaii and 

Alaska, because of mailing limitations with the telecoaching devices) and the District of 

Columbia, as well as personal Part C contacts in various states. This recruitment process resulted 

in an additional seven participants, with two from Maryland, one from North Carolina, three 

from Oregon, and one from Texas. A total of 12 EI professionals participated in this study. Table 

2 provides demographic information for EI professionals. 

Once each EI professional consented to participate, she identified a child on her caseload 

either with or at risk for ASD owing to social communication concerns. EI professionals 

provided informational flyers to qualifying families on their caseloads regarding the study. EI 

professionals provided information only to families who met eligibility criteria and reminded 

families that their participation or nonparticipation in the study would in no way influence their 

early intervention services. Families interested in participating then contacted me for further 

information about the study and formal consent. A total of 12 primary caregivers and 12 children 

participated in the study. In addition to the primary caregivers identified for participation in the 

study, other caregivers also participated in the home visits on occasion, as part of their typical 

Part C services. Other caregivers who participated in the home visits consisted of six fathers, one 

mother, and one grandmother. Table 3 provides primary caregiver demographics and Table 4 

provides child demographics. 
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Table 2 

Demographics for Early Intervention Professionals 

 BIE 

(N = 6) 

 VR 

(N = 5) 

 Part 1 

(N = 1) 

 Total 

(N = 12) 

Demographics n (%)  n (%)  n (%)  n (%) 

Gender        

Female 6 (100)  5 (100)  1 (100)  12 (100) 

Rolea        

SI 5 (83.33)  2 (40.00)  0 (0)  7 (58.33) 

SLP 3 (50.00)  2 (40.00)  1 (100)  6 (50.00) 

SC 3 (50.00)  2 (40.00)  0 (0)  5 (41.67) 

OT 0 (0)  1 (20.00)  0 (0)  1 (8.33) 

Highest education        

Bachelor’s degree 2 (33.33)  0 (0)  0 (0)  2 (16.67) 

Master’s degree 4 (66.67)  4 (80.00)  1 (100)  9 (75.00) 

Doctoral degree 0 (0)  1 (20.00)  0 (0)  1 (8.33) 

Part C employment        

Staff 4 (66.67)  2 (40.00)  1 (100)  7 (58.33) 

Contract 1 (16.67)  3 (60.00)  0 (0)  4 (33.33) 

Unknown 1 (16.67)  0 (0)  0 (0)  1 (8.33) 

State        

Alabama 3 (50.00)  2 (40.00)  0 (0)  5 (41.67) 

Maryland 1 (16.67)  1 (20.00)  0 (0)  2 (16.67) 

North Carolina 0 (0)  1 (20.00)  0 (0)  1 (8.33) 

Oregon 2 (33.33)  1 (20.00)  0 (0)  3 (25.00) 

Texas 0 (0)  0 (0)  1 (100)  1 (8.33) 

 BIE 

(N = 6) 

 VR 

(N = 5) 

 Part 1 

(N = 1) 

 Total 

(N = 12) 

Demographics M (SD)  M (SD)  M (SD)  M (SD) 

Age in years 38.67 (12.13)  42.00 (10.27)  32.00 (-)  39.50 (10.66) 

Years experience 9.67 (9.99)  14.00 (9.27)  8.00 (-)  11.33 (9.08) 

Months working with 

family 

9.17 (10.26)  3.60 (1.34)  9.00 (-)  6.83 (7.53) 

Note. BIE = Bug-in-Ear; VR = Video Review; Part 1 = Part 1 Only; SI = Special Instructor; SLP = 

Speech-Language Pathologist; SC = Service Coordinator; OT = Occupational Therapist. 

aParticipants could serve in more than one role. 
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Table 3 

Demographics for Primary Caregivers 

 BIE 

(N = 6) 

 VR 

(N = 5) 

 Part 1 

(N = 1) 

 Total 

(N = 12) 

Demographics n (%)  n (%)  n (%)  n (%) 

Relation to Child        

Mother 6 (100)  4 (80.00)  1 (100)  11 (91.67) 

Father 0 (0)  1 (20.00)  0 (0)  1 (8.33) 

Highest education        

Less than high school 

diploma 

1 (16.67)  1 (20.00)  0 (0)  2 (16.67) 

High school degree or 

equivalent (GED) 

2 (33.33)  1 (20.00)  0 (0)  3 (25.00) 

Bachelor’s degree 2 (33.33)  2 (40.00)  1 (100)  4 (33.33) 

Master’s degree 0 (0)  1 (20.00)  0 (0)  1 (8.33) 

Doctoral degree 1 (16.67)  0 (0)  0 (0)  1 (8.33) 

Household income        

Less than $20,000 1 (16.67)  2 (40.00)  0 (0)  3 (25.00) 

$20,000 to $39,999 1 (16.67)  1 (20.00)  0 (0)  2 (16.67) 

$40,000 to $59,999 1 (16.67)  1 (20.00)  0 (0)  2 (16.67) 

$60,000 to $79,999 0 (0)  0 (0)  0 (0)  0 (0) 

$80,000 to $99,999 0 (0)  0 (0)  1 (100)  1 (8.33) 

Over $100,000 3 (50.00)  1 (20.00)  0 (0)  4 (33.33) 

 BIE 

(N = 4) 

 VR 

(N = 5) 

 Part 1 

(N = 0) 

 Total 

(N = 9) 

Demographics M (SD)  M (SD)  M (SD)  M (SD) 

Age in yearsa 29.50 (6.86)  32.40 (5.50)  -  31.11 (5.93) 

Note. BIE = Bug-in-Ear; VR = Video Review; Part 1 = Part 1 Only. 

aMissing data. 
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Table 4 

Demographics for Children 

 BIE 

(N = 6) 

 VR 

(N = 5) 

 Part 1 

(N = 1) 

 Total 

(N = 12) 

Demographics n (%)  n (%)  n (%)  n (%) 

Gender        

Female 3 (50.00)  1 (20.00)  1 (100)  5 (41.67) 

Male 3 (50.00)  4 (80.00)  0 (0)  7 (58.33) 

EI servicesa        

Special instruction 2 (33.33)  0 (0)  1 (100)  3 (25.00) 

Speech therapy 5 (83.33)  4 (80.00)  1 (100)  10 (83.33) 

Physical therapy 0 (0)  0 (0)  0 (0)  0 (0) 

Occupational therapy 1 (16.67)  2 (40.00)  0 (0)  3 (25.00) 

Other 1 (16.67)  1 (20.00)  0 (0)  2 (16.67) 

Reason for EIb        

ASD 4 (66.67)  0 (0)  1 (100)  5 (41.67) 

Developmental delay 1 (16.67)  5 (100)  0 (0)  6 (50.00) 

Speech/language delay 4 (66.67)  0 (0)  1 (100)  5 (41.67) 

Participation in everyday 

events/activities 

       

Participates poorly 

because of difficult 

behavior 

0 (0)  0 (0)  0 (0)  0 (0) 

Participates somewhat 

because of some 

difficult behavior 

3 (50.00)  0 (0)  0 (0)  3 (25.00) 

Participates but with 

some difficulty 

3 (50.00)  4 (80.00)  1 (100)  8 (66.67) 

Participates well, with 

no problems 

0 (0)  1 (20.00)  0 (0)  1 (8.33) 

 BIE 

(N = 6) 

 VR 

(N = 5) 

 Part 1 

(N = 1) 

 Total 

(N = 12) 

Demographics M (SD)  M (SD)  M (SD)  M (SD) 

Age in months 30.83 (4.83)  27.20 (4.87)  35.00 (-)  29.67 (5.03) 

Note. BIE = Bug-in-Ear; VR = Video Review; Part 1 = Part 1 Only; EI = Early Intervention. 

aParticipants could receive more than one service. bParticipants could list more than one reason for EI.  
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Levels of Participation 

The present study was a three-part project, and each participant triad had the option to 

participate in Part 1 only, Parts 1 and 2, or Parts 1, 2, and 3. A general outline of each part of the 

study is described in the following sections, and additional details are provided under Procedures 

and Data Collection. A total of 11 EI professionals chose to participate in all three parts of the 

study, and one EI professional chose to participate in Part 1 only, owing to time constraints. 

Part 1. In Part 1 of the study, EI professionals video recorded a home visit with their 

identified caregiver-child dyads. EI professionals and families then each completed a brief online 

questionnaire related to their home visits. EI professionals received a $10 gift card and families 

received a $5 gift card as thanks for participating in Part 1. 

Part 2. Part 2 of the study consisted of the telecoaching intervention. EI professionals 

participated in a 45-minute webinar prior to telecoaching, and participated in six video-recorded 

home visits with their identified families, either receiving telecoaching during their home visits 

or in between home visits. EI professionals recorded a final home visit with their identified 

caregiver-child dyads, and EI professionals and families each completed an additional brief 

online questionnaire related to their experience in the study. EI professionals received an 

additional $20 and families received an additional $10 as thanks for participating in Part 2. 

Part 3. In Part 3 of the study, EI professionals participated in 30- to 45-minute, semi-

structured, online interviews. EI professionals received an additional $20 as thanks for 

participating in Part 3. 

Setting 

 This study took place in Alabama, Maryland, North Carolina, Oregon, and Texas. 

According to Part C of IDEA (2004), early intervention services should occur in the child and 
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family’s natural environments (e.g., home, community, childcare program). Home visit 

observations and bug-in-ear telecoaching sessions took place in each family’s home. Video 

review telecoaching sessions and interviews took place in a location of the EI professionals’ 

choosing (e.g., home, office). The telecoach, or the person who provided the coaching to EI 

professionals via telehealth, conducted all telecoaching sessions (regardless of condition) and 

interviews from a home or office environment. EI professionals and primary caregivers 

completed questionnaires electronically via the Internet in a location of their choice. 

Study Design 

This mixed-methods study consisted of a small number of participants (N = 12) and used 

both quantitative and qualitative methods. The quantitative portion of the study used descriptive 

data and non-parametric statistics with a randomized-group-comparison design. The qualitative 

portion of the study used a case study approach with interviews, as well as examination of the 

quantitative data at the participant level to determine potential patterns across this small sample. 

The study examined (a) differences between reported and actual practices, (b) the effectiveness 

of different telecoaching methods on EI professionals’ practices, and (c) EI professionals’ 

perspectives on their experience with telecoaching. See Procedures, Data Collection, and Data 

Analysis for more details. 

Procedures and Data Collection 

I obtained approval for this study from The University of Alabama’s Institutional Review 

Board (IRB) before beginning participant recruitment (see Appendix B). Once participant triads 

were recruited, participation in the study took approximately 3-6 months for each triad, 

depending upon scheduling of home visits with the families. Once each participant triad 
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consented, I distributed the telecoaching devices and associated paperwork to EI professionals 

via mail or in person if participants were local. 

Randomization. Participants who consented to Part 2 of the study were randomized to 

one of two intervention conditions: (1) bug-in-ear (synchronous) telecoaching or (2) video 

review (asynchronous) telecoaching. Participants were randomized through alternating 

assignment when they consented to the project (e.g., bug-in-ear, video review, bug-in-ear, video 

review). Six participants were randomized to the bug-in-ear condition and five participants were 

randomized to the video review condition. 

Baseline home visit observations. EI professionals video recorded a baseline video of 

their regular home-visiting practices with their identified caregiver-child dyads using the 

telecoaching device provided by the research team. Videos lasted the duration of the home visit 

with the family, between about 40 and 60 minutes. EI professionals then uploaded the recording 

of the home visit observation from the telecoaching device to a secure, shared drive. I provided 

EI professionals with written instructions for video uploads, in addition to making myself 

available for technical support via email, text, phone call, or video chat. Once EI professionals 

uploaded videos to the shared drive, I watched the videos and used the Caregiver-Implemented 

Intervention Scale (Tomeny & McWilliam, 2018a) to examine EI professionals’ use of home-

visiting practices during the home visit observations. 

Questionnaires on typical home-visiting practices. Following the baseline home visit 

observations, each EI professional received an invitation via email to complete a questionnaire 

specific to professionals. Each primary caregiver also received an email invitation to complete a 

family questionnaire (see Measures for more details on the questionnaires). The email contained 

an individualized link to an electronic version of the questionnaires using the platform Qualtrics. 
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EI professionals and caregivers completed the questionnaires after recording the home visit 

observations. The questionnaire took about 15-30 minutes to complete. 

Webinar. EI professionals who participated in Part Two of the study took part in a 45-

minute webinar on their own time, which provided an overview of the telecoaching content. The 

webinar was paired with three documents that were used to support the entire telecoaching 

process: (1) Caregiver-Implemented Intervention Scale, (2) Social Communication Menu 

(Tomeny & McWilliam, 2018d), and (3) Engagement, Independence, and Social Relationships 

(EISR; McWilliam, 2009). See Appendices A, C, and D for the documents described above. The 

Caregiver-Implemented Intervention Scale and the Social Communication Menu are also 

described in further detail under Measures. 

Telecoaching intervention. The telecoaching portion of the study was designed to 

support EI professionals in two main areas: (1) home-visiting practices specific to family 

consultation and (2) ASD-specific strategies to promote social communication skills in young 

children. The Caregiver-Implemented Intervention Scale, the Social Communication Menu, and 

the EISR were used as guides throughout the telecoaching process to facilitate a focus around 

these main areas. I conducted all of the telecoaching sessions for the present study. I refer to 

myself as the telecoach for the purpose of this research. 

As mentioned previously, EI professionals who participated in Part 2 were randomized to 

either the bug-in-ear condition or the video review condition. These two conditions are described 

in the following sections. 

Bug-in-ear (synchronous) condition. EI professionals in the bug-in-ear condition of the 

study participated in six synchronous telecoaching sessions (generally two sessions per month) 

that occurred during their home visits with their identified family. The initial plan consisted of 
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eight weekly telecoaching sessions (across conditions) to provide consistent performance-based 

feedback to help the EI professional build family capacity, but, after discovering that the median 

frequency in Alabama was twice-monthly visits, the frequency changed to six telecoaching 

sessions, once every other week. This decision was made to meet the needs of the community 

and reflect the reality of Part C home-visiting frequency in many states. 

Using the telecoaching device and Bluetooth earpiece (described under Equipment and 

Technology), EI professionals in the bug-in-ear condition received synchronous, in-the-moment 

support and performance-based feedback from the telecoach while conducting home visits with 

the families. The telecoach was able to connect with the EI professionals during their home visits 

via video and audio using the platform Zoom (described under Equipment and Technology) and 

provide performance-based feedback and prompts directly to the EI professionals, as needed, 

using the Bluetooth earpiece. Following each home visit, the telecoach and EI professionals had 

a follow-up phone call (generally 15-20 minutes) to debrief on the home visit. Telecoaching 

sessions in the bug-in-ear condition lasted for the whole home visit with the family (generally 

45-60 minutes) plus the follow-up phone call, totaling between about 60 and 80 minutes. 

Following each bug-in-ear telecoaching session and prior to the EI professional’s next home visit 

with the family, the telecoach sent the EI professional a brief email recap of what they 

highlighted in their telecoaching session. See Appendix E for a sample email. 

Video review (asynchronous) condition. EI professionals in the video review condition 

participated in six asynchronous telecoaching sessions (generally two sessions per month) that 

occurred between their home visits with their identified family. EI professionals in this condition 

used the telecoaching device to video record their home visits (generally two per month) with the 

family and uploaded the videos to a shared drive (described under Equipment and Technology) 
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for the telecoach to review before the telecoaching session. EI professionals also used the 

telecoaching device to connect to the one-on-one telecoaching sessions, where they received 

after-the-fact support and performance-based feedback from the telecoach related to their 

previous home visit. The telecoaching sessions in this condition allowed the telecoach to meet 

virtually with EI professionals via video and audio and also allowed them simultaneously to 

review video clips of the previous home visit. Telecoaching sessions in the video review 

condition lasted generally 45-60 minutes. Similar to the bug-in-ear condition, the telecoach sent 

the EI professional a brief email recap of their telecoaching session prior to the EI professional’s 

next home visit with the family. The email recaps for the video review condition consisted of the 

same components as those for the bug-in-ear condition (see Appendix E). 

Final home visit observations. Upon completion of the telecoaching sessions, EI 

professionals across conditions recorded a final home visit with their identified caregiver-child 

dyads, without any telecoaching. Videos lasted the duration of the home visit with the family, 

between about 40 and 60 minutes, and EI professionals uploaded the recording of the home visit 

observation to the shared drive. Similar to the baseline home visit observations, I reviewed the 

videos and used the Caregiver-Implemented Intervention Scale to examine EI professionals’ use 

of home-visiting practices after participation in telecoaching. 

Social validity questionnaires. Following the final home visit observations, each EI 

professional and primary caregiver received an invitation via email to complete a social validity 

questionnaire (see Measures). The email contained an individualized link to an electronic version 

of the questionnaires via Qualtrics. The questionnaire took approximately 5 minutes to complete. 

Interviews. EI professionals who chose to participate in Part 3 of the study participated 

in a semi-structured interview (generally 20-40 minutes) with the telecoach via Zoom. Interviews 
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provided EI professionals with the opportunity to describe their telecoaching experience in 

detail. EI professionals received the interview protocol via email before the interview (see 

Measures for more details). 

Fidelity. Because this study consists of intervention implementation on multiple levels 

(i.e., the telecoach providing intervention to the EI professional and the EI professional providing 

intervention to the family), it was important to measure the quality of the EI professionals’ 

implementation of home-visiting practices with the families and of the telecoach’s 

implementation of the telecoaching intervention with the EI professionals. See Measures for 

details of fidelity of implementation and procedural fidelity. 

Equipment and Technology 

 Telecoaching and recording devices. I provided each EI professional with a 

telecoaching device to video record home visit observations and participate in telecoaching 

sessions. Telecoaching devices consisted of an Amazon Fire HD 8, a micro SD card, a protective 

case/stand, and a protective carrying bag. Participants in the bug-in-ear condition also received a 

Bluetooth earpiece connected to their telecoaching devices for the synchronous coaching. EI 

professionals could either place the devices in the room or hold the devices to record the home 

visit observations or participate in the bug-in-ear telecoaching sessions. I provided EI 

professionals with detailed written instructions explaining how to record the videos. 

 Shared drive. EI professionals uploaded their recorded sessions to a secure, shared drive, 

UA Box. Sessions could be uploaded directly from the recording devices to the shared drive or 

from a computer using the SD card. The method using the computer and the SD card was usually 

more time efficient because of streaming limitations and file sizes. The research team was then 
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able to gain access to the videos once they were uploaded. The written instructions for video 

recording also included step-by-step information on how to upload the videos. 

 Telecoaching platform. All telecoaching sessions and interviews took place via Zoom, 

which is a web-based meeting platform that connects users via video and audio. I provided EI 

professionals with written instructions explaining how to connect to Zoom using their 

telecoaching devices. 

Measures  

This study draws on two strong bodies of intervention: The Routines-Based Model 

(McWilliam, 2010b) and evidence-based intervention strategies for toddlers with ASD 

(Schreibman et al., 2015). After investigating existing measures in the literature, I found that 

previously created rating scales did not fully encompass what I aimed to capture in terms of 

caregiver-implemented intervention and supports for very young children with or at risk for 

ASD. For example, the Triadic Implementation Evaluation Rating Scale (TIERS; Basu, 

Salisbury, & Woods, 2007) emphasizes the interactions among the EI professional, the caregiver, 

and the child during 10-minute segments of the home visit as opposed to examining the EI 

professional’s practices with the caregiver during the entire home visit. The Natural 

Environments Rating Scale (NERS; Campbell & Sawyer, 2004) focuses more on the location 

and activities that occur during the visit, and the Routine and Instructional Strategy and Coding 

Protocol–IL (Salisbury, Cambray-Engstrom, Woods, & Friedman, 2008) examines 9 broad 

coaching and consultative practices (e.g., joint interaction, caregiver practice with feedback, 

demonstration) rather than more specific practices occurring throughout the visit (e.g., EI 

professional interacts with the caregiver or with the caregiver and child, rather than primarily 

with the child). 
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The Home Visit Rating Scales–Adapted and Extended to Excellence (HOVRS-A+) v2.0 

(Roggman et al., 2010) includes home-visiting practices reflecting those in Part C, but this 

measure also encompasses general home visitation principles focusing more on caregiver 

involvement or engagement. The Home Visit Observation Form (HVOF; McBride & Peterson, 

1996) collects detailed information regarding EI professionals’ interactions during the home 

visits, including information about the interaction with caregivers, the content, and the role of the 

EI professional. Although many of the items within these two measures are most closely aligned 

with the home-visiting practices I planned to examine in the present study, they are not fully 

aligned with family consultation to support caregiver-implemented intervention and they exclude 

ASD-specific strategies, a key feature of the present study. 

None of the measures described above highlight all three main points of emphasis for 

home visits in this study: (1) family consultation to support caregiver-implemented intervention; 

(2) ASD-specific strategies (i.e., social communication strategies); and (3) incorporation of all 

areas of child development within the context of family routines. Additionally, no set of 

measures existed to be able to capture and compare EI professionals’ perspectives, caregivers’ 

perspectives, and actual practices. Because the existing measures did not fully address what I 

hoped to measure in the present study, I designed measures to reflect the components of the 

present study. I used three different quantitative measures and one qualitative protocol to gather 

information on EI professionals’ home-visiting practices, highlighting recommended practices 

related to caregiver-implemented intervention and ASD-specific supports for very young 

children. I address reliability and social validity following the descriptions of these measures. A 

construct validity study to validate our own instruments is still needed but is outside the scope of 

the current study. The measures in this study can also be said to have face validity and content 
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validity because they are drawn from the literature (e.g., McWilliam, 2010a; Schreibman et al., 

2015). 

Home visit observation rating scale. I used the Caregiver-Implemented Intervention 

Scale to score EI professionals’ practices from their baseline and final home visit observations 

and to guide telecoaching sessions specific to home-visiting practices. This measure served as a 

tool for EI professionals’ implementation fidelity both before and after telecoaching. I developed 

this measure as a result of conducting a preliminary coaching study with EI professionals in one 

state. The Routines-Based Home Visit Checklist (McWilliam, 2016) is used around the world 

and in training institutes related to the Routines-Based Model, but my experience using this 

checklist in the preliminary coaching study revealed a need for a simplified version because 

more rudimentary steps needed to be measured with EI professionals who had not yet 

participated in any formal training related to family consultation, collaborative consultation, or 

coaching (Friedman et al., 2012; Kemp & Turnbull, 2014). We modified the Routines-Based 

Home Visit Checklist to address these basic home-visiting practices and added the ASD-focused 

strategies. Thus, we developed the Caregiver-Implemented Intervention Scale to capture home-

visiting practices from two domains: 1) family consultation practices to support caregiver-

implemented intervention, and 2) social communication strategies to support very young children 

with or at risk for ASD. The rating scale consists of 18 items specific to family consultation 

practices to support caregiver-implemented intervention and 10 items (2 per strategy) specific to 

social communication strategies. 

