
 1 

 

Comparing High-Probability Demands With and Without Food to Increase the 

Consumption of Healthy Food in Picky Eaters 

 

 

Laura D. Tardi, BA (Hons.) 

 

Applied Disability Studies 

 

 

Submitted in partial fulfillment of the 

requirements for the degree of 

 

 

Master of Arts  

 

 

 

Faculty of Social Sciences, Brock University 

St. Catharines, Ontario 

© 2020 

 

 

 



 2 

Abstract 

The high-probability (high-p) instructional sequence is a nonintrusive antecedent-based 

intervention that involves the presentation of a series of high-p demands followed by one low-

probability demand. To date, only nine studies have examined the effectiveness of the high-p 

sequence to treat food selectivity in children, and the findings have been mixed. In the current 

study, we used a multielement within a multiple baseline across food sets design to compare the 

effectiveness of two iterations of the high-p sequence to increase the consumption of healthy 

food in one picky eater. One iteration consisted of presenting three bites of a preferred food 

followed by a bite of the nonpreferred food and the other iteration consisted of presenting three 

bites of an empty spoon followed by a bite of the nonpreferred food. We found the high-p 

preferred food condition was more effective than the high-p empty spoon condition during one of 

two comparisons; however, we were unable to replicate the effectiveness of the high-p preferred 

food condition in the second comparison. Results are discussed within the context of the 

limitations and implications for future research.   
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Comparing High-Probability Demands With and Without Food to Increase the 

Consumption of Healthy Food in Picky Eaters 

Picky eating is defined as a child refusing to eat common foods, or only eating foods of a 

specific type, texture, color, or food group (Peterson & Ibañez, 2018). Picky eaters are at risk for 

developing health problems (Bachmeyer, 2009), such as nutrient deficiencies (Latif et al., 2002), 

cardiovascular diseases (Freedman et al., 1999), stunted growth, and rapid weight loss or gain 

(Piazza, 2008). Further, picky eaters may engage in inappropriate mealtime behaviour (IMB; 

e.g., hitting the spoon, turning their head away from the spoon) to avoid eating (Piazza, 2008), 

making mealtimes challenging and stressful for caregivers (Bachmeyer, 2009). Many parents 

attempt to address picky eating with ineffective strategies, such as providing attention for IMB or 

threatening and coercing the child, which could worsen the feeding problem (Canadian Pediatric 

Society, 2017). This is particularly problematic because approximately 6-50% of children 

worldwide are identified as picky eaters by their parents or caregivers (Taylor et al., 2015).  

To date, treatments based on applied behaviour analysis have the most empirical support 

for increasing consumption in children with feeding problems (Peterson et al., 2016; Sharp et al., 

2010). Several researchers have demonstrated the effectiveness of a variety of treatments for 

feeding problems, such as simultaneous presentation (e.g., Ahearn, 2003; Buckley & Newchok, 

2005), sequential presentation (e.g., Pizzo et al., 2012; Riordan et al., 1980), noncontingent 

reinforcement (e.g., Reed et al., 2004; Wilder et al., 2005), stimulus fading (e.g., Luiselli et al., 

2005; Tiger & Hanley, 2006), and the high-probability (high-p) instructional sequence (e.g., 

Dawson et al., 2003; Patel et al., 2007).  
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High-Probability Instructional Sequence as Treatment for Food Refusal 

 The high-p sequence is a nonintrusive antecedent-based intervention designed to increase 

compliance that consists of presenting an individual with a series of demands with which they 

have a high probability of complying followed by one demand with which they have a low 

probability of complying (Mace et al., 1988). Within the context of a feeding treatment, the low-

probability (low-p) demand consists of presenting a nonpreferred or a low-preference food. The 

high-p sequence has been applied to the treatment of noncompliance in the form of food 

selectivity (Ewry & Fryling, 2016; Penrod et al., 2012; Silbaugh & Swinnea, 2018), picky eating 

(Meier et al., 2012; Trejo & Fryling, 2018), and food refusal (Dawson et al., 2003; McComas et 

al., 2000; Patel et al., 2006; Patel et al., 2007). To date, only nine published studies have 

evaluated the effectiveness of the high-p sequence as a feeding treatment, and the findings have 

been mixed.   

Previous research on the high-p sequence included participants with a variety of different 

feeding problems, diagnoses, and ages (see Table 1). The high-p sequence has been evaluated 

with participants ranging in age from 1.5 to 15 years with a variety of reported feeding disorders, 

including chronic, total, or partial food refusal; tube dependence; food selectivity; and picky 

eating. For participants labeled as selective or picky eaters, most authors did not specify the 

severity of the feeding problem. In addition, previous researchers included participants who 

engaged in various topographies of IMB, such as self-injurious behaviour, active or passive food 

refusal, or no IMB. However, only one study conducted by Patel et. al. (2006) presented data on 

the rate of IMB, while other researchers reported anecdotal information on the presence of active 

and passive refusal. One noteworthy commonality regarding participants is that all high-p 

sequence studies have been conducted with children with developmental disorders. Therefore, 
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the extent to which these findings might apply to typically developing children or individuals 

with other diagnoses remains unknown. 

In addition, of the nine studies on the high-p sequence, the procedure has been evaluated 

across a total of 14 participants. Of the 14 participants, the high-p sequence increased the 

acceptance of nonpreferred foods for nine participants. Although this is a notable success rate, it 

remains unclear why the procedure was effective with some participants and not others. One 

interesting finding was that of the studies that evaluated the effects of the high-p sequence 

without extinction, only four of nine participants (a) were described as selective or picky eaters 

(b) did not engage in IMB – and the high-p sequence was effective for all four of these 

participants. Therefore, it could be the case that the high-p sequence is better suited for 

participants who have less severe forms of feeding problems (e.g., food selectivity, picky eating) 

and who engage in less severe forms of refusal or only engage in passive refusal. In fact, some 

previous researchers have suggested that these participant characteristics may be critical when 

determining for whom the high-p sequence will be most effective (Dawson et al., 2003; Ewry & 

Fryling, 2016; Meier et al., 2012; Patel et al., 2007; Penrod et al., 2012; Seubert et al., 2014; 

Trejo & Fryling, 2018); though, this remains an empirical question.  

In addition to the inclusion of participants with diverse characteristics, previous 

researchers used several procedural variations of the high-p sequence across studies that could 

also contribute, at least in part, to the mixed findings in this literature (see Table 2). Two of the 

nine studies used high-p demands that were topographically dissimilar to the low-p demand, such 

as “Give me five” (Dawson et al., 2003) and “Push the button” (McComas et al., 2000). Six of 

the nine studies used high-p demands that were topographically similar to the low-p demand, 

such as “Take a bite” and presenting a spoonful of water (Patel et al., 2006), an empty spoon 
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(Patel et al., 2007), or a preferred food (Ewry & Fryling, 2016; Meier et al., 2012). Others used a 

variety of feeding related high-p demands (e.g., kiss the food, lick the food; Penrod et al., 2012; 

Silbaugh & Swinnea, 2018). Trejo and Fryling (2018) compared the effectiveness of 

topographically dissimilar high-p demands (e.g., “Touch your head”) and topographically similar 

high-p demands (i.e., a spoonful of water) and found that both types of high-p demands increased 

the child’s consumption of the nonpreferred food (low-p bite). Given the variations in the 

topography of the high-p demands, it is unclear if the topography of the high-p demand is a 

critical variable in the effectiveness of this procedure. It is worth noting that eight of the nine 

studies conducted a compliance assessment prior to implementing the procedures to ensure that 

the high-p demands were in fact demands with which each participant had a high probability of 

complying.  

Previous researchers have also used a different number of high-p demands that preceded 

the low-p bite. Seven of the nine studies included three high-p demands (Dawson et al., 2003; 

Ewry & Fryling, 2016; Meier et al., 2012; Patel et al., 2006; Patel et al., 2007; Silbaugh & 

Swinnea, 2018; Trejo & Fryling, 2018), one study included two high-p demands (Penrod et al., 

2012), and one study included a range of 3-5 high-p demands (McComas et al., 2000). Therefore, 

it is unclear if, or how, the number of high-p demands presented prior to the low-p bite impacts 

the effectiveness of the procedure. This is particularly interesting given that researchers studying 

the high-p sequence outside of the context of feeding treatments suggested that this variable 

might be an important factor to consider (Ertel et al., 2019). 

Another variable that may influence the effectiveness of the high-p sequence is the time 

between (a) high-p demands and (b) high-p demands and low-p bites, which has also varied in 

the literature. With respect to delays between high-p demands, two studies used a 1-3 s delay 
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(Patel et al., 2006; Patel et al., 2007), two studies used a 3-5 s delay (Meier et al., 2012; Trejo & 

Fryling, 2018), two studies used a 5 s delay (Dawson et al., 2003; Ewry & Fryling, 2016), one 

study used a 10-15 s delay (Silbaugh & Swinnea, 2018), and two studies did not specify the 

delay (McComas et al., 2000; Penrod et al., 2012). This aspect of the procedure is particularly 

interesting given that high-p sequence researchers outside of the context of feeding treatments 

have found that shorter durations (e.g., 5 s) between high-p demands are more effective at 

increasing compliance with the low-p demand compared to longer durations between high-p 

demands (e.g., 10 s; Pitts & Dymond, 2012).  

Another procedural variation in this literature is the use of escape extinction. Three of 

nine studies evaluated the effectiveness of the high-p sequence with escape extinction (i.e., 

Dawson et al., 2003; McComas et al., 2000; Patel et al., 2006) and results from all three studies 

showed an increase in consumption of the low-p bites. In fact, Dawson et al. (2003) showed that 

consumption increased only when escape extinction was added to the high-p sequence. The 

remaining six studies did not use escape extinction and results of five of these studies showed 

that the high-p sequence was effective. As stated previously, it may be the case that escape 

extinction may be necessary for children with more severe forms of feeding difficulties, such as 

food refusal. However, because previous researchers included participants with diverse feeding 

difficulties and used a wide variety of high-p sequence procedural variations, the exact 

conditions under which escape extinction may be needed to enhance the effectiveness of the 

high-p sequence remains unclear. 

