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Abstract 

Background  Autism spectrum disorder (ASD) is a neurodevelopmental disorder characterized by social communi-
cation and self-regulation impairments. Impaired response inhibition and self-regulation in ASD have been shown 
to be related to abnormal functional network connectivity in the dorsolateral prefrontal cortices (DLPFC). Transcra-
nial direct current stimulation (tDCS) of DLPFC is a safe, tolerable, and precise intervention that has shown promise 
for the improvement of self-regulatory behavior in ASD. However, clinical translation has been prevented by a lack 
of effective systematic design, experimental control, and a high participation burden. The proposed protocol aims 
to evaluate the feasibility and usability of home-based tDCS to promote self-regulation in children with ASD.

Methods  Participants will be randomized into an active or sham tDCS group and will receive 20 min of stimulation 
5 days per week for 3 weeks. Participants in the sham group receive a negligible amount of stimulation. Sessions will 
be virtually supported by the study team. Assessments are taken at baseline, 1-week post-treatment, and 18 weeks 
post-treatment. These assessments include clinical measures of self-regulation and social communication (partici-
pant-, parent-, and clinician-reported), a response inhibition task, and magnetic resonance imaging. Recruitment, 
retention, and adherence rates will be used to assess the feasibility of the protocol. The usability of the remote tDCS 
device will be assessed via a usability survey, user interviews, and video analysis of device use.

Discussion  Home-based tDCS may benefit children by providing an efficient, passive, and tolerable treatment 
that positively impacts function, activities, and participation. This study will identify potential challenges for the clini-
cal translation of this therapy so that home-based tDCS can be positioned for success in healthcare delivery 
implementation.

Trial registration  ClinicalTrials.gov, NCT06129058. Registered on November 8, 2024.
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Background
Autism spectrum disorder (ASD) is a neurodevelopmen-
tal disorder that affects 1% of children globally [1], result-
ing in emotional and economic burdens on families and 
creating a high demand for intensive resource support in 
health care systems [2]. ASD encompasses a wide range 
of symptoms, including cognitive, social communica-
tion, and self-regulation challenges. The combination 
and severity of these symptoms varies across individuals, 
resulting in significant heterogeneity [3]. Self-regulation 
is a key mechanism underlying many of the behavio-
ral challenges experienced by individuals with ASD and 
is defined as the ability to control, monitor, and manage 
emotions, cognition, and behaviors in a goal-oriented 
manner [4]. Key components of self-regulation include 
response inhibition, which is the ability to suppress 
contextually inappropriate responses, and emotional 
regulation, which is the ability to modify arousal and 
reactivity to engage in adaptive behavior [5]. Self-regula-
tion is strongly correlated with the development of social 
communication skills, mental health outcomes, and aca-
demic achievement in children with ASD [6, 7]. Impaired 
self-regulation is a predictor of quality of life and com-
panionship in adulthood and is associated with increased 
parental stress, family and peer discord, and risk of social 
stigmatization [8, 9]. There is a lack of effective interven-
tions for the promotion of self-regulation in children with 
ASD and behavioral interventions are often time and 
resource-intensive for families and providers and yield 
small effect sizes for patient-reported outcomes [10]. 
Children with ASD, their families, caregivers, and clini-
cians have identified the urgent need to establish novel, 
effective interventions that promote self-regulation [10].

Impairments in response inhibition play a prominent 
role in self-regulation in ASD and the co-morbid disrup-
tive, compulsive, aggressive, and self-injurious behaviors 
that are associated [11–13]. The neural mechanisms for 
self-regulation are relatively well established and are 
defined by fronto-subcortical and fronto-limbic net-
works [14, 15]. These neural networks are compromised 
in ASD as characterized by an overgrowth of brain vol-
ume in early neurodevelopment, which may lead to local 
hyperconnectivity in frontal and occipital regions, and 
long-range hypoconnectivity between frontal regions 
and other cortical areas [16]. Specifically, the dorsolat-
eral prefrontal cortices (DLPFC) and inferior frontal gyri 
are commonly reported to have abnormal functional 
network activity patterns relative to controls that are 
indicative of poor top-down response inhibition and self-
regulation in this population [12, 17].

Transcranial direct current stimulation (tDCS) is a safe, 
tolerable, and precise intervention that can target these 
neural networks and has shown promise for the reduction 

of ASD symptoms. It runs a current through target brain 
regions via an anode and a cathode. The magnitude of the 
electric field elicited by tDCS has been shown to be suffi-
cient in modulating neural activity on a cortical network 
level [18]. This is due to the coupling mechanisms of local 
endogenous fields, which result in the amplification of 
the electric field produced by tDCS [19]. Open-label and 
waitlist-controlled studies have indicated that neuromod-
ulation of prefrontal regions results in improvements 
in response inhibition on neural signatures (e.g., MER 
ratio), cognitive tasks (e.g., Go/NoGo), social communi-
cation measures, Autism Treatment Evaluation Checklist 
(ATEC) sociability sub-scores, and parent-reported clini-
cal health outcomes (e.g., reduced compulsive, aggres-
sive, and self-injurious behaviors) [20, 21].

Clinical translation of tDCS has been prevented by a 
lack of systematic design and experimental control, small 
and poorly represented samples, inadequate blinding, 
insufficient follow-up periods, and a paucity of patient-
reported outcome measures [22, 23]. Further, the par-
ticipation burden was extremely high in previous studies 
examining tDCS, as they required multiple trips to the 
laboratory. Home-based tDCS has the potential to ben-
efit children with ASD by providing an efficient, passive, 
accessible, and tolerable treatment that positively impacts 
function, activities, and participation. However, there is 
limited research investigating tDCS in this population 
and no studies examining home-based tDCS specifically. 
To address this gap, a neurobiologically informed pilot 
study is needed to determine if it is feasible, tolerable, 
and acceptable to pursue a full-scale randomized control 
trial (RCT) to test if home-based tDCS therapy is effica-
cious for improving self-regulation across multiple levels 
of integration (cognitive, behavioral, neural) in children 
with ASD.

Methods
Design
This study is a double-blind pilot RCT examining the fea-
sibility of carrying out a full-scale RCT to determine if 15 
sessions of home-based tDCS therapy can improve clini-
cal, cognitive, and neural outcomes associated with self-
regulation in children with ASD. Measures are taken at 
baseline (T0), 1-week post-treatment (T1), and 12 weeks 
post-treatment (T2).

Participants
Recruitment
Children with ASD with self-regulation impairments 
(n = 46) aged 9–18 years will be recruited from the Prov-
ince of Ontario Neurodevelopmental Disorders Network 
(POND) (www.​pond-​netwo​rk.​ca). The lower limit of 
nine years old was determined based on previous studies 

http://www.pond-network.ca
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investigating the safety and tolerability of non-invasive 
brain stimulation (NIBS) in children with ASD [24, 25]. 
POND participants have an existing research-reliable 
ASD diagnosis based on DSM-V criteria, informed by 
the gold standard Autism Diagnostic Observation Sched-
ule (ADOS) [22] and the Autism Diagnostic Interview 
– Revised (ADI-R) [26]. Recruitment flyers will be sent 
to POND families with study information and contacts. 
Potential participants will be contacted by a research 
assistant until the recruitment target is reached.

