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Abstract

Background: In Austraia, the average time between afirst concern of autism spectrum disorder (ASD) and diagnosisis over
2 years. After referral for assessment, families often wait 6-12 months before their appointment. This can be atime of uncertainty
and stress for families. For some families, other forms of assistance are not accessible and thus timely intervention opportunities
are missed. There s little evidence about how to provide the best support for children or caregivers while on assessment waiting
lists.

Objective: The aim of this study is to determine whether use of a coaching intervention called Occupational Performance
Coaching (OPC) combined with service navigation support is feasible for families waiting for ASD assessment, asacrucial first
step in planning a randomized controlled trial.

Methods: A pilot and feasibility study will be conducted using recommended constructs and associated measures, which will
be reported using CONSORT (Consolidated Standards or Reporting Trials) guidance. Participants will be child and caregiver
dyads or triads, recruited within 4 months of their child (aged 1-7 years) being referred to one of two services for an ASD
assessment in Victoria, Australia. A blinded randomization procedure will be used to allocate participants to one of three trial
arms. (1) coaching and support intervention delivered face to face, (2) coaching and support intervention via videoconference,
and (3) usual care. Descriptive statistics will be used to describe the sample characteristics of parents and children, inclusive of
service access at baseline and follow up. Recruitment rateswill be reported, and retention rateswill be evaluated against a predicted
rate of 70%-80% in each intervention arm. Goal attainment, using the Canadian Occupational Performance Measure, will indicate
preliminary evidence for efficacy within the intervention arms, with an increase of 2 or more points on a 10-point performance
and satisfaction scale considered clinically significant.
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Results: The study was approved by The Royal Children’s Hospital Research Ethics and Governance Department in September
2018. As of October 2020, 16 families have been recruited to the study. Data analysis is ongoing and results are expected to be
published in 2021.

Conclusions:  Study findings will support planning for a future randomized controlled trial to assess the efficacy of OPC and

service navigation support for caregivers of children awaiting ASD assessment.

Trial  Registration: Australian  New

Zedand

Clinical  Tridls ACTRN12620000164998;

Registry

www.anzctr.org.au/Trial/Registration/Trial Review.aspx?1d=378793& isReview=true

International Registered Report Identifier (IRRID):

(JMIR Res Protoc 2021;10(1):€20011) doi: 10.2196/20011
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Introduction

Autism spectrum disorder (ASD) is a wideranging
developmental  disorder defined by atypica socia
communication and behaviors[1]. In Australia, ASD can affect
between 1% and 4% of children[2], and istypically diagnosed
by pediatricians, psychologists, or psychiatrists, with or without
the support of allied health clinicians such as speech pathol ogists
and occupational therapists [3].

Despite the high preva ence and increased community awareness
of ASD, thereremains apaucity of assessment servicesto meet
demand across Austraia, including in Victoria [4,5]. Such
challenges and service inequities have a significant impact on
the early pathway for children and families [6]. Although a
prompt diagnosis is made for some children after seamless
recognition and assessment by service providers, many families
wait years between identification of learning, social
communication, and behavior differences and diagnostic
assessment [7]. It is common for families to be referred to
multiple service providers before an understanding of service
needs is obtained, or to wait extended periods on waiting lists
for assessment before accessing vital therapy services[8].

Australia, similar to other parts of theworld, currently facesthe
challenge of balancing the need for comprehensive assessment
against high demands for diagnostic services[9,10]. Alongside
establishment of the Australiawide, age-limited Helping
Children with ASD Package (FACSIA funding) in 2008 [11],
demand for early diagnosis has increased and placed notable
pressure on assessment services[12]. In Australia, thisfunding
model was recently replaced with the individualized,
client-controlled National Disability Insurance Scheme, which
oversees both early intervention and disability support services
in the country. In the context of this changed funding model,
publicly funded ASD assessment services remain
under-resourced and overburdened [13]. Thisis likely due to
recommended comprehensive diagnostic practices, as well as
an ongoing emphasis on diagnosis as the entry point for further
service access in some of Australia's disability and education
systems [13,14]. Moreover, state-wide initiatives in Victoria
have recently been funded to improve theidentification of ASD
risk in young children viaearly screening initiatives, but without
a matched expansion of publicly funded diagnostic services
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[15]. Thisislikely to increase the existing burden on assessment
services in the coming years, further extending wait times and
service access delays for children and families. The issues
surrounding timely service delivery are not limited to either
ASD assessment or to Australian settings, but rather represent
aninternational health serviceissuein pediatrics; thus, callsfor
action to address these delays are continuing [16,17].

For families of children with an identified risk of ASD, emerging
concerns are exacerbated by limited service availability and a
lack of clarity regarding suitable interventions and support
[13,18]. Outside of research focusing on siblings of children
with ASD, who are known to have an elevated risk for the
disorder, there is little research to date that addresses how a
child’s and family’s needs are met, or not met, at this crucial
stage when concerns first arise [19]. Despite this limitation,
there is a general consensus among clinicians and researchers
about the importance of timely access to needs-based services
that have the potential to improve achild’slong-term outcomes
[20] and the outcomes for their family.

In particular, few studies have explored waysto support children
and families while waiting for ASD assessment services [16].
Moreover, no study to date has provided a rigorous,
methodological approach to reviewing what interventions, if
any, best address caregiver-identified needs for their child and
family at this stage.

Coaching interventions have been investigated for primary
carers seeking support becausetheir young child is experiencing
developmental difficulties[21-23]. A recent systematic review
highlighted their general acceptability, although only 5
randomized controlled trials (RCTs) have been reported [24].
Along with methodol ogical flaws, the wide-ranging definitions
for coaching and its subtypeswere described. Coaching diversity
and inconsistent outcome measurement were reported to have
impeded efficacy conclusions. Occupation-orientated coaching,
which has been delivered viaface-to-face and videoconference
modalities, is one coaching subtype [24,25] in which fidelity
measures have been proposed and published as a way of
addressing identified intervention inconsistencies [ 26,27].

