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Abstract 

Anxiety symptoms are common in children with Autism Spectrum Disorder (ASD; White, 

Oswald, Ollendick, & Scahill, 2009). Evidence suggests that modified Cognitive Behaviour 

Therapy (CBT) programs can reduce anxiety symptoms in children with ASD, but these 

programs are not widely accessible (Chalfant, Rappee, & Carroll, 2007). The aim of the present 

study was to explore parents’ perspectives of the feasibility of a parent-guided, Internet-delivered 

CBT (ICBT) program for the treatment of anxiety in children with ASD.  Two primary research 

questions were explored: 1) what are potential obstacles or barriers to parents’ being able to 

participate in this type of program and 2) what aspects should be in place in order to help parents 

successfully deliver this program? Four parents of children with ASD and anxiety participated in 

individual interviews.  Data was coded using thematic analyses.  Analyses identified 4 potential 

barriers to success: time commitment, challenges in teaching and engaging their child, consistent 

delivery of the program across parents and environment, and having a good fit of program for 

individual and children. Parents identified 5 program features that should be provided for 

successful delivery: therapist support, clear explanation of terms and strategies, background and 

rationale for the program, inclusion of the child in the treatment, and the ability to deliver the 

program through multiple devices. Our findings suggest that ICBT is a feasible treatment option 

for parents to administer to their child with ASD and anxiety. Results will inform program 

development to increase the success of parents in delivering the intervention.  
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Parental Perspectives on the Utility of a Parent-Administered Program to Treat Anxiety in 

Children with Autism Spectrum Disorder (ASD)  

Many children with Autism Spectrum Disorder (ASD) experience symptoms of anxiety 

(Puleo & Kendall, 2011). The high prevalence rates of anxiety symptomatology in children with 

ASD support the argument that anxiety is a problem for these children (Chalfant, Rappee, & 

Carroll, 2007). These problems with anxiety may result in additional social and developmental 

impairment above and beyond the challenges associated with ASD (White, Oswald, Ollendick, 

& Scahill, 2009). Although children with ASD commonly experience anxiety, researchers have 

only recently begun to explore this overlap and emerging treatment options available for this 

group (Puleo & Kendall, 2011). It has been suggested that Cognitive Behaviour Therapy (CBT) 

is beneficial in reducing anxiety in typically developing children, but the interventions need to be 

modified in order to better accommodate the specific difficulties children with ASD face 

(Chalfant et al., 2007). An important issue in research is how to develop an effective anxiety 

treatment specifically for children with ASD (Ekman & Hiltunen, 2015). A proposed solution is 

for parents to administer treatment to their child with ASD via online CBT resources; however, it 

is unclear whether parents view this as a feasible treatment option. By developing a better 

understanding of parents’ perspectives on implementing therapy to treat anxiety in children with 

ASD, researchers can build a practicable treatment option that will more readily meet the needs 

of this population. 

Anxiety and ASD  

ASD is a neurodevelopmental condition that impairs communication and social skills and 

is associated with repetitive or stereotyped behaviour (American Psychiatric Association, 2013; 

Mulligan, Steel, Macculloch, & Nicholas, 2010). Kogan and colleagues (2009) examined the 
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increasing prevalence of ASD with data from Centers for Disease Control and Prevention 

National Center for Health Statistics National Survey of Children's Health. The latest results 

from the 2007 Children’s health survey suggest that 110 per 10 000 people are being diagnosed 

with ASD (Kogan et al., 2009). Anxiety-related concerns are among the most common 

presenting problems for school-age children and adolescents with ASD (White et al., 2009). In 

fact, there is evidence suggesting that anxiety is more common in children with ASD than in 

children with epilepsy, with language disorders, or of typical development (Chalfant et al., 2007; 

Gillott, Furniss, & Walter, 2001).  