Eligibility
Self-regulation impairment will be defined by a score 
of four or greater on items 4 (disruptive behavior) or 5 
(restricted and repetitive behavior) on the Clinical Global 
Impressions Severity (CGI-S) administered by a physi-
cian during screening [27]. As this is a feasibility study, 
there will be no intelligence quotient (IQ) cut-off for par-
ticipation. It is critical that novel treatments for response 
inhibition and self-regulation be studied in the broader 
autism community, as children with lower IQs more 
frequently exhibit social impairments and self-regula-
tion challenges [28, 29], and are not typically candidates 
for behavioral treatments that require high learning 
demands and cognitive effort. Children with safety con-
traindications for tDCS (e.g., seizure disorder), magnetic 
resonance imaging (MRI) (e.g., metal in situ), or co-mor-
bid neurological disorders (e.g., epilepsy, stroke, brain 
tumor) will be excluded. Children must not have had any 
changes to their medications for at least 6  weeks prior 
to the baseline assessment (T0) and no planned medica-
tion changes during the study. Children with prior tDCS 
experience will be excluded to ensure blinding.

Consent
Consent will be obtained electronically using the REB-
approved documents via REDCap or in person. In-per-
son consent will be conducted by a designated study 
team member who will complete the capacity assessment 
and consent discussion. If the participant does not suc-
cessfully complete the capacity assessment their parent/
substitute decision maker will be given the option to sign 
the parent consent, and the participant will be provided 
the option to sign the assent form. Electronic consent will 
follow the same format; however, the designated study 
team member will complete the capacity assessment 
and consent discussion, as well as answer any questions, 
at a scheduled BRI videoconferencing (Zoom) session 
with the participant and their parent/guardians. Prior to 
attending the scheduled consent discussion, participants 
and their families will be provided a read-only copy of 
the consent document to review together. Non-verbal 

consent or assent will be documented appropriately as 
needed.

Sample size
Pilot RCTs do not test efficacy, and formal sample size 
calculations are not typically used. However, if too small, 
a pilot study may underestimate the standard deviation 
leading to underpowered efficacy RCTs. Sim et  al. [30] 
suggested that the sample size of a pilot study be deter-
mined based on the desired level of confidence for the 
standard deviation of the primary outcome measure in 
the larger-scale RCT, and the power and significance level 
anticipated. Additionally, attempts to minimize the total 
sample size required should be made. Given an expected 
10% loss to follow-up, and to maintain equal group sizes, 
the proposed pilot sample size will be n = 46. This is ade-
quate to assess recruitment success and feasibility issues 
and provides sufficient data for exploratory analysis of 
the secondary outcomes.

Randomization and blinding
Participants will be randomized to either the active tDCS 
or sham tDCS treatment condition in a 1:1 allocation 
ratio. An independent research assistant will prepare a 
randomization schedule using random permuted blocks 
of varying sizes to ensure allocation concealment and will 
assign participants to active or sham tDCS groups. Block 
sizes and variations will only be known to the independ-
ent research assistant. The allocation sequence will be 
entered into a password-protected Excel sheet. A sepa-
rate, blinded member of the study team will enroll par-
ticipants. Participants, family members, assessors, and 
investigators will all be blinded to group allocation. The 
devices will be preprogrammed with codes that corre-
spond to specific stimulation parameters. During each 
session, participants will be provided with a code align-
ing with their group assignment to maintain blinding. 
Unblinding of participants will be permissible if the par-
ticipant is no longer participating in study procedures 
and requires information on group allocation for medi-
cal purposes. In this case, the principal study investigator 
will reveal group membership to the participant. To min-
imize observer bias, the principal investigator will not be 
involved in data collection or analysis.

tDCS intervention
Home-based tDCS will be delivered via a Soterix 1 × 1 
mini-CT remote tDCS neuromodulation device (Soterix, 
New York, NY). The device will be equipped with a two-
channel Omni-Lateral-Electrode-System (OLE) montage. 
The OLE montage is specific to left DLPFC targeting, 
delivering anodal stimulation to the left DLPFC and 
cathodal stimulation to the right DLPFC [31]. In the 
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standard view of tDCS, anodal stimulation results in an 
excitatory response in the underlying brain region, and 
cathodal stimulation results in an inhibitory response 
[32]. Given that the left DLPFC is typically underactive 
in children with ASD, anodal stimulation over this area 
might increase the opportunity for activity to increase to 
typical levels. Anodal stimulation over left DLPFC has 
been shown to improve executive functioning in indi-
viduals with autism [33–35]. The results of stimulation of 
the right DLPFC have been mixed, with both anodal and 
cathodal stimulation showing positive effects on behavior 
[36]. Neuroimaging studies have also shown both hypo- 
and hyperactivation in the right DLPFC of children with 
autism when compared to controls. These findings indi-
cate that modulation of both the left and right DLPFC 
may contribute to improvements in behavior. The left 
anodal and right cathodal montage have shown the most 
promising results in tDCS studies in this population and 
is the most well-documented [18, 36–40].

Participants in the active tDCS group will receive a 
total of 20 min of stimulation per session, at a maximum 
of 2 mA intensity. For the sham tDCS control group, the 
same device, montage, and protocol will be used, but the 
device will be programmed for the sham condition. This 
condition delivers 30 s of stimulation (max. 1.0 mA) at 
the start and end of the session to mimic the sensation 
of the active condition. This is the proven gold standard 
for participant blinding and sham-control [41–43]. The 
first treatment session will ramp up to 1.0 mA for all 
participants. Participants in the sham tDCS group who 
tolerate 1.0 mA will remain at 1.0 mA in each treatment 
session. Participants who do not tolerate 1.0 mA will 
have the current adjusted to 0.75 mA and 1.0 mA will be 
attempted again at the next session. For the active tDCS 
group, if 1.0 mA in the first treatment session is tolerated, 
the second treatment session will begin at 1.5 mA. If 1.0 
mA is not tolerated, the session will start at 1.0 mA. If 1.5 
mA is tolerated throughout the second treatment session, 
the third treatment session will begin at 2.0 mA. If 1.0 
mA is tolerated throughout the second treatment session, 
the third treatment session will begin at 1.5 mA. For the 
remainder of sessions, the intensity tolerated in the final 
10 min of one treatment session will serve as the start-
ing point in the next treatment session. If a participant 
is not tolerating a certain intensity at any point during 
treatment, it will be reduced by 0.25–0.5 mA, and their 
symptoms will be re-evaluated at the reduced intensity 
and adjusted accordingly.

