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Abstract

Objective: Parents of children with learning/attentional disabilities (LAD) and autism spectrum disorder (ASD) are at elevated
risk for chronic stress. Types of stress and treatment needs differ between these parent groups. We adapted our evidence-
based mind–body intervention (SMART-3RP) for parents of children with LAD and ASD, delivered via videoconferencing.
Preliminary results from our two wait-list randomized pilot trials suggest the programs were feasible and efficacious. To gain an
in-depth understanding of acceptability, the purpose of this secondary analysis from the RCTs is to (1) explore feedback
regarding the virtual SMART-3RP and (2) compare feedback across LAD and ASD parents.
Methods: Participants were randomized to immediate or delayed SMART-3RP (separate groups for LAD andASD) and completed a
feedback questionnaire post-intervention (N = 33 LAD, N = 37 ASD; 93% female, 93% white, Mage = 45.52, SD = 6.50).
Results: Participants reported the intervention had the right number of sessions (69%), session duration (83%), and amount of
structure (83%). They felt comfortable during sessions (89%) and found mind–body skills helpful (89%). There were no
significant differences between parent groups other than a trend for more ASD parents reporting sessions were too long (22%
ASD vs. 6% LAD, X2 = 5.67, p =0.06). Qualitative themes were similar across parents and included that video delivery had some
technical challenges but enabled participation; group support and mind–body skills were helpful; and further SMART-3RP
sessions or therapy is needed.
Conclusion: LAD and ASD parents found a synchronous video-based mind–body resiliency program acceptable. Technology
limitations notwithstanding, online delivery was very satisfactory and overcame obstacles to participation.
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Background

Learning/attentional disabilities (e.g., specific reading or
writing disorders, attention deficit hyperactivity disorder;
LAD) and autism spectrum disorder (ASD) are prevalent
among children in the United States. Up to 1 in 5 children
have a LAD and up to 1 in 54 have ASD, a 10% increase since
2016.1,2 Parents of children with LAD or ASD experience
high levels of stress, which contributes to further problems
including greater anxiety and depression symptoms and poor
sleep and physical inactivity.3-5 In our recent exploration of
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stressors among LAD and ASD parents, we found several
sources of stress common to both groups, including estab-
lishing services for their children, marital strain, financial
burdens, balancing the needs of other children, and fears about
their child’s future.6 At the same time, there were also im-
portant differences between the two parent groups. While both
groups experienced relational stressors, LAD parents felt re-
jected and distant from others, whereas ASD parents felt so-
cially isolated. In terms of daily challenges, LAD parents
described the burden of their child’s homework and ASD
parents emphasized their child’s sleep difficulties.6 These
findings are consistent with other published literature indi-
cating similarities and differences in stressors among LAD and
ASD parents, with some evidence for greater levels of stress
among ASD parents.7-9 These findings highlight the need for
stress management interventions for parents of children with
LAD or ASD, and suggest that there may be some differences
in what each group of parents needs and finds helpful.

We recently conducted two pilot randomized controlled
trials of our evidence-based stress management intervention,
the Stress Management and Relaxation Training Program–

Relaxation Response Resiliency Program (SMART-3RP).
The SMART-3RP is a multi-modal mind–body intervention
involving 8 weekly group sessions (1.5 h each) wherein
parents learn mind–body skills (e.g., relaxation and mindful-
ness), cognitive-behavioral skills (e.g., cognitive restructuring
and goal-setting), and positive psychology skills (e.g., humor
and appreciation) to cope with parenting stress. Given that
parenting demands require stress management programs to be
convenient and easily accessible, we delivered the SMART-
3RP virtually using synchronous group videoconference.
Synchronous group videoconferencing may provide particular
benefit for parents. Specifically, a synchronous group inter-
vention (e.g., as compared to in-person or asynchronous de-
livery) combines the real-time interaction and support parents
needwith the convenience and accessibility of remote delivery,
providing connections that would not otherwise be possible.
Indeed, multi-family group psychoeducation is a common
intervention approach for parents of children with disabilities
that brings families together for needed support and connec-
tion, and has evidence to reduce parental distress.10,11

The trials were conducted separately for LAD and ASD
parents. Each trial used adapted manuals targeting parenting
stress through parent-relevant examples for LAD or ASD.
Results of both trials found that parents in the SMART-3RP
demonstrated greater improvements in resiliency, stress re-
activity, depression and anxiety symptoms, social support,
and mindfulness as compared to wait-list control groups.12,13

However, parents of LAD children demonstrated additional
improvements in general distress and empathy that were not
seen in parents of ASD children.12,13