Anxiety symptoms are associated with distress that inhibits individuals from carrying out 

daily functions, and can lead to avoidance behaviour (Beesdo, Knappe, & Pine, 2009). Anxiety 

refers to feelings of fear and worry experienced by individuals about a forthcoming event or 

something with an uncertain outcome (Ozslvadjian, Knott, & Maglati, 2012). Children with 

anxiety may have symptoms and fears that are not age appropriate, and they may lack insight 

into their internal feelings and anxious thoughts (Chalfant et al., 2007). Anxiety affects a child’s 

daily functioning and often persists into adulthood if left untreated (White et al., 2009) 

Researchers are still unsure if anxiety symptoms present differently in children with ASD 

compared to children of typical development, as the conceptualization of anxiety in children with 

ASD can be complex (White et al., 2009). In children with ASD and anxiety, there is a higher 

prevalence of externalizing behaviours than in children of typical development with anxiety 

(White et al., 2009). Externalizing behaviours are easy to detect as they are behaviours that are 

displayed in the environment, such as aggression, self-injury, destruction of property, and 

tantrums, which are overlapping difficulties in children with ASD only (Ozsivadjian, Knott, & 

Magiati, 2012). According to White and colleagues (2009), if a child with ASD also experiences 
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symptoms of anxiety, this could amplify the overall social impairment associated with ASD. 

Anxiety may heighten stress levels in children with ASD when they are in situations where they 

are expected to behave age appropriately or when they find a situation to be uncomfortable, and 

they are more likely to lash out in an externalizing manor (Gillott et al., 2001). When comparing 

children with ASD only, those who experience higher anxiety symptoms often display more 

behavioural problems, such as impaired socialization and recurring acting out behaviours 

(Gaspar & Bodfish, 2011; Van Steensel, Bögels, & Perrin, 2011). Despite the strong evidence 

that anxiety-related difficulties are prominent in children with ASD, little research has explored 

effective treatment options for this population (Chalfant et al., 2007).   

Evidence Based Treatment for Anxiety 

In typically developing children, anxiety disorders are among the most commonly 

diagnosed disorders (White et al., 2009). One of the more well-researched treatment strategies to 

address anxiety is CBT. The purpose of CBT is to target individuals’ unhelpful thinking and 

behavioural patterns and to teach them problem-solving skills (Chalfant et al., 2007). CBT has 

demonstrated effectiveness among typically developing children with anxiety, but there is very 

little published literature regarding the direct relevance of CBT for children with ASD (Chalfant 

et al., 2007). Since children with ASD encounter unique challenges, such as difficulty identifying 

emotions and cognitions, both in themselves and in others, traditional CBT may not benefit them 

(Chalfant et al., 2007). The efficacy of CBT for anxiety in typically developing youth has 

prompted the adaptation of CBT for anxiety in children with ASD (Puleo & Kendall, 2011). 

Presently, there are very few treatments available that target the behavioural and 

emotional concerns that are frequently presented by children with ASD and anxiety (White et al., 

2009). There are a few studies of modified CBT treatment on ASD participants (Chalfant et al., 
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2007; Ekman & Hiltunen, 2015). In one such study, Chalfant and colleagues (2007) 

demonstrated the benefits of modified CBT in a population of children with ASD. The study split 

children with ASD into two groups, with the first group receiving 12 weeks of modified CBT 

and the second group being placed on a waitlist. The results showed that the children who 

received modified CBT experienced a significant reduction in their level of anxiety as reported 

by their parents and teachers compared to the group who were on the waitlist. The reduction in 

anxiety levels was maintained for as long as 6 years’ post-treatment (Chalfant et al., 2007). This 

study showed the benefits of modified CBT to treat anxiety for the population of children with 

ASD.  

