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ABSTRACT
USING A RESEARCH-COMMUNITY PARTNERSHIP AND ROGERS’ DIFFUSION OF

INNOVATIONS THEORY TO UNDERSTAND THE FIT OF AN EVIDENCE-BASED,
PARENT-MEDIATED INTERVENTION FOR ASD IN THE MEDICAID SYSTEM

By
Katherine Pickard

Service use disparities within the autism spectrum disorder (ASD) field are particularly
relevant for parent-mediated interventions, and may suggest a lack of fit between these
interventions and the needs of underserved community settings. The present project attempted to
understand and address these disparities through two studies. In the first study, Rogers’ Diffusion
of Innovations theory was used to guide a research-community partnership aimed at
understanding the perceived compatibility, complexity, and relative advantage, as well as the
structural barriers to using an evidence-based, parent-mediated intervention for ASD (i.e. Project
ImMPACT) within a Medicaid system. Three focus groups were conducted with 16 Medicaid-
eligible parents, and 3 focus groups were conducted with 16 ASD providers working within a
Medicaid system. Across all groups, parents and providers reported general interest in using
Project INMPACT but emphasized the need to: 1) reduce the complexity of written materials; 2)
better support families in practicing the intervention within their pre-existing routines; 3) allow
for a more flexible program delivery; 4) involve the extended family; and 5) ensure a strong
parent-therapist alliance. These findings were used to propose an adapted delivery model for
Project IMPACT in collaboration with the same community partner. After doing so, the primary
aim of the second study was to determine whether these adaptations influenced parents’ and
providers’ perception of program attributes specific to Roger’s theory and their intent to use the

program. Eighty-two parents and eighty providers from a variety of socioeconomic backgrounds



participated in the second study. Participants were randomized so that they watched a
presentation of either the original or adapted Project INPACT program. After watching the
presentation, participants rated the following: 1) demographic information; 2) Project INPACT
attributes (i.e. compatibility, complexity, and relative advantage); 3) perceived structural
barriers; and 4) intent to use the program. Two-way, between-subjects ANOVAs were run to
examine the impact of program type (original vs. adapted), participant SES (i.e. Medicaid vs.
non-Medicaid), and their interaction on perceptions of program attributes, perceived structural
barriers, and intent to use the program. Results showed a significant main effect of SES and a
marginal main effect of program type on parents’ report of perceived structural barriers to using
Project INPACT. There was no main effect of program type or SES on parents’ ratings of
program attributes or intent to use. However, there was a significant interaction between SES and
program type such that Medicaid-eligible parents rated the adapted program more favorably.
Although Medicaid-eligible parents also tended to report greater intent to use the adapted
program, this interaction was marginally significant. For providers, there was no main effect of
program type, caseload SES, or their interaction on ratings of program attributes or intent to use.
However, qualitative follow-up for both parents and providers demonstrated important
differences in how participants discussed the strengths and weaknesses of the original versus
adapted program. Results from the present study suggest that research-community partnerships
may be beneficial in increasing the fit and relevance of parent-mediated interventions for ASD
within low SES settings. Importantly, Roger’s Diffusion of Innovations theory may be a
framework that can be used by researchers to guide and test adaptations to parent-mediated

interventions for use within a variety of community settings.
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INTRODUCTION
Background and Significance

Autism spectrum disorder (ASD) is a neurodevelopmental disorder characterized by the
presence of social communication challenges in addition to restricted, repetitive, and stereotyped
patterns of interest (American Psychiatric Association, 2013). The rising prevalence of ASD over
the past two decades (Zablotsky et al., 2015) has been coupled with promising research to
demonstrate the efficacy of early intervention services on the short- and long-term outcomes of
individuals with ASD and their families (Odom et al., 2010; Virués-Ortega, 2010; Wong et al.,
2015). Specifically, early and intensive intervention services for ASD have been shown to
improve the social communication skills, adaptive skills, educational placement, and social
functioning for many children with ASD (Virués-Ortega, 2010; Wong et al., 2015). Despite the
promise of these findings, families of children with ASD continue to report relatively large
amounts of service access barriers and unmet service needs (Chiri & Warfield, 2012; Hodgetts,
Zwaigenbaum, & Nichols, 2015; Pickard & Ingersoll, 2015).

Parent-mediated interventions are one type of intervention service for ASD, and are one
possible means to address the reported barriers and unmet service needs of families of young
children with ASD (Stahmer & Pellecchia, 2015). Parent-mediated interventions are distinct
from direct and more intensive early intervention services in that they aim to both: 1) actively
support parents in delivering intervention strategies to their children within a variety of home
routines; and 2) support child social communication and/or behavioral development through
parents’ use of intervention strategies within the home setting. By supporting parents in learning

intervention strategies, parent-mediated interventions have the potential to increase the quantity



of early intervention that a child is able to receive with less need for active and direct
involvement from a therapist.

Given their multi-pronged approach to treatment and growing evidence base, parent-
mediated interventions are considered to be a critical component of early intervention services
for ASD (Wong et al., 2015). Research has shown that parents are able to learn evidence-based,
intervention strategies at fidelity and are able to use these strategies to improve their child’s
social communication skills (Aldred, Green, & Adams, 2004; Ingersoll & Wainer, 2013; Kasari
et al., 2014; Kasari et al., 2015; Rogers et al., 2014; Wetherby et al., 2014). Parent-mediated
interventions also provide benefits to the parents who participate in them by improving parent
self-efficacy and empowerment, and by reducing parental stress and depression (Estes et al.,
2014; McConnachie & Diggle, 2007; Pickard et al., 2016; Tonge et al., 2006). These additional
benefits are crucial given the high rates of stress and depression in parents of children with ASD
(Hayes & Watson, 2013; Karst & Van Hecke, 2012).

Despite the notable benefits associated with participation in parent-mediated intervention
programs, research has demonstrated that these interventions are underutilized in community
settings, with less than 25% of parents reporting that they use this type of intervention for their
child with ASD (Hume, Bellini, & Pratt, 2005; Thomas, Morrissey, & McLaurin, 2007).
Moreover, parent-mediated interventions are no exception to the service use disparities that have
been noted throughout the ASD field (Mandell, Novak & Zubritcky, 2005; Patten et al., 2012;
Nguyen et al., 2016). In fact, in a recent study, we found that lower socioeconomic status (SES)
parents of a child with ASD were more likely than higher SES parents to spontaneously report
that parent-mediated interventions were an unmet health need (Pickard & Ingersoll, 2015). This

unmet health need is particularly problematic given the fact that lower SES families often receive



ASD diagnoses later (Mandell et al., 2009). Although parent-mediated interventions could be
one way for these families to make up early intervention time that is lost from a later diagnosis,
the limited reported access to these services makes it challenging to do this. Given these
disparities and the increase in ASD prevalence rates (Zablotsky et al., 2015), there is great need
to improve the translation of evidence-based, parent-mediated interventions for ASD into
underserved community settings (Stahmer & Pellecchia, 2015).

Only two studies to date have specifically examined the effectiveness of an evidence-
based, parent-mediated intervention for ASD in an underserved, low-SES, Medicaid population.
Although both studies demonstrated benefits of parent participation on child social
communication outcomes (Carr et al., 2015; Carr & Lord, 2016; Kasari et al., 2014), they also
reported high levels of parent attrition, even when supports were provided to reduce the
transportation and time requirements of the intervention for parents (Carr & Lord, 2016).
Qualitative feedback from the parents who participated in one of the studies indicated that
scheduling difficulty and a hectic home environment were both barriers to using the intervention
(Carr & Lord, 2016). However, there was no assessment of parent perceptions of the parent-
mediated intervention program or other structural barriers to participation for the high percentage
of parents who dropped out of the study. The results of these studies indicate that low-SES
families can benefit from parent-mediated intervention when they do participate, but also suggest
that many, as yet undetermined, variables may negatively impact parents’ ability to effectively
engage in this type of intervention.

Utility of Rogers’ Diffusion of Innovations Theory
Although not yet fully understood, one possible explanation for the high rates of attrition

in parent-mediated intervention programs is a lack of fit between parent-mediated interventions



and the needs and preferences of parents and providers in low-SES community settings. Given
this possibility, researchers have recently argued for the need to both understand and improve the
fit of exiting parent-mediated interventions within these settings (Divan et al., 2015; Ratto et al.,
2016; Stahmer et al., 2016; Stahmer & Pellecchia, 2015).

Although there are many conceptual theories that can guide the collaborative
understanding and adaptation of parent-mediated intervention programs, Rogers’ Diffusion of
Innovations theory was chosen to guide the present two studies given its extensive use within the
dissemination and implementation field to explain the uptake and use of health interventions
(Cooke, Thompson, & Schnurr, 2015; Greenhalgh et al., 2004; Nilsen, 2015; Rogers, 2002;
Rogers, 2003). Rogers’ theory notes that the uptake and use of health interventions is influenced
by the perceived attributes of the intervention within a given community setting. Although
Rogers’ theory specifies many attributes that are important to consider as interventions are
disseminated into the community, those attributes most often associated with increased
intervention use include the intervention’s compatibility with the community and/or practice
setting, its overall complexity (i.e. ease of learning), and its relative advantage when compared to
the other services presently being used in the setting (Cook et al., 2015; Dingfelder & Mandell,
2010; Moore & Benbasat, 1996; Rogers, 2003; Rogers, 2003; Taylor & Todd, 1995; Tornatzky
& Klein, 1982). Importantly, these attributes have been shown to explain between 49 and 87% of
the variance in how quickly an intervention is disseminated into community settings (Rogers,
1995).

The importance and utility of Rogers’ theory has been substantiated by research both
within and outside of the ASD field. Outside of the ASD field, research suggests that parents’

perception of intervention attributes and barriers predicts their engagement in parent-mediated



interventions, independent of their socioeconomic background (Axford et al., 2012; Kazdin,
Holland, & Crowley, 1997; Nock & Kazdin, 2005; Reyno & McGrath, 2006). These perceived
attributes are equally critical for providers and have been shown to predict providers’ intent to
use and actual use of novel health practices, above and beyond other important factors such as
their own background and organizational climate (Henggler et al., 2008; Knudson & Roman,
2015; Sanni et al., 2013; Scott et al., 2008; Shapiro, Prinz, & Sanders, 2011). For example,
physicians’ perception of the compatibility of a novel health practice predicted their intention to
use and actual adoption of the novel health practice (Scott et al., 2008).

Within the ASD field, research studies have both argued for the utility of Rogers’
Diffusion of Innovations theory to understand the fit of existing ASD services in community
settings (Dingfelder & Mandell, 2011), and have also actively utilized Rogers’ theory to adapt
evidence-based ASD interventions for better fit within a culturally diverse and underserved
community setting (Ratto et al., 2016). For example, Ratto et al. (2016) used a community-based
partnership with Rogers’ Diffusion of Innovation theory as a guiding framework to successfully
adapt both an executive functioning intervention for school-aged children with ASD, as well as a
parent and teacher-mediated behavior management intervention. Taken together, this research
suggest that Rogers’ theory may be ideal in providing a clearly operationalized framework to
both understand and enhance the fit for existing evidence-based, parent-mediated interventions,
thereby improving their fit and use within low-SES community settings.

The present paper presents two studies, both of which were grounded in Rogers’
Diffusion of Innovations theory (Rogers, 2003). In the first study, Rogers’ theory was used as a
guiding framework within the context of a research-community partnership in the Medicaid

system. The primary goal of this first study was to understand parents’ and providers’ perception



of the compatibility, complexity, and relative advantage of an existing evidence-based, parent-
mediated intervention, Project INPACT (Ingersoll & Dvortcak, 2010), as a way to understand
specific variables likely to influence Project InPACT’s fit and use within this Medicaid system.
In the second study, Rogers’ theory was again used to propose a series of adaptations to Project
ImPACT in collaboration with the same Medicaid system and then to test the impact of these
adaptations. Specific goals of this second study were to understand whether adaptations to
Project IMPACT improved parents’ and providers’ perceptions of the program’s compatibility,
complexity and relative advantage, as well as their intent to use the program, both within and

outside of the Medicaid system.



STUDY 1
Introduction

As previously noted, few studies have examined the effectiveness of evidence-based,
parent-mediated interventions for ASD within Medicaid systems, and those that have done so
have reported relatively high levels of parent attrition (Carr et al., 2015; Carr & Lord, 2016;
Kasari et al., 2014). Although limited in number, the results of these initial studies may reflect a
general trend in the development and dissemination of evidence-based practices, where
interventions are largely developed independent of research-community partnerships, a type of
collaboration with community stakeholders that can be used to address a variety of shared goals
(Barrera, Castro, & Steiker, 2011; Brookman-Frazee et al., 2012; Cooke & Kilmer, 2012;
Drahota et al., 2016; Glasgow, Lichtenstein, & Marcus, 2003; Mejia, Ulph, & Calam, 2016;
Trickett, 2011; Wandersman, 2003). The absence of diverse community partnerships and
collaboration early on in the intervention development process impedes the translation of high-
quality interventions, like parent-mediated interventions for ASD, into community settings
(Trickett, 2001). Given that many ASD interventions have been developed in more rigorous
research settings with families that tend to be more educated and resourced than families in the
general population (Dingfelder & Mandell, 2011; Robertson et al., 2017), there is now a need to
retroactively engage the community around adapting existing evidence-based practices to
address apparent gaps as they are being moved out into the community (Barrera, Castro, &
Steiker, 2011). Although neither ideal nor efficient, this process ensures the fit, acceptability and
relevance of parent-mediated interventions within the community settings to which they are

being translated.



In fact, many research studies outside of the ASD field have demonstrated the benefit of
using community partnerships to retroactively adapt existing parent-mediated interventions in
underserved settings (Barrera & Castro, 2006; Baumann et al., 2015). A recent meta-analysis of
these studies within the disruptive behavior field suggested that culturally adapted parent-
mediated intervention programs appear to be equally efficacious but have greater perceived
compatibility and parent retention rates when compared to their non-adapted counterparts, with
effect sizes reaching d=0.45 (Baumann et al., 2015; Griner & Smith, 2006). This research
suggests that using community-research partnership to understand and subsequently adapt the
delivery of evidence-based, parent-mediated interventions may be one strategy to increase their
fit, relevance and use within underserved and diverse community settings.

Study Goals and Overview

The goal of the present study was to understand the fit of an existing evidence-based,
parent-mediated intervention for ASD, Project IMPACT (Ingersoll & Dvortcsak, 2010), within a
low-SES, underserved system. Throughout this study, low-SES was conceptualized as 133% of
the United States Federal Poverty Line, or the point at which a family can qualify for Medicaid
insurance by family income. Medicaid insurance is one of the largest payers for health care in the
United States and is specifically designed to serve families of low-income status. Within the state
of Michigan, 2.29 million individuals are covered by Medicaid insurance in some capacity
(Medicaid.gov, 2016). Families and providers within the Medicaid system were actively
recruited and included in this study given the previous research to demonstrate the difficulty
translating evidence-based parent-mediated interventions to families receiving services within

this specific system of care (Carr et al., 2015; Carr & Lord, 2016; Kasari et al., 2014).



Although the parent-mediated intervention of interest, Project INPACT, was initially
developed in collaboration with parents and providers in community settings (Ingersoll &
Dvortcsak, 2010), these initial stakeholders did not represent diverse socioeconomic
backgrounds. This development process has ultimately limited the fit of Project INPACT in the
Medicaid system, and has underscored the need to collaboratively adapt the program to increase
its ability to serve families from lower SES backgrounds. To understand the fit of Project
ImMPACT in the Medicaid system, research-community partnerships were formed with several
Medicaid ASD service agencies. By forming these partnerships and using Rogers’ Diffusion of
Innovations theory as a guiding framework (Rogers, 1995), the primary aims of this study were
to understand: 1) the compatibility, complexity, and relative advantage of Project InPACT when
used within a Medicaid system; 2) the perceived structural barriers to the program’s use within
the Medicaid system; and 3) adaptations that parents and providers felt would enhance Project
ImPACT’s fit and use within the Medicaid system.

Method
Community Partners and Procedures

This study was conducted in collaboration with three community agencies that provide a
variety of mental health services through Detroit Wayne Mental Health Authority (DWMHA), a
publicly funded health system in the metro-Detroit area. Each of the three agency partners
provide a range of services to Medicaid eligible families, but are unique in having a
developmental disability branch of the agency. Partnerships with these agencies were established
after a number of ASD providers attended a Project INPACT workshop sponsored by DWMHA.

During this workshop it was evident from provider input that, while there was interest in using



Project INPACT, the format and delivery of Project InPACT was not a good fit for the families
served within this system.