The section on family consultation practices to support caregiver-implemented 

intervention is divided into five sections: (a) greeting; (b) routines; (c) coaching & collaborative 

consultation; (d) wrap-up; and (e) rapport building. The items were influenced by the literature 
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on best practices in early intervention to promote caregiver-implemented intervention (e.g., 

Campbell & Sawyer, 2007; Friedman et al., 2012; McWilliam, 2010b; McWilliam, 2012; Rush 

& Shelden, 2011) and the Routines-Based Home Visit Checklist. The family consultation items 

are rated on a 1-4 scale to represent the EI professional’s practices throughout the home visit, 

ranging from not present to consistently present. 

The section on social communication strategies to support very young children with or at 

risk for ASD consists of five main strategies: (a) arranging the environment; (b) following the 

child’s lead; (c) balancing turns; (d) prompting language and actions; and (e) expanding the 

child’s focus. As previously mentioned, these strategies emerged from common components 

found across naturalistic developmental behavioral interventions (NDBIs; Schreibman et al., 

2015). Each of the five strategies from the social communication section of the Caregiver-

Implemented Intervention Scale is scored as 0 (no) or 1 (yes), indicating whether the EI 

professional mentioned the strategy in conversation with the caregiver and whether the 

discussion of the strategy was appropriate. In order for discussion of the strategy to be deemed 

appropriate, the following components must be present: (a) maintaining natural interaction (i.e., 

not making the interaction artificial for the family); (b) using everyday materials that would 

naturally be found in the family’s routine; (c) using the natural places where the family would 

typically be during the routine; and (d) ensuring the strategy matches the social communication 

need being addressed (i.e., not mentioning a strategy that would be unlikely to meet the child’s 

problem). The Social Communication Menu was used to assist with the scoring for this section 

of the Caregiver-Implemented Intervention Scale as well as to support the telecoaching sessions. 

I examined internal consistency of the Caregiver-Implemented Intervention Scale using 

Cronbach’s alpha (Cronbach, 1951). The internal consistency of the family consultation scores 
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was high (α = .94) for items 1-15 and for items 1-18 at pre-telecoaching, and the internal 

consistency was high (α = .93) for items 1-18 at post-telecoaching. 

Fidelity of implementation. I served as the primary observer and scored all baseline and 

final home observation videos using the Caregiver-Implemented Intervention Scale to measure 

EI professionals’ implementation of home-visiting practices before and after telecoaching. EI 

professionals’ mean scores at pre-telecoaching and post-telecoaching are reported under Results. 

For reliability purposes, I trained a second observer, a speech-language pathology graduate 

student with a background in early intervention and ASD in very young children, on the scoring 

procedures using the Caregiver-Implemented Intervention Scale Manual (Tomeny & McWilliam, 

2019; see Appendix F). We independently scored three training videos and discussed 

disagreements to reach at least 80% agreement. The second observer independently scored 30% 

of the baseline and final home observation videos (n = 8), distributed across time, condition, and 

participants, for inter-observer agreement (IOA). If IOA dropped below 80%, we met to discuss 

disagreements and build consensus on scoring. We calculated IOA as the total number of 

agreements divided by the total number of agreements plus disagreements, multiplied by 100. 

After consensus building, mean IOA for fidelity of EI professionals’ home-visiting practices on 

the Caregiver-Implemented Intervention Scale was 80.36% (range = 60.71-96.43%). We also 

calculated weighted kappa for the family consultation practices (k = .75, p < .001) and kappa for 

the social communication strategies (k = .41, p < .001) to show the extent to which agreement 

exceeded chance. 

Home visit questionnaires. EI professionals completed the Family-Professional 

Interaction Questionnaire: Professional Version (Tomeny & McWilliam, 2018c) via Qualtrics to 

provide information regarding their perceptions of their own home-visiting practices before 
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participating in the telecoaching. The first section of the Family-Professional Interaction 

Questionnaire: Professional Version consists of 15 items related to family consultation to support 

caregiver-implemented intervention. The items were designed to reflect the first 15 items on the 

Caregiver-Implemented Intervention Scale. These items are rated on a 1-4 scale, ranging from 

rarely to almost always.  Items 5, 6, 7, 9, and 11 are reversed, with the response reflecting best 

practice being 1 (rarely) rather than 4 (almost always), to diminish the potential for social-

desirability bias. Following each of the 15 items, a social validity question asks, “How important 

do you think this practice is?” These items are rated on a 1-4 scale, ranging from not important 

to very important. 

The second section of the Family-Professional Interaction Questionnaire: Professional 

Version consists of 15 items aligned with the social communication strategies from the 

Caregiver-Implemented Intervention Scale and Social Communication Menu. Each of the five 

strategies includes three sub-questions related to the EI professionals’ level of familiarity and 

comfort with the strategy and how often they support caregivers to use the strategy. This section 

also consists of two social validity questions related to participants’ perceptions of the 

helpfulness and feasibility of the strategies listed in items 16-20. 

The final section of the Family-Professional Interaction Questionnaire: Professional 

Version consists of seven demographic questions. See Appendix G. 

Primary caregivers participating in this study completed the Family-Professional 

Interaction Questionnaire: Family Version (Tomeny & McWilliam, 2018b) via Qualtrics. This 

questionnaire mirrors the items from the professional version, but the items are from the 

caregiver’s perspective instead of the EI professional’s perspective. See Appendix H. 
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I examined internal consistency of the professional and family versions of the Family-

Professional Interaction Questionnaire using Cronbach’s alpha. The internal consistency for the 

Family-Professional Interaction Questionnaire: Professional Version was .86 for the 15 family 

consultation practices and .69 for the 15 beliefs items tied to each family consultation practice. 

The internal consistency was .68 for the social communication strategy familiarity items, .61 for 

the social communication strategy comfort items, and .47 for the social communication strategy 

frequency items. 

The internal consistency for the Family-Professional Interaction Questionnaire: Family 

Version was .34 for the 15 family consultation practices and .46 for the 15 beliefs items tied to 

each family consultation practice. The internal consistency was .74 for the social communication 

strategy familiarity items, .82 for the social communication strategy comfort items, and .60 for 

the social communication strategy frequency items. 

 Social validity questionnaires. Following participation in telecoaching, EI professionals 

completed the Social Validity Questionnaire: Professional Version (Tomeny & McWilliam, 

2018f) via Qualtrics to provide quantitative data regarding their experience participating in the 

telecoaching. The questionnaire consists of seven items, rated on a 1-4 scale from strongly 

disagree to strongly agree. See Appendix I. 

Primary caregivers who participated in the telecoaching also completed the Social 

Validity Questionnaire: Family Version (Tomeny & McWilliam, 2018e) via Qualtrics. This 

measure consists of 8 items written from the caregiver’s perspective, rated on a 1-4 scale from 

strongly disagree to strongly agree. See Appendix J. 

Telecoaching fidelity checklist. Implementation of the telecoaching intervention, or 

procedural fidelity, was measured using the Telecoaching Fidelity Checklist (Tomeny & 
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McWilliam, 2018g; see Appendix K). This checklist consists of eight items scored 0 (no) or 1 

(yes), measuring whether the telecoach addressed each item during the telecoaching session. The 

literature on adult learning theory, coaching, and collaborative consultation was used to create 

the items on the checklist (e.g., Bransford et al., 1999; Donovan et al., 1999; Friedman et al., 

2012; Knowles, 1980, 1984; McWilliam, 2010b; Rush & Shelden, 2011). 

Procedural fidelity. The average score for telecoaching fidelity across 60 telecoaching 

sessions was 98.90% (range = 85.71-100%). I scored all telecoaching sessions and trained a 

second observer, a special education graduate student, on the scoring procedures. We 

independently coded one training video and clarified any questions. The second observer 

independently scored 25% of the telecoaching sessions (n = 15), distributed across time, 

condition, and participants, for IOA. We divided the total number of agreements by the total 

number of agreements plus disagreements, multiplied by 100, to calculate IOA. Mean IOA for 

telecoaching fidelity was 99.17% (range = 87.50-100%). 

Interview protocol. EI professionals who chose to participate in the final interviews 

received a copy of the interview questions prior to the scheduled interview. The protocol consists 

of 16 questions, some of which include sub-questions, addressing the topics of home-visiting 

practices, the coaching process, the content, and technology. See Appendix L. 

Data Analysis 

This mixed-methods study consisted of both quantitative and qualitative data analysis. 

The following sections highlight the data analysis process in further detail. 

Quantitative data analysis. Descriptive analyses were used to calculate means, standard 

deviations, and percentages for demographic variables. Descriptive analyses were also used to 

calculate means and standard deviations or frequencies by participants and by items for EI 
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professionals’ and caregivers’ reported practices on the Family-Professional Interaction 

Questionnaire, for EI professionals’ actual practices via observation on the Caregiver-

Implemented Intervention Scale (pre-telecoaching and post-telecoaching), and for EI 

professionals’ and caregivers’ responses on the Social Validity Questionnaire. 

Owing to the small number of participants, calculations of standardized-difference effect 

sizes, using Cohen’s d (Cohen, 1988, 1992), were used as the primary method of analysis to 

examine differences in the data for participant scores and for item scores. Effect sizes were 

calculated to compare (a) EI professional report and caregiver report, (b) EI professional report 

and actual practice, (c) caregiver report and actual practice, (d) EI professionals’ practices from 

pre-telecoaching to post-telecoaching, and (e) bug-in-ear and video review conditions. Most 

credence was given to high standardized differences of 0.80 and above, using the common 

reference points of 0.20 for small, 0.50 for medium, and 0.80 for large effect sizes (Cohen, 1988, 

1992). Non-parametric statistics (i.e., Wilcoxon signed-rank tests and Mann-Whitney U tests) 

were also used for confirming evidence to examine group differences. IBM Statistical Package 

for Social Sciences (SPSS) Statistics Version 25.0 (IBM Corp., 2017) and Version 26.0 (IBM 

Corp., 2019) were used to conduct quantitative data analysis. 

 Qualitative data analysis. I used the headline method (McWilliam, 2014) to analyze the 

qualitative interview data related to EI professionals’ experiences participating in the 

telecoaching project. According to McWilliam (2014), “the headline method provides directional 

findings or hypotheses as alternatives to categorical findings or themes.” The headline method 

involves coding the data, creating categories, and drawing conclusions (i.e., determining 

headlines or hypotheses; McWilliam, 2014). Once findings are proposed, the researcher 

reexamines the data and creates confirming and disconfirming tables to determine whether the 
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data support the findings, editing the findings as needed (McWilliam, 2014). See Appendix M 

for an example of confirming and disconfirming tables. As McWilliam (2014) highlights, 

qualitative researchers also refer to this process of going back to the data and editing the 

headlines as recursivity (LeCompte & Preissle, 1994) or constant comparison (Glaser & Strauss, 

2017). To determine inter-reader agreement, McWilliam served as the second reader and 

reviewed confirming and disconfirming tables. We determined whether we agreed or disagreed 

on the placement of examples in each column, and there were no disagreements. Overall, the 

process of using the headline method allowed me to determine patterns across the interview data 

and state qualitative findings (McWilliam, 2014). 
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CHAPTER 4: 

RESULTS 

The results of this study are presented in four main sections: (a) reported and actual 

practices (via observation); (b) telecoaching intervention; (c) social validity; and (d) post-

telecoaching interviews. Results related to the study’s research questions and hypotheses are 

presented below. 

For data analysis purposes, home-visiting practices were divided into two main sections: 

(a) family consultation practices; and (b) social communication strategies. The layouts of the 

Family-Professional Interaction Questionnaire and the Caregiver-Implemented Intervention 

Scale also reflected this division. While family consultation practices should consistently be 

present across families and visits to support a caregiver-implemented approach to intervention, 

the social communication strategies take on a slightly different role in intervention. The social 

communication strategies should serve as a guide or toolbox for early intervention professionals 

(EI professionals) and caregivers, providing them with knowledge and the ability to choose 

appropriate strategies to support the child in relevant moments. EI professionals and caregivers 

would not be expected to address all five social communication strategies during every home 

visit; this could actually be considered inappropriate if the strategies do not fit in the context of 

the targeted outcome(s) during a particular visit. Thus, when analyzing the reported social 

communication strategy data for EI professionals and caregivers, an emphasis was placed on 

overall familiarity, comfort, and frequency, rather than just frequency alone. When analyzing the 

social communication strategy data representing EI professionals’ actual practices via video 
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observations (pre-telecoaching and post-telecoaching), the areas of focus included whether the EI 

professional mentioned the strategy and whether the mention was appropriate. Overall, this 

emphasized whether mention matched appropriateness, demonstrating an understanding of how 

the strategy should be used. When examining EI professionals’ use of social communication 

strategies, this understanding of how the strategies should be used holds much greater importance 

than the overall frequency of use. 

In addition, the majority of analyses were conducted with individual participants’ scores 

(i.e., “participant level”) and with item scores across participants (i.e., “item level”) to provide a 

comprehensive picture of the differences among the constructs examined. Participant-level 

analyses involved examination of differences across items for each participant or participant 

dyad. For example, how did Participant A’s family consultation practices on the Caregiver-

Implemented Intervention Scale change from pre-telecoaching to post-telecoaching? Item-level 

analyses, on the other hand, involved examination of differences across participants for each 

item on the measures used. For example, was there a difference in EI professionals’ use of the 

family consultation practice, focusing on the caregiver’s priorities, on the Caregiver-

Implemented Intervention Scale from pre-telecoaching to post-telecoaching? This approach to 

data analysis allows a close examination of cases, which is important given the small number of 

participants in this study, and also provides an understanding of how practices and strategies are 

understood and implemented on a global level. 

Reported and Actual Practices 

EI professionals’ reports of their practices on the Family-Professional Interaction 

Questionnaire: Professional Version, caregivers’ reports of the EI professionals’ practices on the 

Family-Professional Interaction Questionnaire: Family Version, and EI professionals’ actual 
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practices via observational scores on the Caregiver-Implemented Intervention Scale (i.e., pre-

telecoaching) were examined to address the first and second research questions: 

1. What do EI professionals report as their typical home-visiting practices with families 

of toddlers with or at risk for autism spectrum disorder (ASD) and how do these 

compare with their actual home-visiting practices? 

2. Do EI professionals’ reports differ from caregivers’ reports of home-visiting 

practices? 

EI professionals’ reported practices. The first hypothesis was that EI professionals 

would report using home-visiting practices with families of toddlers with or at risk for ASD that 

were in alignment with recommended practice. Table 5 shows, on average, EI professionals’ 

reported family consultation practices were relatively high (M = 3.11, SD = 0.48). On the 4-point 

rating scale, the average score of 3.11 most closely matched the descriptor (3) most of the time. 

As seen in Table 6, EI professionals reported frequent use of 12 of the 15 recommended 

family consultation practices, with average scores for these items ranging from 2.75 to 3.92, 

reflecting closest alignment with the descriptors (3) most of the time or (4) almost always. They 

reported using three of the family consultation practices less frequently, with average scores 

ranging from 1.83 to 2.42, matching the descriptor (2) some of the time. These three practices 

were allowing caregivers to demonstrate first (M = 1.83, SD = 0.72), checking in on the 

feasibility of caregivers’ ability to carry out agreed upon strategies (M = 2.42, SD = 1.00), and 

determining a focus for the next visit (M = 2.42, SD = 1.00). 

  



   

 86 

Table 5 

Participant-Level Reported and Actual Family Consultation Practices on the Family-Professional Interaction Questionnaire and 

Caregiver-Implemented Intervention Scale (1-15) 

 EIP Report 

Caregiver 

Report Actual Practice 

EIP Report 

vs. 

Caregiver Report 

EIP Report 

vs. 

Actual Practice 

Caregiver Report 

vs. 

Actual Practice 

Participants M (SD) M (SD) M (SD) d d d 

A 3.67 (0.72) 3.00 (1.36) 2.67 (1.29) 0.62 0.96 0.25 

B 2.33 (0.90) 2.86 (1.46)a 1.20 (0.78) 0.44 1.34 1.42 

C 3.33 (0.90) 3.07 (1.16) 1.93 (1.16) 0.25 1.35 0.98 

D 3.20 (0.94) 3.00 (1.31) 2.00 (0.85) 0.18 1.34 0.91 

E 3.20 (1.01) 3.33 (1.11) 2.20 (1.08) 0.12 0.96 1.03 

F 3.13 (0.83) 2.87 (1.06) 3.13 (1.19) 0.27 0 0.23 

G 3.87 (0.52) 3.27 (1.28) 4.00 (0) 0.61 0.35 0.81 

H 3.53 (0.64) 3.40 (1.12) 3.20 (1.15) 0.14 0.35 0.18 

I 2.40 (0.83) 3.00 (1.25) 3.79 (0.43)b 0.57 2.10 0.85 

J 2.73 (1.10) 2.73 (0.96) 1.40 (0.83) 0 1.36 1.48 

K 2.73 (0.80) 2.53 (1.25) 2.67 (1.40) 0.19 0.05 0.11 

L 3.13 (0.83) 3.07 (1.39) 2.40 (1.06) 0.05 0.77 0.54 

Total 3.11 (0.48) 3.01 (0.25) 2.55 (0.87) 0.26 0.80 0.72 

Note. EIP = Early Intervention Professional. 

aMissing data, k = 14. bOne item scored N/A, k = 14. 
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Table 6 

Item-Level Reported and Actual Family Consultation Practices on the Family-Professional Interaction Questionnaire and Caregiver-

Implemented Intervention Scale 

 

EIP Report 

(N = 12) 

Caregiver 

Report 

(N = 12) 

Actual 

Practice 

(N = 12) 

EIP Report 

vs. 

Caregiver Report 

EIP Report 

vs. 

Actual Practice 

Caregiver Report 

vs. 

Actual Practice 

Family Consultation Practices M (SD) M (SD) M (SD) d d d 

1. Updates 3.92 (0.29) 3.92 (0.29) 4.00 (0) 0 0.39 0.39 

2. Previous Visit’s Plan 3.25 (0.62) 3.58 (0.90) 1.42 (1.00) 0.43 2.20** 2.27** 

3. Natural Activities 3.58 (0.67) 3.67 (0.65) 2.83 (1.27) 0.14 0.74 0.83 

4. Context of Routines 3.17 (1.03) 3.58 (0.67) 2.75 (1.22) 0.47 0.37 0.84 

5. Materials 3.42 (0.90) 2.33 (1.37) 3.42 (1.17) 0.94* 0 0.86* 

6. Priorities 3.17 (1.12) 1.50 (0.80) 2.67 (1.30) 1.72** 0.41 1.08* 

7. Interactions 3.33 (0.65) 1.83 (0.84) 2.83 (1.03) 2.00** 0.58* 1.06* 

8. Gathering Information 3.42 (0.67) 4.00 (0) 2.67 (1.16) 1.22* 0.79 1.62* 

9. Demonstration 1.83 (0.72) 1.67 (0.99) 2.36 (1.21)a 0.18 0.53 0.62 

10. Ideas, Opinions, Strategies, 

Solutions 
3.25 (0.87) 3.83 (0.58) 2.08 (1.24) 0.78* 1.09* 1.81** 

11. Feasibility 2.42 (1.00) 1.33 (0.49) 1.58 (1.00) 1.38* 0.84 0.32 

12. Appropriate Amount of Help 2.75 (0.75) 3.55 (0.52)b 2.33 (0.99) 1.24* 0.48 1.54* 

13. Review 3.42 (0.79) 3.58 (1.00) 2.67 (1.50) 0.18 0.63 0.71* 

14. What Will Occur Between Visits 3.25 (0.87) 3.50 (1.00) 2.50 (1.38) 0.27 0.65 0.83* 

15. Focus for Next Visit 2.42 (1.00) 3.33 (0.89) 2.00 (1.35) 0.96* 0.35 1.16* 

Subtotal (1-15) 3.11 (0.53) 3.01 (0.97) 2.54 (0.65) 0.13 0.96** 0.57 

16. Friendly - - 3.83 (0.39) - - - 

17. Positive - - 2.58 (1.44) - - - 

18. Response to Family Concerns - - 3.17 (1.34) - - - 

Total (1-18) - - 2.65 (0.68) - - - 

Note. EIP = Early Intervention Professional. 

aItem scored N/A for one participant, n = 11. bMissing data, n = 11. 

Wilcoxon signed-rank tests: *p < .05. **p < .01.  
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Table 7 shows descriptive analysis of social communication strategies at the participant 

level, highlighting EI professionals’ reported familiarity of the strategies, comfort describing the 

strategies to the caregiver, and frequency supporting the caregiver to use the strategies, as rated 

on a 4-point scale. On average, EI professionals reported relatively high levels of familiarity (M 

= 3.37, SD = 0.45), comfort (M = 3.25, SD = 0.40), and frequency (M = 3.27, SD = 0.45) across 

the five social communication strategies, matching the descriptors, (3) pretty familiar, (3) 

comfortable, and (3) sometimes. 

 Table 8 highlights examination of social communication strategies at the item level, with 

EI professionals’ reporting relatively high levels of familiarity, comfort, and frequency across all 

five of the social communication strategies. The average scores for these three domains across all 

five social communication strategies matched the descriptors, (4) very familiar or (3) pretty 

familiar, (4) very comfortable or (3) comfortable, and (4) often or (3) sometimes. 
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Table 7 

Participant-Level Reported Social Communication Strategies on the Family-Professional Interaction Questionnaire 

 Familiarity  Comfort  Frequency 

 EIP Report 
Caregiver 

Report 

EIP vs. 

Caregiver 

Report 

 
EIP 

Report 

Caregiver 

Report 

EIP vs. 

Caregiver 

Report 

 EIP Report 
Caregiver 

Report 

EIP vs. 