Occupational  Performance Coaching (OPC) is an
occupation-informed intervention developed to address the
functional support needs of children and families[23]. OPC is
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theoretically informed by occupation and family-centered
practice, along with ecological models of child health and
well-being. This approach involves supporting families to
generate goals relating to themselves, their child’ s functioning,
or the functioning of their family as a whole. The therapist,
through aseries of interactive semistructured interview sessions,
then provides opportunitiesfor reflection, sharing of knowledge,
and the devel opment of attainable actions. Performance analysis,
strategy generation, and resource identification take place
collaboratively, and actions are reviewed in subsequent sessions
until goals are reached. Effectiveness of thisintervention holds
promise and continues to be evaluated [28-30]. To date, OPC
has been typically examined in face-to-face onsaround 60
minutes in length, with a range of dosages between 2 and 12
sessions[31]. However, OPC has not yet been tested specifically
with families of children waiting for ASD assessment, nor have
themodes of treatment delivery, including delivery viatelehealth
or videoconference modalities, been compared concurrently
within the same study. These modalities require particular
exploration given socia distancing challenges brought about
as aresult of the COVID-19 pandemic.

In novel clinical trial applications, the importance of initial
feasibility testing and reporting has been reiterated in recent
years [32,33]. Therefore, the aim of this study is to assess
whether a small nhumber of coaching sessions is feasible for
familiesand has potential to addressfamily needswhilewaiting
for ASD assessment. The intervention’s acceptability,
practicality, expandability, and demand, as well as the types of
needs in the local context that require interventions [34] will
be examined. Such explorations are essential to inform afuture
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randomized clinical trial protocol, with risk of bias minimization
and appropriate methodological rigor.

The specific aims of this study are: (1) to assess the feasibility,
including constructs of acceptability, practicality, and
preliminary efficacy, of an RCT study design exploring
goal-directed support for families of children waiting for ASD
assessment; and (2) inform protocol planning for afuture RCT
to assess efficacy of short-phase coaching and family support
viaface-to-face and videoconference modalities.

It is envisaged that the combined results from this feasibility
study and afuture RCT will inform service planning aswell as
service standards to address the needs of families with a child
waiting for ASD assessment. The findings may aso support
new methods to eradicate wasteful waiting periods and prevent
clinical practicesthat hinder accessto needs-based interventions.

Methods

Trial Design

Trial design elements are described in line with CONSORT
(Consolidated Standards of Reporting Trials) guidancefor pilot
and feasibility studies [35]. This study is a pilot RCT and
feasibility study, with afocus on feasibility outcomes, following
participant alocation to one of three paralel study arms
inclusive of a usual care group. The study flow is detailed in
Figure 1.

Allocation ratios will be determined by the randomization
process outlined below with an aim of obtaining an even number
of participants allocated to each study arm.
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Figure 1. Study procedures flow chart.

Participants

Children below 7 years of age referred to the Royal Children’s
Hospital (RCH) in Melbourne for an autism assessment and
their primary caregivers will be recruited for the study.
Approximately 50 children per month are referred to the RCH
by internal or external service providersfor the specific purpose
of ASD assessment. Referrals are typically received from all
over the state of Victoria, although geography can be an
exclusion criterion for some of the assessment services.
Additionally, Melton Health provides services for children and
their families in the western suburbs of Melbourne, Victoria,
and also receives high volumes of referrals per month. In both
services, children are typically triaged centraly by a single,
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clinically trained ASD service coordinator. Referrals are
screened for their appropriatenessfor services based on available
clinical information, including demographic information such
as home address, identified referral concerns, previous service
history, and referrer background.

The outcome of triage may be acceptance to a single
professional group or multidisciplinary team for assessment to
other devel opmental, medical, or behavioral serviceswithinthe
hospital, or redirection to an appropriate external service.
Decision making occursin line with specific service eligibility
criteria, family resources, and service availability, and the nature
of the presenting concerns.
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Theinclusion criteriaare: (1) child up to the age of 6 years, 11
months with a recent (within the last 4 months) and active
referral received querying ASD, who lives at homewith primary
caregivers; and (2) child and primary caregiver dyads or triads,
which may include the child and up to two primary caregivers
who live at home with the child. The exclusion criteriaare: (1)
child already diagnosed with ASD at the hospital or a an
external service; (2) any participating primary caregiver who
isunableto provideinformed consent at thetime of recruitment
or at baseline (Ty); (3) any participating primary caregiver who
is currently accessing regular (weekly or biweekly) coaching
or counseling support with a health professional relating to the
care of their child or their individual mental health needs; and
(4) child isaged 7 years or older at the time of referral.

Recruitment and Consent

Following service allocation at the conclusion of referral triage
a atertiary hospital in Melbourne who accepts referrals for
autism assessment, a study information leaflet will be sent by
post to eligible families via the clinical service coordinator.
Familieswho respond to the | etter viatelephone, email, or | etter
will proceed to the screening and consent stage. Families for
whom no response is received will be telephoned by the triage
clinician to enquire about the receipt of theleafl et and ascertain
interest in the study. No more than two attempts will be made
to contact nonresponding families.

For those who communicate interest in the study viatel ephone,
email, or mail, screening will occur via a telephone-based
interview conducted by the principal investigator. Eligibility
will be determined by both the caregiver report, and information
contained in the referral letter and the child’s medical record.
If inclusion criteria are met and no exclusions identified,
participantswill be sent the consent form and parent information
statement to complete. Once a signed form is received, a
face-to-face appointment to compl ete baseline study measures
(To) will be made.

Interventions

In the first study arm (A), families will receive usual clinical
care. Usua clinical care consists of telephone or email access
to an ASD triage and service coordinator during the clinician’s
working hours 2 days per week. This clinician is based at a
tertiary children’s hospital for service direction and advice as
needed, and has relevant expertise in ASD and devel opmental
service delivery a a senior clinician level. Duties include
answering service—related queries, offering advice regarding
symptom presentation and management, and providing
telephone-based counseling asrequired. Usud carealso includes
any local service provision that the child or parent may be
accessing to address previoudly identified developmental,
behavioral, or health-related issues. These may include, but are
not restricted to, access to a local pediatrician, speech
pathologist, occupational therapist, or psychologist. Findings
from the feasibility study will help to further inform
community-based usual care provisions while children await
autism diagnostic services.

In addition to usual care, OPC [31] will be carried out with
participants in the other two study arms (B and C), differing

https://www.researchprotocols.org/2021/1/e20011

Bernieet a

only by mode of intervention delivery (videoconference vs
face-to-face coaching). For the purpose of this study,
videoconference is defined as an encounter between the
intervention provider and study participantsviaalive video and
audio link.

