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Abstract 

Evidence indicates that Facing Your Fears (FYF), a manualized, group-based cognitive-

behavioural therapy (CBT) that utilizes graded exposures, is effective for reducing anxiety and 

increasing emotion regulation in children with autism. Treatment fidelity, or the accuracy of 

treatment delivery, is a critical component for sustainable implementation and positive child 

outcomes. Few studies have focused on clinicians' fidelity implementing FYF and lack of 

follow-up data raises questions about maintenance of accuracy over time for clinicians with 

limited CBT experience. While evidence shows that the usual didactic teaching used for clinician 

CBT training has poor maintenance of fidelity over time, it is unknown how the FYF training-as-

usual (i.e., a combination of didactic teaching, role-plays, and experiential activities) fares over 

time. To our knowledge, no research has examined the impact of virtual behaviour skills training 

(BST) with self-monitoring on clinicians’ fidelity implementing FYF. In a multiple-baseline 

design across three clinicians, we evaluated the efficacy of the training for increasing fidelity of 

FYF graded-exposures skills (preparing for and conducting exposures), identified by the 

clinicians. All clinicians met the fidelity mastery criterion (i.e., 90% across two sessions) within 

three sessions, and their performance maintained at two- and six-month follow-up. Clinicians 

rated their confidence and competence of FYF implementation pre-and post-training, and at six-

month follow-up. All clinicians’ ratings increased post-training and maintained at follow-up. 

Clinicians reported that the training procedures were acceptable on a social validity measure 

administered at post-training and six-months follow-up. Incorporating evidence-based training to 

improve FYF treatment fidelity could optimize training and improve child outcomes.  

Keyword(s): facing your fears, behaviour skills training, self-monitoring, fidelity of 

implementation, cognitive-behavioural therapy  
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Evaluating Virtual Training for Increasing Clinicians’ Fidelity of Implementation of the 

Facing Your Fears Curriculum  

Neurodevelopmental disorder (NDD) is an umbrella term encompassing a group of 

conditions that arise due to issues during pre-natal development, which may lead to various 

motor, social, personal, occupational, and academic impairments (American Psychiatric 

Association, 2015; Morris-Rosendahl & Crocq, 2020). This diagnostic category within the 

American Psychiatric Association’s Diagnostic and Statistical Manual (APA, 5th edition, 2013) 

includes autism spectrum disorder (ASD), intellectual disabilities, attention deficit/hyperactivity 

disorder, communication disorders, neurodevelopmental motor disorders, tic disorders, and 

specific learning disabilities (Morris-Rosendahl & Crocq, 2020). Based on 2006 census data in 

Canada, the prevalence of one or more NDDs in children aged between the ages of five and 14-

years-old is estimated at 3.3% (Miller et al., 2013). Additionally, a nationwide cohort study 

conducted by Straub and colleagues (2022) identified that 34.9% of children in the United States 

obtained a diagnosis of at least one NDD by the age of eight years old. Similarly, a cross-

sectional study found that 55.5% of children between seven and thirteen years old who are 

referred to mental health services in Norway are diagnosed with one or more NDDs (Hansen et 

al., 2018). Of these, 6.1% of children were diagnosed with ASD. Hansen and colleagues (2018) 

further determined that other non-NDD mental health conditions were most likely to be 

comorbid with NDDs, and that anxiety disorders were the most frequent comorbid disorder. For 

ASD specifically, anxiety was the most frequent comorbid disorder. Studies from the United 

States (Christensen et al., 2018; Kerns et al., 2015; Lecavalier et al, 2019), Canada (Diallo et al, 

2017; Kim et al., 2000), the United Kingdom (Simonoff et al., 2008), as well as a meta-analysis 

conducted by van Steensel and colleagues (2011) demonstrate similar high co-occurrence, 
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between ASD and anxiety disorders. Anxiety disorders are characterized by the experience of 

excessive fear symptoms, abnormal threat-processing and, physiological hyper-arousal (Otowa et 

al., 2016; Remes et al., 2016). These disorders can affect children’s quality of life and of those 

supporting them, family and peer relationships, academic achievements, and future employment 

opportunities (Reaven, 2011; Reaven et al., 2012; van Steensel et al., 2012). Anxiety may be 

particularly detrimental to youth with ASD and their families (Kerns et al, 2015) as it may 

worsen impairments in social interactions and stereotyped and repetitive behaviours (Reaven, 

2011; Reaven et al., 2012). These behaviours and anxiety may also be affected by caregiver 

anxiety and over-protection, where caregivers avoid anxiety-provoking situations (Reaven, 2011; 

Reaven et al., 2012). Long-term implications include isolation due to the lack of established 

social relationships, difficulty handling fear-inducing situations, poor academic and employment 

outcomes, and limited coping skills (Reaven, 2011). Fortunately, several therapies exist which 

help teach adaptive coping skills to children and caregivers, which promote better emotion 

regulation in children with anxiety disorders and children with ASD and co-occurring anxiety 

(Maddox et al., 2016).  

Cognitive Behavioural Therapy 

Cognitive behavioural therapy (CBT) is an evidence-based intervention which 

encompasses a collection of empirically validated protocols that are considered best practice in 

treating a range of mental health conditions (e.g., anxiety, depression, schizophrenia, and 

substance misuse) and NDDs and co-occurring mental health conditions or symptoms (e.g., dual 

diagnoses of ASD and anxiety) across various age-groups (Creswell et al., 2014; David et al., 

2014; Hofmann et al., 2012; van Steensel et al., 2011). Developed over several decades, CBT 

went through three “waves” of changes. The first wave was based on observable behaviours and 
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incorporated both classical and operant conditioning (Carona, 2022). The second wave of CBT 

focused on the interplay between covert (i.e., thoughts and emotions) and overt behaviours (i.e., 

actions), where covert behaviours can be monitored, changed, and possibly lead to changes in 

overt behaviours (Carona, 2022; Dobson, 2013), although the effects of and the relationship 

between changes in covert and overt behaviours requires further research (Hundt et al., 2013; 

Unwin et al., 2016). The current, third wave of CBT combines the foundations of the first two 

waves and incorporates mindfulness (Carona, 2022). Strategies commonly used in CBT include 

cognitive strategies such as paying attention to and reformulation of negative thoughts, 

behavioural strategies, such as graded exposures to distressing stimuli, and mindfulness (i.e., 

being nonjudgmentally aware of the present moment; Creswell, 2017).   

Coping Cat 

One of the first CBT programs for youth with anxiety disorders was called Coping Cat 

(Kendall, 1994), and aimed to help children and adolescents identify anxiety symptoms and find 

functional behaviours such as positive and action-oriented self-directed talk and relaxation to 

decrease the experience of anxiety (Creswell et al., 2014). Coping Cat combines 

psychoeducation, appraisal, and modification of covert behaviours, practicing problem solving 

and coping skills through modelling and exposure, and reinforcement in a 16-session manualized 

curriculum (Creswell et al., 2014; Lenz, 2015). The program integrates worksheets for youth to 

complete at home and with facilitators to plan and work through fear hierarchies of distressing 

stimuli (Lenz, 2015). Evidence demonstrates decreased anxiety and improved coping skills in 

youth with (McNally Keehn et al., 2013) and without ASD (Lenz et al., 2015) who completed 

the Coping Cat program, when compared to waitlist groups and alternative treatment groups 

(Lenz et al., 2015). 
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Facing Your Fears  

Another evidence-based CBT intervention for children diagnosed with ASD and co-

occurring anxiety is called Facing Your Fears (FYF; Reaven et al., 2009; Reaven et al., 2011). 

This manualized group-based CBT program provides 14 group sessions combining 

psychoeducation and graded exposures to children and parents. These sessions educate children 

and parents on anxiety, its symptoms, and how to conduct graded exposures with children (i.e., 

gradual exposures to anxiety-inducing situations in their day-to-day lives; Reaven, Blakeley-

Smith et al., 2009). In a randomized controlled trial, Reaven and colleagues (2012) found 

significant clinical improvements (d = 1.03) in the FYF group, indicating treatment effectiveness 

in decreasing anxiety severity, which maintained up to six months post-intervention. 

Additionally, FYF is commonly implemented by a variety of mediators, such as clinicians and 

school staff, in diverse settings, such as community centres and in out-patient service (Drmic et 

al., 2017; Reaven et al., 2015; Reaven et al., 2012; Reaven et al., 2022; Reaven et al., 2018; 

Solish et al., 2020). School-based FYF has been shown by Drmic and colleagues (2017) and 

Reaven and colleagues (2022) to be effective for reducing anxiety symptoms in children with 

ASD, as measured through youth and caregiver reports. Community-based FYF was also shown 

to be effective in decreasing anxiety across several measures, with medium effect sizes (Solish et 

al., 2020). The FYF curriculum has also been adapted for telehealth delivery and has been 

demonstrated to be effective, feasible, and acceptable (de Nocker & Toolan, 2021). Hepburn and 

colleagues (2016) also reported significant improvements in pre-post youth- and caregiver-

reported measures of anxiety (dcorr = .74). 

Clinician Training and Capacity 

An important consideration of CBT is that critical components of the therapy, such as 
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experiential activities (i.e., graded exposures), require extensive experience and training for 

clinicians to implement the procedures effectively and with fidelity (Waltman et al., 2017). 

Fidelity is defined as the procedural accuracy of treatment delivery, or whether the intervention is 

delivered as intended (McKenna et al., 2014). Previously, CBT was under the purview of mental 

health, and was implemented by highly trained masters or doctoral graduates who would have 

had at least one year of internship and supervised practice with CBT-related skills (Montgomery 

et al., 2010). However, due to numerous barriers impeding access to evidence-based mental 

health services (e.g., few trained professionals, cost, setting, and stigma), the delivery of CBT 

has shifted towards a stepped-care model (Bower & Gilbody, 2005; Creed et al., 2021; Creswell 

et al., 2014; Diebold et al., 2020, Montgomery et al., 2010; Reaven et al., 2022; Valentine et al., 

2019). A stepped-care model involves providing the least-restrictive, least-intensive, and cost-

efficient care first (e.g., group therapy, bibliotherapy, delivered by paraprofessionals), and 

escalating to more intensive treatment (e.g., one-on-one therapy delivered by experts or 

psychologists) if needed (Bower & Gilbody, 2005; Creswell et al., 2014; Montgomery et al., 

2010). Using this model and to improve access to care and capacity, paraprofessionals are 

receiving the CBT training-as-usual to deliver CBT to various populations (e.g., youth, inpatient 

adolescents, at-risk young men, and mothers) and to manage a range of mental-health conditions 

(e.g., anxiety and depression; Creed et al., 2021; Diebold et al., 2020), NDDs and co-occurring 

mental health conditions  or symptoms (e.g., co-occurring ASD and anxiety or anxiety 

symptoms; Reaven et al., 2022), and criminal behaviour (Valentine et al., 2019). 

Paraprofessionals are front-line staff who work in close contact with clients but may have limited 

knowledge of CBT (Creed et al., 2021; Creswell et al., 2014; Montgomery et al., 2010; Valentine 

et al., 2019). Knowledge-based didactic teaching is the most common CBT training provided to 
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clinicians and paraprofessionals (Beidas & Kendall, 2010; Chu et al., 2015; Herschell et al., 

2010). Typically, this type of training involves a workshop (e.g., ranging from a few hours to 

several days), a manual, and brief role-play (Beidas & Kendall, 2010; Chu et al., 2015; Herschell 

et al., 2010).  

Fidelity and Outcomes. Didactic teaching has been associated with poor long-term 

maintenance of fidelity in clinicians implementing CBT (Beidas et al., 2012; Bennett-Levy et al., 

2009; Chu et al., 2015; Hassan et al., 2017; Herschell et al., 2010; Waltman et al., 2017). 

However, the relationship between fidelity and client outcomes remains unclear (Beidas & 

Kendall, 2010; Southam-Gerow et al., 2021). Some research indicates that while clinician 

competence is related to positive client outcomes, clinician experience (Brown et al., 2012) and 

therapy setting (McLeod et al., 2019) may also influence the effect of fidelity on client outcomes. 

Additionally, some evidence suggests that improved fidelity when implementing CBT is related 

to improved treatment effectiveness and improved client outcomes (Bennett-Levy et al., 2009), 

such as improved academic performance in teens with attention-deficit/hyperactivity disorder 

(i.e., as measured using grade-point average) (Sibley et al., 2021), improved classroom 

behaviours (i.e., on-task behaviour and peer interactions), and decreased occurrences of 

externalizing behaviours (i.e., verbal threats directed at others and hitting others) in third-grade 

children at-risk for externalizing behaviour exhibiting aggression in school and at home 

(Lochman et al., 2009). Findings from dialectical behaviour therapy similarly indicate that 

clinician fidelity may be related to improved therapy engagement in suicidal clients and 

decreased suicide attempts and hospitalizations (Harned et al., 2022).    

Facing Your Fears: Clinician Training and Graded Exposures 

Like other CBT curricula (e.g., Coping Cat; Beidas et al., 2012), current practices for  
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training clinicians and paraprofessionals to deliver FYF involve knowledge-based didactic 

teaching using a manual (Reaven et al., 2011) and an expert presentation, but unlike other CBT 

training, also combines group experiential activities and role-play during a two-day workshop 

(Reaven et al., 2015; Reaven et al., 2018; Solish et al., 2020) (subsequently referred to as FYF 

training-as-usual). While previous studies have demonstrated good short-term fidelity, there is a 

lack of evidence demonstrating long-term follow-up on fidelity and quality of clinicians’ FYF 

implementation. Furthermore, only one study (Reaven et al., 2018) has evaluated the fidelity of 

psychologists and clinical psychology graduate students implementing FYF and found high 

fidelity for the duration of the study, however, there were no follow-up assessments. 

Implementing CBT procedures requires competence in complex skills that can be arduous to 

train to mastery with knowledge-based procedures alone. When used on its own, didactic 

teaching for implementing CBT was shown to have poor maintenance of fidelity over time in 

trained psychologists (Bennett-Levy et al., 2009; Waltman et al., 2017). Graded exposures are a 

vital component of CBT for treating anxiety, and yet are the most difficult element to train and 

implement with fidelity (Bennett-Levy et al., 2009; Chu et al., 2015; Gillihan et al., 2012; Kobak 

et al., 2013; Waller, 2009; Waltman et al., 2017; Wong et al., 2020). Therefore, it is important to 

investigate training procedures that will lead to lasting, and effective implementation of FYF by 

clinicians with little experience with CBT and more difficult aspects such as graded exposures. A 

possible solution to improve clinician training procedures to increase long-term fidelity and 

quality may be to incorporate an evidence-based, performance and competency-based framework 

such as behavioural skills training (BST). This well-established training framework includes 

instruction, modelling, rehearsal, and feedback and repeating the last two steps until a 

predetermined mastery criterion is met (Parsons et al., 2012).  
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Behaviour Skills Training  

As described by Parsons and colleagues (2012), the instruction component of the BST 

involves the trainer providing the operational definition of the skills to be performed and 

explaining the relevance of the trained skills to the trainee. A checklist is used by the trainer to 

provide the written operational definition of the behaviours required for the skill, and to measure 

the trainee’s skill performance. Next, during the modelling component, the trainer performs the 

target skills with the trainee. Additionally, during the rehearsal step, the trainee practices 

performing the target skill with the trainer. The trainer records the trainee’s performance using 

the checklist. During the feedback component and using the checklist, the trainer provides the 

trainee with feedback to improve their performance. Finally, the rehearsal and feedback 

components are repeated until the trainee meets a predetermined mastery criterion, such as a 

score of 100% on the performance checklist for a certain number of trials. This training 

procedure is performance and competency-based, meaning that training continues until a 

predetermined mastery criterion is met (Cooper et al., 2020; Parsons et al., 2012). Studies have 

demonstrated that performance and competency-based training is effective for acquiring practical 

skills and linking practical and theoretical knowledge (Bennett-Levy et al., 2008). A valuable 

aspect of BST is the ability to integrate it within a pyramidal training framework (Erath et al., 

2020; Parsons et al., 2013), where one trainer can train multiple trainees. This training approach 

can help to mitigate the barriers to clinician training (i.e., limited access to training; Erath et al., 

2020; Karsten et al., 2015; Parsons et al., 2013) and has been shown to be effective for training 

staff in various settings (i.e., residential settings, private homes, and school settings; Karsten et 

al., 2015) and across various skills (i.e., preference assessments, functional analyses, and 

instructional skills; Erath et al., 2020). Several studies suggest that BST is an effective 
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supplementary training procedure to didactic teaching for enhanced implementation fidelity of a 

CBT interventions (Hassan et al., 2017; Smith et al., 2018) and more virtual support of 

facilitators of Acceptance and Commitment Training (Magnacca et al., 2021).  

Virtual Training 

CBT  

The increasing availability of new technologies provide promising solutions for access to 

training for clinicians and paraprofessionals and possible increased access to evidence-based 

therapies for clients (German et al., 2017; Kasparik et al, 2022; Mastroleo et al., 2020; Singh & 

Reyes-Portillo, 2020). In one study, German and colleagues (2017) showed that a web-based 

CBT training combined with peer feedback led to equivalent CBT knowledge, as measured by a 

self-report measure (i.e., e Cognitive Therapy Rating Scale), compared to an in-person workshop 

lead by an expert and required a fraction of the resources. Similarly, Kasparik and colleagues 

(2022) demonstrated an important increase in CBT knowledge after German users accessed a 

web-based trauma-focused therapy. Mastroleo and colleagues (2020) assessed the effectiveness 

of a computer-based CBT training that combined simulated role-play, brief didactic teaching, 

and feedback. Compared to standard manualized training, students in the computer-based 

training performed better in explaining and understanding CBT concepts, and agenda setting, but 

not in primary drug use assessments. Additionally, Singh and Reyes-Portillo's (2020) systematic-

analytic study assessed the use of technology for training clinicians in evidence-based therapies. 

Their findings indicated that only half of the studies reported on training completion and most 

studies assessed skill acquisition and knowledge using self-report measures. Although more 

research is needed to assess competence using objective and direct competence measures, in 

addition to knowledge measures, these studies (German et al., 2017; Kasparik et al, 2022; 
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Mastroleo et al., 2020; Singh & Reyes-Portillo, 2020) indicate that virtual training delivery 

appears to be a promising avenue for research and for building training capacity for CBT and 

other evidence-based therapies. 

BST  

A further solution for improving access to clinician training is the virtual or telehealth 

delivery of clinician training (e.g., using videoconference platforms; Karsten et al., 2015; 

Tomlinson et al., 2018). While telehealth delivery for clinician training presents its unique 

challenges (i.e., technological issues, access to internet services, limited target behaviours; 

Tomlinson et al., 2018), this training approach has been shown to be effective and acceptable for 

clinician skill acquisition of various behavioural analytic strategies (Tomlinson et al., 2018). For 

example, evidence from both a randomized clinical trial (Fisher et al., 2014) and single-subject 

research (Higgins et al., 2017) shows that virtual BST for training clinicians results in 

improvements in target skill implementation (e.g., preferences assessments, behaviour change 

procedures). Fisher and colleagues (2014) reported large effect sizes (Cohen’s d > 3.0). Sump 

and colleagues (2018) also found that clinician training using BST and delivered virtually, was 

as effective as in-person training for therapists with less experience implementing behavioural 

analytic procedures. In addition to BST and virtual adaptations of BST, a behavioural self-

management procedure (self-monitoring) may help increase clinicians’ long-term maintenance of 

performance fidelity.  