A summary of the study schedule is shown in Fig.  1. 
All in-person assessments will be conducted at Holland 
Bloorview Kids Rehabilitation Hospital in Toronto, Can-
ada. The take-home tDCS device will be provided at the 
first baseline assessment visit (T0). The participant and/

or caregiver will be trained on administration and device 
use by a study team member. The study team member 
will demonstrate how to use the device on the participant 
in a step-by-step manner. Following the demonstration, 
the caregiver or participant will attempt to recreate the 
demonstration, and the study team member will observe 
to ensure they are following the steps correctly and assist 
with any questions or concerns. The following week, 
participants will begin home-based tDCS treatment ses-
sions. Fifteen sessions will be conducted over 3 weeks (5 
days/week, Monday–Friday), with remote support from 
the study team via videoconferencing [42, 44]. Each ses-
sion will be 30 min in duration, including a 5-min intake 
and equipment set-up, 20-min tDCS, and 5-min debrief 
and observation to ensure there are no unanticipated 
adverse events [34, 45]. Previous studies have shown that 
15 sessions of 20-min tDCS at 2 mA may be effective in 
this population for a variety of behaviors [18, 46].

Primary outcome measures
The primary objectives of this study are to assess the fea-
sibility, tolerability, and acceptability of an RCT to test 
the efficacy of tDCS. Feasibility measures are based on 
a hypothetical sample size of 100 participants for a full-
scale RCT, based on previous neurostimulation clinical 
trials [47–51].

Feasibility
Feasibility measures include recruitment rate, retention 
rate, adherence rate, and success of randomization and 
blinding. Recruitment and attrition will be calculated 
using the electronic audit trail generated by the docu-
mentation kept by the independent RA and statistician 
and research assistant. Adherence will be calculated 
based on the number of sessions attended and completed 
by participants who complete all assessments. The suc-
cess of blinding will be determined based on responses 
to the questions “What group do you think you were 
in?” and “How sure are you?”, which will be asked on 
the follow-up tolerability questionnaire (adapted from 
Garvey et  al., 2001) [52]. Descriptive statistics will be 
completed to establish if the comparison and interven-
tion groups are similar in age, gender, ASD severity, and 
clinical symptom severity. The success of randomization 
will be determined by evaluating group differences in 
sex distribution and median age. Randomization will be 
determined to be successful if the differences in sex dis-
tribution are within ± 2 participants, and the median age 
difference is within ± 2 years.

The feasibility of the optional MRI component will 
be evaluated based on total and successful attempts 
at completing the MRI protocol. There is a paucity of 
data on neural outcomes in this population; therefore, 
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Fig. 1  Overview of the study design. (*) designates portions that can be completed virtually
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any amount of data collected is valuable. Previous MRI 
studies examining children with ASD include samples 
between 20 and 50 participants [53–57]. In a hypotheti-
cal sample size, n = 100 (n = 50 per group) for a full-scale 
RCT, including data from at least 20 individuals in each 
group would be sufficient to conduct an analysis. Given 
this, the optional MRI component of this study will be 
feasible if ≥ 20% of participants in each group have suc-
cessful MRIs. A successful attempt is one in which a 
majority of the scan is completed with minimal motion 
artifact as determined by the MRI technician.

Safety and tolerability
At T0 and T1, participants complete a baseline and fol-
low-up tDCS tolerability questionnaire, which assesses 
their experience with the stimulation and their assump-
tion of group membership. At each tDCS session, a full 
body 16-item systems questionnaire and the NIBS toler-
ability questionnaire will be completed by the participant 
and parent to assess the participant’s tolerability of tDCS 
and to monitor any side effects or adverse events [58–60]. 
Adverse event (AE) monitoring will begin at the baseline 
assessment and continue through the study timeline. All 
AEs will be evaluated by the study physician for serious-
ness, severity, expectedness, and relatedness to the inter-
vention, using a validated AE worksheet (see Appendix).

Acceptability and device usability
To evaluate acceptability, a treatment satisfaction scale 
will be administered at T1. This survey asks partici-
pants to rate how helpful they found the tDCS to be, and 
if they would recommend it to others, as well as open-
ended questions about how the tDCS experience can 
be improved [61]. The standard device training will be 
video-recorded at T0 for usability analysis. A pre-treat-
ment (T0) and post-treatment (T1) usability survey will 
also be administered to understand any barriers to using 
the take-home tDCS device (developed based on the sys-
tem usability scale [62, 63]). The pre-treatment survey 
will be used to understand the caregiver’s familiarity with 
technology in a general sense [64]. At T2, a semi-struc-
tured interview will be administered to gain a deeper 
understanding of participants’ experiences with the tDCS 
device.

Secondary outcome measures
Secondary objectives include (i) estimating the probable 
effect of tDCS on clinical, cognitive (Go/NoGo), and 
neural (fMRI, DTI) self-regulation outcomes; (ii) explor-
ing the factors influencing outcomes; (iii) exploring the 
factors influencing participation/refusal. Outcomes will 
be measured at baseline (T0), week 6 (T1), and week 18 

(T2) by blind assessors and data analysts. tDCS sessions 
occur during weeks 1–3.

Clinical
The CGI severity [65] and improvement assessments 
include an interview by the physician with the partici-
pant and caregiver. Parent-reported measures include the 
Aberrant Behaviour Checklist (ABC) [66, 67], Emotional 
Dysregulation Inventory (EDI) [68, 69], Autism Impact 
Measure (AIM) [70], and Emotional Regulation Checklist 
(ERC) [71]. These measures have been validated in youth 
with ASD and will indicate clinical treatment-related 
improvement. The ABC has excellent reliability and was 
specifically designed to measure treatment effects on 
aberrant behaviors, with extensive application in previous 
ASD trials [72]. The EDI-reactivity scale measures poorly 
regulated negative emotions, and the EDI-dysphoria 
scale measures minimal positive affect and motivation. 
The AIM measures treatment-related improvements in 
children with ASD across several ASD symptom domains 
[70]. The ERC measures emotional regulation and is sen-
sitive to a broad range of regulatory processes [73].

Cognitive
The PsyToolkit Go/No Go task will be used to measure 
response inhibition. Performance on the Go/No Go task 
is measured by response time and accuracy [74]. This 
specific Go/No Go task was chosen due to its simplicity 
and ability to be understood by individuals with a wide 
range of IQs and autism severity.

Neural
At the baseline assessment (T0), participants will 
undergo optional high-resolution MRI on a Siemens 3 T 
Prisma MRI. Structural T1-MPRAGE, DTI, and resting-
state functional MRI data will be collected at all time 
points (T0–T2). Acquisition of neuroimaging data will 
allow for the investigation of changes at immediate post-
treatment (T1) and maintenance at long-term follow-up 
(T2).

At the baseline assessment, participants will undergo 
an optional high-resolution MRI on a Siemens 3 T Prisma 
MRI. Structural (T1 and diffusion tensor imaging) and 
resting-state functional MRI data will be collected at all 
timepoints. Acquisition of neuroimaging data will allow 
for the investigation of changes at immediate post-treat-
ment and maintenance at long-term follow-up.

Data safety and sharing
Data management
All research data will be de-identified. All participants 
will be given a unique code that will be linked to their 
personal information accessible only by the research 
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team. All identifiable information will be kept confiden-
tial and stored and locked in a secure place that only the 
study staff will be able to access. Electronic files will be 
stored securely on hospital or institutionally approved 
networks or securely on any hospital or institutionally 
approved portable electronic devices. Research results 
will be shared through journal publications, academic 
conferences, and knowledge translation activities at Hol-
land Bloorview. Research assistants and the principal 
study investigator will have access to the final participant 
dataset. Protocol amendments will be submitted directly 
to the REB for review. Once accepted, changes will be 
communicated to participants directly by the study 
members.