There is emerging evidence that anxiety in children with ASD can be effectively 

managed with proper treatment (Chalfant et al., 2007). In the few treatment programs that have 

been adapted for children with ASD, some of the modifications include more frequent practice 

and exposure opportunities for the child (Ekman & Hiltunen, 2015).  Another modification is to 

simplify cognitive strategies with a greater focus on visual aids when teaching concepts (White 

et al., 2009). For example, ordinary conversation in treatment may contribute to confusion in 

children with ASD and may increase their level of anxiety, but, by using visualized language 

such as pictures throughout entire sessions, it is easier for children with ASD to follow and 

participate in the conversation, thus avoiding misunderstandings and confusion (Ekman & 

Hiltunen, 2015). A shared language and understanding specifically for children with ASD is 

important in building a treatment that is accessible for this population (Ekman & Hiltunen, 

2015).  

An additional modification is incorporating the child’s restricted interests throughout the 

treatment process. This is beneficial because it gives the child something to which he or she can 
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relate (Chalfant et al., 2007). According to White and colleagues (2009), making the treatment 

session highly predictable and structured represents another potentially beneficial modification. 

These researchers also note that treatment outcomes may be enhanced by including explicit 

social instructions to practice and teaching strategies to decrease over-arousal. Increasing 

parental involvement to promote skill use and generalization outside of treatment is another 

valuable modification (Chalfant et al., 2007; Ekman & Hiltunen, 2015). While these 

modifications have been shown to lower anxiety levels in children with ASD, parents have not 

been asked about their perceptions of the efficacy of these modifications.  

Parents of children with ASD and anxiety report that while there are some treatments 

available for lowering anxiety symptoms, they are not widely accessible (Mulligan et al., 2010). 

Thus, many children with ASD are not receiving treatment to address their anxiety. Financial 

challenges are one factor that can limit accessibility to modified CBT programs, as having a 

child with a developmental disability is associated with higher rates of work loss and medical 

costs than in families with typically developing children (Lee et al., 2008). Geography is another 

factor in accessibility, as for families living in remote areas, the added strain of travel makes it 

hard to utilize services. Even if the programs are accessible, most parents report that traditional 

CBT programs are not designed to deal with their child's challenges associated with ASD 

(Chalfant et al., 2007).  Overall, these factors leave parents feeling like the help that is available 

is not meeting their needs (Glazzard & Overall, 2012). Providing interventions and treatments 

online could help reduce the negative concerns associated with the lack of accessible, modified 

CBT programs.  
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Internet Cognitive Behavioural Therapy (ICBT)   

In recent years, computer-based delivery of programs has been used to increase access to 

mental health services (March, Spence, & Donovan, 2008). In Internet-delivered CBT (ICBT), 

the internet is used to administer therapy programs that provide users with information, tools, 

and guidance to attempt to improve and lower their symptoms (Anderson, 2009).  One of the 

benefits of ICBT is that it allows its users to complete treatment on their own schedule through 

modules via web pages and ongoing support through emails (Anderson, 2009). This novel 

delivery method allows treatments to be made available to many individuals in different 

locations, reducing wait times and cutting down on the necessity of one-on-one therapy (Reaven 

et al., 2009). Online treatments require much less clinician time, thus making them more cost-

effective (March et al., 2008).  

ICBT has been effective for treating anxiety in children of typical development 

(Anderson, 2009), but presently there is not an ICBT program available for children with both 

ASD and anxiety.  One way to address accessibility issues that have been identified as barriers to 

treatment for children with ASD is to have a modified CBT treatment program available via the 

internet. ICBT may be beneficial for children with ASD because it allows therapy to be 

completed on their own time and at their own pace. Treatment can be worked into the child’s 

schedule on days that he or she has time to complete treatment, which can result in fewer days of 

school missed for the child and fewer days off work for the parents (Lee et al., 2008). Seeing a 

mental health clinician can be inconvenient and expensive, especially if there is not one nearby. 