Self-Monitoring  

Self-management strategies are empirically supported practices that involve an individual 

changing their behaviour using self-directed behavioural change procedures and establishing a 

mastery criterion (Miltenberger, 2016, p. 419; Simonsen et al., 2013). While several self-
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management strategies exist to change one’s own behaviour, self-monitoring remains an 

effective self-directed form of performance-based strategy, which involves identifying one’s own 

target behaviour, recording the occurrences of that behaviour, and establishing a goal for that 

behaviour (i.e., to increase or decrease its occurrence) (Miltenberger, 2016, p. 419). Self-

monitoring has been used in conjunction with various interventions such as: parent-training 

(Ivory & Kern, 2022; Sanders and Glynn, 1981), teacher training (Simonsen et al., 2013), BST 

(Dogan et al., 2017), and Acceptance and Commitment Therapy (Hayes et al., 2006). Recent 

research suggests that, when paired with feedback, self-monitoring checklists are effective for 

long-term maintenance of fidelity in clinicians implementing the Biobehavioural Catch-up 

curriculum (Caron & Dozier, 2019), an intervention aimed at using coaching for improving 

caregiver-child interactions in families who faced adversity. However, there is limited research 

on the effects of self-monitoring when paired with virtual delivery of BST (Karsten et al., 2015). 

Adding a self-monitoring component to the virtual BST model may lead to improved long-term 

maintenance of clinician fidelity and quality of FYF implementation of graded exposures (Caron 

& Dozier, 2019; Hassan et al., 2017; Smith et al., 2018). 

Variables Influencing Clinician Training   

Capacity and Access to Training 

 As mentioned earlier, in both the CBT and BST literature, client access to effective 

mental-health treatment partly depends on the number of clinicians and paraprofessionals able to 

provide such services (Creed et al., 2021; Diebold et al., 2020; Reaven et al., 2022; Valentine et 

al., 2019). This barrier is somewhat addressed by using the stepped-care model (Bower & 

Gilbody, 2005). However, for this model to work effectively, clinicians and paraprofessionals 

need access to effective clinician training, which depends in part on the number of trained 
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professionals available to train other staff (Erath et al., 2020; Karsten et al., 2015; Parsons et al., 

2013). Additional barriers to clinician training involve financial resources, time, and travel 

required for training (Erath et al., 2020; Karsten et al., 2015; Parsons et al., 2013). Pyramidal 

approaches and telehealth and virtual delivery of clinician training are ways that have been 

shown to be viable to improve clinician-training capacity (Karsten et al., 2015; Sump et al., 

2018; Tomlinson et al., 2018), which in turn could be beneficial for improving client access to 

mental-health services. While the virtual and pyramidal training models had been shown to be 

acceptable for clinicians receiving training (Higgins et al., 2017), no studies have obtained 

trainee input for target-skill selection. 

Trainee-Informed Target Selection 

There has been increased focus on person-centered care across various health- and mental 

health-related fields (Coulombe et al., 2016; Santana et al., 2017). Person-centered care 

prioritizes the therapeutic relationship between the service provider and the person receiving care 

and emphasizes the importance of incorporating consumers’ values within their treatment plans 

(Choi et al., 2022; Santana et al., 2017). While the relationship between person-centered care and 

client outcomes remains unclear, promising improvements have been observed related to client 

satisfaction and independence (Rathert et al., 2012; Coulombe et al., 2016). The field of applied 

behaviour analysis (ABA) is founded on the principles that treatments must be socially important 

to the client and/or their loved ones, and that all programs are based on individualized 

assessments of skills and behaviour function (Baer et al, 1968; Behavior Analyst Certification 

Board [BACB], 2020; Cooper et al., 2020).  

Despite the focus on client-centered care, there is little to no research on trainee-informed 

target selection (Simpkin & Walesby, 2017) in the BST research. Trainee-informed target 
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selection is defined similarly to person-centered care, where the trainee (i.e., clinician or 

paraprofessional) identifies skills that they would like to improve on, such that the training is 

individualized to their needs (Simpkin & Walesby, 2017). Having clinician input when 

identifying skills may be a socially valid approach to clinician-training, which would further 

generalize the founding principles of ABA (Baer et al., 1968) and the client-centered model 

beyond clinical and therapeutic applications. This approach may further bolster the acceptability 

of clinician training delivered virtually.  

Research Purpose  

No research to date has used trainee-informed target selection while examining the use of 

performance and competency-based training (Bennett-Levy et al., 2009; Smith, 2018) such as 

BST (Parsons et al., 2012; Smith, 2018) combined with self-monitoring (Sanders & Glynn, 1981) 

for improving front-line clinicians’ fidelity of implementation of a CBT intervention. The goal of 

the current study was to address the gap in the literature by evaluating the efficacy of virtual BST 

and self-monitoring for increasing clinicians’ fidelity of implementation of key components of 

FYF (fear hierarchies and graded exposures), which were selected based on their pre-training 

perceived confidence ratings.  

This research had three objectives. The first objective was to examine whether a virtual 

training (based on BST and self-monitoring) would increase fidelity of implementation of the 

core FYF components (fear hierarchies and graded exposures) in three clinicians with little 

experience in CBT for anxiety in children with ASD, who had recently received the FYF 

training-as-usual. The second objective was to evaluate the long-term maintenance of fidelity of 

implementation. The third objective was to assess the impact of the training on clinicians’ 



 

   

 

14 

perceptions of their confidence in implementing the fear hierarchies and graded exposures, and 

whether clinicians found this training approach acceptable.  

Research Questions and Hypothesis  

Objective 1  

i. Does the virtual training (trainee-informed target skill selection, virtual BST 

sessions with role-play, combined with self-monitoring and a treatment integrity 

checklist), increase clinicians’ fidelity of FYF fear hierarchies and graded 

exposure implementation and maintain up to six-months post-virtual training?   

We hypothesized that clinicians’ fidelity of FYF implementation would increase post-virtual 

training compared to baseline, or post-training-as-usual (Bennett-Levy et al., 2008; Hassan et al., 

2017; Magnacca et al., 2021; Smith et al., 2018), and would maintain up to six-months post-

virtual training (Caron & Dozier, 2019; Dogan et al., 2017; Ivory & Kern, 2022; Sanders & 

Glynn, 1981; Simonsen et al., 2013). 

Non-Experimental Questions and Expected Outcomes 

Objective 2  

i. Does the virtual training increase clinicians’ perceived confidence of the FYF 

procedure from baseline, or post-training-as-usual, to post-virtual training?  

We expected clinicians’ perceived confidence ratings of FYF implementation to increase post-

virtual training compared to post-training-as-usual (Bennett-Levy et al., 2008; Hassan et al., 

2017; Magnacca et al., 2021; Smith et al., 2018). 

ii. Do clinicians find the virtual training acceptable?  

We expected clinicians to find the virtual training acceptable (Baer et al., 1968; Choi et al., 2022; 

Gould et al., 2021; Hassan et al., 2017; Smith et al., 2018; Simpkin & Walesby, 2017). 
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Significance of the Proposed Research 

 This research builds on the existing literature (Bennett-Levy et al., 2008; Hassan et al., 

2017; Magnacca et al., 2021; Smith et al., 2018; Reaven et al., 2022; Reaven et al., 2018; 

Simpkin & Walesby, 2017) as it incorporated clinician input during the research design to 

identify the skill that clinicians found most valuable for training. This trainee-informed approach 

may be valuable for identifying socially valid target skills for clinicians and paraprofessionals. 

The addition of evidence-based training such as BST and self-monitoring to improve clinicians’ 

fidelity of implementation of the FYF fear hierarchies and graded exposures may lead to 

enhanced tools for training clinicians with various backgrounds to deliver CBT with fidelity. 

This could build capacity for service delivery. Lastly, findings from this study could lead to 

future research assessing the effectiveness of virtual training delivery, which could in turn 

improve accessibility of CBT training for clinicians. 

Methods 

Design 

This study used a repeated measures single-subject experimental design, namely a 

concurrent multiple baseline design across three clinician participants. This design was used to 

assess the impact of virtual training (BST and self-monitoring) on clinicians’ fidelity of 

implementation of core component of the FYF intervention. The core components –fear 

hierarchies and graded exposure implementation – were identified by clinicians using a 

confidence form described below, which also aligned with the literature describing these skills as 

difficult to train and implement with fidelity (Chu et al., 2015; Gillihan et al., 2012; Kobak et al., 

2013; Waller, 2009; Waltman et al., 2017; Wong et al., 2020). Before the design was 

implemented, there was a preparation for research phase, during which researchers met online 
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with clinicians and gathered data to inform target skill selection, using a confidence assessment. 

This was followed by a target skill assessment phase (i.e., Baseline 1) which was completed to 

assess clinicians’ performance and refine the specific FYF skills to target. That is, to assess 

which FYF skills they were performing with the least fidelity. A second baseline was completed 

to measure the clinicians’ fidelity of implementation of two FYF skills (i.e., fear hierarchies and 

graded exposures) after receiving the FYF training-as-usual. Next, the virtual training (BST and 

self-monitoring) was implemented. The follow-up phase occurred at two-months and six months 

post-training and followed the same procedure as the second baseline, except clinicians were 

able to continue to self-monitor their fidelity of graded exposure implementation. 

Independent Variable 

The independent variable consisted of using a trainee-informed approach to target skill 

selection and three, brief virtual BST sessions combined with role-play and self-monitoring 

using treatment integrity checklists for the target skills. The virtual component consisted of 

meeting and having clinicians perform the fear hierarchies and graded exposure components of 

FYF with researchers using the Lifesize teleconferencing platform.  

Dependent Variables 

The primary dependent variable was clinician fidelity of implementation of the target 

skill during role-play, as measured using a treatment integrity checklist. Clinician-perceived 

confidence and social validity were secondary dependent variables, measured using their 

respective questionnaires described below. 

Participants 

We recruited three clinicians (see demographic information in Table 1; Appendix A) via 

email (Appendix B) from a community agency that provides behavioural services and therapy 
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for children and adults with ASD and intellectual disabilities. Clinicians were given the 

pseudonyms Alice, Anna, and Aria. Clinicians had little to no experience delivering FYF, 

although were delivering FYF to families throughout the study. 

 

Table 1 

Clinician Demographic Data 

 

Participant Age a Sex Ethnicity Education Certification 
CBT 

Training 

FYF 

Training 

Alice 

 

25 – 35  Female White 
Bachelor’s 

Degree 
RBT No Yes 

Anna 25 – 35  Female 
Prefer 

Not to 

Say 

Master’s 

Degree 

BCBA No Yes 

Aria 18 – 24  Female White Bachelor’s 

Degree 

RBT Yes Yes 

Note. CBT = Cognitive behavioural therapy; FYF = Facing Your Fears; RBT = Registered 

Behavior Therapist; BCBA = Board Certified Behavior Analyst. 

a Age displayed in years. 

 

Measures and Data Collection 

Demographic Questionnaire 

Clinicians responded to nine items (Appendix A) pertaining to personal information such 

as age, sex and gender, ethnicity, education level, certifications, clinical training, and FYF 

training. This questionnaire served to identify clinicians’ overall experience in the field, past 

training, and education. All information was deidentified. 

Clinician Outcome Data 

Clinicians’ pre- and post-training scores were measured using a researcher-designed 
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 treatment integrity checklists (Appendix C) and confidence form (Appendix D). The confidence 

form assessed clinicians’ perceived FYF confidence and helped identify the FYF components 

that clinicians found challenging after receiving training-as-usual. This form was sent to 

clinicians via email, along with their de-identified participant number. The treatment integrity 

checklists were used to measure clinicians’ fidelity of FYF implementation.  

Target Skill Assessment. Using the confidence scores (obtained using the confidence 

form described below), as well as Dr. Judy Reaven’s facilitator fidelity forms (Appendix E), 

three task analyses were developed (see Appendix F; i.e., Task Analysis 1, targeting preparation 

for hierarchies which contained eight items; Task Analysis 2, targeting creating hierarchies, 

which contained 14 items; Task Analysis 3, targeting practicing graded exposures, which 

contained 15 items) and were used to assess clinician fidelity during the first baseline phase. A 

percentage of steps correct (i.e., fidelity) was calculated for each task analysis dividing the 

number of steps completed correctly by the total number of steps in the task analysis. Scores 

obtained during Baseline 1 confirmed which of the skills to target; that is, skills with high scores 

were removed, and only skills with low scores were kept (under 70%). A finalized treatment 

integrity checklist was then created by combining items from Task Analyses 2 and 3 related to 

creating hierarchies and practicing exposures. These were the skills on which clinicians obtained 

the lowest scores (fidelity), which also aligned with their confidence scores.  

Revised Treatment Integrity Checklist. This 26-item checklist assessed whether 

clinicians implemented two of the core competencies of FYF (fear hierarchies and exposures), 

identified in Baseline 1 (Appendix C) with fidelity in Baseline 2 and all subsequent phases. 

Clinicians were expected to create fear hierarchies and practice graded exposures with research 

assistants role-playing children and parents. These two components were broken down into 26 
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steps, such as identifying a fear to work on, breaking down this fear into smaller steps, reviewing 

and modelling critical skills needed for going through the graded exposures with children, and 

helping parents practice these skills to accompany their children during exposures at home. 

Additionally, the checklist assessed clinicians’ ability to re-direct children’s challenging 

behaviours using FYF strategies. This was assessed during role-play with clinicians, where at 

least four instances of challenging behaviours and four instances of parents requiring help were 

pre-programmed in a script. This script was used by the researcher and research assistants during 

the role-play to ensure similarity in researcher performances across sessions and across clinicians 

and to approximate real world conditions. The treatment integrity checklist was used across all 

experimental phases. After every session, the researcher calculated the percentage of steps 

implemented correctly by dividing the number of steps performed correctly by the total number 

of steps in the checklist.  

Confidence Rating Form. This measure was used to identify FYF components that 

clinicians found challenging after receiving training-as-usual, which helped inform the selection 

of the skills to be targeted in training for this evaluation. It consisted of 16 items, which were 

statements pertaining to clinicians’ confidence that are rated on a five-point Likert scale. 

Clinicians were asked to select the rating that best indicated their confidence level, ranging from 

1 (not at all) to 5 (very much). Total scores could range from 16 to 80, where higher scores 

indicate greater confidence in FYF implementation.  

Social Validity. Social validity was measured using an adapted format of the Treatment 

Acceptability Rating Form-Revised (TARF-R; Reimers et al., 1991) (Appendix G). This measure 

assessed the acceptability of the BST and self-monitoring procedures. The TARF-R (Reimers et 

al, 1991) is a 20-item measure designed to assess intervention acceptability. Items are rated on a 
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seven-point Likert scale from 1 (not at all or none) to 7 (very much, many or all the time). 

Greater scores represent greater acceptability of an intervention. This measure is reported by 

Carter (2007) and Reimers and colleagues (1992) to have good internal consistency. 

Data Analysis 

Inter-observer Agreement  

The researcher collected clinician fidelity data during all sessions. Research assistants 

were trained as independent observers by the researcher to code a percentage of the sessions. 

They were not blind to the purpose of the study nor the study phases. Training involved coding 

sample videos until reliability reached 100% agreement across two videos. After training, 

reliability was checked after scoring two videos and recalibration occurred if agreement fell 

below 90%. One independent, trained coder scored clinician fidelity for 33% of the sessions 

across all phases, using the treatment integrity checklist (Appendix C). Item-by-item inter-

observer agreement (IOA) of clinicians’ fidelity of implementation was calculated between the 

researcher and the independent coder. All sessions included in the IOA calculations were 

randomly selected using an online number randomizer (https://miniwebtool.com/random-

picker/). The average IOA for clinician fidelity was 97.86% (SD = .03, range 92.31% – 100%) 

across participants. Inter-observer agreement was 100% (SD = 0) for Alice, 96.15% (SD = 3.85, 

range 92.31%–100%) for Anna, and 97.43% (SD = 2.22, range 96.15%–100%) for Aria. 

Procedural Reliability  

The researcher self-monitored procedural reliability using a checklist (Appendix H) 

during all sessions and across all phases. Two trained coders (training described above) scored a 

combined 33% (i.e., one coder scored 30%, and the other scored 3%) of the sessions across all 

phases, using the same checklist (Appendix C). Coders only scored the sessions in which they 

https://miniwebtool.com/random-picker/
https://miniwebtool.com/random-picker/
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were not role-playing. All sessions included in the IOA calculation were randomly selected using 

the online number randomizer mentioned above. Item-by-item IOA of the researcher’s 

procedural reliability was calculated between the researcher’s self-reported score and the coders’ 

ratings on their respective 30% and 3% coded sessions. The coders reported an average of 97% 

for the researcher’s procedural reliability (SD = 0.03, range 91.24%–100%) and average IOA 

was 99% (SD = 0.02, range 94.73%–100%), across participants. For Alice, the average 

researcher procedural reliability was 93.63% (SD = 1.91, range 91.42%–94.73%) and IOA was 

98.24% (SD = 3.04, range 94.73%–100%). For Anna, the average researcher procedural 

reliability was 100% (SD = 0) and IOA was 100% (SD = 0). For Aria, researcher procedural 

reliability was 98.09% (SD = 3.30, range 94.28% –100%) and IOA was 100% (SD = 0). 

Visual Analysis 

 A visual analysis of the data patterns was conducted according to Wolfe and colleagues 

(2019). Level, trend, and variability were assessed across clinicians and all phases of the study to 

make data-based decisions, and after the study to assess the virtual training effect on fidelity of 

implementation. 

Effect Size 

 In addition to visual analysis, the percentage of data points exceeding the median (PEM; 

Chen & Ma, 2007; Ma, 2006) was used to calculate the effectiveness of the training on 

clinician’s fidelity of implementation. The PEM effect size calculation was chosen over the 

percentage of non-overlapping data (PND; Scruggs et al., 1987) due to the possibility of data 

reaching ceiling level, making this effect size measure better suited for this data set (Alresheed et 

al., 2013; PEM; Chen & Ma, 2007; Ma, 2006). The PEM has a range of zero to one, similar to 

other effect size measures, where zero is ineffective and one is highly effective (Chen & Ma, 
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2007; Ma, 2006). The researcher calculated PEM for each clinician by ordering the baseline data 

points from smallest to largest and identifying the median. The number of intervention data 

points that are above the median line were then counted and divided by the total number of 

intervention data points.  

Materials 

Teleconferencing Software 

 All interactions with clinicians were done via the Lifesize teleconferencing platform 

using desktop or laptop computers. This platform enables secure and encrypted video and audio 

calls, and contains chat, hand raise, and recording functions. Recorded calls were automatically 

saved to the secure Lifesize online account per the Lifesize specifications (Lifesize 2020a; 

2020b). There were no instances of dropped calls, delays, or other technical difficulties. 

Facing Your Fears Facilitator Manual 

 Researchers had access to the manual developed by Dr. Reaven and colleagues (2011). 

The manual was used to identify core activities related to fear hierarchies and graded exposures 

to incorporate in the treatment integrity checklist. The clinicians also had access to this manual 

since they had received training-as-usual.  

Vignette with Script  

 To simulate a realistic FYF group, researchers developed a client profile. This client 

profile included a vignette (Appendix I) describing a hypothetical child, their behaviours, their 

preferences, and their environment. The vignette was developed with the help of FYF expert Dr. 

Reaven and a clinician from the community agency who was familiar with the FYF curriculum. 

Worksheets taken from the FYF facilitator manual were also partially completed. The vignette 

and the worksheets were provided to clinicians via a shareable link. The researchers role-playing 
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the child and parent in the sessions followed the vignette (Appendix I) and script (Appendix F 

and H), to ensure consistency of verbal behaviour across researchers and clinicians. The script 

included four instances of the child engaging in challenging behaviours, four instances of the 

child requiring help with fear hierarchies and graded exposures, and four instances of the 

caregiver requiring help with fear hierarchies and graded exposures.  

Procedure 

The procedures for this experiment were reviewed and cleared by the Research Ethics 

Board (REB) of Brock University (file #20-233). 