Data safety monitoring
A data safety monitoring committee will meet regularly 
to review all adverse event reports and study progress 
every 6 months. The committee will be chaired by a phy-
sician and membership will include a scientist, nurse, 
and lay person/family leader. All adverse events (AE) will 
be monitored by a safety monitoring committee (SMC) 
acting independently of the investigators. This SMC will 
consist of a pediatrician, a methodologist/researcher, and 
a nurse. This committee will examine all AE reports to 
ensure that harm is not occurring. The SMC will decide 
whether the trial needs to be stopped based on rules that 
they will set at their first meeting in accordance with the 
documented risks of tDCS. Participant symptoms and 
safety will be tracked during and after each tDCS session, 
and all adverse events reported via an REB-approved 
standard process to an independent in-house safety mon-
itoring committee. Stopping rules for the study based 
on adverse events will be in place as determined by the 
SMC. Participants will also be given an emergency num-
ber that is monitored by a physician on the study team.

Stopping guidelines
At each tDCS session, the study personnel will monitor 
the participant’s symptoms by completing the systems 

questionnaire and the NIBS safety and tolerability form. 
The study personnel will monitor any symptoms (e.g., 
headache) after the tDCS by having them rate any symp-
toms on a scale of 1–5. If any symptoms last longer than 
15 min graded at 4 or greater, even upon discontinuing 
tDCS, stopping protocols will be initiated. In the event 
of a new onset of neurological symptoms, such as severe 
headache or nausea, the session will be stopped imme-
diately, and the family will be advised to seek immediate 
medical attention.

If the study personnel, study investigator, or child/par-
ent has any concerns about starting or continuing with a 
treatment session, the session will be put on hold. Study 
personnel made aware of any concerns will report them 
to the study investigator and study physician. The study 
physician will determine whether the complaint war-
rants medical attention or adjustment of the treatment. 
If the severity does not warrant medical treatment, sev-
eral monitoring and prophylactic measures will be taken. 
They will be informed that they will be called by our 
study personnel the next day to get a progress update. 
Parent concerns at that point will be directed to their 
family physician to be checked.

Data analysis
Primary measures analysis

Feasibility  Feasibility measures will be analyzed as per 
the progression criteria outlined in Table 1. These criteria 
were determined based on recommendations by Avery 
et al. to assess whether to proceed with a full-scale RCT 
[75]. Associations between participant characteristics 
(e.g., age, IQ, travel distance) and ability to complete all 
trial tasks will be examined to inform the planning of a 
large-scale RCT. T-tests will be conducted for associa-
tions with continuous variables (e.g., IQ, age, travel dis-
tance). Chi-squared tests will be conducted for associa-
tions with categorical variables (e.g., gender).

Table 1  Progression criteria for feasibility metrics

GO–proceed with RCT​ AMEND–proceed with changes STOP–do not proceed unless changes 
are possible

Recruitment target n = 46 n = 36–45 n < 36

Adherence  ≥ 90% of tDCS sessions are completed 
by participants who complete all assess-
ments

70–89% of tDCS sessions are completed 
by participants who complete all assess-
ments

 < 70% of tDCS sessions are completed 
by participants who complete all assess-
ments

Participant retention  ≥ 90% retention 80–89% retention  < 80% retention

Optional MRI target  ≥ 20% of participants have successful 
MRIs in each group

10–19% of participants have successful 
MRIs in each group

 < 10% of participants have successful 
MRIs in each group
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Safety and tolerability  Safety will be assessed by the 
occurrence of side effects as reported on the systems 
and NIBS tolerability questionnaires, in addition to the 
instances and severity of AEs. A correlational analysis 
will be conducted between the occurrence of side effects 
and feasibility measures to assess the association between 
these factors.

Device usability and protocol acceptability  Device usa-
bility is described by three measures: effectiveness, effi-
ciency, and satisfaction. Effectiveness is determined by 
the degree of task completion and the total number of 
errors per task, which will be identified in the training 
video recordings. Task completion will be coded as fol-
lows: (1) completed independently by the user, (2) com-
pleted with minor help from the trainer, (3) failed to com-
plete even with help from the trainer. Errors are coded 
when the user makes mistakes that prevent the continu-
ation of the task without help from the trainer. Efficiency 
is measured by calculating the average time taken for 
each task across participants. A table of the tasks and cri-
teria for completion is shown in Table 2. The post-treat-
ment usability survey will assess participants’ satisfaction 
with the use of the device. The survey includes three sec-
tions: “device”, “headband”, and “virtual delivery.” Answers 
to positive statements are scored positively, and answers 
to negative statements are scored reversely. The high-
est possible raw score for each section is 55, 15, and 25, 
respectively. The raw scores will be converted to a stand-
ardized total for each section. A score of 80 or higher will 
be considered “excellent” as per standard SUS scoring. 
Users will be given the opportunity to include comments 
and feedback on each section.

The pre-treatment usability survey provides informa-
tion on the general technological knowledge and ability 
of the person administering the tDCS. This score will be 

correlated with the score on the post-treatment survey 
to provide insight into how varying levels of technologi-
cal knowledge may impact the usability experience of the 
tDCS device.

Secondary measures analysis
A modified intent-to-treat analysis will be used for sec-
ondary data. Analyses of secondary measures will only 
include participants who have provided data at baseline 
and at least one follow-up timepoint.

Clinical and cognitive  For clinical assessments and the 
Go/No Go task, between-group differences over time 
will be examined using a linear mixed-effects model 
approach. Follow-up scores for each outcome will be 
included as dependent variables, and baseline and treat-
ment allocation values will be included as fixed-effect 
predictors. Time points will be included as a fixed factor. 
To account for the correlation between repeated meas-
urements from the same participant, a random intercept 
will be included at the participant level.

Neural  Structural and functional neuroimaging 
changes between timepoints T0, T1, and T2 will be com-
pared between groups, and associations between baseline 
neuroimaging and treatment outcomes will be explored. 
Freesurfer (https://​surfer.​nmr.​mgh.​harva​rd.​edu/) will be 
used to obtain cortical thickness from structural MRI 
data. MRtrix3 software will be used to process diffusion 
imaging data to determine changes in white matter tracts 
[76]. Blood-oxygen-level-dependent (BOLD) signal of 
resting-state functional MRI will be analyzed using the 
fMRIPrep pipeline. All results will be corrected for mul-
tiple comparisons using the false discovery rate (FDR) 
method (PFDR < 0.05). Changes in network activity will be 
analyzed using the left DLPFC as a seed.

Discussion
To establish the clinical effectiveness of home-based 
tDCS for self-regulation in ASD, a well-designed RCT 
is needed. However, efficacy RCTs are highly resource 
intensive [77]. This pilot RCT will provide critical insights 
that position an efficacy RCT for success and ensure that 
resources are invested in trials likely to generate clinically 
meaningful results [78].