Finally, none of these studies systematically evaluated whether treatment effects 

generalized to novel feeders or food. Although not evaluated systematically, Meier et al. (2012) 

reported anecdotal information from a caregiver who stated that the child began eating the 
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treatment food and other food in the home. Although generalization is an important outcome of 

treatment, the high-p sequence literature lacks the systematic assessment of generalization to 

feeders or caregivers, novel foods, or settings. Because most feeding research is conducted in 

clinical settings with trained therapists (Ledford et al., 2018), it seems prudent to evaluate the 

extent to which the effect of the high-p sequence generalizes to caregivers or novel food.  

 Given that previous researchers have included participants with a diverse set of 

characteristics and have evaluated several different iterations of the high-p sequence, it is 

impossible to identify the exact procedures that might be effective for participants with different 

characteristics (e.g., severity of feeding difficulty, IMB). The purpose of this study was to 

address several gaps in the current high-p sequence literature by comparing two high-p iterations 

that were topographically similar to the low-p instruction and assessing generalization of 

treatment effects to caregivers and novel foods. To this end, we restricted our pool of participants 

to those who fit the feeding profile that previous researchers suggested might benefit from the 

high-p sequence (i.e., picky eaters and absence of IMB) and we held the most frequently reported 

procedures constant. Specially, we (a) presented three bites of a high-p demand prior to the low-

p demand, (b) presented all high-p and low-p demands 3-5 s apart, and (c) did not use escape 

extinction in the initial high-p comparison.  

Research Questions 

1) Will either high-p condition produce an increase in consumption of the nonpreferred 

food? 

2) If both high-p conditions are effective, will one condition produce more efficient 

outcomes? 
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3) Will the effects of one or both high-p conditions generalize to caregivers, novel food, or 

both? 

General Methods 

Participant, Setting, and Materials 

We recruited children with or without an intellectual or developmental disability who were 

parent-, speech-language pathologist-, or physician-identified safe oral feeders through social 

media platforms, flyers in community centres, word of mouth, and news broadcasts (see 

Appendix A). We included children who accepted preferred food on a spoon and an empty spoon 

on a minimum of 85% of trials during the compliance assessment (described below). We 

excluded participants who engaged in problem behaviour (e.g., self-injury, aggression, property 

destruction). We obtained written consent from caregivers for all prospective participants before 

conducting assessments or experimental procedures (see Appendix B). 

We excluded four participants. Three of these participants were excluded because they (a) 

would not sit at the table, (b) did not accept an empty spoon, or (c) cried for longer than 30 

minutes after their parent left the clinic and did not respond to the experimenter’s play initiations 

or instructions. In addition, we excluded one participant who engaged in property destruction, 

aggression, and noncompliance when we began the high-p comparison phase.  

We completed two datasets with Danielle, a typically developing Caucasian 3-year-old girl 

who was identified as a picky eater by her parents (see Appendix C). Danielle’s parents stated 

that she had been a picky eater for a year and a half before starting the study and that she did not 

engage in any IMB. Danielle did not have a medical diagnosis but received consultation from a 

dietician to address the limited number and variety of healthy food she ate. Danielle ate a variety 

of foods (e.g., fruits, grains) but refused to eat all vegetable and all meat products. Danielle met 
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developmental milestones at the appropriate age, with the exception of a delay in walking. 

Danielle spoke in full sentences in the English language and was extremely compliant with 

parent and experimenter instructions. Danielle had no previous relationship with any members of 

the research team. Prior to the first feeding session, the experimenter spent 30 min pairing herself 

with reinforcement and engaging in child-led play. In addition, the experimenter provided praise 

for compliance with simple one- to two-step instructions.  

Sessions took place in a small therapy room in a university-run clinic. The room was 

equipped with a table and two chairs; Danielle sat upright in an age-appropriate chair. Other 

materials included the high-p and low-p foods (see below for a description of how we selected 

these foods), latex gloves, a timer, tripod, and a camera to record every session for the purpose of 

assessing interobserver agreement and procedural integrity. We conducted two to 10 sessions per 

day, 5 days per week. Depending on the condition, sessions lasted 2 to 30 min and were 

conducted at least 1 hr before and after Danielle’s last meal or snack. The experimenter 

quasirandomly alternated the high-p conditions by conducting no more than two consecutive 

conditions of the same type.  

During the preference assessment, we used a large round white plastic plate (22 cm in 

diameter). During the high-p comparison, we used different coloured round plastic plates (15 cm 

in diameter), rubber-coated baby spoons, tablecloths, and scrubs for the experimenter. We used 

red materials for baseline, blue materials for the high-p preferred food condition, and green 

materials for the high-p empty spoon condition and conducted sessions in different rooms to help 

the participant discriminate between conditions. During all preference and compliance 

assessments and all phases of the high-p comparison, the size of the food was 0.6 cm by 0.6 cm 

and was presented as table texture. 
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Response Measurement, Reliability, Procedural Integrity, and Data Analysis  

Trained graduate student observers used paper and pencil to collect trial-by-trial data (see 

Appendix D, E, and F). During the preference assessment, observers scored consumption when 

the participant selected (e.g., grasped or pointed to) one of the two presented foods within 5 s of 

presentation, put the food in her mouth, chewed and swallowed the food, and had no visible food 

in her mouth 20 s after acceptance (at the clean-mouth check) in the absence of expulsion.  

During the compliance assessment, observers scored whether acceptance occurred during 

each trial. Observers scored acceptance when the participant leaned toward the spoon, opened 

her mouth, and allowed the entire spoon to enter her mouth within 5 s of spoon presentation. 

During the high-p comparison, observers scored whether consumption, active refusal, and 

passive refusal occurred during each trial. Observers scored consumption when the participant 

had no food in her mouth 20 s after acceptance, in the absence of expulsion at the clean-mouth 

check. Observers scored active refusal when the participant turned her head or torso greater than 

45 degrees away from the food, moved the food away from her mouth, threw the spoon or food, 

hit the spoon or food, covered her mouth with her hand or arm, or attempted to leave the table. 

Observers scored passive refusal when the participant did not accept the food by clenching her 

teeth or holding her mouth closed in the absence of active refusal.  

We analyzed the data by converting consumption and active and passive refusal to a 

percentage by dividing the number of trials in which the dependent variable occurred by the total 

number of trials for all bites.  

Interobserver Agreement  

A second, independent observer collected data during 33% of all sessions. We calculated 

trial-by-trial interobserver agreement for consumption and active and passive refusal by dividing 
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the number of agreements by the total number of agreements plus disagreements and converting 

the ratio to a percentage. We defined an agreement as both observers scoring the occurrence of 

the same dependent variable within a given trial and a disagreement as one observer scoring the 

occurrence and the other not. Interobserver agreement averaged 99% (range, 80% to 100%) for 

consumption, 99% (range, 90% to 100%) and 96% (range, 40% to 100%) for active and passive 

refusal, respectively.  

Procedural Integrity 

An independent observer scored the accuracy with which the experimenter implemented the 

contingencies arranged in 36% of sessions. We calculated procedural integrity for each 

experimenter behaviour (described below) individually by dividing the number of steps the 

experimenter completed accurately by the number of steps the experimenter completed 

accurately and inaccurately and converting this ratio to a percentage. See Appendix G, H, and I 

for the procedural integrity checklists. Procedural integrity across all assessments, conditions, 

and behaviours was 100%.  

Preference Assessments 

An observer scored the accuracy with which the experimenter presented the bite, delivered 

the prompt, and conducted the clean-mouth prompt. The observer scored correct bite 

presentation when the experimenter placed two pieces of food on a plate within arm’s reach of 

the participant. The observer scored correct prompt delivery when the experimenter told the 

participant to “Pick one” within 2 s of placing the food in front of the participant. Finally, the 

observer scored correct clean-mouth prompt when the experimenter told the participant to open 

their mouth approximately 20 s after accepting the food.  
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Compliance Assessment and High-P Comparison 

A second trained observer scored correct bite presentation when the experimenter brought 

the spoon within 5 cm of the participant’s mouth. The observer scored correct prompt delivery 

when the experimenter told the participant to “Take a bite” within 2 s of placing the food in front 

of the participant. The observer scored correct clean-mouth prompt as described above for low-p 

bites. Finally, the observer scored correct praise delivery when the experimenter delivered verbal 

praise (e.g., “Good eating”) within 2 s of the participant accepting the food and again 2 s after 

the participant showed a clean mouth.  

Experimental Design  

We compared the relative effectiveness of the high-p preferred food and high-p empty spoon 

conditions using a multielement within a multiple baseline across food sets design. When one 

high-p condition produced responding that met the mastery criterion of three consecutive 

sessions with 100% consumption before the other condition, we continued conducting sessions 

in the less effective condition for two times the number of sessions required to meet the mastery 

criterion in the effective condition.  

Procedure 

Indirect Behavioural Feeding Assessment  

The purpose of this assessment was to gain sufficient information to develop a feeding 

profile for the participant by gathering information on her most and least preferred foods, feeding 

and health history, demographics, and other related skills (e.g., vocal verbal skills, listener 

responding skills). We also used this information to determine if the participant met the inclusion 

criteria (e.g., a picky eater who did not engage in problem behaviour). The experimenter emailed 
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the participant’s parent or caregiver a copy of the indirect behavioural feeding assessment (see 

Appendix I) and asked them to return the completed copy within one week.  

Paired-Choice Preference Assessment 

The purpose of this assessment was to identify (a) a hierarchy of possible high-preference 

foods for use in the high-p preferred food condition and (b) nonpreferred foods for use as the 

low-p bites in the high-p comparison. We included five parent-identified preferred and 

nonpreferred foods. We used procedures similar to those Fisher et al. (1992) described. 