Caregiver 

Report 

Participants M (SD) M (SD) d  M (SD) M (SD) d  M (SD) M (SD) d 

A 2.80 (0.45) 2.60 (0.55) 0.40  2.80 (0.45) 3.00 (0) 0.63  3.40 (0.89) 3.40 (0.55) 0 

B 3.40 (0.89) 2.80 (1.30) 0.54  3.60 (0.55) 3.40 (0.55) 0.36  3.00 (1.23) 3.60 (0.55) 0.63 

C 4.00 (0) 3.40 (0.55) 1.54  3.60 (0.55) 3.80 (0.45) 0.40  3.20 (0.45) 4.00 (0) 2.51 

D 3.20 (0.84) 4.00 (0) 1.35  3.40 (0.55) 4.00 (0) 1.54  3.00 (1.23) 4.00 (0) 1.15 

E 3.60 (0.55) 4.00 (0) 1.03  3.60 (0.55) 4.00 (0) 1.03  3.60 (0.55) 4.00 (0) 1.03 

F 3.60 (0.55) 3.20 (0.45) 0.80  3.60 (0.55) 3.20 (0.45) 0.80  3.60 (0.89) 3.60 (0.55) 0 

G 3.20 (0.84) 3.80 (0.45) 0.89  2.80 (0.45) 4.00 (0) 3.77  2.20 (0.84) 4.00 (0) 3.03 

H 3.40 (1.34) 3.20 (0.84) 0.18  3.20 (1.30) 3.00 (1.00) 0.17  3.40 (1.34) 3.20 (1.30) 0.15 

I 3.80 (0.45) 3.20 (0.45) 1.33  3.20 (0.45) 3.40 (0.55) 0.40  3.00 (0) 3.40 (0.55) 1.03 

J 3.20 (0.45) 3.40 (0.89) 0.28  3.20 (0.45) 3.60 (0.55) 0.80  4.00 (0) 3.40 (0.55) 1.54 

K 2.40 (0.55) 3.00 (0.71) 0.94  2.40 (0.55) 2.60 (0.89) 0.27  3.20 (0.45) 2.80 (0.84) 0.59 

L 3.80 (0.45) 4.00 (0) 0.63  3.60 (0.55) 4.00 (0) 1.03  3.60 (0.55) 4.00 (0) 1.03 

Total 3.37 (0.45) 3.38 (0.48) 0.02  3.25 (0.40) 3.50 (0.48) 0.57  3.27 (0.45) 3.62 (0.40) 0.82 

Note. EIP = Early Intervention Professional. 
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Table 8 

Item-Level Reported Social Communication Strategies on the Family-Professional Interaction 

Questionnaire 

 EIP Report 

(N = 12) 
 

Caregiver Report 

(N = 12) 
  

Social Communication Strategies M (SD)  M (SD)  d 

Arranging Environment      

16A. Familiarity 3.67 (0.65)  3.08 (0.67)  0.89 

16B. Comfort 3.50 (0.67)  3.17 (0.72)  0.47 

16C. Frequency 3.50 (0.52)  3.42 (0.67)  0.13 

Following Child’s Lead      

17A. Familiarity 3.75 (0.45)  3.92 (0.29)  0.45 

17B. Comfort 3.50 (0.52)  3.92 (0.29)  1.00* 

17C. Frequency 3.58 (0.52)  3.92 (0.29)  0.81* 

Balancing Turns      

18A. Familiarity 2.83 (0.94)  3.50 (0.67)  0.82* 

18B. Comfort 2.92 (0.90)  3.50 (0.67)  0.73* 

18C. Frequency 2.67 (1.07)  3.67 (0.49)  1.20* 

Prompting Language & Actions      

19A. Familiarity 3.58 (0.52)  3.42 (0.67)  0.27 

19B. Comfort 3.42 (0.52)  3.50 (0.67)  0.13 

19C. Frequency 3.58 (0.67)  3.58 (0.67)  0 

Expanding Child’s Focus      

20A. Familiarity 3.00 (0.74)  3.00 (0.95)  0 

20B. Comfort 2.92 (0.52)  3.42 (0.67)  0.83 

20C. Frequency 3.00 (1.04)  3.50 (0.91)  0.51 

Note. EIP = Early Intervention Professional. 

Wilcoxon signed-rank tests: *p < .05. 
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EI professionals’ reported and actual practices. The second hypothesis was that EI 

professionals’ reported home-visiting practices would differ from their actual practices with 

families of toddlers with or at risk for ASD, such that they would use recommended practices 

less frequently than reported. As Table 5 shows, EI professionals’ reported family consultation 

practices (M = 3.11, SD = 0.48) at the participant level were, on average, greater compared to 

their actual (i.e., observed) family consultation practices (M = 2.55, SD = 0.87). The average 

effect size using Cohen’s d was large (d = 0.80), demonstrating four fifths of a standard-

deviation difference. Results from a Wilcoxon signed-rank test, however, showed that the 

difference between EI professionals’ reported and actual family consultation practices was not 

statistically significant (Z = -1.87, p = .06). In addition, the effect sizes for seven of the 12 EI 

professionals were large (range = 0.96-2.10), with higher reported family consultation practices 

than actual family consultation practices for six of these EI professionals. 

 Figure 4 also presents EI professionals’ reported and actual practices, but in a slightly 

different manner, highlighting discrepancies with EI professionals’ average actual practice scores 

arranged in ascending order. Visual analysis revealed a trend in the data, with larger differences 

for EI professionals who had lower scores on actual practices and smaller differences for those 

who had higher scores on actual practices, with the exception of one participant. 
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Figure 4. Comparison of EI professionals’ actual and reported practices in ascending order 

of reported practice. 

 

As highlighted in Table 6, item-level examination of the difference between EI 

professionals’ reported and actual family consultation practices showed a large average effect 

size (d = 0.96). Results from a Wilcoxon signed-rank test showed that this difference was 

statistically significant (Z = -2.80, p = .005). Three of the 15 items had large effect sizes, with 

professionals reporting they do these practices but the practices not being observed in the single 

home visit observation: (a) referring to the previous visit’s plan; (b) providing ample opportunity 

for the caregiver to come up with ideas, opinions, strategies, or solutions; and (c) checking in on 

the feasibility of caregivers’ ability to carry out agreed upon strategies. Although no reliability 

can be inferred from single items, some patterns can be deduced from looking at individual 

items. Results from Wilcoxon signed-rank tests revealed that three of the 15 items showed 
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statistically significant differences: (a) referring to the previous visit’s plan (Z = -2.88, p = .004); 

(b) interacting primarily with the caregiver or with the caregiver and child (Z = -2.45, p = .01); 

and (c) providing ample opportunity for the caregiver to come up with ideas, opinions, strategies, 

or solutions (Z = -2.10, p = .04). On the other hand, the effect size was 0 for the item, using 

existing materials in the family’s home, highlighting no difference between EI professionals’ 

reported and actual practice. 

 Even though Table 7 and Table 8 present descriptive data for reported familiarity, 

comfort, and frequency of social communication strategies, accurately comparing reported 

practice and actual practice in this social communication strategy domain is challenging owing to 

the issue of appropriateness and relevance previously mentioned. For example, how often EI 

professionals report using a particular social communication strategy with their target families 

might not reflect whether or not they appropriately use the strategy during a particular home visit 

with that family, because the strategy might not be the best match for the target outcome(s) 

during that visit. Thus, Table 7 and Table 8 show descriptive data for EI professionals’ reported 

familiarity, comfort, and frequency of social communication strategies, and Table 9 shows EI 

professionals’ actual use of social communication strategies during the home visit with the 

family (pre-telecoaching), emphasizing whether they mentioned the strategy and whether the 

mention was appropriate. The ultimate goal of analyzing the data in this manner was to 

determine whether EI professionals’ use of the strategy is appropriate in the context of the 

interaction with the family. EI professionals’ actual use of social communication strategies (pre-

telecoaching and post-telecoaching) is further discussed in the results under Telecoaching 

Intervention. 
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Table 9 

Participant-Level Social Communication Strategies From Pre-Telecoaching to Post-

Telecoaching on the Caregiver-Implemented Intervention Scale 

 Pre-Telecoaching  Post-Telecoaching 

Participants # Mentioned # Appropriate  # Mentioned  # Appropriate 

BIE       

A 1 1  1  1 

C 1 0  4  4 

D 3 1  1  1 

F 5 5  4  4 

I 0 0  1  1 

K 3 3  4  4 

VR       

B 1 1  4  4 

E 3 2  3  3 

G 2 1  4  4 

H 2 2  1  1 

J 1 0  0  0 

 M (SD) M (SD)  M (SD)  M (SD) 

BIE Total 

(N = 6) 

2.17 (1.83) 1.67 (1.97)  2.50 (1.64)  2.50 (1.64) 

VR Total 

(N = 5) 

1.80 (0.84) 1.20 (0.84)  2.40 (1.82)  2.40 (1.82) 

Total 

(N = 11) 

2.00 (1.41) 1.45 (1.51)  2.45 (1.63)  2.45 (1.63) 

Note. BIE = Bug-in-Ear; VR = Video Review.  
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EI professionals’ and caregivers’ reported practices. The third hypothesis was that EI 

professionals’ reports would differ from caregivers’ reports of home-visiting practices, with 

caregivers’ reports more closely matching EI professionals’ actual practice compared to EI 

professionals’ reports. In fact, when examining the data at the participant level, EI professionals’ 

reported family consultation practices (M = 3.11, SD = 0.48) were slightly greater compared to 

caregivers’ reports of their EI professionals’ family consultation practices (M = 3.01, SD = 0.25), 

on average (see Table 5). EI professionals’ and caregivers’ reports of family consultation 

practices differed only slightly (d = 0.26), and results from a Wilcoxon signed-rank test 

demonstrated no statistically significant difference (Z = -1.16, p = 0.25). Caregivers’ reports of 

family consultation practices differed from EI professionals’ actual (i.e., observed) family 

consultation practices (d = 0.72), although the difference was not statistically significantly 

different (Z = -1.73, p = .08). Even though EI professionals’ and caregivers’ reported practices 

did not differ to a large extent at the participant level, caregivers’ reports and EI professionals’ 

actual practices differed to a large extent (range = 0.81-1.48) for seven of the 12 participants. 

The direction of the differences between EI professionals’ and caregivers’ reported practices 

varied per dyad, with eight of the 12 EI professionals rating their practices higher compared to 

caregivers’ reports, on average. 

As Table 6 shows, 7 of the 15 items had large effect sizes for differences between 

caregivers’ reports and EI professionals’ reports of family consultation practices at the item 

level, ranging from 0.94 to 2.01, even though results from a Wilcoxon signed-rank test showed 

no statistically significant difference (Z = .00, p = 1.00). Acknowledging the lack of reliability of 

the family data, results from Wilcoxon signed-rank tests revealed that 8 of the 15 items showed 

statistically significant differences between EI professionals’ and caregivers’ reports. Caregivers’ 
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reported family consultation practices and EI professionals’ actual practices differed moderately 

(d = 0.57), but results from a Wilcoxon signed-rank test revealed this difference was not 

statistically significant (Z = -1.56, p = .12). Eleven of the items (range = 0.83-2.27) differed 

between caregivers’ reports and EI professionals’ actual practices, and results from Wilcoxon 

signed-rank tests revealed statistically significant differences for 10 of the items. Overall, 

caregivers’ reported practices were lower compared to EI professionals’ reported practices and 

actual practices only on the items that were reverse scored (Items 5, 6, 7, 9, 11). 

Table 7 highlights differences between EI professionals’ and caregivers’ reports of social 

communication strategies at the participant level. The effect size for average comfort was 

moderate (d = 0.57) and the effect size for average frequency was large (d = 0.82), but results 

from Wilcoxon signed-rank tests showed no statistically significant difference for familiarity (Z 

= -0.12, p = .91), comfort (Z = -1.88, p = .06), or frequency (Z = -1.69, p = .09), on average. 

When examining these strategies per dyad, seven of the dyads had large effect sizes for 

familiarity, ranging from 0.80 to 1.54. In addition, for six of the dyads, EI professionals’ average 

reported scores were higher compared to caregivers’ average reported scores for familiarity, 

demonstrating variability across the 12 dyads. Six of the dyads had large effect sizes for comfort 

(range = 0.80-3.77), and, for three of the dyads, EI professionals’ average reported scores were 

higher than caregivers’ average reported scores in this domain. When examining frequency of 

social communication strategies, seven of the 12 dyads had large effect sizes (range = 1.03-3.03) 

and two of the dyads showed no difference. Only three of the 12 dyads showed that EI 

professionals’ average reported scores were higher than caregivers’ average reported scores in 

this domain. Therefore, the pattern of these results was that caregivers often reported higher 
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levels of familiarity, comfort, and frequency of EI professionals’ use of the strategies compared 

to their EI professionals’ reports. 

When examining reported social communication strategies at the item level, EI 

professionals’ and caregivers’ reported practices differed, with large effect sizes for six of the 15 

items, and two items showing no differences (see Table 8). Results from Wilcoxon signed-rank 

tests revealed statistically significant differences between EI professionals’ and caregivers’ 

reported practices for five of the items. Overall, caregivers rated nine of the items higher than EI 

professionals. 

Telecoaching Intervention 

EI professionals’ actual practices via observational scores on the Caregiver-Implemented 

Intervention Scale at pre-telecoaching and post-telecoaching were examined to address the third 

research question: Do EI professionals’ home-visiting practices differ from pre-telecoaching to 

post-telecoaching and how does this change differ between bug-in-ear telecoaching and video 

review telecoaching? Because Participant L participated in Part 1 only and did not participate in 

the telecoaching intervention, her baseline data were not included in the pre-telecoaching dataset. 

Pre-telecoaching to post-telecoaching. The fourth hypothesis was that EI professionals’ 

home-visiting practices would improve from pre-telecoaching to post-telecoaching. As Table 10 

demonstrates, EI professionals’ family consultation practices increased, on average, from pre-

telecoaching (M = 2.67, SD = 0.87) to post-telecoaching (M = 3.33, SD = 0.67). There was a 

large difference between EI professionals’ family consultation practices at pre-telecoaching and 

at post-telecoaching (d = 0.85) on average, and results from the Wilcoxon signed-rank test 

showed that this difference was statistically significant (Z = -2.49, p = .01). Nine of the 11 EI 

professionals showed an increase in family consultation practices from pre-telecoaching to post-
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telecoaching, with the remaining two EI professionals demonstrating only slight decreases. The 

effect sizes for four of the 11 EI professionals were large (range = 1.13-2.17). These four EI 

professionals’ average family consultation practices at pre-telecoaching were lower (range = 

1.33-2.33) compared to all but one of the other EI professionals. 

Figure 5 compares EI professionals’ family consultation practices at pre-telecoaching and 

post-telecoaching, arranged by condition (i.e., bug-in-ear or video review) and in ascending order 

of pre-telecoaching scores. Visual analysis highlighted a slight trend in the data, with a tendency 

for EI professionals who had lower scores at pre-telecoaching to show larger gains from pre-

telecoaching to post-telecoaching and for EI professionals who had higher scores at pre-

telecoaching to show smaller gains. In addition, the two EI professionals whose scores slightly 

decreased from pre-telecoaching to post-telecoaching had relatively high scores at pre-

telecoaching. 
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Table 10 

Participant-Level Family Consultation Practices From Pre-Telecoaching to Post-Telecoaching 

on the Caregiver-Implemented Intervention Scale (1-18) 

 

Telecoaching 

Sessions 

 

Pre  Post  Pre vs. Post  

Participants N  M (SD)  M (SD)  d 

BIE        

A 6  2.72 (1.32)  2.78 (1.22)  0.05 

C 6  2.11 (1.28)  3.47 (1.13)a  1.13 

D 6  2.33 (1.09)  4.00 (0.00)  2.17 

F 5  3.22 (1.11)  3.11 (1.23)  -0.09 

I 6  3.82 (0.39)b  3.94 (0.24)b  0.37 

K 6  2.89 (1.37)  3.56 (0.98)  0.56 

VR        

B 5  1.33 (0.97)  3.00 (1.03)c  1.67 

E 6  2.28 (1.13)  3.44 (0.86)  1.16 

G 4  4.00 (0)  3.94 (0.24)b  -0.35 

H 6  3.17 (1.20)  3.72 (0.75)  0.55 

J 4  1.44 (0.86)  1.72 (0.96)  0.31 

BIE Total 

(N = 6) 
-  2.85 (0.62)  3.48 (0.47)  1.15 

VR Total 

(N = 5) 
-  2.44 (1.14)  3.17 (0.88)  0.72 

Total 

(N = 11) 
-  2.67 (0.87)  3.33 (0.67)  0.85* 

       p = .01 

Note. Pre = Pre-Telecoaching; Post = Post-Telecoaching. BIE = Bug-in-Ear; VR = Video Review. 

aThree items scored N/A, k = 15. bOne item scored N/A, k = 17. cTwo items score N/A, k = 16. 
Wilcoxon signed-rank tests: *p < .05. 
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Figure 5. Comparison of EI professionals’ practices at pre-telecoaching and post-

telecoaching in ascending order of pre-telecoaching practices, per condition. 

 

As Table 11 shows, examination of family consultation practices at the item level at pre-

telecoaching and post-telecoaching demonstrates a large average effect size (d = 1.14). Results 

from a Wilcoxon signed-rank test showed that this difference was statistically significant (Z = -

3.51, p < .001). Family consultation practices increased, on average, from pre-telecoaching to 

post-telecoaching, for 16 of the 18 items. The two items with average decreases in family 

consultation practices from pre-telecoaching to post-telecoaching were (a) asking the caregiver 

for updates and (b) reviewing what occurred during the visit. The effect sizes for six of the items 

were large (range = 0.82-1.70), and results from Wilcoxon signed-rank tests showed statistically 
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significant differences for seven of the items, five of which had large effect sizes: (a) referring to 

the previous visit’s plan (Z = -2.23, p = .03); (b) discussing/practicing child skills in the context 

of routines (Z = -2.23, p = .03); (c) focusing on the caregiver’s priorities (Z = -2.06, p = .04); (d) 

facilitating interaction between the caregiver and child during demonstration (Z = -2.04, p = .04); 

(e) providing ample opportunity for the caregiver to come up with ideas, opinions, strategies, or 

solutions (Z = -2.22, p = .03); (f) discussing a focus for the next visit (Z = -2.16, p = .03); and (g) 

being overtly positive about the child and caregiver (Z = -2.04, p = .04). 

Table 9 highlights descriptive data for social communication strategies at the participant 

level at pre-telecoaching and post-telecoaching. On average, EI professionals’ mention of the 

five social communication strategies increased from pre-telecoaching (M = 2.00, SD = 1.41) to 

post-telecoaching (M = 2.45, SD = 1.63), and the appropriateness of these mentions also 

increased from pre-telecoaching (M = 1.45, SD = 1.51) to post-telecoaching (M = 2.45, SD = 

1.63). As noted previously, however, the present study emphasized the importance of a match 

between mention and appropriateness of a particular social communication strategy over 

frequent use of the strategies during a home visit. At pre-telecoaching, the number of items 

mentioned matched the number of items mentioned appropriately for six of the 11 EI 

professionals. At post-telecoaching, the number of items mentioned matched the number of items 

mentioned appropriately for all 11 of the EI professionals. 

  



   

 102 

Table 11 

Item-Level Family Consultation Practices From Pre-Telecoaching to Post-Telecoaching on the Caregiver-Implemented Intervention 

Scale (1-18) 

 
BIE 

(N = 6) 
 

VR 

(N = 5) 
 

Total 

(N = 11) 

 Pre Post 
Pre vs. 

Post 
 Pre Post 

Pre vs. 

Post 
 Pre Post 

Pre vs. 

Post 

Family Consultation 

Practices 
M (SD) M (SD) d  M (SD) M (SD) d  M (SD) M (SD) d 

1. Updates 4.00 (0) 3.67 (0.82) -0.57  4.00 (0) 3.60 (0.89) -0.90  4.00 (0) 3.64 (0.81) -0.63 

2. Previous Visit’s 

Plan 
1.33 (0.82) 2.83 (1.47) 1.26  1.60 (1.34) 2.60 (1.52) 0.70  1.45 (1.04) 2.73 (1.42) 1.03* 

3. Natural Activities 3.33 (1.03) 3.83 (0.41) 0.64  2.40 (1.52) 3.20 (1.30) 0.57  2.91 (1.30) 3.55 (0.93) 0.57 

4. Context of 

Routines 
3.00 (1.10) 3.83 (0.41) 1.00  2.20 (1.30) 3.40 (1.34) 0.91  2.64 (1.21) 3.64 (0.92) 0.93* 

5. Materials 3.83 (0.41) 4.00 (0) 0.59  2.80 (1.64) 3.40 (1.34) 0.40  3.36 (1.21) 3.73 (0.91) 0.35 

6. Priorities 3.17 (0.98) 3.83 (0.41) 0.88  2.20 (1.64) 3.40 (0.89) 0.91  2.73 (1.35) 3.64 (0.67) 0.85* 

7. Interactions 3.00 (0.89) 3.50 (0.84) 0.58  2.80 (1.30) 3.20 (0.84) 0.37  2.91 (1.04) 3.36 (0.81) 0.48 

8. Gathering 

Information 
3.00 (0.89) 3.50 (1.23) 0.47  2.40 (1.52) 3.60 (0.89) 0.96  2.73 (1.19) 3.55 (1.04) 0.73 

9. Demonstration 2.20 (1.30)a 3.40 (0.89)a 1.08  2.60 (1.34) 3.00 (0.82)b 0.36  2.40 (1.27)c 3.22 (0.83)d 0.76* 

10. Ideas, Opinions, 

Strategies, 

Solutions 

2.17 (1.47) 3.50 (1.23) 0.98  2.00 (1.23) 2.80 (1.30) 0.63  2.09 (1.30) 3.18 (1.25) 0.85* 

11. Feasibility 1.67 (0.82) 2.00 (1.55) 0.27  1.60 (1.34) 2.40 (1.52) 0.56  1.64 (1.03) 2.18 (1.47) 0.43 

12. Appropriate 

Amount of Help 
2.50 (1.05) 3.17 (1.17) 0.60  2.20 (1.10) 3.20 (0.84) 1.02  2.36 (1.03) 3.18 (0.98) 0.82 

13. Review 2.33 (1.51) 2.60 (1.52)a 0.18  2.80 (1.64) 2.00 (1.41) 0.52  2.55 (1.51) 2.30 (1.42)c -0.17 
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14. What Will Occur 

Between Visits 
2.67 (1.51) 3.20 (1.30)a 0.38  2.40 (1.52) 2.75 (1.50)b 0.23  2.55 (1.44) 3.00 (1.32) d 0.33 

15. Focus for Next 

Visit 
2.00 (1.55) 3.80 (0.45)a 1.58  2.00 (1.41) 3.75 (0.50)b 1.65  2.00 (1.41) 3.78 (0.44)d 1.70* 

16. Friendly 4.00 (0) 4.00 (0) 0  3.60 (0.55) 3.80 (0.45) 0.40  3.82 (0.41) 3.91 (0.30) 0.25 

17. Positive 2.83 (1.47) 3.67 (0.82) 0.71  2.20 (1.64) 3.20 (1.30) 0.68  2.55 (1.51) 3.45 (1.04) 0.69* 

18. Response to 

Family Concerns 
4.00 (0) 4.00 (0) 0  2.20 (1.64) 3.60 (0.89) 1.06  3.18 (1.40) 3.82 (0.60) 0.59 

Total 2.84 (0.81) 3.46 (0.54) 0.90**  2.44 (0.61) 3.16 (0.49) 1.30**  2.66 (0.66) 3.33 (0.50) 1.14*** 

   p = .001    p = .001    p < .001 

Note. Pre = Pre-Telecoaching; Post = Post-Telecoaching. 

aItem scored N/A for one participant, n = 5. bItem scored N/A for one participant, n = 4. cItem scored N/A for one participant, n = 10. dItem scored 

N/A for two participants, n = 9. 