Mind-body interventions like the SMART-3RP are increas-
ingly delivered via electronic health (e-health) technologies,
with good feasibility and acceptability.14 In the current context
of COVID-19, e-health approaches may be the only feasible

way to deliver these interventions. Until recently, most of this
research focused on asynchronous delivery modalities that par-
ticipants used independently (e.g., online websites or smartphone
applications). Although useful, asynchronous methods prevent
real-time interaction with peers and feedback from the instructor,
which may result in decreased effectiveness.15,16 More recent
work has begun to incorporate synchronous approaches such
as group videoconferencing that maintain real-time inter-
actions with others. Delivering mind–body interventions via
synchronous virtual platforms poses unique considerations,
such as how to facilitate group sharing, work with fewer non-
verbal cues, and lead relaxation practices with background or
technological distractions. Understanding participant’s expe-
riences of these virtual mind–body programs is important to
inform intervention adaptations that can enhance acceptability
for future participants.

The aims of the current study are therefore to use a mixed
methods approach to (1) explore parents’ feedback regarding
participation in the virtual SMART-3RP program and (2)
compare feedback across ASD and LAD parent groups.
Given that the baseline characteristics and trial outcomes
showed similarities and differences between the groups, we
wanted to explore potential similarities and differences in
parents’ perspectives on intervention acceptability in order to
inform future efforts to optimize the intervention for parents.

Methods

Participants

There were N = 53 participants in the trial for parents of
children with LAD and N = 51 in the trial for parents of
children with ASD. The current study includes the subset
of participants from each trial who chose to complete the
post-intervention feedback questionnaire: N = 33 parents in
the LAD group and N = 37 parents in the ASD group. There
were no significant differences between parents in the current
study and those in the larger trial (p’s > 0.05) (see Table 1 for
demographic characteristics of participants in the current
study). There were no significant differences between LAD
and ASD parent group demographics except there was a trend
for more LAD parents to have college degrees (100% for
LAD vs. 84% for ASD, p = 0.05). Across both groups,
participants were primarily female (93%), white (93%) and
had a mean age of 45.52 years (SD = 6.50).

Measures

Data for the current study were derived from a researcher-
developed feedback questionnaire that included closed-ended
(quantitative) and open-ended (written qualitative) questions
about the virtual SMART-3RP program.

Quantitative Assessment. Participants were asked several
closed-ended questions about the content and structure of the
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program, and they were asked to select one of 3-4 response
options tailored to the question (detailed in Table 2). The
questions were (1) How do you feel about the total number
of group sessions? (2) How do you feel about the amount of
time each group session lasted? (3) How do you feel about
the group structure? (4) How helpful was it to learn re-
laxation exercises during the session? (5) How comfortable
were you in the group sessions? (6) Since starting this
group, how often have you practiced relaxation exercises on
your own? (7) How helpful was it to practice these exercises
between the sessions? (8) Overall, how much would you say
that this program helped with your ability to cope with your
parent-related and other life stressors? Participants were
also asked to rate the helpfulness for each of the eight in-
tervention sessions on scale of 1 (very helpful) to 5 (not at all
helpful).

Qualitative Assessment. Participants were also presented with
several open-ended questions about the intervention, with the
option to provide brief written responses in a free-text box:
(1) How did you feel about the virtual delivery of the SMART-
3RP? (2) Is there anything else that you found helpful about
this program? (3) Is there anything else that you found not
helpful about this program? (4) What kinds of additional
programs would be helpful for you at this point? (5) Please
share your thoughts about ways we could improve this
program. For each quantitative feedback question described

above, participants also had the option to provide a qualitative
comment.

Procedure

Parents participated in the SMART-3RP intervention over
videoconferencing in separate groups of LAD and ASD
parents. Details of the study procedures have been previ-
ously published.12,13 In short, parents were recruited for the
intervention trials through online study flyers at local and
national clinics and community organizations serving
children with ASD or LAD, including schools, support
service centers, online advocacy groups, and Special Ed-
ucation Advisory Councils. Interested parents completed an
eligibility phone screen, and eligible parents completed
informed consent by phone. After completion of the in-
tervention, all trial participants were approached via email
and/or telephone and invited to complete a post-intervention
survey that included the feedback questionnaire. Thus, this
qualitative study used self-selected parents. Twenty LAD
parents and 14 ASD parents chose not to complete the
feedback questionnaire; reasons for non-participation are
unknown. Participants completed the questionnaire from
their home.

The SMART-3RP is a multi-modal mind-body interven-
tion that aims to reduce stress and build resiliency through
three core components: mind–body skills to elicit the

Table 1. Participant Characteristics.