Before the preference assessment, the experimenter provided the participant with an 

opportunity to try each food by labelling the food and offering the participant to try it by placing 

one piece of food on a plate in front of the participant (e.g., “This is cheese. You can try it if 

you’d like.”). During the preference assessment, the experimenter presented two pieces of food 

on either side of the plate in front of the participant, and said, “Pick one.” If the participant 

selected a food, the experimenter provided 30 s to consume the food and removed the other food 

from the plate. If the participant attempted to pick two foods, the experimenter blocked the 

attempt and re-issued the instruction to “Pick one.” If the participant did not select either food, 

the experimenter re-issued the prompt to “Pick one” 5 s after the initial prompt. If the participant 

did not select a food after the second prompt, the experimenter removed both foods and 

presented the next pair of foods. If the participant vocally refused the food (e.g., “I don’t want 

that”) or pushed the plate away, the experimenter removed the plate and presented the next pair 

of foods. The experimenter presented each food with every other food until they presented all 

possible food pairs. 
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Compliance Assessment 

The purpose of this assessment was to identify two high-p demands (hereafter referred to as 

the high-p bite) – one for use in the high-p preferred food condition and one for use in the high-p 

empty spoon condition. This assessment consisted of 40 trials. The experimenter quasirandomly 

presented 20 trials of the participant’s most preferred food as identified by the preference 

assessment and 20 trials of an empty spoon every 30 s and told the participant to, “Take a bite.” 

If the participant accepted or consumed the food, the experimenter provided verbal praise. If the 

participant did not accept the food within 5 s of its presentation, the experimenter removed the 

bite and presented the next trial after 25 s lapsed. If the participant engaged in active or passive 

refusal or made a refusal statement, the experimenter removed the bite and presented the next 

trial after 30 s lapsed. We considered the demand a high-p bite if the participant (a) accepted and 

consumed the preferred food and (b) accepted the empty spoon during at least 85% of trials. 

General Procedures 

We conducted five trials per session. During each trial, the experimenter presented one low-p 

bite on a spoon within 5 cm of the participant’s mouth every 30 s and instructed the participant to 

“Take a bite.” The experimenter provided verbal praise contingent on acceptance of the bite. For 

all low-p bites, the experimenter conducted a clean-mouth check by asking the participant to 

open their mouth (e.g., “Show me”) approximately 20 s after acceptance. If the participant had a 

clean mouth, the experimenter provided verbal praise. If the participant had food larger than the 

size of a pea in her mouth, the experimenter prompted the participant to continue chewing (e.g., 

“Keep chewing”) and conducted a clean-mouth check every 20 s until the participant swallowed 

the food. If the participant engaged in active or passive refusal or emitted a refusal statement, the 

experimenter removed the spoon for the remainder of the trial. The experimenter did not provide 
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differential consequences for expulsion or negative vocalizations. The maximum session 

duration was 30 min and the participant received a 2- to 5-min break between sessions.  

Baseline 

The experimenter followed the general procedure. 

High-P Comparison 

Sessions were identical to the general procedure except the experimenter first presented three 

high-p bites, one every 3-5 s, and provided verbal praise contingent on acceptance of the high-p 

bite. The experimenter presented one low-p bite 3-5 s after the third high-p bite.   

High-P Preferred Food 

The high-p bites consisted of one piece of the participant’s most preferred food on a spoon.  

High-P Empty Spoon 

The high-p bites consisted of an empty spoon.  

Generalization Probes 

We conducted two types of generalization probes in the university-run clinic before and after 

the high-p comparison. The first type of generalization probe was the caregiver probe; the 

caregiver presented 10 trials – 5 trials of each nonpreferred foods used in the high-p comparison. 

The second type of generalization probe was the novel-food probe; the experimenter presented 

10 trials – 5 trials of two novel foods that were not used in the experimental sessions. The 

caregiver and experimenter followed the general procedure for all generalization probes. 

Best Treatment Phase 

We conducted a best treatment phase when one high-p condition was found to be more 

effective than the other. The experimenter introduced the foods from the ineffective high-p 

condition to the effective high-p condition and followed the general procedures.  
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Nonremoval of the Spoon and Re-Presentation 

 We implemented nonremoval of the spoon (NRS) and re-presentation when responding 

decreased to zero for several consecutive sessions across several days in both high-p conditions. 

The procedures were identical to those used in the high-p comparison except that if the 

participant did not accept the low-p bite within 5 s, the experimenter held the spoon to her lips 

until she accepted the bite, up to a maximum of 30 mins. In addition, the experimenter re-

presented all expelled bites.  

Follow-Up 

The procedures were identical to baseline. We conducted weekly or bi-weekly follow-up 

sessions with the same foods used in both high-p conditions for up to four weeks following the 

completion of the high-p comparison. The purpose of follow-up was to assess if, or how long, 

treatment gains maintained.   

Social Validity Survey 

The experimenter asked the participant’s parent to complete a 7-question survey on-site 

using paper and pencil after the last experimental session (Appendix J). First, we asked the 

parent to specify which high-p condition they (a) liked best and (b) would prefer to use in the 

future. Next, we asked the parent to specify if they were willing, somewhat willing, or unwilling 

to (a) implement the high-p sequence in the home and (b) to recommend the high-p sequence to 

caregivers of other picky eaters. We then asked the parent to specify if they thought 

implementing the high-p sequence at home would interfere with their daily routines never, some 

of the time, or all of the time. Next, we asked the parent if the high-p sequence was effective, 

somewhat effective, or ineffective at increasing their child’s consumption of healthy food. 

Finally, we asked the parent if the high-p sequence was ethical, somewhat ethical, or unethical.  
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Results 

Preference Assessment 

Figure 1 depicts the results of the first paired choice preference assessment used to 

identify one preferred food and two nonpreferred foods for Food Set 1 (Figure 6, top panel). 

Danielle consumed tater tots during 100% of opportunities; therefore, we used tater tots as the 

food for the high-p preferred food condition. Danielle never selected or consumed beef, broccoli, 

rice, bread, ham, or grapes. We used ham and rice as the nonpreferred food for the high-p 

preferred food and high-p empty spoon condition, respectively, because Danielle’s parents 

identified these foods as high priority and they were the most similar in texture and chewing 

difficulty. In addition, we used beef and broccoli as the novel foods for the novel-food probes.  

Figure 2 depicts the results of a second paired-choice preference assessment used to 

identify one preferred food and two nonpreferred foods for Food Set 2 (Figure 6, bottom panel). 

We included the same foods as those used in the first preference assessment; however, Danielle 

consumed all foods besides rice, ham, beef, and broccoli during at least 56% of opportunities (M 

= 73%, range, 56% to 89%). Based on these results, we could not identify two new nonpreferred 

foods to use in the second high-p comparison; therefore, we conducted a third paired choice 

preference assessment (see Figure 3) in which we included six additional nonpreferred foods 

identified by Danielle’s parents. Danielle never selected or consumed tomato, orange, carrot, or 

chicken. We used orange and tomato as the nonpreferred foods for the high-p preferred food and 

high-p empty spoon conditions, respectively, because they were the most similar in texture and 

chewing difficulty. Because Danielle never consumed beef or broccoli during the first high-p 

comparison or the second preference assessment, and because these were still high-priority foods 
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for Danielle’s parents, we continued to use beef and broccoli as the novel foods for the novel-

food probes.  

Compliance Assessment 

Figure 4 depicts the results of the first compliance assessment for Food Set 1 (Figure 6, 

top panel), which shows that acceptance of the preferred food on a spoon and an empty spoon 

were high-p demands. Danielle accepted tater tots during 85% of trials and accepted the empty 

spoon during 90% of trials. Figure 5 depicts the results of the second compliance assessment for 

Food Set 2 (Figure 2, bottom panel), which shows that acceptance of the preferred food on a 

spoon and an empty spoon were high-p demands. Danielle accepted cheese, tater tots, and bread 

during 100% of trials and accepted the empty spoon during 100% of trials. Therefore, to 

determine the food for the high-p preferred food condition, we provided Danielle with one 

choice trial between these foods before each high-p preferred food session.  

High-P Comparison 

The top panel in Figure 6 depicts Danielle’s consumption of low-p bites for Food Set 1. 

Danielle did not consume any bites during the novel-food probes, caregiver probes, or baseline in 

either high-p condition. During the high-p comparison phase in the high-p preferred food 

condition, Danielle’s level of consumption was moderate to high (M = 67%, range, 20% to 

100%) and she met the mastery criterion of three consecutive sessions with 100% consumption 

within six sessions. Danielle consumed 100% of bites in the first follow-up session (session 23). 

Danielle did not consume any bites during the novel-food probes (sessions 24 and 25) or the 

caregiver probe (session 26). During the high-p comparison phase in the high-p empty spoon 

condition, Danielle’s level of consumption was moderate and variable (M = 43%, range, 0% to 

100%). After running this condition for two times the number of sessions that it took Danielle to 
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reach the mastery criterion in the high-p preferred food condition, we conducted a best treatment 

phase in which we introduced the food (rice) from the high-p empty spoon condition to the high-

p preferred food condition. Danielle’s level of consumption was variable (M = 76%, range, 20% 

to 100%) and after 15 sessions, she met the mastery criterion. Danielle did not consume any bites 

during the follow-up sessions (sessions 51, 57, and 61 to 63), caregiver probe (session 58), and 

novel-food probes (sessions 59 and 60). After NRS and re-presentation were implemented with 

Food Set 2 in the bottom panel, Danielle consumed all bites of ham and rice for four consecutive 

sessions.  

The bottom panel in Figure 6 depicts Danielle’s consumption of low-p bites for Food Set 

2. Danielle did not consume any bites during the caregiver or novel-food probes. During 

baseline, Danielle’s level of consumption was low and stable (M = 2%, range, 0% to 20%). 