The design of the current study is novel and addresses 
important limitations of previous studies. There is rela-
tively limited research into the effects of tDCS on ASD 
in children with the findings reported in the existing lit-
erature being inconsistent and unconvincing. Several 
reviews and meta-analyses have concurred that there is 
a need for well-designed randomized, double-blinded 

Table 2  Task analysis and completion criteria for tDCS device 
use

Task Task completion criteria

Place batteries into device Correct orientation of batteries

Put sponges on headband Correct orientation of sponges

Securely attached to headband

Plug headband into device Correct color wire into the correct 
color port (red-red, black-black)

Turn on device Pressed correct button

Initiate “stimulation” setting Pressed correct button

Place headband on participant Correct orientation of headband

Remove hair underneath sponges

Contact quality: Good

https://surfer.nmr.mgh.harvard.edu/
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studies with long-term follow-up measurements to 
increase the quality of evidence for tDCS [18, 36, 39, 46, 
79]. Most existing studies are open-label or case reports, 
and fewer than half of the clinical trials utilized a sham-
control group [36, 39]. Current research is also lacking in 
longitudinal data, which is important in evaluating the 
long-term safety and efficacy of tDCS. By including both 
1-week and 18-week follow-up timepoints, this protocol 
allows for the evaluation of whether it is feasible to cap-
ture this longitudinal data.

This protocol minimizes many of the biases that are 
present in earlier tDCS studies. The use of randomiza-
tion, double-blinding, and sham-control reduces per-
formance and selection biases. While previous literature 
excludes individuals with low IQs [39], the lack of IQ 
cutoff in this study further reduces the barriers to par-
ticipation and allows tDCS to be explored in a broader 
population. Additionally, the heterogeneous nature of 
neurodevelopmental disorders presents several chal-
lenges, particularly due to the common presence of 
comorbidities. By focusing on a subsample of the ASD 
population with self-regulatory issues, a common comor-
bidity is identified, addressing the potential bias of a non-
homogeneous sample.

The secondary outcome measures of this study pro-
vide a comprehensive assessment of self-regulation and 
include measures that independently examine specific 
components of self-regulation (emotional regulation and 
response inhibition). This is necessary to capture the 
heterogeneity of behaviors in the ASD population and 
to determine which clinical measures are sensitive to 
treatment-related changes. Additionally, very few tDCS 
studies of self-regulation in ASD have examined neural 
changes and none have employed quantitative MRI tech-
niques. Existing research has relied on caregiver and par-
ticipant reports, without including any form of clinician 
assessment [39]. The inclusion of the CGI assessment in 
this study, in addition to the randomization and double-
blinding, limits the susceptibility of the results to placebo 
effects.

There is a clear need for accessible and cost-effective 
treatment options targeting self-regulation in children 
with ASD. However, there are currently no published 
studies that investigate home-based tDCS for ASD. The 
home-based approach has the potential to significantly 
reduce the burden on families and caregivers and over-
come barriers to participation.

Abbreviations
ASD	� Autism spectrum disorder
DLPFC	� Dorsolateral prefrontal cortex
tDCS	� Transcranial direct current stimulation
ATEC	� Autism Treatment Evaluation Checklist
POND	� Province of Ontario Neurodevelopmental Disorders
ADI-R	� Autism Diagnostic Interview – Revised

CGI-S	� Clinical Global Impressions Scale – Severity
IQ	� Intelligence quotient
MRI	� Magnetic resonance imaging
RCT​	� Randomized controlled trial
OLE	� Omni-lateral electrode
AE	� Adverse event
ABC	� Aberrant Behavior Checklist
EDI	� Emotional Dysregulation Inventory
AIM	� Autism Impact Measure
ERC	� Emotional Regulation Checklist
SUS	� Systems Usability Scale
FDR	� False discovery rate
BOLD	� Blood-oxygen-level-dependent
NIBS	� Non-invasive brain stimulation

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s40814-​025-​01650-4.

Additional file 1: Consent Form

Additional file 2: Usability Demographics Survey

Additional file 3: Usability Survey

Additional file 4: Usability Semi-Structured Interview Questions

Additional file 5: Adverse Event Worksheet

Acknowledgements
The authors would like to acknowledge the Province of Ontario Neurode-
velopmental Network (POND) and the Ontario Brain Institute (OBI) for their 
contributions to this research.

Authors’ contributions
NA, TM, and DB contributed to the conceptualization and design of the 
protocol and drafting of the manuscript. EA, SHT, KT, and BA contributed to 
the conceptualization and design of the study protocol. All authors read and 
approved the final manuscript.

Funding
This study is funded by the Canadian Institutes of Health Research. This fund-
ing source had no role in the design of this study and will not have any role 
during its execution, analyses, interpretation of the data, or decision to submit 
results.

Data availability
Not applicable.

Declarations

Ethics approval and consent to participate
This study was approved by the Research Ethics Board at Holland Bloorview 
Kids Rehabilitation Hospital (reference number 2023–0626 - 4265–3) and was 
registered on ClinicalTrials.gov (NCT06129058). Consent to participate will be 
provided by all participants or their substitute decision-maker via a REDCap 
form.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Bloorview Research Institute, Holland Bloorview Kids Rehabilitation, Toronto, 
Canada. 2 Institute of Biomedical Engineering, University of Toronto, Toronto, 
Canada. 3 Department of Paediatrics, Temerty Faculty of Medicine, University 
of Toronto, Toronto, Canada. 4 Centre for Addiction and Mental Health, Toronto, 
Canada. 5 Department of Psychiatry, University of Toronto, Toronto, Canada. 

https://doi.org/10.1186/s40814-025-01650-4
https://doi.org/10.1186/s40814-025-01650-4


Page 10 of 11Abbo et al. Pilot and Feasibility Studies           (2025) 11:57 

6 Dalla Lana School of Public Health, University of Toronto, Toronto, Canada. 
7 Department of Speech Language Pathology, Temerty Faculty of Medicine, 
University of Toronto, Toronto, Canada. 

Received: 27 January 2025   Accepted: 17 April 2025

References
	1.	 Ofner M, Coles A, Decou ML, Do MT, Bienek A, Snider J, et al. Autism 

spectrum disorder among children and youth in Canada 2018: a report of 
the National Autism Spectrum Disorder Surveillance System. 2019;

	2.	 Lavelle TA, Weinstein MC, Newhouse JP, Munir K, Kuhlthau KA, Prosser LA. 
Economic burden of childhood autism spectrum disorders. Pediatrics. 
2014;133(3):e520–9.

	3.	 Lai MC, Lombardo MV, Baron-Cohen S. Autism. Lancet. 
2014;383(9920):896–910.

	4.	 Nuske HJ, Shih WI, Sparapani N, Baczewski L, Nunnally AD, Hochheimer S, 
et al. Self-regulation predicts companionship in children with autism. Int 
J Dev Disabil. 2022;68(6):889–99.