This initial concern prompted a set of collaborative discussions with the DWMHA
partnering agencies around methods that could be used to adapt Project INPACT. Once the study
protocol was finalized and approved by the DWMHA review board, interested providers were
able to enroll in the research study through email with the primary investigator. Providers who
worked with families of children with ASD provided parents with a recruitment flier outlining
the goal of the parent focus groups. Parents who voiced interest were able to call, email or text
the primary investigator to express interest in attending. From there, the primary research
investigator was able to reach out to parents to answer any questions and to support parents in
being able to attend the focus groups (i.e. by providing child care, transportation and a light
meal). All participants were compensated $25 for their participation one of the focus groups and
were able to access the Project IMPACT program, if interested, following their participation.
Parent-Mediated Intervention of Interest

Project IMPACT is an evidence-based, parent-mediated intervention that teaches parents
to promote their child’s social communication skills (Ingersoll & Dvortcsak, 2010). Project
IMPACT teaches parents to use a blend of developmental and naturalistic behavioral intervention
techniques across a variety of daily routines in order to enhance their child’s social engagement,
language, imitation, and play skills. Project INPACT can be delivered in an individual or group
format, and is geared towards children with ASD with an expressive language level between 6
and 42 months. In addition to the support for the specific intervention techniques used in Project
IMPACT (Schreibman et al., 2015), an open trial and several controlled studies have

demonstrated the efficacy of Project INPACT for increasing parent use of the intervention
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strategies, as well as child social communication skills (Ingersoll et al., 2016; Ingersoll &
Wainer, 2013; Stadnick et al., 2015). Both qualitatively and quantitatively, participating parents
have reported that they view their child more positively and that they feel more empowered to
promote their child’s development after participating in the program (Pickard et al., 2016). The
original Project IMPACT program was designed to be delivered with parents and providers
meeting twice each week for one hour over 12 weeks. In each session, parents receive: 1)
didactic instruction in intervention strategies; 2) modeling of the intervention techniques by the
therapist; 3) live coaching from the therapist while practicing the strategies with their child; and
4) homework to practice the strategies at home with their child 20-30 minutes each day.
Experimental Design and Study Procedure

Focus group methodology was used to collect qualitative data regarding the fit of Project
ImPACT within the Medicaid system, using Roger’s Diffusion of Innovations theory as a
guiding framework. Following data collection, Rapid Evaluation Assessment Methodology
(REAM; McNall & Foster-Fishman, 2007) was used in combination with Miles and Huberman’s
approach to qualitative analysis (1994) to analyze the focus group results.

Participants.

Sixteen parents of a child with a current ASD diagnosis participated in one of three
parent-only focus groups. All parents were Medicaid-eligible based on income (i.e. family
income below 133% of federal poverty line; Healthcare.gov, 2015) and had at least one child
between the ages of 18 months and 6 years (M=4.50; SD=0.73) who was receiving services
through the ASD Medicaid Benefit in Michigan. Parents were an average age of 34.81 years
(SD=7.07) and were 87.50% female. Eighty-one percent of participating parents endorsed a

household income and family size that indicated that they fell below the federal poverty line
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based on the Department of Health and Human Services 2016 guidelines (U.S. Department of
Health and Human Services, 2016). Sixteen professionals who provided direct and parent-

mediated interventions to families of children with ASD participated in one of three provider-
only focus groups. All professionals provided services through the ASD Medicaid Benefit and

were 93.80% female. All participant demographic information is displayed in Tables 1 and 2.
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Table 1.

Study 1 Parent Characteristics

Characteristic

Percent (N=16) Mean (SD)
Parent
Gender (% female) 87.50%
Age in years 34.81 (7.07)
Number of household members 4.00 (1.71)
Medicaid by income 100.00%
At or below poverty line 87.50%
Marital status
Married/Living with Partner 43.80%
Single, Widowed, Divorced 56.20%
Ethnicity
White/Caucasian 12.50%
Black/African American 62.50%
Hispanic/Latino 0%
Middle Eastern 6.30%
Asian/Pacific Islander 0%
Biracial/Other 18.80%
Education
Less than High School 12.50%
High School Degree 56.30%
Some College/Specialized Training 18.80%
Bachelor’s Degree 12.50%
Average Annual Household Income
<$10,000 37.50%
$10,001-$15,000 6.30%
$15,001-$20,000 31.30%
$20,001-$30,000 25.00%
Child with ASD
Age in years 4.50 (0.73)
Gender (% male) 77.80%
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Table 2.

Study 1 Provider Characteristics

Characteristic

Percent (N=16) Mean (SD)
Parent
Gender (% female) 92.50%
Age in years 30.69 (9.90)
Ethnicity
White/Caucasian 43.75%
Black/African American 43.75%
Hispanic/Latino 0.00%
Middle Eastern 6.25%
Asian/Pacific Islander 0.00%
Biracial/Other 6.25%
Education
High School Degree 18.75%
Some College/Specialized Training 25.00%
Bachelor’s Degree 0%
Graduate Degree 56.25%
Occupation
Behavior Technician 25.00%
Family Supports Coordinator 12.50%
Social Worker 6.25%
BCBA 12.50%
Early Childhood Therapist 37.50%
Psychologist 6.25%
Years experience with children with ASD 4.69 (3.75)
Number of children with ASD on caseload
1 child 12.50%
2-3 children with ASD 18.80%
4-6 children with ASD 12.50%
7-10 children with ASD 25.00%
11-15 children with ASD 12.50%
15+ children with ASD 18.80%

14



Measures

Sociodemographic information.

Parents provided basic demographic information including parent gender, age, number of
household members, marital status, ethnicity, highest educational degree obtained, and average
household income. Additionally, parents provided the age and gender of their child with ASD.
Providers reported similar demographic information including their gender, age, ethnicity,
highest educational degree obtained, occupation, years of experience working with ASD, and
number of ASD clients on their caseload.

Focus groups.

Focus groups were structured to include either all providers or all parents and ranged in
size from having 4 to 9 individuals within each group. All focus groups were led by the primary
investigator, in addition to at least one parent advocate or agency leader, who was known and
respected by the participating parents and providers. This advocate was able to introduce the
primary investigator and help with moderating any discussion as needed. Parent groups included
parents of same-age children with ASD, all who were receiving Medicaid services through the
same agency. Provider groups included providers working within the same community agency.
All participants were provided with informed consent prior to their participation in the focus
groups. During this time, the focus group leader asked questions regarding participants’ past
research experience, if any, walked participants’ through the consent form, and answered
questions. Participants in each focus group viewed a standardized, fifteen-minute video-based
presentation outlining the format, goals, and requirements of the Project INPACT program. The

written script for this video is displayed in Appendix A.
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Following the presentation, participating parents and providers participated in a semi-
structured focus group that lasted between 25-35 minutes for parents (M=28.91) and 30-51
minutes for providers (M=37.27). Each focus group opened with general perceptions about the
presented Project IMPACT program, and then moved to specific sets of questions that mapped
directly onto Roger’s theory. These questions regarded perceptions of Project InPACT’s: 1)
compatibility with the participants’ values, lifestyle, and/or service delivery system; 2) overall
complexity of the program and its written material; and 3) relative advantage compared to
current intervention use; as well as 4) the structural barriers to intervention participation; and 5)
modifications that would enhance the fit of Project INPACT within their community setting.
Each section of the interview began with broad questions regarding parents’ and providers’
perceptions. Depending on initial responses to perceptions of the program, narrower probes for
each interview section were provided to guide discussion. The semi-structured interview protocol
for parents and providers are displayed in Appendices B and C. Following group participation,
all parents and providers were given access to the Project IMPACT curriculum.

Data Analysis

The first portion of qualitative data analysis was completed using rapid evaluation and
assessment methodology (REAM; McNall & Foster-Fishman, 2007). As part of REAM, two
primary investigators, both trained in qualitative analysis, met at the completion of each focus
group to discuss the central themes that emerged from the interview and additional questions that
could guide further data collection. This process was repeated until no new themes emerged. The
initial themes that emerged during REAM were used to facilitate Miles and Huberman’s (1994)
approach to qualitative analysis (Miles & Huberman, 1994), which allows for qualitative data to

be analyzed from within a given framework. In the first phase of data analysis, focus group
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interviews were de-identified and reviewed by the two investigators to condense the data into
analyzable, “first-cycle” codes (Miles & Huberman, 1994). During this process the initial codes
that emerged during REAM were validated and any additional codes missed during REAM were
added. Reliability was assessed after each investigator independently coded the transcripts, and
was calculated as percent agreement on two of the six transcripts (i.e. roughly 30%; Boyatzis,
1998). Analysis indicated good reliability, with agreement on 81.17% of first-cycle codes.

In the second phase of data analysis, investigators used both single case and content-
analytic summary tables to summarize the frequency of first cycle codes across each of the
different focus groups, and to group them into overarching pattern codes (Miles & Huberman,
1994). The creation of these matrices was facilitated by the use of Dedoose software. During the
final phase of data analysis, pattern codes were summarized across all of the parent and provider
focus groups, and subsequently mapped onto one of each of the five key constructs of interest
(i.e. compatibility, complexity, relative advantage, structural barriers and suggested
modifications; Miles & Huberman, 1994). To ensure that these final primary themes were valid
representations of the focus group data, they were re-presented to the original participating
parents and providers in a second meeting about 5 months following the initial data collection.
During this time, parents and providers had the opportunity to voice any concerns about the
accuracy of the construct tables and other themes that were missed along the way. Examples of a
coded transcript and content analytic summary table are displayed in Appendices D and E.

Results
Overarching pattern codes and their frequency across parents and providers are

summarized in Table 3.
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Perceptions of Project IMPACT Compatibility with Beliefs and Lifestyle

In general, both parents and providers expressed initial positive perceptions of the Project
IMPACT program. All of the parents reported that the social communication goals of Project
ImMPACT were important and consistent with their child’s needs. For many participants,
emphasis was also placed on the similarity of the goals of Project INPACT with other beneficial
and effective services that they were currently receiving and/or delivering. Given these positive
perceptions, many providers and even more parents reported that they would be motivated to try
the program.

“The goals are huge. | mean most of the time as support coordinators, parents say their

goals mostly are learning how to interact with their child. That’s normally the primary

thing, ‘if they could just tell me what’s going on I wouldn’t be so stressed, if | could just

play with him, he doesn’t like me,’ those are really their main goals.” - Provider

“It was the same goals that | had with [my son] and it’s exactly what I went through so it

[the program] is basically on point.” - Parent

Despite initial positive perceptions, unanimous concerns were voiced regarding the time
intensity of the program. Many parents indicated that they had multiple jobs and chaotic home
environments that would make it difficult to set aside 20-30 minutes each day to practice the
Project INPACT intervention strategies with their child with ASD.

“I’m sure they feel the same, anything to help our kids, 24 hours a day for our kids. But

[...] the only thing for me personally, from our situation, we have, my son has a twin,

and then we have a 20 month old, to set aside 20 minutes a day just with [child receiving

services] is impossible.” — Parent

“It’s just so hard. | mean you got a lot of your families, if they’re working, are working 2

and 3 jobs [...]. It’s just a different dynamic, its survival. They don’t have time for

extras.” — Provider

Given their time constraints and living situations, many families and providers reported

that teaching within daily routines was one aspect of Project INPACT that made it compatible
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with a family’s lifestyle in this particular community. Providers emphasized that many families
did not have toys, making it difficult to ask parents to set aside playtime. On the other hand,
parents and providers both underscored the benefits of being able to practice the intervention
within pre-existing daily routines.
“You tell them the 30 hours a week they’re gonna laugh at you and tell you ‘I’m not
interested anymore’. But the reality is, when you tell them ‘oh if you just do it during

lunch time or snack time’ they’re gonna do it and it’s gonna add up the same.” — Provider

“Maybe not a 30 minute block but 10 minutes at bath time, 15 minutes during dinner, you
know.” - Parent

Finally, both parents and providers emphasized that the more rigid structure of delivering
Project IMPACT (i.e. meeting twice per week for one hour) was not consistent with the way that
services were typically delivered to families within the Medicaid system. This theme was
particularly salient for providers, who reported their concerns more frequently than parents. For
example, parents emphasized that there were instances in which they would be unable to
complete a lesson, and that flexibility and the ability repeat those lessons was essential.
Similarly, providers reported that the ability to repeat lessons and check in with parents more
than twice per week would make the program more compatible with the manner in which they
delivered services.

“A lot of times our therapist, he gives us a lot of stuff to take home. Especially when

we’re doing an intervention with my son and trying to snuff out a bad behavior and we

take notes [...] ourselves, a lot of times we’re successful doing it and sometimes you just
can’t do it. So it needs to be flexible for it to work.” — Parent

“Maybe shorter but more frequent check-ins, because um a week’s a really long time in

their world, a lot can happen in a week. So if | had more frequent check-ins I might be
more likely to stay on top of those suggestions.” — Provider
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Perceptions of Project IMPACT Complexity
Regarding the complexity of Project INPACT, both parents and providers emphasized
that the quantity and quality of written language throughout the parent manual was intimidating
and prohibitory of parent learning and engagement. As can be seen in Table 3, providers reported
this concern more frequently than parents. While discussing the written language of the program,
providers often underscored the low literacy levels within their community, and the inability of
parents to learn solely through reading and writing. On the other hand, all participants reported
that the video examples, modeling, and role-play embedded in the Project INPACT program
should be emphasized, as parents were more likely to learn from these teaching techniques.
“Fancy language, homework, reading keep it as minimal. And also what are their
skillsets? Like we follow the child’s lead, we follow the parent’s lead. Literally
everything you do for the child you have to do for the parent [because] oftentimes the

skill sets aren’t gonna be much different.” — Provider

“Visuals, with them I can know exactly how to do it. Reading I wouldn’t know how
exactly to do it [use the intervention techniques].” — Parent

“l saw a video once of a therapy and how to implement it and it seemed pretty

straightforward, and it was short like this, 15-20 minutes, and from what | saw it makes a

lot of sense. When you see a therapist do it, it makes it a lot easier.” - Parent

An additional concern related to the complexity of Project INPACT regarded the need to
teach parents 14 different intervention techniques within a 12-week program. Providers, but not
parents, often reported that the shear number of techniques and their terminology would likely
overwhelm and disengage parents. They indicated that grouping and/or prioritizing these
techniques might be one strategy to keep parents engaged and learning.

“I would definitely minimize the number of techniques; but keeping in mind if they’re

evidence based and they do work, maybe you can lump some into groups so instead of 14
you have four groups [...]. It’s not so overwhelming to the parent.” — Provider
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Relative Advantage of Project IMPACT

When asked how Project IMPACT compared to other services that parents and providers
were currently using, many participants indicated that they did not currently deliver or receive
formalized parent-mediated intervention within their system. Despite perceiving the Project
ImMPACT program positively, only one clear advantage was voiced by parents and providers.
This was the ability to deliver Project IMPACT in a group format. All participants emphasized
the ability of a group format to simultaneously boost parent social support while also teaching
them important skills to promote their child’s social communication development. Despite this
clear advantage, many providers highlighted the structural barriers that would likely prevent the

delivery of Project IMPACT in the group format.

“When he first started school it was parent meetings | went to. Now they never have

parent meetings for other parents to interact, like why not? I would like that.” - Parent

“I would say 4 out of 5 of my families don’t have transportation right now so I think they

would benefit significantly from a group, but if there is not transportation for that group

then it’s not going to happen." — Provider

Additionally related to relative advantage, providers frequently highlighted the lack of
incentive for billing parent-mediated interventions in the Medicaid system. These providers

emphasized that billing was not cost-effective when compared to billing for other direct, fully-

reimbursable services.

“It would be [billed under] the family training code — which it is a reimbursable service,
but when you’re looking at it I mean if we fully wanted to encompass it, it wouldn’t

balance out. It definitely wouldn’t financially be in our benefit.” — Provider

Perceived Structural Barriers to Project IMPACT Participation
In general, providers tended to report structural barriers to program participation more

often than parents. These reported barriers were related to unstructured and chaotic home
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environments, the importance of meeting parents’ basic needs prior to their participation in
Project INPACT, and the need to translate the program into Spanish and Arabic. Both parents
and providers emphasized that it would be difficult to set up and manage the home environment
so that parents could practice the intervention techniques with their child undisturbed by other
family members. Providers also reported that parents” sometimes dangerous home environment
would impede their learning and ability to practice the intervention techniques.
“We live with my husband’s parents. My husband’s parents, especially his father, he
thinks things should be different - he’s very loud he doesn’t, you know, think before he
speaks and sometimes | have to move our therapy sessions to another location because
it’s just crazy.” — Parent
“A lot of the homes | go to they can’t go play outside, it’s very dangerous, and there are
also four or five kids so it’s like can we really get mom and kiddo time? Because you
physically sometimes can’t leave the other kids.” — Provider
Equally as prohibitive as the home environment was the fact that many families within
the Medicaid system were reported to have their basic needs unmet. Providers reported this
theme more frequently than parents, and were quick to emphasize the inability to engage parents
who were struggling to find housing, food, and jobs to support their family.
“She [a provider] has one family who’s moved twice already [and] they’ve been here 90
days, yeah so they’ll tell you how important those things [basic needs] are. Furniture, |
think we’ve done 12 referrals. And her caseload is small only 35 people so yeah she is
constantly on that referral bandwagon and if she doesn’t meet their basic needs she can’t
meet the clinical needs.” — Provider
“The other thing is recently we’ve had two families in homeless shelters so providing
services with that is challenging because we’re really at the will of the shelter. Both of
them were domestic violence situations so they don’t want visitors there. So that put a
hold on our service we might stop, start, but reengage, but you’re really starting all over
again.” — Provider.
Suggestions to Improve Project IMPACT Fit

Both parents and providers frequently made suggestions to add strategies and

components to Project IMPACT that were not presently included in the program, but that would
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enhance its overall fit within the Medicaid system. Participants unanimously reported that the
program would be more likely to win initial parent engagement by emphasizing that the practice
time could be spread out throughout the course of the day.
“I think for our situation, you know, when you have kids teachable moments are always
there, and | think if you can make this where the moments come up and you can use it at
that time, a little bit here a little bit there, make it easier. It would be great if | could set
aside the time and sit down with him and do it, and I would do that when possible but
otherwise you have to use the moments when you can.” — Parent
“I always tell them do two minutes here and two minutes there. The reality is it might add
up to 30 minutes. [...] I never tell them the total amount of time because | know in
[another intervention] were supposed to tell them the 30 hours a week. You tell them the
30 hours a week, they’re gonna laugh at you and tell you I’'m not interested anymore. But
the reality is when you tell them oh if you just do it during lunch time or snack time
they’re gonna do it and its gonna add up the same.” — Provider
Parents more often than providers underscored that Project IMPACT would also benefit
from strategies to help parents seek out emotional support from their family and other individuals
in their life. Many parents reported feeling isolated and alone when attempting to promote their
child’s development. Parents and providers reported that strategies to gain support from their
family members would greatly enhance the ability of the program to meet their needs. For
parents, this also meant the ability to train both immediate family members and older siblings to
deliver the Project IMPACT intervention techniques.
“We need a hotline for parents [of a child] with autism for when their kids are having a
break down. Cause some days I’m just crying and can’t get myself together. That sounds

like a good idea, a hotline where you could call and get some advice real quick.” - Parent

“My mother. | really want them [my family] involved but they wouldn’t make the time
for it.” — Parent

“That would be [helpful], yeah, in fact, our therapist started having us bring our daughter
to get her to play with him and generalize things. I think that’s very important.” - Parent

In addition to increased family involvement, both parents and providers unanimously

voiced that Project IMPACT would benefit from the inclusion of strategies to help parents
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manage their child’s problem behavior. Providers emphasized that reducing behavior problems
was often a primary goal for parents. Similarly, when asked about goals that were important to
them, parents reported that aggressive behavior was a pressing concern.