Recruitment 

Researchers sent an invitation and informed consent (Appendix B) via email to the 

Clinical Education and Research Supervisor at the agency, who shared the information with 

clinicians. The inclusion criteria required that all clinicians who had little to no previous CBT or 

FYF experience and had recently received the FYF training-as-usual. The training-as-usual 

followed a didactic format where the facilitator manual, a presentation, group experiential 

activities, and role-play were used to review the procedures for delivering the 14 sessions of the 

curriculum. This took place during a two-day virtual workshop. Clinicians were assured that 

their willingness to take part in the research was completely voluntary. Although clinicians did 

not receive additional compensation, their participation in the study occurred during paid 

working hours. 

Preparation for Research and Confidence Assessment 

This phase served to inform both the feasibility and the design of the research. According 

to the Canadian Interagency Advisory Panel on Research Ethics’ Tri-Council Policy Statement 

(TCPS2; 2018), data may be collected during this phase, prior to consent and REB approval. As  
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outlined by the TCPS2, post-hoc consent was obtained for all information and data obtained 

during this phase. 

During this initial exploratory phase, researchers met online with the three clinicians to 

discuss time-commitments and the phases involved in this study. Clinicians also completed the 

confidence rating form (Appendix B). This information was used to identify graded exposures as 

one of the core FYF competencies to target in the virtual training sessions, which informed 

development of the treatment integrity checklists described above and aligned with the literature 

on exposure implementation (Chu et al., 2015; Gillihan et al., 2012; Kobak et al., 2013; Waller, 

2009; Waltman et al., 2017; Wong et al., 2020). 

Consent  

Researchers met with all clinicians individually and reviewed the content of the consent 

form. Obtaining informed consent involved clearly stating the steps, the benefits, and the risks 

involved in this study. Clinicians were informed that they would be recorded for research 

purposes through the camera and microphone of their portable or desktop computer or through 

their smartphone. Clinicians were told that their confidentiality would be protected by removing 

any identifying information from the data and assigning them a numerical code. Clinicians were 

informed of their right to withdraw from the study without any consequences. Any clinician that 

would have requested to withdraw from the study (none did) would be permitted to do so 

immediately and would have been asked if they would have preferred their data to be 

confidentially destroyed or used in the study. Clinicians were provided with the option to receive 

additional information regarding the results of the study. All clinicians were informed that they 

would not be compensated for participating in this study. Clinicians were told that their data 

could not be anonymous given the video recordings. Furthermore, they were asked to notify the 
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researcher if they felt uncomfortable or overwhelmed and needed to take a break. The researcher 

reminded clinicians of this at the beginning of every session. Researchers ensured that all 

clinicians’ treatment integrity would not be shared with other members of their team or 

supervisors at the community agency. 

Confidentiality 

Any identifying information was removed from the data, and a numerical code was used 

instead. A master list was kept separately to link the numerical code with the identifiable data. 

All primary data was kept on the researchers’ restricted Microsoft SharePoint site with a 

password. Once data collection was complete, identifying information was only retained if 

clinicians indicated that they would be interested in being contacted about future similar studies. 

Identifying information was only kept if clinicians provided consent for the researcher to do so 

for up to five years after the study for future correspondence about similar studies. 

Research Phases 

Baseline 1: Target Skills Assessment. All clinicians who provided consent were asked 

to participate in mock sessions with the researchers playing the roles of caregiver and child in the 

FYF group. These sessions were recorded on the Lifesize platform. Using a fictional vignette and 

client profile (Appendix I), clinicians were asked to perform a specific skill related to fear 

hierarchies and graded exposures. Namely, for the first skill, preparing for fear hierarchies (Task 

Analysis 1), the clinician was provided with the instruction to show the researchers how they 

would help the child-caregiver dyad prepare for fear hierarchies (i.e., complete worksheets and 

hypothetical fear hierarchies). For the second skill, creating fear hierarchies, clinicians were 

provided with the instruction to show researchers how they would help the child-caregiver dyad 

create fear hierarchies (i.e., identifying child’s specific fear and breaking it down into smaller 
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steps). For the third skill, practicing graded exposures, clinicians were provided with the 

instruction to help the child-caregiver dyad practice graded exposures (i.e., using the fear 

hierarchy to expose child to identified fear, coaching parents). After providing the instruction, 

researchers told clinicians that they could answer questions about the child-caregiver pair, but 

could not answer questions about FYF sessions, worksheets, or steps to complete. Researchers 

then provided the vignette and worksheets to clinicians. Researchers then followed the script 

(Appendix F) to role-play as a child and caregiver pair. Task Analysis 1 took 60.67 minutes, on 

average to complete across clinicians, and Task Analyses 2 and 3 each took 43 minutes to 

complete on average, across clinicians. Clinicians had average baseline treatment integrity scores 

above 70% for Task Analysis 1 (M = 96%, SD = 6.93, range 88 – 100%), and below 70% for 

Task Analyses 2 and 3. These scores indicated that clinicians’ performance was adequate for 

skills related to preparing clients for fear hierarchies, but not for skills related to creating fear 

hierarchies or practicing graded exposures, which also aligned with clinicians’ confidence scores 

from pre-training. Due to time constraints and to remove redundant items, Task Analyses 2 and 3 

were combined into a finalized treatment-integrity checklist (Appendix C). Clinicians’ scores for 

the fear hierarchy and graded exposures in Baseline 1 were also combined for consistent 

reporting across phases. 

Baseline 2: Refined Target Skill Assessment. All clinicians who provided consent were 

asked to participate in mock sessions with the researchers playing the roles of caregiver and child 

in the FYF group. These sessions were recorded on the Lifesize platform. Using a fictional 

vignette and client profile (Appendix I), clinicians were provided the instruction to show 

researchers how they would help the child and caregiver dyad create the fear hierarchy and 

practice exposures. Like in Baseline 1, researchers followed the script for the role-play 
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(Appendix H) and told clinicians they could only answer questions related to the child-caregiver 

pair. Clinicians’ performance was scored by researchers using Appendix C (the treatment 

integrity checklist). Sessions took 60.13 minutes to complete on average. All clinicians had an 

average treatment integrity score below 70% and they all proceeded to the training phase. 

Clinicians also completed the demographic questionnaire. Due to clinician availability, there was 

a two-month gap between the first and second baseline. 

Virtual Training: BST and Self-Monitoring. The clinician with the most stable 

baseline (Alice) received the training first while the other clinicians were assessed under 

Baseline 2 conditions. Once in the training phase, the researchers and clinicians met online for 

brief virtual sessions via the Lifesize platform. Session duration was 65 minutes on average, 

across clinicians (range, 38–83 minutes). Timing between training sessions ranged from 10 

minutes (i.e., for Alice and Aria) to one full day (i.e., for Anna). Clinicians had received the FYF 

training-as-usual from an experienced trainer as described on page 23. The training sessions 

included the trainer using a vignette, a script, and the treatment integrity checklists to provide 

specific feedback and opportunities for the clinicians to rehearse components of the hierarchies 

and exposures that they scored lowest on in baseline. The BST framework was used to teach 

clinicians to self-monitor and practice implementing the fear hierarchies and graded exposures. 

During these sessions, the researcher began the instruction portion of BST by reviewing the 

treatment integrity checklist with the clinician. The researcher demonstrated and explained how 

the treatment integrity checklist was used to monitor clinicians’ FYF fear hierarchies and graded 

exposure implementation. The researcher and a research assistant then modelled how to perform 

the items on the checklists that were not performed by the clinician during baseline. During 

rehearsal, the researcher provided the instruction to, “show how the clinician would help a child 
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and caregiver pair create a fear hierarchy and practice exposures”, while also using the checklist 

to self-monitor. The clinician then practiced implementing the FYF fear hierarchies and graded 

exposures with the researcher role-playing a child and a research assistant roleplaying the 

caregiver in the mock-FYF group and following the script (Appendix H). The checklist served as 

a visual prompt for the 26-steps of the checklist for the target skill to complete. Within the role-

play the researchers provided at least four verbal prompts in the form of questions or asking for 

help and provided at least four opportunities for behaviour management by simulating a child 

engaging in challenging behaviours. The researcher provided live feedback during the rehearsal, 

for example if the clinician errored on a step of the task analysis, the researchers first used a 

question as a verbal prompt for the clinician to perform the step (e.g., the researcher role-playing 

the child could say “What about preferred items?” if the step for selecting or describing 

reinforcers was missed). If the verbal prompt was unsuccessful, the researcher told the clinician a 

step was missed and described how to perform the step. The clinician was provided with the 

opportunity to rehearse this step. If a clinician correctly performed a previously missed step, the 

researcher told the clinician they were succeeding or performing well (e.g., “You are doing great 

at identifying the specific fear!”). After each session, clinicians were asked to share their self-

monitoring scores, which were compared to the scores recorded by researchers. Discrepancies 

across scores and items were discussed with clinicians, and feedback on scoring was provided. 

The practice and feedback components were repeated until the clinician obtained at least 90% 

fidelity on the treatment integrity checklist for the target skill across two consecutive sessions. 

Due to the pragmatic nature of this study and time-constraints with clinician time, only three 

training sessions took place, and no in vivo post-training measures of fidelity were obtained with 

the clinicians working with children. Clinicians received the training phase in a staggered fashion 
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based on their performance to meet the requirements of the multiple baseline research design. 

Clinicians completed the confidence rating form and the treatment acceptability rating form 

within two-weeks of the last training session. 

Follow-up. At two- and –six-months post-training, clinicians engaged in the same 

procedure as in Baseline 2, however, clinicians also had access to the treatment integrity 

checklist to self-monitor their own performance during role-plays. Sessions lasted 57.67 minutes 

on average, across clinicians. Clinicians completed the confidence rating form and the treatment 

validity rating form within two-weeks of the six-month follow-up. 

Results 

Fidelity of Implementation 

Preparing for Fear Hierarchies  

Clinicians’ performance related to preparing child-caregiver dyads to create fear 

hierarchies (Task Analysis 1) reached ceiling level in Baseline 1. Alice and Aria’s scores reached 

100% and Anna’s score reached 88%. These high scores demonstrated that clinicians were 

implementing this skill with competence and fidelity. 

Fear Hierarchies and Graded Exposures  

Clinicians’ fidelity of implementation of the fear hierarchy and graded exposure 

components of the FYF curriculum is displayed in Figure 1. This graph depicts a multiple 

baseline design across clinicians, with the fidelity (as percentage) plotted along the y-axis and 

the session numbers plotted along the x-axis. The baseline, training, and follow-up phases are 

displayed at the top and indicated using vertical phase-change lines. The visual analysis indicated 

that in baseline, clinicians showed an overall moderate and mostly stable FYF implementation 

fidelity with zero trend (M = 56%, SD = 6.62, range 42%–69%). During the training phase, all 
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clinicians’ level of fidelity of implementation increased by 40.56 % (M = 96.56%, SD = 5.18, 

range 88%–100%) and exceeded the mastery criterion of 90%. The effect size calculation 

indicated that this training fell within the “highly effective” category across clinicians (PEM = 

100%), as all intervention and follow-up data points were above the baseline median score (M = 

100%, SD = 0). The data in this phase indicated mostly stable performance with slightly 

increasing trends. Overall, this increase in fidelity of implementation was maintained by 

clinicians during both follow-up assessment time points (M = 94.00%, SD = 4.20, range 88%–

100%), with the fidelity of implementation decreasing slightly from the two-month (M = 

96.00%, SD = 4.00, range 92%–100%) to the six-month follow-up (M = 92.00%, SD = 4.00, 

range 88%–96%). While fidelity remained high and mostly stable across clinicians at six-months 

follow-up, Alice and Anna’s fidelity showed slight decreasing trends, with Alice’s score 

decreasing below the mastery criterion. Aria was the only clinician to show an increasing trend 

from the two-month to the six-month follow-up assessment points.  

Alice showed a moderate level of implementation of FYF hierarchies and graded 

exposures, with an average baseline score of 59% steps correct (SD = 1.7, range 58%–61%). 

There was zero trend in baseline with a slight decrease with the last two baseline data points. 

Given this stable baseline trend, Alice was the first to enter the intervention phase (Ledford & 

Gast, 2018). During the intervention, it took 120 minutes of training (two training sessions) for 

Alice to reach mastery. The level of fidelity of implementation was high and increased to an 

average of 94% of steps correct (SD = 7.8, range 85%–100%), with some variability and an 

increasing trend. Alice maintained a high level of fidelity of implementation at the two-month 

follow-up with a score of 96% which decreased at the six-month follow-up to 88%. 
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Figure 1 

Clinician Fidelity of Implementation 
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Note. Prep = Preparation of fear hierarchies (i.e., Task Analysis 1); H & E = hierarchies and 

graded exposures (i.e., Task Analyses 2 and 3). The horizontal dotted line represents the mastery 

criterion which is met once the fidelity of implementation score reached 90% or more over two 

consecutive sessions. The solid grey line represents the median line for the effect size 

calculation. 

 

Anna demonstrated a moderate level of implementation fidelity during baseline, with an 

average score of 60% steps correct (SD = 5.7, range 54%–69%). Although the data showed 

variability in baseline, due to the decreasing trend in baseline Anna was the second to enter the 

training phase (Ledford & Gast, 2018). It took Anna 79 minutes of training (one training session) 

to reach mastery. During this phase, the level of implementation increased to an average of 97 % 

steps correct (SD = 4.6, range 92%–100%). Her performance was stable and showed an 

increasing trend. Anna’s fidelity of implementation maintained at two-months follow-up with a 

score of 100% and decreased slightly to 92% at six-months follow-up, showing a decreasing 

trend from two-months to six-months follow-up. 

Aria showed some variability in baseline, a slight increasing trend, and a moderate level 

of fidelity of implementation with an average score of 50% steps correct (SD =4.9, range 42%–

54%). Due to the variability and trend, Aria was the last to enter the intervention phase. It took 

Aria 79 minutes of training (one training session) to reach mastery. During the intervention, 

Aria’s level of implementation increased to an average of 99% steps correct (SD  

= 2.3, range 96%–100%), and was stable with a slight increasing trend. At two-months follow-

up, level of fidelity of implementation remained high, but Aria’s score decreased to 92% steps 
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Figure 2 

Confidence Ratings  

 

correct. At six-months follow-up, the level remained high, and the percent of steps correct 

increased to 96%, indicating an increasing trend from the two-month to the six-month follow-up. 

Confidence  

 Confidence ratings were measured at pre-training, post-training and at six-months follow-

up (see Figures 2 and 3). Figure 2 shows that clinicians rated their confidence as neutral at pre-

training, following the FYF training-as-usual (M = 2.98, SD = 0.86). This aligns with their 

fidelity of implementation in baseline. Ratings increased post-training (M = 4.94, SD = 0.24) and 

maintained at the six-month follow-up (M = 4.79, SD = 0.50), which reflects clinicians’ fidelity 

of implementation. Confidence scores during pre-training were further analyzed to identify the 

lowest-scored items across clinicians. This served to select hierarchies and exposures as target 

skills for training in Baseline 1.  

 

 

  

 
 

Note. Anchors for the 5-point Likert scale are 1 (not at all) and 5 (very much). 
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Figure 3 depicts the change in clinicians’ confidence scores across item categories (i.e., 

all items on the scale combined, only the hierarchy and exposure items, and the items related to 

other FYF components/skills). At pre-training, clinicians rated items related to creating fear 

hierarchies and practicing exposures (M = 2.52, SD = 0.80) lower than items related to other 

components of FYF (M = 3.57, SD = 0.51). At post-training, there was an increase in confidence 

ratings across hierarchy and exposure items (M = 4.96, SD = 0.19) and other FYF items (M = 

4.90, SD = 0.30,). At six-months follow-up, this improvement in confidence ratings maintained 

despite a slight decrease for hierarchy and exposure items (M = 4.67, SD = 0.62) and a slight 

increase for other FYF items (M = 4.95, SD = 0.22).   

 

Figure 3 

Average Confidence Ratings Across Items  

 

 
Note. Anchors for the 5-point Likert scale are 1 (not at all) and 5 (very much).  

All questions = all items combined on the scale; H& E questions = items related to fear 

hierarchies and graded exposures; General questions = items related to other FYF components 

(e.g., understanding FYF, managing behaviours) and virtual delivery of FYF.  
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Social Validity 

 Social validity was measured at post-training and at six-months follow-up (see Figure 4). 

At post-training (M = 4.02, SD = 1.12), two out of three clinicians found the training acceptable. 

At six-months follow-up, all three clinicians rated the purpose of the study, the training 

outcomes, BST and self-monitoring, and the virtual format, as acceptable (M = 4.13, SD = .80).  

Table 2 depicts the average ratings for each item of the social validity measure at post training 

and at six-months follow-up. 

 

Figure 4 

Average Social Validity Ratings 

 

Note. Anchors for the 7-point Likert scale are 1 (not at all or none) to 7 (very much, many or all 

the time). 

 

Overall, clinicians rated the training as acceptable. Feedback from clinicians indicated 

that the BST sessions were useful and efficient for learning skills and that the self-monitoring 
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checklist was a tool they would refer to in the future. However, they also stated that the training 

sessions were lengthy, did not approximate real FYF sessions, and found it challenging to self-

monitor while delivering the FYF curriculum. 

 

Table 2 

Results of Social Validity Measure Completed by Clinicians at Post-Training and Six-Months 

Follow-Up 

Statement 
 Post-Training Six Months  

N M SD M SD 

 1. The goal of the study, evaluating strategies to train    

Facing Your Fears (FYF) facilitators, is important. 

3 5 0 4.50 0.58 

 2. I have learned important skills by participating in 

this research. 

3 4 1. 4 0 

3. The skills I have learned in this research will help 

me as a FYF facilitator 

3 4.33 0.58 4.50 0.58 

4. The behaviour skills training (BST; instructions, 

modeling, rehearsal, feedback) procedure has helped 

me learn the skills required to facilitate FYF. 

3 4.33 1.15 3.50 0.58 

5. The self-monitoring procedure has helped me learn 

the skills required to facilitate FYF. 

3 4.67 0.58 4 1.15 

6. I have a clear understanding of FYF competencies 

reviewed in the BST sessions. 

3 4.67 0.58 5 0 

7. I found the BST sessions to be an appropriate length 

of time. 
 

3 3.33 2.08 3.50 0.58 

8. I enjoyed learning how to facilitate the FYF sessions 

using BST. 

3 3.33 2.08 3.00 1.15 

9. I enjoyed learning how to facilitate the FYF sessions 

using self-monitoring. 

3 3.67 0.58 4.00 1 
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Statement 
 Post-Training Six Months 

N M SD M SD 

10. I felt that the FYF training as usual (workshop and 

manual) was adequate for me to feel confident 

facilitating FYF (R). 

3 2.33 1.53 1.50 1 

11. I would recommend the BST sessions to others 

learning to facilitate FYF. 

3 4 1 4.50 0.58 

12. I would recommend self-monitoring to others 

learning to facilitate FYF. 

3 5 0 4 1.15 

13. There are disadvantages to the BST procedure (R). 3 1.67 0.58 2 1 

14. There are disadvantages to self-monitoring (R). 3 2.33 1.53 2.50 1 

15. The presence of the researcher or camera 

negatively impacted my performance providing FYF 

(R). 

3 3 1 3 0.58 

16. Receiving BST online was helpful. 3 3.67 1.53 3.50 0.58 

17. Receiving BST online was convenient. 3 3.67 1.53 4.50 0.58 

18. The online video communication program (i.e., 

Lifesize) was easy to use. 

3 4 1 4.50 0.58 

Note. R = items where low scores reflected greater social validity were reversed to display results 

consistently. 

 

Discussion 

 The aim of this study was to evaluate the efficacy of brief virtual training (based on 

trainee-informed target selection, behaviour skills training, and self-monitoring) for increasing 

clinicians’ fidelity of implementation of FYF fear hierarchies and graded exposures during role-

play. This study also assessed possible implications of the virtual training related to clinicians’ 

perceived confidence of their delivery of FYF fear hierarchy creation and graded exposures. 