Wilcoxon signed-rank tests: *p < .05. **p < .01. ***p < .001 

 

 

Table 12 shows EI professionals’ mention and appropriateness of each individual social communication strategy at pre-

telecoaching and post-telecoaching. Whereas two EI professionals mentioned expanding the child’s focus at pre-telecoaching, six 

mentioned this strategy at post-telecoaching. Mention of the other social communication strategies from pre-telecoaching to post-

telecoaching remained relatively the same. Even though 10 EI professionals mentioned prompting language and actions at pre-

telecoaching, only six of them did so appropriately. At post-telecoaching, however, 10 EI professionals mentioned this strategy and 

their mention was appropriate, demonstrating an overall increase in understanding of the strategy from pre-telecoaching to post-

telecoaching. 
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Table 12 

Item-Level Social Communication Strategies From Pre-Telecoaching to Post-Telecoaching on the Caregiver-Implemented 

Intervention Scale 

 BIE 

(N = 6) 
 

VR 

(N = 5) 
 

Total 

(N = 11) 

 Pre  Post  Pre  Post  Pre  Post 

SC Strategies M A  M A  M A  M A  M A  M A 

Arranging 

Environment 
2 2  3 3  3 3  2 2  5 5  5 5 

Following Child’s 

Lead 
2 1  3 3  1 1  2 2  3 2  5 5 

Balancing Turns 2 1  0 0  0 0  1 1  2 1  1 1 

Prompting 

Language & 

Actions 

5 4  6 6  5 2  4 4  10 6  10 10 

Expanding Child’s 

Focus 
2 2  3 3  0 0  3 3  2 2  6 6 

Note. BIE = Bug-in-Ear; VR = Video Review; Pre = Pre-Telecoaching; Post = Post-Telecoaching; SC Strategies = Social Communication 

Strategies; M = Mentioned; A = Appropriate. 
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Bug-in-ear telecoaching and video review telecoaching. The fifth hypothesis was that 

EI professionals in the bug-in-ear condition would show greater improvements in home-visiting 

practices compared to EI professionals in the video review condition. Results from a Mann-

Whitney U test showed that there was no statistically significant difference in average family 

consultation practices at the participant level between the bug-in-ear condition and video review 

condition at pre-telecoaching (U = 11.00, p = .47, d = 0.45). As Table 10 shows, family 

consultation practices for the bug-in-ear condition increased, on average, from pre-telecoaching 

(M = 2.85, SD = 0.62) to post-telecoaching (M = 3.48, SD = 0.47). Family consultation practices 

for the video review condition also increased, on average, from pre-telecoaching (M = 2.44, SD = 

1.14) to post-telecoaching (M = 3.17, SD = 0.88). Owing to the smaller number of participants in 

these two groups, I did not run Wilcoxon signed-rank tests, however, the average effect size was 

large (d = 1.15) for the bug-in-ear condition and moderate (d = 0.72) for the video review 

condition. When comparing the bug-in-ear and video review conditions at post-telecoaching, 

results from a Mann-Whitney U test showed that there was no statistically significant difference 

in average family consultation practices (U = 11.50, p = .52, d = 0.44). The average effect size 

for pre-telecoaching to post-telecoaching differences was large for two EI professionals in the 

bug-in-ear condition and two EI professionals in the video review condition. In addition, visual 

analysis of the data presented in Figure 5 showed no distinct differences in patterns of growth 

across the two conditions. Rather, EI professionals with lower scores at telecoaching tended to 

show greater improvements in their family consultation practices from pre-telecoaching to post-

telecoaching, regardless of condition, with the exception of one participant. 

 As Table 11 shows, when examining pre-telecoaching and post-telecoaching differences 

in family consultation practices across conditions at the item level, the average effect size was 
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large for both the bug-in-ear condition (d = 0.90) and for the video review condition (d = 1.30). 

Results from Wilcoxon signed-rank tests revealed statistically significant differences, on 

average, from pre-telecoaching to post-telecoaching for the bug-in-ear condition (Z = -3.34, p = 

.001) and for the video review condition (Z = -3.19, p = .001) as well. When examining pre-

telecoaching to post-telecoaching differences for each individual item in both conditions, the 

effect sizes were large for six of the 18 items for the bug-in-ear condition (range = 0.88-1.58) 

and seven of the 18 items for the video review condition (range = 0.90-1.65). Results from 

Wilcoxon signed-rank tests, however, showed no statistically significant differences. 

As Table 9 demonstrates, EI professionals in both the bug-in-ear condition and video 

review condition showed an increase, on average, in number of social communication strategies 

mentioned and mentioned appropriately from pre-telecoaching to post-telecoaching. Table 12 

highlights few differences at the item level between the bug-in-ear condition and video review 

condition at pre-telecoaching and post-telecoaching. As mentioned previously, the intent of 

examining social communication strategies at pre-telecoaching and post-telecoaching was to 

determine whether EI professionals’ mention of the strategy matched appropriateness at these 

two time points. Thus, differences in these data were not analyzed.  

Social Validity 

 EI professionals’ and caregivers’ beliefs about the home-visiting practices described on 

their respective versions of the Family-Professional Interaction Questionnaire were examined to 

determine the social validity of the practices included on the measures and emphasized during 

the telecoaching intervention. EI professionals’ and caregivers’ responses on their respective 

versions of the Social Validity Questionnaire were also examined to determine the social validity 

of the telecoaching intervention. 
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EI professionals’ and caregivers’ beliefs. Table 13 reveals EI professionals’ and 

caregivers’ beliefs (i.e., rated importance) about the family consultation practices highlighted on 

the Family-Professional Interaction Questionnaire and Caregiver-Implemented Intervention 

Scale. On average, EI professionals (M = 3.19, SD = 0.77) and caregivers (M = 3.05, SD = 1.09) 

reported beliefs matching descriptor (3) important on the 4-point rating scale. Calculation of 

Cohen’s d revealed no difference between EI professionals’ and caregivers’ beliefs (d = 0.15), 

and results from a Wilcoxon signed-rank test showed no statistically significant difference as 

well (Z = -1.05, p = 0.29). Three of the 15 items had large effect sizes (range = 1.14-1.31), and 

results from Wilcoxon signed-rank tests showed that these differences between EI professionals’ 

and caregivers’ beliefs were statistically significant. These three items consisted of: (a) focusing 

on the caregiver’s priorities (Z = -2.46, p = .01); (b) interacting with the caregiver or with the 

caregiver and child (Z = -2.25, p = .02); and (c) discussing a focus for the next visit (Z = -2.46, p 

= .01), however, the directionality of these differences was not consistent. In addition, EI 

professionals reported greater importance for eight of the 15 items, whereas caregivers reported 

greater importance for seven of the 15 items, demonstrating no visible pattern in the 

directionality of differences. Examination of the data at the participant level also showed very 

few discrepancies (defined by at least a two-point difference in ratings) between each 

participant’s reported use of practices and reported beliefs for each of the 15 family consultation 

practices. A total of 16 discrepancies out of a possible 180 were identified across the 12 EI 

professionals, and a total of 12 discrepancies out of a possible 180 were identified across the 12 

caregivers, demonstrating their beliefs were most often in alignment with whatever practices the 

EI professionals used. 
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Table 13 

Beliefs About Family Consultation Practices on the Family-Professional Interaction 

Questionnaire (1-15) 

 EIP Beliefs 

(N = 12) 
 

Caregiver Beliefs 

(N = 12) 
  

Family Consultation Practices M (SD)  M (SD)  d 

1. Updates 4.00 (0)  3.83 (0.39)  0.62 

2. Previous Visit’s Plan 3.92 (0.29)  3.67 (0.49)  0.62 

3. Natural Activities 3.92 (0.29)  3.75 (0.45)  0.45 

4. Context of Routines 3.75 (0.62)  3.83 (0.39)  0.15 

5. Materials 2.83 (1.03)  2.25 (1.14)  0.53 

6. Priorities 2.50 (1.24)  1.25 (0.62)  1.28* 

7. Interactions 2.67 (0.78)  1.75 (0.62)  1.31* 

8. Gathering Information 3.75 (0.45)  4.00 (0)  0.79 

9. Demonstration 1.67 (0.78)  1.33 (0.65)  0.47 

10. Ideas, Opinions, Strategies, 

Solutions 
3.83 (0.39)  3.92 (0.29)  0.26 

11. Feasibility 1.82 (1.08)a  1.42 (0.52)  0.47 

12. Appropriate Amount of Help 2.92 (0.79)  3.36 (0.81)a  0.55 

13. Review 3.67 (0.49)  3.75 (0.45)  0.17 

14. What Will Occur Between 

Visits 
3.67 (0.49)  3.75 (0.45)  0.17 

15. Focus for Next Visit 3.00 (0.95)  3.83 (0.39)  1.14* 

Total 3.19 (0.77)  3.05 (1.09)  0.15 

Note. EIP = Early Intervention Professional. 

aMissing data, n = 11. 

Wilcoxon signed-rank tests: *p < .05. 
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 To determine the social validity of the social communication strategies, EI professionals 

and caregivers rated the overall helpfulness and feasibility of the five strategies. Overall, the EI 

professionals and caregivers found the five social communication strategies to be both helpful 

and feasible. EI professionals’ ratings were helpful (n = 3) or very helpful (n = 9) and feasible (n 

= 8) or very feasible (n = 4). The caregivers’ ratings were helpful (n = 1) or very helpful (n = 11) 

and somewhat feasible (n = 1), feasible (n = 5), or very feasible (n = 6). 

Social validity questionnaires. Table 14 shows EI professionals’ and caregivers’ 

average ratings of the telecoaching intervention following their participation in the project. On 

average, EI professionals (M = 3.65, SD = 0.23) and caregivers (M = 3.55, SD = 0.16) agreed 

with the items on the social validity questionnaires, with their average scores in closest 

alignment with the descriptor (4) strongly agree on the 4-point rating scale. The following 

section highlighting EI professionals’ responses during their post-telecoaching interviews further 

addresses social validity of the telecoaching intervention. 
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Table 14 

Telecoaching Intervention Social Validity Questionnaires 

 EIP 

(N = 11) 

Items M (SD) 

1. I enjoyed participating in the telecoaching project. 3.91 (0.30) 

2. Telecoaching is an effective way to support professionals and families in the 

community. 
3.82 (0.40) 

3. The technology was easy to use. 3.44 (0.53)a 

4. My home-visiting practices have become more collaborative and family-

centered as a result of participation in the telecoaching project. 
3.55 (0.52) 

5. My understanding of supports for children with social communication 

delays has improved as a result of participation in the telecoaching project. 
3.55 (0.52) 

6. The caregiver demonstrated increased confidence in interactions with his or 

her child as a result of participation in the telecoaching project. 
3.36 (0.50) 

7. I use the strategies learned from the telecoaching project with other families 

on my caseload. 
3.91 (0.30) 

Total 3.65 (0.23) 

 Caregiver 

(N = 10)b 

Items M (SD) 

1. I enjoyed participating in the telecoaching project. 3.70 (0.48) 

2. Telecoaching is an effective way to support professionals and families in the 

community. 
3.70 (0.48) 

3. My early interventionist's home-visiting practices have become more 

collaborative and family-centered as a result of participation in the 

telecoaching project. 

3.70 (0.48) 

4. My early interventionist's understanding of supports for children with social 

communication delays has improved as a result of participation in the 

telecoaching project. 

3.67 (0.50) 

5. My knowledge of supports for children with social communication delays 

has improved as a result of participation in the telecoaching project. 
3.33 (0.50) 

6. My confidence in interactions with my child has increased as a result of 

participation in the telecoaching project. 
3.40 (0.52) 

7. I have seen improvements in my child as a result of participation in the 

telecoaching project. 
3.40 (0.52) 

8. I use the strategies learned from the telecoaching project in my everyday 

routines. 
3.50 (0.53) 

Total 3.55 (0.16) 

Note. EIP = Early Intervention Professional. 

aMissing data, n = 10. bOne survey not returned. 
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Post-Telecoaching Interviews 

EI professionals’ descriptions of their home-visiting practices and telecoaching 

experience via post-telecoaching interviews were examined to address the fourth research 

question: How do EI professionals describe their home-visiting practices and their participation 

in the telecoaching intervention following the intervention? Results are organized by findings 

and, following convention from grounded theory (Glaser and Strauss, 2017), those findings are 

placed in the context of the conceptual framework and purposes of this study. The following nine 

findings are conclusions drawn from EI professionals’ reports, and statements throughout this 

section are stated in general terms, understanding that these terms never apply to all members of 

a particular population, such as EI professionals. 

 Finding #1: Telecoaching improves EI professionals’ approach to home visiting. 

When asked to describe how their home-visiting practices changed because of their participation 

in the telecoaching project, all the EI professionals provided specific examples of ways their 

home-visiting practices improved. EI professionals also provided such examples throughout the 

interviews when reflecting on their home visits and the overall telecoaching experience. Many EI 

professionals referred to specific examples related to the 18 family consultation practices from 

the Caregiver-Implemented Intervention Scale that they used more frequently following 

participation in the telecoaching project. Such practices included: (a) asking the caregivers more 

questions; (b) encouraging the caregivers to provide input; (c) interacting with the caregivers 

more than the children; (d) asking the caregivers their priorities and what they wanted to focus 

on during the home visits; (e) tying strategies to different routines or times of day; (f) making a 

plan with the caregivers for the next home visit; (g) checking in with the caregivers on what they 

want to focus on between home visits; and (h) referencing the plan from the previous visit at the 
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beginning of each home visit. One EI professional described the following change in her 

practice: 

My home-visiting practices have changed a lot. A lot in the sense that instead of me 

being the one that is modeling and demonstrating first, I’m allowing the parent to step in 

and try the things that they come up with from their own experience with their child. 

Another EI professional said, “I feel like I have become less dominant in these sessions and a 

little more open-ended – not necessarily passive, but open-ended to the extent of letting the 

parent be in the driver seat.” 

EI professionals also described specific examples of practices they did previously during 

their home visits that changed following participation in the telecoaching project. These 

examples included: (a) providing suggestions more often; (b) taking a therapist-led approach; (c) 

being more hands-on and stepping back less; (d) talking more and listening less; (e) telling 

caregivers what to work on; and (f) coming into the home visits with their own agenda or with 

pre-determined handouts. The descriptions of EI professionals’ changes in their home-visiting 

practices, including increases in recommended practices and decreases in non-recommended 

practices, demonstrate the overall improvement in their home visiting and reflect the 

implementation of a more family-centered, caregiver-implemented approach to intervention. 

Finding #2: EI professionals’ work with the families during telecoaching made a 

difference in caregivers and children. In addition to the changes in their own home-visiting 

practices described above, EI professionals also described changes they saw in the caregivers and 

children during the telecoaching project and the overall effectiveness of their work with these 

families. EI professionals described caregivers as more engaged and more hands on with the 

children, and they reported improvements in communication and rapport with the caregivers. 
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They also noted improvements in caregivers’ use of strategies and described the process as 

“empowering” to the caregivers. EI professionals highlighted specific things the caregivers 

started to do more frequently, including involving other family members and thinking through 

what they could do to help their children instead of asking the EI professionals. One EI 

professional provided the following perspective: 

I think it was really effective. I mean, I saw big improvements in [the child]. I think Mom 

got a lot from it. Like, she started to understand what we were working on and why, and 

she even mentioned in one of her videos she had stopped focusing so much on the 

academic stuff. 

Based on the focus of the telecoaching intervention, it can be assumed that when the EI 

professional mentioned “academic stuff,” she was referring to the caregiver’s perceived 

importance of the child’s knowledge of letters, numbers, colors, and so on. It is likely that the 

focus of the telecoaching intervention on both functional and social communication skills 

supported this caregiver to shift her focus away from the preacademic skills and see the 

importance of functioning and social communication. Another EI professional also saw the 

effectiveness of the telecoaching intervention with her target family, noting, “I think that it was 

effective because, you know, a lot of the – several outcomes that they were working on they met 

and they figured it out through the coaching.” Even though this study did not gather 

observational data on child or caregiver outcomes, EI professionals’ descriptions provide a 

perspective on the overall effectiveness of the telecoaching project and on child and caregiver 

changes that the EI professionals personally observed in their work with the families. 

Finding #3: Telecoaching with one target family supports EI professionals to use the 

practices and strategies with other families on their caseloads. Not only did EI professionals 
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report changes in their home-visiting practices with the families who participated in the 

telecoaching project, but all the EI professionals reported generalization of such changes to their 

work with other families on their caseloads. One EI professional summarized this generalization 

with the statement, “I think since Day 1 I definitely started applying some of these suggestions 

and things that we’ve learned through telecoaching to many if not all of my families.” Another 

EI professional highlighted how the changes she has made have influenced her work with other 

families, noting, “I’ve seen that shift that I saw with this family on the study with all of the 

families that I’m working with. Even some ones that are much more difficult altogether.” 

 Primarily, when reflecting on the generalization of what they learned from the 

telecoaching project with other families, EI professionals referred to the specific family 

consultation practices mentioned previously (i.e., under the first headline) and how they have 

applied those practices to their home visits with other families on their caseloads. One EI 

professional even noted that she has not only applied what she learned from the telecoaching 

project to all of the families she works with, but has applied it to her work in the daycare setting 

as well. EI professionals also reported using the Social Communication Menu with other families 

and provided specific examples of social communication strategies they have carried over (e.g., 

modeling language, arranging the environment). Even though the telecoaching project focused 

on one target family per EI professional, these findings highlight the ways in which the project 

supported EI professionals’ generalization of skills across the many families they see on their 

caseloads. 

Finding #4: Written materials from the telecoaching intervention are helpful. When 

describing their experiences with the telecoaching process, EI professionals expressed positive 

sentiments about the usefulness of the written materials (i.e., handouts) and email recaps. All of 
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the EI professionals shared that the practices on the Caregiver-Implemented Intervention Scale 

were helpful. Those who were not using high-quality family consultation practices before the 

telecoaching project, however, found the Caregiver-Implemented Intervention Scale to be more 

useful than those who already demonstrated strong family consultation practices before 

participating in the telecoaching. EI professionals described this handout as a framework to guide 

home-visiting practices and as a tool for self-reflection. 

All of the EI professionals also expressed the usefulness of the Social Communication 

Menu. Although they said how helpful this handout was for their own practices, they also 

expressed its usefulness for the families they worked with as well. One EI professional described 

this handout using the menu metaphor, stating: 

I like how literally on the handout that was provided, it literally is a menu. And it’s 

almost as if, you know, Okay, what are you hungry for today? What are we gonna work 

on today?...That’s the item we need to order. That’s the item that’s gonna allow us to 

maintain or meet that goal. Satisfy that hunger or satisfy him using that word or satisfy 

him using that skill. 

When discussing the social communication strategies from the handout, one EI professional 

noted: 

They were awesome. Like, it just provides a really good way to help…it just provides a 

really good way for the families to see that working on communication is not just seated, 

at a table, where we work. It’s all-encompassing of what you do – every little mundane 

detail of your day. 

Another resource incorporated into the telecoaching process included the email recaps 

following each telecoaching session. Even though the email recaps did not serve as the primary 
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mode of feedback for this particular study, all of the EI professionals expressed that the email 

recaps were very helpful. EI professionals noted how difficult it can be to remember everything 

with such large caseloads and how the email recaps served as helpful reminders, which they 

could review before each home visit. Overall, EI professionals’ perspectives related to the 

written materials and email recaps demonstrate the ways in which these resources contributed to 

the overall telecoaching process. 

Finding #5: Family consultation practices are the foundation on which social 

communication strategies sit. The emphasis on family consultation practices versus social 

communication strategies during telecoaching was “like baking a cake.” When asked whether 

more time was spent focusing on the family consultation practices or the social communication 

strategies during the telecoaching sessions, EI professionals’ responses varied based on their use 

of family consultation prior to beginning the telecoaching. One EI professional equated this split 

between the two topics to baking a cake: 

I feel like that Caregiver-Implemented Intervention Scale is kind of where, as a therapist, 

you need to start. That’s baking the cake. That’s prepping it, stirring it, putting all the 

ingredients together, putting it in the oven, turning it on. It takes more time to do 

that…But then, the social communication strategies, that’s where you take it a step 

further, and that’s like, what specific thing are you gonna use to decorate that cake? So, 

once the therapist has prepared everything, okay then, now what are we gonna use? What 

are we gonna sprinkle on top of this cake? What is going to make this cake taste good? 

What is going to make it look good? What is going to make it look the way we want it to 

look? What is going to make it be the cake Mom wants it to be? And that’s the social 

communication strategies. 
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EI professionals’ responses about the amount of time spent on each area (i.e., family consultation 

practices vs. social communication strategies) for the duration of their participation in the 

telecoaching project supported this baking metaphor. For example, EI professionals who did not 

use high-quality family consultation practices at the beginning of the telecoaching project 

reported focusing more on the family consultation practices at first, which one EI professional 

described as, “getting into a groove.” They noted that a greater emphasis was then placed on the 

social communication strategies toward the end of the telecoaching project, once the family 

consultation practices were more solidified. On the other hand, EI professionals who already 

demonstrated high-quality family consultation practices at the beginning of the telecoaching 

project reported spending more time on the social communication strategies. This baking 

metaphor helps parse out areas of focus when coaching different EI professionals, depending on 

which skills they possess prior to receiving coaching.  

Finding #6: EI professionals liked whatever telecoaching method they received. 

When asked about their experiences participating in the bug-in-ear or video review conditions of 

the telecoaching project, EI professionals spoke positively about whichever condition to which 

they were assigned. Furthermore, when asked whether they would have preferred to have 

received the other condition, some could see the possible benefits of the other condition (e.g., 

how video review could be helpful in places that do not have Wi-Fi), but none expressed that 

they would have preferred the other condition. EI professionals in the bug-in-ear condition noted 

that they enjoyed the fact that the process was “in-the-moment” and “immediate,” with “real-

time coaching.” On the other hand, one EI professional in the bug-in-ear condition noted, “I still 

feel like in the moment, it’s really hard to reflect. I still think I got the best coaching after the fact 

because that’s when I really had time to think about it.” EI professionals in the video review 
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condition said they liked being able to go back and see missed opportunities as well as being able 

to “dissect what has happened” and “to discuss with somebody else.” EI professionals in both 

conditions expressed an initial desire to be in the other condition prior to random assignment and 

some hesitancies about the conditions to which they were assigned (e.g., potential awkwardness 

of the bug-in-ear condition), but they said they ultimately were pleased with the telecoaching 

they received. Overall, EI professionals preferred whichever condition to which they were 

randomly assigned, demonstrating their overall satisfaction with the telecoaching they received. 

Finding #7: Telecoaching is enjoyable for EI professionals. As previous headlines 

highlight, EI professionals expressed satisfaction with many aspects of the telecoaching process, 

indicated by the positive changes they witnessed, the usefulness of the resources provided, and 

their perspectives on the telecoaching methods they received. In addition to describing these 

particular aspects of telecoaching project, EI professionals also expressed the usefulness of the 

initial webinar, which they described as a good overview and preparation for what was going to 

happen in the telecoaching process. On a more general level, all of the EI professionals 

expressed that they enjoyed the telecoaching process. For example, EI professionals expressed 

how much they liked the collaboration with the telecoach and the ability to discuss and dissect 

their home visits with someone else (regardless of condition). One EI professional in the bug-in-

ear condition said, “I loved it. It was great! I felt like someone was there with me trying to make 

the visits, again, more smooth.” One EI professional in the video review condition stated: 

I felt like you were my partner in that, you know, home visiting with the family. Even 

though you weren’t there, you know, it felt like you were part of that visit. And you 

know, you pointed out a lot of things to me and helped me through situations and, so I 

found that very beneficial. 
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EI professionals expressed their desire to continue the telecoaching beyond their participation in 

the study, with statements like, “I actually am kind of sad that I’m not gonna have you in my ear 

every now and then,” and, “I really enjoyed it. And I want to keep going!” EI professionals who 

participated in other workshops or trainings on related topics also expressed how different this 

telecoaching was in comparison. One EI professional said, “I think I learned more doing this 

than I have in those…Again, I know how it’s supposed to look but this has really helped me 

solidify everything, which I don’t think I would have been able to get.” 