The intervention arms will be delivered by a clinician who is
an experienced pediatric occupational therapist. Occupational
therapists are increasingly part of child neurodevel opment
assessment and intervention teams, supporting families to
identify goals that will assist their child's functions and
participation and improve family quality of life. They are well
trained to support familiesto chooseinterventions, and to engage
children and familiesin interventionsthat can help them achieve
meaningful or functional goals[36].

In OPC, participantswill initially be supported to identify goals
using the Canadian Occupational Performance Measure (COPM)
and additional questionsthat frame the vision of the goal. Goals
identified in OPC are expressed as personally valued activities
or routines in the contexts of daily life (ie, home, school, or
community settings). For example, a parent’s goal may be for
the child and their family to collect groceries at thelocal grocery
store once per week. Once goals are identified, the intervention
provider will then use guiding questions and reflection
techniques, including prompts or probesthat help the caregiver
to explore ideas and possible solutions. OPC will be
subsequently delivered as per the approach’s training manual
[31].

Participantsin arms B and C will beinvited to attend 4 sessions
of OPC. These will be 45-60—minute sessions, held between 1
and 5 weeks apart, depending on the participant’s preference.
This is to ensure there is adequate time between sessions to
support strategy implementation outside of the intervention
onitsalf, while meeting families' variable attendance needs.
Participants allocated to the videoconference arm will be able
to identify their preferred app for connecting with the
intervention provider, which may include (but not be limited
to) Zoom, WhatsApp, or Skype apps.

The delivery of OPC will be monitored using an established
fidelity tool [37]. Intervention will be delivered by a clinician
who has attended 24 hours of face-to-face training and further
support hours relating to intervention fidelity, conducted by the
original author of OPC. For every 3 participants that enroll in
the study, al of the audio tapes from 1 participant will be
submitted to the author of OPC for fidelity measurement. The
first set of audio recordings will be used to develop familiarity
with the fidelity measure and will not be included in the final
fidelity analysis. Approximately 30% of the overall recordings
in the study will be double-coded using the fidelity checklist
by the author or associatestrained in use of the fidelity measure,
in addition to thetrained investigator delivering the intervention.
This will occur until 80% or more fidelity constructs have
occurred for 4 participantsin arow.

Outcomes

Primary Feasibility Outcome Measures
Feasihility constructs adapted from Bowen et a [34] will be
used to guide measures that will be reported following this
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feasibility trial. These will be measured as described in Table
1. Inparticular, recruitment and retention rates will be explored
and reported, as well as tolerance of randomization and
feasibility of collection of the preliminary efficacy measures

Table 1. Primary feasibility outcome measures.

Bernieet a

described in Table 1. Two standardized measures, the COPM
[38] and the Measure of Processes of Care-20[39], will also be
used pre- and postintervention to assist with measurement of
these feasibility constructs.

Feasibility construct Recruitment  Retention God attainment Measure of Processes  Postintervention Time, resource, cost
rate rate (COPM®) [38] of Care-20 [39] guestionnaire analyses (posthoc)

Acceptability X X X X

Demand X X

Implementation X X X X

Practicality X X X

Adaptation X X

Integration X X X X

Expansion

Limited-efficacy testing X X

8COPM: Canadian Occupational Performance Measure.

All families will have goals set using the COPM. Although
listed in Table 1 as an outcome, the process of goal setting and
engagement in the COPM is additionally considered to be an
intervention by some researchers and clinicians [40].

Secondary and Preliminary Efficacy Outcome Measures

Characteristics of the participants, inclusive of the child and the
caregiver(s), will be collected at baseline (T,). Secondary

Table 2. Secondary preliminary efficacy measures.

measures will also be collected at T, and at follow up (T,) to
assess participants' current priorities for the intervention,
services accessed, and perspectives on service provision. Some
measures will servethe dual purpose of measuring preliminary
efficacy of theintervention (Table 2).

Measure Areas assessed and assess-  Psychometric properties and time points for measurement

ment duration
Vinelands Adaptive Behavior  Adaptive behavior and gen-  v/gidity and reliability established in children with developmental disabilitiesor ASD?
Scales 3 (VABS 3) [41] eral functioning: child; 20to [42].

60 minutes

To be administered at To? and T;°

Child’s social communica-
tion skillsand ASD symp-
toms; 20 minutes (for chil-
dren older than 2.5 years)

Social Responsiveness Scale
(SRS) [43]

Parenting Stress Index (Short)  Caregiver stress asit relates

Reliability and validity established internationally [44,45]; good construct validity
and internal consistency found.

To beadministered at Tgand Tq

Well-established psychometric propertiesin various populations, including high-risk

[46]
Beach Centre Family Quality
of Life Scale[49]

Parent and Child History
Questionnaire (self-designed)

to the child with presenting
difficulties; 10 minutes

Family quality of life; 5
minutes

Parent and child history; 10
minutes

mothers and infants [47], and parents of toddlersin low-income areas [48].

To be administered at Tgand T4

Reliability and validity established in families of children with disabilities [50].
To be administered at Tgand Tq

Administered at baseline (Tp) with questions regarding current services accessed. To
be administered at Tg and Ty

8ASD: autism spectrum disorder.
bTO: baseline.

T,: follow up.

Data Collection

All written forms completed by study participants, standardized
and nonstandardized, will be explained infull to each participant
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prior to completion at Ty and T,. They will be checked for
accuracy and completeness, with any issues that emerge
clarified, and managed by the principal investigator. Data
collection during intervention sessions will be via direct audio
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recording using a dictaphone or equivalent recording device,
or video recording.

In addition to source data collected at the first and last study
visit, data will be collected directly from assessment teams
regarding the diagnostic assessment, following signed
permission from the study participant. Diagnostic assessment
information will include clinical report and chart reviews, and
areincluded in Figure 1 as T,.

Electronic study recordswill be stored on a password-protected,
reidentifiable database in REDcap [51], backed up on a secure
server. Paper records will be securely stored as per the study’s
ethics approval process.