Overall, the results show that clinician fidelity of implementation and confidence ratings of FYF 
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fear hierarchies and graded exposures were low in baseline, despite receiving the FYF training-

as-usual and improved following the brief virtual BST and self-monitoring and maintained at 

two-and six-month follow-up assessments. These findings demonstrate that a combination of 

BST and self-monitoring could be important additional training components for clinicians and 

paraprofessionals with little experience implementing CBT and graded exposures. 

 Results from baseline indicated that clinicians implemented preparations for fear 

hierarchies (i.e., completing worksheets and hypothetical hierarchies) with fidelity (i.e., between 

88% – 100% fidelity), which was also reflected in clinicians’ confidence scores. However, 

clinicians showed low fidelity and confidence scores for creating fear hierarchies and practicing 

graded exposures (<70% fidelity) indicting a need for further training. 

Clinician fidelity of implementation of hierarchies and graded exposures during role-

plays increased from baseline to post-training and maintained at two-month and six-month 

follow-up, which objectively reflects clinicians’ confidence ratings. All clinicians’ fidelity of 

implementation remained above 90% at the two-month follow-up, and above 80% at the six-

month follow-up. However, only Anna and Aria maintained fidelity above 90% at the six-month 

follow-up. While the differential effect of 80% versus 90% fidelity is unknown, some evidence 

suggests that greater fidelity could be related to improved client outcomes (Wong et al., 2022). 

This improvement in fidelity of implementation supports the first hypothesis that the training 

would improve clinicians’ fidelity of implementation and indicates that the training and self-

monitoring were effective in increasing clinician’s fidelity to the FYF implementation procedure 

of fear hierarchy creation and delivery of graded exposures. These findings provide support for 

our first hypothesis that the training would improve clinician fidelity of implementation and 

demonstrate that the BST and self-monitoring interventions were effective in increasing and 
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maintaining clinicians’ FYF fidelity of implementation for creating fear hierarchies and 

delivering graded exposures during role-plays (Bennett-Levy et al., 2009; Chu et al., 2015; 

Gillihan et al., 2012; Hassan et al., 2017; Kobak et al., 2013; Smith et al., 2018; Waller, 2009; 

Waltman et al., 2017; Wong et al., 2020). These results also provide further evidence in favor of 

virtual BST and self-monitoring as there was a rapid increase of 35% fidelity from the baseline 

average of 56% to the training phase, where fidelity increased to an average of 91% fidelity 

across clinicians after the first training session (German et al., 2017; Kasparik et al, 2022; 

Magnacca et al., 2021; Mastroleo et al., 2020; Singh & Reyes-Portillo, 2020).   

Findings obtained from the clinician confidence scale aligned with their observed 

performance, demonstrating that clinicians’ perception of their abilities in creating fear 

hierarchies and delivering graded exposures was congruent with their performance at baseline, 

post-training and at six-months follow-up. Additionally, the increase and maintenance of 

confidence ratings support our second hypothesis that the intervention would be related to 

improvements in clinician-perceived confidence in their ability to implement FYF hierarchies 

and graded exposures (Hassan et al., 2017; Smith et al., 2018).  

Clinicians’ scores on the adapted TARF-R (Reimers et al., 1991) showed this 

intervention was acceptable to clinicians, and that the training can yield improvements that are 

socially relevant, which supports our third hypothesis. This also provides preliminary evidence 

for the social validity of trainee-informed target selection (Baer et al., 1968; Choi et al., 2022; 

Gould et al., 2021; Simpkin & Walesby, 2017). However, given that clinicians did not find all 

aspects of the intervention “highly acceptable”, there is room for improvement. Therefore, while 

this research shows preliminary evidence of the effectiveness of BST and self-monitoring for 
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improving fidelity of implementation and confidence ratings of FYF hierarchies and exposures, 

it is not without limitations. 

 The current research recruited three frontline clinicians who were providing virtual and 

in-person community services to clients within the NDD population and delivering FYF group 

therapy during the COVID-19 pandemic. Therefore, clinician availability and their time were 

important constraints within this research for both material development and session scheduling. 

Due to these time-constraints, researchers assessed three skills, related to FYF implementation of 

graded exposures, using three task analyses with the clinicians during the skill assessment phase 

(i.e., BSL 1). Clinicians demonstrated high implementation fidelity for the skill of preparing 

clients for fear hierarchies and was not further assessed. Creating fear hierarchies and practicing 

graded exposures were the two skills on which clinicians’ performance scored the lowest. These 

two were combined to create the final treatment integrity checklist used from Baseline 2 

onwards. There was a two-month gap between the first and second baseline, due to clinician 

availabilities. Clinicians also anecdotally reported a gap in delivering FYF services within these 

same two-months and resumed delivering FYF services when Baseline 2 took place and during 

training, and follow-up. While it could be argued that history, maturation, and testing effects 

could influence the second baseline and training (Ledford & Gast, 2018), the stable data points in 

baseline and training across clinicians indicate that this was not the case. It remains possible that 

practicing delivering FYF through the community agency and during the study may have 

contributed to maintained fidelity of implementation at follow-up versus the training. 

A second limitation is that fidelity of implementation was assessed in role-play only, 

where the researcher and a research assistant acted as the child-parent dyad receiving services. 

While researchers developed a vignette and scripts with FYF expert Dr. Reaven to attempt to 
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simulate realistic FYF group interactions, there were no naturalistic observation or direct 

observation of clinicians’ fidelity of implementation. Researchers also developed only one case-

vignette. Therefore, due to insufficient stimulus exemplars, generalization to other case-vignettes 

and to sessions with children-caregiver dyads in a group setting is unknown (Stokes & Osnes, 

1989; Swan et al., 2016). Previous research demonstrated that generalization to natural settings is 

improved when several vignette exemplars are used, known as a general-case approach 

(Ducharme & Feldman, 1992; Feldman et al., 2002). Researchers had initially planned to 

develop at least two case-vignettes and observe recordings of clinicians virtually delivering FYF 

to groups child-caregiver dyads to assess in-vivo fidelity of implementation. However, the added 

time commitment required for the additional vignette was not feasible with clinician availability, 

and researchers were not able to recruit and obtain caregiver consent to observe recordings of 

FYF sessions. The stressors on families due to COVID-19 pandemic may have contributed to the 

lack of uptake.  

A third limitation is that researchers used 90% (instead of 100%) fidelity as the mastery 

criterion, which may explain the slight decrease in maintenance at the two- and six-month 

follow-up assessments (Wong et al., 2022). A fourth limitation as noted in the social validity 

responses was that the research sessions were lengthy, did not approximate real group sessions, 

and that the self-monitoring was challenging to do while delivering the FYF curriculum, 

indicating a need for improving the training session and self-monitoring approach.  

A fifth limitation is that this study did not assess the effects of the components of the 

virtual training (components of BST and self-monitoring) separately. Therefore, it is unknown 

whether one, or both, of these training components were the driving factors behind clinicians’ 

improvements in fidelity of implementation. Previous component analyses of BST have 
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suggested that feedback, and possibly modelling, are the necessary component for improving 

performance in instructors teaching motor skills (Davis et al., 2019) and teachers implementing 

functional analyses (Ward-Horner & Sturmey, 2012). However, Davis and colleagues (2019) 

further showed that the entire BST framework may be necessary for maintaining performance for 

up to one month. This study’s small sample size (N = 3) is a sixth limitation. While the multiple 

baseline design across clinicians provides three demonstrations of the treatment effect through 

direct inter-participant replication (Ledford & Gast, 2018), a larger sample size or replication 

using a second group of clinicians would have bolstered the findings’ external validity and 

reliability.  

Future research could address limitations by using a general case approach (Ducharme & 

Feldman, 1992; Feldman et al., 2002), where several vignettes are developed to provide several 

exemplars of various clients, anxiety diagnoses and symptoms, and behaviours (Stokes & Osnes, 

1989; Swan et al., 2016). Future research could further extend the current findings by 

incorporating in-vivo observation of target behaviour implementation with children and parent 

dyads during an FYF group. The general case approach and the in-vivo observation would help 

evaluate whether this training and resulting improved fidelity of implementation generalize and 

have socially valid implications for those receiving services, such as improved child outcomes 

(Ducharme & Feldman, 1992; Feldman et al., 2002; Stokes & Osnes, 1989; Swan et al., 2016). 

Additionally, future research could compare across fidelity mastery criteria (80% vs 90% vs 

100%) to test whether a higher mastery criterion during training could lead to more stable 

fidelity at six-months post training and to identify how much fidelity is necessary for improved 

treatment efficacy and child outcomes (Wong et al., 2022). To address clinician comments, 

future research could assess which items are consistently completed correctly versus incorrectly 
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and focus on the missed steps in the treatment integrity checklist in the training. An item-by-item 

comparison across baseline sessions could be used to individualize the checklist for each 

clinician. Similarly, an item-by-item comparison across clinicians could be used to streamline the 

checklist for group training. Both approaches would help reduce the length of training and 

condense the self-monitoring checklist. Furthermore, to evaluate which component of training is 

necessary for improving fidelity, a component analysis of the steps of BST and self-monitoring 

could be incorporated within a multiple baseline across participants (Davis et al., 2019; Ward-

Horner & Sturmey, 2012). Additional replication using larger sample or a second group of 

clinicians as well as a virtual group training approach could also be used to extend the external 

validity of these findings and assess fidelity of implementation, maintenance, confidence, 

acceptability, and training efficiency. 

These findings support and extend existing evidence in the FYF and CBT training 

literature (Bennett-Levy et al., 2009; Reaven et al., 2011; Reaven et al., 2012; Reaven et al., 

2015; Reaven et al., 2018; Solish et al., 2020; Waltman et al., 2017) and further demonstrate that 

experiential activities such as creating fear hierarchies and delivering graded exposures are 

components of CBT that require additional competence-based training to reach high levels of 

fidelity and confidence (Bennett-Levy et al., 2009; Chu et al., 2015; Gillihan et al., 2012; Kobak 

et al., 2013; Waller, 2009; Waltman et al., 2017; Wong et al., 2020). These results provide 

evidence for involving clinicians in target skill selection (Simpkin & Walesby, 2017). Based on 

clinicians’ performance, perceived confidence, and their feedback on the training procedure, 

there is additional evidence for the feasibility of incorporating virtual performance and 

competence-based strategies to the FYF, and other CBT programs’ (e.g., Coping Cat; Beidas et 

al., 2012) training-as-usual. This additional training may be especially useful for specific CBT 
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components that are difficult to train and implement (i.e., graded exposures) and for clinicians 

and paraprofessionals with less experience with CBT (Bennett-Levy et al., 2009; Chu et al., 

2015; Gillihan et al., 2012; Kobak et al., 2013; Waller, 2009; Waltman et al., 2017; Wong et al., 

2020). Developing enhanced, and possibly required, evidence-based training tools for FYF and 

CBT delivery, could in turn lead to improved capacity for clinician training and for service 

delivery. 
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Appendix A 

Demographic Questionnaire  

Participant ID: ____________________  

1. What is your age? ____________________ years old  

2. What was your sex at birth? (Male/Female/Prefer not to say)   

3. What is your gender? (_______________/Prefer not to say)   

4. Please specify your ethnicity.   

• White  

• Hispanic or Latino  

• Black or African American  

• Native American or American Indian  

• Asian / Pacific Islander  

• Other: ______________________  

• Prefer not to say  

5. What is the highest level of education you have completed?   

• Some high school, no diploma  

• High school graduate, diploma or the equivalent (for example: GED)  

• Some college credit, no degree  

• Trade/technical/vocational training  

• Associate degree  

• Bachelor’s degree  

• Master’s degree  

• Professional degree  

• Doctorate degree  

6. What is your marital status?   

• Single, never married  

• Married or domestic partnership  

• Widowed  

• Divorced  

• Separated  
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7. Are you a clinician?  

• Yes   

• No  

If yes, what type of clinician are you?  

• Psychologist/Psychologist Associate   

• Board Certified Behavior Analyst (BCBA)  

• Board Certified Assistant Behavior Analysis (BCaBA)  

• Registered Behaviour Technician  

• Other (please specify which field) 

________________________________________________________________  

8. Have you received any training in providing cognitive behaviour therapy (CBT)?   

• Yes   

• No   

• Unsure   

If yes, what CBT training have you received previously?   

9. Have you received any former training in providing the Facing Your Fears (FYF) 

Intervention previously?  

• Yes   

• No   

• Unsure   

If yes, what FYF training have you received previously?  

______________________________________________________________________  
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Appendix B 

                                   

 

Clinician Invitation to Participate in Research and Informed Consent Form 

 

Date: July 2021 

Project Title: Investigating the Effects of Behaviour Skills Training and Self-Management on 

Clinicians’ Implementation of Facing Your Fears with Children with Autism 

 

Principal Investigator (PI): Dr. Kendra Thomson 

Department of Applied Disability Studies 

Brock University 

kthomson@brocku.ca 

 

Principal Student Investigator (PSI): Sarah Bernier, Master’s Student 

Department of Applied Disability Studies 

Brock University 

sb19yd@brocku.ca 

 

INVITATION 

We are inviting you to participate in a research study given that you are a clinician at a 

community agency who has recently received training as usual for Facing Your Fears (FYF). 

Providing cognitive behavioural therapy to children is enhanced through accurate delivery (i.e., 

increased fidelity). The purpose of this study is to evaluate the impact of behaviour skills training 

(BST) and self-monitoring using treatment integrity checklists on clinicians’ fidelity in 

facilitating the (FYF) intervention. This research is funded by the Ontario Graduate Scholarship 

program. 

 

WHAT’S INVOLVED 

As a participant, you will receive brief online training sessions with a researcher that will be 

video recorded. These sessions will take place and be recorded via the Lifesize online platform. 

The recordings will be stored in the secure drive owned by the principal investigator. This study 

will be carried out in four phases. 

 

Exploratory Phase: The researchers have asked you to fill out a confidence survey anonymously 

to inform the development of the treatment integrity checklists for the BST sessions. With your 

consent, results of this survey will also be used to compare whether there is a change in your 

confidence implementing FYF after receiving training (approx. 5-10 minutes to complete). 

 

Across all subsequent phases, an independent coder (research assistant from the Thomson Lab 

who has signed a confidentiality agreement) will score 33% of the recordings to score the 

researcher’s procedural fidelity, as well as your implementation of the target skills using the 

treatment integrity checklists. An expert in FYF, (Dr. Judy Reaven), will also be viewing the 

recordings and using the treatment integrity checklists to assess for implementation quality as 

part of her role as an expert consultant on the FYF project. A research assistant who has signed a 

mailto:kthomson@brocku.ca
mailto:sb19yd@brocku.ca
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lab confidentiality agreement will also be present during sessions to assist the lead researcher 

(Sarah Bernier). We will attempt to schedule all sessions at your convenience. 

 

 

Phase 1 - Baseline: You will be asked to practice a selection of skills from the FYF sessions 

(identified in the exploratory phase) in mock sessions with the researchers on the Lifesize 

platform. The session will be recorded for data collection purposes. You will also be asked to fill 

out a brief demographic questionnaire. We anticipate that this phase will take approximately 4-6 

hours in total and may be spread across days and will be part of the preparation work for FYF 

implementation as part of your role as a facilitator in the FYF intervention.  

If we receive consent from caregivers, we will also watch recorded sessions of you delivering 

FYF sessions with the caregivers and their children before taking part in the research. 

 

Phase 2 – Behaviour Skills Training & Self-Monitoring via Telecommunication: During this 

phase, the researchers will meet with you online via the Lifesize platform. During these sessions 

the researchers will use BST to provide coaching for the activities identified in the exploratory 

phase that you practiced in Phase 1. The researchers will demonstrate and explain how the 

treatment integrity checklist will be used to monitor your FYF implementation and will role play 

caregiver and a child in the FYF group intervention. You will then practice implementing the 

skills after which, the researchers will offer feedback using the treatment integrity checklists. 

The practice and feedback components will be repeated until your implementation fidelity 

reaches 90% for the skills across two consecutive trials. We anticipate that training will take up 

to 2-3 hours and may be spread across days.  

 

Phase 3 – Follow-up: Minimum two-months and again at 6-months post-training, you will be 

recorded engaging in mock sessions with the researchers to perform each of the skills from the 

training phase at least once. You will be asked to self-monitor using the treatment integrity 

checklists and to once again complete the confidence and the acceptability forms. We anticipate 

the confidence and acceptability forms to take approximately 5-10 minutes to complete. If we 

receive consent from caregivers, we will also watch recorded sessions of you delivering FYF 

sessions with the caregivers and their children. We anticipate that this phase will take 

approximately 2 hours. 

 

Video-Recordings: The recordings will be obtained using the “record” feature present in the 

Lifesize Video Conferencing Network. The recordings will be stored in the secure Thomson Lab 

SharePoint drive. The purpose of these recordings is to ensure that the researcher can code the 

clinicians’ implementation fidelity and that an expert coder can assess implementation quality. 

The recordings will also be used to ensure the researcher is following the experimental procedure 

and collecting the correct information for the study. Independent observers from the Thomson 

Lab (who have signed a confidentiality agreement) will watch these recordings to rate the 

accuracy of the researcher’s and observers’ collected information.  

 

 I understand the phases involved in this study. Initials _____ 

 

 I understand that this study will involve my colleagues. Initials _____ 
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 I understand that this study will occur within my workplace. Initials _____ 

 

 I understand that the camera in my computer will be used to record my interactions 

with my peers, my clients and the researcher for training purposes. Initials _____ 

 

 I agree to be recorded for the purpose of this study. Initials _____ 

 

DURATION 

We anticipate that your participation in the research will take approximately 8-11 hours and can 

be considered part of your regularly scheduled preparation for delivering the intervention over 

three months. Duration of the training phases will be impacted by performance (i.e., training may 

take longer). 

 

 I understand that this study will take approximately 8-11 hours over three months to 

complete. Initials _____ 

 

 

POTENTIAL BENEFITS AND RISKS 

 

Benefits: Possible direct benefits of participation include an increase in fidelity and quality of 

FYF implementation, and the maintenance of these improvements over time. These 

improvements may increase your confidence and competence in delivering this intervention to 

children. Indirect benefits of participation include findings from this study leading to enhanced 

telehealth delivery of needed clinical service for children, leading to improved outcomes. 

Improved telehealth delivery quality and fidelity are essential for families during times where 

support services are inaccessible due to COVID-19. 

This study would provide evidence for incorporating competence and performance-based 

procedures (BST and self-monitoring) for training clinicians on manualized CBT interventions 

and to improve clinicians’ quality and fidelity of implementation. Furthermore, this study would 

highlight the importance of evaluating clinician implementation quality in addition to fidelity 

when investigating an intervention’s external and social validity. 

 

Risks: Possible psychological risks include experiencing tiredness, discomfort, emotional stress 

and performance anxiety. Emotional stress may arise due to obtaining additional training and 

implementing a new intervention. You may experience feelings of embarrassment if you obtain 

low implementation fidelity and quality scores. Furthermore, performance anxiety may arise due 

to being observed and rated on performance while implementing this intervention by someone 

with who you are not familiar. These risks do not differ greatly from usual workplace 

experiences where you would receive training and be observed by a supervisor before 

implementing therapy.  

 

Given that this study will recruits clinicians employed at a community agency, possible social 

risks include repercussions to your perceived status, reputation and employment if you receive 

low fidelity and quality scores on intervention implementation. However, while these risks are 

similar to usual workplace experiences, we outline below how we will manage and attempt to 

diminish these risks. 
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Risk Management: The likelihood of experiencing emotional stress during training is reduced 

because you will be part of a team and will be training alongside and practicing with familiar 

peers. To manage the occurrence of performance anxiety the researchers will ensure to make you 

feel at ease by meeting several times, during the exploratory phase and the consent meeting. 