Another EI professional said: 

I have to say, my home visit training, I feel like it came from you. Honestly. And I think 

[other participant] would agree. Because I feel like we probably are a little further along 

than some of the other people that are – because this is amazing, you know? I feel like I 

got private tutoring. So nice! 

Such statements, combined with the previously highlighted descriptions of the specific aspects of 

the telecoaching, demonstrate EI professionals’ overall enjoyment of their participation in the 

telecoaching process. 

Finding #8: Despite technology glitches and challenges, the technology is mostly easy 

to use. Because this telecoaching project took place entirely at a distance, it comes as little 

surprise that one of the biggest hurdles during the project consisted of technology glitches and 

challenges. EI professionals described different challenges they faced, which primarily consisted 

of issues with the video upload process and the telecoaching device. EI professionals reported 

difficulties with the video upload process, describing it as “stressful” and “tough.” Many EI 

professionals reported that this was primarily a problem at the beginning of the project, with one 

EI professional stating, “Once I figured it out – I think initially it was stressful because I didn’t 



   

 120 

know how to download, upload the videos. But I think once – as you said, once we got over that 

hump, it became easier.” Another EI professional described it as an issue of familiarity at the 

beginning and highlighted that she had the telecoach for tech support.  

EI professionals also shared various challenges with the telecoaching device, including 

finding a place to put the device, the device occasionally falling over, and a few children wanting 

to play with the device. EI professionals in the bug-in-ear condition also shared difficulties with 

connecting the Bluetooth earpiece to the device. One EI professional stated: 

I think initially, we definitely had some technology glitches, figuring out how to make the 

audio and the video work together every time, and those kinds of things. And there were 

some initial glitches on kind of uploading that first video. But I think we worked those 

out by the third visit – I think we kind of had that down. 

Although limited, a few EI professionals also described Internet issues, including one visit where 

the family did not have a Wi-Fi connection in the home, and another visit where the Internet 

connection between the EI professional and telecoach went out. 

EI professionals often described the challenges listed above as “hiccups” and many noted 

that these were primarily challenges at the beginning of the project. As one EI professional 

described, “Once I got it figured out, it was a no-brainer.” Despite challenges, EI professionals 

described the technology as easy to use overall. EI professionals shared that they liked the way 

they were able to position the telecoaching device and carry it with them to different rooms 

during the home visits. One EI professional said, “I think the technology was wonderful to use. It 

was very user-friendly.” Another EI professional noted that she was not technologically savvy 

and that if the technology were very difficult, she would not have been able to use it. Others 

pointed out that this project would not have been possible without the technology, and described 
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it as “easy to use” and “very feasible.” Even though EI professionals faced technology glitches 

and challenges, particularly at the beginning of the project, they found it easy to use overall. 

Finding #9: Possible reasons for difficult recruitment of participants are fears of 

being watched or judged, a lack of desire to change, and the time commitment. Despite 

significant efforts, the recruitment process for this project was slow and the total number of 

participants recruited was lower than initially planned. Thus, one of the interview questions 

addressed why the EI professionals who did in fact participate in the project thought others might 

not have wanted to participate. The three most frequently cited possible reasons included fears of 

being watched or judged, a lack of desire to change, and the time commitment. EI professionals 

shared that people might be nervous about the process of being video recorded and watched and 

receiving feedback, with a fear that they would be judged for the practices they use. One EI 

professional highlighted the importance of EI professionals videoing themselves and watching 

their own home visits. Another EI professional mentioned how some people might be used to 

receiving negative feedback, and noted, “That was not the experience at all. It was amazing and I 

felt empowered and excited about it.” EI professionals also expressed that some people have 

been working in the field for a long time and might not want to or be ready to make changes. 

One EI professional also shared that some people might think they already use great home-

visiting practices and do not need any help. Lastly, EI professionals expressed how busy 

everyone is and how they likely did not want to add anything else to their plates or feared it 

would be too much of a time commitment. As one EI professional simply stated, “Ain’t nobody 

got time for it.” One EI professional said it was more time-consuming than she originally 

planned, but many others noted that it did not take any additional time. Even though these 

possible reasons for slow recruitment did not keep the 11 EI professionals from participating in 
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the telecoaching project, they provide a good perspective on recruitment efforts and can help 

guide future community-based research. 

Patterns in the findings. Based on the findings presented above, a few patterns among 

the headlines are highlighted. The first three headlines, Telecoaching improves EI professionals’ 

approach to home visiting, EI professionals’ work with the families during telecoaching made a 

difference in caregivers and children, and Telecoaching with one target family supports EI 

professionals to use practices and strategies with other families on their caseloads, suggest that 

EI professionals saw positive changes on multiple levels during the telecoaching intervention. 

This pattern supports the use of the telecoaching intervention as a means to foster change across 

professionals and families during regular, Part C home visits. Furthermore, the headlines, Written 

materials from the telecoaching intervention are helpful, EI professionals liked whatever 

telecoaching method they received, Telecoaching is enjoyable for EI professionals, and Despite 

technology glitches and challenges, the technology is mostly easy to use, show a pattern of EI 

professionals’ overall satisfaction with the telecoaching process. This pattern also provides 

evidence of the overall feasibility of the telecoaching intervention in the existing Part C system, 

which was one of the main goals of the telecoaching intervention in the present study. The links 

are as follows: (a) Coaching through (b) technology leads to (c) family consultation and then to 

(d) social communication strategies. All of this is influenced by EI professionals’ affect about the 

telecoaching: their improved self-efficacy, their enjoyment of the telecoaching, and their feeling 

it was helpful. Overall, the findings presented in the section above provide further support for the 

use of telecoaching as a community-viable approach to professional development for EI 

professionals working with families of toddlers at risk for ASD.  
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CHAPTER 5: 

DISCUSSION 

 Despite advances in early intervention and autism spectrum disorder (ASD) research, 

gaps in the literature remain, including limited research on early intervention professionals’ (EI 

professionals’) reported and actual practices and on coaching Part C professionals in the home 

environment, particularly from a distance, with no known research to date on the use of bug-in-

ear telecoaching with this group of professionals. Additionally, research with EI professionals 

who work with families of young children with or at risk for ASD is limited. In response to these 

research gaps, the primary purposes of this study were (a) to examine the differences between EI 

professionals’ reported and actual practices during home visits with families of toddlers with or 

at risk for ASD and (b) to examine different methods of telecoaching as a means to support EI 

professionals’ use of recommended practices. This mixed-methods study addressed the following 

research questions: 

1. What do EI professionals report as their typical home-visiting practices with families of 

toddlers with or at risk for ASD and how do these compare with their actual home-

visiting practices? 

2. Do EI professionals’ reports differ from caregivers’ reports of home-visiting practices? 

3. Do EI professionals’ home-visiting practices differ from pre-telecoaching to post-

telecoaching and how does this change differ between bug-in-ear telecoaching and video 

review telecoaching? 
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4. How do EI professionals describe their home-visiting practices and their participation in 

the telecoaching intervention following the intervention? 

Findings related to these research questions, as well as limitations, future directions, and 

implications, are discussed in the sections below. 

Reported and Actual Practices 

Research question #1. Two purposes of the present study were to gather updated 

information on EI professionals’ actual practices (via observation) with families of toddlers with 

or at risk for ASD and to gain an understanding of whether EI professionals’ reports of their 

practices aligned with their actual practices. Results generally supported the first hypothesis, as 

EI professionals tended to report using family consultation practices that were in close alignment 

with recommended practice. They also reported fairly high levels of familiarity, comfort, and 

frequency across social communication strategies. Findings somewhat supported the second 

hypothesis that EI professionals’ reported practices would differ from their actual practices, such 

that they would not actually use recommended practices to the degree reported. At the mean 

level, EI professionals’ reported practices were, in fact, greater compared to their actual 

practices, however, different analyses highlighted some variability in the discrepancies between 

these two constructs. For example, there were large differences between average reported and 

actual practices when analyzing the data at the participant level and item level, but this difference 

was only statistically significant per the Wilcoxon signed-rank test at the item level. When 

looking at the data for each participant, there was some variability in the size and direction of the 

differences, but a pattern in these differences emerged, such that differences tended to be larger 

for EI professionals with lower actual practice scores and smaller for EI professionals with 

higher actual practice scores. Even though Wilcoxon signed-rank tests did not reveal statistically 
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significant differences across all analyses, the large effect sizes and observed trend in the data 

indicate clinically meaningful differences in reported versus actual practices, particularly in 

relation to whether or not EI professionals’ actual practices aligned with recommended practice. 

These findings on reported and actual practices suggest that EI professionals have 

knowledge of what is considered best practice in early intervention and ASD. Results related to 

EI professionals’ beliefs also support this idea, as they expressed overall importance of the 

recommended practices and showed few discrepancies between reported practices and beliefs, 

indicating they report using the practices they believe are important. Despite knowledge of or 

beliefs about recommended practice, however, findings indicate that a lack of translation of 

knowledge into practice remains to some degree, similar to what Meadan and colleagues (2018) 

suggested. In addition, the size of the gap between reported and actual practices seems to be 

more prevalent for EI professionals who use recommended practices to a lesser degree and less 

prevalent for those who use recommended practices to a greater degree. This suggests that EI 

professionals’ ability to accurately report on their own practices might be based on the quality of 

implementation of such practices. 

Despite limited and somewhat mixed research on EI professionals’ reported and actual 

practices in the past (e.g., Campbell & Sawyer, 2009; Fleming et al., 2011; Salisbury et al., 

2012), the historical evolution of early intervention and ASD is one possible explanation for why 

EI professionals would, in fact, have knowledge of and report using practices that are in 

alignment with recommended practice at this point in time. For example, Part C legislation 

originated more than 30 years ago (IDEA, 2004), early intervention guidelines and 

recommendations have remained consistent for many years now (e.g., DEC, 2014; Workgroup 

on Principles and Practices in Natural Environments, 2008), and ASD awareness and early 
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identification have improved over the years (Mandell & Lecavalier, 2014; Rogers & Talbott, 

2016). In addition, states’ Part C early intervention systems tend to share similar guiding 

practices or principles using common buzz words in the field, such as family centered, routines 

based, and parent coaching, to name a few (see ECTACenter.org for a list of states’ websites), 

and professional conferences and statewide training initiatives in early intervention frequently 

emphasize ASD as a current professional development topic. Thus, EI professionals are likely to 

have awareness of what they should be doing during their home visits, hearing the same 

messages many times from multiple sources, but why would they report using these 

recommended practices if they do not actually use them? Keeping generalizability theory 

(Cronbach, Rajaratnam, & Gleser, 1963; Shavelson & Webb, 1981) in mind and recognizing that 

EI professionals’ actual practices in this study were observed practices that occurred during only 

one possibly non-representative home visit at pre-telecoaching, I propose the following theories 

as potential explanations. Social-desirability bias (Edwards, 1953) could provide an explanation 

for the discrepancies between EI professionals’ reported and actual practices, as EI professionals 

might be inclined to report that they use practices they know are considered best practice, even if 

they do not actually use those practices during their typical home visits. The purpose of the 

reversed items in the Family-Professional Interaction Questionnaire was to mitigate this bias, 

however, the high reliability for the professional version and low reliability for the family 

version further suggest that the EI professionals were aware of these reversed items and 

understood how to answer each item to be in alignment with favorable practices. The Dunning-

Kruger effect (Dunning, 2011; Kruger & Dunning, 1999) provides another possible explanation 

for this discrepancy, especially with the observed trend of larger differences for EI professionals 

who used recommended practices to a lesser degree and smaller differences for EI professionals 
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who used recommended practices to a greater degree. As the Dunning-Kruger effect highlights, 

those with fewer skills in a particular area are more likely to demonstrate greater confidence and 

overestimate their abilities (Dunning, 2011; Kruger & Dunning, 1999). On the other hand, 

confidence tends to decrease with acquisition of skills and awareness, yet over time, a more 

accurate match between confidence and skills occurs (Dunning, 2011; Kruger & Dunning, 1999). 

Results from the present study suggest that this phenomenon could play a role in EI 

professionals’ abilities to accurately reflect on their own practices based on their abilities to 

implement such practices. 

 Research question #2. Another purpose of this study was to determine whether EI 

professionals’ reported practices differed from caregivers’ reported practices. Owing to the lack 

of reliability of the caregiver data, the following findings must be interpreted with caution. 

Results minimally supported the third hypothesis that EI professionals’ and caregivers’ reported 

practices would differ, with caregivers reporting practices matching EI professionals’ actual 

practices compared to EI professionals’ reported practices. At the mean level, EI professionals’ 

and caregivers’ reported family consultation practices did not differ. When examining individual 

participant dyads and family consultation items, there were some large and statistically 

significant differences between EI professionals’ and caregivers’ reported practices, but the 

directionality of these differences varied, demonstrating no consistent pattern in the data. Even 

though EI professionals’ and caregivers’ reported practices did not differ at the mean level, 

caregivers’ reported practices were, in fact, in slightly closer alignment with actual practices than 

EI professionals’ reported practices were. At the mean level, results showed moderate 

differences between caregivers’ reported practices and EI professionals’ actual practices, 

whereas large differences existed between EI professionals’ reported and actual practices. In 
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addition, there was a large difference between EI professionals’ and caregivers’ reported 

frequency of social communication strategies at the mean level, although this difference was not 

statistically significant per the Wilcoxon signed-rank test. When examining individual 

participant dyads and social communication strategies, there were some differences between EI 

professionals’ and caregivers’ reported frequency, but similar to family consultation practices, 

there was variability in the directionality of these differences. 

As mentioned previously, this study lacks reliability of the caregiver-reported data, so 

conclusions about individual items on the Family-Professional Interaction Questionnaire: Family 

Version are described with caution. One interesting observation worth noting about item-level 

differences between EI professional and caregiver report and between caregiver report and actual 

practice involves the directionality of these differences. Caregivers’ reported practices were only 

lower than EI professionals’ reported practices and actual practices for the five items that were 

reverse scored (Items 5, 6, 7, 9, 11), meaning they gave high ratings for these items in their 

original questionnaire responses. The purpose of reversing these items was to diminish the 

potential for social-desirability bias, however, it is possible that caregivers are less familiar with 

what EI professionals should do during home visits, making the reverse scoring less effective for 

caregiver ratings. Rather, it is possible that caregivers believed they provided positive reports of 

their EI professionals’ practices by assigning high ratings to these reversed items. Although 

many studies have shown that families’ reports of EI professionals’ practices highlight a 

discrepancy between what EI professionals do and what is considered best practice (e.g., Crais et 

al., 2006; Mahoney, O’Sullivan, & Dennebaum, 1990; McBride et al., 1993; McWilliam et al., 

2000), indicating the ability to accurately differentiate between actual and recommended 

practice, some research in early intervention has shown that families really like their EI 
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professionals, regardless of the practices they use (e.g., McWilliam et al., 1995). This could 

suggest that caregivers’ admiration for their EI professionals and social-desirability bias might 

influence reports of their EI professionals’ practices, with a tendency to rate practices that fall on 

the higher end of the scale. Thus, while it is important to gain caregivers’ perspectives on their 

early intervention services, results from this study suggest that caregiver report might not be the 

most reliable tool for measuring EI professionals’ home-visiting practices. 

Telecoaching Intervention 

 Research question #3. Another purpose of the study was to examine two different 

telecoaching methods as a way of supporting EI professionals’ home-visiting practices. Results 

generally supported the fourth hypothesis that EI professionals in both telecoaching conditions 

would demonstrate improvements in their home-visiting practices from pre-telecoaching to post-

telecoaching. At the mean level, EI professionals’ family consultation practices improved from 

pre-telecoaching to post-telecoaching, regardless of the condition, as expected. There was 

variability within each group, however, with the majority of EI professionals showing increases 

in their scores to varying degrees from pre-telecoaching to post-telecoaching and two EI 

professionals showing slight decreases. These findings suggest variability in individual responses 

to the telecoaching intervention across conditions, but in general, improvements were observed 

overall. Despite variability, results demonstrated that those who had lower pre-telecoaching 

scores tended to show greater increases in their scores at post-telecoaching compared to those 

with higher pre-telecoaching scores, suggesting a possible ceiling effect for those with higher 

scores. Even though participants with higher scores did not have as much room for improvement, 

their interview responses suggest that they saw improvements in their home-visiting practices 

and found the telecoaching intervention to be worthwhile. In addition, EI professionals in both 
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conditions showed improvements in how they used social communication strategies during their 

home visits. Although the social communication strategies were intended to serve as a toolkit for 

EI professionals and families and the EI professionals were not expected to necessarily increase 

their use of the strategies from pre-telecoaching to post-telecoaching, they did, in fact, show an 

increase in mention of strategies from pre-telecoaching to post-telecoaching at the mean level. 

More importantly, approximately half of the EI professionals used the social communication 

strategies appropriately at pre-telecoaching, whereas all EI professionals used the social 

communication strategies appropriately at post-telecoaching, indicating improvement in their 

understanding and application of the social communication strategies they used. 

On the other hand, findings did not support the fifth hypothesis that EI professionals in 

the bug-in-ear condition would show greater improvements in their home-visiting practices 

compared to EI professionals in the video review condition, as results showed no conclusive 

superiority of one method over the other. At the mean level, EI professionals in both conditions 

showed relatively similar improvements in their family consultation practices from pre-

telecoaching to post-telecoaching. EI professionals also showed improvements in their match of 

mention and appropriateness of social communication strategies across both conditions. 

Although these findings did not support the original hypothesis, they suggest that EI 

professionals’ home-visiting practices improved following participation in the telecoaching 

intervention, regardless of the telecoaching method used. 

Even though the telecoaching research is quite limited when it comes to Part C EI 

professionals, previous studies have shown improvements in EI professionals’ home-visiting 

practices following telecoaching interventions (e.g., Krick Oborn & Johnson, 2015; Marturana & 

Woods, 2012; Meadan et al., 2019). The current study was the first, to my knowledge, to 
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examine and provide preliminary evidence in support of the use of bug-in-ear telecoaching 

during home visits with Part C EI professionals. Additionally, even though those in the bug-in-

ear condition were expected show greater improvements in their home-visiting practices 

compared to those in the video review condition, findings from the present study demonstrate 

preliminary support for the use of either method. These findings are somewhat similar to those of 

Coogle, Ottley, Storie, and colleagues (2018), who could not conclude whether email feedback 

or bug-in-ear feedback was more effective in changing preservice educators’ practices. The 

telecoaching results of the present study should be interpreted with awareness of the small 

number of participants (particularly in each condition), as well as factors related to variability in 

the dosage of the telecoaching intervention, which are discussed further under Limitations and 

Future Directions. Despite these limitations, results provide preliminary evidence supporting the 

use of bug-in-ear telecoaching and video review telecoaching with Part C EI professionals during 

home visits to help improve their home-visiting practices with families of toddlers with or at risk 

for ASD. 

As other researchers have noted, the field of early intervention/early childhood special 

education (EI/ECSE) continues to most commonly use ineffective professional development 

approaches, such as trainings or workshops, rather than use approaches that have been shown to 

be effective, such as coaching (Coogle, Ottley, Rahn, et al., 2018; Snyder, Hemmeter, & 

McLaughlin, 2011). Even though trainings and workshops are ways to provide professional 

development opportunities to the masses in a time- and cost-efficient manner, they most often 

change knowledge over practice and the literature consistently points to coaching as a 

recommended approach to professional development (e.g., Artman-Meeker et al., 2015; Joyce & 

Showers, 2002; Rush & Shelden, 2011). Furthermore, recent research has shown that distance 
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coaching, or telecoaching, is another effective approach to EI/ECSE professional development 

(e.g., Coogle, Ottley, Rahn, et al., 2018; Coogle, Nagro, et al., 2019; Ottley et al., 2017), and as 

mentioned previously, telecoaching serves as a time- and cost-efficient means to provide 

feedback and supervision and to more easily reach those in rural and underserved communities. 

Despite limitations to the present study, the findings suggest that telecoaching is a community-

viable and feasible means to support EI professionals’ use of recommended practices from a 

distance, in a relatively short period of time and with a limited number of sessions overall. These 

findings are also supported by EI professionals’ positive responses in their post-telecoaching 

interviews, which are discussed further in the following section. Because neither telecoaching 

method was determined superior over the other, results also suggest the possibility for either 

method to be used depending on the needs of the community. For example, the video review 

condition is a feasible option for extremely rural areas where families do not have access to 

wireless Internet, as EI professionals in the bug-in-ear condition of the present study used 

families’ home Internet to connect to the telecoach. On the other hand, the bug-in-ear condition 

is possibly less stressful and time-consuming than the video review condition, as the video 

upload process was one of the biggest technology challenges EI professionals reported in their 

interviews. Also, the telecoaching session for the bug-in-ear condition takes place during the EI 

professionals’ home visits with the family, requiring only the brief follow-up phone call 

immediately after the home visit, with no other commitments in between home visits. In the 

video review condition, on the other hand, EI professionals had their regular home visits with 

their families, and then the telecoaching sessions took place in between home visits, requiring 

them to find an extra hour in their already-busy schedules. Thus, bug-in-ear telecoaching might 

be a more feasible option for those with less time on their plates. 
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Another consideration to make when comparing bug-in-ear and video review 

telecoaching is the level of support an EI professional might need based on skill level in a 

particular area. For example, as EI professionals highlighted in their interviews, the telecoaching 

intervention focused more on the family consultation practices in the beginning, building the 

foundational approach to home visiting, and once those practices were more solid, the emphasis 

switched to social communication strategies (i.e., more specific supports for the caregiver and 

child). Although EI professionals expressed satisfaction with whichever telecoaching method 

they received, it is possible that different telecoaching methods could be better suited for these 

different stages. The bug-in-ear condition could possibly be more useful for those focusing on 

family consultation practices, as it can provide in-the-moment support for interactions with the 

caregiver. If necessary, it also provides the opportunity for more intensive support relative to the 

video review condition, so use during the beginning phases of telecoaching might be most 

appropriate. The video review condition, on the other hand, allows for EI professionals to step 

back from the home visit and reflect on their practices without the need for in-the-moment 

support during active practice. This reflective, higher-level thinking that occurs outside of active 

practice might be a better fit for EI professionals with more advanced skills, particularly those 

who have mastered the family consultation stage and are focusing more on the social 

communication strategies. 