LAD (n = 33) ASD (n = 37)

Age, years, M (SD) 46.07 (5.78) 44.97 (7.21)
Female n (%) 30 (91%) 35 (95%)
Hispanic/Latino n (%) 1 (3%) 0 (0%)
Race, n (%)
White 31 (94%) 34 (92%)
Black or African American 1 (3%) 1 (3%)
Asian 1 (3%) 1 (3%)
Other 0 (0%) 1 (2%)

Marital status
Married/living as married 31 (94%) 30 (81%)
Divorced/separated 2 (6%) 6 (16%)
Never married 0 1 (3%)

Education level
High school graduate/GED 0 (0%) 1 (3%)
Some college/technical school 0 (0%) 5 (13%)
College graduate 33 (100%) 31 (84%)

Employment status
Employed for wages 21 (64%) 26 (70%)
Homemaker 11 (33%) 8 (22%)
Not employed 1 (3%) 3 (8%)

Age of child with LAD or ASD, M (SD) 11.70 (3.38) 12.10 (2.69)

Note. There were no significant differences between parent groups on any of these variables, except for a trend for higher education level among LAD parents (p
= 0.05).
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relaxation response and counter the negative physiological
effects of stress (e.g., deep breathing and guided imagery),
cognitive-behavioral therapy skills to promote awareness and
adaptive responding to stress (e.g., cognitive restructuring
and problem-solving), and positive psychology skills to
promote adaptive perspectives and growth (e.g., appreciation
and humor).17 Each session focused on a specific theme, was
led by an experienced SMART-3RP clinician, and included a
combination of didactic teaching, skills practice, and group
discussion. Participants were encouraged to practice the skills
at home each day in between sessions. Participants completed

the feedback questionnaire via a secure online data collection
system (REDCap) within approximately two weeks after
completing the intervention. Participants received a $20 gift
card for completing the follow-up survey that included the
feedback form.

Data Analysis

Quantitative Analysis. Descriptive statistics (frequencies, per-
centages) were used to explore participants’ responses to the
feedback questions. Responses were explored among the full

Table 2. Parent Feedback on the SMART-3RP Program.

Full sample (N = 70) LAD (n = 33) ASD (n = 37) Test statistic

Number of sessions X2 = .13, p = 0.51
Right amount 48 (69%) 22 (67%) 26 (70%)
Too few 18 (26%) 10 (30%) 8 (22%)
Too many 4 (6%) 1 (3%) 3 (8%)

Length of each session X2 = 5.67, p = 0.06
Right amount 58 (83%) 31 (94%) 27 (73%)
Too long 10 (14%) 2 (6%) 8 (22%)
Too short 0 0 0
Qualitative comment 2 (3%) 0 2 (5%)

Group structure X2 = 1.78, p = 0.62
Too structured 5 (7%) 1 (3%) 4 (11%)
Too unstructured 2 (3%) 1 (3%) 1 (3%)
Right amount 58 (83%) 29 (88%) 29 (78%)
Don’t know/not sure 5 (7%) 2 (6%) 3 (8%)

How helpful to learn RR X2 = 5.19, p = 0.16
Helpful 62 (89%) 32 (97%) 30 (81%)
Not helpful 1 (1%) 0 1 (3%)
Not sure 4 (6%) 0 4 (11%)
Qualitative comment 3 (4%) 1 (3%) 2 (5%)

Comfort during sessions X2 = 2.45, p = 0.49
Comfortable 62 (89%) 31 (94%) 31 (84%)
Uncomfortable 2 (3%) 0 2 (5%)
Not sure 3 (4%) 1 (3%) 2 (5%)
Qualitative comment 3 (4%) 1 (3%) 2 (5%)

RR practice on your own X2 = .35, p = 0.32
Daily 12 (17%) 3 (9%) 9 (24%)
Few times/week 44 (63%) 24 (73%) 20 (54%)
Once or twice 10 (14%) 4 (12%) 6 (16%)
Qualitative comment 4 (6%) 2 (6%) 2 (5%)

At-home RR practice X2 = 3.12, p = 0.37
Helpful 64 (91%) 32 (97%) 32 (87%)
Not helpful 1 (1%) 0 1 (3%)
Not sure 3 (4%) 1 (3%) 2 (5%)
Qualitative comment 2 (3%) 0 2 (5%)

Helped coping with stress X2 = 3.47, p = 0.33
Helpful 61 (87%) 31 (94%) 30 (81%)
Not helpful 1 (1%) 0 1 (3%)
Unsure 6 (9%) 2 (6%) 4 (11%)
Qualitative comment 2 (3%) 0 2 (5%)

Note. All questions had the option for a qualitative comment; qualitative comments that had zero responses are not shown.
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sample and separately within each parenting group, with chi-
square tests used to compare the results between LAD and
ASD groups. For session ratings, descriptive statistics
(means, standard deviations) and independent samples t-tests
were used to compare LAD and ASD groups. Alpha was set
at p < 0.05 for all analyses. All analyses were conducted in
SPSS v25.