Furthermore, if you experience tiredness, discomfort or feel overwhelmed please notify the 

researcher, and a break will be scheduled. The researcher will remind you of this at the beginning 

of every session.  

 

Researchers will also ensure that all treatment integrity and quality scores obtained are kept 

confidential, and only identified using participant numbers. These scores will not be shared with 

other members of your team or supervisors.  

 

 I understand the benefits involved in this study.  Initials _____ 

 

 I understand the risks involved with this study. Initials _____ 

 

 I understand how researchers will manage the risks involved with this study. Initials 

_____ 

 

COMPENSATION 

You will not be receiving compensation for this study. 

 

 I understand that I will not be receiving compensation for this study. Initials _____ 

 

CONFIDENTIALITY 

All information you provide is considered confidential. Your name will not be included or, in 

any other way associated with the data collected in the study. You will be assigned an arbitrary 

code and data files will contain only these confidential codes. Access to this data will be 

restricted to Sarah Bernier, Dr. Kendra Thomson, and Dr. Judy Reaven. One to two research 

assistants who are part of Dr. Kendra Thomson’s lab will also have access to this data to code for 

reliability purposes and will sign a lab confidentiality agreement. Raw data will be destroyed ten 

years after publication. Personal names will be removed from the data and replaced with a code. 

All data will be stored on Dr. Kendra Thomson’s Microsoft SharePoint site. This is a secure 

cloud storage system used by Brock University. Data stored on Dr. Kendra Thomson’s 

SharePoint site is encrypted and access is restricted to Dr. Kendra Thomson’s lab members. This 

data will also be password protected such that only members of this research team will have 

access.  

 

Video recordings and secondary child outcome data will be kept on the secure Google 

Workspace (https://workspace.google.com/security/?secure-by-design_activeEl=data-centers) 

cloud server owned by the agency. Group sessions will be conducted and recorded using the 

secure, online video conferencing platform called BlueJeans Video Conferencing Network 

(https://www.bluejeans.com/privacy-policy). This technology has Advanced Encryption 

Standard (AES) enabled, in-meeting security features and various safeguards. The information 

collected will be stored on a secure drive and electronic database, only accessed by those 

https://www.bluejeans.com/privacy-policy
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requiring access for clinical supervision, program evaluation, or research coding. Access to the 

recorded sessions data will be restricted to “view only” for the investigators listed on this 

application and any lab designates. Access will be revoked once the videos have been viewed 

and coded for the study. The links included point to these services’ privacy policies. 

 

If you decide to withdraw from the study, any data will be confidentially and permanently 

deleted (unless you indicate that you would like your data to be used after they withdraw, if 

applicable).  

 

 I understand that the researchers will remove any and all identifying information from 

the data collected and will protect all data in their possession. Initials _____ 

 

 I understand that my data will not be anonymous given that video recordings will be 

used. Initials _____ 

 

VOLUNTARY PARTICIPATION 

Participation in this study is voluntary. If you wish, you may decline to answer any questions or 

participate in any component of the study. Further, you may decide to withdraw from this study 

at any time within three months after the start of the study and may do so without any penalty or 

loss of benefits to which you are entitled. 

 

To withdraw from this study, you may contact the researchers by email, and this will take effect 

immediately. Once withdrawn no more data collection will occur.  

 

In the event of your withdrawal, would you prefer your data to be confidentially destroyed OR 

confidentially used for the research purposes of this study?  

 

I want my data to be destroyed.                            Initials _____ 

 

 I want my data to be used for this study.               Initials _____ 

 

 I understand that I may withdraw from this study at any time without penalty. Initials 

_____ 

 

 I understand that my participation is completely voluntary. Initials _____ 

 

 

PUBLICATION OF RESULTS 

Results of this study may be published in professional journals and presented at conferences. 

Feedback about this study will be available from Sarah Bernier and Dr. Kendra Thomson. You 

can contact us using the contact information provided above. These results will be available once 

the study is completed, the data is analyzed, and the study is accepted for publication. This may 

take place several years after the study is completed.  

 

LOCATION AND FUNDING  
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This project will take place with Brock University faculty, students and research assistants and 

with the community agency clinicians and clients.  

 
This project is currently funded by the Ontario Graduate Scholarship program. 

 

CONTACT INFORMATION AND ETHICS CLEARANCE 

If you have any questions about this study or require further information, please contact Sarah 

Bernier or Dr. Kendra Thomson using the contact information provided above. This study has 

been reviewed and received ethics clearance through the Research Ethics Board at Brock 

University [file #20-233-Thomson]. If you have any comments or concerns about your rights as 

a research participant, please contact the Office of Research Ethics at (905) 688-5550 Ext. 3035, 

reb@brocku.ca. 

 

 I understand that as a participant I have rights and may contact Brock University’s 

REB.  

 

Initials _____ 

 

Thank you for your assistance in this project. Please keep a copy of this form for your records. 

 

CONSENT FORM 

I agree to participate in this study described above. I have made this decision based on the 

information I have read in the Clinician Informed Consent. 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. 

 

 I agree that my participation is completely voluntary. Initials _____ 

 

 I understand that I may withdraw from this study at any time without penalty. Initials 

_____ 

 

 I agree to take part in this study. Initials _____ 

 

 

Name: ___________________________________ 

 

 

Participant Signature: ___________________ Date: _____________________   

        (yyyy/mm/dd) 

 

Researcher Signature: ___________________ Date: ______________________ 

        (yyyy/mm/dd) 

 

 

mailto:reb@brocku.ca
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Appendix C 

Participant Treatment Integrity  

 

Date: ________________        

Participant ID: __________ Phase: ________________  Total Score: ____________ 

RA: _______________  Primary/IOA (circle one) Coder: ______________ 

 

Coding: Y(yes)- the participant completed the step as outlined; N(no)- the participant missed the 

step or did not complete as outlined. N/A (not applicable). 

 

Based on the number of steps completed in the corresponding task analysis, the rater will select a 

rating from 0 to 4 to indicate the extent to which the facilitator completed the core components 

after scoring.  

 

 

Quality/Skill Rating Scale 

 

1 = Poor The providers handled this item poorly as demonstrated by more than 

one of the following:   

• Clear lack of expertise, understanding, and competence  

• Inappropriate timing and poor flow of session components 

• Unclear language (e.g., above or way below comprehension level of child/caregiver) 

 

2 = Fair The providers handled this item in an acceptable, but less than 

“average” manner as demonstrated by one of the following (more than 

one would indicate Poor rating as above):  

• Clear lack of expertise, understanding, and competence  

• Inappropriate timing and poor flow of session components 

• Unclear language (e.g., above or way below comprehension level of child/caregiver) 

 

3 = Adequate The providers handled this item in a manner characteristic of an 

“average,” “good enough” provider as demonstrated by all of the 

below: 

• Expertise, understanding, and competence 

• Appropriate timing and easy flow of session components 

• Clear language (matched to comprehension level of child/caregiver) 

 

4 = Good The providers handled this item in a manner better than “average,” 

meeting all of the above criteria (Adequate rating) plus demonstration 

of additional skills and expertise on this item. 

 

5 = Excellent The providers handled this item in a manner with exemplary skill 

level, meeting all of the above criteria (Good rating) plus clear 
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evidence that the therapists exhibited a high level of excellence and 

mastery on this item (e.g. the situation presented significant 

therapeutic challenges and the provider was able to complete this item 

successfully despite these conditions). 

 

When rating Quality/Skill Level, the starting point for rating each item should be “3.”  That is the 

rater should begin by assuming that a therapist will behave adequately or at an average level.   A 

rater assigning scale scores above or below a “3,” should have examples or notations in mind to 

support their scores.    

 

Overall Behavior Rating Scale: (ESDM, 2010) 

 

Assign a rating from 1-5 on how well the therapists managed challenging behaviors, and/or 

the presence of unwanted behaviors. 

 

1 = Poor Provider compounds the problem and/or missed clear opportunities to 

appropriately manage the behavior 

 

2 = Fair The provider does not make the behavior worse, but unwanted 

behaviors continue because of poor behavior management strategies. 

There are obvious missed opportunities to impact the behavior 

 

3 = Adequate Unwanted behaviors persist. The providers try several different 

appropriate strategies that do not make the behavior worse. There are 

just missed opportunities to make the problem behavior remit. 

 

4 = Good The providers handle the problem behavior well. They use good 

strategies that do not contribute to problem behavior or make it worse. 

The problem behavior may continue or decrease slightly but not fully 

remit 

 

5 = Excellent There are no problem behaviors, or the providers manage behavior 

very well if it does occur. The behavior remits due to use of good 

strategies. 

 

Other notes: 

• If the activity did not occur, then Quality/Skill Level = N/A 

• If the activity occurred, but was not captured on tape=M (missing) 

• Behavior management score should reflect ONLY what was seen on tape. 

• Only make note of whether an optional activity occurred; does not count as part of fidelity 

ratings.   
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TA: Creating Fear Hierarchies and Practicing Exposures 

 

Coding: Y (yes = 1)- the participant completed the step as outlined; N (no = 0)- the participant 

missed the step or did not complete as outlined. N/A (not applicable) – there was no opportunity 

for the participant to demonstrate as outlined. 

 

Y / N / n/a Step Description  

Throughout the Session 

 1. Reported applicable worksheets at least once, at some point 

throughout the session.  

(Facilitators are expected to use the following worksheets throughout the 

session. If there is one they do not report/use, score as 0) 

a. Everybody Worries Sometimes [Session 2, p. 29]  

b. Fear Tracker [Session 5, p. 77]  

c. Finding My Target [p. 106]  

d. Where do we begin?  [p. 115]  

e. Facing fears: How did I do [p.124] JR told them not to use. 

 2. Modelled how to re-direct child’s challenging behaviour using the 

strategies when needed during the session (to score as correct must re-

direct at least 4 times).  

 

(Facilitators are expected to model how to re-direct behaviour using FYF 

strategies to bring the child back on task).  

 

(i.e., worry bug, false alarm, deep breaths, helpful thoughts are FYF strategies) 

Large Group 

Creating Fear Hierarchies 

 3. Showed the video of the child facing their fear of talking on the dog / 

phone (Session 7, p. 119, Fidelity item 4). 

 4.  Had caregivers and children identify the steps to facing fears and 

strategies for success in the video (can use a word document, but not 

required). 

Trios (Breakout Rooms)  

 5. Asked the child a combination of these questions to identify child’s 

specific fear:  

(e.g., the goal is to narrow down the fear from a general statement [afraid of 

busy city] to a specific fear [fear of loud noises]). 

 

(If they ask just 1 of these questions, score as 0) 

a. How does your fear of [target] interfere with your life? 

b. How will you know when you faced your fear of [target]? 

c. What are you avoiding because of [target]?  

 6. Helped the dyads fill out/finish worksheets they started in the large 

group/ previous session.  
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(e.g., the Fear Tracker (Session 5, p. 77), Finding My Target (p.106), and Steps 

to Success: Where do we begin? (p. 115). 

 7. Had the children and caregivers select the fear the child was to face 

first, to help them find the target goal and smaller steps. 

 

(Facilitators are expected to prompt the caregiver and child to identify the 

bigger fear the child will be facing first and help break down that fear into 

smaller steps). 

 8. Provided support for AND used the child-selected fear over the 

caregiver-selected fear in the fear hierarchy if the child and caregiver 

disagree about which fear to face. (Session 6, p. 113) 

 

(e.g., the facilitator is expected to tell the caregiver they will use the child-

selected fear first).  

(If minimal/no disagreement occurs, score as N/A) 

 9. Praised and reinforced fear facing behaviour.  

 

(e.g., Helped the child and caregiver identify larger rewards for the target goal 

(an activity, a toy or preferred item) and smaller rewards for the smaller steps 

(a special jar of edibles, tokens).  

 10. Verbalize confidence in child’s fear facing skills. 

 

(e.g., telling the child, they know the child can do it: “I know you can do it”/ “I 

am confident you can face your fears”, etc.). 

 

(If they only praise “good job”, score as 0). 

 11. Asked the child-caregiver pair whether they know what to work on at 

home before the next sessions  

 

(e.g., The facilitator is expected to ask the family if they know what they are to 

work on at home before the next FYF session. Can use any variations of: “do 

you know what you will be working on this week?” / “what step(s) will you be 

working on this week?”/ “how often will you practice step X?”). 

 

(If they only summarize the Steps to Success: Where do we begin? worksheet, 

score as 0). 

Practicing Exposures 

 12. Checked-in on at-home exposure practice. (Sessions 8-13, Fidelity item 

1) 

(Should ask about progress at home, if they faced any issues, difficulty with a 

particular step, did they meet their goal).  

 

(If they do not ask about progress/homework done at home, score as a 0). 

 13. Facilitator reviewed how to choose exposure steps AND explained 

concept of generalization and that moving around the steps promotes 

this. 
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(e.g., Facilitators reviewed how to choose the smaller fear to face) 

 

(e.g., Facilitators reviewed that child moving around the steps (in non-linear 

order) can help child experience less and less anxiety symptoms as they get 

closer to bigger goal. They do not need to say generalization to get 1). 

 

(If they only talk about moving between steps without specifying decreasing 

anxiety, score as 0). 

 14.  Reviewed the target, the steps involved in reaching the target, and 

rewards using the Steps to Success: Where do we begin? worksheet 

(p.115). 

 15. Had the caregiver practice fear facing skills with the child. 

 

(e.g., provided an opportunity for child-caregiver pair to practice facing first 

step). 

 16. Had the caregiver empathize with child: “task is difficult”. 

 

(e.g., told caregiver they can empathize with their child when practicing 

exposure steps: “you can help your child by saying I know this is difficult”). 

 

 17. Had the caregiver ignore excessive symptoms. 

 

(Facilitators are expected to encourage caregivers to practice ignoring the 

child’s excessive anxiety symptoms by helping child use FYF strategies).  

 

(If the facilitator does not tell the caregiver or does not practice with caregiver 

to tell child to use strategies, score as 0). 

 18.  Facilitator explained that by facing fears child will develop fear 

tolerance. 

(e.g., purpose of exposures is to manage anxiety symptoms, to use strategies 

successfully, fear may not disappear but will be able to cope with fear). 

 

(If they do not mention being able to cope/ manage anxiety, score as 0). 

 19. Reviewed the focus for exposures being behavioural change. 

 

 (e.g., the purpose is for the child to eventually be able to do what they are 

afraid of, even small steps). 

 

(If they do not mention that using exposure will lead to the child being able to 

do X on their own, score as 0). 

Caregiver / Parent Group 

Creating Fear Hierarchies 
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 20. Reviewed large group and/or trio/breakout worksheets with 

caregivers to identify fears and find solutions. (Session7, Fidelity item 

8; Session 8, Fidelity item 6). 

(e.g., facilitators should review the worksheets completed during the large and 

break-out groups to help caregivers identify fears and to help them find 

solutions).  

 21. Helped caregivers identify specific steps to work on at home. 

 

(e.g., helped caregiver identify smaller/easier steps for the child to face at 

home). 

 

(e.g., if they do not help caregivers identify steps other than those from 

breakout group, score as 0). 

 22.  Reviewed the possibility of jumping between steps to promote 

generalization. Reviewed that the child’s comfort is the criteria to use to 

select steps. 

(e.g., facilitators should review with caregivers that moving around steps in the 

hierarchy will decrease anxiety symptoms, help practice using strategies, 

etc…). Facilitators are also expected to review that the child’s comfort is what 

decides which step they should be facing).  

(They do not need to say “generalization”). 

(If they do not mention comfort, coping, using strategies, or experiencing less 

anxiety symptoms, score as 0). 

 

Practicing Exposures 

 23. Reviewed and found solutions to fear hierarchies (Sessions 8-13, 

Fidelity item 6). 

 

(e.g., facilitators helped caregivers with the fear hierarchies and found solutions 

if parents expressed having trouble using the fear hierarchies at home). 

 

(If they do not ask if parents are ok with the hierarchies, score as 0). 

 

 24. Reviewed the questions caregivers can ask to identify the child’s fears. 

(e.g., How does your fear of [target] interfere with your life? How will 

you know when you faced your fear of [target]? What are you avoiding 

because of [target]? 

 

(If they do not tell parents they can use these questions to identify their child’s 

specific fears at home, score as 0). 
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 25. Mentioned caregiving tendencies (e.g., not following through or 

punishing anxiety) or mentioned caregivers monitoring their own 

anxiety. 

 

(e.g., told parents about protective parenting, to make sure they were calm to 

support their child during exposures). 

 

 26. Discussed that caregivers can model facing fears: 

 

(e.g., the facilitator explained that caregivers can show children how to face 

fears using their own real fearful situation or an exaggerated situation). 

 Total /26 

Overall 

Quality 

Rating                         

1    2    3    4    5 

Overall 

Behaviour 

Manageme

nt Rating 

1    2     3    4    5 
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Appendix D 

Confidence Rating Form 

Participant ID: ___________        Phase: ___________ 

Please score each item by circling the number that best indicates your confidence level for the 

following questions.   

1. I am confident in my understanding of the cognitive component of Facing Your Fears (Active 

Minds/Helpful Thoughts).  

1                        2                        3                        4                         5 

__________________________________________________________________  

Not at all     Neutral     Very much 

2. I am confident in my understanding of somatic management component (e.g., managing the 

physical feelings of anxiety; deep breathing; false alarms) of Facing Your Fears.  

1                        2                        3                        4                         5 

___________________________________________________________________ 

Not at all      Neutral     Very much  

3. I am confident in my understanding of managing strong emotions through the “plan to get to 

green” component of Facing Your Fears.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

4. I am confident in my understanding of the graded exposure component of Facing Your 

Fears.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 
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5. I am confident in my ability to create an exposure hierarchy with children with ASD and their 

parents.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

6. I am confident in my ability to assist children with ASD and their parents to engage in 

exposure practice.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

7. I am confident in my understanding of adaptive and excessive parental protection.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

8. I am confident in my overall understanding of the Facing Your Fears program.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

9. I am confident in my ability to explain the core components of FYF group to other providers.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

10.  I am confident in my ability to deliver the child component of FYF.   
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1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

11.  I am confident in my ability to deliver the parent component of FYF.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

12.  I am confident in my ability to manage the potentially challenging behaviours of the children 

with ASD in the Facing Your Fears group.    

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

13. I am confident in my ability to explain the benefits of Facing Your Fears to other colleagues.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

14. I am confident in my ability to create an exposure hierarchy with children with ASD and their 

parents virtually.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 
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15. I am confident in my ability to assist children with ASD and their parents to engage in 

exposure practice virtually.  

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 

 

16. I am confident in my ability to manage the potentially challenging behaviours of the children 

with ASD in the Facing Your Fears group virtually.    

1                        2                        3                        4                         5 

___________________________________________________________________  

Not at all     Neutral     Very much 
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Appendix E 

Facing Your Fears – Telehealth Version 

Fidelity Form – Facilitators  

 

Quality/Skill Level (adapted from YACSII and Klein, 2008): 

Skill Level refers to the therapist’s demonstration of expertise, competence and commitment and 

takes into account appropriate timing of the intervention, clarity of language used, and responding to 

where the patient appears to be in the therapeutic process.  

  

The rater should use the following definitions to make their Quality/Skill ratings for each modality.  

Although there are multiple providers, raters assign a single score based on overall quality.  

