
Vol.:(0123456789)

Behavior Analysis in Practice 
https://doi.org/10.1007/s40617-022-00682-z

DISCUSSION AND REVIEW PAPER

Eight Months of Telehealth for a State‑Funded Project in Foster Care 
and Related Services: Progress Made and Lessons Learned

Jodi C. Coon1   · Helena Bush1 · John T. Rapp1

Accepted: 15 February 2022 
© Association for Behavior Analysis International 2022

Abstract
In response to the COVID-19 pandemic, many behavior analysts and other health professionals modified their services 
for delivery via telehealth modalities. The transition to telehealth is especially important for providers working with 
foster youth who exhibit challenging behavior because these youth often move to another placement due to such behav-
iors. The primary objective of this article was to evaluate the extent to which service indicators for a state-funded team 
working with foster youth changed after the service delivery model changed from in-person to telehealth services. In 
particular, we evaluated changes in monthly count of client contacts, appointments, intakes, closed cases, and medica-
tion reviews. The secondary objective was to outline potential benefits and environmental barriers encountered by the 
team and to integrate our findings with the literature on behavior-analytic services provided via telehealth. Overall, 
results show that we maintained service quality with a broad range of behavioral interventions and increased overall 
client appointments. Given these outcomes, our team may continue to provide behavioral services via telehealth after 
the COVID-19 pandemic.
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Overview of Telehealth

In response to the COVID-19 pandemic, many behav-
ior analysts and other health professionals modified the 
delivery of their services by using telehealth modalities. 
Broadly defined, telehealth is a service delivery modality 
that allows practitioners to provide services and inter-
ventions from a distance through telecommunication 
technologies (Leblanc et al., 2020). An alternative to in-
person appointments, telehealth allows practitioners to 
conduct appointments either synchronously (live two-way 
video or audio interactions between therapist and par-
ticipant) or asynchronously (transmission of participant 
recordings or data that are later reviewed by a therapist; 
Council of Autism Service Providers, 2020). Throughout 
the pandemic, many behavioral and mental health prac-
titioners, including board certified and licensed behavior 

analysts1 (LBAs), have provided services exclusively via 
telehealth. Though not all practitioners made a transi-
tion to exclusively telehealth, many have provided a 
hybrid of services combining telehealth and in-person 
services. By increasing the use of telehealth, profession-
als are able to decrease their contact with others and thus 
decrease the chances of both contracting and spreading 
the coronavirus.

Providing behavior analytic services via telehealth is not 
novel. In fact, researchers have already explored telehealth 
as a method to provide behavioral services to individuals in 
rural settings and other areas with limited access to behavior 
analysts. Ferguson et al. (2019) identified nearly 30 stud-
ies that evaluated telehealth behavior analytic services to 
individuals with autism spectrum disorder (ASD). In their 
analysis, Ferguson et al. found that 43% of reviewed studies 
used functional analysis (FA) and functional communication 
training (FCT) and 36% of the studies included techniques 
derived from incidental or naturalistic teaching procedures. 
The remaining studies included procedures for teaching 
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caregivers to implement preference assessments, evaluating 
behavior support strategies, or providing a comprehensive 
overview of behavior analysis. Likewise, Tomlinson et al. 
(2018) used telehealth modalities to teach caregivers to 
implement behavior analytic interventions.

Despite the technology requirements of telehealth, this 
service delivery model may afford numerous benefits to 
practitioners. As projected by LeBlanc et al. (2020), the ben-
efits will likely lead to continued use of telehealth even after 
environmental constraints subside. As previously noted, one 
primary benefit of telehealth is increased access to behavior 
analytic services, especially for individuals living in rural 
areas (Wacker, Lee, Dalmau, Kopelman, Lindgren, Kuhle, 
Pelzel, Dyson, et al., 2013a; Wacker, Lee, Dalmau, Kopel-
man, Lindgren, Kuhle, Pelzel, & Waldron, 2013b) and coun-
tries with limited behavior analysts (Tsami et al., 2019). In 
addition to expanding the range of service recipients, tel-
ehealth may decrease the time participants spend on wait 
lists (Suess et al., 2016). Lindgren et al. (2016) compared 
in-home therapy, clinic telehealth, and home telehealth, and 
found that the mean total cost per child to complete assess-
ment and treatment was significantly lower for telehealth-
based service models. Additional benefits include increased 
access to various training formats (Ferguson et al., 2019; 
Neely et al., 2017; Tomlinson et al., 2018), more opportu-
nities to assess generalization and maintenance of skills in 
natural settings, and less intrusive observations (LeBlanc 
et al., 2020). Although evidence supports using telehealth 
to teach caregivers to implement various behavioral assess-
ments and interventions (Unholz-Bowden et al., 2020), there 
is limited research that evaluates the effectiveness of using 
telehealth to teach various other skills. Moreover, there are 
limited comparisons of in-person and telehealth services.