During the high-p comparison phase in both high-p conditions, Danielle’s level of consumption 

was initially variable (M = 24%, range, 0% to 80%). After several consecutive sessions of 0% 

consumption across both high-p conditions, we implemented NRS and re-presentation and 

observed an immediate increase in consumption in both high-p conditions (M = 86%, range, 0% 

to 100). Danielle consumed 100% of bites during the follow-up sessions (session 48, 49, 54, and 

55) and caregiver probes (sessions 50 and 51), while consumption during the novel-food probes 

(sessions 52 and 53) remained low (M = 20%, range, 0% to 40%).  

 Figures 7 and 8 depict the results of the secondary dependent variables of the high-p 

comparison. Figure 7 (top panel) depicts results of active refusal for Food Set 1. During the 

generalization probes and baseline, Danielle’s level of active refusal was high (M = 90%, range, 

40% to 100%). During the high-p comparison phase in the high-p preferred food condition, 

Danielle’s level of active refusal was initially high but decreased to low levels (M = 27%, range, 
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0% to 80%) as her level of consumption increased. During the first follow-up session (session 

23), Danielle did not engage in active refusal. Danielle’s level of active refusal was high (M = 

70%, range, 60% to 80%) during the novel-food probes (sessions 25 and 26) and moderate 

(60%) during the caregiver probe (session 26). During the high-p comparison phase in the high-p 

empty spoon condition, Danielle’s level of active refusal was moderate and variable (M = 38%, 

range, 0% to 100%). During the best treatment phase in which the experimenter implemented the 

high-p preferred food condition, Danielle’s level of active refusal was low and variable (M = 

17%, range, 0% to 80%). Danielle’s level of active refusal was moderate and variable (M = 64%, 

range, 40% to 80%) during the initial follow-up sessions (sessions 51, 57, and 61 to 63), high 

(100%) during the caregiver probe (session 58), and moderate to high (M = 80%, range, 60% to 

100%) during the novel-food probes (session 59 and 60). After NRS and re-presentation were 

implemented with Food Set 2 in the bottom panel, Danielle did not engage in active refusal 

during the follow-up sessions (sessions 64 to 67).  

Figure 7 (bottom panel) depicts active refusal for Food Set 2. During generalization 

probes and baseline, Danielle’s level of active refusal was high (M = 91%, range, 60% to 100%). 

During the high-p comparison phase in the high-p preferred food condition, Danielle’s level of 

active refusal was moderate (M = 62%, range, 20% to 100%). During the high-p comparison 

phase in the high-p empty spoon condition, Danielle’s level of active refusal was moderate (M = 

66%, range, 20% to 100%). During NRS and re-presentation, Danielle’s level of active refusal 

was initially high but decreased to zero after two sessions. Danielle did not engage in active 

refusal during the follow-up sessions (session 48, 49, 54, and 55) or the caregiver probes 

(sessions 50 and 51). Danielle’s level of active refusal was high (M = 80%, range, 60% to 100%) 

during the novel-food probes (sessions 52 and 53).  
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 Figure 8 (top panel) depicts passive refusal for Food Set 1. Danielle’s level of passive 

refusal was low and stable during the generalization probes and baseline (M = 8%, range, 0% to 

40%) and during the high-p comparison phase in the high-p preferred food condition (M = 6%, 

range, 0% to 40%). Danielle did not engage in passive refusal during the first follow-up session 

(session 23). Danielle’s level of passive refusal was low to moderate (M = 30%, range, 20% to 

40%) during the novel-food probes (sessions 25 and 26) and moderate (40%) during the 

caregiver probe (session 26). Danielle’s level of passive refusal was low (M = 6%, range, 0% to 

40%) during the high-p comparison phase in the high-p empty spoon condition, in the best 

treatment phase in which the experimenter implemented the high-p preferred food condition (M 

= 7%, range, 0% to 20%), and during the initial follow-up sessions (M = 20%, range, 0% to 40%; 

sessions 51, 57, and 61 to 63). Danielle did not engage in any passive refusal during the 

caregiver probe (session 58) and engaged in low levels of passive refusal (M = 10%, range, 0% 

to 20%) during the novel-food probes (session 59 and 60). After NRS and re-presentation were 

implemented with Food Set 2 in the bottom panel, Danielle did not engage in passive refusal 

during the follow-up sessions (sessions 64 to 67). 

Figure 8 (bottom panel) depicts passive refusal during Food Set 2. Danielle’s level of 

passive refusal was low during the generalization probes and baseline (M = 9%, range, 0% to 

40%) and in both conditions during the high-p comparison phase (M = 11%, range, 0% to 40%). 

Danielle did not engage in any passive refusal in both conditions during the NRS and re-

presentation phase, during the follow-up sessions (sessions 48, 49, 54, and 55), caregiver probes 

(sessions 50 and 51), or the novel-food probes (sessions 52 and 52).  
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Social Validity  

Table 3 depicts the results of the social validity questionnaire. Danielle’s mom completed 

this questionnaire and reported that she preferred the high-p preferred food condition to the high-

p empty spoon condition. She reported that their family would be willing to (a) implement the 

high-p sequence in their home and (b) recommend the high-p sequence to other picky eaters. In 

addition, Danielle’s mom reported that the high-p sequence would only interfere with their 

routines some of the time and that the high-p sequence was somewhat effective at increasing 

Danielle’s acceptance of nonpreferred roods. Finally, Danielle’s mom reported that she found the 

procedures ethical.  

Discussion 

This was the first study to compare the effectiveness of two topographically similar high-

p demands on increasing consumption of healthy food in a picky eater. We found that the high-p 

preferred food condition was more effective than the high-p empty spoon condition during the 

first of two comparisons; however, consumption did not maintain. When we introduced NRS and 

re-presentation in the second comparison (bottom panel), we observed an immediate increase in 

low-p bite consumption in both high-p conditions, generalization to caregivers, partial 

generalization to novel foods, and treatment effects maintained at one-week follow up. 

Subsequently, we observed an increase in consumption of foods in the top panel during follow-

up sessions, suggesting that the effects of NRS and re-presentation generalized to these foods. 

In light of previous researchers’ suggestion that the high-p sequence might be more 

effective for children with less severe feeding difficulties (Dawson et al., 2003; Ewry & Fryling, 

2016; Meier et al., 2012; Seubert et al., 2014) and for those who engage in less severe forms of 

refusal (Trejo & Fryling, 2018) or passive refusal (Ewry & Fryling, 2016; Patel et al., 2007; 
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Penrod et al., 2012), we included a participant who matched this feeding profile. We found that 

consumption increased in the top panel, which seems to lend support for this hypothesis. That is, 

Danielle was a picky eater and although she did engage in active refusal, the severity was 

consistently very low; her active refusal typically took the form of a head or torso turn greater 

than 45 degrees. Despite this, we were unable to replicate the effectiveness of the high-p 

preferred food condition in the second comparison (bottom panel).  

There are at least two possible rationales for our failure to replicate these findings. First, 

it is possible that the high-p preferred food condition was only effective in the first high-p 

comparison phase because Danielle repeatedly contacted the escape contingency in the high-p 

empty spoon condition during the initial high-p comparison phase in the top panel. This outcome 

may have been an artefact of our research design. That is, when we rapidly alternated the two 

high-p conditions, we observed consumption in the high-p preferred food condition, but not the 

high-p empty spoon condition. Therefore, Danielle repeatedly contacted the escape contingency 

in the high-p empty spoon condition and the effect of this exposure may have generalized to (a) 

the best treatment phase and (b) the foods in the bottom panel. When we conducted the best 

treatment phase in which we implemented the high-p preferred food condition in isolation, we 

observed variable responding for 12 sessions before Danielle met the mastery criterion. Further, 

when we conducted the second comparison in the bottom panel, we never captured high levels of 

consumption in either high-p condition.  

This hypothesis seems particularly plausible because in the only other feeding study that 

compared the effectiveness of two iterations of the high-p sequence using a multielement within 

a nonconcurrent multiple baseline across foods design (Trejo & Fryling, 2018), the authors found 

that both conditions (i.e., topographically similar and dissimilar high-p demands) were 
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immediately effective across all foods. Because both conditions were immediately effective (i.e., 

the participant consumed food in both conditions during 100% of trials in all but the first similar 

high-p demand condition session), the participant only contacted the escape contingency once. 

Further, the remaining four studies that found that the high-p sequence was effective without 

escape extinction were “demonstration” studies. That is, the researchers evaluated the effects of 

the high-p sequence in isolation by conducting one high-p sequence condition per phase and all 

studies found that the high-p sequence was immediately effective such that their participants 

rarely, if ever, contacted the escape contingency. Therefore, it is possible that had we only run 

the high-p preferred food condition in isolation or if the high-p empty spoon condition was also 

effective, we may not have observed this effect. This remains an empirical question.  

Conversely, it is also possible that the high-p sequence may be more effective with less-

preferred food rather than nonpreferred food. During the first comparison in the top panel, we 

included two foods that Danielle never selected or consumed during the preference assessment. 

Despite Danielle’s preference assessment outcomes, it is possible that ham (food assigned to the 

high-p preferred condition) was more preferred than rice, which was assigned to the high-p 

empty spoon condition, and that we simply did not capture this preference in the preference 

assessment. Likewise, in the second high-p comparison, we included two foods that Danielle 

never selected or consumed in an additional preference assessment. Although the previous 

researchers did not provide empirical data on the preference value of the foods used in their 

studies, Meier et al., (2012) anecdotally noted that the variable responding they observed with 

one of the three foods in their study may have been due to that food being relatively less 

preferred than the other two foods. Researchers may consider systematically assessing the 
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effectiveness of the high-p sequence and its’ various iterations with foods of different preference 

values.  