 

Quality/Skill Rating Scale 

 

1 = Poor The providers handled this item poorly as demonstrated by more than 

one of the following:   

• Clear lack of expertise, understanding, and competence  

• Inappropriate timing and poor flow of session components 

• Unclear language (e.g., above or way below comprehension 

level of child/parent) 

 

2 = Fair The providers handled this item in an acceptable, but less than 

“average” manner as demonstrated by one of the following (more than 

one would indicate Poor rating as above):  

• Clear lack of expertise, understanding, and competence  

• Inappropriate timing and poor flow of session components 

• Unclear language (e.g., above or way below comprehension 

level of child/parent) 

 

3 = Adequate The providers handled this item in a manner characteristic of an 

“average,” “good enough” provider as demonstrated by all of the 

below: 

• Expertise, understanding, and competence 

• Appropriate timing and easy flow of session components 

• Clear language (matched to comprehension level of 

child/parent) 

 

4 = Good The providers handled this item in a manner better than “average,” 

meeting all of the above criteria (Adequate rating) plus demonstration 

of additional skills and expertise on this item. 

 

5 = Excellent The providers handled this item in a manner with exemplary skill 

level, meeting all of the above criteria (Good rating) plus clear 

evidence that the therapists exhibited a high level of excellence and 
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mastery on this item (e.g. the situation presented significant 

therapeutic challenges and the provider was able to complete this item 

successfully despite these conditions). 

 

When rating Quality/Skill Level, the starting point for rating each item should be “3.”  That is the 

rater should begin by assuming that a therapist will behave adequately or at an average level.   A 

rater assigning scale scores above or below a “3,” should have examples or notations in mind to 

support their scores.    

 

Overall Behavior Rating Scale: (ESDM, 2010) 

 

Assign a rating from 1-5 on how well the therapists managed challenging behaviors, and/or 

the presence of unwanted behaviors. 

 

1 = Poor Provider compounds the problem and/or missed clear opportunities to 

appropriately manage the behavior 

 

2 = Fair The provider does not make the behavior worse, but unwanted 

behaviors continue because of poor behavior management strategies. 

There are obvious missed opportunities to impact the behavior 

 

3 = Adequate Unwanted behaviors persist. The providers try several different 

appropriate strategies that do not make the behavior worse. There are 

just missed opportunities to make the problem behavior remit. 

 

4 = Good The providers handle the problem behavior well. They use good 

strategies that do not contribute to problem behavior or make it worse. 

The problem behavior may continue or decrease slightly but not fully 

remit 

 

5 = Excellent There are no problem behaviors, or the providers manage behavior 

very well if it does occur. The behavior remits due to use of good 

strategies. 

 

Other notes: 

• If the activity did not occur, then Quality/Skill Level = N/A 

• If the activity occurred, but was not captured on tape=M (missing) 

• Behavior management score should reflect ONLY what was seen on tape. 

• Only make note of whether an optional activity occurred; does not count as part of 

fidelity ratings.   

Instructions:  Please complete the following after watching a session. First, check off the 

activities were completed during the session. Then, rate how well providers implemented each of 

the core activities using the Quality/Skill Rating system. Assign Overall Quality and Overall 

Behavior Management ratings based on overall impressions of Quality/Skill and how well 

providers managed behavior based on the guidelines specified above.  NOTE: * Designates 

Essential Core Activity 



 

   

 

84 

 

 

  Quality/Skill Rating  

Session 6: More Mind-Body Connection 

Completed? 

P
o
o
r 

F
air 

A
d
eq

u
ate

 

G
o
o
d

 

E
x
cellen

t 

N
/A

 

Children/Parents Together 

1. Brief check-in about 

calming/relaxing/fun activities through 

the week 

□ 1 2 3 4 5 □ 

2. Deep breathing □ 1 2 3 4 5 □ 

3. This is Me Relaxing OR share photos 

from last week’s assignment □ 1 2 3 4 5 □ 

4. Revisit Active Minds/Helpful Thoughts □ 1 2 3 4 5 □ 

5. Watch Facing Your Fears of Dogs 

video* 
□ 1 2 3 4 5 □ 

6. Complete Fear Tracker □ 1 2 3 4 5 □ 

7. Complete Practice Hierarchy (snakes or 

talking in class) * 
□ 1 2 3 4 5 □ 

8. IF TIME: begin to generate steps to 

success for the child’s own fear 
□ 1 2 3 4 5 □ 

9. Show and Tell and/or deep breathing 

 

Parents Only 

□ 1 2 3 4 5 □ 

10. Review Alarm Chain Reaction  □ 1 2 3 4 5 □ 

11. Finish any work from Session 5 

(concepts like adaptive/excessive 

protection; cycle of anxiety; plan to get 

to green, etc.) * 

□ 1 2 3 4 5 □ 

12. Review parent’s role in exposure (see 

telehealth guide) 
□ 1 2 3 4 5 □ 

Overall Quality Rating 

    
 1 2 3 4 5 

 

Overall Behavior Management 

    
 1 2 3 4 5 
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  Quality/Skill Rating  

Session 7: Introduction to Facing Fears 

Completed? 

P
o
o
r 

F
air 

A
d
eq

u
ate

 

G
o
o
d

 

E
x
cellen

t 

N
/A

 

Children/Parents Together 

1. Brief check-in about 

calming/relaxing/fun activities through 

the week 

□ 1 2 3 4 5 □ 

2. Deep Breathing □ 1 2 3 4 5 
□ 

 

3. Discussion on facing fears (p. 118). (IF 

they were identified from last session) 
□ 1 2 3 4 5 □ 

4. Facing Your Fears of Talking on the 

Phone* □ 1 2 3 4 5 □ 

5. Complete the fear tracker □ 1 2 3 4 5 □ 

6. Create/Finish Fear Hierarchy* □ 1 2 3 4 5 
□ 

7. Show and Tell and/or Deep Breathing 

Parents Only 
□ 1 2 3 4 5 

□ 

8. Create Hierarchies with parents* □ 1 2 3 4 5 
□ 

Overall Quality Rating 

    
 1 2 3 4 5 

 

Overall Behavior Management 

    
 1 2 3 4 5 

 

 

Comments/Suggestions:          

             

             

  _________________________________________________________________ 
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  Quality/Skill Rating  

Session 8: Exposure Practice 

Completed? 

P
o
o
r 

F
air 

A
d
eq

u
ate

 

G
o
o
d

 

E
x
cellen

t 

N
/A

 

Children/Parents Together 

 

1. Brief check-in (calming/relaxing 

activities, but also get updates on 

exposure practice) * 

□ 1 2 3 4 5 □ 

2. Deep breathing □ 1 2 3 4 5 □ 

3. Fear Tracker □ 1 2 3 4 5 □ 

4. Practice facing fears (e.g., break out 

rooms OR consider child of the week 

faces fears); may also need to include a 

brief parent/child planning period 

initially* 

□ 1 2 3 4 5 □ 

5. Show and Tell and/or deep breathing 

Parents Only 
□ 1 2 3 4 5 

□ 

6. Create/Trouble Shoot Hierarchies* □ 1 2 3 4 5 
□ 

Overall Quality Rating 

    
 1 2 3 4 5 

 

Overall Behavior Management 

    
 1 2 3 4 5 

 

 

Comments/Training Suggestions:         

             

      __________________________________________ 
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Appendix F 

 

Task Analyses 1 to 3 

 

Date: ________________   

Participant ID: __________ Phase: ________________ Total Score: ____________  

RA: _______________ Primary/IOA (circle one) Coder: ______________  

Coding: Y(yes)- the researcher completed the step as outlined; N(no)- the researcher missed the 

step or did not complete as outlined. N/A (Not applicable, e.g., If the participant has already 

completed a session that day code, N/A for #2/3)  

 TA1: Preparing for Fear Hierarchies  

Y / N / n/a  Step Description   

Large Group  

  1.  Reported applicable worksheets at least at some point throughout 

the session (Everybody Worries Sometimes [Session 2, p. 29], practice 

hierarchies Facing Fears of Snakes or Talking [Session 6, p. 114], Fear 

Tracker, Finding my Target [p. 106], Steps to Success [p. 115], and 

Facing Fears through Exposure [pp.104-105).    

   2. Showed the video of the child facing their fears of dogs (Session 6, 

p. 112, Fidelity item 5).  

  3. Had parents and children identify the steps to facing fears and 

strategies for success (can use a word document, but not required).  

   4. Facilitated the practice hierarchies Facing Fear of Snakes OR 

Facing Fear of Talking (Session 6, p. 114, Fidelity item 7).  

  5. Modelled how to re-direct child’s challenging behaviour using the 

strategies (i.e., worry bug, false alarm, deep breaths, helpful thoughts) 

whenever needed during the session.  

Parent Group  

   6. Continued the Finding my Target (sorting worries from least-to-

most; Session 6; p. 106) and Steps to Success: Where do we begin? (p. 

115) worksheets, to help parents generate specific steps.  
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   7. Introduced Facing Fears through Exposure handout. (Session 6; 

pp.104–105).  

  

  8.  Explained at least two or three of the coach’s role to parents by 

going through pp. 104-105, 128 in detail.  

1.  Practice fear facing skills with the child.  

2.  Empathize with child: task is difficult.  

3.  Minimize attention to excessive anxiety symptoms.  

4.  Praise and reinforce fear facing behaviour.  

5.  Verbalize confidence in child’s fear facing skills.  

Overall Quality Rating                          1    2    3    4    5  

Overall Behaviour Management Rating  1    2     3    4    5  

Researcher Procedural Reliability for TA 1  

PR for TA 1 - BASELINE  

Y/N/n/a  Step Description  

  1. Logged onto the Lifesize Video Conferencing platform on time to meet 

with the clinician. Started recording.  

  2. Introduced themselves and the research assistant to the clinician.  

I am Sarah, I am the researcher (trainer) and I will be role-playing a child named 

Alex in these sessions. This is [name], she is the research assistant and will be role-

playing the parent, named Heather.  

  3. Discussed the purpose of the study and the delivery of the training.  

Thanks so much for participating in this research, the purpose is to assess various 

formats of training for FYF delivery.   

  4. Explained the focus of this training (preparation for hierarchies and 

exposures, creating hierarchies or practicing exposures).   
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In this session we would like you to show us how you would prepare for creating fear 

hierarchies with caregivers and children. Please note that we don’t want you to go 

through the components of a specific session. We're looking at important components 

discussed with Dr. Reaven, and not going through a specific session. If we say 

session, we are referring to this research session. When we are role-playing we may 

keep our responses more brief than a usual session for time purposes.  

  5. Told the clinician that they would be provided with a vignette and 

worksheets.   

We will provide you with a vignette of a child. We will also provide you with the 

worksheets, which include: “Everybody Worries Sometimes [Session 2, p. 29], 

practice hierarchies Facing Fears of Snakes or Talking [Session 6, p. 114], Fear 

Tracker, Finding my Target [p. 106], Steps to Success [p. 115], Facing Fears 

through Exposure [pp.103-111]”. You can also use videos. Since we are online, 

please tell us which materials you are referring to throughout the session.  

  6. Informed the clinician that some worksheets would be started.  

To mimic actual sessions, some worksheets will have been started but not finished. 

Please ensure to help complete them if they will eventually be needed for exposures.  

  7. Provided an opportunity for the clinician to ask questions and explained to the 

clinician that they cannot answer questions pertaining to the steps, teaching or 

worksheets to use during the session.  

Do you have any questions? Please note, we will not be able to answer questions 

about teaching, steps and worksheets  

  8. Provided the vignette, client profile, and worksheets to the clinician.  

Here is the vignette, this is the context and client profile, and the worksheets that you 

can use. Please also have any videos ready that you may like to use.  

  9. Provided time for the clinician to review the vignette, client profile and 

worksheets.   

You will have up to 5 minutes to review the material or let me know when you are 

ready.   

[The researcher avoided answering questions about teaching, steps and worksheets.]  

  10. Informed the clinician that they could ask questions about the vignette or 

direct questions to us role-playing the child and parent to obtain more 

information on the child.   

During the session you can direct questions to the child or parent to get more 

information about the child as you would in a typical FYF session.  

  11. Specified to the clinician whether the session would start in a large group, trio 

or parent-only group.   
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We will start with the large group. If the format changes, I will let you know what 

format we are changing to (large group, breakout rooms, parent group)  

  12. Provided an opportunity for the clinician to ask questions.  

Do you have any questions?  

[The researcher avoided answering questions about teaching, steps and worksheets.]  

  13. Indicated that the clinician could begin the session.  

You can begin whenever you are ready. Remember that we are role-playing from 

scripts, but you can ask us questions. We may not be able to answer all types of 

questions as indicated.   

  14. Researchers roleplay according to the scripts (see script)   

[to score Yes, had to include at least two challenging behaviours from child and 2 

instances of parent being stuck]  

  15. Researcher (trainer) signals when the session format changes (indicated in 

script) and exits the group by muting camera (for parent group only).  

We will now begin the parent group.  

  16. Ends the session – thanks the participant for their time and says that the next 

session will begin in 15 minutes (if applicable).   

  17. Scores the participant’s behaviour on the TA after the session to make data-

based decisions.   

  18. After the final baseline session of the day, tells the participant they will be in 

touch to schedule training (if applicable).  

  

Researcher Script for TA 1: Preparing for Fear Hierarchies  

When role-playing, respond only to questions that involve the character you are roleplaying 

(nothing related to the activities, or the way the clinician is delivering them). If you are not able 

to follow the script exactly as written based on what the clinician does, please ensure that 

each session includes 2 instances of “challenging behaviour” for child and 2 instances of 

caregiver “getting stuck”.     

CH= child, CG = caregiver  

Researcher: We will start in the large group format. You can begin the session whenever you 

are ready.  
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[Allow clinician opportunity to start session, respond to first few questions/child complies.]  

When the clinician starts the first worksheet or activity (usually the video):  

CH: Identifies 1 out of 4 steps; identifies 1 out of 2 strategies. (e.g., looking at pictures, deep 

breaths)  

CH: I don’t like this! [Child cries. Pre-programmed challenging behaviour 1.]  

CH: [Identifies 1 out of 4 steps; identifies 1 out of 2 strategies.] (e.g., walking past dog behind a 

door, deep breaths, helpful thoughts)  

CG: [Identifies 1 out of 4 steps] (e.g., “Walking past dog on a leash?”)  

Next activity:   

CG: We seem to be stuck here, could you help us complete the rest? [Stuck parent 1].  

CH and CG: [Complete most of the sheet but do not identify ____.]  

CG: We are having trouble coming up with _____, could you help us out? [Stuck parent 2]  

CH: I don’t want to do this/ I can’t do this! [Pre-programmed behaviour 2].  

Researcher: We will now begin the parent group. I will mute camera to mimic child leaving the 

group. You can begin when you are ready.  

When clinician presents the first worksheet:  

CG: How do we go about breaking up big worries into small steps?  

If the clinician asks if the CG has any questions:  

CG: I am unsure how to do this at home. What would doing the exposures at home look like?  

[asks this question when appropriate even if not prompted by clinician].  
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TA2: Creating Fear Hierarchies  

Y / N / n/a  Step Description   

Large Group  

  1. Reported applicable worksheets at least at some point throughout 

the session (Everybody Worries Sometimes [Session 2, p. 29], Fear 

Tracker [Session 5, p. 77], Finding My Target [p. 106], and Steps to 

Success: Where do we begin?  [p. 115]).  

  2. Showed the video of the child facing their fear of talking on the 

phone (Session 7, p. 119, Fidelity item 4).  

  3.  Had parents and children identify the steps to facing fears and 

strategies for success (can use a word document, but not required).  

Trios (Breakout Rooms) or Large Group  

  4. Modelled how to re-direct child’s challenging behaviour using the 

strategies (i.e., worry bug, false alarm, deep breaths, helpful thoughts) 

whenever needed during the session.  

   5. Asked the child a combination of these questions:  

1. How does your fear of [target] interfere with your life?  

2. How will you know when you faced your fear of [target]?  

3. What are you avoiding because of [target]?   

  6. Helped the dyads fill out/finish the Fear Tracker (Session 5, p. 

77), Finding My Target (p.106), and Steps to Success: Where do we 

begin? (p. 115).  

  7. Had the children and parents select the fear the child was to face 

first, to help them find the target goal and smaller steps.  

  8. Provided support for using the child-selected fear over the parent-

selected fear in the fear hierarchy if disagreement between the child 

and parent about which fear to face. (Session 6, p. 113)  

  9. Praised and reinforced fear facing behaviour. (e.g., Helped the 

child and parent identify larger rewards for the target goal (e.g., an 
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activity, a toy or preferred item) and smaller rewards for the smaller 

steps (e.g., a special jar of edibles, tokens).   

  10. Verbalize confidence in child’s fear facing skills.  

  11. Checked with the child-parent pair and made sure they understood 

what to work on at home (e.g., have a target goal and smaller steps).  

Parent Group  

   12. Reviewed worksheets with parents (practice hierarchies, Finding 

my Target, Where do we Begin and Everybody Worries Sometimes) 

to identify fears. (Session7, Fidelity item 8; Session 8, Fidelity item 

6).  

  13. Helped parents identify specific steps to work on at home.  

   14.  Reviewed the possibility of jumping between steps to promote 

generalization. Reviewed that the child’s comfort is the criteria to use 

to select steps.  

Overall Quality Rating                          1    2    3    4    5  

Overall Behaviour Management Rating  1    2     3    4    5  

Researcher Procedural Reliability for TA 2  

PR for TA 2 - BASELINE  

Y/N/n/a  Step Description  

  1. Logged onto the Lifesize Video Conferencing platform on time to meet with 

the clinician. Started recording.  

  2. Introduced themselves and the research assistant to the clinician.  

I am Sarah, I am the researcher (trainer) and I will be role-playing a child named 

Alex in these sessions. This is [name], she is the research assistant and will be role-

playing the parent, named Heather.  

  3. Discussed the purpose of the study and the delivery of the training.  

Thanks so much for participating in this research, the purpose is to assess various 

formats of training for FYF delivery.   
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  4. Explained the focus of this training (preparation for hierarchies and 

exposures, creating hierarchies or practicing exposures).   

In this session we would like you to show us how you would help create fear 

hierarchies with parents and children. Please note that we don’t want you to go 

through the components of a specific FYF session. We're looking at important 

components discussed with Dr. Reaven, and not going through a specific session. If 

we say session, we are referring to this research session. When we are role-playing 

we may keep our responses more brief than a usual session for time purposes.  

  5. Told the clinician that they would be provided with a vignette and 

worksheets.   

We will provide you with a vignette of a child. We will also provide you with the 

worksheets, which include: “Everybody Worries Sometimes [Session 2, p. 29], 

practice hierarchies Facing Fears of Snakes or Talking [Session 6, p. 114], Fear 

Tracker, Finding my Target [p. 106], Steps to Success [p. 115], Facing Fears 

through Exposure [pp.103-111]”. You can also use videos. Since we are online, 

please tell us which materials you are referring to throughout the session.  

  6. Informed the clinician that some worksheets would be started.  

To mimic actual sessions, some worksheets will have been started but not finished. 

Please ensure to help complete them if they will eventually be needed for exposures.  

  7. Provided an opportunity for the clinician to ask questions and explained to the 

clinician that they cannot answer questions pertaining to the steps, teaching or 

worksheets to use during the session.  

Do you have any questions? Please note, we will not be able to answer questions 

about teaching, steps and worksheets  

  8. Provided the vignette, client profile, and worksheets to the clinician.  

Here is the vignette, this is the context and client profile, and the worksheets that you 

can use. Please also have any videos ready that you may like to use.  

  9. Provided time for the clinician to review the vignette, client profile and 

worksheets.   

You will have up to 5 minutes to review the material or let me know when you are 

ready.   

[The researcher avoided answering questions about teaching, steps and worksheets.]  

  10. Informed the clinician that they could ask questions about the vignette or 

direct questions to us role-playing the child and parent to obtain more 

information on the child.   

During the session you can direct questions to the child or parent to get more 

information about the child as you would in a typical FYF session.  
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  11. Specified to the clinician whether the session would start in a large group, trio 

or parent-only group.   