The U.S. Congress passed the Child and Family Services 
Improvement and Innovation Act (2011) in response to 
growing national concern over the high percentage of foster 
youth who received psychotropic medication. This public 
law requires each state to develop plans to provide oversight 
and monitoring of psychotropic medications prescribed to 
foster youth. The Alabama Department of Human Resources 
(ALDHR) Family Services division developed the Alabama 
Psychiatric Medication Review Team (APRMT) to address 
this requirement (Luna et al., 2018, 2020). ALDHR initially 
developed the team to provide services to foster parents and 
foster children; however, in 2019 ALDHR requested that the 
APMRT expand services to include home preservation cases 
(e.g., biological parents, adoptive parents, and their chil-
dren). The APMRT comprises five LBAs (four LBAs deliver 
behavioral services), a child and adolescent psychiatrist, a 
psychiatric mental-health nurse practitioner, a psychophar-
macologist, and multiple graduate students pursing board 
certification in behavior analysis. In part, ALDHR charged 
the APMRT with (1) developing procedures for tracking and 

decreasing the use of psychotropic medications as treatment 
for problem behavior, (2) replacing psychotropic medica-
tions with behavioral intervention, and (3) tracking multi-
ple service indicator measures, which the APMRT reports 
monthly to ALDHR. Because prescribers typically treated 
problem behavior with one or more psychotropic medica-
tions (Zito et al., 2008, 2021), the primary aim of most inter-
ventions was reducing each child’s challenging behavior. As 
such, the first step in service delivery involves assessing tar-
get behavior(s), developing an individualized behavior plan, 
and training stakeholders to implement the plan. As a part 
of this process, LBAs address skill deficits that contribute 
to the target behavior, such as communication training and 
tolerating events.

Prior to March 2020, members of the APMRT exclu-
sively provided in-person training sessions in the homes of 
foster and biological parents. Beginning in April 2020, the 
team shifted to providing behavioral and medication review 
services (described below) exclusively via telehealth using 
synchronous telehealth methods such as phone calls and web 
conferencing via secure platforms. The primary purpose of 
this discussion article is to evaluate possible changes in 
several service delivery indicators following our transition 
from in-person to telehealth service delivery. The secondary 
purpose of this article is to highlight the telehealth behavio-
ral services provided by the APMRT, identify some of the 
obstacles encountered by the APMRT throughout telehealth 
service delivery, and relate our proposed solutions to those 
obstacles and the literature.

Participant Information

Participants were (1) youth aged 2–18 years who had an open 
case with ALDHR (e.g., foster care, at-risk youth, adoptive 
placement) and (2) the respective caregivers (i.e., adoptive 
parents, foster parents, or biological parents). All participants 
had been referred for or received behavioral services, third-
party medication review services, or both from the APMRT.2 
Medication reviews were required for every participant who 
had been prescribed psychotropic medication. As a part of this 
process, either the psychiatric nurse practitioner or the child 
psychiatrist (hereafter, medical professionals) determined the 
extent to which medications were (1) prescribed within the 
FDA’s dosage guidelines, (2) appropriate for the participant’s 
age and size, (3) appropriate for the participant’s diagnoses, and 
(4) likely to interact with other medication in the participant’s 
regimen. The medical professional wrote a formal letter and 
discussed it with the respective participant’s LBA. Thereafter, 
the LBA explained the letter to the participant’s caregiver and 

2  See Luna et  al. (2018, 2020) and Bush et  al. (2021) for a more 
detailed description of participants typically served as a part of this 
team’s purpose.
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provided additional training regarding appropriate and effec-
tive communication about the participant’s medication with 
the participant’s prescriber (i.e., medication advocacy training). 
In short, only the team’s two medical professionals provided 
written statements about the appropriateness of a given partici-
pant’s psychotropic medication regimen; however, the consult-
ing LBA, who had regular contact with the caregiver, typically 
delivered those recommendations to the caregiver. Prescribers 
included pediatricians, family practice physicians, nurse prac-
titioners, and psychiatrists. The LBA provided one copy of the 
medication review to the primary stakeholder and another to 
relevant case personnel (e.g., the participant’s social worker). 
The team members conducted medication reviews at various 
points throughout services (tis typically occurred at intake, 
when medication changed, and following multiple weeks with 
improved behavioral symptoms) to evaluate when decreasing 
psychotropic medications was appropriate. At the end of the 
process, the participant’s prescriber made decisions regarding 
participants’ medication. It should be noted that LBAs provided 
medication review and medication advocacy training3 in con-
junction with behavior-analytic services.

During the analysis period for this study, the APMRT 
completed 28 intakes, progressed to the assessment and 
intervention phase for 19 of those participants and referred 
the remaining 9 participants to an LBA who could provide 
in-person services.4 In addition, 10 participants chose to 
make the transition to services via telehealth rather than be 

placed on an in-home waitlist or be referred to another LBA. 
In sum, APMRT provided behavioral services for 29 partici-
pants throughout the analysis period. Ten (34%) participants 
received in-home services prior to telehealth, and 19 (66%) 
participants received only telehealth services. See Tables 1, 
2 and 3 for participant characteristics, diagnoses, and referral 
concerns, respectively.