Finally, both parents and providers reported the need for Project INPACT to incorporate
strategies to build collaboration, communication and empathy across parents and professionals.
For some providers, this emphasis centered on facilitating communication and engagement
around the importance of parent training programs like Project InPACT.

“And it tends to sometimes overwhelm the families. Where it’s like I just want to cut

down the hours on everything,” and they don’t realize the importance. It falls back on

them and their stress versus focusing on this the best for [the child].” - Provider

However, for both parents and providers a key piece of building the therapeutic
relationship and gaining parent engagement was using basic empathy and empowerment-based
strategies when working with families. Many parents and some providers emphasized that the
lack of empathy and respect for parents’ perspectives was disheartening and counterproductive to
engaging parents in beneficial parent training programs. Participating parents emphasized that
they would disengage from the program if the therapist did not use a strength-based and
collaborative approach to empower them.

“So making sure especially on the therapist end that they understand. ‘He has this and

this and this,” and like really? We don’t look at it as something right and wrong.” —

Parent

“Yeah the parent’s the expert, that’s what I lead into is ‘you’re the expert we’re here to

help you in modeling and molding what you know.” And | think when the parent’s feel

that there’s a sense of ownership there’s a sense of pride and then you know they’ll say,

‘Did | do that right?’ It always comes back to the clinician anyways but making them
believe and letting them know they are the expert of their child.” — Provider
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Table 3.

Frequency of primary pattern codes as they map onto Rogers’ theory

Parents Providers
Compatibility of Project IMPACT with beliefs and lifestyle
General positive perceptions of the program goals 24 14
Required practice time is too time consuming 7 9
Practicing intervention in daily routines is compatible with family lifestyle 5 8
Program length and delivery is too rigid 11 24
Complexity of written materials and intervention techniques
All reading materials (i.e. manual; homework) are too complex 17 28
Too many intervention techniques are taught within a short program 0 9
Writing requirements not feasible for many families 6 14
Visual learning should be emphasized (i.e. videos, observation, practice) 10 9
Relative advantage of Project IMPACT compared to current practice
Option for group support 11 7
Non-incentive for insurance reimbursement 0 7
Structural barriers to intervention participation
Difficulty managing home environment (siblings, organization, distractions, danger) 5 11
Basic needs not being met (mental health, housing, food, toys, etc.) 16 28
Lack of program translation in other languages 0 10
Suggested additions to enhance Project IMPACT
Practice time needing to be spread throughout the day 19 17
Strategies for family and sibling support/implementation 20 10
Need for strong parent-professional communication and collaboration 11 11
Challenging behavior problems should be able to be addressed if needed 9 7
Daily living skills (i.e. feeding, potty training, dressing) should be addressed 11 6
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Discussion

The current study used a research-community partnership within a Medicaid system in
order to better understand parents” and providers’ perceptions of Project INPACT, an evidence-
based, parent-mediated intervention for ASD. Focus group methodology was used to facilitate
parent and provider discussion around program attributes specific to Rogers’ Diffusion of
Innovations theory (Rogers, 2003), as well as discussion around the structural barriers to
program participation, and suggestions to increase the program’s fit within the Medicaid system.
In general, parents voiced that the Project INPACT goals were compatible with their own goals
for their child with ASD. Additionally, all participants emphasized positive perceptions
regarding their ability to practice the Project INPACT intervention techniques within their pre-
existing daily routines.

Despite these positive views, all parents and providers reported concerns regarding the
time intensity of Project IMPACT, the program’s relatively rigid delivery format, and the
complexity of the written materials. Although parents and providers highlighted the relative
advantage of being able to deliver Project IMPACT in a group format, many providers
underscored the structural barriers that would ultimately prevent this type of delivery in the
Medicaid system. Outside of program attributes, both parents and providers reported structural
barriers to program participation, including chaotic home environments and the lack of basic
needs being met. Both parents and providers offered a number of suggestions to address their
concerns. These included restructuring practice time, teaching in a more visual manner,
addressing problem behavior, and including strategies to involve family members and enhance

the parent-professional alliance.
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Implications

The process of retroactively engaging the community around the fit of existing evidence-
based practices has been argued to be particularly relevant for parent-mediated interventions in
the ASD field (Divan et al., 2015; Stahmer & Pellecchia, 2015). This study attempted to address
this need through a research-community partnership formed within a Medicaid system, with
mutual goals centering on enhancing the fit of Project INPACT for use within this system.
Although not captured within the recorded focus group data, parents and providers often
expressed gratitude for being given a voice in this research study, as they reported that they are
often forgotten. The tendency for research studies to be structured in a manner that excludes
lower SES and ethnic minority families has frequently been cited in the ASD and developmental
disability fields (Hilton et al., 2010; Pierce et al., 2014; Robertson et al., 2017; Tek & Landa,
2012), and is a crucial gap that has impeded the generalizability of recent research findings.
Importantly, the insight gained from the partnerships around the fit of Project INPACT within
the Medicaid community clearly supports the recent push for the use of community partnerships
to address service access disparities within the ASD field (Stahmer & Pellecchia, 2015).

Three important implications stem from the present research study. First, consistent with
research outside of the ASD field, parents and providers reported a number of perceived
structural barriers that would likely prevent participation in Project INPACT. Perceived
structural barriers have been noted to predict engagement in parent-mediated intervention, above
and beyond SES (Kazdin & Holland, 1997), suggesting that these barriers will be crucial to
address in order to successfully use the program within the Medicaid system. In fact, parent-

mediated programs that have incorporated explicit components to help parents problem solve
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around structural barriers have been noted to promote greater treatment adherence (Nock &
Kazdin, 2005).

In addition to structural barriers, many parents and providers also highlighted concerns
regarding attributes specific to Project INMPACT that would be influential in their decision to
adopt and use the program. These attributes mapped on to Rogers’ Diffusion of Innovations
theory (Rogers, 2003), and suggest that they are crucial attributes to address within the
intervention given their strong influence on program fit and use within the system. Importantly,
the attributes highlighted by parents and providers were similar to those reported in a previous
study within the ASD field that used community partnerships to adapt a parent-mediated
program for use in South Asia (Divan et al., 2015). Feedback from parents and providers in
South Asia centered on adapting the program language, incorporating video feedback, the desire
to include the extended family, and the importance of the therapeutic alliance (Divan et al.,
2015). This suggests that there may be specific aspects of parent-mediated programs, in general,
that should be considered and evaluated in collaboration with community partners during the
intervention development process.

A final implication of the present study relates to the importance of collaboration and
partnership between parents and professionals in parent-mediated intervention programs. A
handful of participating providers reported that educating Medicaid-eligible parents on the
importance of parent-mediated interventions was necessary to enhance their engagement and
participation in the program. On the other hand, the majority of parents and a handful of
providers underscored the need for genuine collaboration between parents and providers, and
empathic listening on the part of the provider as a means to enhance parent engagement in the

intervention. Participating parents emphasized that they would disengage from the program if the

28



therapist did not use a strength-based and collaborative approach to empower them. This
qualitative report is consistent with a number of research studies within and outside of the ASD
field that demonstrate the importance of parent-therapist alliance in predicting retention in
treatment programs and long-term parent mental health outcomes (Curits & Singh, 1996; Dunst
& Dempsey, 2007).

Limitations

There are several important limitations to consider within this study. Most prominent of
the limitations is likely the generalizability of the study findings. The study results are drawn
from a small number of focus groups and participating parents from within a specific community
setting. Although the focus groups were generally representative of each agency’s demographics,
the groups may have consisted of more motivated parents given their active choice to participate
in the focus groups. Taken together, the study results may not generalize to other low-resourced
parents outside of the metro-Detroit area. Additionally, parent and provider focus groups were
run separately. The primary reason for this separation was due to suggestions from our
community partners that combined focus groups might result in power dynamics that would
make it more difficult for parents to express their experience and opinions. However, the lack of
multiple stakeholder roles within the focus groups may have limited conversation between
parents and providers that could have lent to more nuanced qualitative data.

Two final study limitations relate to the framework that we chose to guide the adaptation
of Project IMPACT. Although Rogers’ theory is widely used in the dissemination and
implementation field to address intervention uptake and use, other frameworks, such as the
Ecological Validity Model, have been used to guide adaptations geared towards specific cultural

groups and may also have been appropriate for use in this study (Barrera & Catro, 2006; Bernal,

29



Bonilla, & Bellido, 1995; Nilsen, 2015). A final limitation to consider is the manner in which
parents and providers were asked about the relative advantage of Project INPACT as compared
to other services that they were currently receiving and/or delivering. Participants were asked to
discuss how Project IMPACT might be similar and/or different from their current intervention
use/delivery. However, no follow-up questions were used to probe about the possible advantages
or disadvantages of any differences noted between Project INPACT and other intervention
programs. Similarly, the question of the relative advantage of Project INPACT was somewhat
misleading. Research to date does not support the idea that parent-mediated intervention
programs, like Project IMPACT, should replace direct intervention (Bibby et al., 2002;
Weatherby & Woods, 2006). Therefore, the relative advantage of Project INPACT should have
been considered alongside other parent-mediated programs or the absence of parent-mediated
programs, rather than the direct services that they would likely never replace.
Future Directions

Given recent calls within the ASD field (Stahmer & Pellecchia, 2015), future directions
include making adaptations to Project INPACT based on parent and provider input from the
present study. These changes will be made in continual collaboration with the partnering
Medicaid agencies. Although it will be important to consider the tension between fidelity and fit
when making these adaptations (Parra-Cardona et al., 2012), the program attributes and
suggestions that would likely be the target of change are specific to the manner in which Project
ImMPACT is delivered (i.e. the adaptable periphery; Damschroder et al., 2009), rather than the
core components of the intervention itself. This suggests that any adaptations made to Project
IMPACT on the basis of these partnerships will retain the overall fidelity of the program. After

making these changes, eventual aims are to understand the impact of the adaptations on parents’
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and providers’ ratings of program attributes (i.e. compatibility, complexity, relative advantage)
and intent to use the program both within and outside of the Medicaid system.

Despite the importance of adapting Project INPACT to meet the needs of under-resourced
Medicaid settings, this study ultimately highlights the inefficiency of the intervention
development process within and outside of the ASD field. It will be absolutely critical that future
research incorporate diverse community input when developing novel health interventions.
Engaging the community early on in this process may prevent the need to retroactively adapt
interventions, which is costly, inefficient and prohibitive of meeting a larger public health need
(Sandler et al., 2005).

Conclusion

In summary, the findings from this study suggest that parent attrition and disengagement in
parent-mediated programs is not necessarily related to a lack of motivation by parents with low
SES to participate. Rather, the finding suggests that parents are often motivated to participate in
parent-mediated programs but that program attributes, perceived structural barriers, and parent-
therapist alliance are all crucial aspects of parent-mediated programs that likely influence
parents’ choice to enroll and engage in the program. Research within the ASD field has often
examined the role of either program attributes, structural barriers or parent-professional alliance
in isolation. Although all equally crucial aspects of parent engagement and adoption of parent-
mediated interventions for their child, the present study emphasizes the need to consider these
factors in combination in order to ensure that a given parent-mediated intervention fits with the
values and lifestyles of under-resourced communities. Importantly, the use of such partnerships

serves as the starting point to systematically adapting these programs in collaboration with
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community settings in order to address the service use disparities that have been documented

throughout the ASD field.
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STUDY 2
Introduction
As more ASD researchers aim to effectively translate parent-mediated interventions to

families from culturally diverse and underserved backgrounds, research studies within the ASD
field have begun to use research-community partnerships to adapt parent-mediated intervention
programs for use within these settings (Divan et al., 2015; Drahota et al., 2016; Pickard &
Ingersoll, 2016; Rahman et al., 2016; Ratto et al., 2016; Stahmer et al., 2017). These studies have
represented important early steps within the ASD field to adapt the format and delivery of
parent-mediated intervention programs to address concern regarding the intensity and/or fit of
the programs within low-SES, Medicaid settings (Carr & Lord, 2016; Kasari et al., 2014;
Stahmer & Pellecchia, 2015). Although important to adapt evidence-based, parent-mediated
intervention programs to meet the needs of low-SES and culturally diverse settings, it is equally
important to understand the impact of these adaptations on program use and efficacy. With this
in mind, the present study aims to present a series of adaptations made to a parent-mediated
intervention program for ASD (i.e. Project INPACT; Ingersoll & Dvortcsak, 2010) in
collaboration with Medicaid-based community agencies, and to highlight the impact of these
adaptations on parents’ and providers’ ratings of program attributes and intent to use the program
across a variety of community settings.
Parent-Mediated Intervention of Interest

Project IMPACT is an evidence-based, parent-mediated intervention that teaches parents to
promote their child’s social communication development through the use of naturalistic,
developmental, and behavioral intervention strategies. Core strategies taught within the Project

IMPACT curriculum include: 1) following your child’s lead; 2) adjusting your communication;
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3) creating opportunities for your child to initiate; 4) teaching your child new skills; and 5)
pacing the interaction (Ingersoll & Dvortcsak, 2010). Project IMPACT can be delivered in an
individual or group format, and is geared towards children with an expressive language level
between 6 and 42 months. The original Project INPACT program was designed to be delivered
with parents and providers meeting twice each week for one hour over 12 weeks. In each session,
parents receive: 1) didactic instruction in intervention strategies; 2) modeling of the intervention
techniques by the therapist; 3) live coaching from the therapist while practicing the strategies
with their child; and 4) homework to practice the strategies at home with their child for 20-30
minutes each day. Research studies examining the efficacy of Project INPACT have
demonstrated that parent participation in the program results in parent learning of the
intervention strategies, improvements in child social communication skills, and improvements in
parent empowerment and self-efficacy (Ingersoll et al., 2016; Ingersoll & Wainer, 2013; Pickard
et al., 2016; Stadnick et al., 2015).
Summary of Adaptations to Project IMPACT

All adaptations to Project INPACT were grounded in a research-community partnership
with families and providers within Detroit Wayne Mental Health Authority (Pickard, Kilgore, &
Ingersoll, 2016), a Medicaid service delivery system in metro-Detroit. After better understanding
the perceived compatibility, complexity, and relative advantage of Project INPACT, as well as
the structural barriers to its use within DWMHA, adaptations to Project INPACT were made in
continued collaboration with DWMHA and the intervention developers. Important in this process
was ensuring the balance between fidelity and fit; that is retaining the core components of the
intervention while making changes to its adaptable periphery in a manner that was able to

address the concerns and suggestions raised in our partnership (Greenhagh et al., 2004).
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To strike this balance, early on, it was important to identify the core components of
Project INMPACT alongside the intervention developers. This identification process was guided
by past research demonstrating the time intensity at which it was necessary to deliver Project
IMPACT (Ingersoll & Wainer, 2013; Stadnick et al., 2015), as well as structured rating scales
that are used to measure the program’s fidelity of implementation (Ingersoll & Dvortcsak, 2010).
As part of this review process, it was clear that the delivery of Project INPACT could be reduced
from two hours per week to one hour per week while still retaining the program’s efficacy
(Ingersoll & Wainer, 2013). Additionally, review of the fidelity checklists demonstrated that at
least one specific intervention technique was required to be taught to parents within each of the
five core fidelity domains (i.e. following the child’s lead, adjusting communication, etc.).
Finally, for providers, core components of Project INPACT also included key parent coaching
strategies included in the program’s parent coaching fidelity checklist (Ingersoll & Dvortcsak,
2010). These domains included: 1) review of intervention techniques with parents; 2) modeling
of the intervention techniques while explaining their impact on the child’s behavior; 3) parent
practice and coaching around use of the intervention techniques with their child; 4) problem
solving around parents’ use of the intervention techniques; and 5) support and planning around
how parents can practice the intervention strategies at home with their child.