For parents, having therapy online is a cost-effective way to access treatment for their child 

(Reaven et al., 2009). ICBT would be available anywhere there is internet and a computer, 

thereby increasing its accessibility for people all across Canada.  
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Parents’ Role in Intervention 

Parents may need to be more involved with the administration of treatment for children 

with ASD largely due to the tendency for these children to require more parental guidance 

compared to typically developing children (Ekman & Hiltunen, 2015). In most intervention 

strategies, parents are included either directly (providing the treatment) or indirectly (learning 

strategies to implement at home; Karst & Van Hecke, 2012). Current research suggests several 

benefits of parent-administered treatment, including that parents have increased insight into the 

individual child (Karst & Van Hecke, 2012). Training parents as co-therapists allows continual 

opportunities for children’s learning in a range of different situations (McConachie & Diggle, 

2007). The potential benefits of parent training are increased skills, renewed confidence, and 

reduced stress for parents as well as for children (McConachie & Diggle, 2007). Parents have 

been trained as co-therapists for delivering Applied Behaviour Analysis (ABA) for their child 

with ASD and it has been a success (Virués-Ortega, 2010). Positive results have been reported 

for daily living skills, academic performance, and communication skills (Virués-Ortega, 2010).  

Children with ASD and anxiety are more likely to demonstrate behavioural improvements from 

the intervention program when the positive behaviour is modelled by a parent (Karst & Van 

Hecke, 2012). Another benefit of parent-administered treatment is that it allows therapy to be 

incorporated into the child`s home environment, increasing the child's comfort level throughout 

the treatment and lowering the anxiety associated with being in an unfamiliar social setting. 

Along with these benefits, parent-administration of therapy helps to diminish both time and 

financial strain (Karst & Van Hecke, 2012). 

In summary, children with ASD and anxiety may have different needs than typically 

developing children with anxiety (Chalfant et al., 2007). Although research is progressing in 
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treatment options for these children, there are still limited treatment resources available (Chalfant 

et al., 2007; Ekman & Hiltunen, 2015). It is being suggested that parent-administered ICBT 

would be a beneficial treatment option, but it is unclear if parents think this is feasible. 

Researchers understand that the needs presented by a child with ASD and anxiety can be 

demanding, but there may be challenges that researchers are unaware of that need to be 

addressed for parents to successfully administer treatment. There is a need to investigate the 

challenges that parents may face and the resources that they perceive that they would need in 

order to implement this type of treatment for their child. 

Purpose 

The aim of this study was to gain an understanding of parents’ perspectives of the 

feasibility of a parent-administered ICBT program for the treatment of anxiety in children with 

ASD.  We interviewed parents of children with ASD and anxiety and obtained their opinions and 

experiences regarding their use of strategies to manage their child’s anxiety, and the barriers that 

they foresee when implementing a parent-administered ICBT program for children with ASD. 

This research project also examined what additional features they could foresee needing within 

the program are needed to help children with ASD and anxiety and what other supports parents 

deemed necessary to treat their child’s anxiety. Table 1 lists the questions that were asked in the 

interviews. Two primary research questions were addressed: First, what are the potential 

obstacles or barriers to parents being able to participate in this type of program? Second, what 

aspects should be in place in order to help parents successfully deliver this program?  
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Methods 

Participants 

Our target population was mothers and fathers of children with ASD and anxiety. 

Participants were recruited through emails sent directly to parents involved with the Autism 

Program at Regina Child and Youth Services, and a general e-mail sent to staff at the University 

of Regina. Interested parents were provided the e-mail address of the primary researcher and 

contacted her to participate in the study. Since this study focused on parents of young children 

with a diagnosis of ASD and anxiety symptoms, eligible participants were parents with at least 

one child between the ages of 7 and 12 years with a diagnosis of ASD and symptoms of anxiety 

were eligible to participate. Five participants contacted the primary researcher and completed the 

initial screening, but due to scheduling conflicts, 4 of these participants completed interviews.  

The participants were all mothers, who were married.  Their children ranged in age from 

8 to 12 years (M = 9.25).  3 children were male and 1 child was female. All of the children have 

siblings and two participants indicated that they have a second child with ASD. 