Sample Size

A pragmatic sample size of 18-24 families is sought to allow
for 6-8 participants randomized to each intervention arm. These
numbers are in line with similar pilot and feasibility studiesin
relation to coaching, including those delivered via
videoconference or telehealth [25,52]. Based on clinical and
research expertise across the team, this number was considered
to be sufficient to inform protocol planning related to a future
RCT, and to satisfactorily meet the requirements for obtaining
all research aims. With a sample size of 24, we will be able to
predict a participation rate of 20% to within a 95% CI of 16%
[53].

Randomization and Blinding

Sequence Generation

Following initial recruitment actions carried out by the clinical
service coordinator, the study’s principal investigator will
complete the consenting process described above for arm
allocation. Participant dyads or triads will then be randomly
allocated to an intervention arm A, B, or C, where arm A is
usua care, arm B is face-to-face coaching, and arm C is
coaching via videoconference (Figure 1). Randomization will
occur using arandom all ocation sequence generated in Microsoft
Excel for each reidentifiable participant number, alocated per
participant dyad or triad at study enrollment. The sequencewill
be executed by a blinded research team member who is not
directly involved in screening or intervention provision.

Allocation Concealment Mechanism

Randomization and study arm allocation will occur prior to
baseline measure commencement, and communicated viaemail
or telephone to the participant and principal investigator (who
is also the intervention provider) at the conclusion of baseline
measure completion. It is not possible to conceal allocation to
either party thereafter given that both the intervention provider
and participant groups will be aware of either the absence or
mode of intervention delivery. Follow-up (T;) measures will

be completed by the principal investigator.
Statistical Methods

Data Analysis

For the purpose of primary feasibility-related analyses,
guantitative data will be analyzed with qualitative analyses
relating to individual sessions and therapeutic progress
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conducted separately. Data analysiswill occur according to the
data measurement plan described above in Table 1 and Table
2. Descriptive statistics will be used to describe the sample
characteristics of parents and children. Recruitment rates will
be reported, and retention rates will be evaluated against a
predicted rate of 70%-80% in each intervention arm [54]. Goal
attainment, measured by performance and satisfaction ratings
using the COPM, will provide preliminary evidencefor efficacy
within the intervention arms. An increase of 2 or more points
on a 10-point performance and satisfaction scale in the COPM
is considered clinically significant [55].

Power

Datagathered from thisfeasibility study will be used to calculate
recruitment and retention rates. Primary and secondary outcome
measure data will be used to inform future power calculations,
which arerequired to estimate appropriate recruitment numbers
for afully powered RCT aimed at gathering efficacy data.

Ethics Approval and Consent to Participate

All study attributes will be carried out in line with the National
Health and Medical Research Council Act 1992, and following
approval from the RCH Human Research Ethics Committee.
Ethical approval was granted by The RCH Research Ethics and
Governance Department in September 2018 (HREC 38154A),
spanning all elements detailed in this protocol to take place
across the campus organizations of The University of
Melbourne, The Murdoch Children’s Research Institute, and
the RCH, Melbourne. Only families who provide explicit
consent to participate with asigned consent form will beeligible
for this study.

Results

Thetrial has concluded recruiting families of children referred
for an ASD assessment throughout 2019. It remains under
ethical approval and will continue throughout 2020. As of
October 2020, 16 families have been recruited to the study.

Resultswill be reported according to CONSORT guidance [56]
following the conclusion of this study. Feasibility findings as
described above will be reported as primary outcomes.
Preliminary efficacy findings will be reported as primary and
secondary outcomes, as described in Tables 1 and 2.

Discussion

To our knowledge, thisisthefirst study measuring the feasibility
of OPC via two different parallel modalities for families
awaiting ASD assessment. Given the lag time between
identification of concerns and assessment that many families
experience, identification of an intervention that addresses
primary family concernsin thisinterim period is warranted

Uncertainty exists in relation to optimal feasibility study
methodology when testing new interventions or existing
treatments for alternative populations. In recent years, efforts
have been made to make recommendations regarding pilot and
feasibility studies; however, there remains no consistent
approach as to how such studies should be conducted and
measured [34,54]. As such, we have incorporated a diverse
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range of feasibility constructs and outcomes to ensure
comprehensive evaluation that can inform futuretrial planning.

Additional strengths of this study include broad participant
inclusion, consideration of aternative modes of serviceddlivery
in comparison with usual care, and incorporation of fidelity
measures. Exclusion criteria have been kept to a minimum to
allow the research team to have a broad sense of the nature of
families who are interested in, and able to complete, the
intervention. In particular, the availability of an interpreter
service is aimed at encouraging participation of families for
whom English is their second language. Moreover, the study
will measure the feasibility of two different modes of service
ddlivery in comparison with usual care, and explorethetolerance
of randomization to these study arms. Finaly, the fidelity of
the intervention will be measured using a published tool as
described previoudly [37].

In spite of these strengths, there are severa limitations to
consider during interpretation of the feasibility results. In line
with suggested general pilot and feasibility methodologies, the
sample size will be smaller than that used in full-scale clinical
trialsor efficacy studies. Preliminary efficacy findingswill only
be used as an aid to plan for a future RCT. Nevertheless, the
planned sample sizeis consistent with similar studiesthat have
focused on coaching, telehedth, or videoconference
interventions[25,52], and is appropriate to addresstheresearch
ams.

Although a broad participant recruitment strategy has been
formulated, occurring across two sites, data collection and
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face-to-face coaching sessions will be carried out at only one
site (RCH). This may prove to be a limitation in either
recruitment or retention. Additionally, given that these sites
offer publicly funded services, the participant sample has the
potential to be biased, likely excluding families for whom a
prompt, private service for assessment was accessible. Such
predictionsarein linewith previousresearch in publicly funded
developmental assessment services in Australia[57], in which
theresearchersfound that families accessing such serviceswere
more likely to have a lower sociodemographic status or have
English as a second language when compared to the genera
population. Given our plan to include familieswho may require
interpreting services, tranglation and tool validation—related
issues will mean that the secondary feasibility measures will
need to be interpreted with caution. A future RCT will likely
require coaching to be delivered at multiple sites to maximize
the recruitment and generalizability of results.

Finally, all familieswho are participating in the study, regardless
of study arm all ocation, will continueto receive usual care. This
islikely to be highly variable given that service access depends
on family resources, geographical location, and other factors
not yet known to the research team. Usual carewill be described
and considered in relation to relevant findings.