After establishing the core components of Project IMPACT, a second step in the
adaptation process was better understanding how suggested changes from our community
partners might alter these components. However, much of the feedback that had been given in
our partnership was that, overall, the Project INPACT strategies and goals were crucial and
important to parents and providers (Pickard, Kilgore, & Ingersoll, 2016). Therefore, all of the

suggested adaptations to the program were not geared towards reducing the time intensity of the
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program to less than one hour per week, or towards eliminating any of the identified core
components of the program.

Final adaptations to Project INPACT, made in collaboration with DWMHA, are
summarized within the context of Roger’s Diffusion of Innovations theory (Rogers, 2003) in
Table 4. To improve the compatibility of Project IMPACT with family values and lifestyle, the
“practice time” required of the program was changed so that it could be spread throughout the
day (i.e. rather than in set chunks of 20-30 minutes), and during routines that parents were
already completing with their child (i.e. meal time and bath time, rather than structured play).
Improved program flexibility was addressed by emphasizing that the program could be delivered
1-2 hours per week with somewhat flexible lesson content and the opportunity to repeat lessons
as needed. To reduce the complexity of the program material, all written language was changed
to read at an 8" grade level. Additionally, lesson structures were adapted so that the verbal
explanation of the intervention techniques was reduced and accompanied by visual, video, and
bullet pointed descriptors of the technique. Finally, to reduce program complexity, the bulk of
teaching was adapted to focus on parent observation of the therapist and parent practice of the
intervention technique. At the end of each lesson, the parent and therapist completed a visual
“practice plan” together (i.e. rather than written homework) in which the parent and therapist
could collaboratively select a couple of times in which the parent could practice the intervention
techniques with their child at home.

Finally, to address participants’ reported structural barriers to program participation and
suggestions for program enhancement, the first lesson of the program was restructured to
include: 1) specific strategies for the therapist to build alliance with the parent; 2) additional

problem solving and support around any anticipated barriers to program engagement and
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success; and 3) discussion around helping the parent to get their “team on board,” including that
of grandparents, spouses, friends and older children. Finally, the adapted Project INPACT
program included a new, optional module that included evidence-based strategies to support

parents in managing challenging behavior.
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Table 4.

Summary of Adaptations to Project INPACT

Theme

Primary Adaptation

Compatibility with Values and Lifestyle
Required practice was too time intense

Need for practice in routines; difficulty with
practice in play

Program length and delivery too rigid

Complexity of Learning

All reading materials too complex

Too many intervention techniques

Writing requirements not feasible for many families
Visual learning should be emphasized

Relative Advantage Compared to Current Practice
Option for group support

Structural Barriers to Participation
Difficulty managing environment
Basic needs not being met

Suggestions for Program Enhancement
Practice time spread throughout the day
Strategies for family and sibling implementation

Need for strong parent professional partnerships
Challenging behavior should be addressed

Emphasis on practice time occurring 5-10 minutes across pre-existing routines.
Additional videos and emphasis on practicing within daily routines throughout
the program.

Emphasis on the teaching content with flexibility around the type of delivery
(i.e. ability to repeat lessons as needed).

All written materials bullet-pointed and reduced to read at an 8™ grade level.
Emphasis placed on teaching prioritized intervention strategies in each lesson.
Written homework eliminated and replaced with visual practice plan.
Teaching through video review, modeling and live coaching emphasized.

This option remained as a possible delivery format.

Additional emphasis and problem solving around home environment.
Case managers are included as collaborators within the program.

Emphasis on practice time as 5-10 minutes spread throughout the day.
More explicit conversation around how to include other family members.

The addition of specific strategies for therapists to build alliance.
Added lesson that included strategies to address behavior problems.
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Testing the Impact of Adaptations Using Theory of Planned Behavior

After making adaptations to Project INPACT, the present study aimed to better
understand the impact of these adaptations through the use of two theories. First, given that the
initial adaptations to Project IMPACT were grounded in Rogers’ Diffusion of Innovations theory
(Rogers, 1995; Rogers, 2003), one way to test the impact of the program adaptations was to
understand whether parents from low-SES, Medicaid backgrounds rated the adapted program
attributes (i.e. compatibility, complexity, and relative advantage) more favorably than those of
the original program. Broad attitudes towards evidence-based practices and more specific
attitudes towards program attributes based on Rogers’ theory have been shown to serve as
barriers and facilitators to the uptake and use of mental health practices (Barnett et al., 2017;
Cook, Thomposon, & Schnurr, 2015; Henggler et al., 2008). Taken together, this research
suggests that more positive perceptions of the adapted Project INPACT program could lead to
greater uptake and use of the program for low-SES families. This finding would be pertinent
given the high rates of attrition and reported disengagement of low-SES, Medicaid-eligible
families when evidence-based, parent-mediated programs have been delivered in Medicaid
settings (Carr & Lord, 2016; Kasari et al., 2014; Stahmer & Pellecchia, 2015).

In addition to understanding possible changes in parents’ and providers’ perceptions, a
second goal of this study was to approximate the impact of the program adaptations on Project
IMPACT use. To do this, Theory of Planned Behavior (TPB; Azjen, 1991) was used to test the
impact of the adaptations on parents’ and providers’ intention to use Project IMPACT.
Intentions, a key component of TPB, are thought to encompass the motivational factors that drive
behavior (Azjen, 1991; Sheeran, 2002; Webb & Sheeran, 2006), and have been shown to be

associated with and predictive of both the adoption and sustained use health behaviors across a
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variety of fields (Eccles, 2006). For example, in several meta-analyses, individuals’ intention to
perform health behaviors such as hand-washing, contraceptive use, exercise, HIV protection, and
smoking cessation were shown to be associated with the initial adoption of the specific health
behavior with correlations ranging from r=0.35 to r=0.56, and variances explained ranging from
R?=0.15 to R?=0.44 (Armitage & Conner, 2001; Eccles, 2006; Godin et al., 2008; Schwarzer et
al., 2007; Scott et al., 2008). Within the mental health field, recent studies have also used TPB to
demonstrate that providers’ intentions to use evidence-based practices are predictive of their
initial adoption of that practice, mediating the relationship between key organizational factors
and use (Williams et al., 2016). Although many studies have used intentions to predict only the
initial adoption of a health behavior, others have shown that the same intentions are also
associated with the sustained use of health behaviors (Liao & Lu, 2008; Moore & Benbasat,
1996; Quine, Rutter, & Arnold, 2001), with adoption and sustained use being associated at
r=0.36 (Williams et al., 2016). Although they are more highly associated with self-reported use
of health behavior, intentions have also been shown to predict the objective use of health
behavior with similar but smaller effects (Eccles, 2006; Godin et al., 2008).

In addition to predicting health behavior at a single time point, other studies using TPB
have manipulated individuals’ intentions to assess the effect of these changes on the use of health
behaviors. A meta-analysis of 47 of these studies found that average changes in intention of
d=0.66 led to changes in both self-reported and actual behavior with effect sizes averaging at
d=0.36 (Webb & Sheeran, 2006). For example, in one such study, school-aged children were
randomized to an intervention aimed at increasing helmet use. As part of this study, participants’
beliefs, intentions and behavior were measured prior to and after the intervention. Results

demonstrated that children who received the helmeting intervention (i.e. persuasive messaging)
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demonstrated more positive beliefs about helmets and greater intention to wear helmets
following the intervention, and were more likely to wear helmets immediately following the
intervention and at 5-month follow-up (Quine, Rutter, & Arnold, 2001). Similar findings have
been found as they relate to screening for cervical cancer, with brief planning-based
interventions associated with increased intention and use of cervical cancer screenings (Sheeran
& Orbell, 2000).

Taken together, these studies suggest that behavioral intentions are an appropriate proxy
for actual behavior, and that meaningful changes in intention could support behavior change.
Therefore, prior to trialing Project IMPACT within low-SES, Medicaid settings, TPB can be used
to understand whether parents’ and providers’ intentions to use Project InPACT differ across the
original and adapted programs, thereby representing meaningful differences in how the two
programs might be used. A much larger and more diverse sample of parents and providers was
used in the present study as a way to understand whether the impact of program adaptations were
specific to parents from low-SES, Medicaid backgrounds or universal to parents of all SES
backgrounds. By using both Rogers’ Diffusion of Innovations theory and Theory of Planned
Behavior, the current study had specific aims to: 1) examine whether parents’ and providers’
perception of Project INPACT program attributes (i.e. compatibility, complexity, and relative
advantage; Rogers, 1995) differed across the original and adapted programs; 2) examine whether
parents’ and providers’ intent to use Project InPACT differed across the original and adapted
programs; and 3) examine differences in how parents and providers qualitatively discussed the

strengths and limitations of the original versus adapted Project INPACT programs.
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Method

Participating Community Agencies and Recruitment

Study 2 was conducted in collaboration with DWMHA (i.e. series of agencies in our initial
community partnership; Pickard, Kilgore, & Ingersoll, 2016) and the Wardcliff Abilities Center,
which is the developmental disabilities branch of Community Mental Health of Clinton, Eaton
and Ingham Counties. Both partnering agencies provide services to families of young children
with ASD who qualify for Medicaid insurance based on their family income. In addition to
partnering with both Medicaid agencies, Study 2 was also open to families from both higher and
lower SES backgrounds through local ASD list serves throughout the state of Michigan.
Experimental Design and Study Procedure

All parents and providers were able to participate in Study 2 remotely if they had access
to the internet and/or a computer, smart phone, or tablet. Interested participants without access to
a computer and/or internet were provided with a laptop, tablet, or computer through the Medicaid
agency where they received services.

Participating parents and providers were randomized so that they either watched a 13-
minute, video-based presentation of the original Project INPACT program, or the same 13-
minute, video-based presentation of the adapted Project INPACT program. Videos included key
information and visuals about the format, structure, and requirements of the relevant program.
After watching the presentation, participating parents and providers completed an online
questionnaire that assessed: 1) a range of demographic information; 2) perceptions of Project
ImMPACT attributes; 3) intent to use Project INPACT; and 4) other relevant mental health and

organizational characteristics.
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Study 2 Participants

Eighty-two parents of a child with an ASD diagnosis and 80 ASD community providers
participated in Study 2. All participating parents had at least one child between the ages of 18
months and 8 years (M=4.98; SD=1.78), and all participating providers worked with children
with ASD within the same age range. Fifty-four percent of participating parents were Medicaid-
eligible based on income (i.e. family income below 133% of federal poverty line) and 42.20%
had household incomes and household sizes that placed them below the federal poverty line (i.e.
family income and size below 100% of the federal poverty line; U.S. Department of Health and
Human Services, 2016). Parents were an average age of 33.78 years (SD=5.78) and were 79.40%
female. Participating providers were from a variety of professional backgrounds, were 81.30%
female, and were 86.30% White/European American. 52.40% of participating providers reported
serving families who were Medicaid-eligible based on income. All participant demographic

information, by study group, is presented in Tables 5 and 6.
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Table 5.

Study 2 Parent Characteristics

Group

Characteristic

Original

Adapted

Percent (N=40)

Mean (SD) Percent (N=42) Mean (SD)

Gender (% female)

Age in years

Number of household members
Medicaid by income

At or below poverty line

Marital status
Married/Living with Partner
Single, Widowed, Divorced

Ethnicity
White/Caucasian
Black/African American
Hispanic/Latino

Middle Eastern
Asian/Pacific Islander
Biracial/Other

Education

Less than High School
High School Degree

Some Specialized Training
Bachelor’s Degree
Graduate Degree

Annual Household Income
<$10,000
$10,001-$15,000
$15,001-$20,000
$20,001-$25,000
$20,001-$25,000
$25,001-30,000
$30,001-$35,000
$35,001-$40,000
$40,001-$45,000
>$45,001

Child with ASD
Age in years

78.80%

48.80%
36.60%

75.60%
24.40%

56.10%
14.60%
9.80%
7.30%
7.30%
4.90%

7.30%
14.60%
34.10%
31.70%
12.20%

2.40%
12.20%
4.90%
7.30%
2.40%
12.20%
7.30%
2.40%
7.30%
41.60%

34.13 (5.62)
4.24 (1.20)

4.71 (1.73)

80.20%

59.10%
45.50%

81.80%
18.20%

54.50%
22.70%
9.10%
4.50%
2.30%
6.80%

9.10%
9.10%
31.80%
36.40%
13.60%

9.10%
11.40%
2.30%
9.10%
6.80%
4.50%
9.10%
4.50%
11.40%
31.80%

33.57 (6.19)
4.44 (1.16)

5.33 (1.92)
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Table 6.

Study 2 Provider Characteristics

Group
Characteristic Original Adapted
Percent (N=42) I\(/éesl)n Percent (N=38) I\(/é?;l)n
Gender (% female) 83.30% 78.90%

. 37.13 34.79
Age In years (12.32) (8.85)
Medicaid families 41.70% 56.80%
Ethnicity
White/Caucasian 88.10% 84.20%
Black/African American 4.80% 2.60%
Hispanic/Latino 7.10% 5.30%
Middle Eastern 0% 5.30%
Asian/Pacific Islander 0% 2.60%
Biracial/Other 0%

Education

High School Degree 7.10% 5.30%
Some College/Specialized Training 4.10% 7.90%
Bachelor’s Degree 19.00% 21.10%
Graduate Degree (MA) 57.10% 63.20%
Graduate Degree (PhD/MD) 11.90% 2.60%
Occupation

Speech Language Pathologist 14.30% 15.80%
Special Education Teaching 11.90% 13.20%
Social Worker 4.80% 15.80%
Early Interventionist 7.10% 10.50%
Behavior Technician/BCBA 8.90% 13.20%
Psychologist 14.30% 10.50%
Occupational Therapist 14.30% 18.40%
Years experience with children

with ASD

<1 years 7.10% 10.50%
1-3 years 31.00% 23.70%
4-6 years 19.00% 34.20%
7-10 years 9.50% 23.70%
>10 years 33.30% 7.90%
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Video Stimuli

Videos of the original and adapted Project INPACT program were designed to be
identical in format, visuals, length and the majority of word content. The primary differences
between the two videos were in descriptions of the program delivery related to the major
program adaptations noted in Table 4. The original and adapted video scripts, with major
differences, are displayed in Appendices E and F. Both videos were: 1) 13 minutes, 30 seconds
in length; 2) 1600 words in length; and 3) were dictated at roughly an eighth grade reading level
as measured by the Flesch-Kincaid Grade Level.

In addition to formatting, it was crucial to determine that the two videos were rated equally
on measures of visual appeal and viewer comprehension. To do this, 108 undergraduate college
students participated in a brief online study in which they were randomly assigned to watch
either the original or adapted Project IMPACT video, following which they rated the video using
a seven-point likert scale on the following dimensions: 1) clarity of the presentation material; 2)
visual appeal; 3) general interest in video content; 4) confusion about the material presented; 5)
attention/engagement in the presentation; and 6) whether the material was presented clearly.
Results from one-way ANOVAs highlighted no group differences in video ratings (all p values >
0.40; all Cohen’s d values < 0.08).

Measures

All measures used in Study 2 are summarized in Table 7.

Parent demographics.

Parent demographic information was assessed using measures of parent age, gender,

racial/ethnic background, highest educational degree obtained, marital status, annual household
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income, occupation, partner occupation if applicable, primary language spoken, health insurance
status, and number of household members.

Child demographics.

Child demographic information was assessed using measures of child age and gender. In
addition, the Autism Behavior Checklist (ABC; Krug, Arick, & Almond, 1990) was used as a
measure of child ASD symptom severity. The ABC consists of 57 questions that ask about
behaviors that are specific to ASD, as well as other general behavior problems. Total scores were
summed with higher total scores indicating more severe ASD symptoms. Cronbach’s alpha for
the ABC demonstrated strong internal reliability for the present study (a=0.88).

Parenting stress.

The Parenting Stress Index-Short Form (PSI-SF; Abdin, 1995) was used as a measure of
parenting stress. The PSI-SF is a 36-item self-report questionnaire that is frequently used within
the ASD field to reflect the amount of stress that parents experience in their relationship with
their child. Parents indicated the degree to which they agreed with each of the questionnaire
statements using a 5-point likert scale. A high “Total Score” on the PSI-SF indicates significant
stress in the parent-child relationship. The PSI-SF demonstrated strong internal reliability in the
current study (0=0.85).

Parent depression.

The Center for Epidemiological Studies Depression Scale (CES-D; Radloff, 1977) is a
20-item self-report measure that asks parents’ to quantify their experience of depressive
symptoms over the prior week using a 4-point likert scale. Higher total scores on the CES-D

reflect higher levels of depressive symptoms, with a cutoff score of 16 indicating clinical levels
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of depressive symptoms over the prior week. The CES-D demonstrated strong internal reliability
in the current study (0=0.92).

Perceived structural barriers.

The 20-item “stressors and obstacles scale” of the Barriers to Treatment Participation
Scale (BTPS; Kazdin et al., 1997) was used to assess perceived barriers to participating in
Project INMPACT. The BTPS is a 44-item checklist of perceived barriers to participation in
parent-mediated intervention programs. Parents rated each of the 20 external stressors and
obstacles using a 5-point likert scale. Higher total scores reflect a greater number of structural
barriers likely to impede engagement in parent-mediated intervention programs. The BTPS
demonstrated strong internal reliability in the current study (0=0.86).