	5.	 Beck KB, Conner CM, Breitenfeldt KE, Northrup JB, White SW, Mazefsky 
CA. Assessment and treatment of emotion regulation impairment 
in autism spectrum disorder across the life span current state of the 
science and future directions. Child Adolesc Psychiatr Clin North Am. 
2020;29(3):527–42.

	6.	 Jahromi LB, Bryce CI, Swanson J. The importance of self-regulation for the 
school and peer engagement of children with high-functioning autism. 
Res Autism Spectr Disord. 2013;7(2):235–46.

	7.	 Nuske HJ, Pellecchia M, Kane C, Seidman M, Maddox BB, Freeman LM, 
et al. Self-regulation is bi-directionally associated with cognitive develop-
ment in children with autism. J Appl Dev Psychol. 2020;68:101139.

	8.	 Miranda A, Mira A, Berenguer C, Rosello B, Baixauli I. Parenting stress in 
mothers of children with autism without intellectual disability. Mediation 
of Behavioral Problems and Coping Strategies. Front Psychol. 2019;10:464.

	9.	 Lecavalier L. Behavioral and emotional problems in young people 
with pervasive developmental disorders: relative prevalence, effects of 
subject characteristics, and empirical classification. J Autism Dev Disord. 
2006;36(8):1101–14.

	10.	 Anagnostou, Evdokia, Lynch, Mitchell J, Nicolson R, Spoal M, et al. 
Ontario Brain Institute. 2018 [cited 2024 Jun 27]. Community priorities for 
research on neurodevelopmental disorders. Available from: https://​www.​
jla.​nihr.​ac.​uk/​prior​ity-​setti​ng-​partn​ershi​ps/​neuro​devel​opmen​tal-​disor​
ders-​canada/​downl​oads/​Neuro​devel​opmen​tal-​Disor​ders-​Canada-​Final-​
Report.​pdf

	11.	 Conner CM, White SW, Beck KB, Golt J, Smith IC, Mazefsky CA. Improving 
emotion regulation ability in autism: the Emotional Awareness and Skills 
Enhancement (EASE) program. Autism. 2019;23(5):1273–87.

	12.	 Vara AS, Pang EW, Doyle-Thomas KA, Vidal J, Taylor MJ, Anagnostou E. Is 
inhibitory control a ‘no-go’ in adolescents with autism spectrum disorder? 
Mol Autism. 2014;5(1):6.

	13.	 Daly E, Ecker C, Hallahan B, Deeley Q, Craig M, Murphy C, et al. Response 
inhibition and serotonin in autism: a functional MRI study using acute 
tryptophan depletion. Brain. 2014;137(9):2600–10.

	14.	 Shafritz KM, Bregman JD, Ikuta T, Szeszko PR. Neural systems mediat-
ing decision-making and response inhibition for social and nonsocial 
stimuli in autism. Prog Neuro-psychopharmacology Biological Psychiatry. 
2015;60:112–20.

	15.	 Duerden EG, Card D, Roberts WS, Mak-Fan KM, Chakravarty MM, Lerch 
JP, et al. Self-injurious behaviours are associated with alterations in the 
somatosensory system in children with autism spectrum disorder. Brain 
Struct Funct. 2014;219(4):1251–61.

	16.	 Yang CC, Völlm B, Khalifa N. The effects of rTMS on impulsivity in normal 
adults: a systematic review and meta-analysis. Neuropsychol Rev. 
2018;28(3):377–92.

	17.	 Ha S, Sohn IJ, Kim N, Sim HJ, Cheon KA. Characteristics of brains in autism 
spectrum disorder: structure, function and connectivity across the lifes-
pan. Exp Neurobiol. 2015;24(4):273–84.

	18.	 Finisguerra A, Borgatti R, Urgesi C. Non-invasive brain stimulation for the 
rehabilitation of children and adolescents with neurodevelopmental 
disorders: a systematic review. Front Psychol. 2019;10:135.

	19.	 Pelletier SJ, Cicchetti F. Cellular and molecular mechanisms of action of 
transcranial direct current stimulation: evidence from in vitro and in vivo 
models. Int J Neuropsychopharmacol. 2015;18(2):pyu047.

	20.	 Hadoush H, Nazzal M, Almasri NA, Khalil H, Alafeef M. Therapeutic effects 
of bilateral anodal transcranial direct current stimulation on prefrontal 
and motor cortical areas in children with autism spectrum disorders: a 
pilot study. Autism Res. 2020;13(5):828–36.

	21.	 Kang J, Cai E, Han J, Tong Z, Li X, Sokhadze EM, et al. Transcranial direct 
current stimulation (tDCS) can modulate EEG complexity of children with 
autism spectrum disorder. Front Neurosci-switz. 2018;12:201.

	22.	 Masuda F, Nakajima S, Miyazaki T, Tarumi R, Ogyu K, Wada M, et al. Clinical 
effectiveness of repetitive transcranial magnetic stimulation treatment in 
children and adolescents with neurodevelopmental disorders: a system-
atic review. Autism. 2019;136236131882250.

	23.	 Oberman LM, Enticott PG. Editorial: the safety and efficacy of noninvasive 
brain stimulation in development and neurodevelopmental disorders. 
Front Hum Neurosci. 2015;9:544.

	24.	 Toscano E, Sanges V, Riccio MP, Bravaccio C, de Bartolomeis A, D’Urso 
G. Fronto-cerebellar tDCS in children with autism spectrum disorder. 
L’Encéphale. 2019;45:S79-80.

	25.	 Oberman LM, Pascual-Leone A, Rotenberg A. Modulation of corticospinal 
excitability by transcranial magnetic stimulation in children and adoles-
cents with autism spectrum disorder. Front Hum Neurosci. 2014;8:627.

	26.	 Lord C, Rutter M, Couteur A. Autism diagnostic interview-revised: a 
revised version of a diagnostic interview for caregivers of individuals 
with possible pervasive developmental disorders. J Autism Dev Disord. 
1994;24(5):659–85.

	27.	 Busner J, Targum SD. The clinical global impressions scale: applying 
a research tool in clinical practice. Psychiatry Edgmont Pa Townsh. 
2007;4(7):28–37.

	28.	 Ozonoff S, Iosif AM, Baguio F, Cook IC, Hill MM, Hutman T, et al. A prospec-
tive study of the emergence of early behavioral signs of autism. J Am 
Acad Child Adolesc Psychiatry. 2010;49(3):256-66.e1-2.

	29.	 Mazurek MO, Kanne SM, Wodka EL. Physical aggression in children and 
adolescents with autism spectrum disorders. Res Autism Spect Dis. 
2013;7(3):455–65.

	30.	 Sim J, Lewis M. The size of a pilot study for a clinical trial should be 
calculated in relation to considerations of precision and efficiency. J Clin 
Epidemiol. 2012;65(3):301–8.

	31.	 Seibt O, Brunoni AR, Huang Y, Bikson M. The pursuit of DLPFC: non-neuro-
navigated methods to target the left dorsolateral pre-frontal cortex with 
symmetric bicephalic transcranial direct current stimulation (tDCS). Brain 
Stimul. 2015;8(3):590–602.