Telehealth Assessments

Figure 1 shows the flow of services provided by the APMRT. 
Although the APMRT abruptly changed to a telehealth 
service-delivery model, we continued to implement simi-
lar assessments as when we provided in-home services. For 
three clients with more severe challenging behavior, LBAs 
completed functional analyses (FA). To this end, studies 
have demonstrated the utility of remote FAs (e.g., Wacker, 
Lee, Dalmau, Kopelman, Lindgren, Kuhle, Pelzel, Dyson, 
et al., 2013a; Wacker, Lee, Dalmau, Kopelman, Lindgren, 
Kuhle, Pelzel, & Waldron, 2013b). In the majority of stud-
ies, behavior analysts remotely supervised either a trained 
professional or a caregiver on conducting FAs in partici-
pants’ homes. For participants receiving services from the 
APMRT, foster or biological parents implemented all tel-
ehealth FAs while an LBA supervised remotely. Given 
that the target behaviors occurred primarily in the home, 

Table 1   Telehealth participant characteristics

Characteristic # Participants % Participants

Age
     2–5 8 32
     6–10 8 32
     11–15 6 24
     16–18 3 12
Placement Type
     Foster Home 12 48
     Adoptive Home 9 36
     Biological Home 2 8
     Residential Treatment Center 2 8
Race
     Black 10 40
     White 15 60
Sex
     Male 16 64
     Female 9 36

Table 2   Telehealth participant diagnoses

Diagnosis were provided at the time of referral to the APMRT. The 
total number of participants exceeds 25 due to the fact that multiple 
diagnoses were listed on most participants’ referrals

Diagnosis # Participants % Participants

ADHD 11 44
No diagnosis 8 32
Oppositional Defiance Disorder 6 24
Posttraumatic Stress Disorder 4 16
Conduct Disorder 4 16
Adjustment Disorder 3 12
Intellectual or Learning Disability 3 12
Anxiety Disorder 3 12
Depressive Disorder 2 8
Bipolar Disorder 2 8
Reactive Attachment Disorder 1 4
Neglect of Child 1 4
Intermittent Explosive Disorder 1 4
Autism Spectrum Disorder 1 4
Encopresis/Enuresis 1 4
Disruptive Mood Dysregulation 

Disorder
1 4

Sensory Processing Disorder 1 4
Selective Mutism 1 4
Traumatic Brain Injury 1 4

3  Training included videos from the following link: https://​www.​cla.​
auburn.​edu/​apmrt/​foster-​paren​ts/.
4  Participants were referred to an LBA providing in-person services 
if the caregiver requested not to receive telehealth.

https://www.cla.auburn.edu/apmrt/foster-parents/
https://www.cla.auburn.edu/apmrt/foster-parents/
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parent-implemented FAs reliably evoked participants’ target 
behaviors. In particular, one participant’s challenging behav-
ior was maintained by escape from demands, one partici-
pant’s behavior was maintained by access to attention, and 
one participant’s behavior was maintained by escape from 
demands and access to attention and tangibles.

Team members also used telehealth modalities to conduct 
preference assessments, assess idiosyncratic target contexts 
such as tolerating losing games, and assess and treat vari-
ous academic (e.g., reading, writing, and math) and social 
skill deficits. When providing in-home services, the LBA 
conducted these assessments using various tangible stimuli. 
Due to the constraints of telehealth, the LBAs used Micro-
soft PowerPoint© for conducting preference assessments 
(typically without contingent access to selected items) and 
assessing various skill deficits.

Telehealth Interventions

Similar to the success in continuing adequate behavioral 
assessments, LBAs targeted various behaviors and skills 

by adapting interventions regularly implemented during in-
person services. LeBlanc et al. (2020) advised researchers to 
continue demonstrating the diversity of procedures that are 
possible via telehealth. Table 4 provides a comprehensive 
list of the interventions the LBAs implemented during the 8 
months of telehealth services, and includes a brief descrip-
tion of each intervention and the total count of implementa-
tions. Of the intervention types listed, all nine were common 
strategies used by LBAs during in-person services. However, 
LBAs had not previously implemented programs such as flu-
ency training and responding to listener disinterest. This list 
exemplifies the variety of interventions that our team either 
adapted or developed for services via telehealth.

Benefits of Telehealth

Our team experienced some of the aforementioned ben-
efits of telehealth services. For LBAs, benefits included 
increased appointments with families, decreased travel 
time, increased time for indirect and administrative tasks, 
and increased training opportunities for graduate students. 
It should be noted that the manner in which the APMRT 
provides services likely differs from clinic settings. In par-
ticular, APMRT LBAs are responsible for all indirect and 
administrative tasks, participant meetings, and interven-
tion implementation, and do not utilize registered behavior 
technicians.