Qualitative Analysis. Using a content analysis approach, two
study staff (Authors A and B; both PhD clinical psycholo-
gists) independently reviewed all qualitative responses to
identify themes and develop a preliminary coding framework.
Both coders met on a regular basis to compare and refine the
categories and coding structure. Authors A and B have 2–
5 years of training in qualitative research, including formal
educational training and previous qualitative research ex-
perience. Themes were derived from the data. Discrepancies
were resolved with comparisons to raw data until consensus
was obtained. A third coder (Author G; PhD clinical psy-
chologist) then reviewed and coded all of the original
qualitative responses, applying the final coding framework.
Author G is an expert in qualitative research with over
20 years’ experience. No qualitative analysis software was
used. Participants did not provide feedback on the findings.

Results

Quantitative Results

Table 2 presents the results for the program feedback
questions. There were no significant differences between
LAD and ASD parents in terms of their program feedback;
however, there was a trend for ASD parents to prefer shorter
sessions (x2 = 5.67, p = 0.06). Overall, among the combined
sample, parents reported that the virtual SMART-3RP pro-
gram had the right amount of sessions (69%), session length

(83%), and group structure (83%). A majority felt com-
fortable during the group sessions (89%) and reported it was
helpful to learn relaxation skills during the sessions (89%).
They reported that practicing the relaxation response at home
was helpful (91%) and the SMART-3RP skills were helpful
for coping with stress (87%). Participants most commonly
stated that they practiced relaxation skills at home a few times
per week (63%). For ratings of session helpfulness (Table 3),
across the combined sample, mean scores ranged from 1.48
(SD = 0.75) to 1.67 (SD = .79) (out of 5). The only sessions
that were rated significantly differently between parent
groups were session 5 (i.e., creating adaptive perspectives)
and session 7 (i.e., healing states of mind), where ASD
parents reported lower helpfulness as compared to LAD
parents (p’s < 0.05; see Table 3)

Qualitative Results

All 37 participants in the ASD group responded to all
qualitative questions. In the LAD group, all 33 participants
responded to the first two questions (virtual delivery and
program helpfulness), but one participant did not respond to
the last three questions, leaving 32 respondents for these
(unhelpful aspects, ongoing needs, and suggestions for im-
provement). Very few participants (2–4%) provided addi-
tional comments to the quantitative questions. There were
similarities and differences between parent groups regarding
the virtual delivery, helpful aspects of the program, unhelpful
aspects of the program, ongoing needs, and suggestions for
improvement. We present the similarities and differences for
each domain.

Virtual Delivery: Similarities. In terms of virtual delivery, par-
ents across both groups most commonly reported positive
experiences, describing themes of ease/convenience and
improved access. For instance, an LAD parent stated “It is a

Table 3. Parent Ratings of the Helpfulness of Each SMART-3RP Session.

Session
Full sample Mean
(SD)

LAD (n = 33) Mean
(SD)

ASD (n = 37) Mean
(SD) t p 95% CI

1: Stress management and resiliency
training

1.57 (0.66) 1.52 (0.57) 1.62 (0.76) �0.67 0.51 �0.42 to 0.21

2: Relaxation response 1.48 (0.75) 1.36 (0.60) 1.59 (0.90) �1.28 0.22 �0.59 to 0.13
3: Stress awareness 1.53 (0.80) 1.36 (0.60) 1.70 (1.00) �1.74 0.09 �0.73 to 0.05
4: Mending mind and body 1.67 (0.79) 1.55 (0.67) 1.78 (0.92) �1.25 0.22 �0.62 to 0.14
5: Creating an adaptive perspective 1.60 (0.80) 1.39 (0.66) 1.81 (0.94) �2.17 0.03 �0.81 to

�0.33
6: Promoting positivity 1.64 (0.89) 1.52 (0.80) 1.76 (0.98) �1.12 0.27 �0.67 to 0.19
7: Healing states of mind 1.70 (0.84) 1.45 (0.71) 1.95 (0.97) �2.43 0.02 �0.90 to

�0.09
8: Humor, empathy, and staying resilient 1.65 (0.83) 1.48 (0.71) 1.81 (0.94) �1.65 0.10 �0.72 to 0.07

Note. The rating scale ranged from 1 (very helpful) to 5 (not at all helpful) such that lower scores are better. In supplemental analyses, we calculated the mean
session rating across all 8 sessions and compared this score between groups using independent samples t-test. Results indicated a non-significant trend toward
higher scores in the ASD (M = 1.75, SD = 0.82) as compared to the LAD group (M = 1.45, SD = 0.50; t(68) = �1.85, p = 0.07).
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great way to do it with groups who are not local” and an ASD
parent stated that the virtual nature of the program “Saves
time and money since travel is not necessary.” When dis-
cussing access, parents noted that the virtual delivery enabled
them to participate (e.g., “I loved the virtual delivery since I
am so far away and we do not have many resources for
parents in my rural area. This was a ‘God send’ for me!”). In
both groups, some parents noted that virtual delivery was less
personal but still better than not participating (e.g., “It may
have been slightly more effective in an on-site type setting but
I would not have then been able to participate”). Some noted
there were technology issues that may have detracted from
their experience (e.g., “Enjoyed it but found it extremely
distracting when others had a bad connection…”).