Procedure 

Ethical approval was obtained from the University of Regina Ethics Board and Regina 

Qu’Appelle Health Region Research Ethics Board. Interested participants were initially screened 

with a brief telephone interview asking about each of the inclusion criteria.  Parents who were 

eligible to participate shared their upcoming availability to book an interview either in person or 

via telephone with the two researchers. Parents were notified that the interview session would 

take approximately an hour of their time. Prior to the interview, all participants were given a 

consent form to sign (see Appendix X). For the participants who completed the interview over 

the phone, they were emailed a copy of the consent form, asked to read through it, sign it, and 
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scan it back to the researcher. For the in-person interviews, the participants were presented with 

a consent form to sign before their interviews began. Interviews were audio-taped. Regarding the 

delivery of the interviews, 2 interviews were completed face-to-face and 2 were completed over 

the phone. 

Measures 

The interview consisted of seven questions (see Appendix Y). The questions focused on 4 

areas: (a) parents’ knowledge and utilization of available anxiety treatment programs and 

whether they have accessed them, (b) the perceived feasibility of delivering a parent-

administered ICBT program to children with ASD and anxiety, (c) barriers or obstacles they 

anticipate might get in the way of this program being successful, and (d) other components for 

success that parents could foresee needing to implement a program like this in their home.  

Data Analyses 

Interview data was analyzed through the use of thematic analysis. First, the data collected 

from all individual interviews was transcribed verbatim by the researcher. Following 

transcription, analyses were conducted based on the six phases set out by Braun and Clarke 

(2006). In phase one, the researcher gave an initial read through all the transcripts to get familiar 

with the data and to start brainstorming ideas for the codes. Following this initial stage of data 

immersion, the researcher moved into developing codes based on repeated themes presented 

across the data sets that the researcher considered potent to the research questions. To see if the 

initial coding guide worked with the data, two coders independently classified the content of two 

interviews. Once completed, the two coders reviewed and came up with a consensus title for 

each code originally created. This process served to confirm the coding guide was 

comprehensive. After consensus on the coding guide was met, the primary researcher coded all 
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remaining documents.  The researcher then created new documents entitled by each code name 

and amalgamated all the information from the four interviews that went under that specific code. 

All codes were then analyzed by the researcher and incorporated into themes. Themes were 

refined and discussed with two separate researchers to ensure each code fit under the developed 

theme. Once a clear idea of the various themes and how they fit together arose, analyses moved 

into naming the themes. Through this process, the researcher continued to analyze the data 

within the themes to ensure there were clear and identifiable distinctions between all themes. At 

the end of this phase, the researcher was able to describe the scope and content for each theme 

and relate it to the overall story represented by the data sets. Each participant was given a 

number depending on the order in which they participated in the study (e.g., P1), and individual 

comments are identified in the results section using these numbers.  

Results 

The thematic analyses process allowed for key concepts to emerge in regards to our 

research questions. Many themes were coded according to the questions that were asked. The 

core categories that emerged were: anxiety in children with ASD; knowledge of programs; 

barriers and obstacles to this ICBT program; and necessary components that could improve the 

success. These themes encompass the participants’ experiences; all of their suggestions are based 

on their understanding of the conceptual program, as they were unable to see the actual program. 

These themes were created based on the researchers’ interpretation of the ideas presented by the 

parents.  

Anxiety in Children with ASD 

Mothers shared that their child expresses anxiety differently depending on the situation. 

Mothers discussed that their children often express their anxiety in an externalizing manner. P2 
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stated: 

P2: “It’s more he’s going to start rocking, start hitting, and start getting agitated and 

that’s what it mostly looks like.” 

The externalizing behaviour can be directed towards self and to others. As P2 stated: 

P2: “So he’s hitting people, screaming, flopping on the ground.” 

 P1 shared that in a mild situation, her child will react differently:  

P1: “When it’s milder he will, he will talk a lot about it in a repetitive way and he won’t 

listen so if he is anxious about something he can’t take in any advice on how to deal with 

the anxiety so it will be a lot of like just talking and repeating and nothing coming in.” 