This study is the first step toward addressing an evidence gap
by exploring potential interventions that can support families
when on an ASD assessment waiting list. Findings of this study
could inform the best care for families and children on waiting
lists for other presentations, catering to an ongoing issue in
health systems internationally.

The research team would like to acknowledge the generous contribution of Sue and Leigh Clifford, whose funding through the
Clifford Scholarship has enabled this research to take place within allocated time frames and at no cost to families. We would
also like to acknowledge the support of the Department of Paediatrics at the University of Melbourne, the Murdoch Children’s
Research Ingtitute, and The Royal Children’s Hospital, particularly the Allied Health Department. Most importantly, we are
grateful to the families who have donated their time to the project to date. This project has been funded through the Melbourne
Research Scholarship, The Clifford Family Scholarship, and the Devel opmental Disabilities and Rehabilitation Research Top-up
Scholarship.

Authors Contributions

All authors contributed to the study design and manuscript revisions, following primary contributions by CB, TM, and KW. All
authors read and approved the final manuscript. The corresponding author can provide further study details upon request.

Conflictsof I nterest
None declared.

Multimedia Appendix 1

CONSORT 2010 checklist.
[PDE File (Adobe PDF File), 279 KB-Multimedia Appendix 1]

References

1.  American Psychiatric Association. Diagnostic and statistical manual of mental disorders (DSM-5®). Washington, DC:
American Psychiatric Association; 2013.

2. May T, Sciberras E, Brigndll A, Williams K. Autism spectrum disorder: updated prevalence and comparison of two birth
cohortsin a nationally representative Australian sample. BMJ Open 2017 May 09;7(5):€015549 [FREE Full text] [doi:
10.1136/bmjopen-2016-015549] [Medline: 28490562]

https://www.researchprotocols.org/2021/1/e20011 JMIR Res Protoc 2021 | vol. 10| iss. 1|€20011 | p. 8

(page number not for citation purposes)


https://jmir.org/api/download?alt_name=resprot_v10i1e20011_app1.pdf&filename=9ab3f45b5c66aaf54bcc83d53706a648.pdf
https://jmir.org/api/download?alt_name=resprot_v10i1e20011_app1.pdf&filename=9ab3f45b5c66aaf54bcc83d53706a648.pdf
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=28490562
http://dx.doi.org/10.1136/bmjopen-2016-015549
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28490562&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Bernieet a

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Williams K, Woolfenden S, Roberts J, Rodger S, Bartak L, Prior M. Autism in context 2: Assessment, intervention and
servicesin Australia. J Paediatr Child Health 2014 May;50(5):341-346. [doi: 10.1111/jpc.12456] [Medline: 24422663]
Bent CA, Dissanayake C, Barbaro J. Mapping the diagnosis of autism spectrum disorders in children aged under 7 years
in Australia, 2010-2012. Med J Aust 2015 Apr 06;202(6):317-320. [doi: 10.5694/mjal4.00328] [Medline: 25832158]
Randall M, Albein-Urios N, Brignell A, Gulenc A, Hennel S, Coates C, et a. Diagnosing autism: Australian paediatric
research network surveys. J Paediatr Child Health 2016 Jan;52(1):11-17. [doi: 10.1111/jpc.13029] [Medline: 26776544]
DePape A, Lindsay S. Parents' experiences of caring for a child with autism spectrum disorder. Qual Health Res 2015
Apr;25(4):569-583. [doi: 10.1177/1049732314552455] [Medline: 25246329]

Ward S, Sullivan K, Gilmore L. Practitioner Perceptions of the Assessment and Diagnosis of Autism in Australia. Aust
Psychol 2016 Jun 30;51(4):272-279. [doi: 10.1111/ap.12211]

Hennel S, Coates C, Symeonides C, Gulenc A, Smith L, Price AM, et al. Diagnosing autism: Contemporaneous surveys
of parent needs and paediatric practice. J Paediatr Child Health 2016 May;52(5):506-511. [doi: 10.1111/jpc.13157] [Medline:
27144642]

McKenzieK, Forsyth K, O'Hare A, McClurel, Rutherford M, Murray A, et al. The relationship between waiting times and
‘adherence’ to the Scottish Intercollegiate Guidelines Network 98 guideline in autism spectrum disorder diagnostic services
in Scotland. Autism 2016 May;20(4):395-401. [doi: 10.1177/1362361315586136] [Medline: 26033259]

Gibbs V, Aldridge F, Sburlati E, Chandler F, Smith K, Cheng L. Missed opportunities: An investigation of pathways to
autism diagnosisin Australia. Res Autism Spectr Disord 2019 Jan;57:55-62. [doi: 10.1016/j.rasd.2018.10.007]

Autism — Helping Children with Autism program.: Australian Government Department of Health; 2014 Apr 03. URL :
https://www1.heal th.gov.au/internet/mai n/publishing.nsf/Content/autism-children [accessed 2018-08-17]

May T, Williams K. Brief Report: Gender and Age of Diagnosis Time Trends in Children with Autism Using Australian
Medicare Data. JAutism Dev Disord 2018 Dec;48(12):4056-4062. [doi: 10.1007/s10803-018-3609-7] [Medline: 29752629]
Vivanti G, Volkmar F. Review: National Guideline for the Assessment and Diagnosis of Autism Spectrum Disordersin
Australia (Whitehouse, Evans et a. 2018). J Autism Dev Disord 2019 Feb 20;50(6):2252-2254. [doi:
10.1007/s10803-019-03937-x]

Whitburn B, Moss J, O’ Mara J. The policy problem: the National Disability Insurance Scheme (NDIS) and implications
for access to education. J Educ Policy 2017 Jan 20;32(4):467-479. [doi: 10.1080/02680939.2017.1280185]

Life-changing autism training launched. La Trobe University. 2019 May 24. URL : https://www.latrobe.edu.au/news/articles/
2019/rel ease/life-changing-autism-training-launched [accessed 2019-09-30]

Connolly M, Gersch . A support group for parents of children on awaiting list for an assessment for autism spectrum
disorder. Educ Psychol Pract 2013 Sep;29(3):293-308. [doi: 10.1080/02667363.2013.841128]

Anderson JK, Howarth E, Vainre M, Jones PB, Humphrey A. A scoping literature review of service-level barriersfor access
and engagement with mental health services for children and young people. Child Youth Serv Rev 2017 Jun;77:164-176.
[doi: 10.1016/j.childyouth.2017.04.017]