To date, no studies evaluating the effects of the high-p sequence on food consumption 

have systematically assessed generalization to caregivers or novel foods. Interestingly, we found 

that generalization to caregivers and novel foods did not occur until NRS and re-presentation 

were implemented. Similarly, consumption did not maintain in the top panel until NRS and re-

presentation were implemented in the bottom panel, despite never having implemented NRS and 

re-presentation in the top panel. Therefore, our results seem to suggest that NRS and re-

presentation may facilitate generalization and maintenance. Researchers may consider evaluating 

the extent to which high-p with and without escape extinction produce maintenance and 

generalization to novel foods, feeders (e.g., caregivers, teachers), and settings (e.g., the home, 

school). 

The findings from this study should be interpreted relative to three limitations. First, due 

to the stay-at-home orders imposed by the government in response to the COVID-19 pandemic, 

we were only able to include one participant in this study and we only replicated the 

effectiveness of the high-p preferred food condition in one of two comparisons with this 

participant. As mentioned, more research is required on the participant characteristics that render 

the high-p sequence effective so researchers should parse out specific topographies of IMB into 

active and passive refusal and should present these data in their findings. 

A second limitation of this study is that our preference assessment procedures may not 

have allowed us to gather the most sensitive information on Danielle’s food preferences. 

Specifically, during presession exposure to each food, we did not require Danielle to try each 

food. It could be the case that if we included this requirement, we could have more accurately 
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captured her preference for the foods we included in our study. This would have allowed us to 

more closely, or with a greater degree of certainty, match the preference for foods across high-p 

conditions.  

Finally, although outside of the scope of this study, we did not assess if treatment gains 

generalized to Danielle’s caregivers in their home. Although we conducted generalization probes 

to the caregiver and novel foods in the clinic, it may have been valuable to further investigate the 

extent to which generalization occurred to the home as a result of the high-p sequence 

independently and after the addition of NRS and re-presentation. Particularly, it would have been 

valuable to assess if generalization occurred with the foods that never required NRS and re-

presentation (i.e., ham and rice; top panel) or if generalization to the home only occurred as a 

result of NRS and re-presentation being directly applied (i.e., orange and tomato; bottom panel).  

Taken together, our mixed findings highlight the need for additional research on the 

conditions under which the high-p sequence and its’ variants are more or less effective. To that 

end, researchers should identify the participants for whom the high-p sequence and its’ variants 

are effective, identify the most effective iteration of the high-p sequence, and evaluate the 

conditions under which escape extinction is needed to increase consumption.   
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Table 1 
 
Overview of the Participant Characteristics Within the Current High-P Sequence Evaluations 

 

  

Study Participant Age Participant 
Diagnosis Feeding Disorder Inappropriate Mealtime 

Behaviour 
High-P Effective 

McComas et al. (2000) 1.5 yrs DD Chronic Food Refusal SIB Yes 

Dawson et al. (2003) 3 yrs DD  Total Food Refusal Active Refusal No (without 
EE) 

Yes (with EE) 

Patel et al. (2006) 6 yrs 

2 yrs 

2 yrs 

DD 

DD 

DD 

Tube Dependence 

Total Food Refusal 

Tube Dependence 

No 

IMB 

IMB 

Yes 

Yes 

No 

Patel et al. (2007)  4 yrs PDD Partial Food Refusal No Yes 

Penrod et al. (2012) 9 yrs 

10 yrs 

ASD 

ASD 

Food Selectivity 

Food Selectivity 

Active Refusal 

Active Refusal  

Yes 

Yes 

Meier et al. (2012) 3 yrs ASD Picky Eating No Yes 

Ewry & Fryling (2016) 15 yrs ASD Food Selectivity No Yes 

Silbaugh & Swinnea 
(2018)  

5 yrs 

4 yrs 

6 yrs 

ASD 

ASD 

ASD 

Food Selectivity 

Food Selectivity 

Food Selectivity 

Active Refusal 

Active Refusal 

Active Refusal 

No 

No 

No 

Trejo & Fryling (2018) 9 yrs ASD Picky Eating No Yes 
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Table 2 
 
Overview of the Procedural Variations Within the Current High-P Sequence Evaluations 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Study High-P Topography # of High-P 
Demands 

Time Between 
High-P Demands 

Compliance 
Assessment 

Escape 
Extinction (EE) 

High-P Sequence 
Effective? 

McComas et al. 
(2000) 

Topographically 
Dissimilar  

3-5 
Not Specified Yes Yes Yes 

Dawson et al. (2003) Topographically 
Dissimilar  

3 5 s Yes Both No (without EE) 

Yes (with EE) 

Patel et al. (2006) Topographically 
Similar  

 

3 1-3 s Yes Yes 

Yes 

Yes 

Yes 

Yes 

No 

Patel et al. (2007)  Topographically 
Similar 

3 1-3 s Yes No Yes 

Penrod et al. (2012) Topographically 
Similar 

2 Not Specified No No 

No 

Yes 

Yes 

Meier et al. (2012) Topographically 
Similar 

3 3-5 s Yes No Yes 
 

Ewry & Fryling 
(2016) 

Topographically 
Similar 

3 5 s Yes No Yes 

Silbaugh & Swinnea 
(2018)  

Topographically 
Similar 

3 10-15 s Yes No 

No 

No 

No 

No 

No 

Trejo & Fryling 
(2018) 

Both 3 3-5 s Yes No Yes 
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Table 3 
 
Results of the Social Validity Questionnaire 

 

 

  

Question Parent Response 

Which treatment condition did you like best? High-p preferred food 

In the future, which treatment condition would you prefer to use? High-p preferred food 

How willing would you be to implement the high-probability request sequence in your home? Willing 

How willing would you be to recommend this intervention to others for who are picky eaters? Willing 

How often would this intervention interfere with your daily routines?  Some of the time 

How effective was this intervention in increasing acceptance of non-preferred foods? Somewhat effective 

How ethical does this intervention appear? Ethical 
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Figure 1 
 
Results of the First Paired Choice Preference Assessment 
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Figure 2 
 
Results of the Second Paired Choice Preference Assessment 

 
 
 
  



 36 

Figure 3 
 
Results of the Third Paired Choice Preference Assessment 
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Figure 4 
 
Results of the Compliance Assessment for the First High-P Comparison  
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Figure 5 
 
Results of the Compliance Assessment for the Second High-P Comparison  
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Figure 6 
 
Results of the High-P Comparison
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Figure 7 
 
Results of Active Refusal in the High-P Comparison 
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Figure 8 
 
Results of Passive Refusal in the High-P Comparison 
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WHO: Children with or without a developmental disability who eat a 

limited variety of food or who don’t like to try new food 

 

AGE: 2 – 17 years old 

 

WHAT: A study conducted through Brock University to compare two 

versions of a non-intrusive treatment to increase the variety of foods 

your child eats 

 

WHEN: 2-5 days/week for up to 1 hour per visit for 1-3 months 

 

WHERE: Applied Disability Studies Clinic near Brock University, your 

home, or your child’s school or therapy setting 

 

WHY: We hope to identify the most effective and efficient treatment 

to help your child and your family 

 

 

 

 

For more info please contact 

Laura Tardi (Principal Student Investigator: lt17dj@brocku.ca) or 
Dr. Kimberley Zonneveld (KZonneveld@brocku.ca)  

 
This study has been reviewed and received clearance 

from Brock University (File #18-338) 
 

 

Is your child a picky 
eater?  

Do you want your child to eat more healthy 
food? 

 

Appendix A 

Recruitment Flyer 
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Appendix B 
 

 
Research Consent for Participants 

 
 
Project Title: Comparing High-Probability Demands with and without Food to Increase the 
Consumption of Healthy Food in Picky Eaters  
 
Principal Investigators (PI):  
Dr. Kimberley Zonneveld, BCBA-D, Assistant Professor, Department of Applied Disability 
Studies; Ph: (905) 688-5550 x6708; Email: kzonneveld@brocku.ca  
 
Principal Student Investigators:  
Laura Tardi, M.A. Student, Department of Applied Disability Studies; Email: lt17dj@brocku.ca     
 
INVITATION  
Your child is invited to participate in a research project to help us compare two common versions 
of a non-intrusive treatment to increase the variety of foods your child eats. This procedure is 
called the high-probability instructional sequence and involves presenting three requests that 
your child has a high-probability of complying with (e.g., bite of preferred food) followed by 
presenting one request that your child has a low-probability of complying with (e.g., bite of non-
preferred food). One common version of this procedure involves presenting three bites of a 
preferred food followed by a bite of non-preferred food, whereas the other common version 
involves presenting three bites of an empty spoon (putting an empty spoon into his or her 
mouth) followed by a bite of non-preferred food.   
 
WHAT’S INVOLVED 
All assessments and sessions will either take place at the Brock University clinic space in St. 
Catharines, at your house, or your child’s school or therapy setting, whichever location you 
prefer. Sessions will take place 1 to 5 days a week, depending on your child and the researcher’s 
availability. All sessions will be videotaped to allow researchers the opportunity to re-watch the 
session for anything missed during the actual session. The name, pseudonym, or specific location 
of residence of your child will not be made available in the video. We ask that you provide us 
with the foods that you would like us to use during this study. 
 
We will begin by asking you to complete a brief survey to identify the foods that your child does 
eat and a list of foods your child does not eat, but that you feel it is necessary for them to eat. We 
will also ask for a list of any food allergies your child has and ask that you fill out a food log 
listing the foods your child ate for a one-week period. In addition, we will ask you to provide us 
with information on your child’s feeding and health history, demographic information, and 
information on related skills (e.g., speech skills, listener skills). If your child has received a skills 
assessment (e.g., VB-MAPP or ABLLS), and if you feel comfortable sharing with us, we would 
like to review these results to give us a complete picture of who your child is. 
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We will then conduct a brief assessment with the foods you listed, which will involve presenting 
a small piece of each food and asking your child to try it to further help us identify preferred and 
non-preferred foods for use in this study. We will present each food to your child up to three 
times. The food(s) that your child consistently eats will be considered the preferred foods and the 
food(s) that your child rarely eats will be considered the non-preferred foods. Next, we will 
conduct a brief compliance assessment with your child to determine if (a) taking a bite of 
preferred food and (b) taking a bite of an empty spoon are requests that your child has a high 
probability of complying with. Because we are comparing these two common versions of high-
probability requests on the acceptance of non-preferred foods, it is critical that we first ensure 
these two different types of requests are highly probable behaviors (i.e., consistently occur). We 
will conduct this same assessment at the end of the treatment comparison to determine if your 
child’s food preferences changed over the course of the study. 
 
