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Abstract
Purpose of Review Early, intensive, and high-quality interventions can often improve social communication outcomes for
children with autism spectrum disorder (ASD). Many children experience barriers to intervention, resulting in significant delays
to intervention onset or missed opportunities for intervention altogether. With constant advances in technology, the field is
experiencing a rapid increase in investigation of telehealth applications to intervention delivery. This article highlights the current
trends in social communication intervention via telehealth used in early intervention practices for children with ASD over the past
5 years, including a brief review of studies (from 2014 to January 2020) and our team’s experiences in this area.
Recent Findings Based on our experience and the 22 studies we identified in this area, we describe the current trends in telehealth
applications used and how interventions were delivered. We also provide recommendations, limitations, and future directions on
this topic.
Summary Telehealth offers innovative intervention delivery options by increasing intervention access, overcoming barriers such
as geography and costs of service delivery for young children with ASD.
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Introduction

Early intervention represents a critical factor in improving
social communication acquisition for children with ASD
[1–3]. Unfortunately, many children encounter barriers to
accessing early intervention [4]. These barriers include a
shortage of qualified providers of early intervention for this
population, geographic areas without adequate service avail-
ability, challenges in funding for intervention, and systems
that are underprepared to meet the needs of children from

culturally and linguistically diverse populations [5, 6] and
children from disadvantaged socioeconomic backgrounds
[7]. With a growing prevalence in ASD [8], this trend is not
likely to reverse without changes in service delivery systems.
Since the COVID-19 pandemic, intervention and special ed-
ucation services have been significantly curtailed. Timely so-
lutions are needed to ensure that all children receive access to
high-quality early intervention. Telehealth applications repre-
sent a potential social communication intervention innovation
to address these issues.

The use of telecommunications technology in health care,
telehealth, originated and is more prevalent in the medical,
psychiatric, and psychological fields. The transition to using
telehealth to support intervention activities with children with
developmental disabilities emerged somewhat later. Early ap-
plications of telehealth in this area include providing interven-
tion and support for students [9], educators [10, 11], therapists
[12], and parents [13•, 14–16]. Clearly, the evidence of the
successful use of telehealth applications in early intervention
for children with developmental disabilities is growing. Given
current service needs, telehealth applications seem a

This article is part of the Topical Collection onCommunication Disorders

* Jessica Simacek
sima0034@umn.edu

1 Institute on Community Integration, University of Minnesota,
Minneapolis, MN, USA

2 Department of Educational Psychology, University of Minnesota,
Minneapolis, MN, USA

3 Department of Speech, Language, and Hearing Sciences, University
of Minnesota, Minneapolis, MN, USA

https://doi.org/10.1007/s40474-020-00214-w

/ Published online: 12 October 2020

Current Developmental Disorders Reports (2021) 8:15–23

http://crossmark.crossref.org/dialog/?doi=10.1007/s40474-020-00214-w&domain=pdf
http://orcid.org/0000-0003-4147-773X
mailto:sima0034@umn.edu


reasonable option to supplement instruction in educational,
clinical, and home settings.

The DSM-5® specifies communication and social interac-
tion impairments among key standards yielding an ASD diag-
nosis [17]. Traditional, in-person intervention services target
skills in the social communication domain, including early
language skills (e.g., gestures, communication functions
(e.g., requests), conversational functions (e.g., conversational
repair), vocabulary comprehension, and production) and skills
that support socialization during communication (e.g.,
imitation).

This paper addresses current trends for the use of telehealth
to support social communication intervention for young chil-
dren with ASD. As this paper was in the final stages of devel-
opment, the world experienced the beginning of the COVID
19 pandemic, introducing an unprecedented urgency for inter-
vention providers to implement telehealth technology at a rap-
id pace. In this article, we provide considerations and recom-
mendations for providers who are new to implementing
telehealth.

We identified 22 studies published between 2014 and
January 2020 that met the following inclusion criteria: (a)
were experimental or quasi-experimental and published in
refereed journals; (b) included children who experienced or
were at risk for ASD, with at least one participant under the
age of six; (c) reported dependent measures addressing social
communication skills; and (d) examined a social communica-
tion intervention that included telehealth applications. A
PRISMA table of the search process is provided in
Appendix 1. The studies were identified by the first three
authors across five electronic databases (ERIC via
EBSCOhost, LLBA, Academic Search Primer, Web of
Science, and PsycINFO), with a literature search that included
the following search terms, in 14 search combinations: autism,
telehealth, telepractice, teleconsultation, virtual, remote, on-
line verbal language, and social-communication. Twenty-one
of the included studies were identified through this search
process. One study [18•], was not identified in the search.
This study was included based on the aims of the Current
Developmental Disorders Reports format, to draw from our
team’s personal experience and, in this case, to highlight an
example of a telehealth-delivered intervention to support so-
cial communication skills of children with ASD with more
complex communication needs.