Before telehealth services, each LBA spent an average 
of 7 hr (18%) of each workweek traveling. The switch to 
telehealth modalities eliminated travel time for LBAs. In 
turn, LBAs were able to schedule more frequent participant 
appointments and reallocate time to other participant-related 
tasks such as program development and professional devel-
opment. The average number of appointments completed per 
LBA increased from 12 during the first month5 of telehealth 
services to 26 during the last month of analysis, representing 
a 217% increase in 8 months. Because caregivers were the 
sole behavior change agents throughout telehealth, LBAs 
increased the number of appointments dedicated to training 
caregivers on how to conduct behavior analytic procedures 
such as how to conduct FAs, delivering discriminative stim-
uli, and delivering consequences during interventions. For 
the last 6 months of in-person services, the cost of LBAs’ 
travel reimbursement was $7,548.00. In the first 8 months of 
telehealth services, travel reimbursement decreased to $0.00. 
Participants benefited from greater flexibility in schedul-
ing, more frequent appointments, increased parent training 
opportunities, and a shortened wait list, which decreased 
by 44% during telehealth services. In addition, time saved 
from decreased travel allowed LBAs more time to develop 

Table 3   Telehealth participant concerns listed on referral

The total number of participants exceeds 25 due to the fact that multi-
ple diagnoses were listed on most participants’ referrals

Referral Concern # Participants % Participants

Aggression 13 52
Self-Harm 9 36
Property Destruction 8 36
Screaming/Yelling 6 24
Noncompliance 6 24
Tantrums 5 20
Manipulation/Controlling 4 16
Tolerance 3 12
Disrespectful 3 12
Social Skills 2 8
Inappropriate Sexual Behaviors 2 8
Impulsive 2 8
Argumentative 2 8
Lying 2 8
Stereotypy 2 8
Hoarding 1 4
Medication Refusal 1 4
Elopement 1 4
Setting Fires 1 4
Bullying 1 4
Stealing 1 4
Hyperactivity 1 4
Binge Eating 1 4
Spitting 1 4
Difficulties attending 1 4

5  This value was prorated based on the first two weeks of the first 
month.
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training protocols for graduate students and caregivers, help 
caregivers make the transition to telehealth services, and 
make procedural adjustments.

In‑Person and Telehealth Service Comparisons

After we altered our service delivery to a telehealth for-
mat, we continued to monitor multiple service indicators 
(described below). We subsequently compared the outcomes 
for telehealth service delivery to traditional in-person ser-
vice delivery. We used visual analysis in conjunction with 
the dual criterion (DC) method (Fisher et al., 2003) to detect 
differences between service indicators (i.e., dependent vari-
ables) across the two service modalities. The DC method 
requires projecting regression and mean lines from the A 
phase (in-person services) across the ensuing B phase (tel-
ehealth services). We depicted each dependent variable in 
a separate graph containing six data points (months) in the 
A phase and eight data points in the B phase, which per-
mits optimal use of the DC analysis (Lanovaz et al., 2017). 

According to the cutoff criteria described in Fisher et al. 
(2003, p. 399), at least seven data points are required to fall 
below both the regression and mean lines in order to claim 
there was a statistically significant decrease in the dependent 
variable in the B phase relative to the A phase (or vice versa 
for a significant increase).

Figure 2 shows the count of participants contacted dur-
ing the last 6 months of in-person services as well as the 
8 months after beginning telehealth only services. Visual 
inspection shows that there was no change in the count of 
participants contacted, indicating that the APMRT was able 
to provide behavioral services to a similar number of par-
ticipants during in-person services and telehealth services. 
The DC analysis confirmed that there was not a statisti-
cally significant difference between participants contacted 
before and after telehealth began. Figure 3 shows the count 
of intakes for behavioral services completed across months. 
Visual inspection suggests there was no change between in-
person and telehealth services, and results of the DC analy-
sis results indicate there was not a statistically significant 

Fig. 1   Flowchart of APMRT 
services model. Note. Assess-
ment and treatment type varied 
based on severity of case. Apart 
from psychotropic medication 
review services, all actions were 
completed by LBAs
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difference between the two phases. In sum, the transition to 
telehealth did not significantly alter the number of partici-
pants contacted.

Figure 4 depicts the count of behavioral services cases 
closed across months for the last 6 months of in-person ser-
vices and 8 months of telehealth services. LBAs typically 
closed cases (1) after they addressed the initial referral con-
cerns for the respective child or adolescent, (2) when the 
foster or biological parent failed to respond to three or more 

Table 4   Interventions completed using telehealth

DRA differential reinforcement of alternative behavior, FCT Functional Communication Training, DRL differential reinforcement of lower rates 
of behavior, BIP behavior intervention plan
a Two participants moved in the middle of services, and one participant subsequently met mastery criteria when in-person services resumed
b Data for two participants could not be confirmed due to the residential facility’s COVID-19 restrictions
c No observation could be completed for four interventions
d Intervention discontinued due to participant returning to school