Provider demographics.

Provider demographic information was assessed using measures of provider age,
racial/ethnic background, highest educational degree obtained, professional role, and practice
setting.

Provider clientele.

Information about providers’ ASD clientele was assessed using measures of average
client age, years of experience working with children with ASD, number of children with ASD
on caseload, insurance status of clients, and average income of families on caseload.

Implementation leadership.

The Implementation Leadership Scale (ILS; Aarons, Ehrhart; & Farahnak; 2014) is a 12-
item scale that assesses an organization’s leadership capacity noted to influence the adoption of
health innovations. Participating providers rated how much they agreed with each of the 12-items

about their organizational leader using a 5-point likert scale. Total scores were summed to reflect
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greater organizational leadership. The ILS demonstrated strong internal reliability in the current
study (0=0.93).

Provider general attitudes.

The Evidence-Based Practices Attitude Scale (EBPAS; Aarons, 2004) is a 15-item
questionnaire that assesses providers’ attitudes towards the adoption of manualized EBPs. The
EBPAS is a measure that has been frequently used as a predictor of the likelihood that providers
will adopt novel, evidence-based health practices. Participating providers rated each of the 15-
items using a 5-point likert scale. Total scores were summed with greater scores representing
greater openness to trying novel, manualized treatments. Cronbach’s alpha for the EBPAS was
0=0.81.

Perceived workplace barriers.

Providers’ perceived barriers to using Project InPACT was assessed using a 19-item
barriers checklist that has been used to examine structural barriers to provider use of the Triple P
- Positive Parenting Program (Turner & Sanders, 2006). The Triple P barriers checklist was
modified so that the items were specific to Project INPACT. Providers rated each of the 19
barriers using a 5-point likert scale. Barriers on the scale are related to: 1) workplace
characteristics; 2) issues related to provider/program fit; and 3) challenges in program
management. This measure had strong internal reliability («#=0.87) in the present study.

Project ImMPACT attributes.

Parents and providers perception of Project INPACT attributes was assessed using Moore
and Benbasat’s (1991) measure of an innovation’s attributes specific to Roger’s theory (Lewis et
al., 2015; Moore & Benbasat, 1991). The original measure contained 41 items that asked about

attributes specific to Roger’s theory (i.e. compatibility, complexity and relative advantage). For
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the purpose of this study, the original measure was shortened and modified so that items were
specific to Project INPACT. The 14-item short form included 5 items each specific to Project
IMPACT compatibility and complexity, and 4 items specific to Project INPACT relative
advantage. Participants rated how much they agreed with each item using a 7-point likert scale,
with maximum scores equaling 98. The modified measure had strong internal reliability for both
participating parents (a¢=0.91) and providers (0=0.94).

In order to determine the preliminary psychometric properties of the modified Project
IMPACT Attributes scale, a principal component analysis (PCA) was conducted on the 14 items
separately for parents and providers. Oblique, promax rotations were used given the underlying
assumption that the three hypothesized factors (i.e. compatibility, complexity, and relative
advantage) might correlate. The Kaiser-Meyer-Olkin measure demonstrated that the sample size
for both parents and providers was adequate to perform factor analysis; KM0=0.84; 0.87
respectively. Additionally, Bartlett’s test of sphericity indicated that correlations amongst items
were sufficiently large for both parent ratings, X°=608.19, p<0.001, and provider ratings,
X?=846.68, p<0.001. Initial analyses from parent item ratings indicated that four components
had eigenvalues greater than 1 that explained 70.74% of the variance in total Project INPACT
attitude scores. However, after rotation, nearly all items loaded distinctly onto the first factor,
with only a handful of items loading onto the remaining three in a non-specific manner.
Similarly, for providers, only two components had eigenvalues greater than 1 that explained
65.58% of the variance in total Project IMPACT attitude scores. After rotation, the majority of
items loaded onto the first factor, with two items loading minimally (<0.45) onto the second
factor. Given these findings, all subsequent analyses used total scores on the Project INPACT

Attributes scale, rather than scores from each of the hypothesized sub-scales.
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Intent to use.

Parents’ and providers’ intent to use Project InPACT was assessed using the question,
“How likely is it that you would use the Project INPACT program if it were made available to
you?” Participants were asked to give a percent (ranging from 0-100) likelihood that they would
use the program (Scott et al., 2008).

Open-ended feedback.

All participants responded to the following open-ended questions, “what are some things
that you like about the Project InPACT program?” and, “what are any concerns that you have

about the Project IMPACT program?*
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Table 7.

List of Study 2 Measures

Construct Measure Participant
Parent Measures
Age Parent
Parent Demographics Race/Ethnicity, Spoken Language Parent
SES: Income, Education, Household Size, Occupation Parent
. . Child Age Parent
Child Demographics .
grap ASD Symptom Severity: ABC (Krug et al., 1991) Parent
Parenting Stress: PSI-SF (Abdin, 1995) Parent
Parent Mental Health .
Depressive Symptoms: CES-D (Radloff, 1977) Parent
Parent Structural Barriers BTPS (Kazdin et al., 1997) Parent
Provider Measures
Age Provider
Provider Demographics Race/Ethnicity; Education Provider
Professional Role; Years Experience, Clientele Provider
Implementation Climate ILS (Aarons, Erhart; & Farahnak; 2014) Provider
General Attitudes EBPAS (Aarons, 2004) Provider
Provider Workplace Barriers Triple P Barriers Checklist (Turner & Sanders, 2006) Provider

All Participants

Project IMPACT Attributes
Intent to use Project INPACT

Qualitative Feedback

Modified Attributes Scale (Moore & Benbasat, 1991)
Project ImMPACT Intent to Use Scale
Positive and Negative Program Feedback

Parent, Provider
Parent, Provider
Parent, Provider
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Data Analysis

Independent sample t-tests were used to examine possible group differences in parent
age, parent income, parenting stress, parent depressive symptoms, and child ASD symptom
severity across parents in the original and adapted video groups. No statistically significant group
differences were observed, with all p values > 0.53. Similarly, for providers, no statistically
significant differences were observed across groups regarding provider age, education level,
experience working with children with ASD, reported implementation climate, and general
attitudes towards evidence-based practices, with all p values > 0.49. Given these results, no
variables were co-varied out in subsequent analyses. Additional bivariate correlations were run
to examine the relationship between key parent and provider variables. For parents, intent to use
was significantly correlated with program attribute ratings (r=0.60), perceived structural barriers
(r=-0.29), and child symptom severity (r=0.22). Parents’ perceived structural barriers were also
associated with ratings of program attributes (r=-0.27) and parent income (r=0.39). For
providers, similar relationships were noted, with intent to use significantly associated with
perceived program attributes (r=0.67), workplace barriers (r=-0.33), and provider education
(r=0.23).

To determine whether adaptations to Project INPACT influenced parents’ and providers’
perceptions of program attributes (i.e. total score of program compatibility, complexity, and
relative advantage), perceived structural barriers to program use, and their intent to use the
program, two-way, between-subjects ANOVAS were run to examine the impact of program type
(original vs. adapted), parent income status (i.e. qualifying versus not qualifying for Medicaid
insurance), and their interaction on perceptions of program attributes and intent to use either

program. In addition to quantitative analysis, qualitative methods were used to examine
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differences across participants’ open-ended responses regarding the strengths and weaknesses of
the original versus adapted Project INPACT programs. Specifically, Miles and Huberman’s
(1994) approach to qualitative analysis was used to analyze open-ended responses within the
same framework that was used to analyze focus group data in Study 1 (Pickard, Kilgore, &
Ingersoll, 2016). Prior to analyzing data, all responses were uploaded into Dedoose and
categorized by whether the response was from a parent versus provider, and from a participant in
the original versus adapted video group. After doing so, “first-cycle” codes were categorized as
they related to: 1) program compatibility; 2) program complexity; 3) relative advantage, 4)
perceived structural barriers; and 5) other positive or negative comments related to the program.
Reliability was ensured by using consensus coding, in which two investigators collaboratively
coded each response, both blind to participant groupings. Relational and variational sampling
was used to compare the percent of parents and providers who reported codes across the original
and adapted programs as a means to compliment the quantitative data analysis (Boyatzis, 1998).
Results

Parent Ratings of Program Attributes

A two-way, between subjects ANOVA was run to examine the impact of program type
(i.e. original versus adapted), parent SES (i.e. qualifying for Medicaid by income), and their
interaction on parents’ total ratings of the perceived compatibility, complexity and relative
advantage of Project INPACT (i.e. summed across items on Roger’s attributes scale). Results
from the two-way ANOVA are displayed in Table 8 and plotted in Figure 1. Total attribute
scores had equal variance across groups, F(3,78)=0.40, p=0.75. There was no main effect of
program type or Medicaid status on parents’ ratings of Project InPACT’s total compatibility,

complexity, and relative advantage. However, there was a significant interaction, F(1,78)=4.48,
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p=0.03, an:0.0S, such that Medicaid-eligible parents rated the attributes of the adapted program
more favorably than parents from higher SES backgrounds (d=0.56, p=0.04). Although it also
appeared that higher SES parents rated the original program more favorably than Medicaid
families, this follow-up comparison was not significantly significant (d=0.42; p=0.13). In
general, power for the analysis was low (power=0.55), and indicated that a sample size of N=120
would be necessary to detect the noted effect with power=0.80.

Figure 1.

Parent ratings of program attributes by program type and Medicaid status
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Parent Ratings of Perceived Structural Barriers

A two-way, between subjects ANOVA was run to examine the impact of program type,
parent SES (i.e. Medicaid status), and their interaction on parents’ total perceived structural
barriers to using Project IMPACT (i.e. total scores on the BTPS). Results are displayed in Table
8 and plotted in Figure 2. Total perceived structural barriers scores had equal variance across

groups, F(3,78)=1.78, p=0.16. There was a significant main effect of parent SES, F(1,78)=15.74,
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p<0.001, an:O.lY, such that parents from low SES background reported significantly fewer
perceived structural barriers to using Project InPACT. Additionally, there was a marginal main
effect of program type, F(1,78)=2.58, p=0.10, np2:0.03, such that parents across both SES
groups tended to rate the adapted program as having fewer structural barriers than the original
program. There was no interaction between parent SES and program type.

Figure 2.

Parent ratings of structural barriers by program type and Medicaid status
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A two-way, between subjects ANOVA was run to examine the impact of program type,
parent SES (i.e. Medicaid status), and their interaction on parents’ intent to use Project InPACT.
Parents’ ratings of intent to use were negatively skewed such that parents across all groups
reported relatively high intent to use Project INPACT (M=85.60; SD=15.13). Given this, a
square root transformation was used to normalize the distribution of intent to use ratings. Results
from a two-way ANOVA demonstrated a marginally significant effect of parent income, such

that Medicaid-eligible parents tended to report higher intent to use across both programs,
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F(1,78)=2.97, p=0.08, np220.04. Additionally, there was a marginally significant interaction,
such that parents from low SES, Medicaid backgrounds reported greater intent to use the adapted
Project INPACT program than higher SES parents, F(1,78)=2.43, p=0.11, np2:0.03. Power for
the analysis was low for both effects (power=0.45), and indicated that a sample size of N=150
would be necessary to detect the noted effects with power=0.80.

Figure 3.

Parent ratings of intent to use by program type and Medicaid status
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Table 8.

Parent Results From Two-Way, Between-Subjects ANOVAS

Outcome Measure Medicaid Parents Non-Medicaid Parents Effects
Original Adapted Original Adapted Program SES Program x SES
Mean (SD) Mean (SD)  Mean (SD)  Mean (SD) F(n,?) F(n,?) F(n,?)

Total Attributes 73.60 (8.75)  79.44(10.42) 77.35(8.91) 74.41(8.47) 0.49(0.01) 0.10(0.00)  4.48 (0.05)*
45.50 15.74

Structural Barriers 37.65 (6.43) 33.84 (11.53) (10.13) 42.58 (7.67)  2.58 (0.03) (0.17)** 0.05 (0.00)
84.95

Intent to Use 84.35(13.80)  89.32 (12.49) (19.71) 80.88 (15.32) 0.02 (0.00) 2.97 (0.04) 2.43 (0.03)
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Parent Qualitative Feedback

Participating parents in both program groups responded to two open-ended questions
regarding aspects of Project INPACT that they liked and aspects that concerned them. In order to
be consistent with the framework that was used to adapt the Project IMPACT program (Pickard,
Kilgore, & Ingersoll, 2016), parent responses were categorized into the following domains: 1)
aspects of the program that were compatible or not compatible with parents’ beliefs, values, and
lifestyle; 2) comments or concerns related to the complexity of the program material; 3) the
relative advantage or disadvantage of Project InPACT compared to other services presently
being used; 4) perceived structural barriers to using Project INPACT; and 5) other positive or
negative aspects of the program that did not fall into one of the pre-existing domains. Parent
responses, by program type, are displayed in Table 9.

Many parents in both groups spontaneously reported a number of aspects of Project
IMPACT that made it compatible with their beliefs, values and lifestyle. Parents in the original
and adapted Project ImMPACT groups reported equally liking that the program attempts to
empower parents by supporting them in using a set of strategies to better engage and teach their
child.

[I like] that it would teach me how to play with my child with Autism. | am very much

like that mom shown in the first video who struggles to play with her child. — Original

parent

The focus is to help parents gain knowledge on how to enter the child's world and
communicate with them. Everyone benefits, especially the child. — Adapted parent

| like the parent teaching component. It's something that parents can feel empowered to

do and do when the therapists are not around....It's a way for the parent to connect to their
child as well. — Adapted parent
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Similarly, parents reported with about equal frequency that both the original and adapted
Project IMPACT programs were compatible with their lifestyle given the naturalistic focus of the
intervention. In particular, parents voiced liking that the program could be embedded into the
activities and routines that they were already doing with their child.

[The program is] simple, easy to learn, easy implementation, does not require a lot of
time, can be done anywhere. — Original parent

It looks as if Project IMPACT really helps parents to get more involved with helping their

child to learn new social skills. I think that it would fit right into our lives and that it

would be of great benefit to me and my children. We're really struggling now with some

communication and behavioral issues, and | would definitely welcome an opportunity to

work with this project. It looks as if it would make our lives easier and our time together

more productive. — Adapted parent

Although a percentage of parents in both Project IMPACT groups reported that the
program goals were important to them, parents who viewed the adapted program were more
likely to indicate that the social communication and behavioral goals were strengths of the
program. Finally, regarding program compatibility, parents who watched the adapted Project
ImMPACT program were both more likely to indicate that the required practice time was feasible
and less likely to voice concern about setting aside time to practice the learned intervention
techniques at home.

With 3 kids, it will/would be almost impossible to set aside 20-30 minutes each day for

just 1 child. It would be even harder for me because my husband is usually at work and it

is me by myself with all 3 kids at night. — Original parent

| like that you can integrate [the program] into your daily routine without having to set

aside a lot of extra time to do the therapy. I also think it's helpful to have a visual

reminders and homework on one page. — Adapted parent

In their open-ended responses, many parents reported themes regarding the complexity of

the Project ImMPACT program. At least a quarter of parents in both groups reported that the

intervention techniques were taught in a way that would be relatively easy to learn, and few

60



parents spontaneously reported concerns regarding their ability to learn the program. However,
across responses, parents who viewed the adapted Project INPACT program were more likely to
comment on the ease of learning the program and less likely (i.e. did not at all) to report concern

regarding the program’s complexity.

I like its simplicity. — Original parent

It seems fairly easy to learn. | also like that there are visual reminders and practice plans
— Adapted parent

I’m worried about how long it would take me to learn the techniques. — Original parent

A handful of parents in both the original and adapted Project INPACT groups
spontaneously voiced the relative advantage of Project INnPACT when compared to the other
services that they were currently using for their child with ASD, often referencing that the
program would make the services that they were receiving better. However, when asked what
concerned them about the program, parents in both groups reported perceived structural barriers
to using Project IMPACT. A small number of parents in both groups voiced concern that
scheduling the program appointments would be difficult due their family’s hectic schedule of
work, outside therapy, and other activities. Additionally, a number of parents in both program
groups raised concerns over the possible cost of the program, emphasizing that it would be
difficult to access the program if it were not covered by insurance.

[’m concerned about] the possible cost to parents if it's not covered by private insurance.

This is similar to a program that came to me and my son prior to him being enrolled in

government insurance and | had to save money to pay for it. — Original parent

Cost! Is this covered by my insurance? — Adapted parent
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Finally, in their open-ended responses, parents mentioned several other themes that did
not directly map onto the Roger’s attributes or perceived structural barriers to program
participation. For example, when asked about their concerns for the program, over a quarter of
parents in the original video group and well over half of parents in the adapted group reported
that they had no concerns regarding the Project IMPACT program. Additionally, 1 to 2 families
in each group emphasized that the program would only be beneficial when delivered by high-
quality therapists who were empathic and well-trained in the program content. Finally, parents in
the adapted video group spontaneously reported that they felt strategies to involve siblings and
the extended family in the program was greatly beneficial.

Like with any program we've done my concern is the quality of the therapists. — Original
parent

| like that it involves both the child and the parent. I think it would also be easy for other
children to help too, which is important. — Adapted parent
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Table 9.