Current Trends in Telehealth to Deliver Social
Communication Intervention

We begin by briefly describing telehealth applications includ-
ing synchronous and asynchronous (i.e., store-and-forward)
connections, followed by a brief discussion of the potential
benefits of each. We also discuss online learning modules and
a learning app. As telehealth includes interaction between an

intervention provider and a recipient, standalone modules and
apps are often not considered to be telehealth. However,
telehealth-delivered interventions are often “packaged” with
online modules, which warrants discussion of this modality in
this article. Each of the applications discussed can be (and
often are) packaged together or combined with in-person in-
tervention delivery.

Synchronous Connection (Live Interaction Among Parties)

In early intervention for children with ASD, synchronous con-
nection often occurs between an intervention provider, educa-
tor, or clinician (herein referred to as “tele-provider”) and
someone receiving the intervention via telecommunications
technology, such as a child or, more often, a caregiver, inter-
ventionist, educator, or clinician who is interacting with the
child (herein referred to as the “end-user”). In our review,
synchronous applications were the most frequently used (12
studies, or 54.5% of studies used synchronous telehealth
alone).

Synchronous telehealth can be a standalone intervention
delivery method when families are not receiving in-person
intervention with a provider or it can augment a program
(e.g., a child receives therapy in a center-based environment
and in-home sessions are added to the model via telehealth).
For example, Subramaniam et al. provided intervention ini-
tially at a clinic with in-person visits from the parents [19•].
The in-person visits were combined with video-conferencing
with parents in their homes, to give the parent time to learn the
targeted intervention skills before implementing the strategies
with their child in their homes.

A clear advantage to synchronous telehealth is that it al-
lows “live” intervention to be conducted easily in homes, of-
ten forgoing travel requirements for both parties. The majority
of studies (18 studies, 81.8%) from our sample were conduct-
ed at least partially in homes. Access to technology and the
necessary infrastructure can impose limitations to the advan-
tages of telehealth (e.g., reliable Internet connection); howev-
er, successful implementation of telehealth intervention has
been demonstrated in rural locations with families with less-
than-optimal Internet connectivity [20•].

Synchronous telehealth can also virtually link clinics or
satellite sites (often a community location) with a tele-provid-
er. A potential benefit of this type of connection is to build
specialist capacity in an area that typically lacks those re-
sources (e.g., rural location). It can also provide families with
a site that has been prepared to receive telehealth connection,
which may help avoid some technological barriers [21•].
Teleconnection between sites occurred in a smaller subset of
included studies (4 studies; 18%). Examples of interventions
delivered clinic-to-clinic or clinic-to-satellite site included
training interventionists in clinics [22•, 23•]; training parents
at local sites including a primary care clinic, a hospital, and a
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school site [21•]; and training early childhood personnel to
provide parent training at a local community clinic [24•].

Regardless of location, synchronous connection allows for
immediate instructions, feedback, and consultation to be deliv-
ered. This can facilitate supervision and fidelity monitoring
from a professional (e.g., licensed psychologist) while an inter-
ventionist is implementing the intervention directly with a child.
This can also enable interdisciplinary service delivery by
connecting professionals for wraparound service provision,
such as allowing intervention providers working with the child
in the home to virtually attend an Individualized Education Plan
meeting at the child’s school. While these activities can also
occur in-person, telehealth may make them more feasible.

Finally, whether telehealth is a reimbursable service mo-
dality varies by state, payer, provider type, and the type of
service being rendered. Historically, synchronous applications
have been more frequently covered than asynchronous appli-
cations (Center for Connected Health Policy, https://www.
cchpca.org).

Asynchronous Connection (Interaction Among Parties
Through Store-and-Forward Technology)

Asynchronous applications rely on the transmission of audio/
visual or related health information (e.g., imaging) to a tele-
provider, who can then review and respond. For example, a
tele-provider may ask a parent to record a video of their child
communicating during mealtimes and then upload it to a se-
cure online portal. Once uploaded, the tele-provider would
view the video to monitor the child’s progress and provide
feedback to the parent. In our review, asynchronous applica-
tions were used less as the only telehealth mode in fewer
studies (3 studies, 13.6%). Studies more frequently included
a combination of telehealth approaches (7 studies, 31.8%).