Keeping limitations of the present study in mind, findings show that different 

telecoaching methods can be implemented in the context of regular Part C services to help 

improve EI professionals’ home-visiting practices. The considerations highlighted above are 

worth exploring further to individualize supports for EI professionals based on their areas of 

need. Overall, the findings show the potential for the use of telecoaching as an approach to 
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professional development in early intervention, fitting within and addressing various needs of the 

Part C system in a feasible and community-viable manner.  

 Research question #4. Another purpose of this study was to examine EI professionals’ 

descriptions of their home-visiting practices and the telecoaching intervention following their 

participation in the study. As mentioned previously, hypotheses for this research question were 

determined throughout the qualitative data analysis process (i.e., through the creation of 

headlines), in line with an inductive approach and the headline method. Overall, findings showed 

that EI professionals enjoyed their experience participating in the telecoaching intervention, 

regardless of condition, and saw improvements in their home-visiting practices across their 

caseloads and changes in the caregivers and children who participated in the study. EI 

professionals found the associated materials and technology to be useful, even with technology 

challenges that many of them faced. Results from the social validity questionnaires that EI 

professionals and caregivers completed following participation in the telecoaching project further 

support the qualitative findings. Although few studies exist examining the use of telecoaching 

with EI professionals in the home environment, results of these studies have found telecoaching 

intervention to be a socially valid approach to professional development (e.g., Coogle, Larson, et 

al., 2019; Marturana & Woods, 2012; Meadan et al., 2019), similar to the findings from the 

present study. Overall, responses in the post-telecoaching interviews and social validity 

questionnaires in this study further support the findings related to telecoaching described in the 

previous section and indicate that telecoaching intervention is a socially valid and feasible 

method of providing support to Part C EI professionals in the community. 
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Limitations and Future Directions 

 Results of the present study provided preliminary evidence for the need and feasibility of 

the use of telecoaching with existing, community-based EI professionals during regular Part C 

home visits, however, study limitations must be acknowledged. First, this study had a number of 

limitations related to generalizability theory (Cronbach et al., 1963; Shavelson & Webb, 1981). 

As mentioned previously, the number of participants in this study was very small, and even 

though the threat to generalizability was addressed in the data analysis via non-parametric 

statistics and calculations of standardized-difference effect sizes, the study was still 

underpowered. Owing to this small sample, results were inconclusive when determining whether 

one telecoaching method was more effective than the other, and many analyses revealed 

variability in the data when looking at several differences. Future research should replicate this 

study with a larger number of participants to determine whether statistically significant 

differences across the various constructs examined exist on a larger scale. 

In addition, only one baseline home visit observation (pre-telecoaching) and one final 

home visit observation (post-telecoaching) were gathered during data collection, providing a 

limited and possibly non-representative snapshot of EI professionals’ typical home visits at pre-

telecoaching and post-telecoaching. Because of the unpredictable nature of Part C home visits, 

any one home visit is subject to unusual scores. For example, the two participants who had lower 

post-telecoaching scores than pre-telecoaching scores faced unique circumstances during their 

final home visit observations. One EI professional’s family was unexpectedly moving to a new 

state, so this final home visit involved a lot of discussion surrounding logistics of the move and 

transition of services from one state to another. The other EI professional’s family participated in 

a developmental evaluation in the days before the final home visit observation, therefore, the 
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caregiver shared the details of the evaluation process during most of the visit. Although these are 

examples of the EI professionals appropriately providing family-level support to the caregivers, 

these home visits were not fully representative of their typical home-visiting practices. These 

examples are not intended to excuse the lower post-telecoaching scores, but rather, serve as a 

reminder that gathering one piece of observational data at one point in time might not always 

provide the best representation of what is typical. Future research would be strengthened by 

gathering multiple data points at pre-telecoaching and post-telecoaching to provide a more 

representative picture of typical home visits with the families. 

The Hawthorne effect (Landsberger, 1958) could have also influenced EI professionals’ 

actual practices during the baseline and final home visit observations, as well as during the 

telecoaching videos, as they knew they were being observed. This is a common problem in early 

intervention research when gathering observational home-visiting data from a distance, as Krick 

Oborn and Johnson (2015) also highlight. Even though there was the potential for video bias in 

the present study, videos are less intrusive than in-person observers, and observations (whether 

in person or via video) are necessary to provide performance-based feedback. If numerous 

baseline and final home visit observations are collected in a future study, as suggested 

previously, then researchers could choose a video to observe at random, possibly diminishing the 

bias to a slight degree, but for the most part, this limitation remains in observational research. 

 Recruitment for this study also poses as a threat to generalizability. As highlighted in the 

results, recruitment moved slowly and the total number of participants was fewer than planned. 

Those EI professionals who participated provided insight as to why others might not have chosen 

to participate (e.g., fear of being watched or judged, lack of desire to change, time commitment), 

and these findings are worth noting as a limitation to the present study. It is possible and very 
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likely that the EI professionals who chose to participate in the study were eager to participate in a 

project that served as a professional development opportunity – these are the overachievers, one 

might say. For example, many shared that they participated in other studies or trainings, 

suggesting they are inherently more open to participating in such a study compared to their 

colleagues. This, paired with the possible reasons that others did not want to participate, poses a 

generalizability problem, particularly when thinking about implementing a telecoaching 

intervention on a wide scale. Future research should consider examining the implementation of 

telecoaching as part of a required professional development training within a particular program 

or system. Although this goes against certain principles of adult learning theory (Bransford et al., 

1999; Donovan et al., 1999; Knowles, 1980, 1984), it could help determine whether 

improvements would be seen across EI professionals, particularly those who were less interested 

in taking part in the professional development in the first place. 

 In addition to the recruitment of EI professionals, recruitment of families is another 

limitation related to generalizability of this study. Among other eligibility criteria, each EI 

professional was asked to choose a family who had consistent attendance and wireless Internet in 

the home. Although these criteria were important for implementation of the research project, 

they limited the families from which EI professionals could choose. Demographic results from 

the Family-Professional Interaction Questionnaire: Family Version, however, demonstrated some 

variability in families’ backgrounds. On the other hand, the Internet criteria presented a few 

challenges, such as one family needing to be assigned to the video review condition because they 

did not have wireless Internet and another family not having their wireless Internet connected 

during one of the bug-in-ear telecoaching sessions (the EI professional was able to fix this 

problem by connecting to the telecoach via a personal hotspot). These limitations are worth 
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highlighting, as they are likely to occur when conducting community-based research, particularly 

in rural areas with limited access to Internet. Future research should examine this telecoaching 

intervention without these criteria to determine feasibility and possible solutions on a broader 

scale. 

Additionally, children did not need to have a formal diagnosis of ASD in order to 

participate in this study, serving as another limitation. In fact, eligibility only required children 

be at risk for ASD, meaning they needed to show red flags for ASD or display social 

communication delays. Although information on formal diagnoses was not gathered as part of 

this study, caregiver report in the Family-Professional Interaction Questionnaire: Family Version 

indicated the reason for participation in early intervention. Some caregiver responses included 

ASD, whereas other caregiver responses included developmental delay or speech/language 

delay. Regardless of formal diagnosis, autism-specific intervention should begin as soon as ASD 

is suspected (Hyman, Levy, & Myers, 2020; Zwaigenbaum, Bauman, Fein, et al., 2015). Because 

of the young age of children enrolled in early intervention and the later average age of ASD 

diagnosis (Baio et al., 2018), EI professionals commonly work with families of children with 

suspected ASD who do not receive a formal diagnosis until well after they age out of the Part C 

system. Thus, for community viability purposes, it is important to include children at risk for 

ASD in such studies, as that is fairly representative of the early intervention population. Future 

research could examine whether differences exist between families of children diagnosed and 

those not yet diagnosed, but recommendations for continued research on this at-risk population 

remain. In addition, developmental concerns and diagnoses should be independently verified via 

direct observation of researchers in future studies to provide a more comprehensive picture of 

children’s developmental profiles. 
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 Another limitation of the present study was that it did not examine caregiver or child 

outcomes. A main focus of this study was to examine whether EI professionals’ practices 

improved following their participation in the telecoaching intervention, but telecoaching to 

promote a caregiver-implemented intervention approach involves the translation of knowledge or 

skills across multiple levels (e.g., telecoach to EI professional to caregiver to child). Thus, 

although results showed that EI professionals’ home-visiting practices generally improved 

following participation in the telecoaching intervention, it is unclear whether these changes had a 

significant impact on caregivers and children. EI professionals reported change in caregivers and 

children during their post-telecoaching interviews, however, future research should examine 

outcomes at each of these levels to determine the scope of the effectiveness of telecoaching. 

 In addition, some limitations existed related to logistics of the telecoaching intervention. 

Although the plan was for all EI professionals to receive six telecoaching sessions at a rate of 

two sessions per month, this did not occur due to uncontrollable factors commonly faced in 

community-based early intervention (e.g., last-minute family cancellations, scheduling conflicts, 

holidays, services ending for various reasons). Thus, EI professionals’ total number of 

telecoaching sessions ranged from four to six, and the spacing of these sessions varied. 

Additionally, despite the fact that the protocol called for specific time ranges for home visits and 

telecoaching sessions, there was still a large amount of variability in the length of home visits 

and telecoaching sessions. In early intervention, it is often common for home visits to vary in 

length. Some visits might end earlier than anticipated, for example, if the child expresses a clear 

readiness to be finished or if the EI professional and caregiver address everything for that visit 

and wrap up their discussion early. On the other hand, visits might last longer than expected if 

something important comes up towards the end of the visit, warranting further discussion before 
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the EI professional leaves. Although this is not ideal, it reflects the nature of home visits and 

unpredictability of working with children and families in the community. Whereas the length of 

the home visits influenced the length of the bug-in-ear telecoaching sessions, the follow-up 

phone calls and the video review telecoaching sessions were also variable in length, owing to 

how much or little the EI professionals engaged in conversation. The variability in the length of 

these sessions was primarily found with those EI professionals who were more talkative, 

extending the amount of time they remained on the call with the telecoach. One EI professional 

even called the telecoach prior to one of her home visits to have a brief conversation about her 

plans for the visit before going into the family’s home, which was not part of the original 

telecoaching protocol. Although this variability presents as a limitation related to the dosage of 

telecoaching, it also demonstrates overall engagement in the telecoaching process, as EI 

professionals demonstrated a desire to continue the conversations and reflect on their home visits 

with the telecoach. Future research with more consistent telecoaching dosages across participants 

would be beneficial in determining the effectiveness of the telecoaching intervention, however, it 

is important to note that such an approach might be less reflective of actual home visits in the 

Part C system. Thus, an approach to dosage that best matches the realities of Part C home 

visiting, similar to that of the present study, might demonstrate results that are more applicable to 

conducting telecoaching intervention in the community setting. 

 Another limitation of the telecoaching intervention included the way social 

communication strategies were measured. As highlighted previously, the main focus of these 

strategies in this particular study was the match between mention and appropriateness, however, 

this only provides a limited snapshot of EI professionals’ overall understanding and use of the 

strategies. Future research should examine EI professionals’ understanding and use of social 
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communication strategies in greater detail, possibly taking a closer look at their discussions with 

caregivers and the ways in which they support caregivers’ implementation of these strategies 

during actual practice. 

The post-telecoaching interviews in this study also presented a few limitations. First, the 

telecoach was the interviewer, so it is possible that EI professionals felt obligated to provide 

positive responses, owing to their existing relationship with the telecoach. Even though this 

poses a potential concern, it is also possible that because of the rapport built between the EI 

professionals and telecoach, the EI professionals felt comfortable enough to be honest in their 

interviews. For example, their responses related to the technology challenges demonstrate that 

they did not solely respond to the interview questions in a positive manner and could be honest 

about the parts of the study that were more challenging or stressful. In addition, post-

telecoaching interviews were only conducted with the EI professionals and did not include the 

caregivers. Because this particular study focused on an intervention to support the EI 

professionals directly, the purpose of the interviews was to examine the EI professionals’ 

perspectives of the telecoaching intervention. Most of the interview questions would not have 

applied to the caregivers, as their participation in the telecoaching was indirect. This limits the 

perspective of those who participated in the study, however, and caregivers’ perspectives are 

particularly important in early intervention, as they fill the role of the consumer. Future research 

should incorporate post-telecoaching interviews for such a project on a larger scale to examine 

caregivers’ perspectives on the potential impact of the telecoaching intervention, providing 

further information related to social validity and community viability. 

Lastly, problems with reliability and validity pose as limitations to the present study. As 

highlighted previously, measures of internal consistency demonstrated a lack of reliability of the 
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caregiver data on the Family-Professional Interaction Questionnaire: Family Version. Results 

suggest the possibility that caregivers’ reports of their EI professionals’ actual practices were not 

necessarily representative of actual practices, but rather showed caregivers’ desire to report that 

their EI professionals used best practices. Ratings on reverse-scored items alluded to this 

possible explanation of caregivers’ reports, which could also influence the overall reliability of 

these data. Thus, as mentioned previously, caregiver report might not be the most reliable 

measure of EI professionals’ practices. Similar to the present study, future research should 

examine this construct, comparing caregiver report to EI professional report and actual practice, 

but on a larger scale to further determine the reliability of caregiver report. 

Additionally, although reliability was met for inter-observer agreement (IOA) on the 

Caregiver-Implemented Intervention Scale, the process of obtaining agreement between the two 

observers was more challenging than expected. When disagreements were present, the observers 

were most often in agreement within one point, suggesting only slight discrepancies. Despite 

having a detailed manual for the Caregiver-Implemented Intervention Scale, it is possible that the 

practices described, particularly those under coaching and collaborative consultation, remain 

somewhat subjective. The existing coaching literature supports this notion, as we continue to see 

a lack of consistency across definitions and interpretations of coaching components (e.g., Kemp 

& Turnbull, 2014; Lorio et al., 2020; Tomeny et al., in press). To help make the family 

consultation items less subjective, revisions of the Caregiver-Implemented Intervention Scale 

should be made to change it from a 4-point scale to a 3-point scale. Although this scale was 

designed to match the 4-point scale of the Family-Professional Interaction Questionnaire, similar 

measures of home-visiting practices are commonly rated on a 3-point scale with more concrete 

ratings, such as not observed, partially observed, or observed (e.g., McWilliam, 2016; Woods, 
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2018). Future research could examine whether rating changes in the Caregiver-Implemented 

Intervention Scale and the Family-Professional Interaction Questionnaire make a difference in 

the overall reliability for scoring these measures. Kappa was also low for the social 

communication strategies on the Caregiver-Implemented Intervention Scale. This was likely due 

to the low number of participants and the fact that the measurement system does not expect any 

set number of implementations. As mentioned previously, future research should more closely 

examine implementation of social communication strategies and explore additional ways to 

measure this construct reliably. 

As mentioned previously, because items on existing home-visiting measures are not 

aligned with the items on the measures created for the present study, validation of the new 

measures by comparison was not possible, making it difficult to determine whether these tools 

measured the constructs of interest. The present study did not have a sufficient participant size to 

determine construct validity involving latent variables, such as factor analysis or structural 

equation modeling, yet the measures can be said to have face validity and content validity 

because their items stem from the existing literature (e.g., McWilliam, 2010a; Schreibman et al., 

2015). The present study examined social validity on both versions of the Family-Professional 

Interaction Questionnaire via questions about importance, helpfulness, and feasibility of the 

home-visiting practices and social communication strategies, but future studies should produce 

additional validity data for these measures across a larger number of participants. 

Implications for Practice and Policy 

 Because this study examined EI professionals’ home-visiting practices and the use of 

different telecoaching methods in the Part C system, the findings have potential implications for 

community practice and policy in early intervention, keeping the limitations highlighted above in 
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mind. Although the number of participants was very small, the results related to EI professionals’ 

reported and actual practices suggest that although EI professionals have knowledge of what is 

considered best practice, a continued need for improvements in professional development 

remains. Because frequent use of ineffective professional development approaches is common in 

EI/ECSE (Coogle, Ottley, Rahn, et al., 2018; Snyder, Hemmeter, & McLaughlin, 2011), 

additional data on EI professionals’ reported and actual practices on a larger scale could provide 

local and state Part C leaders, as well as policy makers, with an improved understanding of the 

effectiveness of the professional development approaches currently used in early intervention. If 

gaps still exist between EI professionals’ reported and actual practices, as demonstrated with a 

subset of participants in the current study, changes can and should be made to professional 

development to support the improvement of home-visiting practices. At the policy level, greater 

accountability of states’ early intervention systems is also recommended to ensure that 

professional development approaches truly result in changed practices rather than only changed 

knowledge. 

Additionally, reported and actual practice scores also have implications for professional 

development approaches, particularly when it comes to coaching individual EI professionals. In 

the present study, the initial results related to reported and actual practices informed the 

telecoach of the level agreement between these two constructs for each individual participant, 

giving the telecoach an idea of the EI professionals’ overall awareness of their abilities prior to 

beginning telecoaching. Such information can be extremely useful when establishing a coaching 

relationship, as it serves as a foundation for consensus building and collaboration between the 

coach and coachee. Incorporating a component like this into professional development prior to 
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engaging in coaching can help guide the direction of the initial coaching process to best meet the 

individualized needs of each coachee.  

 Despite some variability across analyses, results from this study generally found that EI 

professionals’ home-visiting practices improved from pre-telecoaching to post-telecoaching, 

regardless of the telecoaching method they received. As suggested previously, further research is 

needed to examine these telecoaching methods at a larger scale, but these results demonstrate 

feasibility of the use of telecoaching to support Part C EI professionals in the community. This 

study shows that changes in EI professionals’ practices can be made via different types of 

distance support in a fairly short amount of time, showing the potential for telecoaching as a 

community-viable option for professional development in early intervention, as demonstrated in 

previous research (e.g., Krick Oborn & Johnson, 2015; Marturana & Woods, 2012; Meadan et 

al., 2019). Based on the findings for the two different telecoaching methods, recommendations 

for community practice include the possibility of providing different telecoaching methods per 

the needs of the families (e.g., Internet requirements) or per the needs of the EI professionals 

(e.g., skill level in a particular area, time availability), as described previously in greater detail. 

This flexibility allows for adaptation to the needs of a particular community, increasing the 

likelihood of successful implementation overall. Because of the findings related to EI 

professionals’ possible hesitancies to participate in such a telecoaching project, another 

implication includes EI professionals’ overall desire to receive telecoaching as part of 

professional development. As mentioned previously, one possible recommendation includes 

embedding telecoaching into a required professional development approach to ensure system-

wide participation. Taking such considerations into account, states and programs can help bridge 
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the gap between recommended and actual practices in early intervention and ASD by providing 

the best-matched level of support to EI professionals and families as possible. 

Conclusion 

 Despite the small number of participants in this community-based, feasibility study, the 

findings from the present research contribute to the existing early intervention and ASD 

literature on reported and actual practices and telecoaching interventions. To my knowledge, this 

was the first study to examine and provide initial evidence supporting the use of bug-in-ear 

telecoaching with EI professionals in the Part C system. Although this was a small feasibility 

study examining practices of existing Part C professionals, results demonstrate that telecoaching 

is a promising intervention to help improve EI professionals’ home-visiting practices in a 

community-viable manner. The field of early intervention would benefit from future related 

research to continue examining ways to best support EI professionals in their work with families 

of toddlers with or at risk for ASD.  
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APPENDIX A: 

SOCIAL COMMUNICATION MENU 
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APPENDIX B: 

IRB APPROVAL 
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APPENDIX C: 

CAREGIVER-IMPLEMENTED INTERVENTION SCALE 

INSTRUCTIONS: 

Choose the rating that best represents the EI professional’s practices throughout the home visit. 

 

RATINGS FOR ITEMS 1-18: 

1 – Not present 

2 – Minimally present (many missed opportunities) 

3 – Present but not consistent (some missed opportunities) 

4 – Consistently present 

 

 RATING 

GREETING 

1. EI professional asks the caregiver for updates on how things have been going 

since the last visit, rather than launching straight into his or her agenda. 

 

2. EI professional refers to the previous visit’s plan and follows up with the 

caregiver, rather than creating an agenda on the spot. 

 

ROUTINES 

3. EI professional discusses or practices with the caregiver routines that are a 

natural part of the family’s daily life, rather than “clinical” or abnormal 

activities. 

 

4. EI professional discusses or practices with the caregiver child skills in the 

context of routines, rather than in the abstract, without context. 

 

5. EI professional and caregiver use existing materials in the family’s home, 

rather than materials the professional brought in. 

 

COACHING & COLLABORATIVE CONSULTATION 

6. EI professional focuses on the caregiver’s priorities for the child and family, 

rather than his or her own priorities. 

 

7. EI professional interacts with the caregiver or with the caregiver and child, 

rather than primarily with the child. 

 



   

 172 

8. EI professional gathers information by asking what the child does and what the 

caregiver does in routines, rather than assuming how routines go and giving 

unsolicited advice. 

 

9. If the caregiver chose a child skill to address on this visit, EI professional 

facilitates interaction between the caregiver and child, rather than immediately 

demonstrating with the child or talking to the caregiver without an opportunity 

to practice. 

 

10. EI professional provides ample opportunity for the caregiver to give ideas, 

opinions, strategies, or solutions, rather than “thinking for the caregiver” or 

telling the caregiver what will work best.  

 

11. EI professional checks on the feasibility of the caregiver’s ability to carry out 

agreed upon strategies, rather than assuming that, because the caregiver agreed 

that the strategy might be a good one, he or she perceived it to be doable. 

 

12. EI professional gives only as much help as the caregiver or child needs (similar 

to least-to-most prompting), rather than providing too much or too little 

support. 

 

WRAP-UP 

13. EI professional and caregiver review what occurred during the visit, rather than 

the professional’s leaving with no review. 

 

14. EI professional and caregiver discuss what will occur between visits, rather 

than no one making a commitment to any action. 

 

15. EI professional and caregiver discuss a focus for the next visit, rather than no 

plan. 

 

RAPPORT BUILDING 

16. EI professional is friendly with the family, rather than formal.  

17. EI professional is overtly positive about the child and caregiver, not only the 

child. 

 

18. EI professional responds to family concerns, rather than sticking only to his or 

her agenda. 

 

 

TOTAL SCORE ___/72 
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SOCIAL COMMUNICATION STRATEGIES YES (1) /NO (0) 

Arranging the environment – The caregiver 

sets up the space to promote interaction and 

communication. This can include placing 

materials “in sight but out of reach,” limiting 

access to materials, providing materials that 

require help, and presenting motivating 

materials. This can also include positioning 

people in the room. 

Did the EI professional 

and caregiver discuss 

this strategy? 
 

Was the discussion of 

this strategy 

appropriate? 
 

Following the child’s lead – The caregiver 

pays attention to what the child is interested in 

and responds to the child’s interest. This can 

include joining the child in what he or she is 

doing, imitating what the child is doing, and 

creating learning opportunities within activities 

the child chooses. In less preferred but 

necessary activities, the caregiver incorporates 

the child’s interests to increase motivation to 

participate. 

Did the EI professional 

and caregiver discuss 

this strategy? 