Percent of Parents who Reported Each Theme by Program Type.

Positive Comments Original Adapted Concerns Original  Adapted
Compatibility of Project INPACT Compatibility of Project IMPACT
Positive perception of program goals 8.10% 21.05% Age limitation of program 2.70% 5.26%
Parent learning and empowerment 45.95% 42.11%  Required practice time not feasible 27.03% 15.79%
Required practice time is feasible 2.70% 7.89%
Naturalistic practice in daily routines 18.92% 15.79% Complexity of Project INPACT
Challenging to learn techniques 8.10% 0%
Complexity of Project INPACT
Ease of learning techniques 24.31% 36.84% Structural Barriers
Manual appropriate for parent learning 0% 2.63% Location 2.70% 2.63%
Scheduling barriers 2.70% 2.63%
Relative Advantage Cost/Insurance Coverage 10.81% 5.26%
Would enhance other services 2.70% 5.26%
Other
Other No concerns about program 32.43% 63.16%
Strategies for sibling involvement 0% 5.26% Quality of therapists 2.70% 2.63%
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Provider Ratings of Program Attributes

A two-way, between subjects ANOVA was run to examine the impact of program type,
caseload Medicaid status (i.e. Medicaid vs. non-Medicaid caseload), and their interaction on
providers’ total ratings of the perceived compatibility, complexity and relative advantage of
Project IMPACT (i.e. summed across items on Rogers’ scale). Results from the two-way
ANOVA are displayed in Table 10 and plotted in Figure 4. Total attribute scores had equal
variance across groups, F(3,76)=0.44, p=0.72. There was no main effect of program type or
caseload SES on providers’ ratings of Project InPACT’s total compatibility, complexity, and
relative advantage. There was also no interaction effect between program type and caseload SES,
F(1,76)=0.70, p=0.41, n,°=0.01.
Figure 4.

Provider ratings of program attributes by program type and caseload SES
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Provider Ratings of Intent to Use

A two-way, between subjects ANOVA was run to examine the impact of program type,
caseload SES (i.e. family Medicaid status), and their interaction on providers’ total ratings of
their intent to use Project IMPACT. Results from the two-way ANOVA are displayed in Table
10 and plotted in Figure 5. Total intent to use scores had equal variance across groups,
F(3,76)=1.94, p=0.13. There was no main effect of program type or caseload SES on providers’
ratings of their intent to use Project INMPACT. There was also no significant interaction between
providers’ reported caseload SES and program type, F(1,76)=1.61, p=0.21, np220.02.
Figure 5.

Provider ratings of intent to use by program type and caseload SES
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Table 10.

Provider Results From Two-Way, Between-Subjects ANOVAs

Providers: Medicaid Providers: Non-Medicaid Effects
Outcome Measure Caseload Caseload
Original Adapted Original Adapted Program SES Program x SES
Mean (SD) Mean(SD) Mean (SD) Mean (SD)  F(n,Y) F(n,?) F(n,?)
79.38 79.76 75.76 0.49
Total Attributes (13.49) (10.86) 79.96 (12.21) (11.83) (0.00) 0.39 (0.00) 0.70 (0.01)
84.72 89.10 86.18 0.03
Intent to Use (18.48) (11.36) 89.58 (11.86) (12.38) (0.00) 0.10 (0.00) 1.61 (0.02)
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Provider Qualitative Feedback

Participating providers in both groups responded to two open-ended questions regarding
aspects of Project INPACT that they liked and that concerned them. Like parents, provider
responses were grouped into the following domains: 1) aspects of the program that were
compatible or not compatible with their beliefs, values, and service delivery model; 2) comments
or concerns related to the complexity of the program material; 3) the relative advantage or
disadvantage of delivering Project INPACT as compared to other services; 4) structural barriers
or concerns related to using Project INPACT with families; and 5) other positive or negative
aspects of the program that did not fall into one of the pre-existing domains. Provider responses,
by program type, are displayed in Table 11.

Providers in both program groups indicated that a number of aspects of Project INPACT
made the program compatible with their beliefs, values, and service delivery model. These
aspects included active parent involvement, the social communication goals targeted by the
program, and the naturalistic and behavioral focus of the intervention. Providers in the original
and adapted Project IMPACT groups reported equally that a strength of the program was that it
actively involved parents by supporting them in using a set of strategies to better engage and
teach their child. Providers often emphasized that this type of program delivery was associated
with parent empowerment.

| like the way the program is set up and how parents are given tools to help increase
interaction with their children with autism. — Original provider

It shows that there is not an expert needed to implement. It is empowering to parents. —
Adapted provider

I like that the parents get to be involved in learning strategies, that way the interventionist
is not the only person working with the child and the parent can be happier with the
results they see knowing that they helped play a part in their child's learning.— Adapted
provider
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Similarly, about a quarter of providers in both Project IMPACT groups spontaneously
voiced the importance of the program’s emphasis on improving the core social communication
deficits of ASD in a manner that was naturalistic and that could be embedded into the daily
routines that parents were already doing with their child.

The main thing is the connection with parents and the natural environment and around

natural day-to-day activities. What are we trying to accomplish if not helping kids with

ASD connect with the people around them and have a more rich experience in their day-

to-day life? — Original provider

| enjoy that Project ImMPACT is parent-mediated, provides coaching to caregivers and is

easily embedded into daily routines without requiring specific stimuli for

implementation. — Original provider

Well, it’s great that the project includes helping kids with essential components like

social-communication skills during daily routines and activities and places where they

learn naturally. — Adapted provider

Providers in both the original and adapted Project IMPACT groups referenced the
feasibility of having parents practice intervention techniques as part of the program. However,
providers who watched the adapted Project IMPACT program were more likely to emphasize the
feasibility and less likely to report concern regarding the practice requirements for parents.
Similarly, providers in the adapted group were less likely to report concern regarding the fit of
Project IMPACT within their service delivery model.

I like that the written homework was removed. I think it's a lot more accessible to our

parents now. | also really appreciate that it can be used during routines, which is really

accessible to the busy families we work with. —Adapted parent

It does not appear overbearing in terms of time commitment from either the parent or
provider side. — Adapted provider

Can be done in the home, on the family's own time - Don't need to buy lots of materials
(inexpensive). — Adapted provider

I’'m concerned about getting the time commitment from parents to have those meaningful
interactions with their child for 20-30 minutes/day. — Original provider
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| do not have enough time in my schedule to work with parents twice a week for 60-90

minutes. | am school-based and provide in-home services for children 0-3 years old for

60 minutes per week. — Original provider

Similar differences occurred regarding providers’ report of the program complexity.
Although providers in both program groups spontaneously reported that the program would be
relatively straightforward for parents to use, providers who viewed the adapted program were
more likely to voice positive perceptions of Project InPACT’s complexity. Specifically, these
providers voiced more positive perceptions regarding the ease of parents learning the
intervention techniques, the number of techniques taught to parents, and positive perceptions of
the program manual for teaching parents. Providers in the adapted group were also less likely to
report that the manual was too complex for parents to learn from it.

I like that it [the manual] has visuals for the parents and is very systematic so that parents

can more easily follow and understand things step by step — Adapted provider

| like the parent coaching and the simplistic lesson plans. It seems very straightforward

and easy to follow. The educational levels of most of the parents of my clients are low

which can be challenging. It seems Project INPACT took this into consideration. —

Adapted provider

[’m concerned about] the accessibility of the written materials/homework for families
with low literacy. — Original provider

[’'m concerned about] the ability for some of my cognitively impaired parents or those
with multiple children to do the homework. — Original provider

Several providers in the adapted Project INPACT group reported the relative advantage
of the program when compared to the other services that they were currently delivering. These
providers noted that the program was both inexpensive for families and would make the services

that they were delivering better.
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Our current model seeks to encourage children to engage with objects (attention
span/non-preferred tasks, plays skills, etc). | have long felt that children with ASD need
to start engaging LESS with objects and more with caregivers. — Adapted provider
When asked what concerned them about the program, a couple of providers in the
original Project IMPACT group noted that transportation, difficulty managing the home
environment, and the cost of program manuals for families were all perceived structural barriers
to using Project INPACT. Importantly, a larger percentage of providers in both program groups
reported that a significant barrier to using Project INPACT was the time and cost associated with
becoming trained in the intervention.
| am concerned about the time it would take to learn a new program. — Original provider
As a provider at a CMH [Community Mental Health], a barrier we have is paying for
training. | believe that the cost is necessary and completely understandable, but difficult

to swing with a very tight budget. — Adapted provider

Unsure if | will be able to commit the time to become trained — Adapted provider

Finally, in their open-ended responses, providers reported several other themes that did
not directly map onto the Roger’s attributes or perceived structural barriers to Project INnPACT
use. Specifically, when asked about their concerns about Project IMPACT, providers who
watched the adapted program were more likely to report a lack of concern. Although a couple of
providers in each group reported that a strength of Project INPACT was the emphasis on
collaboration across parents and providers, nearly a third of providers in each group reported that

a major concern would the difficulty engaging parents in the program material.
Some parents aren't engaged and don't want to participate in therapy. — Original provider

In some lower SES communities, it would likely be harder to get full parent participation
due to their [parent] schedules, priorities, and beliefs. — Original parent
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Poor attendance/inconsistency of the families | support (frequent cancellations or no-

shows), which would limit the ability to move through the curriculum and keep parents
invested. — Adapted provider

It can be rather difficult to get underprivileged families involved. — Adapted provider
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Table 11.

Percent of Providers who Reported Each Theme by Program Type.

Positive Comments Original  Adapted Concerns Original  Adapted
Compatibility of Project INPACT Compatibility of Project INPACT
Positive perception of program goals 26.32% 23.53%  Goals not appropriate for all children 0% 5.88%
Parent learning and empowerment 68.42% 61.76%  Doesn’t fit into service delivery model 5.26% 0%
Required practice time is feasible 0% 8.82% Practice time not feasible for parents 34.21% 5.88%
Naturalistic practice in daily routines 34.21% 26.47%

Complexity of Project INPACT
Complexity of Project INPACT Not trained in parent training 0% 2.94%
Ease of learning techniques 13.16% 35.19%  Manual too complex for parent learning ~ 10.53% 0%
Feasible number of techniques taught 0% 2.94%
Manual appropriate for parent learning 0% 17.65%  Structural Barriers

Difficulty managing home environment 2.63% 0%
Relative Advantage Difficulty getting trained in program 7.89% 11.76%
Better than other services 0% 8.82% Transportation 2.63% 0%

Cost of manuals for families 5.26% 0%
Other Other
Strategies for sibling involvement 0% 2.94% None 23.68% 32.35%
Parent-professional collaboration 2.63% 2.94% Hard to engage parents 31.58% 29.41%
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Discussion

The primary goal of the current study was to understand the impact of adaptations made
to an evidence-based, parent-mediated intervention, Project IMPACT, in collaboration with
families and providers in a Medicaid system. To do this, parents’ and providers’ ratings of
Project IMPACT attributes, perceived structural barriers, and intent to use the program were
compared based on the specific program that participants viewed (i.e. original versus adapted),
participant SES (i.e. qualifying for Medicaid insurance versus not), and their interaction.
Following quantitative analyses, qualitative analysis was used to better understand differences in
parents’ and providers’ open-ended feedback regarding either the original or adapted Project
ImMPACT program.

For providers specifically, there was no main effect of program type or caseload SES on
ratings of program attributes or intent to use. Although there was a trend in that providers with
Medicaid caseloads reported greater intent to use for the adapted Project IMPACT program, this
interaction was not statistically significant. For parents, more noticeable quantitative differences
were observed. Specifically, there was a significant interaction by which lower SES parents rated
the attributes of the adapted Project IMPACT program more favorably. Although parents with
Medicaid insurance also tended to report greater intent to use across both programs and the
adapted program specifically, both of these findings were underpowered and not significant.
Finally, there was a main effect of SES and a marginal main effect of program type such that
parents with Medicaid insurance reported substantially fewer perceived barriers across both
programs, and all parents, regardless of SES, tended to report fewer perceived barriers to

participating in the adapted Project IMPACT program.

73



Open-ended responses were used to supplement and triangulate quantitative comparisons
(Palinkas et al., 2011). By using Rogers’ Diffusion of Innovations theory (Rogers, 2003) as a
framework for qualitative analysis, it was possible to understand how participant responses
reflected the specific program attributes and feedback that had guided the initial adaptations to
Project IMPACT (Pickard, Kilgore, & Ingersoll, 2016). In their responses, the majority of parents
and providers reported that both the original and adapted Project INPACT programs were
compatible with their lifestyle and/or style of clinical work. Many participants indicated that the
naturalistic focus of Project IMPACT and its emphasis on empowering parents through explicit
teaching were strengths of the program. Parents who viewed the adapted program, specifically,
were more likely to indicate that the required practice time of the program was feasible, that the
program materials would facilitate learning, and that the explicit inclusion of other family
members was important to them. Similar group differences were observed for providers, who
were less likely to report concern regarding the program’s practice time and overall complexity
when they viewed the adapted program. Finally, for both the original and adapted programs,
continued concern was reported regarding insurance coverage, therapist quality, and the
challenges of engaging parents from lower SES backgrounds.

Implications

Within the ASD field, there has been recent emphasis on using research-community
partnerships to improve the fit and relevance of evidence-based practices, including parent-
mediated interventions, for use within a variety of culturally diverse and underserved community
settings (Brookman-Frazee et al., 2012; Divan et al., 2015; Drahota et al., 2012; Drahota et al.,
2016; Drmic et al., 2017; Ratto et al., 2016; Stahmer et al., 2017; Stahmer & Pellecchia, 2015;

Wright et al., 2014). In fact, research from other behavioral health fields has demonstrated that
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community-partnered research aimed at adapting parent-mediated interventions can result in
higher rates of parent satisfaction and retention when these programs are delivered across a
variety of community settings (Baumann et al., 2015; Griner & Smith, 2006). Despite emerging
use of community-partnered research to adapted parent-mediated interventions within the ASD
field (Divan et al., 2015; Ratto et al., 2016; Stahmer et al., 2016; Wright et al., 2014), only a
small handful of studies have yet to be published on the impact of these adaptations (Drmic,
Alijunied, & Reaven, 2017; Rahman et al., 2016). The current study used Rogers’ Diffusion of
Innovations theory (Rogers, 2003) and Theory of Planned Behavior (Ajzen, 1991; Eccles, 2006;
Webb & Sheeran, 2006) as an intermediate stage in which the impact of adaptations to Project
IMPACT could be preliminarily tested, while also collecting continued feedback regarding the
program adaptations.

Results from this study highlighted small but noticeable differences in the way that
participants quantitatively and qualitatively evaluated the original versus adapted Project
ImMPACT programs. Quantitatively, these differences appeared to be most robust for parents
with Medicaid insurance, who tended to rate the adapted program more favorably. Although
small, these findings may have implications regarding the generalizability of adapted
intervention programs. For example, given that the parent sample in the present study included
low-SES, Medicaid families both from within and outside our initial partnership, our findings
may suggest that the positive impact of the program adaptations can generalize to other low-SES
families outside of metro-Detroit. On the other hand, the interaction itself also suggests that the
effects of the program adaptations were only meaningful for low-SES parents. The lack of
universal improvements in parent ratings of the adapted Project INPACT program is important

and may highlight one limitation of adapting evidence-based practices for specific populations.
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While quantitative results demonstrated small but meaningful differences in parents’
ratings of the two programs, qualitative results expanded these findings. In the absence of
specific probes, participants’ open-ended feedback indicated group differences in perceptions of
program attributes that were reflective of the initial adaptations to Project ImPACT (Pickard,
Kilgore, & Ingersoll, 2016). Parents and providers qualitatively reported that the adapted
program was both more compatible and less complex than the original Project INPACT
program. The consistent differences found across methodologies are important, as these
differences in perceptions and attitudes (i.e. rooted in Roger’s attributes) have been shown to
facilitate the adoption of novel health innovations (Henggler et al., 2008; Rogers, 2003; Scott et
al., 2008). Therefore, when implemented in low-SES community settings specifically, the results
of the present study suggest that the adapted Project INPACT program may have higher rates of
adoption than the original program. This is a crucial implication given the noted rates of attrition
when parent-mediated intervention programs for ASD have been implemented within lower SES
settings (Kasari et al., 2014).

One important finding in the present study was related to differences in parents’
perceived barriers to Project IMPACT participation, with all parents reporting fewer perceived
barriers for the adapted Project IMPACT program, and parents from low SES backgrounds
reporting substantially fewer perceived barriers regardless of program type. Although small, the
marginal main effect of program type is promising, as it suggests that the majority of parents
tend to perceive fewer barriers to participating in the adapted program. Given that perceived
structural barriers predict parent-mediated program engagement (Kazdin & Holland, 1997; Nock
& Kazdin, 2005), this finding would suggest better adoption and use of the adapted program

across parents. On the other hand, the finding that low-SES parents reported fewer barriers
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across both programs contradicts the attrition rates noted within the ASD field (Kasari et al.,
2014; Stahmer & Pellecchia, 2015), and the well-documented association between SES and
perceived barriers to treatment use (Kazdin & Holland, 1997). This unexpected finding may be
related to our conceptualization of low-SES as qualifying for Medicaid insurance. The recent
passage of ASD Medicaid waivers across a variety of states, including Michigan, has greatly
improved access to ASD services for families with Medicaid insurance (Leslie et al., 2017).
Therefore, the smaller number of perceived barriers reported by low-SES families could be
reflective of insurance status, rather than SES per se. An alternate explanation for this finding
may be the experimental design used to assess perceived barriers to program use. Given that low-
SES parents tend report that parent-mediated interventions are an unmet health need (Pickard &
Ingersoll, 2015), their report of fewer perceived barriers may reflect a greater desire to access a
program like Project IMPACT. Without engaging in the program, it may be challenging to assess
structural barriers above and beyond a perceived need for the program.