Benefits to asynchronous applications include that care-
givers can often complete intervention sessions and record them
during convenient times. It can also provide a window into
times of the day when scheduling live intervention sessions is
not feasible, such as bedtime. Likewise, tele-providers can col-
lect multiple “video/audio samples” from end-users simulta-
neously, without scheduling limitations from the provider.

Online LearningModules and AppsOur review includes online
learning modules that were combined with other forms of
telehealth.We also describe a study that used an online learning
app, Therapy Outcomes By You (TOBY), that contained activ-
ities and lessons for parents to implement with their children, as
apps like these could be used asynchronously by tele-providers
[25•]. Online learning can facilitate the acquisition of introduc-
tory information. For example, Neely et al. had interventionists
complete an introductory module on naturalistic instruction be-
fore further training [23•]. McGarry et al. provided six modules
to teach parents how to implement Pivotal Response Training

with their children [26•]. In this example, the modules
were combined with asynchronous video viewing by tele-
providers; however, the authors noted that the asynchronous
video viewing was for research purposes only.

Benefits to online learning include that parents/trainees can
complete at a convenient time [27•]. This may be essential for
families with multiple children, single parents, or other chal-
lenges. However, whether parents are likely to complete
standalone modules without ongoing contact with a tele-
provider is less clear. For example, in the previously men-
tioned study, McGarry et al. reported a low completion rate
for the full sequence of the online learning modules [26•]. In
this study, when parents did complete the modules, children’s
vocalizations, eye contact, and positive affect increased.

Intervention Content and Instructional Components

Social communication skills targeted in the recent telehealth lit-
erature primarily focused on child requests (16 studies; 72.7%).
Many studies also targeted multiple social communication skills
(9 studies; 40.9%). For example, Guðmundsdóttir et al. demon-
strated an increase in social communication skills, including
child requests and social attending, language modifiers (e.g.,
adjectives), and the overall number of words used [20•].

One form of intervention strategy frequently represented in
the synchronous telehealth literature has been functional com-
munication training or FCT [16]. Researchers have continued
to replicate and refine FCT delivered via telehealth, with this
format largely represented (8 studies; 36%, including [5, 18•,
28•, 29•, 30•, 31•, 32•, 33•]). FCT was implemented to in-
crease a communicative alternative to challenging behavior
[28•] and to increase more recognizable communicative alter-
natives to idiosyncratic responses [18•]. Clearly, FCT appears
to be a suitable instructional format for telehealth service de-
livery for children who are beginning communicators and/or
experience challenging behavior.

Naturalistic Developmental Behavioral Intervention
(NDBI) models were another instructional format that ap-
peared multiple times in this review (7 studies, 31.8%).
Particularly relevant for younger children, NDBIs combine
behavioral principles with developmental and naturalistic ap-
proaches (e.g., less structured, more play-based, and child-led
approaches to intervention than is commonly associated with
behavioral interventions) [34]. For example, Vismara et al.
investigated the Parent-Early Start Denver Model, in which
parents were provided with synchronous telehealth visits and
access to online learning modules, resources, and communi-
cation portals via a project website [13•]. Naturalistic and
developmental components to this intervention include a fo-
cus on relationship development, as well as opportunities for
the child to learn being embedded into natural activities, such
as sensory-social routines. Other examples of NDBIs deliv-
ered via telehealth include Pivotal Response Training [26•],
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RUBI ASD Network PT [24•], and ImPACT Online [35•,
36•].

Finally, telehealth can support monitoring maintenance
during the process of fading intervention support.
Subramaniam et al. provided parents with training in
discrete-trial instruction during synchronous telehealth [19•].
Training began with parents attending visits in-person at a
clinic; then moved to twice per week with parents in their
homes via synchronous telehealth visits; then faded to weekly
visits; and finally, faded to biweekly visits. Throughout this
gradual fading, parents maintained fidelity.