Intervention Description Count 
Telehealth 
Services

Count Met 
Mastery 
Criteria

Percent of Clients 
Met Mastery 
Criteria

DRA FCT, increase on-task behavior, tolerance training 9 6a 66.66
DRL Decrease interrupting conversations 1 1 100
Behavior Contracting Increase chore completion, decrease minor disruptive behaviors 4 1b 25
Caregiver Training BIP, general best practice recommendations, mealtime recommen-

dations, medication advocacy training
17 8c 47

Abuse Prevention Skills Responding to safe/unsafe touch 1 1 100
Fluency Training Laws related to drug use 1 1 100
Tacting Shapes, body parts, emotions, true and untrue stories 5 4 80
Academic Skills Reading 2nd grade words and writing sentences 1 0d 0
Social Skills Friendship making skills, relationship skills, displaying appropri-

ate affection
3 3 100

Fig. 2   Number of participants contacted across months. Note. Some 
participants were contacted but did not receive services for various 
reasons (e.g., client moved, caregiver did not want telehealth ser-
vices). In addition, for four of the months, the count of participants 
contacted is higher than 25 (the number of total participants who 
received telehealth services). This occurred when an LBA contacted 
a case worker or caregiver about a participant, but behavioral services 
were not delivered (e.g., meeting with DHR, caregiver request ser-
vices be terminated)

Fig. 3   Number of behavioral services intakes completed across 
months

Fig. 4   Number of behavioral services cases closed across months
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contacts, or (3) when a foster child was moved to a place-
ment outside the project catchment areas (this only happened 
during in-person services). Visual analysis shows that after 
beginning telehealth services, the number of closed cases 
stabilized, most notably starting in month 11. Although the 
majority of data points fall below the mean line, at least 
seven data points would need to fall below both the regres-
sion and mean lines in order to claim that the count of cases 
closed was significantly lower during telehealth service 
delivery. Thus, based on both visual and DC analyses, mak-
ing a transition to telehealth service delivery did not signifi-
cantly alter the number of behavioral cases closed.

In a study conducted in Wyoming, Hilt et al. (2015) found 
that telemedicine psychiatric consultation, remote medica-
tion reviews, and voluntary phone-based consultations with 
a child and adolescent psychiatrist significantly decreased 
the amount of psychotropic medications prescribed to chil-
dren 5 years of age or younger by 42%. In this vein, Fig. 5 
depicts the number of medication reviews6 completed across 
each month. As previously noted, medication reviews are 
a unique service of the APMRT and involve a review of 
a participant’s medications, but does not include behavior 
services. There was a high number of medication reviews 
during the 2 months before and after telehealth began, but 
visual analysis shows the number of reviews stabilized and 
remained stable for the last 5 months of analysis. The results 
of the DC analysis indicate there was not a statistically sig-
nificant difference in the number of medication reviews com-
pleted across the two phases. In sum, making the transition 
to telehealth services did not significantly change the num-
ber of medication reviews the APMRT completed.

Figure 6 shows the number of appointments completed 
during the last 6 months of in-person services and the 8 
months after beginning telehealth-only services. Visual 
inspection suggests that there was a clear increase in the 

number of appointments completed from the in-person 
phase to the telehealth phase. Results from the DC analy-
sis indicate that the increase was statistically significant.7 
In sum, the transition to telehealth services resulted in a 
significantly higher number of appointments. This change 
appeared to reflect increased appointments with a consistent 
number of clients rather than an increase in the number of 
clients contemporaneously served (i.e., the LBAs’ caseloads 
remained stable). The increased number of appointments 
was likely due to the increased caregiver training that was 
required throughout telehealth. As previously noted, car-
egivers required multiple training sessions for conducting 
assessments and implementing interventions. As such, par-
ticipants did not progress through the model more quickly; 
rather, participants’ caregivers received more appointments 
to facilitate the transition to telehealth. Nevertheless, the 
time span covered in this article did not allow for a thorough 
comparison of “days receiving services” between the two 
modalities. Taken together with the decrease in the amount 
of time spent and cost of travelling, the increase in client 
appointments suggests that telehealth may require additional 
parent training but could be a more efficient service delivery 
model than in-person services for appropriate cases.

Given our shift to telehealth service, we were concerned 
that we had inadvertently served fewer families with low 
socioeconomic status (SES) due to the requirements of 
receiving telehealth services (e.g., access to either internet 
services or smart phones), families with numerous indi-
viduals in their home who competed for computer access, 
or both. To address these questions, we compared the two 
groups for differences in education level of the parents in the 
home8 (foster or biological) and the number of individuals 

Fig. 5   Number of medication reviews completed across months Fig. 6   Number of client appointments across months

6  The APMRT is in the process of evaluating the extent to which 
medication reviews influence prescribers’ behavior.

7  Data recorded for three clients in the A phase were incomplete. 
Thus, the counts could have been slightly higher.
8  We excluded individuals who resided in facilities from this analy-
sis.
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residing in the house (LBAs collected this information dur-
ing the initial intake meeting). For the former question, we 
used education level as a proxy for SES and categorized each 
foster or biological parent’s education level into one of the 
following: (1) less than a high school degree, (2) high school 
degree, (3) Associate degree, or (4) Bachelor’s degree or 
higher. Results of a Chi-square test for independence indi-
cated there was no significant association between group 
and level of education, χ2 (4, n = 46) = 1.36, p = .714. 
With regard to the latter question, the mean number of indi-
viduals in households for in-person (M = 4.43, range: 2–7) 
and telehealth (M = 4.3, range: 2–9) services also did not 
appear to differ (no statistical analysis was needed given the 
appearance of equality). Thus, these results suggest our shift 
from in-person to telehealth service delivery did not select-
out families with either lower educational backgrounds or 
more individuals in their household. Nevertheless, in gen-
eral LBAs did not provide behavior services via telehealth 
modalities for individuals who displayed severe aggression 
or property destruction.