We will start with the large group. If the format changes, I will let you know what 

format we are changing to (large group, breakout rooms, parent group)  

  12. Provided an opportunity for the clinician to ask questions.  

Do you have any questions?  

[The researcher avoided answering questions about teaching, steps and worksheets.]  

  13. Indicated that the clinician could begin the session.  

You can begin whenever you are ready. Remember that we are role-playing from 

scripts, but you can ask us questions. We may not be able to answer all types of 

questions as indicated.   

  14. Researchers roleplay according to the scripts (see script)   

[to score Yes, had to include at least two challenging behaviours from child and 2 

instances of parent being stuck]  

  15. Researcher (trainer) signals when the session format changes (indicated in 

script) and exits the group by muting camera (for parent group only).  

We will now begin the breakout rooms/ trios.  

  16. Researcher (trainer) signals when the session format changes (indicated in 

script).  

We will now begin the parent group.  

  17. Ends the session – thanks the participant for their time and says that the next 

session will begin in 15 minutes (if applicable).   

  18. Scores the participant’s behaviour on the TA after the session to make data-

based decisions.   

  19. After the final baseline session of the day, tells the participant they will be in 

touch to schedule training (if applicable).  

  

Researcher Script for TA 2: Creating Fear Hierarchies  

When role-playing, respond only to questions that involve the character you are roleplaying 

(nothing related to the activities, or the way the clinician is delivering them). If you are not able 

to follow the script exactly as written based on what the clinician does, please ensure that 
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each session includes 2 instances of “challenging behaviour” for child and 2 instances of 

caregiver “getting stuck”.     

CH= child, CG = caregiver  

Researcher: We will start in the large group format. You can begin the session whenever you 

are ready.  

[Allow clinician opportunity to start session, respond to first few questions/child complies.]  

When the clinician starts the first worksheet or activity (typically a video):  

CH: [Identifies 3 out of 4 steps; identifies 0 out of 2 strategies, 1 big reward.]  

CG: [Identifies 2 out of 4 steps; identifies 1 out of 2 strategies.]   

CH: I don’t know any small rewards. [Pre-programmed challenging behaviour 1]  

Researcher: We will now move to the trios/ breakout rooms or child of the week (depends on 

what they would do in real situation). You can begin when you are ready.  

When the clinician transitions to the trios/breakout rooms:  

CH: [Engages in fidgeting, moving offscreen, inattention, talking loudly. Pre-programmed 

challenging behaviour 2.]  

When the clinician asks questions about and to identify fear:  

CH: I don’t like going outside. It is scary. I like staying in my room. (Adjust to the question 

being asked).  

CH: I don’t know, I don’t like it. In my room it’s quiet. (Adjust to questions being asked).  

CH: Maybe. There are always things happening, trucks passing. I don’t like loud noises.  

CH: Yes.   

CH: I will be able to go play outside and walk with mom without being scared.  

CH: I don’t play elsewhere than in my room. I don’t like to go to school or play outside.  

When clinician asks about which fear to use for the hierarchy:  

CH and CG: [Disagree on which fear to use.]  

CH: Loud noises.  
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CG: Fear of going to the dentist.  

When clinician asks to identify smaller steps for hierarchy:  

CH and CG: [Child and parent identified two steps.]   

CG: We are having trouble coming up with the rest. [Stuck parent 1].  

CG: We need help with choosing rewards. [Stuck parent 2].  

After clinician helps identify rewards:  

CG: Is that alright Alex?  

CH: Yes.  

When clinician asks if they know what to work on:  

CG: We’re unsure.   

Researcher: We will now begin the parent group. I will mute camera to mimic child leaving the 

group. You can begin when you are ready.  

When clinician mentions creating hierarchies:  

CG: How do I know if we are going too fast? How do I help my child do this at the park?  
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TA3: Exposures   

Y / N / n/a   Step Description   

Trios (Breakout Rooms) or Large Group  

  1.  Reported applicable worksheets at least at some point throughout 

the session (Everybody Worries Sometimes [Session 2, p.29], Steps to 

Success: Where do we begin? [p.115] and Facing fears: How did I do 

[p.124]).  

   2. Checked-in on exposure practice. (Sessions 8-13, Fidelity item 1)  

  3. Modelled and/or reviewed how to choose exposure steps and 

possibility to move around steps. Facilitator explained concept of 

generalization and that moving around the steps promotes this.  

  4. Modelled how to re-direct child’s challenging behaviour using the 

strategies (i.e., worry bug, false alarm, deep breaths, helpful thoughts) 

whenever needed during the session.  

  6.  Reviewed the target, the steps involved in reaching the goal, and 

rewards using the Steps to Success: Where do we begin? worksheet 

(p.115).  

  7. Had the parent practice fear facing skills with the child.  

  8. Had the parent empathize with child: task is difficult.  

  9. Had the parent ignore excessive symptoms.  

  10.  Facilitator explained that by facing fears child will develop fear 

tolerance.  

  11. Reviewed the focus for exposures being behavioural change (i.e., 

being able to do what they are afraid of).  

Parent Group  

  12. Reviewed and found solutions to fear hierarchies. (Sessions 8-13, 

Fidelity item 6) using these three strategies:   

  13. Reviewed the questions parents can ask to clarify the child’s fears. 

(e.g., How does your fear of [target] interfere with your life? How will 
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you know when you faced your fear of [target]? What are you 

avoiding because of [target]?  

  14. Mentioned parenting tendencies (e.g., not following through or 

punishing anxiety) and parents monitoring their own anxiety.  

  15. Discussed that parents can model facing fears:  

E.g., the facilitator explained that parents can show children how to face 

fears using their own real fearful situation or an exaggerated situation.  

Overall Quality Rating                          1    2    3    4    5  

Overall Behaviour Management Rating  1    2     3    4    5  

Researcher Procedural Reliability for TA 3 

PR for TA 3 - BASELINE  

Y/N/n/a  Step Description  

  1. Logged onto the Lifesize Video Conferencing platform on time to meet with 

the clinician. Started recording.  

  2. Introduced themselves and the research assistant to the clinician.  

I am Sarah, I am the researcher (trainer) and I will be role-playing a child named 

Alex in these sessions. This is [name], she is the research assistant and will be role-

playing the parent, named Heather.  

  3. Discussed the purpose of the study and the delivery of the training.  

Thanks so much for participating in this research, the purpose is to assess various 

formats of training for FYF delivery.   

  4. Explained the focus of this training (preparation for hierarchies and 

exposures, creating hierarchies or practicing exposures).   

In this session we would like you to show us how you would practice exposures with 

parents and children. Please note that we don’t want you to go through the 

components of a specific session. We're looking at important components discussed 

with Dr. Reaven, and not going through a specific session. If we say session, we are 

referring to this research session. When we are role-playing we may keep our 

responses more brief than a usual session for time purposes.  
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  5. Told the clinician that they would be provided with a vignette and 

worksheets.   

We will provide you with a vignette of a child. We will also provide you with the 

worksheets, which include: “Everybody Worries Sometimes [Session 2, p. 29], 

practice hierarchies Facing Fears of Snakes or Talking [Session 6, p. 114], Fear 

Tracker, Finding my Target [p. 106], Steps to Success [p. 115], Facing Fears 

through Exposure [pp.103-111]”. You can also use videos. Since we are online, 

please tell us which materials you are referring to throughout the session.  

  6. Informed the clinician that some worksheets would be started.  

To mimic actual sessions, some worksheets will have been started but not finished. 

Please ensure to help complete them if they will eventually be needed for exposures.  

  7. Provided an opportunity for the clinician to ask questions and explained to the 

clinician that they cannot answer questions pertaining to the steps, teaching or 

worksheets to use during the session.  

Do you have any questions? Please note, we will not be able to answer questions 

about teaching, steps and worksheets  

  8. Provided the vignette, client profile, and worksheets to the clinician.  

Here is the vignette, this is the context and client profile, and the worksheets that you 

can use. Please also have any videos ready that you may like to use.  

  9. Provided time for the clinician to review the vignette, client profile and 

worksheets.   

You will have up to 5 minutes to review the material or let me know when you are 

ready.   

[The researcher avoided answering questions about teaching, steps and worksheets.]  

  10. Informed the clinician that they could ask questions about the vignette or 

direct questions to us role-playing the child and parent to obtain more 

information on the child.   

During the session you can direct questions to the child or parent to get more 

information about the child as you would in a typical FYF session.  

  11. Specified to the clinician whether the session would start in a large group, trio 

or parent-only group.   

We will start with the breakout rooms/ trios. If the format changes, I will let you know 

what format we are changing to (large group, breakout rooms, parent group).  

  12. Provided an opportunity for the clinician to ask questions.  

Do you have any questions?  
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[The researcher avoided answering questions about teaching, steps and worksheets.]  

  13. Indicated that the clinician could begin the session.  

You can begin whenever you are ready. Remember that we are role-playing from 

scripts, but you can ask us questions. We may not be able to answer all types of 

questions as indicated.   

  14. Researchers roleplay according to the scripts (see script)   

[to score Yes, had to include at least two challenging behaviours from child and 2 

instances of parent being stuck]  

  15. Researcher (trainer) signals when the session format changes (indicated in 

script) and exits the group by muting camera (for parent group only).  

We will now begin the parent group.  

  16. Ends the session – thanks the participant for their time and says that the next 

session will begin in 15 minutes (if applicable).   

  17. Scores the participant’s behaviour on the TA after the session to make data-

based decisions.   

  18. After the final baseline session of the day, tells the participant they will be in 

touch to schedule training (if applicable).  

  

Researcher Script for TA 3: Exposures  

When role-playing, respond only to questions that involve the character you are roleplaying 

(nothing related to the activities, or the way the clinician is delivering them). If you are not able 

to follow the script exactly as written based on what the clinician does, please ensure that 

each session includes 2 instances of “challenging behaviour” for child and 2 instances of 

caregiver “getting stuck”.     

CH= child, CG = caregiver  

Researcher: We will start in the trio format. You can begin the session whenever you are ready.  

[Allow clinician opportunity to start session, respond to first few questions/child complies.]  

When the clinician asks about home practice:  

CG: We had a hard time. Alex got really scared with step 1.  
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CH: I don’t want to do this. I don’t know how to face this. [Pre-programmed challenging 

behaviour 1].   

After clinician modelled or reviewed how to select and implement exposure steps. Should also 

review strategies they can use to calm down.  

CH: ok. I’m ready to try.  

When clinician reviews the target, the steps involved in reaching the goal, and rewards using the 

worksheet:  

CG: This is the step we had trouble with. Alex started crying. Could you show me how I could 

do this at home? [Stuck parent 1].  

After clinician had parent practiced coach’s duties:  

CH: [Engages in behaviours, like crying and yelling, pre-programmed challenging behaviour 2.]  

After clinician re-directed CH to exposure:  

CH: [calms down and faces step 1.]  

CG: Now that Alex faced step X, we will be ready to face the next step next time, right? [Stuck 

parent 2].  

After clinician explains exposure steps:  

CG: How do we know if Alex’s fear decreased?  

Researcher: We will be doing the parent group now. I will mute camera to mimic child leaving 

the group. You can begin when you are ready.  

After clinician reviews what they plan to do in parent group:  

CG: I am having trouble with the hierarchies and knowing what fear they have.  

CG: Sometimes, I get anxious, and I can’t help my child face their fears.  
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Appendix G 

 

 

Behaviour Skills Training & Self-Monitoring Acceptability Form  

  

Participant ID: ___________   Phase: _______  Session #: __________   

  

Please score each item by circling indicating the number that best indicates how you feel about 

the following items:  

  

  

1. The goal of the study, evaluating strategies to train Facing Your Fears (FYF) 

facilitators, is important.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral  Strongly agree  

  

2. I have learned important skills by participating in this research.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral                  Strongly agree  

  

3. The skills I have learned in this research will help me as a FYF facilitator.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

4. The behaviour skills training (BST; instructions, modeling, rehearsal, feedback) 

procedure has helped me learn the skills required to facilitate FYF.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

5. The self-monitoring procedure has helped me learn the skills required to facilitate 

FYF.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

6. I have a clear understanding of FYF competencies reviewed in the BST sessions.  
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1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

7. I found the BST sessions to be an appropriate length of time.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree        Neutral Strongly agree  

  

8. I enjoyed learning how to facilitate the FYF sessions using BST.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

9. I enjoyed learning how to facilitate the FYF sessions using self-monitoring.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

10. I felt that the FYF training as usual (workshop and manual) was adequate for me 

to feel confident facilitating FYF.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree        Neutral Strongly agree  

  

11. I would recommend the BST sessions to others learning to facilitate FYF.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

12. I would recommend self-monitoring to others learning to facilitate FYF.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

13. There are disadvantages to the BST procedure.  

  

1                        2                        3                        4                         5   
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___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

If you agreed, please specify the disadvantages you found:   

  

___________________________________________________________________  

  

14.  There are disadvantages to self-monitoring.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

If you agreed, please specify the disadvantages you found:   

  

  

15. The presence of the researcher or camera negatively impacted my performance 

providing FYF.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

16. Receiving BST online was helpful.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

17. Receiving BST online was convenient.  

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

18. The online video communication program (i.e., Lifesize) was easy to use.   

  

1                        2                        3                        4                         5   

___________________________________________________________________  

Strongly disagree     Neutral   Strongly agree  

  

Additional Comments: 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________________________  
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Appendix H 

Researcher Baseline Procedural Reliability Checklist 

Date: ________________        

Participant ID: __________ Phase: ________________  Total Score: ____________ 

RA: _______________  Primary/IOA (circle one) Coder: ______________ 

Coding: Y(yes)- the researcher completed the step as outlined; N(no)- the researcher missed the 

step or did not complete as outlined. N/A (Not applicable, e.g., If the participant has already 

completed a session that day code, N/A for #2/3) 

Researcher Procedural Reliability for TA 

PR for TA - BASELINE 

Y/N/n/a Step Description 

 1. Logged onto the Lifesize Video Conferencing platform on time to meet with 

the clinician. Started recording. 

 2. Introduced themselves and the research assistant to the clinician. 

I am Sarah, I am the researcher (trainer), and I will be role-playing a child named 

Alex in these sessions. This is [name], she is the research assistant and will be role-

playing the parent, named Heather. 

 3. Discussed the purpose of the study and the delivery of the training. 

Thanks so much for participating in this research, the purpose is to assess various 

formats of training for FYF delivery.  

 4. Explained the focus of this training (creating hierarchies or practicing 

exposures).  

In this session we would like you to show us how you would help create fear 

hierarchies with parents and children and help them practice exposures. Please 

note that we don’t want you to go through the specific components of a specific 

FYF session. We're looking at important components discussed with Dr. Reaven. 

When we say session, we are referring to this research session vs FYF session. 

When we are role-playing, we may keep our responses more brief than a usual 

session for time purposes. Don’t worry if I stop you, it means you have completed 

the required components, and it is to keep us moving along. 

 5. Told the clinician that they would be provided with a vignette and 

worksheets.  

We will provide you with a vignette of a child. We will also provide you with the 

worksheets, which include: “Everybody Worries Sometimes [Session 2, p. 29], 

practice hierarchies Facing Fears of Snakes or Talking [Session 6, p. 114], Fear 

Tracker, Finding my Target [p. 106], Steps to Success [p. 115], Facing Fears 

through Exposure [pp.103-111]”. You can also use videos. Since we are online, 

please tell us which materials you are referring to throughout the session. 
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 6. Informed the clinician that some worksheets would be started. 

To mimic actual sessions, some worksheets will have been started but not finished. 

Please ensure to help complete them if they will eventually be needed for exposures. 

 7. Provided an opportunity for the clinician to ask questions and explained to 

the clinician that they cannot answer questions pertaining to the steps, 

teaching or worksheets to use during the session. 

Do you have any questions? Please note, we will not be able to answer questions 

about teaching, steps and worksheets 

 8. Provided the vignette, client profile, and worksheets to the clinician. 

Here is the vignette, this is the context and client profile, and the worksheets that 

you can use. Please also have any videos ready that you may like to use. 

 9. Provided time for the clinician to review the vignette, client profile and 

worksheets.  

You will have up to 5 minutes to review the material or let me know when you are 

ready.  

*[The researcher avoided answering questions about teaching, steps and 

worksheets.] * 

 10. Informed the clinician that they could ask questions about the vignette or 

direct questions to us role-playing the child and parent to obtain more 

information on the child.  

During the session you can direct questions to the child or parent to get more 

information about the child as you would in a typical FYF session. 

 11. Specified to the clinician whether the session would start in a large group, 

trio or parent-only group.  

We will start with the large group. If the format changes, I will let you know what 

format we are changing to (large group, breakout rooms, parent group) 

 12. Provided an opportunity for the clinician to ask questions. 

Do you have any questions? 

*[The researcher avoided answering questions about teaching, steps and 

worksheets.] * 

 13. Indicated that the clinician could begin the session. 

You can begin whenever you are ready. Remember that we are role-playing from 

scripts, but you can ask us questions. We may not be able to answer all types of 

questions as indicated.  

 14. Researchers roleplay according to the scripts (see script)  
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[to score Yes, had to include at least 4 challenging behaviours from child 1 (I don’t 

like small rewards) 1 (scared) 1 (scared) and 4 instances of parent being stuck] 1 

(stuck with steps) 1 (stuck with startegies)  

 15. Researcher (trainer) signals when the session format changes (indicated in 

script) and exits the group by muting camera (for parent group only). 

We will now begin the breakout rooms/ trios. 

 16. Researcher (trainer) signals when the session format changes (indicated in 

script). 

We will now begin the parent group. 

 17. Ends the session – thanks the participant for their time and says that the next 

session will begin in 15 minutes (if applicable).  

 18. Scores the participant’s behaviour on the TA after the session to make data-

based decisions.  

 19. After the final baseline session of the day, tells the participant they will be 

in touch to schedule training (if applicable). 

 Total /19 
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Researcher Script for TA: Creating Fear Hierarchies and Practicing Exposures 

When role-playing, respond only to questions that involve the character you are roleplaying 

(nothing related to the activities, or the way the clinician is delivering them). If you are not able 

to follow the script exactly as written based on what the clinician does, please ensure that 

each session includes 2 instances of “challenging behaviour” for child and 2 instances of 

caregiver “getting stuck”.    

CH= child, CG = caregiver 

Researcher: We will start in the large group format. You can begin the session whenever you 

are ready. 

[Allow clinician opportunity to start session, respond to first few questions/child complies.] 

When the clinician starts the first worksheet or activity (typically a video): 

CH: [Identifies 3 out of 4 steps; identifies 0 out of 2 strategies, 1 big reward.] 

CG: [Identifies 2 out of 4 steps; identifies 1 out of 2 strategies.]  

CH: I don’t know any small rewards. [Pre-programmed challenging behaviour 1] 

Researcher: We will now move to the trios/ breakout rooms or child of the week (depends on 

what they would do in real situation). You can begin when you are ready. 

When the clinician transitions to the trios/breakout rooms: 

CH: [Engages in fidgeting, moving offscreen, inattention, talking loudly. Pre-programmed 

challenging behaviour 2.] 

When the clinician asks questions about and to identify fear: 

CH: I don’t like going outside. It is scary. I like staying in my room. (Adjust to the question 

being asked). 

CH: I don’t know, I don’t like it. In my room it’s quiet. (Adjust to questions being asked). 

CH: Maybe. There are always things happening, trucks passing. I don’t like loud noises. 

CH: Yes.  

CH: I will be able to go play outside and walk with mom without being scared. 

CH: I don’t play elsewhere than in my room. I don’t like to go to school or play outside. 

When clinician asks about which fear to use for the hierarchy: 

CH and CG: [Disagree on which fear to use.] 

CH: Loud noises. 

CG: Fear of going to the dentist. 

When clinician asks to identify smaller steps for hierarchy: 

CH and CG: [Child and parent identified two steps.]  