End-users in Telehealth-Delivered Interventions

One of the best-documented uses of telehealth applications is
training parents to implement intervention strategies to sup-
port their child’s social communication development (18 stud-
ies; 81.8%). Parents received training to deliver intervention
with their children through various telehealth applications and
various parent-coaching procedures. For example, several
studies compared self-directed and therapist-assisted interven-
tions delivered via telehealth. Ingersoll et al. compared a self-
directed and a therapist-assisted group using the ImPACT
Online training and found that both groups experienced gains
in child communication, but only the therapist-assisted group
experienced gains in child social skills [35•]. Pickard et al.
made a similar comparison and found that both groups report-
ed similar increases in their child’s social communication
skills [36•]. However, the parents reported that the therapist
assistance was (or would have been) helpful. Applying these
findings to recommendations for coaching parents includes
that interventionists should consider how to balance the con-
venience of self-directed online training components, with the
importance of opportunities to practice and receive feedback
from a tele-provider in a therapist-directed type of format.

Telehealth has also been used to train and provide supervi-
sion to interventionists (3 studies; 13.6%), including a study
that involved teaching interventionists on how to coach par-
ents [24•]. Telehealth applications can deliver interventionist
training in several ways: (1) to train new interventionists and
(2) to support ongoing training. Through telehealth, supervi-
sors can spend more time training and less time traveling.

For example, Neely et al. taught undergraduates to imple-
ment incidental teaching strategies with preschool children
[22•]. Following online module training for interventionists,
the tele-provider viewed asynchronous videos of the trainees
implementing the strategies and provided feedback via follow
up video-conferencing. Later, Neely et al. provided multi-
tiered provider training that incorporated modules and asyn-
chronous video feedback [23•]. A tele-provider (“specialist”)
provided training to coaches with an online module; tele-
providers (and coaches) viewed recorded videos of the
coaches implementing the targeted incidental teaching

strategies and provided feedback meetings via video-
conferencing between the specialist and the coaches. The pro-
gram resulted in high levels of fidelity to the teaching strate-
gies and increased requests of the children.

Extending the Reach of Intervention, to Rural Locations and
Across the Globe Another significant trend we observed was
the extensive reach of telehealth, with many studies actively
recruiting children who resided in rural regions and through
intercontinental training of interventionists and families.
Multiple studies recruited and included families who resided
in rural areas [19•, 20•, 21•, 22•, 37•]. For example, RUBI
ASD Network Parent Training was delivered through syn-
chronous video-conferencing between a clinic and a satellite
site clinic [22•]. Parents located in rural areas came to the site
and received coaching via video-conferencing focused on the
core and supplemental lessons.

Internationally, multiple studies included families from differ-
ent countries (highlighted in Fig. 1). Often, families were recruit-
ed who resided in rural areas or did not otherwise have access to
specialists in early intervention. Barkaia et al. demonstrated suc-
cessful intercontinental coaching to early intervention providers
in Eastern European countries, resulting in improvements in in-
tervention provider implementation and increases in children’s
requests and vocal imitation [38•]. Guðmundsdóttir et al. dem-
onstrated effective training on a naturalistic intervention sequence
over synchronous telehealth to families and a special education
teacher in a rural Icelandic location [37•]. Tsami et al. examined
the acceptability and feasibility of FCT with 18 parent-child
dyads from multiple countries, recruiting children with parents
who did not speak or understand English [28•] .
Recommendations for international telehealth-delivered interven-
tion include (a) recruiting of interpreters whowere from the same
country as the family [28•]; (b) being flexible with using the
technology and video-conferencing platform that families have
access to and prefer, as this may vary by country [37•]; and (c)
anticipating the potential for connectivity problems [37•, 38•].

These accumulated findings demonstrate that telehealth is a
tool to innovate intervention delivery for providers to reach
children in further areas. It is also a tool for researchers to
develop and test interventions that include participant samples
from diverse geographic locations, potentially reaching popu-
lations of participants whom do not reside near university
campus locations.

Recommendations for Beginning Telehealth With Families
Based on our experience and the available evidence, recom-
mendations for parent-mediated interventions with their
young children should be family-centered and routine-based.
First, tele-providers can provide assessment for intervention
planning and for onboarding a family to telehealth by helping
them prepare, troubleshoot, and acclimate to the technology
and the intervention. In our previous studies, our protocols
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have begun with a combination of telephone interviews and
structured observations [18•, 29•]. Examples of interviews
include the Functional Assessment Interview [39], the
Inventory of Potential Communicative Acts [40], and the
Vineland Adaptive Behavior Scales [41].