P1: “When he is tired, he will cry, but it’s usually centered around something.” 

Two mothers reported that their child shows anxiety by picking at his or her finger nails. For 

example: 

P3: “When I saw his stress going up, his body would get more rigid; his facial expression 

would change; he would start to bite his nails and continue to do so.” 

P4: “…she bites her nails; she picks her nails down to nothing, literally…” 

P1 stated that her child often responds by reacting and showing that he is anxious. P1 shared: 

P1: “…so he will, he will yell and run away and react basically.” 

Mothers shared that there are different situations which provoke anxiety in their child, but that it 

can manifest into different behaviours depending on the day. Mothers described seeing anxiety 

symptoms in their child in new situations, at school, and when there is a change in their routine. 

For example, P3 stated: 

P3: “…if he knows we are going to a new situation, he will stress on the fact that it’s new 

and he doesn’t know what it will be like, and who will be there and those types of 



TREATMENT FOR ANXIETY IN CHILDREN WITH ASD 15	

things.” 

Mothers also found that their child presents anxiety symptoms when they are not aware of what 

is coming up next. A few examples of this were: 

P2: “So it was always around, for him knowing what’s coming up, what’s next, when is it 

going to happen, where am I going to be, what it’s going to look like and can I handle 

that idea.” 

P1: “[Child] has a really hard time with transitions, going from one thing to the other is 

just really hard for him or leaving something unfinished is so difficult for him.” 

Two mothers reported trouble with transitions both at home and at school. For example: 

P1: “Anxiety around recess has been a problem this year.” 

P4: “We see it a lot when she’s trying to focus and do her homework.” 

One mother shared that the anxiety had gotten so strong at school that they had to withdraw their 

child from school.  

Mothers described a variety of strategies that they have used to try and help manage their 

child’s anxiety. They shared that certain strategies have different effectiveness depending on the 

individual. Being able to identify situations that make their child anxious gives mothers the 

opportunity to work on strategies to mitigate the anxiety. 

Advance preparation. One of the most successful strategies that mothers shared was 

advance preparation. Mothers believed that helping their child know what to expect lowers his or 

her anxiety. Some ways that mothers do this are through scheduling, making routines, giving 

explanations, and providing notes and warnings. A few examples of this were:  

P2: “Give him a visual, give him something that he can anticipate that he that he can 

understand then hope that you know it’s okay” 
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P3: “…if I try to explain it to him and tell him about it early so he’s not surprised by it.” 

Mothers reported that the fear of the unknown is a scenario that they see increases anxiety in 

their child. Some mothers felt that eliminating the fear or giving their child something to look 

forward to helps keep their child calm. P1 shared: 

 P1: “…having schedules where he can read what is coming up next…” 

Mothers shared that they try to stick to a routine in order to help their child avoid anxiety-

provoking situations. P2 stated: 

P2: “…that normalizing of certain things and making routines set and keeping him, 

giving him as much control as is you know feasible and reasonable.” 

P2 shared that in certain scenarios, this strategy is ineffective: 

P2: “We will show him a video, we will go on the internet…we will show him the picture 

of where it is going to be, try to talk a little bit about what we are going to do there, but 

sometimes that’s ineffective.” 

Providing the child with strategies to manage anxiety. Mothers shared that they like to 

communicate with their child about their child’s anxiety. During this time, they suggest 

strategies that the child could try independently to manage his or her own anxiety. P1 shared that 

it is important to talk with her child: 

P1: “So we do try to talk to him about anxiety and so we will say you know talk about 

what happened, talk about his reaction and try and try and give him strategies…” 

Conversely, P3 shared that talking with the child is not beneficial: 

P3: “…but trying to just talk about big deal, little deal and what can you do to calm 

yourself down, that’s not helping at all.” 