Bridgemohan C, Bauer NS, Nielsen BA, DeBattista A, Ruch-Ross HS, Paul LB, et al. A Workforce Survey on
Developmental-Behavioral Pediatrics. Pediatrics 2018 Mar;141(3):e20172164 [FREE Full text] [doi: 10.1542/peds.2017-2164]
[Medline: 29453235]

Whitehouse AJO, Varcin KJ, Alvares GA, Barbaro J, Bent C, Boutrus M, et a. Pre-emptive intervention versus treatment
asusual for infants showing early behavioural risk signs of autism spectrum disorder: asingle-blind, randomised controlled
trial. Lancet Child Adolesc Health 2019 Sep;3(9):605-615. [doi: 10.1016/S2352-4642(19)30184-1] [Medline: 31324597]
Roberts J, Williams K, Smith K, Campbell L. Autism spectrum disorder: Evidence-based/evidence-informed good practice
for supports provided to preschool children, their families and carers. Australia: National Disability Insurance Agency;
2016.

Schwellnus H, King G, Baldwin P, Keenan S, Hartman LR. A Solution-Focused Coaching Intervention with Children and
Youth with Cerebral Palsy to Achieve Participation-Oriented Goals. Phys Occup Ther Pediatr 2020;40(4):423-440. [doi:
10.1080/01942638.2020.1711841] [Medline: 31939337]

Foster L, Dunn W, Lawson LM. Coaching mothers of children with autism: a qualitative study for occupational therapy
practice. Phys Occup Ther Pediatr 2013 May;33(2):253-263. [doi: 10.3109/01942638.2012.747581] [Medline: 23253014]
Graham F, Rodger S, Ziviani J. Coaching parents to enable children's participation: an approach for working with parents
and their children. Aust Occup Ther J2009 Feb;56(1):16-23. [doi: 10.1111/j.1440-1630.2008.00736.X] [Medline: 20854485]
Ward R, Reynolds JE, Pieterse B, Elliott C, Boyd R, Miller L. Utilisation of coaching practicesin early interventionsin
children at risk of developmental disability/delay: a systematic review. Disabil Rehabil 2020 Oct;42(20):2846-2867. [doi:
10.1080/09638288.2019.1581846] [Medline: 31021669]

Little LM, Pope E, Wallisch A, Dunn W. Occupation-Based Coaching by Means of Telehealth for Families of Young
Children With Autism Spectrum Disorder. Am J Occup Ther 2018;72(2):7202205020p1-7202205020p7. [doi:
10.5014/aj0t.2018.024786] [Medline: 29426380]

Graham F, Ziviani J, Kennedy-Behr A, Kessler D, Hui C. Fidelity of Occupational Performance Coaching: Importance of
Accuracy in Intervention Identification. OTJR (Thorofare N J) 2018 Jan;38(1):67-69. [doi: 10.1177/1539449217738926]
[Medline: 29171339]

https://www.researchprotocols.org/2021/1/e20011 JMIR Res Protoc 2021 | vol. 10| iss. 1|€20011 | p. 9

(page number not for citation purposes)


http://dx.doi.org/10.1111/jpc.12456
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24422663&dopt=Abstract
http://dx.doi.org/10.5694/mja14.00328
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25832158&dopt=Abstract
http://dx.doi.org/10.1111/jpc.13029
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26776544&dopt=Abstract
http://dx.doi.org/10.1177/1049732314552455
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25246329&dopt=Abstract
http://dx.doi.org/10.1111/ap.12211
http://dx.doi.org/10.1111/jpc.13157
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27144642&dopt=Abstract
http://dx.doi.org/10.1177/1362361315586136
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26033259&dopt=Abstract
http://dx.doi.org/10.1016/j.rasd.2018.10.007
https://www1.health.gov.au/internet/main/publishing.nsf/Content/autism-children
http://dx.doi.org/10.1007/s10803-018-3609-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29752629&dopt=Abstract
http://dx.doi.org/10.1007/s10803-019-03937-x
http://dx.doi.org/10.1080/02680939.2017.1280185
https://www.latrobe.edu.au/news/articles/2019/release/life-changing-autism-training-launched
https://www.latrobe.edu.au/news/articles/2019/release/life-changing-autism-training-launched
http://dx.doi.org/10.1080/02667363.2013.841128
http://dx.doi.org/10.1016/j.childyouth.2017.04.017
http://pediatrics.aappublications.org/cgi/pmidlookup?view=long&pmid=29453235
http://dx.doi.org/10.1542/peds.2017-2164
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29453235&dopt=Abstract
http://dx.doi.org/10.1016/S2352-4642(19)30184-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31324597&dopt=Abstract
http://dx.doi.org/10.1080/01942638.2020.1711841
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31939337&dopt=Abstract
http://dx.doi.org/10.3109/01942638.2012.747581
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23253014&dopt=Abstract
http://dx.doi.org/10.1111/j.1440-1630.2008.00736.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20854485&dopt=Abstract
http://dx.doi.org/10.1080/09638288.2019.1581846
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31021669&dopt=Abstract
http://dx.doi.org/10.5014/ajot.2018.024786
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29426380&dopt=Abstract
http://dx.doi.org/10.1177/1539449217738926
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29171339&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Bernieet a

27.

28.

29.

30.

31.

32.

33.

35.

36.
37.

38.

39.

40.

41.

42.

43.

45,

46.
47.

48.

49,

50.

Dunn W, Little LM, Pope E, Wallisch A. Establishing Fidelity of Occupational Performance Coaching. OTJR (Thorofare
N J) 2018 Apr;38(2):96-104. [doi: 10.1177/1539449217724755] [Medline: 28821218]

Graham F, Rodger S, Ziviani J. Effectiveness of occupational performance coaching in improving children's and mothers
performance and mothers self-competence. Am JOccup Ther 2013;67(1):10-18. [doi: 10.5014/aj0t.2013.004648] [Medline:
23245778]

Kessler D, Graham F. The use of coaching in occupational therapy: an integrative review. Aust Occup Ther J 2015
Jun;62(3):160-176. [doi: 10.1111/1440-1630.12175] [Medline: 25641669]

Ahmadi Kahjoogh M, Kessler D, Hosseini SA, Rassafiani M, Akbarfahimi N, Khankeh HR, et al. Randomized controlled
trial of occupational performance coaching for mothers of children with cerebral palsy. Br J Occup Ther 2018 Oct
15;82(4):213-219. [doi: 10.1177/0308022618799944]

Graham F, Kennedy-Behr A, Ziviani J, editors. Occupational Performance Coaching (OPC): A manual for practitioners
and researchers. Abingdon, Oxfordshire: Routledge; 2020.