We will observe your child during a few “meals” in your home where you provide your child 5 
bites of the food we are using in this study. These observed “meals” will take place before the 
first experimental session and after the last experimental session to assess whether treatment 
gains occur in the home when you, the parents or caregivers, present your child with the foods. 
This procedure will involve a member of our research team observing your child (in person or 
via video recording, whichever you prefer) in your home.  
 
Next, we will begin the treatment comparison. First, we will conduct a baseline phase in which 
no treatment is in effect. During baseline, we will present a small piece of the non-preferred food 
on a spoon and ask your child to take a bite. Next, we will begin to compare the two versions of 
the high-probability instruction sequence. When conducting sessions for both versions, we will 
present three high-probability requests followed by one low-probability request (i.e., one bite-
sized piece of the non-preferred food presented on a spoon). In one version, the high-probability 
request will consist of three bites of your child’s preferred food on a spoon. In the other version, 
the high-probability request will consist of three bites of an empty spoon. After the treatment 
comparison is complete, we will (a) conduct follow-up sessions will be conducted once per week 
for up to six weeks, depending on your child and the researcher’s availability, (b) briefly assess 
whether your child will eat any new foods that he or she did not eat before the study, and (c) ask 
you to answer some questions about what you thought about the treatment and what you liked 
and did not like about the treatment 
 
We will work with your schedule to determine how often we will meet with your child during 
the week. The first two assessments should not exceed two to four weeks, depending on your 
child’s availability. The length of the treatment comparison phase will also depend on your 
child’s availability and how quickly your child responds to the treatment. 
 
POTENTIAL BENEFITS AND RISKS 
Your child may face potential psychological risks during this study. We will be presenting small 
pieces of a food that has been identified as non-preferred for your child. Some children may 
engage in problematic behaviors as a result of being asked to eat non-preferred food (e.g., crying 
or food refusal). To mitigate these potential risks of this experiment, a positive environment will 
be maintained for the entire experiment. In addition, we will never force your child to take a bite 
of food. In fact, we will only present the food for 5 seconds. If your child doesn’t want to take a 
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bite within 5 seconds, we will remove that food item. It should also be noted that the session will 
also be terminated if your child cries for 10 consecutive seconds. 
 
There may be a risk that your child may choke on the food he/she is consuming; however, this 
risk is not higher than the risk of choking outside of research sessions. However, to ensure that 
your child is safe in the event that he or she does choke, all researchers conducting sessions with 
your child will be first aid trained. Your child will be putting the food in his/her mouth, we are 
not forcing the food into your child’s mouth. This is not a risk that is greater than your child 
would encounter in his/her everyday life while eating a typical meal. In addition, Dr. Zonneveld 
has over 10 years of experience in the assessment and treatment of feeding problems. All 
research assistants will be trained to competency in all aspects of the study and will be 
supervised by Dr. Zonneveld. 
 
Food selectivity can have a substantial negative impact on child nutrition and health (e.g., 
unbalanced diets, growth and nutrition deficits, weight loss, and malnutrition), by participating in 
this study we hope to increase the variety of healthy foods your child eats. The proposed research 
will have large effects for practitioners and parents to help treat food selectivity. Specifically, if 
the results show that one or both procedures are effective, then practitioners can use this method 
to treat food selectivity. Identifying the most effective method of treatment will increase 
treatment success for children. If both treatment methods are found to be effective, the length of 
time required to complete the treatment will be compared. Identifying this will reduce the time 
children are required to stay in treatment, meaning that children will be more quickly 
reintegrated into family meals and snacks. In addition, shorter treatment durations will result in 
children receiving the nutrients from a healthy and balanced diet that are necessary for optimal 
health. 
 
CONFIDENTIALITY 
Your child’s data, video recordings of your child, and any information you provide us is 
considered confidential. Only members of the research team will have access to your child’s 
data. We will refrain from using identifying information in e-mail correspondence, during 
presentations, or in publication of these results. Once your child’s data is being collected, his or 
her name will be changed into a pseudonym. A master list that links pseudonyms to real names 
will be stored on a network secured through Brock University’s Information Technology 
Services. These pseudonyms will be the names that appear on any representation of your child’s 
data.  
 
Paper data collected during this study will be stored in a locked cabinet behind a locked door. 
Electronic data, including video recordings will be kept on a network secured through Brock 
University’s Information Technology Services. All data will be kept for 10 years, after which 
time paper data will be securely shredded, and all electronic data (excluding video recordings) 
will be securely deleted from the secure network. If you provide consent for video recordings, all 
video recordings will be stripped of all personal identifiers and will be kept indefinitely for the 
purpose of teaching and/or dissemination at conferences. 
 
Only the principal investigator and the research team will have access to the data. 
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VOLUNTARY PARTICIPATION 
Participation in this study is voluntary. You may decline to answer any questions or have your 
child participate in any component of the study. Further, you may decide to withdraw from this 
study at any time up to and including the last study session and may do so without any reprisal 
from Brock University. If you choose to withdraw from the study, you will have the opportunity 
to decide what happens to your child’s data. You may ask for it to be securely destroyed, for it to 
be used in the study, or for it to be returned to you. If you choose to have the data returned to 
you, Laura Tardi will be available to meet with you should you have any questions. 
 
We will also obtain verbal assent from your child to participate in this study. For children with 
limited communication abilities, we will ask for a list of ways they show that they do not want to 
do something. If a child revokes assent on three consecutive sessions, we will schedule a meeting 
with you (either via phone or in person) and indicate that she/he has indicated that she/he does 
not want to participate. We will then ask if you would like us to offer your child another 
opportunity to attend our research or if you would like to withdraw your child. If your child 
revokes assent on our next attempt, we will excuse her/him from the study. 
 
PUBLICATION OF RESULTS 
Your child’s individual results, and your questionnaire responses, may be published in 
professional journals and may be presented at conferences or workshops. Please note that only 
pseudonyms will appear on any representation of your child’s data such that we will not identify 
you or your child in any way. The name or specific location of residence of your child will not be 
made available in any published reports.  
 
If you provide consent for video recordings, all names will be deleted from the video before the 
video is shown to anyone outside of our research team. Feedback about your child’s results will 
be made available to you throughout the study. You can receive a graph of your child’s results 
during the study. Further, you will be able to sit in on any (or all) sessions to observe your child 
while he or she participates in the study – although we ask that you remain out of your child’s 
view during all sessions that you attend. Feedback regarding the final results of the study will 
either be mailed or emailed to you (depending on your preference). This feedback will be sent to 
you one month after the study ends. Throughout the study, you may contact Laura Tardi, M.A. 
Student at lt17dj@brocku.ca, or Dr. Kimberley Zonneveld, BCBA-D at 905-688-5550 ext. 6708, 
or through email at kzonneveld@brocku.ca.  
 
*Please note that none of the members of this research team are psychologists and, as such, are 
not in a position to provide a clinical assessment of your child. 
 
CONTACT INFORMATION AND ETHICS CLEARANCE 
If you have any questions about this study or require further information, please contact Dr. 
Kimberley Zonneveld or Laura Tardi using the contact information provided above. This study 
has been reviewed and received ethics clearance through the Research Ethics Board at Brock 
University #17-338. If you have any comments or concerns about your child’s rights as a 
research participant, please contact the Research Ethics Office at (905) 688-5550 Ext. 3035, 
reb@brocku.ca. 
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PARTICIPANT CONSENT 
I, ______________________________, agree to allow my child to participate in the study 
described above. I have made this decision based on the information I have read in this form. I 
have had the opportunity to receive any additional details I wanted about the study and 
understand that I may ask questions in the future. I understand that I may withdraw this consent 
at any time. 
 
Please note that members of the research team are under obligation to follow mandatory 
reporting laws. That is, if any instance of child abuse is disclosed to or observed by a member of 
the research team, that member is required to report it to child protective services. 
 
Video Consent:  
Please note that video consent is not required for your child to participate in this study. 
If you provide any video consent, the name, pseudonym, or specific location of residence of your 
child will not be made available in the video. You will have the option to have your child’s face 
to be blurred and your child’s voice to be stripped from the video. 
 
I agree for video recordings of my child to be used for data-collection purposes. I am aware that 
these videos will only be viewed by members of the research team. 
c Yes 
c No 
 
I agree for video recordings of my child to be used for educational purposes in (please select all 
that apply):  
c Classes 
c Workshops 
c Conferences  
 
I would like my child’s face to be blurred out in any video used for education purposes to protect 
the identity of my child: 
c Yes 
c No 
 
I would like all audio removed in any video used for education purposes to protect the identity of 
my child: 
c Yes 
c No 
 
Notification of Results  
I would like to be notified of the final results of the study: 
                        c Yes    c No 
I would like to receive a graph of my child’s progress in the study: 
                         c Yes    c No 
 
 
Child’s Name: ___________________________________ 
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Caregiver’s Name:  _____________________________           Ph./Email: _______________ 
 
Signature : ______________________________________              Date: __________________ 
                                                                                                              (dd/mm/yy) 
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Appendix C 

Behavioural Feeding Assessment 

PARENT INTERVIEW 

 
Note: you may leave any section blank if you are uncomfortable sharing the information with the 
research team. 