Barriers of Telehealth

Although telehealth modalities offer some potential benefits, 
practitioners must overcome a variety of barriers to ensure 
the delivery of quality services. To this end, researchers 
have highlighted ethical considerations (Pollard et al., 2017; 
Romani & Schieltz, 2017) and best practice recommenda-
tions for telehealth services (Council for Autism Service 
Providers, 2020; Rios et al., 2018). Lee et al. (2015) also 
created a guide for troubleshooting telehealth technology 
issues that arise during home-based assessments and treat-
ments. Lerman et al. (2020) outlined specific challenges that 
might emerge related to technical issues, remote viewing, 
disruption in the participant’s environment, participant and 
caregiver behavior, and site issues. Lerman et al. recom-
mended informing practitioners about potential challenges 
because it may increase practitioners’ knowledge and use 
of preventative strategies. To expand on the challenges out-
lined in the literature, Table 5 provides a list of barriers 
the APMRT encountered during our transition to telehealth 
service delivery, as well as the solutions we employed.

Team members readily transferred some services such as 
intake interviews and medication reviews to a telehealth ser-
vice modality. However, the delivery of subsequent services 
required more consideration. For all participants, LBAs had 
to modify how they built rapport, completed observations, 
and conducted parent training. When in homes, LBAs often 
built rapport by participating in activities with the partici-
pant. After the transition to telehealth, the LBAs were lim-
ited to virtual rapport-building activities such as playing 
games online and watching preferred videos with the partici-
pant. Another transition that required an extensive amount of 

consideration was how to observe the target behaviors and 
provide parent training. During in-person services, LBAs 
could easily move throughout the home to observe the par-
ticipant. After the transition to telehealth, LBAs were limited 
by the placement of the phone or computer and were not as 
easily able to observe the behaviors in various locations of 
the home. To address this challenge, some observations were 
completed via a secure platform on a cell phone rather than 
a computer to better allow the LBA to observe the partici-
pant’s behavior in multiple locations. In addition, the LBA 
turned his or her camera off and provided instructions to 
the caregiver through headphones for participants who were 
easily distracted by computers.

Finally, parent training had to be altered during telehealth 
service delivery because LBAs were often not able to model 
strategies with the participant. One noteworthy solution we 
employed was utilizing video recordings of the participants 
taken during the assessment period. The LBA recorded 
baseline observations and used clips from those recordings 
throughout the parent training process. Because the LBAs 
used previously recorded behavioral episodes, caregiver 
training was expedited in some cases because rehearsing 
appropriate responses was not contingent on the participant 
displaying target behaviors in later appointments. Instead, 
the LBA used the recorded behavioral episodes to (1) specify 
the target behavior, (2) instruct and model (for the caregiver) 
how to respond when the target behavior occurred, and (3) 
verbally rehearsed with the caregiver how to respond. Once 
the instruction, modeling and rehearsal phases were com-
plete, the LBA provided frequent feedback on the caregiver’s 
implementation of the behavior plan in real time. In sum, the 
shift to telehealth required more planning at the beginning of 
parent training, but likely resulted in a more efficient parent 
training process.

Overall, we experienced some previously identified bar-
riers, but we have outlined additional noteworthy solutions. 
For example, we used automated features such as Microsoft 
Flow® to send reminders about appointments or reminders 
to fill out data sheets. We also modified our data collection 
so that caregivers received a link on their cell phone each 
night from Microsoft Flow® to prompt them to enter data 
for the day. In some cases, LBAs also taught participants 
necessary telehealth behaviors (e.g., keeping body in front 
of the screen, requesting breaks) if antecedent environmen-
tal modifications did not suffice. Nine families9 opted to 
forgo telehealth services, which likely contributed to the 
decreased waitlist time for other families. It should be noted 
that we frequently modified training materials to suit the 
caregiver’s preferences and needs. By increasing caregiver 

9  These 9 were not included in the count of 29 participants in this 
article.



Behavior Analysis in Practice	

choice among materials, instruction delivery, communica-
tion modes, and service provision, we were able to provide 
behavior analytic services throughout the COVID-19 pan-
demic for all but nine participants. By examining Table 5, 
practitioners may be able to identify barriers similar to theirs 
and generalize our solutions to their respective settings and 
challenges.

Therapist Satisfaction

We conducted a brief survey to assess the LBAs’ satisfac-
tion with the transition to telehealth services. Each LBA on 
the team completed the survey, and survey items and results 
can be found in Table 6. Overall, LBAs were satisfied with 
the transition to telehealth services and would be willing to 

provide telehealth services in the future. Three LBAs said 
they preferred a hybrid of in-person and telehealth service 
delivery, and one LBA stated they preferred in-person ser-
vice delivery.