Another strategy that mothers use is distraction. They indicated that distracting their child from 
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the anxiety-provoking situation helps get the idea out of the child’s mind. P1 stated: 

P1: “So we did the period where we talked about other things to calm him down.” 

It was evident that physical strategies are largely used within this sample. Mothers shared that 

they have tried breathing exercises, stretching, yoga, and mindfulness often with their children. 

Some examples were:  

P3: “So the yoga helps a little bit in small pieces; physical activity is helping a lot…” 

P4: “…you know we are coping through; we are breathing we are taking some stretching 

and stuff like that…” 

Although mothers felt that physical strategies are important, two mothers shared the difficulties 

of getting their child to participate. For example:  

P3: “He hates activity, but he does well after he does it.” 

P1: “…trying to make the point and I am trying to make it with him that running makes 

you feel better…” 

Another solution two mothers have tried involves social stories. They shared that they have tried 

using social stories as a way for their child to read about anxiety-provoking situations and 

strategies they could use. Mixed results were obtained on the effectiveness of social stories. P2 

shared: 

P2: “…I have written a lot of books for him like social stories that don’t seem to really 

work as well”. 

On the other hand, another mother shared that: 

P1: “Social stories are good for him again because he reads it…” 

P1 shared that their experience with using social stories has involved a learning curve: 

P1: “…one of the things we have recently discovered is that he doesn’t like social stories, 
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like he doesn’t like them as much or he doesn’t respond to them as well if they have him 

as the subject.” 

Mothers mentioned that they have not found a strategy that consistently works for their child. 

Mothers shared the importance of analyzing the situation and trying their best to come up with a 

strategy that will work at that time and in those particular circumstances. 

Managing the child’s environment. Mothers shared that they have shifted aspects of 

their home environment to best meet the needs of their child. P2 stated: 

P2: “[Child] has self-medicated in the sense that he has made is so we that we know 

exactly what to do. Like we have tweaked every aspect of our environment around 

[child’s] needs.” 

Two mothers explained that a solution they used to manage their child’s anxiety is by monitoring 

the level of sensory output.  

P4: “We keep our house quiet, whether it’s with lights or with sound.” 

Mothers shared that there are strategies being used in the classroom to manage the child’s 

environment. For example, P1 shared: 

P1: “…they did do a program…they had a list of kids that agreed to be a buddy for 

[child] at recess so every day it was someone different… that helped quite a bit because 

he had that buddy to help him with that anxiety around recess.” 

P3 shared a scenario where she felt the solutions were not beneficial. She recalled: 

P3: “…the result was him getting sent to the principal’s office, not as a punishment 

according to the teacher, but as a place for him to go regulate because he couldn’t be in 

the classroom because it was too disruptive.” 

Some mothers reported that they have tried strategies for managing their child’s environment, 
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but that this does not always help. 

Seeking treatment. One mother shared that they have tried a few services to help 

manage their child’s anxiety. P1 shared: 

P1: “…we are seeing a private psychologist and she’s using animals because he loves 

them and she’s on a farm so we’re finding that’s very effective in decreasing his anxiety.” 

P1: “… it was becoming pretty debilitating for him so in the end we did put him on some 

medication for it and that, it’s definitely helped, not of course, it hasn’t gotten rid of it…” 

Knowledge of Available Programs 

Mothers shared that they had very little knowledge on programs available for children 

with ASD and anxiety. P3 shared that she has heard of a program, but due to age restrictions, has 

not been able to access it with her child: 

P3: “I know the Autism Centre has a program called Stress Busters, we have not been old 

enough to participate yet so I hope that will be helpful at some point.” 

P1 shared that they have sought out other recourses like books and lectures, but have yet to hear 

of a program for children with ASD and anxiety: 

P1: “I have seen lectures on anxiety and ASD, I’ve read books, but no programs per say.” 