Finally, in addition to highlighting ways in which parents and providers viewed the
adapted Project IMPACT program more positively, the current study also re-emphasized two key
concerns related to using Project INPACT within the Medicaid system. The first concern was
rooted in the insurance coverage for Project INPACT, with parents reporting that paying out of
pocket for the program would be prohibitive. In general, this concern is consistent with other
research within the ASD field that has demonstrated that cost is one barrier to participating in
parent-mediated intervention programs (Carr et al., 2015; Kasari et al., 2014). Unfortunately, the
qualitative analyses did not examine responses by participant SES, so it was not possible to know
whether insurance type may have influenced parents’ report of this barrier. Recent research has

demonstrated that families with Medicaid insurance have greater access to ASD services and
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fewer out-of-pocket expenses (Leslie et al., 2017; Zhang & Baranek, 2016). Therefore, it may be
possible that families with private insurance or no insurance were more likely to report
insurance-related concerns for the program. Regardless, these findings highlight the continued
difficulty for some families in being able to access insurance coverage for ASD services.

A second notable barrier reported by many providers regarded the challenge of engaging
low-SES parents in parent-mediated intervention programs. Although some providers attributed
this difficulty to structural barriers outside of the family’s control, others explicitly referenced
this difficulty as being rooted in parents’ motivation. Concern about parent engagement and
motivation had been reported by many Medicaid providers during our initial community
partnership, despite partnering parents’ emphasis on being motivated to use a program like
Project INMPACT (Pickard, Kilgore, & Ingersoll, 2016). In the present study, parents across both
programs also reported high intent to use Project INPACT in the face of providers’ concern.
These findings re-emphasize the importance of embedding both motivational strategies to
support providers in engaging parents, in addition to strategies for providers to build strong,
strength-based alliances with parents (Brookman-Frazee, 2004; Curits & Singh, 1996; Dunst &
Dempsey, 2007; Stahmer & Pellecchia, 2015).

Limitations

There are several important limitations within this study. The first is related to the
experimental manipulation used to test the impact of program adaptations and the sample it was
used within. Although the program videos were designed to highlight key differences in program
attributes, a large proportion of the videos were also identical given that the core components of
the intervention were unchanged in the adaptation process. Moreover, given that parents and

providers did not participate in the Project INPACT program, all ratings were based on their

78



perceived experience of the program attributes. Taken together, the small effects that we
observed may reflect the way in which the experimental videos were designed, as well as the
hypothetical nature of participant “engagement” in the program.

Another limitation that may have driven the smaller observed effects was the sample
demographics for this second study. Given that the initial adaptations made to Project INPACT
were geared towards parents and providers within a Medicaid system, low-SES parents were
conceptualized as those qualifying for Medicaid insurance in the present study. However, this
Medicaid sample was generally more resourced and White than that of the sample for which
Project IMPACT was initially adapted (Pickard, Kilgore, & Ingersoll, 2016). Therefore, despite
showing that the adaptations impacted parents’ ratings of program attributes and their intent to
use the program across all Medicaid parents, the smaller effects may also be reflective of a more
resourced sample. In fact, when a small secondary analysis was run to test the effects of the
adapted program for a subset of parents with equivalent demographics to that of the initial
sample, the effect of program adaptations increased substantially for both ratings of program
attributes (d=0.96) and intent to use the program (d=0.54). This finding is crucial to consider and
may, again, reflect the more targeted impact of the program adaptations.

Two final limitations relate to the scale that was used to measure parents’ and providers’
ratings of Roger’s attributes. Although the scale used in the present study was adapted from a
well-cited measure, the subscales reported in the original measure (i.e. compatibility, complexity,
and relative advantage; Moore & Benbasat, 1991) were not confirmed in the present data set.
Instead, many of the items loaded onto a single scale and, thus, scores were summed across all
items to represent a “general attributes” scale. Although representative of parents’ and providers’

attitudes towards the program broadly, it was not possible to quantitatively understand specific
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attributes on which the two programs may have differed. Use of a more psychometrically-sound
scale would have permitted this more nuanced quantitative analysis. Finally, only three of
Rogers’ attributes were examined within the present study, while two others were not (i.e.
trialability and observability). The choice to focus on compatibility, complexity, and relative
advantage was based on the focus of our initial community partnership (Pickard, et al., 2016), as
well as research to demonstrate that these three attributes are most associated with program
adoption and use (Dingfelder & Mandell, 2010; Talor & Todd, 1995; Tornatzky & Klein, 1982).
However, use of an all-encompassing scale, such as that developed by Cooke, Thompson, &
Schnurr (2015), would allow for a better understanding of how the two programs differed across
a greater number of attributes.
Future Directions

Future directions include continued data collection in order to increase the power to
detect the reported quantitative effects. Given that the findings from the present study were
promising but also limited by the experimental manipulation, future directions also include
piloting the adapted Project IMPACT program within the Medicaid system as a way to better
understand the perceived attributes and structural barriers to actual program participation and
use. An essential piece of piloting the adapted program would also be collecting both initial
effectiveness data in addition to data regarding attitudes towards specific program attributes and
other key variables noted to impact the eventual dissemination and implementation of Project
IMPACT within the Medicaid system (Curran et al., 2012).

Finally, the present study highlighted the utility of Theory of Planned Behavior by
demonstrating small differences in parents and providers intentions to use the two Project

IMPACT programs. However, this study could not fully test Theory of Planned Behavior (i.e.
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TPB; Ajzen, 1991) by showing that participant intentions to using Project IMPACT predicted
their actual uptake and use of the program. Future research should examine TPB in full by
examining whether individual intentions indeed mediate the relationship between key variables
(i.e. individual attitudes, perceived social norms and self-efficacy; Ajzen, 1991), and use of
Project INPACT. By fully understanding TPB and the variables that predict intention and use of
Project IMPACT, it will be possible to understand specific constructs that should be adapted

and/or enhanced to increase intentions and use of the program.
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CONCLUDING REMARKS

In summary, high rates of attrition in parent-mediated intervention programs within the
ASD field have underscored the need to engage underserved communities around improving the
relevance and fit of these programs (Stahmer & Pellecchia, 2015). Although more ASD
researchers are using research-community partnerships to improve the fit of a variety of
evidence-based practices for culturally diverse and underserved community settings (Divan et
al., 2015; Ratto et al., 2016; Stahmer et al., 2017), the present two studies are some of the first to
both understand and attempt to address these issues utilizing the same theoretical framework.
Taken together, both of these studies suggest that Rogers’ Diffusion of Innovations theory can be
used to both reliably adapt parent-mediated intervention programs, in addition to estimating the
preliminary impact of these adaptations on rates of program adoption and use. Outside of the
reported group differences in this study, the universally high ratings of intent to use and
qualitative report of the importance of interventions like Project INPACT are crucial, and
emphasize the need to better engage community partners in order to more efficiently disseminate

parent-mediated programs to parents across a variety of community settings.
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Appendix A
Script for Study 1 Video of Original Program

Today you will be learning about Project IMPACT, an evidence-based intervention developed
for young children with autism. Project INPACT stands for “Improving Parents as
Communication Teachers.” Project InPACT is a parent-mediated intervention, which means that
the parents are taught to use intervention strategies to improve their child’s development.

Why use parent-mediated interventions like Project INPACT for children with autism?
Parent-mediated interventions, like Project INPACT, are an evidence-based practice for children
with autism. This means that research has shown that parent-mediated interventions are effective
for improving outcomes for children with ASD and their families.

What children with autism learn from their family can be more important than what they learn in
school or in a clinic. Research has shown that parents are able to learn intervention strategies like
the ones used in Project IMPACT to teach their child with autism important social
communication skills. Because parents use these strategies throughout their child’s day, their
child receives more hours of intervention over the course of the week within the routines that
matter most. This increased amount of intervention within family routines helps children with
autism develop better social engagement, better language, better play and better imitations skills.
Finally, parents who use interventions like Project INMPACT with their child often feel less
stressed, more optimistic and feel like they are better able to help their child.

This is a video example of one child who received the Project INPACT intervention. This is a
video of the child at the beginning of the Project INPACT program, at the end of the Project
IMPACT program, and a few years after the Project INPACT program was complete.

What is Project INPACT? There are 4 important aspects of Project INPACT:

First, Project IMPACT is naturalistic. This means that it is used during play and other activities
that are part of the family’s daily routine. Naturalistic interventions, like Project InPACT, lead
to better generalization and maintenance of skills, meaning that a child is more likely to use
learned skills across settings and remember these skills over time. These types of intervention are
also better for teaching spontaneous skills, or skills that a child can use on their own, without
help from a parent or therapist. Also, parents usually prefer naturalistic interventions like Project
IMPACT because they lead to more positive family interactions.

The second important aspect of Project INPACT is that typical development guides treatment
goals. Project IMPACT teaches social communication skills. All children learn these skills in
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the roughly the same order, whether or not they have autism. Since children are better able to
learn skills that fit where they are in their development, Project INPACT uses the child’s current
developmental level as a guide to help parents choose meaningful social communication goals
for their child.

What are social communication skills?

The Project IMPACT program targets four sets of social communication skills that children with
autism often struggle to learn. Each of these skill sets is important for improving children’s
overall social communication development. The first set of skills is social engagement.
Children with autism often have difficulty remaining actively engaged with others, and sharing
their emotions using eye contact and facial expressions. Project INPACT helps the child stay
engaged and interact more effectively with their parents.

The second set of skills is Language. Children with autism often have difficulty understanding
and using verbal and nonverbal language to communicate with others. Project INPACT helps
improve the child’s ability to understand and flexibly communicate with their parents using
verbal and nonverbal language.

The third set of skills is imitation. Children with autism tend to have difficulty imitating other
people’s vocalizations, body movements, gestures, actions with objects, and language. Project
IMPACT helps improve the child’s ability to imitate their parents spontaneously during play.

The fourth and final set of skills that are targeted by the Project IMPACT program is play skills
Children with autism often have difficulty playing with toys in an appropriate way. Project
ImPACT helps increase the child’s interest in toys as well as ability come up with new and
different ways to play.

Let’s go back to talking more about what is Project InPACT”. The third important aspect of
Project IMPACT is that social communication develops within emotionally-rich interactions with
responsive caregivers. Parents who are more responsive to their child with autism are able to
teach their child more social communication skills. Interventions like Project INPACT that
increase parent responsiveness lead to improvements in children’s social interactions.

The last important thing to know about Project IMPACT is that teaching techniques are based on
Applied Behavior Analysis or ABA. Intervention techniques that are grounded in ABA, like
Project IMPACT, are effective for teaching a variety of skills to children with autism. In
particular, naturalistic ABA interventions like Project INnPACT can improve children’s joint
attention, engagement, play, language, and imitation. Therefore, Project INPACT teaches parents
ABA techniques to help their child learn new social communication skills.
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What will you be required to do if you participate in Project INPACT? While parents are
learning Project IMPACT, they will be asked to set aside 20-30 minutes each day to practice the
intervention one-on-one with their child with autism. This will require parents to structure at
least one area of their home so that there are minimal distractions and they can practice the
intervention undisturbed with their child. Parents can practice Project INPACT with their child
in many different daily routines, like playtime, mealtime, story time, bath time, and a dressing
routine.

The Project IMPACT program is 12 weeks long. During these 12 weeks, parents and therapists
meet twice per week for 60-90 minutes. During these sessions, the parent, the therapist, and the
child with ASD are present. One parent is required to be at each session, but other caregivers are
also able to join as needed. These sessions can occur within a home or clinic-based setting.
Parents are provided with a written Project INMPACT manual, which contains all of the written
materials and homework for the Project IMPACT program.

What are the Project INPACT sessions like?

During the first few sessions, the therapist will explain the program to the parent and answer any
of their questions. Within these first few sessions, the parent and therapist work together to set
goals for the child. Setting goals for a child is an important part of the Project INPACT program.
In order to set appropriate goals for a child, the parent and therapist first determine the child’s
current skill level using the Social Communication Checklist.

The social communication checklist helps the parent and therapist compare notes and make sure
they are one the same page about the social communication skills that the child already has, and
the skills that the child should learn next. After doing this, parents and therapists work together
to set goals for the child in social engagement, language, imitation, and play. Children with
autism usually have deficits in these four areas, which means that they are important skills to
teach. Once the parent and therapist set goals, the therapist will begin to teach parents each of
the Project IMPACT intervention strategies. The intervention strategies are spread out so that
parents learn one to two intervention strategies per week.

When teaching begins, parents are asked to read about each intervention strategy before they
meet with the therapist. These readings are taken from the parent manual. During the sessions,
the therapist will first explain the foals of the session to the parent. They will next review the
homework that the parent had completed before the session. After reviewing the homework, the
therapist will explain the intervention strategy to the parent. The therapist will then show the
parent how to use the intervention strategy, by modeling it with the child. Next, the therapist will
help the parent practice the intervention strategy with their child. The therapist will give the
parent both positive and constructive feedback regarding their use of the intervention technique.
After practicing, the therapist answers any of the parent’s questions and assign them homework.
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This homework requires that parents practice the intervention strategy for 20-30 minutes each
day with their child at home. After practicing, parents complete a set of written questions that ask
about their time practicing the intervention. This homework is reviewed during the next session
with the therapist. This is a brief example of what a Project INPACT coaching session could
look like.

During the program, parents will learn how to use the Project INPACT intervention techniques

across a number of different routines with their child. By the end of the program, these
intervention techniques should be a natural part of a family’s life.
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Appendix B
Focus Group Interview: Parents

1.) From what you saw in the presentation, what stood out to you about the Project INPACT
program? What did you like? What did you dislike?

2.) What concerns or barriers do you foresee in using the Project INPACT program?
Probe 1: How does the length of the program feel to you?
(If concerns are raised) What could we do to address this?
Probe 2: How do you feel about the time commitment of the program (i.e. 20-30 minutes
per day of practice)? (If concerns are raised) What could we do to address this?
Probe 3: Would you have any challenges making sure that you have time to practice the
intervention with your child?
Probe 4: Would you have any challenges related to other children or family in the home?
(If so) What could we do to address this?
Probe 5: What other challenges could you see coming up if you needed to use the
program?

3.) What are some other services that you are currently using for your child? How does Project
IMPACT compare to these services?

Probe 1: Is it better or worse than these other services?

Probe 2: Would Project INPACT make the services you are using better or worse?

4.) What are your thoughts about the goals of Project INPACT? How do they fit or not fit with
the goals that you have for your child and your family?
Probe 1: Are there goals that you feel are missing from the program? What about goals
that are part of the program but feel unnecessary?
Probe 2: How would you feel about learning the intervention techniques yourself? Would
you feel comfortable being your child’s therapist?

5.) How easy do you think the Project IMPACT intervention would be to learn?
Probe 1: How easy or hard would Project IMPACT be to learn? Why?
Probe 2: What would make Project INPACT easier to learn? What is your learning style?
How could you learn the intervention techniques best?
Probe 3: Would you feel comfortable being coached by a therapist? Who would be a
good coach to you?

6.) How useful do you think the Project IMPACT program is for your child and their needs? Do
you think the program would help your child?
Probe 1: If so, how might it? If not, why not?

7.) From what you saw in the presentation, would this be a program that you would want to try?
Probe 1: Why or why not?
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8.) What changes might you want to see made to the Project InPACT program in order to make
the program better for you?
Relate back to the concerns brought up.
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Appendix C
Focus Group Interview: Providers

1.) From what you saw in the presentation, what stood out to you about the Project INPACT
program? What did you like? What did you dislike?

2.) What concerns or barriers do you foresee in using the Project INPACT program?
Probe 1: How does the length of the program feel to you?
Probe 2: Are there any concerns about the time commitment required of parents (i.e. 30
60 minutes per week)?
Probe 3: What challenges might arise within the home setting? Related to other family
members?
Probe 4: What challenges might come up related to scheduling with families?

3.) What are some of the other services that you are currently delivering? How does Project
IMPACT compare to these other services that you typically provide?
Probe 1: Does the program seem better or worse than the other services that you are
currently providing to children with autism? Why?
Probe 2: Would using Project INMPACT alongside your other services make them better
or worse?

4.) What are your thoughts about the goals of Project InPACT? How do they fit or not fit with
the goals that you have for your clients?
Probe 1: Do you believe that parents should be trained to use intervention?
Probe 2: Are the goals relevant for the children on your caseload?
Probe 3: Are the children on your caseload good fits for the program?
Probe 4: Are there goals that you feel are missing rom the program or goals that are part
of the program that you feel are unnecessary?

5.) How simple and easy do you think the Project IMPACT intervention will be to learn?
Probe 1: Do you think parents would be able to learn the intervention techniques?
Probe 2: Do you think they would want to learn the intervention techniques?
Probe 3: What do you think would be the best way to teach parents?
Probe 4: How do you feel about training parents to learn the intervention techniques?
Would that be easy or hard? Do you have background in parent training?