	32.	 Nitsche MA, Paulus W. Excitability changes induced in the human 
motor cortex by weak transcranial direct current stimulation. J Physiol. 
2000;527(3):633–9.

	33.	 Zemestani M, Hoseinpanahi O, Salehinejad MA, Nitsche MA. The impact 
of prefrontal transcranial direct current stimulation (tDCS) on theory of 
mind, emotion regulation and emotional-behavioral functions in children 
with autism disorder: a randomized, sham-controlled, and parallel-group 
study. Autism Res. 2022;15(10):1985–2003.

	34.	 Amatachaya A, Auvichayapat N, Patjanasoontorn N, Suphakunpinyo C, 
Ngernyam N, Aree-uea B, et al. Effect of anodal transcranial direct current 
stimulation on autism: a randomized double-blind crossover trial. Behav 
Neurol. 2014;2014:173073.

	35.	 Ratsapbhayakul T, Keeratitanont K, Chonprai C, Auvichayapat N, 
Suphakunpinyo C, Patjanasoontorn N, et al. Anodal transcranial direct-
current stimulation and non-verbal intelligence in autism spectrum 
disorder: a randomized controlled trial. Dev Med Child Neurol. 
2024;66(9):1244–54.

	36.	 Salehinejad MA, Ghanavati E, Glinski B, Hallajian A, Azarkolah A. A 
systematic review of randomized controlled trials on efficacy and safety 
of transcranial direct current stimulation in major neurodevelopmental 
disorders: ADHD, autism, and dyslexia. Brain Behav. 2022;12(9):e2724.

	37.	 Osório A, Brunoni A. Transcranial direct current stimulation in children 
with autism spectrum disorder: a systematic scoping review. Dev Med 
Child Neurol. 2019;61(3):298–304.

	38.	 Buchanan DM, Bogdanowicz T, Khanna N, Lockman-Dufour G, Robaey P, 
D’Angiulli A. Systematic review on the safety and tolerability of tran-
scranial direct current stimulation in children and adolescents. Brain Sci. 
2021;11(2):212.

https://www.jla.nihr.ac.uk/priority-setting-partnerships/neurodevelopmental-disorders-canada/downloads/Neurodevelopmental-Disorders-Canada-Final-Report.pdf
https://www.jla.nihr.ac.uk/priority-setting-partnerships/neurodevelopmental-disorders-canada/downloads/Neurodevelopmental-Disorders-Canada-Final-Report.pdf
https://www.jla.nihr.ac.uk/priority-setting-partnerships/neurodevelopmental-disorders-canada/downloads/Neurodevelopmental-Disorders-Canada-Final-Report.pdf
https://www.jla.nihr.ac.uk/priority-setting-partnerships/neurodevelopmental-disorders-canada/downloads/Neurodevelopmental-Disorders-Canada-Final-Report.pdf


Page 11 of 11Abbo et al. Pilot and Feasibility Studies           (2025) 11:57 	

	39.	 Khaleghi A, Zarafshan H, Vand SR, Mohammadi MR. Effects of non-invasive 
neurostimulation on autism spectrum disorder: a systematic review. Clin 
Psychopharmacol Neurosci. 2020;18(4):527–52.

	40.	 Luckhardt C, Boxhoorn S, Schütz M, Fann N, Freitag CM. Brain stimulation 
by tDCS as treatment option in autism spectrum disorder—a systematic 
literature review. Prog Brain Res. 2021;264:233–57.

	41.	 Pilloni G, Vogel-Eyny A, Lustberg M, Best P, Malik M, Walton-Masters L, et al. 
Tolerability and feasibility of at-home remotely supervised transcranial direct 
current stimulation (RS-tDCS): single-center evidence from 6,779 sessions. 
Brain Stimul. 2022;15(3):707–16.

	42.	 Teixeira AL, Martins LB, Cordeiro TM e, Jose L, Suchting R, Holmes HM, 
et al. Home-based tDCS for apathy in Alzheimer’s disease: a protocol for a 
randomized double-blinded controlled pilot study. Pilot Feasibility Stud. 
2023;9(1):74.

	43.	 Park J, Oh Y, Chung K, Kim KJ, Kim CO, Park JY. Effect of home-based tran-
scranial direct current stimulation (tDCS) on cognitive function in patients 
with mild cognitive impairment: a study protocol for a randomized, double-
blind, cross-over study. Trials. 2019;20(1):278.

	44.	 Kim J, Park S, Kim H, Roh D, Kim DH. Home-based, remotely super-
vised, 6-week tDCS in patients with both MCI and depression: a ran-
domized double-blind placebo-controlled trial. Clin EEG Neurosci. 
2023;15500594231215848.

	45.	 Kessler SK, Turkeltaub PE, Benson JG, Hamilton RH. Differences in the experi-
ence of active and sham transcranial direct current stimulation. Brain Stimul. 
2012;5(2):155–62.

	46.	 Muszkat D, Polanczyk G, Dias TG, Brunoni A. Transcranial direct current 
stimulation in child and adolescent psychiatry. J Child Adolesc Psychophar-
macol. 2016;26(7):590–7.

	47.	 Wang H, Wang K, Xue Q, Peng M, Yin L, Gu X, et al. Transcranial alternating 
current stimulation for treating depression: a randomized controlled trial. 
Brain. 2021;145(1):83–91.

	48.	 Aust S, Brakemeier EL, Spies J, Herrera-Melendez AL, Kaiser T, Fallgatter 
A, et al. Efficacy of augmentation of cognitive behavioral therapy with 
transcranial direct current stimulation for depression. JAMA Psychiat. 
2022;79(6):528–37.

	49.	 Jog MA, Anderson C, Kubicki A, Boucher M, Leaver A, Hellemann G, et al. 
Transcranial direct current stimulation (tDCS) in depression induces struc-
tural plasticity. Sci Rep. 2023;13(1):2841.

	50.	 Farpour S, Asadi-Shekaari M, Haghighi AB, Farpour HR. Improving swallow-
ing function and ability in post stroke dysphagia: a randomized clinical trial. 
Dysphagia. 2023;38(1):330–9.

	51.	 M MG, E EÁ, P FA, V ÁM, N NC, Ch GC. Early transcranial direct current 
stimulation with modified constraint-induced movement therapy for 
motor and functional upper limb recovery in hospitalized patients with 
stroke: a randomized, multicentre, double-blind, clinical trial. Brain Stimul. 
2023;16(1):40–7.

	52.	 Garvey MA, Kaczynski KJ, Becker DA, Bartko JJ. Subjective reactions of 
children to single-pulse transcranial magnetic stimulation. J Child Neurol. 
2001;16(12):891–4.

	53.	 Sharda M, Tuerk C, Chowdhury R, Jamey K, Foster N, Custo-Blanch M, et al. 
Music improves social communication and auditory–motor connectivity in 
children with autism. Transl Psychiatry. 2018;8(1):231.

	54.	 Ni HC, Chao YP, Tseng RY, Wu CT, Cocchi L, Chou TL, et al. Lack of effects of 
four-week theta burst stimulation on white matter macro/microstructure in 
children and adolescents with autism. NeuroImage: Clin. 2023;37:103324.