 

Was the discussion of 

this strategy 

appropriate? 

 

Balancing turns – The caregiver and child 

physically or verbally interact within routines to 

promote back-and-forth social exchanges. The 

number of social interactions should be 

relatively equal for the caregiver and child, and 

each should make at least two exchanges. 

Did the EI professional 

and caregiver discuss 

this strategy? 

 

Was the discussion of 

this strategy 

appropriate? 

 

Prompting language and actions – The 

caregiver provides a cue to elicit a certain 

behavior from the child. The caregiver might 

give visual or verbal choices, model what to do 

or say within routines, or pause to encourage 

child initiations or responses. Prompts should 

be developmentally appropriate, and the 

caregiver should ensure the target behavior is 

naturally reinforced. 

Did the EI professional 

and caregiver discuss 

this strategy? 

 

Was the discussion of 

this strategy 

appropriate? 

 

Expanding the child’s focus – When the child 

seems ready to do something different or more 

complex than what he or she is doing at the 

moment (in that routine that day and 

Did the EI professional 

and caregiver discuss 

this strategy? 
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developmentally), the caregiver adds variability 

by introducing new skills, materials, or settings. 

Was the discussion of 

this strategy 

appropriate? 

 

 

TOTAL SCORE ___/10 
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APPENDIX D: 

EISR 
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APPENDIX E: 

SAMPLE EMAIL RECAP 

Hi [Participant’s Name] 

 

Thanks for a wonderful meeting yesterday! It was fun getting to dive into the ASD strategies and 

I look forward to seeing where things go with this family. As promised, here’s the brief recap 

from our session: 

 

What’s Working Well: 

- The mom is able to come up with ideas and strategies on her own (e.g., visiting the bathroom at 

times other than bath time; using bathroom crayons) 

- You are doing a wonderful job interacting with this mom (i.e., using the strategies on the 

Caregiver-Implemented Intervention Scale) 

- You were able to tie the communication surrounding the drink example to other times of the 

day 

- You supported the mom to think about waiting to promote communication across various times 

of the day 

 

Next Steps: 

- Following up with the mom on whether she’d be open to showing you how bath time goes; we 

discussed some questions that we both still had surrounding bath time and some potential next 

steps, depending on the answers to those questions 

- Building on the request he made for a drink at other times of day (e.g., play time, meals); we 

discussed arranging the environment and waiting to promote communication 

 

Plan for Next Home Visit: 

- The mom expressed wanting to focus on requesting during play time 

- Following up on how things are going with bath time and how the bathroom crayons worked 

- Following up on wait time during breakfast 

 

Have a wonderful long weekend and I’ll see you at 9:00 Eastern (8:00 Central) on Friday, 

September 6. 

 

Thanks, 

[Coach’s Name] 
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APPENDIX F: 

CAREGIVER-IMPLEMENTED INTERVENTION SCALE MANUAL 

 

GENERAL RATING GUIDELINES (#1-18): 

• 1 – Not present: Items receive a score of 1 if the EI professional does not demonstrate the 

practice during the visit. 

o The home-visiting practice occurs almost none of the time (or opportunities) 
 

• 2 – Minimally present (many missed opportunities): Items receive a score of 2 if the EI 

professional demonstrates the practice to some degree but misses many opportunities. 

o The home-visiting practice occurs about 1/3 of the time (or opportunities) 

o Think small amounts of time 
 

• 3 – Present but not consistent (some missed opportunities): Items receive a score of 3 if the 

EI professional demonstrates the practice frequently but continues to miss some 

opportunities. 

o The home-visiting practice occurs about 2/3 of the time (or opportunities) 

o Think decent amount of time but still room for improvement 
 

• 4 – Consistently present: Items receive a score of 4 if the EI professional demonstrates the 

practice as described, consistently. 

o The home-visiting practice occurs almost all the time (or opportunities) 

 

SPECIFIC ITEM GUIDELINES (#1-18): 

The following guidelines give recommendations for how certain examples would be scored. That 

being said, the rating guidelines above represent the score that best represents the entire home 

visit. Please keep both the examples below and the rating guidelines above in mind to provide a 

score that is representative of the home visit as a whole. 
 

 

GREETING 

1. EI professional asks the caregiver for updates on how things have been going since 

the last visit, rather than launching straight into his or her agenda. 

• If the caregiver provides this information before the EI professional asks for updates, 

this item is scored as 4. 

• If the EI professional asks how things have been going but the caregiver doesn’t 

respond in detail (e.g., “Good”), this item is scored as 2. 
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2. EI professional refers to the previous visit’s plan and follows up with the caregiver, 

rather than creating an agenda on the spot. 

• EI professional must refer back to the previous visit’s plan to score this item as 4. 

• If there was no plan from the previous visit but the EI professional and caregiver make 

a collaborative plan for today’s visit, this item is scored as 3. 

• If there was no plan from the previous visit and the EI professional makes the plan for 

the visit, this item is scored as 1. 

• If the EI professional and caregiver proceed throughout the visit without a clear 

focus/plan for today, this item is scored as 1. 

• If the EI professional and caregiver discuss updates but do not have a clear focus/plan 

for today’s visit, this item is scored as 1. 
 

 

ROUTINES 

3. EI professional discusses or practices with the caregiver routines that are a natural 

part of the family’s daily life, rather than “clinical” or abnormal activities. 

• Think of this item as emphasizing normal family life as opposed to the EI professional 

“abnormalizing” family life. 

• If the EI professional and caregiver discuss or practice within play that is clearly a part 

of the family’s existing routine (as opposed to play constructed by the EI professional), 

this item is scored as 4. 

• If the EI professional and caregiver discuss or practice artificial, non-functional 

activities rather than discuss or practice existing family routines/activities, the item is 

scored as 2 or 1 (depending on the amount of time or opportunities). 

• If the EI professional and caregiver discuss ways to support the child but do not tie the 

conversation to specific family routines (i.e., times of day), see Item #4. 
 

Examples Non-Examples 

The EI professional and caregiver focus on the 

child requesting milk during meals. 

The EI professional recommends the caregiver 

practice saying words in the mirror with the child. 

The EI professional and caregiver discuss how the 

caregiver could support the child to walk from his 

bedroom to the bathroom before bath time. 

The EI professional and caregiver have the child 

practice walking back and forth from one adult to 

the other. 

The caregiver and child play with the child’s 

favorite puzzle, and the EI professional and 

caregiver discuss strategies to promote the child’s 

social communication within this puzzle play. 

The EI professional recommends that the caregiver 

set aside 30 minutes per day to play with her child 

(i.e., it is not part of the family’s typical routine). 

  

4. EI professional discusses or practices with the caregiver child skills in the context of 

routines, rather than in the abstract, without context. 

• Think of this item as tying the child skill or caregiver strategy to specific times of day.  

• If the EI professional and caregiver address goals in the context of active practice in a 

routine (including play), this item is scored as 4. 

• If the EI professional and caregiver do not address goals or have a clear focus when 

playing with the child (i.e., casually playing with the child), this item is NOT scored as 
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4 (the scoring would then depend on whether they tie discussion/practice during the 

rest of the visit to specific times of day). 

Examples Non-Examples 

The caregiver wants the child to say Mama. The EI 

professional asks what time(s) of day she would 

like him to do that (e.g., to request to be picked up 

at the end of bath time). 

The EI professional and caregiver discuss strategies 

to support the child to say Mama, but they do not 

tie it back to any specific times of day. 

 

5. EI professional and caregiver use existing materials in the family’s home, rather than 

materials the professional brought in. 

• If the EI professional brings an item into the home to leave with the family and the 

visit still encompasses existing materials in the family’s home, this item is scored as 3. 

• If the EI professional brings an item into the home to leave with the family but the visit 

doesn’t encompass existing materials in the family’s home, this item is scored as 2. 

• If the EI professional brings in a toy bag to use during the visit and leaves it with the 

family, this item is scored as 2. 

• If the EI professional brings in a toy bag to use during the visit and takes the bag with 

her when she leaves, this item is scored as 1. 
 

COACHING & COLLABORATIVE CONSULTATION 

6. EI professional focuses on the caregiver’s priorities for the child and family, rather 

than his or her own priorities. 

• Think of this item as referring to previous conversations about what the caregiver 

wants or asking about the caregiver’s priorities. 

• If the conversation/practice surrounds what the caregiver has expressed is important to 

her throughout the visit, this item is scored as 4. 

• If the conversation/practice surrounds what the caregiver has expressed is important to 

her but the EI professional set the agenda for the visit, this item is scored as 3 (or 

lower, depending on the amount of time or opportunities). 

• If the EI professional and caregiver are referring to the IFSP goals, this is one way of 

addressing the caregiver’s priorities. However, the EI professional should check in 

with the caregiver in some way to make sure this is still a priority for her (rather than 

assume it is what the caregiver wants to focus on). If the EI professional does not 

check in, this is scored as a 2 or 1. 
 

Examples Non-Examples 

The caregiver expresses that she wants her child to 

interact with her when he plays with toys, so the 

focus of the visit is on social interaction during 

playtime. 

The caregiver expresses that she wants her child to 

interact with her when he plays with toys, but the 

EI professional focuses on how the child should be 

playing more appropriately with toys. 

Examples (continued) Non-Examples (continued) 

The caregiver says bath time is really difficult and 

she would love to know how to make it easier. The 

EI professional and caregiver discuss what bath 

time looks like and come up with strategies. 

The caregiver says bath time is really difficult and 

she would love to know how to make it easier. The 

EI professional says she can’t come to the house in 

the evenings during bath time and suggests they 

blow bubbles instead. 
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The focus of the visit is on what the caregiver has 

expressed as her priorities for today. 

The EI professional recommends they focus on the 

child directing his communication towards others 

during today’s visit. 

  

7. EI professional interacts with the caregiver or with the caregiver and child, rather 

than primarily with the child. 

• Think of this item as supporting the caregiver (caregiver-implemented intervention) vs. 

direct therapy with the child (clinician-implemented intervention). 

• If the EI professional primarily interacts with the caregiver, this item is scored as 4. 

• If the EI professional interacts with the caregiver but also interacts with the child 

unnecessarily (i.e., interfering with the professional/caregiver interaction, 

demonstrating with the child when the caregiver could be the one to do this instead), 

this item is scored as 3 or 2 (depending on the amount of time or opportunities). 

• If the EI professional primarily interacts with the child (i.e., direct therapy while the 

caregiver observes), this item is scored as 1. 

• If the caregiver needs to step out of the room for a moment and the EI professional 

interacts with the child, this interaction would not count against her for scoring 

purposes. 
 

8. EI professional gathers information by asking what the child does and what the 

caregiver does in routines, rather than assuming how routines go and giving 

unsolicited advice. 

• If the EI professional asks multiple questions to gain information on what the routine 

looks like for the child and caregiver (or if the caregiver provides this level of detail 

voluntarily), this item is scored as 4. 

• If the EI professional asks multiple questions to gain information while the caregiver is 

demonstrating the routine in the moment, this item is scored as a 4 (i.e., the EI 

professional might not need to ask questions about what the caregiver does in the 

routine because the caregiver is actively demonstrating). 

• If the EI professional asks multiple questions to gain information on what the routine 

looks like but it is not clear what the caregiver is doing during this routine, this item is 

scored as 3. 

• If the EI professional asks a few questions about the routine and jumps in with 

recommendations before having a good picture of how the routine goes, this item is 

scored as 2. 

• If the EI professional jumps in with recommendations after the caregiver mentions a 

problem, without gathering information about what the routine looks like, this item is 

scored as 1. 
 

9. If the caregiver chose a child skill to address on this visit, EI professional facilitates 

interaction between the caregiver and child, rather than immediately demonstrating 

with the child or talking to the caregiver without an opportunity to practice. 

• If the child is not present for the visit (e.g., napping) and there is no opportunity to 

practice, this item is scored as N/A. 
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• If there are natural opportunities for the caregiver to demonstrate or practice the 

strategies discussed, the EI professional should optimize on the opportunities rather 

than solely discuss. 

• If there is discussion surrounding routines that are not occurring in the moment (e.g., 

child’s communication during breakfast), there would not necessarily be 

demonstration. If there is opportunity for demonstration, the EI professional should 

support the caregiver within this opportunity (e.g., the child is requesting a snack, so 

the EI professional provides in-the-moment support to the caregiver regarding 

communication opportunities). 

• If demonstration or practice occur, the EI professional should allow the caregiver to 

interact with the child rather than the EI professional demonstrating what she would do 

first. 

• Similar to #7, if the EI professional demonstrates with the child unnecessarily (i.e., 

could support the caregiver to do this instead), this item is scored as 3 or 2 (depending 

on the amount of time or opportunities). 
 

10.  EI professional provides ample opportunity for the caregiver to give ideas, opinions, 

strategies, or solutions, rather than “thinking for the caregiver” or telling the 

caregiver what will work best. 

• Think of this item as the EI professional asking questions to support the caregiver’s 

ability to problem solve. 

• The EI professional can ultimately give ideas, opinions, strategies, and solutions 

following collaborative conversation, but it is important for the EI professional to 

support the caregiver to have the opportunity to think through these things first rather 

than the EI professional’s jumping in immediately. 
 

Examples Non-Examples 

What do you think might help keep him calm during bath 

time? 

What do you think would happen if you were face-to-face 

with him when reading books? 

Why do you think he gets upset during diaper change? 

You should try _______. 

________ is making him upset. 

 

 

  

11.  EI professional checks on the feasibility of the caregiver’s ability to carry out agreed 

upon strategies, rather than assuming that, because the caregiver agreed that the 

strategy might be a good one, he or she perceived it to be doable. 

• Think of this as the EI professional’s checking back in with the caregiver after the 

conversation about a strategy to see if she thinks this is doable (i.e., feasible) within 

her typical routine. 
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12.  EI professional gives only as much help as the caregiver or child needs (similar to 

least-to-most prompting), rather than providing too much or too little support. 

• Think of this as the EI professional’s providing just the right amount of support that 

the caregiver needs in that moment. 

• This item also ties back to #7 and #9 (i.e., demonstrating or jumping in unnecessarily). 
 

Examples Non-Examples 

The EI professional observes the caregiver while 

the caregiver rolls the ball back and forth with the 

child and provides support/guidance as needed. 

The EI professional immediately rolls the ball back 

and forth with the child while the caregiver 

observes (when the caregiver could have 

demonstrated how she does it herself). This is an 

example of too much support. 

The EI professional doesn’t jump in to provide 

support when the routine isn’t going well or the 

caregiver is “stuck.” This is an example of too little 

support. 

Examples Non-Examples 

The EI professional and caregiver mutually discuss 

and decide upon two strategies that the caregiver 

wants to try during breakfast. 

The EI professional throws out multiple strategies 

that the caregiver could try during breakfast, and it 

is not clear which strategies the caregiver will 

actually try. This is an example of too much 

support (EI professional making a lot of 

suggestions without getting the caregiver’s input) 

and too little support (they don’t “stick the landing” 

when it comes to deciding on a strategy that the 

caregiver thinks might work). 

  

WRAP-UP 

13. EI professional and caregiver review what occurred during the visit, rather than the 

professional’s leaving with no review. 

• There must be some sort of recap at the end to score this item as 4. This can include a 

recap of the routines they focused on, the strategies they discussed/practice, or the 

child’s skills they discussed/observed. The recap does not need to be very specific or 

lengthy, but there must be some sort of recap from this visit before moving forward to 

talk about what will occur between visits. 

• If the EI professional recaps with the caregiver toward the end of the visit, this item is 

scored as 4. 

• If the EI professional recaps with the caregiver after discussion of each routine rather 

than towards the end of the visit, this item is scored as 3. 
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14. EI professional and caregiver discuss what will occur between visits, rather than no 

one making a commitment to any action. 

• Think of this item as having a clear plan for what the caregiver (and possibly EI 

professional) will do between this home visit and the next. 

• If the EI professional asks the caregiver what she would like to try between now and 

the next visit and the caregiver responds, this item is scored as 4. 

• If the EI professional recaps with the caregiver on what the caregiver will work on 

based on what the caregiver expressed he/she wanted to work on earlier in the visit, 

this item is scored as 4. (Note: This is still collaborative and different than assigning 

“homework”) 

• If the EI professional asks the caregiver what she would like to try between now and 

the next visit but the caregiver says she doesn’t know, this item is scored as 3. 

• If the EI professional tells the caregiver what to work on (i.e., homework) rather than 

asks the caregiver what she would like to do, this item is scored as 2. 
 

15. EI professional and caregiver discuss a focus for the next visit, rather than no plan. 

• If the EI professional asks the caregiver what she would like to focus on at the next 

visit and the caregiver says she doesn’t know (i.e., no plan actually gets made), this 

item is scored as 3. 

• If the EI professional tells the caregiver what the focus will be for the next visit, this 

item is scored as 2. 

• Note: The plan for the next visit does not include general logistics like time and date, 

evaluation details, etc. The plan should refer to what they’re going to discuss or 

practice at the next visit (e.g., tantrums during outings). 
 

RAPPORT BUILDING 

16. EI professional is friendly with the family, rather than formal. 
 

Examples Non-Examples 

EI professional is kind, friendly, and informal 

(while still remaining professional). 

EI professional uses the caregiver’s last name (e.g., 

Mrs. Jones) or is stiff in her demeanor, using prim 

and proper language. 

  

17. EI professional is overtly positive about the child and caregiver, not only the child. 

• If the EI professional is primarily positive about the child and makes some positive 

reference toward the caregiver, this item is scored as a 2 or 3 (depending on the 

amount of time or opportunities). 

• If the EI professional is positive about the child only, this item is scored as a 1. 
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18. EI professional responds to family concerns, rather than sticking only to his or her 

agenda. 
 

Examples Non-Examples 

The caregiver expresses concern about the child 

going to preschool. The EI professional listens to 

her concerns and engages in conversation 

surrounding these concerns. 

The caregiver expresses concern about the child 

going to preschool. The EI professional continues to 

focus on feeding, without acknowledging or 

addressing the caregiver’s concerns. 
 

 

SOCIAL COMMUNICATION STRATEGIES GUIDELINES: 

• Did the EI professional mention this strategy in conversation with the caregiver? 

o In order for this to be scored as 1, the strategy only needs to be mentioned one time. 

o Examples include positive feedback to the caregiver on her use of the strategy, discussion 

surrounding implementation of this strategy, etc.  
 

• Was the discussion of this strategy appropriate? 

o In order for this to be scored as 1, the discussion surrounding the strategy must be 

appropriate to support accurate implementation of the strategy. 

o The following components must be present: (a) maintaining natural interaction (i.e., not 

making the interaction artificial for the family); (b) using everyday materials that would 

naturally be found in the family’s routine; (c) using the natural places where the family 

would typically be during the routine; and (d) ensuring the strategy matches the social 

communication need being addressed (i.e., not mentioning a strategy that would be 

unlikely to meet the child’s problem).  

o If the EI professional and caregiver are discussing arranging the environment to promote 

communication, but the EI professional’s recommendation is to give the child one 

Goldfish at a time so the child has to request for every single Goldfish (rather than a more 

natural, small handful), this would not be appropriate. 

o If the EI professional and caregiver are discussing modeling language for the child within 

an artificial, non-contextual activity (e.g., in front of the mirror or with flashcards), this 

would not be appropriate. 

 

SOCIAL COMMUNICATION STRATEGIES 

Arranging the environment – The caregiver sets up the space to promote interaction and 

communication. This can include placing materials “in sight but out of reach,” limiting access 

to materials, providing materials that require help, and presenting motivating materials. This 

can also include positioning people in the room. 

Following the child’s lead – The caregiver pays attention to what the child is interested in and 

responds to the child’s interest. This can include joining the child in what he or she is doing, 

imitating what the child is doing, and creating learning opportunities within activities the child 

chooses. In less preferred but necessary activities, the caregiver incorporates the child’s 

interests to increase motivation to participate. 
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Balancing turns – The caregiver and child physically or verbally interact within routines to 

promote back-and-forth social exchanges. The number of social interactions should be 

relatively equal for the caregiver and child, and each should make at least two exchanges. 

Prompting language and actions – The caregiver provides a cue to elicit a certain behavior 

from the child. The caregiver might give visual or verbal choices, model what to do or say 

within routines, or pause to encourage child initiations or responses. Prompts should be 

developmentally appropriate, and the caregiver should ensure the target behavior is naturally 

reinforced. 

Expanding the child’s focus – When the child seems ready to do something different or more 

complex than what he or she is doing at the moment (in that routine that day and 

developmentally), the caregiver adds variability by introducing new skills, materials, or 

settings. 
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APPENDIX G: 

FAMILY-PROFESSIONAL INTERACTION QUESTIONNAIRE: PROFESSIONAL 

VERSION 

INSTRUCTIONS: When completing the questions 1-15 think specifically about your home-

visiting practices with the family participating in this study. On the scale paired with each 

descriptor, choose the rating that best represents your typical practice with this family. 

 

GREETING 

1. At the beginning of the visit, I ask the caregiver for updates on how things have been going 

since the last visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

1a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

2. At the beginning of the visit, I refer to the previous visit’s plan and follow up with the 

caregiver regarding the plan. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

2a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 
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ROUTINES 

3. The caregiver and I discuss or practice activities that are a natural part of the family’s daily 

life. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

3a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

4. The caregiver and I discuss or practice child skills in the context of routines (e.g., supporting 

communication skills during dressing). 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

4a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

5. I bring outside materials (e.g., toys, bubbles, books) into the family’s home. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

5a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 
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COACHING & COLLABORATIVE CONSULTATION 

6. The caregiver and I focus on my priorities for the child. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

6a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

7. I interact primarily with the child during the visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

7a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

8. I gather information from the caregiver by asking what the child does and what the caregiver 

does in routines. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

8a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

9. When focusing on child skills, I demonstrate strategies with the child before the caregiver 

practices. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 
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9a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

10. I provide ample opportunity for the caregiver to give ideas, opinions, strategies, or solutions. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

10a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

11. I assume, if the caregiver agrees that a strategy might be a good one, that he or she thinks it's 

doable. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

11a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

12. I give only as much help as the caregiver or child needs (e.g., demonstrating only when 

necessary). 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

12a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 
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WRAP-UP 

13. The caregiver and I review what occurred during the visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

13a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

14. The caregiver and I discuss what will occur between visits. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

14a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

15. The caregiver and I discuss a focus for the next visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

15a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

INSTRUCTIONS: When completing questions 16-20, think specifically about your home-

visiting practices with the family participating in this study. Each question addresses a 

specific strategy to support social communication in young children. On the scale paired with 

each sub-question, choose the rating that best represents your feelings and typical practice with 

this family. 
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16. Arranging the environment – The adult sets up the space to promote interaction and 

communication. This can include placing materials “in sight but out of reach,” limiting access to 

materials, providing materials that require help, and presenting motivating materials. This can 

also include positioning people in the room. 