CG: We are having trouble coming up with the rest. [Stuck parent 1]. 

CG: We need help with choosing rewards. [Stuck parent 2]. 

After clinician helps identify rewards: 

CG: Is that alright Alex? 

CH: Yes. 

When the clinician asks about home practice: 

CG: We had a hard time. Alex got really scared with step 1. 

CH: I don’t want to do this. I don’t know how to face this. [Pre-programmed challenging 

behaviour 3].  

After clinician modelled or reviewed how to select and implement exposure steps. Should also 

review strategies they can use to calm down. 

CH: ok. I’m ready to try. 
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When clinician reviews the target, the steps involved in reaching the goal, and rewards using the 

worksheet: 

CG: This is the step we had trouble with. Alex started crying. Could you show me how I could 

do this at home? [Stuck parent 3]. 

After clinician had parent practiced coach’s duties: 

CH: [Engages in behaviours, like crying and yelling, pre-programmed challenging behaviour 4.] 

After clinician re-directed CH to exposure: 

CH: [calms down and faces step 1.] 

CG: Now that Alex faced step X, we will be ready to face the next step next time, right? [Stuck 

parent 4]. 

After clinician explains exposure steps: 

CG: How do we know if Alex’s fear decreased? 

When clinician asks if they know what to work on: 

CG: We’re unsure. Ask to be reminded of target step and frequency.  

Researcher: We will now begin the parent group. I will mute camera to mimic child leaving the 

group. You can begin when you are ready. 

When clinician mentions creating hierarchies: 

CG: How do I know if we are going too fast?  

CG: How do I help my child do this at different places? 

After clinician reviews what they plan to do in parent group: 

CG: I am having trouble with the hierarchies/exposures. How do I know what fear they have? 

CG: Sometimes, I get anxious, and I can’t help my child face their fears. 
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Researcher Training Procedural Reliability Checklist 
Date: ________________        
 

Participant ID: __________ Phase: ________________  Total Score: ____________ 
 

RA: _______________  Primary/IOA (circle one) Coder: ______________ 

 

Coding: Y(yes)- the researcher completed the step as outlined; N(no)- the researcher missed the 

step or did not complete as outlined. N/A (Not applicable, e.g., If the participant has already 

completed a session that day code, N/A for #2/3) 

 

 

PR for TRAINING 

Y/N/n/a Step Description 

Introduction 

 1. Logged onto the Lifesize Video Conferencing platform on time to meet with 

the clinician. Started recording. 

 2. The researcher (trainer) and/or research assistant greeted the clinician. (If it 

is a new RA, researcher introduced them to the clinician). 

Hello X, nice to see you today. 

(If new RA, this is [name], she is a research assistant in our lab and will be 

assisting me today.) 

 3. Discussed the purpose of the study and the delivery of the training. 

Thanks so much for joining me and [RA name] today and for participating in this 

research.  

 4. Explained the focus of this training (creating hierarchies or practicing 

exposures).  

In this session we will be using BST and self-monitoring to practice creating fear 

hierarchies and doing exposures with caregivers and children in FYF sessions. 

First, I will explain how we use the task analysis (TA) and will model with [name] 

how to use it to self-monitor. Next, we will have you practice using the task analysis 

in a simulated/mock FYF session where I will be role-playing a child named Alex 

and[name]will be role-playing the caregiver, named Heather. We will also record 

using the task analysis and will keep practicing using the task analysis until we 

reach a score of 90% fidelity for two consecutive trials. 

 5. Explained parameters of the training 

When we are role-playing, we may keep our responses briefer than a usual session 

for efficiency. Don’t worry if I stop you, it means you have completed the required 

components, and it is just to save time. 

 6. Told the clinician that they would be provided with a vignette and 

worksheets.  
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We will be using a vignette of a child and worksheets (the same as in baseline). 

 7. Informed the clinician that some worksheets would be started. 

To mimic actual sessions, some worksheets will have been started but not finished 

(as they were in baseline). Please ensure to help complete them if they will 

eventually be needed for exposures. 

 8. Provided an opportunity for the clinician to ask questions and explained to 

the clinician that they cannot answer questions pertaining to the steps, 

teaching or worksheets to use during the session. 

Do you have any questions? Please note, during the instruction and modelling 

portions, we will be able to answer all questions, however during rehearsal we will 

not be able to answer questions about teaching, steps and worksheets, but will 

provide feedback afterwards. 

Instruction 

 9.  The researcher (trainer) provided the task analysis to the participant to 

follow along and told the clinician that they could ask questions as they go 

through it together.   

Ok, so we will begin with instruction. We created this task analysis with the help of 

Dr. Reaven, and it targets core components of FYF that are critical for creating 

fear hierarchies and practicing exposures with families. I will read through all the 

steps of the task analysis and explain what is expected. You can follow along and 

ask questions as we go.  

 10. The researcher (trainer) went through all 26 steps of the task analysis and 

explained what was expected from each step to be completed as per script. 

The researcher answered any questions the clinician had as they reviewed 

the TA. 

 11. After having reviewed the TA, the researcher (trainer) ensured the clinician 

had no more questions and asked the clinician if they were ready to move on 

to modelling. 

 Do you have any questions about the steps or the task analysis? Would you be 

ready to move forward to us modelling what this would look like? 

 12. The researcher (trainer) clearly explained a step or concept if the clinician 

had a question and/or stated that a step or concept was unclear. 

Modelling 

 13. The researcher (trainer) and the research assistant demonstrated steps from 

the task analysis that the clinician had errored on in baseline and how to 

score using the task analysis. 



 

   

 

113 

The researcher (trainer) role-played as the clinician, and the research assistant 

role-played the child and caregiver as per Appendix B. 

 14. The researcher (trainer) provided an opportunity for the clinician to ask 

questions. 

Do you have any questions?  

Rehearsal 

 15. Explained the focus of rehearsal (creating hierarchies or practicing 

exposures).  

We would now like you to show us how you would help create fear hierarchies and 

practice exposures with caregivers and children, while self-monitoring using the 

task analysis. Please note that we don’t want you to go through the specific 

components of a specific FYF session. We're looking at important components 

discussed with Dr. Reaven. When we say session, we are referring to this research 

session vs FYF session. When we are role-playing, we may keep our responses 

briefer than a usual session for time purposes. Don’t worry if I stop you, it means 

you have completed the required components, and it is to keep us moving along. 

 16. Told the clinician that they would be provided with a vignette and 

worksheets.  

We will provide you with a vignette of a child. We will also provide you with the 

worksheets, which include: “Everybody Worries Sometimes [Session 2, p. 29], 

practice hierarchies Facing Fears of Snakes or Talking [Session 6, p. 114], Fear 

Tracker, Finding my Target [p. 106], Steps to Success [p. 115], Facing Fears 

through Exposure [pp.103-111]”. You can also use videos. Since we are online, 

please tell us which materials you are referring to throughout the session. 

 17. Provided an opportunity for the clinician to ask questions and explained to 

the clinician that they cannot answer questions pertaining to the steps, 

teaching or worksheets to use during the session. 

Do you have any questions? Please note, during rehearsal we will not be able to 

answer questions about teaching, steps and worksheets, as we will be role-playing, 

but we can answer them afterward in the feedback step. 

 18. Provided the vignette, client profile, and worksheets to the clinician. 

Here is the vignette, this is the context and client profile, and the worksheets that 

you can use. Please also have any videos ready that you may like to use. 

 19. Provided time for the clinician to review the vignette, client profile and 

worksheets.  

You will have up to 5 minutes to review the material or let me know when you are 

ready.  

*[The researcher avoided answering questions about teaching, steps and 

worksheets.] * 
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 20. Informed the clinician that they could ask questions about the vignette or 

direct questions to us role-playing the child and caregiver to obtain more 

information on the child.  

During the session you can direct questions to the child or caregiver to get more 

information about the child as you would in a typical FYF session. 

 21. Specified to the clinician whether the session would start in a large group, 

trio or caregiver-only group.  

We will start with the large group. If the format changes, I will let you know what 

format we are changing to (large group, breakout rooms, caregiver group) 

 22. Provided an opportunity for the clinician to ask questions. 

Do you have any questions? 

*[The researcher avoided answering questions about teaching, steps and 

worksheets.] * 

 23. Reminded the instruction to the clinician. 

 As a reminder, in this session we would like you to show us how you would help 

create fear hierarchies with caregivers and children and help them practice 

exposures while also using the checklist to self-monitor your own behaviour. 

 24. Indicated that the clinician could begin the session. 

You can begin whenever you are ready. Remember that we are role-playing from 

scripts, but you can ask us questions. We may not be able to answer all types of 

questions as indicated.  

 25. The researchers roleplayed according to the scripts during rehearsal with the 

clinician (see Appendix B)  

[to score Yes, had to include at least 4 challenging behaviours from child 1(scared) 

1(dislike small rewards) and 4 instances of caregiver being stuck/asking questions] 

1 (stuck) 1(rewards) 1 (steps) 1(hierarchy) 1(id fear) 

 26. The researcher (trainer) signalled when the session format changes 

(indicated in script) and exits the group by muting camera (for caregiver 

group only). 

We will now begin the breakout rooms/ trios. 

 27. The researcher (trainer) signalled when the session format changes 

(indicated in script). 

We will now begin the caregiver group. 

 28. The researcher (trainer) recorded the participant’s TA data/performance 

throughout. 

 29. The researcher (trainer) ended the rehearsal. 

Feedback 
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 30. The researcher (trainer) praised the participant’s performance.  This was 

great, you did [X, Y, Z] really well and you got item(s) [X, Y, Z]. 

 31. The researcher (trainer) compared the TA score with the clinician’s self-

monitoring score and provided feedback (referred to script to reiterate what 

was expected of a missed item). 

Based on the scores, there was/were (an) item(s) that was/were missed / should 

have been done like this (refer to script). 

 32. The researcher (trainer) rehearsed missed items with the clinician, based on 

the comparison between clinician’s score on the task analysis and self-

monitoring and provided additional feedback as needed (the researcher 

[trainer] referred to script as a guideline). 

Ok, based on the scores form the TA and the self-monitoring, we will practice 

item(s) [X, Y, Z], and will give you more feedback if needed. We can look at script 

to review what is expected. 

 33. If the participant did not reach 90% fidelity after the first training, the 

researcher provided in-vivo coaching (i.e. live feedback during rehearsal) in 

the second training session. 

End of Training Session 

 34. Ended the session– thanked the participant for their time and said that the 

next training session will begin in 15/30 minutes (if applicable).  

 35. Scores the participant’s behaviour on the TA after the session to make data-

based decisions.  

 36. After the final training session of the day, tells the participant they will be in 

touch to schedule further training or follow-up (if applicable). 
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Script for BST Instructions and reviewing TA with Participant 

 

Researcher: Based on Dr. Reaven’s feedback, her own fidelity checklist, the facilitator 

manual, and the telehealth guide, these are items/steps/activities we expect you to go 

through to help families create fear hierarchies and practice exposures. 

 

Item 1. Facilitators are expected to use the following worksheets throughout the session. 

 

Item 2. There will be instances (as there are in real life) that I will be role-playing the child 

exhibiting challenging behaviours. Facilitators are expected to model how to re-direct behaviour 

using FYF strategies to bring the child back on task.  

 

[This is not done to disrespect any particular person or group of people; this is to simulate a 

situation that may be highly probable] 

 

Item 3. Facilitators are expected to show one of these videos. 

 

Item 4. Facilitators are expected to prompt families to provide input throughout these videos. 

 

 

Item 5. Facilitators are expected to ask these three questions to clarify exactly what the child is 

afraid of, which will help the child and caregiver identify the child’s specific fear. 

 

Item 6. Facilitators are expected to use and have families complete these worksheets for the 

creation of the fear hierarchies and for exposure practice. 

 

Item 7. For the creation of the fear hierarchy, facilitators are expected to prompt the caregiver 

and child to identify the bigger fear the child will be facing first using the hierarchy and during 

exposures. 

 

Item 8. If a disagreement arises between child and caregiver, facilitators are expected to provide 

support for the child selected fear as this may help the child be more comfortable and confident. 

 

Item 9. Facilitators are expected to praise the child for facing fears. The child and caregiver 

should help identify possible reinforcers. Facilitators are expected to model providing 

reinforcement for fear facing behaviour for caregivers to see what to do during exposures at 

home. 

 

Item 10. Facilitators are expected to verbalize confidence in child’s ability to face fears to model 

behaviours caregivers should be engaging in at home during exposures. 

 

Item 11. Before ending the breakout-group, the facilitator is expected to check-in with the family 

to make sure they know what they are to work on at home before the next FYF session. 

 

Item 12. If families have begun practicing exposures at home, facilitators are expected to check-

in on the progress and possible issues. 
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Item 13. Facilitators are expected to review with children and caregivers how to choose the 

smaller fear to face and review that children can move around the steps (in non-linear order). 

Facilitator is expected to explain that doing so promotes generalization of fear facing behaviour.  

 

Item 14. Before beginning exposures, the facilitators are expected to review with the family that 

child’s target, the steps involved and the reinforcer to be contacted. 

 

Item 15. During exposures, facilitators are expected to encourage caregivers to practice helping 

their child face their fears. 

 

Item 16. During exposures, facilitators are expected to encourage caregivers to practice 

empathizing with the child. 

 

Item 17. During exposures, facilitators are expected to encourage caregivers to practice ignoring 

the child’s excessive anxiety symptoms. 

 

Item 18. The facilitator is expected to explain the purpose of exposures being that it will lead to 

increased fear tolerance. 

 

Item 19. The facilitator is expected to review that the purpose of exposures is to promote 

behavioural change. 

 

Item 20. In the caregiver/parent group, facilitators are expected to review the worksheets 

completed during the large and break-out groups to make sure they know how to identify fears 

and to help them find solutions. 

 

Item 21. In the caregiver/parent group, facilitators are expected to help caregivers identify 

specific steps to work on at home. 

 

Item 22. In the caregiver/parent group, facilitators are expected to review with caregivers the 

purpose of jumping/moving around steps in the hierarchy (i.e., generalization). Facilitators are 

also expected to review that the child’s comfort is what decides which step they should be 

facing. 

 

Item 23. In the caregiver/parent group, facilitators are expected to help caregivers with the fear 

hierarchies and find solutions if parents expressed having trouble using the fear hierarchies at 

home. 

 

Item 24. In the caregiver/parent group, facilitators are expected to review the questions that 

caregivers can ask their child to help clarify what it is they are afraid of. 

 

Item 25. In the caregiver/parent group, facilitators are expected to discuss parenting/caregiving 

tendencies that may exacerbate anxiety (i.e., not following through) and the importance for 

caregivers to monitor their own anxiety.  
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Item 26. In the caregiver/parent group, facilitators are expected to explain to caregivers that they 

can and should model/ show their child how to face fears by facing fears themselves. 

 

 

 

Researcher Script for TA: Creating Fear Hierarchies and Practicing Exposures 

When role-playing, respond only to questions that involve the character you are roleplaying 

(nothing related to the activities, or the way the clinician is delivering them). If you are not able 

to follow the script exactly as written based on what the clinician does, please ensure that 

each session includes 2 instances of “challenging behaviour” for child and 2 instances of 

caregiver “getting stuck”.    

CH= child, CG = caregiver 

Researcher: We will start in the large group format. You can begin the session whenever you 

are ready. 

[Allow clinician opportunity to start session, respond to first few questions/child complies.] 

When the clinician starts the first worksheet or activity (typically a video): 

CH: [Identifies 3 out of 4 steps; identifies 0 out of 2 strategies, 1 big reward.] 

CG: [Identifies 2 out of 4 steps; identifies 1 out of 2 strategies.]  

CH: I don’t know any small rewards. [Pre-programmed challenging behaviour 1] 

Researcher: We will now move to the trios/ breakout rooms or child of the week (depends on 

what they would do in real situation). You can begin when you are ready. 

When the clinician transitions to the trios/breakout rooms: 

CH: [Engages in fidgeting, moving offscreen, inattention, talking loudly. Pre-programmed 

challenging behaviour 2.] 

When the clinician asks questions about and to identify fear: 

CH: I don’t like going outside. It is scary. I like staying in my room. (Adjust to the question 

being asked). 

CH: I don’t know, I don’t like it. In my room it’s quiet. (Adjust to questions being asked). 

CH: Maybe. There are always things happening, trucks passing. I don’t like loud noises. 

CH: Yes.  

CH: I will be able to go play outside and walk with mom without being scared. 

CH: I don’t play elsewhere than in my room. I don’t like to go to school or play outside. 

When clinician asks about which fear to use for the hierarchy: 

CH and CG: [Disagree on which fear to use.] 

CH: Loud noises. 

CG: Fear of going to the dentist. 

When clinician asks to identify smaller steps for hierarchy: 

CH and CG: [Child and caregiver identified two steps.]  

CG: We are having trouble coming up with the rest. [Stuck caregiver 1]. 

CG: We need help with choosing rewards. [Stuck caregiver 2]. 

After clinician helps identify rewards: 

CG: Is that alright Alex? 

CH: Yes. 

When the clinician asks about home practice: 

CG: We had a hard time. Alex got really scared with step 1. 
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CH: I don’t want to do this. I don’t know how to face this. [Pre-programmed challenging 

behaviour 3].  

After clinician modelled or reviewed how to select and implement exposure steps. Should also 

review strategies they can use to calm down. 

CH: ok. I’m ready to try. 

When clinician reviews the target, the steps involved in reaching the goal, and rewards using the 

worksheet: 

CG: This is the step we had trouble with. Alex started crying. Could you show me how I could 

do this at home? [Stuck caregiver 3]. 

After clinician had caregiver practiced coach’s duties: 

CH: [Engages in behaviours, like crying and yelling, pre-programmed challenging behaviour 4.] 

After clinician re-directed CH to exposure: 

CH: [calms down and faces step 1.] 

CG: Now that Alex faced step X, we will be ready to face the next step next time, right? [Stuck 

caregiver 4]. 

After clinician explains exposure steps: 

CG: How do we know if Alex’s fear decreased? 

When clinician asks if they know what to work on: 

CG: We’re unsure.  

Researcher: We will now begin the caregiver group. I will mute camera to mimic child leaving 

the group. You can begin when you are ready. 

When clinician mentions creating hierarchies: 

CG: How do I know if we are going too fast? How do I help my child do this at the park? 

After clinician reviews what they plan to do in caregiver group: 

CG: I am having trouble with the hierarchies. How do I know what fear they have? 

CG: Sometimes, I get anxious, and I can’t help my child face their fears. 
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Appendix I 

Loud Noise Vignette    

“Alex is a 10-year-old child who lives on a busy street in a metropolitan area and has autism. 

Alex often experiences anxiety that prevents them from playing on their own or with peers, 

doing schoolwork, and interacting with family. Alex’s mom described that whether they are at 

school, walking, or playing outside, Alex often gets scared, breathes rapidly and while holding 

their ears, they will cry to go back to their room. When asked about it, Alex replied, that they 

don’t like being in busy parts of the city and don’t like being outside.”   

Fear Tracker  Favorite Items  

#1 Fear of being in busy parts of the city  

#2 Fear of the dentist  

#3 Fear of talking in class  

#4 Fear of clowns  

#5 Fear of Dogs  

  

Microscope  

Dinosaurs  

Batman figurine  

Chocolate Cheerios  

Cars  

The following worksheets will be filled out with vignette info. Additional blank worksheets 

will also be provided to be completed during role-play.   

1. Everybody Worries Sometimes & How I React When I Worry (p. 29-30)   

2. Fear Tracker (p. 77)  

3. Finding my Target (p. 106)  

4. Facing Fears through Exposure (pp.104-105)  

5. Facing Fears of Snakes or Talking (p. 114)  

6. Where do we Begin (p. 115)  

7. Facing fears: How did I do (p.124)  
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