6.) How useful do you think the Project INPACT program is for the children and families on
your caseload? Do you think the program would help the children and families on your caseload?

7.) From what you saw in the presentation, would this be a program that you would want to try?

8.) What changes might you want to see made to Project IMPACT in order to make the program
better for you?
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Appendix D

Example of Coded Transcript Excerpt

I was wondering with the 20 to 30 minutes a day,
Right

| have more than one kid with ASD and you know several other diagnoses that's atleast an hour and | cant do it at the same time cause that's chaos

Both comments together coded as “practice time not feasible”

& Also homework, just the name homework...
Yeah!

Abig fail. I'm grown and I still would run. Um but if there’s way it can be simplified because again when you go back to literacy rates | think we're talking about reading and writing and so | think that's something they
struggle significantly with.

Both comments together coded as “materials too complex for parent learning”

Um, well one of the things | had was the room with minimal distraction. 1 think thatwas one of the ones that turned out as being one of the more challenging parts.
A lot of the homes | go to they can’t go outside and play, it's very dangerous, frustrating, they don’t go outside —

Or there’'s one parent —

They may have a couple rooms —

And four or five kids so it's like can we really get mom and kiddo time because you physically sometimes can’t leave the other kids.

All comments coded as: “difficulty managing home environment”
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Appendix E

Example of Content Analytic Table

Table 12. List of Codes as they Relate to Site and Rogers’ Theory

Provider Site 1

Provider Site 2

Provider Site 3

Compatibility

Practice time spread (5); Practice time
too intense (5); Preference for routines
(6); Like program (1); Want to try
program (2);

Practice time spread (1); Practice time too intense
(2); Preference for routines (3); Like existing goals
(3); Like program (2); Want to try program (5);
Meet more frequently (2); Program longer than 12
weeks (2);

Practice time spread (4); Preference for
routines (1); Want to try program (2); Like
existing goals (1); Meet more frequently (1);
Program longer than 12 weeks (1)

Complexity

Homework too challenging (7);
Language of program too complex (4);
Need for more visuals (3); Need for
observation (2)

Homework too challenging (4); Language of
program too complex (13); Prioritize techniques
(4); Need for more visuals (1); Need for
observation (1); Parent learning through coaching
@

Homework too challenging (1); Language of
program too complex (3); Parent learning
through coaching (1); Need for observation

@

Relative
Advantage

Option for group format (2); Insurance

@

Insurance coverage (5); Option for group format
®)

Option for group support (2);

Structural
Barriers

Resources-other (5); Mental health
resources (3); Toys within home (1);
Room without distractions (3); Manage
other siblings (2); Translation (5)

Managing siblings (1); Lack of toys/materials (5);
Room without distractions (2); Resources-other
(7);Translation (3)

Resources-other (4); Lack of toys/materials
(2); Room without distractions (2);
Translation (2)

Suggestions

Behavior problems (4); Sibling
implementation (2); Daily living skills
(2); Psychoeducation/Motivation (8)

Family support (2); Sibling implementation (3);
Need for therapist alliance (3);
Psychoeducation/Motivation (1)

Behavior problems (3); Sibling
implementation (3); Need for therapist
alliance (2); Psychoeducation/Motivation (1);
Daily living skills (2); Potty training (2);
Family implementation (1)
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Appendix F
Script for Study 2 Video of Original Program

Today you will be learning about Project IMPACT, an intervention for young children with
autism and their parents. Project InPACT stands for “Improving Parents as Communication
Teachers.” Project INPACT is a parent-mediated intervention, which means that the parents are
taught to use intervention strategies to improve their child’s social communication skills. The
Project InPACT program is “evidence-based,” which means it has been researched and found to
help children improve their social communication skills. Many teachers and therapists use the
Project IMPACT techniques when they work with children with autism, and research shows that
parents can learn them just as well to help their child.

How Will Project IMPACT help parents and children with autism?
There are lots of great reasons to learn and use Project INPACT:

e When parents learn the Project INPACT techniques, they can teach their child
throughout the day. Their child will get to learn during important activities like
mealtime, bath time, and bedtime. Parents can help their child use their skills where
they matter most and this will help the child remember them better.

e Also, when parents use the Project INMPACT techniques with their child, their child
will get more hours of intervention. Research shows that more hours of intervention
can help a child have better language, play and engagement, and fewer behavior
problems.

e Another great thing is that parents who participate in programs like Project INnPACT
say that they feel less stressed, have more family time, and have more hope. Parents
who have participated in this program tell us that it has helped their children
communicate and has made interacting with them more fun.

Next you will see a video of a parent playing with their child with autism. This is a video of the
parent and child playing before participating in Project INPACT and while they were being
trained to use the Project INMPACT intervention techniques. Notice the difference in how the
mom is playing with the child, and the how the child is better able to communicate and enjoy
playing near her.

What is Project INPACT? There are 4 important aspects of Project INPACT:

First, Project IMPACT is naturalistic. This means that it is used during play and other activities
that are part of the family’s daily routine. Naturalistic interventions, like Project InPACT, lead
to better generalization and maintenance of skills, meaning that a child is more likely to use
learned skills across settings and remember these skills over time. (CLICK) These types of
intervention are also better for teaching spontaneous skills, or skills that a child can use on their
own, without help from a parent or therapist. Also, parents usually prefer naturalistic
interventions like Project INPACT because they lead to more positive family interactions.

The second important aspect of Project IMPACT is that typical development guides treatment
goals. Project ImMPACT teaches social communication skills. All children learn these skills in the
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roughly the same order, whether or not they have autism. Since children are better able to learn
skills that fit where they are in their development, Project InPACT uses the child’s current
developmental level as a guide to help parents choose meaningful social communication goals
for their child.

What are the Project INPACT goals?
Project IMPACT teaches four main social communication skills, all of which are important
building blocks for learning:

e The first is Social engagement: Children share their emotions and attention with others
through eye contact, body language, gestures, and words. When a child is engaged, they
are more likely to learn. The starting point of Project IMPACT is to help increase a
child’s social engagement with their parent.

e The second goal of Project IMPACT is Communication: Children communicate using
nonverbal skills, like eye contact and gestures, before they use verbal language, such as
words and sentences. Project IMPACT will help parents teach their child to communicate
better using gestures, words, or sentences, depending on where their child is at.

e The third goal of Project IMPACT is Imitation: Children use imitation to show interest in
other people and to learn new skills. This program will help children imitate during play
to improve their social engagement, play skills, and gestures.

e The final goal of Project IMPACT is Play: Children develop many skills during play,
such as language, problem solving, imagination, perspective-taking, and motor skills.
This program will help parents teach their child how to play more creatively.

Let’s go back to talking more about the 4 core aspects of Project InPACT. The third important
aspect of Project IMPACT is that children learn social communication from emotionally-rich
interactions with parents._Parents who are more responsive to their child with autism are able to
teach their child more social communication skills. Project IMPACT increases parent
responsiveness as a means to improve their child’s social interactions.

The last important thing to know about Project IMPACT is that teaching techniques are based on
Applied Behavior Analysis or ABA. Intervention techniques that are grounded in ABA, like
Project IMPACT, are effective for teaching a variety of skills to children with autism. In
particular, naturalistic ABA interventions like Project INPACT can improve children’s social
engagement, language, imitation and play. Therefore, Project INPACT teaches parents ABA
techniques to help their child learn new social communication skills.

What will parents and therapists do if they use Project INPACT?

Therapists will be required to support and coach parents in their learning and use of the
intervention techniques. While parents are learning Project IMPACT, therapists will ask them to
set aside 20-30 minutes each day to practice the intervention one-on-one with their child with
autism. This will require parents to structure at least one area of their home so that there are
minimal distractions and they can practice the intervention undisturbed with their child. Parents
can practice Project InPACT with their child in many different daily routines, like playtime,
mealtime, story time, bath time, or a dressing routine.
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The Project IMPACT program is 12 lessons. During the Project IMPACT program, parents and
therapists meet twice per week for 60-90 minutes. During their sessions together, the parent, the
therapist, and the child with autism are present. The same parent is required to be at each session,
but other caregivers are also able to join as needed. The Project INPACT sessions can occur
within a home, at a clinic, or in a school. Parents are provided with a written Project InPACT
manual, shown here, which contains all of the written materials and homework for the Project
IMPACT program. Therapists will also work from a corresponding manual that helps them
support parents in learning Project IMPACT.

What are the Project INPACT sessions like?

During the first few sessions, the therapist will explain the program to the parent and answer any
of their questions. During this session, the parent and therapist work together to set goals for the
child. Setting goals for a child is an important part of the Project INPACT program. In order to
set appropriate goals for a child, the parent and therapist first decide the child’s current skill
level. The parent and therapist compare notes and make sure they are one the same page about
the skills that the child already has, and the skills that the child should learn next. After doing
this, the parent and therapist work together to set goals for the child in social engagement,
communication, imitation, and play. Once the parent and therapist set goals, the therapist will
begin to teach parents each of the 14 Project IMPACT intervention strategies. The intervention
strategies are spread out so that parents learn one to two intervention strategies per week.

When teaching begins, parents are asked to read about each intervention strategy before they
meet with the therapist. These readings are taken from the parent manual and look like this.
Pause. During the sessions, the therapist will first explain the goals of the session to the parent
and answer any of their questions. They will next review the homework that the parent had
completed before the session. After reviewing the homework, the therapist will explain the
intervention strategy to the parent. The therapist will then show the parent how to use the
intervention technique, by demonstrating it with their child. Next, the therapist will help the
parent practice the intervention technique with their child. The therapist will give the parent both
positive and constructive feedback. After practicing, the therapist will answer any of the parent’s
questions and assign them homework, like that shown here. This homework requires that parents
practice the intervention strategy for 20-30 minutes each day with their child at home. After
practicing, parents complete a set of written questions that ask about their time practicing the
intervention, and that ask them to reflect on what went well and what was more challenging. This
homework is reviewed during the next session with the therapist.

Next you will see an example of what a Project INPACT coaching session could look like if it
were done in a clinic. To quickly end, when using Project IMPACT therapists teach parents
intervention techniques to improve their child’s social engagement, communication, imitation,
and play. The program is 12 lessons long and teaches parents 14 different intervention
techniques to use with their child across lots of different activities. By the end of the program,
these intervention techniques should be a natural part of a family’s life.

Thank you for taking the time to learn about Project IMPACT, we appreciate your help!
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Appendix G
Script for Study 2 Video of Adapted Program

Today you will be learning about Project IMPACT, an intervention for young children with
autism and their parents. Project InPACT stands for “Improving Parents as Communication
Teachers.” Project INPACT does not teach parenting skills. Instead, it teaches parents to use
special techniques to help their child develop social engagement, language, imitation, and play
skills. These skills together are called social communication skills. The Project INnPACT
program is “evidence-based,” which means it has been researched and found to help children
improve their social communication skills. Many teachers and therapists use the Project
IMPACT techniques when they work with children with autism, and research shows that parents
can learn them just as well to help their child.

How Will Project IMPACT help parents and children with autism?
There are lots of great reasons to learn and use Project INPACT
e When parents learn the Project INPACT techniques, they can teach their child
throughout the day. Their child will get to learn during important activities like
mealtime, bath time, and bedtime. Parents can help their child use their skills where
they matter most and this will help the child remember them better.

e Also, when parents use the Project INMPACT techniques with their child, their child
will get more hours of intervention. Research shows that more hours of intervention
can help a child have better language, play and engagement, and fewer behavior
problems.

e Another great thing is that parents who participate in programs like Project INnPACT
say that they feel less stressed, have more family time, and have more hope. Parents
who have participated in this program tell us that it has helped their children
communicate and has made interacting with them more fun.

e Finally, parents can also teach the Project INPACT techniques to other family

members, such as grandparents and siblings, so they can support you and your child
too.

Now you will see a video of a parent having a snack with their child with autism. This is a video
of the parent and child before participating in Project InPACT and while they were learning to
use the Project IMPACT intervention techniques. Notice the difference in how the mom is
interacting with the child, and the how the child is better able to communicate and enjoy being
near her.

What are the Project INPACT goals?
Project IMPACT teaches four main social communication skills, all of which are important
building blocks for learning:
e The first is social engagement: Children share their emotions and attention with others
through eye contact, body language, gestures, and words. When a child is engaged, they
are more likely to learn. The starting point of Project ImMPACT is to help increase a
child’s social engagement with their parent.
e The second goal of Project INPACT is communication: Children communicate using
nonverbal skills, like eye contact and gestures, before they use verbal language, such as
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words and sentences. Project INPACT will help parents teach their child to communicate
better using gestures, words, or sentences, depending on where their child is at.

e The third goal of Project IMPACT is Imitation: Children use imitation to show interest in
other people and to learn new skills. This program will help children imitate during play
to improve their social engagement, play skills, and gestures.

e The final goal of Project IMPACT is Play: Children develop many skills during play,
such as language, problem solving, imagination, perspective-taking, and motor skills.
This program will help parents teach their child how to play more creatively.

e Another important thing to know about Project IMPACT is that challenging behavior can
be a goal if needed. Many children with autism have behavior problems such as tantrums
and aggression that happen because they have trouble communicating. As their
communication skills improve, their behavior problems often get better. However, some
parents may find it helpful to learn some strategies to help their children with more
serious behavior problems.

What will parents and therapists do if they use Project INPACT? Therapists support parents to
help them learn and use the Project IMPACT techniques in a way that is best for the family. This
requires that therapists are supportive and that they focus on a family’s strengths, that way they
can build a strong relationship with families. While they are learning Project INPACT, therapists
will ask parents to set aside a few minutes here and there across their day to practice the
intervention strategies with their child. Therapists will support parents and help them find the
best times and locations for them to practice with as little distraction as possible. Parents can
chose to practice Project IMPACT with their child in playtime or in routines that they already do
like mealtime, story time, bath time, or a dressing routine.

The Project IMPACT program is a 12 lesson program. During the Project INPACT program,
parents and therapists usually meet one or two times per week for about one hour. Usually, one
lesson is taught each week, but some lessons can be repeated if needed During their sessions
together, the parent, the therapist, and the child with autism are present. The same parent should
be at each session, but other caregivers are also able to join as needed. In fact, the therapist will
help parents get other family and siblings involved if they are interested The Project INPACT
sessions can occur at home, at a clinic, or in a school. Parents are provided with the materials
they will need, including the Project IMPACT workbook, shown here, which uses pictures and
visuals to help the parents learn. Therapists will also work from a corresponding manual that
helps them support parents in learning Project IMPACT.

What are the Project INPACT sessions like?

During the first session, the therapist will explain the program, and will get to know the parent
and what’s important to them and their family. If parents need it, the therapist will be able to help
the parents find other important resources, and can help the parents figure out how set up their
home so that they are able to get the most out of the program. During the first session, the parent
and therapist work together to set goals for the child. Setting goals for a child is an important part
of the Project IMPACT program and is a team effort with the parent and therapist sharing their
expertise with each other. During this time, the parent and therapist compare notes and make
sure they are one the same page about the skills that the child already has, and the skills that the
child should learn next. After doing this, the parent and therapist work together to set goals for
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the child in social engagement, communication, imitation, and play. Once the parent and
therapist set goals, the therapist will begin to teach parents each of the 5 main Project INnPACT
strategies, shown here. For each of the main Project INPACT strategies, therapists will help
parents pick one or more specific techniques to use that work best for the parent and child.
Parents learn about 1-2 techniques per lesson, and these techniques can be repeated if needed.

When teaching begins, parents are asked to look at an overview of the lesson before they meet
with the therapist. These overviews are visual and look like this. During each session, the
therapist will first explain the goals of the session to the parent and answer any of their questions
or concerns. They will next review and problem solve around how practice went for the parent
the week before. After reviewing the practice, the therapist will explain the intervention
technique to the parent. Parents are able to follow along with a visual worksheet in their parent
workbook The therapist will then show the parent how to use the intervention technique, by
demonstrating it with the child. They will ask the parent if they have any questions and can show
them extra video if needed Next, the therapist will help the parent practice the intervention
technique with their child. The therapist will give the parent positive feedback and feedback that
will also help them use the technique better. After practicing, the therapist will answer any of the
parent’s questions. The parent and therapist will work together to make a visual practice plan for
parents over the next week at home, like that shown here. This practice plan helps parents pick
some times and activities that work best for them to practice the techniques with their child over
the next week. The therapist helps the parent to set alarm reminders on their phone if needed, and
asks parents to think about how practice is going for them while they are doing it. This practice
time is reviewed during the next session with the therapist.

Now you will see an example of what a Project INPACT coaching session could look like if it
were done in a clinic.

To quickly end, Project INMPACT teaches parents special techniques to teach their children social
engagement, communication, imitation, play, and behavior too if needed. The program is
flexible, can be used during the routines that parents already do with their child, and can help
parents get other family members on board too. All teaching uses visuals to support parents, and
therapists really get to know parents to make sure the program is the best fit with their goals and
family. When a child gets many chances to use a skill during the day, they are more likely to use
it in new situations and on their own. With the help of the therapist, parents will learn how to use
the techniques in a way that works best for their family. By the end of the program, many
parents report that the techniques have become part of their everyday lives.

Thank you for taking the time to learn about Project INMPACT, we appreciate your help!
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