In our first sessions with families, we conduct “free play”
sessions (approximately 3 to 5 min of preferred activities avail-
able to the child without any demands or restrictions aside from
ensuring safety), a strategy we adopted from Wacker et al. [15,
16].We find that free play helps the child and family adjust to the
telehealth and intervention arrangement. Currently, we continue
to begin and end most intervention periods with a brief free play
session. We also conduct a Structured Descriptive Assessment
[42] by implementing several repeated antecedent conditions
and routines (e.g., snack time) and measuring the child’s poten-
tial communicative acts during these times. We compile the
assessment information to determine the skills to target and the
specific intervention strategies with each child and their parent.

Second, parent education strategies can introduce new con-
cepts to the parent. Parents can receive planning information
via email, phone, online modules, or mail, such as providing a
list of simple steps that will be implemented or providing in-
structions on how to prepare for the session (e.g., what items to
have available). Another helpful element can be video exam-
ples of intervention implementation for parents to view [43•],
although this requires video release permission from families.

Third, parents need hands-on experience with implementing
strategies with feedbackwhile providing the childwith numerous
opportunities to respond. While this phase can seemingly occur

in different ways, providing some elements of live coaching or
closely timed asynchronous feedback can be helpful.

Fourth, the parent should be given opportunities to expand
on their use of intervention strategies to support increasingly
complex skills for their children [45]. Interventionists should
prioritize skills that are important to the family and that pro-
mote critical points of social communication development for
the child. Some pivotal social communication skills that are
foundational for later learning include initiations, imitation,
the ability to make requests and choices, naming, responding
to requests, and joint attention [46]. As children progress in
communication competence, fluency and expansion of com-
munication skills should occur, such as conversational skills.

Conclusions

Safety, Privacy, and Compliance

Due to the COVID-19 pandemic, some government agencies
have temporarily relaxed certain requirements to allow pro-
viders to use telehealth to connect with patients. However,
providers should still consider existing requirements and the
importance of security of protected health information. For
guidance, regulating agencies release recommendations, poli-
cies, and resources for adherence to the Health Insurance
Portability and Accountability Act [47] and the Family
Educational Rights and Privacy Act (FERPA; 20 U.S.C. §
1232g; 34 CFR Part 99) [48], as well as ethical considerations

Fig. 1 Global locations of telehealth-supported social communication interventions in the sample of included studies
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on the use of telehealth. Regional telehealth resource centers
provide a broad range of telehealth resources (e.g., National
Consortium of Telehealth Resource Centers) https://www.
telehealthresourcecenter.org/).

Technology Needs

Many video-conferencing platforms are successfully used for
telehealth implementation. Examples from the reviewed studies
included GoToMeeting®, VSee®, and Vidyo®. When selecting
a synchronous platform, consider security, HIPAA and/or
FERPA, compliance, and features of the platform that enhance
usability for the end-user. The use of a virtual private network
provides another layer of secure connection [21•].

Capturing high-quality sound during video sessions is an-
other area of consideration. External microphones can en-
hance the quality of sound, particularly when targeting child
communication (e.g., vocalizations) that may be difficult to
hear when the child is not close to the computer or telehealth
device [20•]. Synchronizing sound and volume during video
recordings of telehealth sessions is one area in particular that
has been challenging for our team, at times. We have
remedied these problems through troubleshooting sound set-
tings outside of intervention sessions with taking test videos of
telehealth calls. We then use a dedicated computer with the
sound settings set to these tested adjustments and clearly
posted instructions not to adjust the sound settings for inter-
ventionists who use the computer to run telehealth sessions.

Improving, Not Replacing, In-Person Models

Despite the clear benefits of providing parent-mediated interven-
tion via telehealth, it is vital that parents alone are not responsible
for their children’s intervention. Sole reliance on this type ofmodel
poses several potential issues: (a) low intervention intensity, (b) a
high level of commitment with the potential of additional stress on
families, and (c) missed opportunities for the child to receive in-
tervention from professionals with greater levels of expertise and
experience and to generalize skills with people outside of their
family. Resultantly, many experts caution that telehealth interven-
tions based on parent implementation should be viewed to im-
prove and augment an intervention while in combination with
intervention delivered by professionals [13•, 23•].

From Feasibility to Effectiveness

Appropriately for an emerging area of research, the majority of
the studies in the current review focused on feasibility, includ-
ing measures such as fidelity, acceptability, and early efficacy
data [43•]. Overall, the majority of studies yielded promising
results. This conclusion is consistent with another recent review
related to ASD and telehealth [49]. In this previous review, the
authors concluded that while results were promising, there was

a lack of randomized control trial (RCT) designs [49]. Thus,
they indicated a need to move towards studying effectiveness.