Virtual Delivery: Differences. A minority of parents identified
some challenges with virtual participation, and the reasons for
challenges differed between the groups. LAD parents ex-
pressed concern about the impersonal nature of virtual
connection (“While it made it easier to participate, I think it
affected my ability to feel engaged. I felt disconnected from
the process/skills and ultimately dropped out b/c I felt like I
could make better use of the time”). However, ASD parents’
concerns centered largely on technical problems (“Tech-
nology kinks were frustrating – missed out on a session
because of it”) and video distractions (“audio was difficult at
times. Participants did not understand to mute when com-
municating to others in their home”).

Helpful Aspects of the Program: Similarities. LAD and ASD
parents found the same things to be helpful: social support,
psychoeducation and skills, the opportunity to focus on
themselves, and the intervention structure and delivery. So-
cial support was a common theme in both groups and in-
cluded emotional support, a sense of belonging and
community, and accountability. Emotional support was most
commonly appreciated in both groups (“Hearing problems
other members had that were similar; nice to know I’m not the
only one”). Psychoeducation/skills, particularly RR practices,
were also commonly found to be helpful (e.g., “It helped me
learn some great techniques for reducing stress and coping
with stressful situations”). In terms of intervention compo-
nents, both groups noted that the group facilitator and
structure of the intervention sessions was helpful. A couple of
parents in each group stated that focusing on themselves was
helpful (e.g., “It helped me understand myself better thus
making me better able to deal with my husband and
children”).

Helpful Aspects of the Program: Differences. While social
support was commonly mentioned in both groups, ASD
parents most commonly reported social support to be helpful,
while LAD parents equally reported social support and
psychoeducational skills to be helpful. While both groups
noted emotional support to be helpful, ASD parents also

discussed informational support (e.g., “I really enjoyed
connecting with other parents who could empathize with my
own experiences and offer advice, insight, and support”) and
giving support to others (e.g., “Able to transfer skills to
others”). When describing the types of skills that were
helpful, LAD parents highlighted the utility of several skills
(adaptive strategies, cognitive strategies, stress awareness,
and RR), while ASD parents most commonly noted that RR
skills were helpful.

Unhelpful Aspects of the Program: Similarities. Both group of
parents expressed some challenges with session content,
homework, study operations, intervention structure, and in-
consistent group participation. Specifically, many parents
described the program’s homework as stressful and cum-
bersome (e.g., “I found it created some stress for me”), and
they reported frustration with inconsistencies in group par-
ticipation (e.g., “Frustrating to have parents drop in the
middle, but I’m guessing with this audience that is to be
expected”). Additionally, a couple of parents reportedly
struggled with aspects of the study’s operation (e.g., “The
delivery of so much information in so many forms was a little
overwhelming (paper to print out, audio to listen to, video to
navigate).”

Unhelpful Aspects of the Program: Differences. There were
some differing opinions in regard to session content. Several
ASD parents noted that some content was irrelevant or in-
validating (e.g., “Lack of understanding about who has the
problem staying asleep”), whereas parents of LAD did not
share the same concerns. For LAD parents, comments in-
cluded inconsistent scheduling, a lack of time during ses-
sions, underdeveloped content, and too much leniency. For
ASD parents, some stated the intervention was too short and
others stated it was too long, and others noted a lack of
flexibility. Lastly, even though parents in both groups re-
ported technology challenges when asked directly about
virtual delivery, only ASD parents identified virtual delivery
challenges as an unhelpful aspect of the program, sharing that
the platform was unreliable and distracting and participation
was uncomfortable because it was too personal (e.g., “It felt
weird to have people on videoconference who could see my
every move”).

Ongoing Needs: Similarities. When asked about additional
programs that would be helpful, LAD and ASD parents again
reported similar themes: program continuation or expansion,
general support groups, further RR or mind–body training,
and professional therapy. For program continuation or ex-
pansion, parents in both groups discussed an interest in
having a longer program and booster sessions (e.g., “I think
some sort of followup/check in would be helpful as well as
additional guided practice”). Some parents emphasized a
preference for ongoing support groups (e.g., “For me, I
enjoyed being able to hear other people’s experiences and feel
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like I was not alone. All of the new processes we implemented
in our lives certainly helped too, but I was doing some of them
previously”). For further RR or mind–body practice, both
groups identified an interest in parent meditation groups. In
both groups, two parents expressed an interest in professional
therapy.