Discussion

The primary purpose of this article was to highlight behav-
ioral assessments and interventions that a state-funded team 
conducted and implemented using telehealth and provide 
a guide for practitioners to follow when making similar 
transitions or searching for interventions to be delivered 
remotely. The secondary purpose of this article was to out-
line various telehealth benefits and environmental barriers 

Table 5   Barriers and solutions when making a transition to a telehealth model

Barrier Solution Frequency

Unsure about the appropriateness of telehealth services for client 
behavior

Use telehealth screening tool (based on Council of Autism Ser-
vice Providers, 2020)

Use less evocative stimuli
Implement behavioral skills training prior to appointment

N/A

Difficulty building rapport Play games together on the internet
Share screen and watch preferred videos

N/A

Inconsistent parent-collected data Set-up Microsoft® Flow reminders
Offer individualized training on benefits of data collection
Distribute graphical feedback

6

Appointment cancellations Increase appointment flexibility
Offer multiple shorter appointments

12

Limited access to technology/technological issues Send and provide training for necessary equipment (e.g., wireless 
devices)

Provide phone consultations only
Modify interventions to be implemented via phone calls

13

Remote viewing issues/participant reactive to video or computer Ask parents to stay near client during appointment
Teach client to sit in front of the computer
LBA turn off video
Caregiver use phone instead of computer
Instruct caregiver via headphones

21

Environmental disruptions Schedule appointments for less busy times
Suggest the use of headphones to reduce external noise
Send text messages to prompt caregiver

8

Severe client behaviors (e.g., aggression, self-injury) Give recommendations only
Offer choice between waiting until services can be provided in 

person, referral to a BCBA who can go in homes, or receive 
parent training only (i.e., no direct services provided to the 
child)

6

Caregiver behavior (e.g., emotional responding, caregiver not 
receptive to verbal instructions)

Modify materials and instructions to match caregiver preference 
and characteristics

6

Client preference for in-person services Refer to a BCBA who can provide in-person services 8
Lack of caregiver response/participation Utilize multiple contact modalities (e.g., email, text)

Ask for caregiver preference and suggestions
10

Placement disruption Work with service team to locate child once moved and offer 
continued services

Ask caregivers what behaviors will result in disruption (e.g., 
aggression toward biological children) and align this with 
intervention goals

7



	 Behavior Analysis in Practice

that we faced and propose solutions to such barriers. Bar-
riers such as a placement disruption (i.e., a foster parent 
requesting the child be removed from the home) are unique 
to foster youth, but such a barrier should prompt practition-
ers to further consider potential challenges that may arise 
within their respective population. Furthermore, our team 
provides services exclusively to youth involved with the 
child welfare system, an underresearched and underserved 
population. Youth involved with the child welfare system 
often move frequently, and the chances of moving increases 
with the presence of challenging behaviors (Leathers, 2002; 
Van Holen et al., 2017). As the acceptance and research 
of applied behavior analysis in novel populations increases, 
service delivery formats such as telehealth will extend the 
reach of providers to deliver services to families who other-
wise would not be able to receive services. It should be noted 
that the majority of participants did not require instruction 
regarding appropriate telehealth behaviors (e.g., orientation 
to screen), had low levels of severe behaviors, and could 
communicate vocally. However, we recognize that many 
LBAs work with individuals who have deficits in these areas.

This article contributes to the telehealth literature by pro-
viding evidence that certain indicators of service delivery 
did not degrade, and one important indicator improved, fol-
lowing our transition to a telehealth-only model. In particu-
lar, the number of client contacts, case closures, intakes, 
and medication reviews did not significantly decrease after 
the transition to telehealth. Moreover, appointments with 
families increased significantly during telehealth service 
delivery. This is noteworthy for two reasons. First, in addi-
tion to their own employment demands, many foster par-
ents were required to home school (remotely) their foster 
children during the pandemic. The increased time with the 
foster children under an academic demand context gave rise 
to numerous problems with uncooperative and aggressive 
behavior. Without regular access to effective behavioral con-
sultation, it is likely that many of these parents would have 

requested removal of their foster child due to problem behav-
ior. Second, researchers have speculated that one reason why 
physicians overprescribe psychotropic medication for youth 
in foster care is they believe that other, nonpharmacologi-
cal interventions are not available (Mayne et al., 2016). By 
making the transition to telehealth service delivery, the 
APMRT ensured continuity of behavioral services. Moreo-
ver, we developed a medication advocacy (MA) protocol for 
which foster parents (1) received training from LBAs via 
telehealth modalities and (2) implemented MA components 
(e.g., showing graphs of daily ratings of behavior, asking 
medication-specific questions) during telehealth sessions 
with their foster child’s prescriber.

The team also experienced a considerable cost savings 
by decreasing travel costs. Overall, these data support that 
behavior analysts utilizing a telehealth model can maintain 
service quality while experiencing additional improve-
ments in some service delivery components. Practitioners 
may be interested in using these findings to support reim-
bursement requests for their telehealth services from fund-
ing agencies or when describing their activities in periodic 
reports. Although our team experienced many benefits of 
transitioning to a telehealth model and in general the LBAs 
were satisfied with the transition, it is crucial to consider the 
negative effects telehealth can bring on behavior analysts. 
For example, Jimenez-Gomez et al. (2021) found the transi-
tion to telehealth services increased burnout and decreased 
productivity of applied behavior analysts. As practitioners 
and companies consider creating telehealth or hybrid models 
of service delivery, it is imperative that they develop proto-
cols to help mitigate the stressors associated with increased 
burnout when providing telehealth services.