Eldridge SM, Chan CL, Campbell MJ, Bond CM, Hopewell S, Thabane L, PAFS consensus group. CONSORT 2010
statement: extension to randomised pilot and feasibility trials. Pilot Feasibility Stud 2016;2:64 [FREE Full text] [doi:
10.1186/s40814-016-0105-8] [Medline: 27965879]

ThabaneL, Lancaster G. A guideto the reporting of protocols of pilot and feasibility trials. Pilot Feasibility Stud 2019;5:37
[FREE Full text] [doi: 10.1186/s40814-019-0423-8] [Medline: 30858987]

Bowen DJ, Kreuter M, Spring B, Cofta-Woerpel L, Linnan L, Weiner D, et al. How we design feasibility studies. Am J
Prev Med 2009 May;36(5):452-457 [FREE Full text] [doi: 10.1016/j.amepre.2009.02.002] [Medline: 19362699]
Eldridge SM, Chan CL, Campbell MJ, Bond CM, Hopewell S, Thabane L, PAFS consensus group. CONSORT 2010
statement: extension to randomised pilot and feasibility trials. BMJ 2016 Oct 24;355:15239 [FREE Full text] [doi:
10.1136/bmj.i5239] [Medline: 27777223]

Rodger S, Ziviani J, editors. Occupationa therapy with children. Oxford, UK: Blackwell Publishing Ltd; 2006.

Graham F, Ziviani J, Kennedy-Behr A, Kessler D, Hui C. Fidelity of Occupational Performance Coaching: Importance of
Accuracy in Intervention Identification. OTJR (Thorofare N J) 2018 Jan;38(1):67-69. [doi: 10.1177/1539449217738926]
[Medline: 29171339]

Law M, Baptiste S, McColl M, Opzoomer A, Polatajko H, Pollock N. The Canadian occupational performance measure:
an outcome measure for occupational therapy. Can JOccup Ther 1990 Apr;57(2):82-87. [doi: 10.1177/000841749005700207]
[Medline: 10104738]

King S, King G, Rosenbaum P. Evaluating Health Service Delivery to Children With Chronic Conditionsand Their Families:
Development of a Refined Measure of Processes of Care (MPOC-20). Child Health Care 2004 Mar;33(1):35-57. [doi:
10.1207/s15326888chc3301 3]

Cusick A, Lannin NA, Lowe K. Adapting the Canadian Occupational Performance Measure for use in apaediatric clinical
trial. Disabil Rehabil 2007 May 30;29(10):761-766. [doi: 10.1080/09638280600929201] [Medline: 17457734]

Sparrow S, Cicchetti D, Saulnier C. Vineland adaptive behavior scales (Vineland-3). San Antonio, TX: Psychological
Corporation; 2016.

Farmer C, Adedipe D, Bal V, Chlebowski C, Thurm A. Reliability of the Vineland Adaptive Behavior Scales. PsyArXiv.
Preprint posted online July 03, 2019 URL : https://psyarxiv.com/pn463/ [accessed 2020-02-03]

Constantino J, Gruber C. Socia Responsiveness Scale Manua Second Edition (SRS-2). Torrance, CA: Western Psychological
Services (WPS); 2012.

Wigham S, McConachie H, Tandos J, Le Couteur AS, Gateshead Millennium Study core team. Thereliability and validity
of the Social Responsiveness Scalein a UK general child population. Res Dev Disabil 2012;33(3):944-950. [doi:
10.1016/}.ridd.2011.12.017] [Medline; 22277583]

Duku E, Vaillancourt T, Szatmari P, Georgiades S, Zwaigenbaum L, Smith IM, Pathwaysin ASD Study Team. Investigating
the measurement properties of the social responsiveness scale in preschool children with autism spectrum disorders. J
Autism Dev Disord 2013 Apr;43(4):860-868. [doi: 10.1007/s10803-012-1627-4] [Medline: 22915306]

Abidin RR. Parenting Stress Index. Charlottesville, VA: Pediatric Psychology Press; 1990.

Barroso NE, Hungerford GM, Garcia D, Graziano PA, Bagner DM. Psychometric properties of the Parenting Stress
Index-Short Form (PSI-SF) in ahigh-risk sample of mothers and their infants. Psychol Assess 2016 Oct;28(10):1331-1335
[FREE Full text] [doi: 10.1037/pas0000257] [Medline: 26595220]

Whiteside-Mansell L, Ayoub C, McKelvey L, Faldowski R, Hart A, Shears J. Parenting Stress of Low-Income Parents of
Toddlers and Preschoolers: Psychometric Properties of a Short Form of the Parenting Stress Index. Parenting 2007 Dec
05;7(1):26-56. [doi: 10.1080/15295190709336775]

Park J, Hoffman L, Marquis J, Turnbull AP, Poston D, Mannan H, et al. Toward assessing family outcomes of service
delivery: validation of afamily quality of life survey. JIntellect Disabil Res 2003;47(Pt 4-5):367-384. [doi:
10.1046/j.1365-2788.2003.00497.x] [Medline: 12787167]

Hoffman L, Marquis J, Poston D, Summers J, Turnbull A. Assessing Family Outcomes: Psychometric Evaluation of the
Beach Center Family Quality of Life Scale. JMarriage and Family 2006 Nov;68(4):1069-1083. [doi:

10.1111/j.1741-3737.2006.00314.X]

https://www.researchprotocols.org/2021/1/e20011 JMIR Res Protoc 2021 | vol. 10 | iss. 1| €20011 | p. 10