Ongoing Needs: Differences. There were differences in which
themes were most common and what the specific needs were.
For LAD parents, program continuation/expansion, general
support groups, and further RR practice were all similarly
common, whereas for ASD parents, general support groups
were most common. In addition, some ASD parents ex-
pressed an interest in online support groups (“I think a parent
online support group with a person to guide the conversation
would be great”) while others felt in-person groups would be
most beneficial (“I think I would do better getting out of my
house and going to a quiet location without household dis-
tractions”). Further RR practice was discussed by several
parents in the LAD group and included yoga and advanced
meditation groups. Only a couple of ASD parents had an
interest in further RR practice. Lastly, there was a unique
theme of stress management groups among ASD parents,
which was not tied to RR methods of stress management
(“Any programs that can help with coping with stress and
increasing mindfulness would be helpful”).

Suggestions for Improvement: Similarities. In both groups,
parents suggested improvements to intervention resources
and materials, group dynamics, program structure, program
content, technology components, and clearer expectations. A
couple of parents in both groups suggested improving pro-
gram content by tailoring it more to their unique experiences
(“I wish there had been more time to practice and get feed
back on personal examples of stress”). In terms of inter-
vention resources and materials, parents in both groups
suggested providing complementary resources (e.g., “provide
a list of all the techniques and then a short paragraph sum-
marizing the technique. Might help us try more of the op-
tions”). Parents in both groups suggested promoting greater
group cohesion (“My biggest wish is that the entire group had
a sense of commitment to each other to do the practice”).

Suggestions for Improvement: Differences. Among LAD par-
ents, several suggested a longer program, less structure and
less skills-focused, and a more consistent schedule. Among
ASD parents, some suggested a longer program but with
shorter session length, and there were mixed perspectives on
whether the program should be more or less skills-focused. In
terms of improved resources and materials, LAD parents (but
not ASD parents) suggested improvements to the manual and
homework (“A book that includes more context might be
helpful even to people who can’t attend the online sessions”).
While improving group dynamics came up in both groups,
this was expressed by several LAD parents and only a few

ASD parents. LAD parents suggested more targeted grouping
while ASD parents noted a larger group size. For program
content, an ASD parent suggested incorporating children and
families. In terms of technology components, a LAD parent
asked for more guidelines while an ASD parent asked for
improvements to the platform. There were also two unique
themes among ASD parents: improvement of information
delivery and a group for higher child needs. For information
delivery, suggestions including sending materials in advance
and making materials more available (e.g., “Maybe the
material could be sent in advance to be read”).

Discussion

The purpose of this study was to explore participants’
feedback regarding participation in the virtual SMART-3RP
program and compare perspectives across ASD and LAD
parent groups. Taken together, participants in both groups
indicated that the SMART-3RP intervention was acceptable
and beneficial. Quantitative results indicated that parents felt
comfortable with the number and length of sessions and
group format, and found sessions to incorporate an appro-
priate balance of structured content and informal discussion.
Practices intended to elicit the RR were rated positively and
most participants incorporated these strategies into their daily
routines at least a few times per week. Qualitative analyses
revealed that although the virtual delivery format unsur-
prisingly presented some challenges, participants in both
groups appreciated the ability to participate, which would not
have been possible in person for many parents. Similar in-
tervention components were found to be helpful across both
parent groups, particularly social support and RR elicitation
techniques. Common suggestions for improvement included
continuing the program or offering booster sessions.

Some parents experienced challenges, which were similar
across LAD and ASD parents. Similar to other studies of
stress management interventions, parents noted that daily
home practice was sometimes difficult to complete.18

Amount of home practice may be a predictor of treatment
outcomes, and so highly stressed parents of children with
special needs may require additional strategies to ensure an
optimal treatment “dose,” such as including children or other
family members and building RR practice into a family
routine.18,19 Parents in both groups also noted greater diffi-
culty attending fully to the session due to video delivery.
Thus, it may be important to explicitly discuss strategies to
minimize on- and off-screen distractions at the start of the
session, such as wearing headphones, muting oneself when
not speaking, and requesting privacy from other family
members during group time whenever possible.20,21