The APMRT’s experiences with telehealth service deliv-
ery gives rise to some potential avenues for future research. 
In line with the supposition made by LeBlanc et al. (2020) 
regarding generalization and maintenance of skills, caregiv-
ers were the primary change agents in most of our telehealth 

Table 6   LBA social validity survey

a Question is anchored as following: 1: continued working on the same goals; 3: worked on some of the same goals; 5: were not able to continue 
working on the same goals
b Question is anchored as following: 1: very little; 3: some; 5: a great deal
c Question is anchored as following: 1: very dissatisfied; 3: neutral; 5: very satisfied
d Question is anchored as following: 1: very little; 3: some; 5: a great deal

Item Average Rating Range

For the majority of clients, how much did switching to telehealth services alter your treatment plan?a 2.5 1 – 3
To what extent did switching to telehealth increase the time you were able to dedicate to indirect client-related tasks?b 4 4
To what extent did switching to telehealth increase the time you were able to dedicate to administrative tasks?b 3.5 3 – 4
How satisfied were you with the transition to telehealth?c 3.5 2 – 5
To what extent did the transition to telehealth increase your job satisfaction?b 3 0 – 5
If possible/necessary, how willing would you be to provide behavior analytic services via telehealth in the future?d 4.25 3 - 5
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interventions. During in-person services, LBAs planned for 
transfer of stimulus control, generalization, and maintenance 
by inserting additional intervention components. Because 
foster parents were the primary change agents at the outset 
of telehealth-only interventions, transfer of stimulus con-
trol procedures were often not necessary, in particular with 
respect to the treatment of challenging behaviors. Related to 
this, stimuli used throughout telehealth were directly from 
participants’ homes, possibly creating stronger motivating 
operations and increasing the veracity of assessments and 
effectiveness of treatments. It seems plausible to predict 
that telehealth services can promote faster acquisition due 
to frequent contact with relevant discriminative stimuli, and 
that maintenance of acquired skills will be more durable 
due to the use of reinforcers found in participants’ homes. 
Future studies should evaluate the speed of acquisition and 
the maintenance of skills for participants who receive tel-
ehealth only services compared to participants who receive 
in-person services only, or a hybrid of both. For example, 
datasets accumulated from comparable participants who 
received similar interventions that were delivered differently 
(i.e., telehealth versus in-person) could be compared.

Researchers should also continue to explore the unique 
possibilities of behavior-analytic interventions provided 
via telehealth and collect data on the frequency of barriers 
encountered and success of solutions to those barriers. A 
large percentage of the telehealth literature pertain to the 
assessment and intervention of challenging behavior and 
communication training (LeBlanc et al., 2020); research is 
needed to develop the evidence base for the use of telehealth 
in other behavior analytic interventions. One practical way 
to continue such an investigation is to employ nonconcurrent 
multiple baseline designs after accumulating three or more 
data sets for a specific intervention (e.g., Coon & Rapp, 
2018; Kratochwill et al., 2010). In this manner, multiple 
practitioners across various sites could collaborate and rap-
idly accumulate numerous data sets.

As of 2020, 74.41% of board certified behavior analysts’ 
primary area of emphasis is autism spectrum disorders 
(Behavior Analyst Certification Board [BACB], 2020), an 
increase from 54% in 2011 (BACB, 2011). However, as 
behavior analysts continue to expand their work with incar-
cerated populations, geriatric populations, foster youth, and 
other underrepresented populations, telehealth may become 
a common treatment delivery option. Future research should 
evaluate what participant characteristics are necessary for 
telehealth (e.g., low levels of challenging behavior, abil-
ity to attend to relevant stimuli, compliance with one-step 
instructions) and what types of interventions are feasible to 
implement remotely. Future research should also evaluate 
caregiver prerequisites. The caregivers we trained were able 
to implement various interventions using vocal instructions, 
textual instructions, or both, but some caregivers may need 

additional supports. As research in this area expands, practi-
tioners will have better resources to guide their implementa-
tion of various behavior analytic procedures.

In addition to conducting FAs and implementing com-
munication training remotely, future research should explore 
a wider variety of interventions such as teaching interview 
skills (Edgemon et al., 2020), chaining procedures, social 
skills training, self-management, and tolerance training, 
among others. Some recent studies (Fisher et al., 2020; Pel-
legrino & DiGennaro-Reed, 2020; Piazza et al., 2021) have 
begun to demonstrate the effectiveness of telehealth inter-
ventions, but the research base is still limited. As researchers 
continue to evaluate interventions implemented remotely, 
practitioners will have a clearer guide on the most effective 
strategies. Although descriptive in nature, this review could 
also serve as a foundation for systematic investigation of the 
various assessments and interventions utilized in behavior 
analytic telehealth practice as well as participants for whom 
telehealth could be beneficial.
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