	55.	 Stivaros S, Garg S, Tziraki M, Cai Y, Thomas O, Mellor J, et al. Randomised 
controlled trial of simvastatin treatment for autism in young children with 
neurofibromatosis type 1 (SANTA). Mol Autism. 2018;9(1):12.

	56.	 Saitoh O, Karns CM, Courchesne E. Development of the hippocampal 
formation from 2 to 42 years. Brain. 2001;124(7):1317–24.

	57.	 Alaerts K, Daniels N, Moerkerke M, Evenepoel M, Tang T, der Donck SV, et al. 
At the head and heart of oxytocin’s stress-regulatory neural and cardiac 
effects: a chronic administration RCT in children with autism. Psychother 
Psychosom. 2023;92(5):315–28.

	58.	 Zewdie E, Ciechanski P, Kuo HC, Giuffre A, Kahl C, King R, et al. Safety and 
tolerability of transcranial magnetic and direct current stimulation in chil-
dren: prospective single center evidence from 3.5 million stimulations. Brain 
Stimul. 2020;13(3):565–75.

	59.	 Pedapati EV, Gilbert DL, Horn PS, Huddleston DA, Laue CS, Shahana N, et al. 
Effect of 30 Hz theta burst transcranial magnetic stimulation on the primary 
motor cortex in children and adolescents. Front Hum Neurosci. 2015;9:91.

	60.	 Hong YH, Wu SW, Pedapati EV, Horn PS, Huddleston DA, Laue CS, et al. 
Safety and tolerability of theta burst stimulation vs. single and paired pulse 
transcranial magnetic stimulation: a comparative study of 165 pediatric 
subjects. Front Human Neurosci. 2015;9:29.

	61.	 Georgsson M, Staggers N. Quantifying usability: an evaluation of a diabetes 
mHealth system on effectiveness, efficiency, and satisfaction metrics with 
associated user characteristics. J Am Méd Inform Assoc. 2016;23(1):5–11.

	62.	 Brooke J. SUS: a quick and dirty usability scale. Usability Evaluation in Indus-
try. 1995;189. Available from: https://​www.​resea​rchga​te.​net/​publi​cation/​
22859​3520_​SUS_A_​quick_​and_​dirty_​usabi​lity_​scale

	63.	 Bangor A, Kortum PT, Miller JT. An empirical evaluation of the system usabil-
ity scale. Int J HumComput Interact. 2008;24(6):574–94.

	64.	 Chaniaud N, Megalakaki O, Capo S, Loup-Escande E. Effects of user char-
acteristics on the usability of a home-connected medical device (smart 
angel) for ambulatory monitoring: usability study. JMIR Hum Factors. 
2021;8(1):e24846.

	65.	 McCracken JT, McGough J, Shah B, Cronin P, Hong D, Aman MG, et al. Risp-
eridone in children with autism and serious behavioral problems. N Engl J 
Med. 2002;347(5):314–21.

	66.	 Aman MG. Aberrant behavior checklist: current identity and future develop-
ments. Clinical and Experimental Pharmacology. 2012;02(03).

	67.	 Aman MG. Encyclopedia of Autism Spectrum Disorders. 2013;10–7.
	68.	 Mazefsky CA, Yu L, White SW, Siegel M, Pilkonis PA. The emotion dysregula-

tion inventory: psychometric properties and item response theory calibra-
tion in an autism spectrum disorder sample. Autism Res. 2018;11(6):928–41.

	69.	 Mazefsky CA, Day TN, Siegel M, White SW, Yu L, Pilkonis PA, et al. Develop-
ment of the emotion dysregulation inventory: a PROMIS®ing method 
for creating sensitive and unbiased questionnaires for autism spectrum 
disorder. J Autism Dev Disord. 2018;48(11):3736–46.

	70.	 Mazurek MO, Carlson C, Baker-Ericzén M, Butter E, Norris M, Barr C, et al. The 
autism impact measure (AIM): examination of sensitivity to change. Autism 
Res. 2020;13(11):1867–79.

	71.	 Berkovits L, Blacher J, Eisenhower A, Daniel S. The emotion regulation check-
list with young autistic children: data set for comparative use in intervention 
studies. J Autism Dev Disord. 2023;1–5.

	72.	 Aman MG. Aberrant behavior checklist: current identity and future develop-
ments. Clinical and Experimental Pharmacology. 2012;02(03).

	73.	 Shields A, Cicchetti D. Emotion regulation among school-age children: the 
development and validation of a new criterion Q-sort scale. Developmental 
Psychology [Internet]. 1997; Available from: https://​psycn​et.​apa.​org/​record/​
1997-​43226-​002

	74.	 Stoet G. PsyToolkit: a software package for programming psychological 
experiments using Linux. Behav Res Methods. 2010;42(4):1096–104.

	75.	 Avery KNL, Williamson PR, Gamble C, Francischetto EO, Metcalfe C, Davidson 
P, et al. Informing efficient randomised controlled trials: exploration of 
challenges in developing progression criteria for internal pilot studies. BMJ 
Open. 2017;7(2):e013537.

	76.	 Raffelt DA, Tournier JD, Smith RE, Vaughan DN, Jackson G, Ridgway GR, et al. 
Investigating white matter fibre density and morphology using fixel-based 
analysis. Neuroimage. 2017;144(Pt A):58–73.

	77.	 Thabane L, Ma J, Chu R, Cheng J, Ismaila A, Rios LP, et al. A tutorial on pilot 
studies: the what, why and how. BMC Med Res Methodol. 2010;10(1):1–10.

	78.	 Leon AC, Davis LL, Kraemer HC. The role and interpretation of pilot studies in 
clinical research. J Psychiatr Res. 2011;45(5):626–9.

	79.	 Hameed MQ, Dhamne SC, Gersner R, Kaye HL, Oberman LM, Pascual-Leone 
A, et al. Transcranial magnetic and direct current stimulation in children. Curr 
Neurol Neurosci. 2017;17(2):11.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published 
maps and institutional affiliations.

https://www.researchgate.net/publication/228593520_SUS_A_quick_and_dirty_usability_scale
https://www.researchgate.net/publication/228593520_SUS_A_quick_and_dirty_usability_scale
https://psycnet.apa.org/record/1997-43226-002
https://psycnet.apa.org/record/1997-43226-002

	Feasibility and usability of remote transcranial direct current stimulation (tDCS) for self-regulation in children with autism: protocol for a randomized controlled pilot study
	Abstract 
	Background 
	Methods 
	Discussion 
	Trial registration 

	Background
	Methods
	Design
	Participants
	Recruitment
	Eligibility

	Consent
	Sample size
	Randomization and blinding
	tDCS intervention
	Primary outcome measures
	Feasibility
	Safety and tolerability
	Acceptability and device usability

	Secondary outcome measures
	Clinical
	Cognitive
	Neural

	Data safety and sharing
	Data management
	Data safety monitoring
	Stopping guidelines

	Data analysis
	Primary measures analysis
	Secondary measures analysis


	Discussion
	Acknowledgements
	References