There were also some important differences between LAD
and ASD parents. In quantitative analyses, there was a trend
for ASD parents to provide slightly poorer ratings of some
sessions as compared to LAD parents. The qualitative results
help to explain these findings. Compared to LAD parents,
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parents of children with ASD described a greater need and
benefit of social support, a preference for shorter sessions,
and greater challenges with video delivery. Parents of chil-
dren with ASD commonly experience high social isolation,
which may explain why these parents reported the greatest
benefit from the group social connection and support, rather
than mind–body psychoeducation and skills training.22 At the
same time, some parents in the ASD group found virtual
sessions to be uncomfortably intimate. These concerns may
be addressed by explicit group discussion of utilizing “gallery
view” and “speaker view” features in Zoom, hiding one’s
“self view” or even turning off one’s web camera to minimize
self-consciousness, and/or blurring or changing your back-
ground on the screen for greater privacy of the home.23 Given
the high heritability of ASD traits, there may be cases in
which some parents of children with ASD may also exhibit
some traits that impact the type and amount of social in-
teraction desired.24 Parents in the ASD group also identified
some unhelpful program content around sleep, given the
pervasive nature of their children’s sleep difficulties. In future
iterations of this program for parents with ASD, it will be
beneficial to validate parents’ difficulties with this issue and
discuss creative solutions to children’s sleep challenges, or
directly incorporate parent-mediated sleep strategies for
children.25

In contrast to ASD parents, some parents of children with
LAD felt the virtual connection was not personal enough.
LAD parents noted that remote delivery of this program
sometimes impeded meaningful social connection with other
group members. For parents like those in the LAD group who
desire closer social connection, future interventions might
utilize breakout groups to provide time for more intimate
small-group discussions within the larger group. In addition,
web-based resources such as a private online message board
may allow participants to easily provide feedback and offer
individualized suggestions to one another outside of the
scheduled meeting.23 As much as LAD parents enjoyed the
social connection, they equally appreciated the psycho-
educational skills and RR practices. In fact, some LAD
parents highlighted intervention issues like not enough time
during sessions, underdeveloped content, and unstructured
group meetings as potential areas of improvement. The ap-
preciation for psychoeducational content and preference for
fully developed and structured information might relate to the
slightly greater alignment between intervention content and
LAD parents’ needs. Given their stronger engagement with
course content targeting self-compassion, interpersonal skills,
and acceptance, LAD parents may have received a stronger
dose of these skills-based intervention components, poten-
tially contributing to the greater improvements in distress and
empathy observed among LAD parents in our previous
papers.12,13

We had separate groups for ASD and LAD parents in the
current study. Parents of children with ASD report greater
levels of parenting stress than parents of children with other

disabilities8,26 and the types of stressors they experience are
also unique due to differences in child severity and presen-
tation (e.g., more severe symptoms, unpredictable emotional
outbursts, deficits in social communication, and restrictive/
repetitive behaviors).9,26 Separating the groups allowed the
interventionist to use examples specific to the parents’ ex-
perience, and may have provided greater shared experience
and understanding among parents. At the same time, both
groups experience significant parenting stressors, and there
may be enough common experience that combined groups
are also beneficial. The current results suggest that overall, the
intervention was acceptable to both groups of parents, though
each parenting group may have some specific needs. Future
research should further explore whether separate or combined
groups optimize acceptability and efficacy for ASD and LAD
parents.

Strengths and limitations to the present study must be
noted. Strengths include recruitment of a highly stressed
community sample, many of whom would not have been able
to complete an in-person stress management program, as
indicated in the qualitative responses. Our reliance on a
manualized session format allowed for interpretable group
comparisons between parents of children with ASD and LAD
andwill also facilitate replication and systematic optimization
of this intervention in future research. In addition, the mixed
methods approach provides a nuanced assessment of program
acceptability across domains and resulted in many mean-
ingful suggestions for virtual intervention development.

Regarding limitations, it is likely that those who chose to
enroll in the stress management intervention and complete the
feedback questionnaire had greater motivation and/or
stronger feelings than those who did not enroll or com-
plete the questionnaire. As such, these results may not fully
characterize the needs of all parents of children with ASD and
LSD. A second limitation is the limited demographic vari-
ability of participants, who were predominantly female,
White, non-Hispanic, and college educated. Given the ma-
jority of women, the results effectively reflect mothers’ ex-
perience and more research is needed to explore interventions
for fathers. The literature on acceptability of remote-delivered
mental health services is generally overrepresentative of well-
resourced adults and future work is needed to understand the
needs of racially and economically diverse parents, who
likely have even greater symptoms and needs.20 Thirdly,
comparisons between the LAD and ASD groups should be
interpreted as preliminary in light of the small study sample
size. Related, the use of a researcher-developed measure for
quantitative responses is a limitation. Finally, we were unable
to control for some potentially meaningful individual dif-
ferences for this population, such as marital status, childcare
responsibilities, mental health concerns (including personal
diagnoses of LAD or ASD), and child’s symptom severity. In
the future, audiovisual recordings of online group sessions
might promote more detailed treatment fidelity rating, en-
suring that participants in both groups receive similar
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intervention content.27 In addition, we plan to explore parent
co-delivery in future research, to assess the effects of in-
corporating an ASD or LAD parent co-leader, which may be
another viable option for future research.