 

16a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

16b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 

16c. How often do you support the caregiver to use this strategy (e.g., via coaching)? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

17. Following the child’s lead – The adult pays attention to what the child is interested in and 

responds to the child’s interest. This can include joining the child in what he or she is doing, 

imitating what the child is doing, and creating learning opportunities within activities the child 

chooses. In less preferred but necessary activities, the adult incorporates the child’s interests to 

increase motivation to participate. 

 

17a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

17b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 
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17c. How often do you support the caregiver to use this strategy (e.g., via coaching)? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

18. Balancing turns – The adult and child physically or verbally interact within routines to 

promote back-and-forth social exchanges. The number of social interactions should be relatively 

equal for the adult and child, and each should make at least two exchanges. 

 

18a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

18b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 

18c. How often do you support the caregiver to use this strategy (e.g., via coaching)? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

19. Prompting language and actions – The adult provides a cue to elicit a certain behavior from 

the child. The adult might give visual or verbal choices, model what to do or say within routines, 

or pause to encourage child initiations or responses. Prompts should be developmentally 

appropriate, and the adult should ensure the target behavior is naturally reinforced.  

 

19a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

19b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 



   

 193 

19c. How often do you support the caregiver to use this strategy (e.g., via coaching)? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

20. Expanding the child’s focus – When the child seems ready to do something different or more 

complex than what he or she is doing at the moment (in that routine that day and 

developmentally), the adult adds variability by introducing new skills, materials, or settings.  

 

20a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

20b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 

20c. How often do you support the caregiver to use this strategy (e.g., via coaching)? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

INSTRUCTIONS: When completing questions 21-22, think specifically about the strategies 

listed in questions 16-20. On the scale paired with each descriptor, choose the rating that best 

represents your thoughts and feelings.    

 

21. How helpful do you think these practices are?  

 Not helpful (1) 

 Somewhat helpful (2) 

 Helpful (3) 

 Very helpful (4) 

 

22. How feasible do you think these practices are?  

 Not feasible (1) 

 Somewhat feasible (2) 

 Feasible (3) 

 Very feasible (4) 
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INSTRUCTIONS: For us to understand the background of the participants in this study, please 

answer the following questions. 

 

23. How long have you worked with the family participating in this study (in months)? ________ 

 

24. What best describes your educational background? (Check all that apply) 

 Special education 

 Early childhood/child development 

 Speech language pathology 

 Physical therapy 

 Occupational therapy 

 Social work 

 Other ___________ 

 

25. What is your role in early intervention service delivery? (Check all that apply) 

 Special instructor 

 Speech language pathologist 

 Physical therapist 

 Occupational therapist 

 Service coordinator 

 Administrator 

 

26. What is your highest level of education? 

 High school degree or equivalent (GED) 

 Associate’s degree 

 Bachelor’s degree 

 Master’s degree 

 Doctoral degree 

 

27. What state do you serve? 

[Drop-down list] 

 

28. What best describes your employment through the Part C early intervention system? 

 Early intervention staff 

 Contract/vendor 

 

29. What is your age (in years)? ________ 

 

30. How many years of experience do you have working with children under 3 years of age 

with disabilities? ________ 
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APPENDIX H: 

FAMILY-PROFESSIONAL INTERACTION QUESTIONNAIRE: FAMILY VERSION 

INSTRUCTIONS: When completing the questions 1-15 think specifically about your early 

interventionist’s home-visiting practices with your family. On the scale paired with each 

descriptor, choose the rating that best represents the early interventionist’s typical practice with 

your family.  Note: If you have more than one early interventionist, refer only to the early 

interventionist participating in this study with you. 

 

GREETING 

1. At the beginning of the visit, the early interventionist asks for updates on how things have 

been going since the last visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

1a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

2. At the beginning of the visit, the early interventionist refers to the previous visit’s plan and 

follows up with me regarding the plan. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

2a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 
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ROUTINES 

3. The early interventionist and I discuss or practice activities that are a natural part of my 

family’s daily life. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

3a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

4. The early interventionist and I discuss or practice child skills in the context of routines (e.g., 

supporting communication skills during dressing). 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

4a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

5. The early interventionist brings outside materials (e.g., toys, bubbles, books) into my family’s 

home. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

5a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 
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COACHING & COLLABORATIVE CONSULTATION 

6. The early interventionist and I focus on his or her priorities for the child. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

6a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

7. The early interventionist interacts primarily with my child during the visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

7a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

8. The early interventionist gathers information from me by asking what the child does and what 

I do in routines. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

8a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

9. When focusing on child skills, the early interventionist demonstrates strategies with my child 

before I practice. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 
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9a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

10. The early interventionist provides ample opportunity for me to give ideas, opinions, 

strategies, or solutions. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

10a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

11. The early interventionist assumes, if I agree that a strategy might be a good one, that I think 

it's doable. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

11a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

12. The early interventionist gives only as much help as my child or I need (e.g., demonstrating 

only when necessary). 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

12a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 
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WRAP-UP 

13. The early interventionist and I review what occurred during the visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

13a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

14. The early interventionist and I discuss what will occur between visits. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

14a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

15. The early interventionist and I discuss a focus for the next visit. 

 Rarely (1) 

 Some of the time (2) 

 Most of the time (3) 

 Almost always (4) 

 

15a. How important do you think this practice is? 

 Not important (1) 

 Somewhat important (2) 

 Important (3) 

 Very important (4) 

 

INSTRUCTIONS: When completing questions 16-20, think specifically about your early 

interventionist’s home-visiting practices with your family. Each question addresses a specific 

strategy to support social communication in young children. On the scale paired with each sub-

question, choose the rating that best represents your feelings and your early interventionist’s 

typical practice with your family.  Note: If you have more than one early interventionist, refer 

only to the early interventionist participating in this study with you. 
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16. Arranging the environment – The adult sets up the space to promote interaction and 

communication. This can include placing materials “in sight but out of reach,” limiting access to 

materials, providing materials that require help, and presenting motivating materials. This can 

also include positioning people in the room. 

 

16a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

16b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 

16c. How often does the early interventionist support you to use this strategy? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

17. Following the child’s lead – The adult pays attention to what the child is interested in and 

responds to the child’s interest. This can include joining the child in what he or she is doing, 

imitating what the child is doing, and creating learning opportunities within activities the child 

chooses. In less preferred but necessary activities, the adult incorporates the child’s interests to 

increase motivation to participate. 

 

17a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

17b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 
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17c. How often does the early interventionist support you to use this strategy? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

18. Balancing turns – The adult and child physically or verbally interact within routines to 

promote back-and-forth social exchanges. The number of social interactions should be relatively 

equal for the adult and child, and each should make at least two exchanges. 

 

18a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

18b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 

18c. How often does the early interventionist support you to use this strategy? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

19. Prompting language and actions – The adult provides a cue to elicit a certain behavior from 

the child. The adult might give visual or verbal choices, model what to do or say within routines, 

or pause to encourage child initiations or responses. Prompts should be developmentally 

appropriate, and the adult should ensure the target behavior is naturally reinforced.  

 

19a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

19b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 
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19c. How often does the early interventionist support you to use this strategy? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

20. Expanding the child’s focus – When the child seems ready to do something different or more 

complex than what he or she is doing at the moment (in that routine that day and 

developmentally), the adult adds variability by introducing new skills, materials, or settings.  

 

20a. What is your level of familiarity with this strategy? 

 Never heard of it (1) 

 Heard of it, but that’s it (2) 

 Pretty familiar (3) 

 Very familiar (4) 

 

20b. How comfortable are you demonstrating or describing this strategy to the caregiver? 

 Very uncomfortable (1) 

 Somewhat uncomfortable (2) 

 Comfortable (3) 

 Very comfortable (4) 

 

20c. How often does the early interventionist support you to use this strategy? 

 Never (1) 

 Rarely (2) 

 Sometimes (3) 

 Often (4) 

 

INSTRUCTIONS: When completing questions 21-22, think specifically about the strategies 

listed in questions 16-20. On the scale paired with each descriptor, choose the rating that best 

represents your thoughts and feelings.    

 

21. How helpful do you think these practices are?  

 Not helpful (1) 

 Somewhat helpful (2) 

 Helpful (3) 

 Very helpful (4) 

 

22. How feasible do you think these practices are?  

 Not feasible (1) 

 Somewhat feasible (2) 

 Feasible (3) 

 Very feasible (4) 
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INSTRUCTIONS: For us to understand the background of the participants in this study, 

especially making sure we are not leaving out any types of families, please answer the following 

questions about you and your child. 

 

23. What is your child's age (in months)? ________ 

 

24. What services do your child and family receive through the early intervention system? 

(Check all that apply) 

 Special instruction 

 Speech therapy 

 Physical therapy 

 Occupational therapy 

 Other 

 

25. What is the reason for your child's participation in early intervention? ________  

 

26. Please rate your child’s typical participation in everyday events and activities: 

 Participates poorly because of difficult behavior 

 Participates somewhat because of some difficult behavior 

 Participates but with some difficulty 

 Participates well, with no problems 

 

27. What is your age (in years)? ________ 

 

28. What is your highest level of education? 

 Less than a high school diploma 

 High school degree or equivalent (GED) 

 Associate’s degree 

 Bachelor’s degree 

 Master’s degree 

 Doctoral degree 

 

29. What is your household income? 

 Less than $20,000 

 $20,000 to $39,999 

 $40,000 to $59,999 

 $60,000 to $79,999 

 $80,000 to $99,999 

 Over $100,000  
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APPENDIX I: 

SOCIAL VALIDITY QUESTIONNAIRE: PROFESSIONAL VERSION 

INSTRUCTIONS: Choose the rating that best represents your level of agreement with each item. 

 

1. I enjoyed participating in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

2. Telecoaching is an effective way to support professionals and families in the community. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

  

3. The technology was easy to use. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

4. My home-visiting practices have become more collaborative and family-centered as a result of 

participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

5. My understanding of supports for children with social communication delays has improved as 

a result of participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 
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6. The caregiver demonstrated increased confidence in interactions with his or her child as a 

result of participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

7. I use the strategies learned from the telecoaching project with other families on my caseload. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 
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APPENDIX J: 

SOCIAL VALIDITY QUESTIONNAIRE: FAMILY VERSION 

INSTRUCTIONS: Choose the rating that best represents your level of agreement with each item. 

Note: If you have more than one early interventionist, refer only to the early interventionist 

participating in this study with you. 

 

1. I enjoyed participating in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

2. Telecoaching is an effective way to support professionals and families in the community. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

  

3. My early interventionist’s home-visiting practices have become more collaborative and 

family-centered as a result of participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

4. My early interventionist’s understanding of supports for children with social communication 

delays has improved as a result of participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4
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5. My knowledge of supports for children with social communication delays has improved as a 

result of participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

6. My confidence in interactions with my child has increased as a result of participation in the 

telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

7. I have seen improvements in my child as a result of participation in the telecoaching project. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 

 

8. I use the strategies learned from the telecoaching project in my everyday routines. 

 Strongly disagree (1) 

 Disagree (2) 

 Agree (3) 

 Strongly agree (4) 
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APPENDIX K: 

TELECOACHING FIDELITY CHECKLIST 

Participant Date Session 

   

 

 

INSTRUCTIONS: 

Choose the answer that best represents the coach’s practices during the telecoaching session. 

 

 YES (1) /NO (0) 

TELECOACHING FIDELITY CHECKLIST 

1. Coach refers to the plan of the previous session and follows up with EI 

professional to determine a focus for today’s session.* 
 

2. Coach asks EI professional open-ended questions to encourage 

reflection. 
 

3. Coach refers to the child’s engagement, independence, or social 

relationships. 
 

4. Coach refers to at least one social communication support item from the 

Social Communication Menu. 
 

5. Coach refers to at least two home-visiting practices from the Caregiver-

Implemented Intervention Scale (1-18). 
 

6. Coach collaborates with EI professional on what’s working well.  

7. Coach collaborates with EI professional on next steps.  

8. Coach collaborates with EI professional about the plan for the next 

home visit. 
 

 

TOTAL SCORE  

 

* Item #1 is scored as N/A for telecoaching sessions in the video review (asynchronous) 

condition. 
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APPENDIX L: 

INTERVIEW PROTOCOL 

Home-Visiting Practices 

 

1. How have your home-visiting practices changed, if at all, because of your participation in 

this telecoaching project? 

a. What do you do now that you didn’t do as much before? 

b. What did you do before that you don’t do as much now? 

 

2. How effective was your work with the family during/following participation in the 

telecoaching project? 

 

3. How did the family respond to your home-visiting practices during/following participation in 

the telecoaching project? 

a. Did they do things differently with their child? If so, describe. 

 

4. How has your participation in the telecoaching project influenced your home-visiting 

practices with other families on your caseload, if at all? 

 

Coaching Process 

 

5. How useful/helpful was the initial webinar? 

 

6. You received [bug-in-ear or video review] coaching. How useful/helpful was the overall 

coaching you received? 

a. Would you have preferred the other kind of coaching? 

 

7. How useful/helpful were the email recaps after each coaching session? 

 

8. How useful/helpful was the technology in facilitating the overall coaching? 

 

Content 

 

9. How useful/helpful were the home-visiting practices on the Caregiver-Implemented 

Intervention Scale? 

 

10. How useful/helpful were social communication strategies on the Social Communication 

Menu? 
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11. Do you feel like we spent more time on home-visiting practices or on social communication 

strategies? 

a. Why do you think that was? 

 

12. Have you received any additional training related to these two main content areas? If so, 

please describe. 

 

Technology 

 

13. How feasible was the technology to use? 

 

14. What challenges did you face with the technology, if any? 

 

15. Overall, did you find the technology to be useful in supporting you and the family on your 

home visits? 

 

Additional 

 

16. Our recruitment process for this project was slow, and we had a difficult time recruiting the 

number of early interventionists we hoped to recruit for this project. Why do you think other 

people didn’t sign up to participate? 
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APPENDIX M: 

SAMPLE CONFIRMING/DISCONFIRMING TABLE 

Headline: Telecoaching improves EI professionals’ approach to home visiting. 

(Participant identifiers were removed from the table for anonymity) 

Confirming Disconfirming 

• “I’m definitely trying to ask more questions of the parent, making sure that they have 

more input in the strategies instead of just throwing things out there” 

• Getting them more involved, checking on feasibility 

• Making a plan for the next visit 

• Used to throw suggestions out more often 

• “The kind of outline y’all gave really helps with getting the family more involved in 

the visit instead of just kind of asking questions and wanting us to blanket answer ‘Try 

this’” 

• “It’s definitely more family-centered and caregiver-directed” 

• “I’m definitely asking about feasibility more and taking into account the mom or dad’s 

concerns and what they wanted to work on that day” 

• Makes sure she interacts more with the family than the child; if needed, she will 

interact with the child and then gets the parent to try; coaching the parents more 

• “My home-visiting practices have changed a lot. A lot in the sense that instead of me 

being the one that is modeling and demonstrating first, I’m allowing the parent to step 

in and try the things that they come up with from their own experience with their 

child” 

• Doesn’t think there’s anything that she 

did before that she doesn’t do now 

• Feels like she’s sometimes still asking 

too many questions and doesn’t get to 

suggestions right away – she’s been 

trying to work on this more 

• Doesn’t think there’s anything she did 

before that she doesn’t do now; thinks 

this has really been an additive process 
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• “My overall language style with families. I’ve always kind of taken a more therapist-

led approach with my language…now I take more of a parent- and child-driven 

language approach” 

• Asking open-ended questions 

• Less hands-on; feels more comfortable stepping back; “only interjecting vocally 

instead of manually” 

• “It’s made me be more thoughtful about what I say and how I say it” 

• “It’s given me the ability to listen better to the families and do less talking and more 

listening” 

• “I feel like in the past I’ve – not using this approach – sometimes I was writing the 

exact same recommendations every single time I saw the family because I just wasn’t 

seeing the follow through. And it almost seemed like I wasn’t seeing the follow 

through because the families didn’t see that it worked because it only worked with me. 

But now it works with them.” 

• “It’s changed everything for me. I don’t go in with this idea that they need me to tell 

them what to do. I don’t go in with that idea at all. I go in with a, ‘Okay, what’s going 

on? How can I help you?’” 

• Instead of showing them what to do, they can analyze and talk through problems and 

collaboratively come up with what they can try 

• “It’s centered on what they need, what they want, and what will work for them instead 

of what I think.” 

• “I plan for my visits with the family during a visit so much more than I used to 

before.” 

• Explains how before she would check in on how things were going which would lead 

into a natural progression of updates and tying it to related outcomes 

• “I feel so much more prepared for each visit based on getting to say, ‘Okay, based on 

our visit last time you said you wanted to focus on this for this visit. Is that still 

something you want to focus on?’ I’ve never had anyone say no and it’s gone really 

well.” 

• She used to look over outcomes before she went in and chose to focus on certain 

outcomes that they hadn’t talked about in a while 
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• “I feel like I almost went in with more of an agenda than I do now – that was maybe 

my own, not theirs.” 

• Now, she shows the parents a matrix or outcomes; doesn’t go in with a pre-set agenda 

anymore 

• “It looked so different. Like my visits before compared to my visits with telecoaching 

just looked different in terms of planning for the visit and really using sort of like, the 

strategies. But I feel like they were open with it and great.” 

• “I have taken the plan for our next visit into all of my families even though I might not 

be using the Next Steps Form with all of them. It’s just still a good way to have them 

thinking ahead.” 

• Asking the parents what their priorities are, what they want to focus on 

• At the end of the visits, she has started reviewing what they’ve discussed and what the 

parents have expressed they want to work on 

• “It’s almost, like, a fuller picture to me. Like, it’s not just like I flew in and I flew out. 

You know? It just feels a little more like a complete visit to me.” 

• “I think since Day 1 I definitely started applying some of these suggestions and things 

that we’ve learned through telecoaching to many if not all of my families.” 

• “I feel like I have become less dominant in these sessions and a little more open-ended 

– not necessarily passive, but open-ended to the extent of letting the parent be in the 

driver seat.” 

• Finds herself using the words, “What are your priorities?” in most of her sessions now 

• Talks about how the service coordinator and parent write the outcomes; “I think it’s 

really important to make sure we understand what the parent’s priority is behind that 

goal”; notices that she’s asking questions to get at these priorities with other families 

too 

• Used to come in with her own agenda; doesn’t do that as much anymore 

• Used to come in with certain handouts at certain visits; “Now I’ve learned, you know, 

maybe that’s not as valuable to that parent. Maybe now, I can come in and kind of 

gauge where they’re at presently.” 

• Used to come in on her first two visits with her educating parents on typical 

development; noticed that she’s stopped doing that as much 
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• “I go into the appointment almost free-handed. That way, the parent, I can kind of 

gauge from the parent what do they really need versus what I think they need” 

• “I think I reflect more on what I’m doing”; talks about thinking about what’s 

happened and digging deeper 

• Asking families what they want to focus on for the next visit more (this family and 

other families) 

• “I think it goes back to the reflection, because it often lets me tie in kind of the 

questions that we would talk about in the after-the-fact coaching – the phone call that 

we had with you. I would often tie those with other families. So just kind of think 

about why and just spend more time reflecting after the visit.” 

• “I think that it’s made me, with the home visit, it’s made me more aware of different 

strategies and different things to look for because you were another set of eyes for me. 

So, I think I’m a little bit maybe more thorough with my questioning” 

• Thinks the overall visit is better; tries to get a picture of how things are happening in 

the home 

• Thinks she got better at what she was doing 

• Thinks she uses the social communication strategies more now; more aware of 

pointing out strategies with the family 

• “I do think that even though I was coaching and stuff before and asking tons of 

questions, maybe I am giving a little bit more, I don’t know maybe – like waiting to 

see what they come up with.” 

• Feels 75% more organized and prepared, especially for the ones that she’s videotaping 

• “I definitely have used the things that we’ve worked on together in other visits.” 

• Feels like she’s thinking more, it’s helped organize her in getting the families to 

identify what they want to work on and sticking to it to eventually get to the strategies 

• “In talking with you, which has been really helpful in giving me permission 

sometimes, to like, meet the family where they’re really at” 

• Feels like she’s more direct with this family than she’s comfortable with, but feels like 

she has to be 

• Way more organized than she used to be 

• “I feel like I will kind of redirect to keep bringing back to the topic that we’re talking 

about more than before. I would have just let go of what we were talking about and 
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just keep moving on, and then you get nowhere. So, I feel like I keep bringing families 

back and I feel like that’s a good skill to have because that’s hard.” 

• Giving more suggestions than she was before, which she says is also helpful 

• Using the matrix when she wasn’t before 

• “I feel like I’ve changed a lot in the last couple of months. It doesn’t always look 

pretty but I do feel like I’ve changed.” 

• Her goal is to do less coaching and more consulting; the families don’t have to come 

up with answers if they don’t have it 

• She’s not talking as much – wanted to jump in when the family had a hard time 

deciding what to talk about, but points out if it’s not their concern, she’s not going to 

tell them what to focus on 

• Getting home-visiting practices solidified; had a good grasp on it but it helped solidify 

it 

• Biggest things she’s changed are asking the parent to show her what it looks like in the 

moment, asking about other times of day, and asking the feasibility question 

• Even though she was already asking questions, she kind of came in with her own 

agenda and says she wouldn’t meet the family where they were; says she tried, but she 

feels like she does a much better job now instead of jumping in with her agenda before 

asking the questions 

• Before she would come in with her own agenda, would bring in a bookbag 

• The strategies were more challenging than she thought; mentions who’d have thought 

that at the beginning you talk about goals and at the end you talk about strategies 

• “I think it has become, at least with this case, glaringly aware to me that even though 

you can verbalize it, you can write it down, you can state it, it’s pretty dynamic, you 

know? They will say they want to do it but really, at the end of the day, it’s what – and 

it’s fair – what is most important.” 

• References asking the parents what they will work on at the end of the visit 

• “I think the strategy part, because I would just tell…Usually I’ll give strategies, people 

start writing it down, but I’ve never summarized it at the end…So I think that’s 

actually really good to see – I mean, do you pick up on it? Is it important to you? Or 

do you not want to do it?” 
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• References the Caregiver-Implemented Intervention Scale; she’s given more focus to 

referring to the previous plan and creating an agenda the visit before so that the visits 

run more smoothly from one to the next 

• She always checked in with the family but is now checking in specifically on the 

practices that they agreed they were going to follow through with that week 

• “I also think I’ve spent more kind of focus and bring the family’s focus back to 

thinking about, more about how they can do the strategies in the context of like all of 

their daily routines throughout the day. And I think that’s actually been a really helpful 

part of – that’s probably one of the things that I think is making the biggest difference 

for the family and for the child, thinking about how to embed that in their daily 

routines.” 

• More focus on putting it back on the mom, more critical thinking (gives examples of 

questions that she would ask the mom to get her thinking critically) 

• “This is probably a big change. Just kind of wrapping up really – reviewing what we 

agreed, you know, like what covered today, having the mom choose what she wants to 

work on during the week in between, and then kind of making a little, a plan about 

what she wants to focus on for the following week.” 

• Doesn’t think there’s anything she did before that she doesn’t do now; thinks this has 

really been an additive process 
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