Demographics 
 
Child Name____________________    Birthdate__________________ Age_______ 
 
Parent/ Guardian(s) Name_________________________________________________ 
Phone # ______________________________ 
 
Mother: 
Relationship to child: 
____  Natural parent   _____  Other relative (describe) _________ 
____ Adoptive parent                      _____ Other (describe) ________________ 
____ Foster parent (how long?) _________________ 
 
Father: 
Relationship to child: 
____  Natural parent   _____  Other relative (describe) _________ 
____ Adoptive parent                      _____ Other (describe) ________________ 
____ Foster parent (how long?) _________________ 
 
Child’s Race: 
____ White ____ South Asian ____ Chinese ____ Black ____ Filipino 
____ Latin American ____ Arab ____ Southeast Asian ____ West Asian 
____ Korean  ____ Japanese ____ Other - 
specify__________________________ 
 
Family: 
Household composition: 
_____ Married couple _____ Extended family 
_____ Unmarried,  _____ Single parent 
          stable couple 
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List any other people who live in your home other than you and your child (e.g., aunt, 
grandparent): 
____________________________________________________________________ 
____________________________________________________________________ 
 

General Developmental Background 
 
What was you/the child’s mother’s pregnancy/birth experience (please note any 
complications):_______________________________________________________ 
____________________________________________________________________ 
Does your child have any health conditions/diagnoses (inherited conditions, medications, 
diagnoses, etc.): 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Please list your child’s accidents, traumatic events, hospitalizations, or major illnesses:  
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Please describe your child’s overall development (gross and fine motor, language, and social, 
etc.): 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Can you recall any variations or stresses in day-to-day living conditions (moves, job changes, 
sibling births, serious illnesses in family, etc.) at the time the feeding problem first started?:  
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
What, if any, problem behaviours does your child do outside of mealtime (e.g., hitting, 
screaming, heavy crying, etc.). 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 

Current Feeding Problems 
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____ Eats too fast      ____ Eats too little 
____ Eats too slow      ____ Eats too much 
____ Fails to chew food     ____ Pushes food away/Refuses 
food 
____ Vomits or gags     ____ Fails to suck 
____ Spits food out      ____ Refuses to open mouth 
____ Throws or drops food     ____ Takes food from others 
____ Drools       ____ Cries or tantrums 
____ Turns away from spoon    ____ Messy eater 
____ Plays with food     ____ Refuses to swallow food 
____ Leaves table      ____ Finicky eater 
____ Eats non-food items     ____ Ruminates 
____ Sneaks or steals food     ____ Refuses certain foods (please 
list in space provided below): 
 
Additional information you think we should know: 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
In your own words, describe your child’s feeding problem(s):  
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
What does your child do when you offer him/her food s/he doesn’t like or doesn’t want to eat  
(e.g., covers her mouth, hits me, attempts to leave the table, pushes the plate away, says, “No”). 
Please describe in detail: 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
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Does your child engage in problematic behaviours during meals/snacks even when you haven’t 
presented food s/he doesn’t like or doesn’t want to eat (e.g., runs away, hits, screams, cries 
heavily/inconsolably).  
Note: for the purpose of this research, complaining, whimpering, and light tears are not  
considered “problematic”. 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 

Current Food Preferences 
 
Please rank 8 food items that your child enjoys eating (in order of his or her preference): 
 
1. ___________________________________         2.___________________________________ 
3. ___________________________________         4.___________________________________ 
5. ___________________________________         6.___________________________________ 
7. ___________________________________         8.___________________________________ 
 
 
Please rank 8 food items that your child does not enjoy eating, but you feel is necessary to eat (in 
order of his or her least preferred first):  
 
1. ___________________________________         2.___________________________________ 
3. ___________________________________         4.___________________________________ 
5. ___________________________________         6.___________________________________ 
7. ___________________________________         8.___________________________________ 
 

Feeding History 
 
When and how did your child’s feeding problems begin?:  
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Have there been any changes in these feeding problems over time: 
___________________________________________________________________ 
___________________________________________________________________ 
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___________________________________________________________________ 
 
Are there any medical restrictions on certain foods or liquids (including allergies): 
___________________________________________________________________ 
___________________________________________________________________ 
 

Mealtime Habits 
 
What foods and other liquids does your child currently and regularly accept: 
___________________________________________________________________ 
___________________________________________________________________ 
 
Check types your child accepts: 
____ fruits   ____ meats   ____ breads/ cereals 
____ vegetables  ____ dairy products  ____ sweets/ snacks 
 
Check textures your child accepts: 
____ strained/ puréed ____ chopped  ____ crunchy 
____ blended  ____ crisp   ____ regular 
____ mashed  ____ chewy   ____ liquid 
 
What foods and liquids did your child accept at one time but no longer accepts: 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
What foods and liquids does your child regularly reject: 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Who regularly feeds your child (e.g., mother, father, varies):  
___________________________________________________________________ 
___________________________________________________________________ 
 
Does your child feed him/herself? If yes, how does s/he do so (e.g., uses fingers, fork) and does 
this change depending on if the food is preferred or nonpreferred ? 
Preferred foods:______________________________________________________ 
Nonpreferred foods:___________________________________________________ 
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What is the typical sequence in which food is offered (e.g., liquids last, preferred foods first): 
___________________________________________________________________ 
___________________________________________________________________ 
 
Will your child sit at the table for a meal or snack? If so, for how long? 
___________________________________________________________________ 
___________________________________________________________________ 
 
How are meals typically offered (e.g., at the table with the rest of the family, at the table at a 
separate time than when the rest of the family eats, in front of the tv, on the floor): 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
How are snacks typically offered (if the same as meals, write “same” in space below) 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Are meals presented at scheduled times each day? If no, please describe when meals are offered 
(e.g., my child “grazes” all day)? If yes, please provide a rough estimate of your child’s meal 
schedule. 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Are snacks presented at scheduled times each day? If no, please describe when snacks are 
offered (e.g., my child “grazes” all day)? If yes, please provide a rough estimate of your child’s 
snack schedule. 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
What is the proportion of your child’s daily intake of food and liquids outside meals (i.e., snacks, 
breast feeds):  
___________________________________________________________________ 
___________________________________________________________________ 
 
How would you describe your child’s appetite (e.g., poor, variable, strong): 
___________________________________________________________________ 



 55 

___________________________________________________________________ 
 

Feeding Techniques 
 
What strategies have you tried to get your child to eat & have they worked? 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Have you received any professional recommendations (e.g., vitamins, food supplements, feeding 
techniques)? If yes, how long did you try these professional recommendations & did they work? 
Please specify for each previous recommendation: 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
Has your child had a previous feeding assessment by a health professional (e.g., physiciain, 
speech-language pathologist, occupational therapist, etc.). If yes, did the health professional 
suspect any challenges with feeding or swallowing? Please explain.  
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
What/who has been the major sources of your feeding information (e.g., fellow parent, friend, 
spouse, webMD, behavior analyst, occupational therapist, speech-language pathologist, 
physician).  
___________________________________________________________________ 
___________________________________________________________________ 
 

Feeding Treatment Plans 
 

What are your top 3 priorities regarding your child’s feeding:  



 56 

___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
 
What, if any, obstacles do you think have hindered past, current, or future treatment plans (e.g., 
child’s health, parents’ availability to implement past treatment plans): 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 

Previous Treatments & Assessments 
 
Has your child received therapy unrelated to your child’s feeding difficulty (e.g., intensive 
behavioural intervention, occupational therapy, speech-language therapy)? Please specify  
type and duration of each therapy: 
___________________________________________________________________ 
___________________________________________________________________ 
 
Has your child previously completed a skills assessment (circle):  Yes  No 
Will you provide us with a copy of the skills assessment (circle):   Yes  No  
 
How does your child tell you what s/he wants or needs (check all that apply)? 
____ gestures  ____ pictures  ____ simple words 
____ 2-3-word sentences ____ full sentences   
 
If your child uses sentences, how many words does s/he typically use in a sentence? 
____ 2-3 words   ____ 4-6 words  ____ more than 6 words 
 
Approximately, how many words does your child have in his/her vocabulary? 
____ 0  ____ 1-4  ____ 5-14   ____ 15-29 
____ 30-49  ____ 50-99  ____ 100-199  ____ 200-500  
____ 500-1000 ____ 1000+ 
   
Approximately, how many who, what, and where questions can your child answer (e.g., who is 
your teacher, what is your name, where do you live, etc.)?  
____ None ____ A few ____ Most ____ All  
 



 57 

How many exchanges can your child have with another person in a conversation (e.g., Exchange 
1: “what is your name?” Exchange 2: “my name is Johnny, what is your name?” … )? 
____ None  ____ 1-3 ____ 4-6 ____ more than 6  
 
Does your child follow instructions? (circle):  Yes  No 
 
What is the highest number of steps your child can follow in one instruction (e.g., pick up that 
pen and pass it to me = 2 steps)? 
____ 1-step ____ 2-step ____ 3-step ____ 4-step ____ 5-step ____ 5+ steps 
 
If your child does not communicate using words or sentences, do they repeat sounds that you 
say?  
____ Never ____ Rarely ____ Sometimes ____ Often ____ Always  
 
If your child does not communicate using words or sentences, do they repeat words that you say?  
____ Never ____ Rarely ____ Sometimes ____ Often ____ Always  
 
How would you rate your child’s compliance with tasks that are not food related? 
____  Never compliant ____  Rarely compliant ____ Sometimes complaint  
____ Often/generally compliant    ____ Always compliant 
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Appendix D 

Preference Assessment Data Sheet 

 
Child: ___________________      Date:_____________ 
Evaluator: _______________       Primary/Reliability 
 
Abbreviated Instructions: 

1. Allow the child to sample a dime-size of each food before the session by placing each 
food on a plate, labeling the food, and stating, “You can try it if you want to.” 
2. If the child does not try to food after two prompts to try to food, remove the food 

from the preference assessment and replace it with a different food (unless you are 
specifically assessing low to nonpreferred foods) 

3. Place two dime-sized pieces of food on the plate in front of the child and say, “Pick one”. 
4. If the child selects a food, give the child approximately 30 s to consume the food  
5. After 20 s lapses, ask the child to open his or her mouth to ensure the child has 

swallowed the food 
• If the child swallows the food, present the next pair of foods 
• If the child didn’t swallow the food, say, “chew the food” every 5 s until he/she 

swallows, and ask the child to open his/her mouth to ensure all food is consumed 
• If the child does not select a food within 5 s of presentation of a pair of food, re-issue the 

instruction  
• If the child does not select a food after the second prompt, remove the pair of food 

and present the next pair of food 
• If the child attempts to select both foods, block it, and tell the child to “pick ONE”. 
• Continue until all food has been paired with every other food 2 times. 