Nonetheless, results suggest that a group-based, video-
delivered, stress management intervention is highly ac-
ceptable to parents of children with ASD and LAD alike.
With the necessary expansion of video-delivered treatments
in the context of COVID-19, the current findings are en-
couraging for promoting resilience interventions virtually to
expand its reach to underserved populations. Although some
people may find video delivery more or less preferable,
many are still willing to engage and perceive benefit from
this approach. Future research should continue to explore
methods to optimize social connection and comfort with
video delivery, leveraging this important technology to
extend the reach of stress management programming to
those who may otherwise have limited access to supportive
resources.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: Christina
Luberto, PhD, is currently receiving a grant (5K23AT009715-02)
from the National Institutes of Health, National Center for Com-
plementary and Integrative Health. Lucy Finkelstein-Fox is cur-
rently receiving a grant (T32CA092203) from the National Institutes
of Health, National Cancer Institute. Karen Kuhlthau, PhD, received
a grant (UA3 MC11054) from the Health Resources and Services
Administration of the U.S. Department of Health and Human
Services. Elyse R. Park, PhD, MPH, received a grant from the
Marino Health Foundation.

ORCID iDs

Christina M Luberto  https://orcid.org/0000-0002-8866-6362
Rachel A Millstein  https://orcid.org/0000-0003-0539-9586

References

1. U.S. Department of Education. The Condition of Education
2017. Washington, DC: The National Center for Education
Statistics; 2017.

2. Centers for Disease Control. Community Report on Autism
2020. Atlanta, GA: Autism and Developmental Disabilities
Monitoring Network; 2020.

3. Chacko A, Wymbs BT, Rajwan E, et al. Characteristics of
parents of children with ADHDwho never attend, drop out, and
complete behavioral parent training. J Child Fam Stud. 2017;
26(3):950-960. doi:10.1007/s10826-016-0618-z.

4. Hohlfeld ASJ, Harty M, Engel ME. Parents of children with
disabilities: A systematic review of parenting interventions and

self-efficacy. African J Disabil. 2018;7:437. doi:10.4102/ajod.
v7i0.437.

5. Millstein RA, Lindly OJ, Luberto CM, et al An exploration of
health behaviors in a mind-body resilience intervention for
parents of children with developmental disabilities. J Dev
Behav Pediatr. 2020;41:480-485. doi: 10.1097/DBP.
0000000000000813.

6. Chad-Friedman E, Perez G, Kuhlthau K, et al. Development of
a resiliency intervention for parents of children with learning
disabilities. Oral Presentation at the Learning Disabilities
Association 54th Annual International Conference; Feburary
2017; Baltimore, MD.

7. Waston SL, Coons KD, Hayes SA. Autism spectrum disorder
and fetal alcohol spectrum disorder: part I: A comparison of
parenting stress. J Intel Dev Disord. 2013;38(2):95-104. doi:10.
3109/13668250.2013.788136.

8. Seymour PM, Giallo R, Wood CE. The psychological and
physical health of fathers of children with autism spectrum
disorder compared to fathers of children with long-term dis-
abilities and fathers of children without disabilities. Res Dev
Disord. 2017;69:8-17. doi:10.1016/j.ridd.2017.07.018.

9. Waston SL, Hayes SA, Coons KD, Radford-Paz E. Autism
spectrum disorder and fetal alcohol spectrum disorder: part II:
A qualitative comparison of parenting stress. J Intel Dev
Disord. 2013;38(2):105-113. doi:10.3109/13668250.2013.
788137.

10. Smith LE, Greenberg JS,MailickMR, et al. Adults with autism:
Outcomes, family effects, and the multi-family group psy-
choeducation model. Curr Psychiatr Rep. 2012;14(6):732-738.
doi:10.1007/s11920-012-0328-1.

11. DeWalt LS, Greenberg JS, Mailick MR. Transitioning together:
Amulti-family group psychoeducation program for adolescents
with ASD and their parents. J Autism Dev Disord. 2018;48(1):
251-263. doi:10.1007/s10803-017-3307-x.

12. Kuhlthau KA, Luberto CM, Traeger L, et al. Avirtual resiliency
intervention for parents of children with autism: A randomized
pilot trial. J Autism Dev Disord. 2020;50(7):2513-2526. doi:10.
1007/s10803-019-03976-4.

13. Park ER, Perez GK, Millstein RA, et al. A virtual resiliency
intervention promoting resiliency for parents of children with
learning and attentional disabilities: A randomized pilot trial.
Matern Child Health J. 2020;24(1):39-53. doi:10.1007/
s10995-019-02815-3.

14. Fish J, Brimson J, Lynch S. Mindfulness interventions
delivered by technology without facilitator involvement:
What research exists and what are the clinical outcomes?
Mindfulness. 2016;7(5):1011-1023. doi:10.1007/s12671-
016-0548-2.
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