(page number not for citation purposes)


http://dx.doi.org/10.1177/1539449217724755
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28821218&dopt=Abstract
http://dx.doi.org/10.5014/ajot.2013.004648
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23245778&dopt=Abstract
http://dx.doi.org/10.1111/1440-1630.12175
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25641669&dopt=Abstract
http://dx.doi.org/10.1177/0308022618799944
https://pilotfeasibilitystudies.biomedcentral.com/articles/10.1186/s40814-016-0105-8
http://dx.doi.org/10.1186/s40814-016-0105-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27965879&dopt=Abstract
https://pilotfeasibilitystudies.biomedcentral.com/articles/10.1186/s40814-019-0423-8
http://dx.doi.org/10.1186/s40814-019-0423-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30858987&dopt=Abstract
http://europepmc.org/abstract/MED/19362699
http://dx.doi.org/10.1016/j.amepre.2009.02.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19362699&dopt=Abstract
http://www.bmj.com/lookup/pmidlookup?view=long&pmid=27777223
http://dx.doi.org/10.1136/bmj.i5239
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27777223&dopt=Abstract
http://dx.doi.org/10.1177/1539449217738926
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29171339&dopt=Abstract
http://dx.doi.org/10.1177/000841749005700207
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10104738&dopt=Abstract
http://dx.doi.org/10.1207/s15326888chc3301_3
http://dx.doi.org/10.1080/09638280600929201
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17457734&dopt=Abstract
https://psyarxiv.com/pn463/
http://dx.doi.org/10.1016/j.ridd.2011.12.017
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22277583&dopt=Abstract
http://dx.doi.org/10.1007/s10803-012-1627-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22915306&dopt=Abstract
http://europepmc.org/abstract/MED/26595220
http://dx.doi.org/10.1037/pas0000257
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26595220&dopt=Abstract
http://dx.doi.org/10.1080/15295190709336775
http://dx.doi.org/10.1046/j.1365-2788.2003.00497.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12787167&dopt=Abstract
http://dx.doi.org/10.1111/j.1741-3737.2006.00314.x
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Bernieet a

51.

52.

53.

55.

56.

57.

Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture (REDCap)--a
metadata-driven methodology and workflow process for providing transational research informatics support. J Biomed
Inform 2009 Apr;42(2):377-381 [FREE Full text] [doi: 10.1016/}.jbi.2008.08.010] [Medline: 18929686]

Kessler D, Egan M, Dubouloz C, McEwen S, Graham FP. Occupational Performance Coaching for Stroke Survivors: A
Pilot Randomized Controlled Trial. Am J Occup Ther 2017;71(3):7103190020p1-7103190020p7. [doi:
10.5014/a8j0t.2017.024216] [Medline; 28422628|

Hooper R. Justify sample sizefor afeasibility study. National Institute for Health Research. Research Design Service. URL:
https://www.rds-london.nihr.ac.uk/resources/justify-sampl e-size-for-a-feasi bility-study/ [accessed 2019-11-29]

Cooper CL, Whitehead A, Pottrill E, Julious SA, Walters SJ. Arepilot trialsuseful for predicting randomisation and attrition
ratesin definitive studies: A review of publicly funded trials. Clin Trials 2018 Apr 23;15(2):189-196 [ FREE Full text] [doi:
10.1177/1740774517752113] [Medline: 29361833]

Verkerk GJQ, Wolf MIMAG, Louwers AM, Meester-Delver A, Nollet F. The reproducibility and validity of the Canadian
Occupational Performance Measure in parents of children with disabilities. Clin Rehabil 2006 Nov;20(11):980-988. [doi:
10.1177/0269215506070703] [Medline: 17065541]

Eldridge S, Bond C, Campbell M, Hopewell S, Thabane L, Lancaster G, et al. Improving the reporting of randomised pilot
and feasibility studies: a consort statement extension. Trials 2015 Nov 16;16(S2). [doi: 10.1186/1745-6215-16-s2-p16]
Kayrouz N, Milne SL, McDonald JL. Socia disadvantage and developmental diagnosisin pre-schoolers. J Paediatr Child
Health 2017 Jun;53(6):563-568. [doi: 10.1111/jpc.13505] [Medline: 28398695]

Abbreviations

ASD: autism spectrum disorder

CONSORT: Consolidated Standards of Reporting Trials
COPM: Canadian Occupational Performance Measure
OPC: Occupational Performance Coaching

RCH: The Royal Children’s Hospital, Melbourne, Australia
RCT: randomized controlled trial

Edited by G Eysenbach; submitted 09.05.20; peer-reviewed by L Oppenheimer, SFazio; commentsto author 21.08.20; revised version
received 14.10.20; accepted 03.11.20; published 07.01.21

Please cite as:

Bernie C, Wliams K, Graham F, May T

Coaching While Waiting for Autism Spectrum Disorder Assessment: Protocol of a Pilot Feasibility Sudy for a Randomized Controlled
Trial on Occupational Performance Coaching and Service Navigation Support

JMIR Res Protoc 2021;10(1):€20011

URL.: https://www.researchprotocols.org/2021/1/e20011

doi: 10.2196/20011

PMID: 33410761

©Charmaine Bernie, Katrina Williams, Fiona Graham, Tamara May. Originally published in IMIR Research Protocols
(http://www.researchprotocol s.org), 07.01.2021. Thisisan open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
inany medium, provided the origina work, first published in IMIR Research Protocols, is properly cited. The complete bibliographic
information, alink to the original publication on http://www.researchprotocols.org, aswell asthis copyright and license information
must be included.

https://www.researchprotocols.org/2021/1/e20011 JMIR Res Protoc 2021 | vol. 10 | iss. 1] €20011 | p. 11

RenderX

(page number not for citation purposes)


https://linkinghub.elsevier.com/retrieve/pii/S1532-0464(08)00122-6
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18929686&dopt=Abstract
http://dx.doi.org/10.5014/ajot.2017.024216
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28422628&dopt=Abstract
https://www.rds-london.nihr.ac.uk/resources/justify-sample-size-for-a-feasibility-study/
https://journals.sagepub.com/doi/10.1177/1740774517752113?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%3dpubmed
http://dx.doi.org/10.1177/1740774517752113
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29361833&dopt=Abstract
http://dx.doi.org/10.1177/0269215506070703
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17065541&dopt=Abstract
http://dx.doi.org/10.1186/1745-6215-16-s2-p16
http://dx.doi.org/10.1111/jpc.13505
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28398695&dopt=Abstract
https://www.researchprotocols.org/2021/1/e20011
http://dx.doi.org/10.2196/20011
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33410761&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