In the current review, three studies (13.6%) used RCTs.
Results of these studies were positive, yet mixed. Parsons
et al. found an increase in expressive language for a group of
children who received the Therapy Outcomes By You app
[25•]. Vismara et al. did not find a treatment effect on child
social communication skills when comparing a parent-training
version of the Early Start Denver Model with a group in a
community sample (both groups improved); however, parents’
fidelity and ratings of satisfaction improved more in the treat-
ment group [13•]. As previously discussed, Ingersoll et al. found
a treatment effect on some, but not all, child measures and an
impact on parent measures in a therapist-assisted telehealth in-
tervention compared to a self-directed intervention [35•].

Future Directions

It is important to consider how telehealth can integrate into
established intervention models to address barriers and to op-
timize outcomes for children and families. The short- and long-
term cost-effectiveness of telehealth to deliver social commu-
nication intervention for young children with ASD warrants
further investigation. There are no clear cost-benefit measures
in the studies in our current review. However, previous re-
search indicates a comparable level of efficacy of functional
analysis and FCT delivered via telehealth as with other in-
person settings, with cost savings reported in the settings that
included telehealth and the most substantial cost savings when
families were supported in-home via telehealth [14].

Cost analysis needs to be applied to other models of
telehealth. For example, the time lag that typically follows after
a child is identified as potentially having ASD to when the child
receives a diagnosis and then begins intervention is often fraught
with delays. This often results in children waiting for long pe-
riods of time prior to beginning intervention. In Minnesota, with
a cohort of Medicaid-enrolled children, for example, this gap
was estimated at 8.99 months of delay [4]. Our research team
focuses on investigating parent-mediated intervention via
telehealth coaching as a supplement to bridge these delays. If
future studies examined the potential cost savings of this type of
model, the short-term impact on the cost of the treatment may
initially be higher, as more families could access intervention
when they historically have not. However, in cost-effectiveness
studies of comprehensive (and seemingly expensive) early inter-
vention models, the long-term cost savings far offset the costs of
the interventions themselves [50, 51]. Piccininni et al. estimated
that if wait times to accessing early intervention were eliminated
in Ontario, Canada, the lifetime savings would be $267,000 per
individual [50]. Supplemental models of telehealth to enhance
and improve early intervention should be a continued area of
future research and should include cost-benefit comparisons that
take into account the potential for long-term cost savings.
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There is a similar potential for expansion of telehealth into
early childhood education. To embed telehealth into this model
potentially allows for home visits to occur more frequently or for
expanding center-based programs to include a home connection
component. These examples could increase the dosage of the
interventions, allowing educators to see children multiple times
per week and to serve children across multiple settings. Meadan
et al. demonstrated feasibility of coaching an early childhood
specialist based in an early childhood center to coach families
in their homes [43•]. However, this model would need to be
tested at a larger scale to inform its impact on feasibility and
effectiveness for children, families, and educators.

Future Telehealth Technologies

Researchers are incorporating new technological developments
into novel intervention delivery approaches. When reviewing the
recent literature, we screened a large number of studies that in-
cluded keywords based on virtual reality. These studies did not
meet our inclusion criteria due to a missing interaction between a
tele-provider and a tele-user or including participants in the
wrong age range. However, examples in the literature are

beginning to emerge, such as the use of virtual reality in facial
affect recognition of adolescents with ASD [52].

There are two other telehealth applications that did not
emerge in our search of the literature: (a) remote monitor-
ing, in which technology allows a tele-provider to monitor
the tele-user via technology (e.g., wearable technology to
collect heart rate data [44], and (b) mHealth, the use of
mobile technology to share health and public health infor-
mation (e.g., text alerts to notify tele-users with a chronic
condition to refill a medication). There may be particular
relevance for future exploration of remote monitoring to
monitor speech samples for children with ASD or other
home-based measures. We anticipate that over the next
5 years, there will be a greater focus in these areas.
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Fig. 2 PRISMA flow diagram of
citations reviewed. Please note
that we opted to include an
additional article from our team
[18•] that was not located in the
initial search but does meet the
inclusion criteria. We used
examples from this work to report
experience in interventions
delivered via telehealth from our
team. We also included a study
from January, 2020 (Suess et al.,
2020)
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