 
 

• Consumption (C): The participant selects (e.g., grasps or points to) one of the two 
presented foods within 5 s of presentation, puts the food in their mouth, chews and 
swallows the food, and has no visible food in their mouth 20 s after acceptance (at the 
clean-mouth check) in the absence of expulsion.  

• Expulsion (E): The participant emits food or liquid larger than the size of a pea past the 
lips  
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Trials (circle the item that was selected and denote  C  within the box): 
 

1 x 2 1 x 3 1 x 4 1 x 5 1 x 6 1 x 7 1 x 8 1 x 9 1 x 10 

2 x 3 2 x 4 2 x 5 2 x 6 2 x 7 2 x 8 2 x 9 2 x 10  

3 x 4 3 x 5 3 x 6 3 x 7 3 x 8 3 x 9 3 x 10   

4 x 5 4 x 6 4 x 7 4 x 8 4 x 9 4 x 10    

5 x 6 5 x 7 5 x 8 5 x 9 5 x 10     

6 x 7 6 x 8 6 x 9 6 x 10      

7 x 8 7 x 9 7 x 10       

8 x 9 8 x 10        

9 x 10         

 
 

  

Item % Consumed Rank 

1________   

2________   

3________   

4________   

5________   

6________   

7________   

8________   

9________   

10________   
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Appendix E 

General Data Sheet 

 
Response Codes: 
A= Acceptance      C= Consumption E= Expulsion   AR= Active Refusal    PR= Passive Refusal  
Condition: ______________   Session: _____________ Food:_____________ 
Date: __________________   Evaluator: ____________ Primary/Reliability 
Start time: _____________   End time: ____________ 
 

Trial Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

1 A    C    E    AR____________       PR____________ 
   

2 A    C    E    AR____________       PR____________    

3 A    C    E    AR____________       PR____________    

4 A    C    E    AR____________       PR____________ 
   

5 A    C    E    AR____________       PR____________ 
   

Summary: 
 Acceptance Consumption Expel Active 

Refusal 
Passive 
Refusal 

Neg 
Vocs 

Refusal 
Statements 

Total            /5            /5           /5            /5            /5   
Analysis        %           %           %           %           %   
 
Condition: ______________   Session: _____________ Food:_____________ 
Date: __________________   Evaluator: ____________ Primary/Reliability 
Start time: _____________   End time: ____________ 
 

Trial Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

1 A    C    E    AR____________       PR____________ 
   

2 A    C    E    AR____________       PR____________    

3 A    C    E    AR____________       PR____________    

4 A    C    E    AR____________       PR____________ 
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5 A    C    E    AR____________       PR____________ 
   

Summary: 
 Acceptance Consumption Expel Active 

Refusal 
Passive 
Refusal 

Neg 
Vocs 

Refusal 
Statements 

Total            /5            /5           /5            /5            /5   
Analysis        %           %           %           %           %   
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Appendix F 

High-P Comparison Data Sheet 

 
Response Codes: 
A= Acceptance      C= Consumption E= Expulsion   AR= Active Refusal    PR= Passive Refusal  
 
Condition: ______________   Session: _____________ Food:_____________ 
Date: __________________   Evaluator: ____________ Primary/Reliability 
Start time: _____________   End time: ____________ 
 

Bite Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

High-P A    C    E    AR____________       PR____________ 
   

High-P A    C    E    AR____________       PR____________    

High-P A    C    E    AR____________       PR____________    

Low-P A    C    E    AR____________       PR____________ 
   

 

Bite Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

High-P A    C    E    AR____________       PR____________ 
   

High-P A    C    E    AR____________       PR____________    

High-P A    C    E    AR____________       PR____________    

Low-P A    C    E    AR____________       PR____________ 
   

 

Bite Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

High-P A    C    E    AR____________       PR____________ 
   

High-P A    C    E    AR____________       PR____________    
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High-P A    C    E    AR____________       PR____________    

Low-P A    C    E    AR____________       PR____________ 
   

 

Bite Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

High-P A    C    E    AR____________       PR____________ 
   

High-P A    C    E    AR____________       PR____________    

High-P A    C    E    AR____________       PR____________    

Low-P A    C    E    AR____________       PR____________ 
   

 

Bite Occurrence/Nonoccurrence 
Frequency 

Comments Neg Vocs Refusal 
Statements 

High-P A    C    E    AR____________       PR____________ 
   

High-P A    C    E    AR____________       PR____________    

High-P A    C    E    AR____________       PR____________    

Low-P A    C    E    AR____________       PR____________ 
   

 
End time: ____________ 
 
Summary: 

 High-P 
Acceptance 

Low-P 
Acceptance 

High-P 
Consumption 

Low-P 
Consumption Expel Active 

Refusal 
Passive 
Refusal 

Neg 
Vocs 

Refusal 
Statements 

Total /15 /5 /15 /5 /20 /20 /20   

Analysis        %        %        %        %       %        %        %   
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Appendix G 

Preference Assessment Procedural Integrity 

 
Therapist: ______________ Child: ______________  Session: ______________ 
Evaluator: ______________ 
 

Trial Bite Presentation Prompt Delivery Clean-Mouth Prompt 
1 Y              N Y              N Y              N 
2 Y              N Y              N Y              N 
3 Y              N Y              N Y              N 
4 Y              N Y              N Y              N 
5 Y              N Y              N Y              N 
6 Y              N Y              N Y              N 
7 Y              N Y              N Y              N 
8 Y              N Y              N Y              N 
9 Y              N Y              N Y              N 
10 Y              N Y              N Y              N 
11 Y              N Y              N Y              N 
12 Y              N Y              N Y              N 
13 Y              N Y              N Y              N 
14 Y              N Y              N Y              N 
15 Y              N Y              N Y              N 
16 Y              N Y              N Y              N 
17 Y              N Y              N Y              N 
18 Y              N Y              N Y              N 
19 Y              N Y              N Y              N 
20 Y              N Y              N Y              N 
21 Y              N Y              N Y              N 
22 Y              N Y              N Y              N 
23 Y              N Y              N Y              N 
24 Y              N Y              N Y              N 
25 Y              N Y              N Y              N 
26 Y              N Y              N Y              N 
27 Y              N Y              N Y              N 
28 Y              N Y              N Y              N 
29 Y              N Y              N Y              N 
30 Y              N Y              N Y              N 
31 Y              N Y              N Y              N 
32 Y              N Y              N Y              N 
33 Y              N Y              N Y              N 
34 Y              N Y              N Y              N 
35 Y              N Y              N Y              N 
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36 Y              N Y              N Y              N 
37 Y              N Y              N Y              N 
38 Y              N Y              N Y              N 
39 Y              N Y              N Y              N 
40 Y              N Y              N Y              N 
41 Y              N Y              N Y              N 
42 Y              N Y              N Y              N 
43 Y              N Y              N Y              N 
44 Y              N Y              N Y              N 
45 Y              N Y              N Y              N 
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Appendix H 

General Procedural Integrity 

 
Therapist: ______________ Child: ______________  Session: ______________ 
Evaluator: ______________ 
 

Trial  Bite Presentation Prompt Delivery Clean-Mouth Prompt Praise Delivery 

1 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
2 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
3 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
4 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
5 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 

 
Therapist: ______________ Child: ______________  Session: ______________ 
Evaluator: ______________ 
 

Trial  Bite Presentation Prompt Delivery Clean-Mouth Prompt Praise Delivery 

1 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
2 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
3 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
4 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
5 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 

 
Therapist: ______________ Child: ______________  Session: ______________ 
Evaluator: ______________ 
 

Trial  Bite Presentation Prompt Delivery Clean-Mouth Prompt Praise Delivery 

1 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
2 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
3 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
4 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
5 Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 

 
 
 



 67 

 
Appendix I 

High-P Comparison Procedural Integrity 

 
Therapist: ______________ Child: ______________  Session: ______________ 
Evaluator: ______________ 
 

Session Bite Presentation Prompt Delivery Clean-Mouth Prompt Praise Delivery 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
Low-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
     
High-P Bite  Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
Low-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
     
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
Low-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
     
High-P Bite  Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
Low-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
     
High-P Bite  Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
High-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
Low-P Bite Y        N        N/A Y        N        N/A Y        N        N/A Y        N        N/A 
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Appendix J 

Social Validity Parent Questionnaire 

(adapted from Carr et al., 2002; Congdon, 2013) 
 

1. Which treatment condition did you like best?  
 

¨ High-probability request with a 
preferred food on a spoon  

¨ High-probability request with an 
empty spoon 

 
2. In the future, which treatment condition would you prefer to use?  

 
¨ High-probability request with a 

preferred food on a spoon  
 

¨ High-probability request with an 
empty spoon 

3. How willing would you be to implement the high-probability request sequence in your 
home? 
a) Unwilling 
b) Somewhat willing 
c) Willing 

 
4. How willing would you be to recommend this intervention to others for who are picky 

eaters? 
a) Unwilling 
b) Somewhat willing 
c) Willing 

 
5. How often would this intervention interfere with your daily routines?  

a) Never  
b) Some of the time 
c) All of the time 

 
6. How effective was this intervention in increasing acceptance of non-preferred foods? 

a) Ineffective 
b) Somewhat effective 
c) Effective 

 
7. How ethical does this intervention appear? 

a) Unethical 
b) Somewhat ethical 
c) Ethical  

 
Any additional comments of feedback: 
______________________________________________________________________ 