There were a few aspects within our interviews that showed mothers are searching for resources 

for their child with ASD and anxiety, but have had minimal luck in their search. When told about 

this ICBT program and what it entails, all the mothers within our study were interested in this 

program. For example: 

P2: “It’s great, that’s why I came. It’s a great idea.” 

P1: “…well anytime we have something that is available is great.” 

One mother was skeptical about the idea of the program, due to her inability to see the finished 
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project. She stated that she would like to be able to see the final program before she shared her 

opinion. Mothers stated that if they saw success within the program then they would recommend 

it to others. P4 stated: 

P4: “Yeah possibly, it all depends on the final outcome.” 

Overall, mothers had little knowledge of programs available for children with anxiety and ASD.  

Mothers’ Perceptions of Barriers and Obstacles to Implementing an ICBT Program 

Mothers identified several perceived barriers that they foresee may inhibit the success of 

this ICBT program in their home.  

Time commitment. This theme encompasses mothers’ concern for having a program that 

fits into their schedule. P2 stated: 

P2: “It’s really about how it fits into their lives and whether or not it requires a whole 

shift in their thinking or a whole shift in the way that they are living so it has to be that it 

kind of works for a variety of situations and modes of beings…” 

In order for the program to be a success it is important to make time for it, but also for the 

program to have some flexibility in the way that it is being delivered. P3 stated: 

P3: “Well the parent is going to have to make time to go through the curriculum…and 

then they will have to make time to learn it themselves, and then they will have to make 

time to present it to their kids…” 

Finding time is vital for parents to have success in delivering this program, but they also stated 

that it is important to have balance between everything else going on in their lives. P2 shared: 

P2: “…for our family, it has to fit; it’s balancing between will it work for everybody like 

can we make it work for everybody, can we make it work for everybody including 

[second child] and that’s really it” 
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Mothers emphasized the importance of having a program that fits into their daily lives. They also 

shared that the program cannot be too large of a time commitment that they struggle to balance it 

with all other aspects of their lives.  

Challenges in teaching and engaging my child. This theme encapsulates the difficulties 

that mothers presented in teaching their child. Mothers reported that it may be a challenge to 

convey the messages that they are learning throughout the program to their child. As P1 stated: 

P1: “…my son actually doesn’t learn very well from me or from his father.” 

Mothers were concerned as to how they would get their child on board to participate: 

P3: “Having him buy in…but it’s a challenge to get him to want to do it.” 

P3 stated that having a motivating factor could possibly help with engaging her child, but it has 

to be something the child wants: 

P3: “I’d have to build in to, something to motivate him to do it, so it would be, we work 

on this, we complete this, you can work towards earning something.” 

Throughout the interviews, mothers highlighted that they are worried about if they would be able 

to teach their child. Mothers also were concerned that their child would not be interested in this 

program, which would inhibit its overall success.  

Consistent delivery of program across parent and environment. This theme looks at 

the importance of using the program across situations and caregivers in order for it to be 

successful. Mothers shared that a possible concern could be having only one parent 

administering the strategies being taught by this program. Mothers felt that it is important to have 

support from their partner within the administration of this program. P2 stated:  

P2: “It’s got to be buy in from both people or all people.” 

Two mothers addressed the importance of getting everyone’s support in administering this 
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program in order for this program to be a success for the child. P3 stated that a majority of the 

child’s day is being spent at school so it is important to be able to share knowledge about the 

program with all adult figures in the child’s life. She shared: 

P3: “Just being able to maybe give the parents some sort of education to take to the 

school and say this is what we are working on…as you generalize their treatment 

throughout their entire day then they’re getting consistency…I just think the buy in will 

be so much less than, for the parents too, if they are not getting the help for their kids at 

the school; they are just going to say, ‘what’s the point in spending all these hours 

working on this and it’s not going to help anyways?’” 

Fit of program for parent and children. Two mothers expressed concern that the 

program would not be what they were looking for. They stated that it is important to have a 

program that matches well with their needs. P2 stated: 

P2: “I guess during your initial phone contact, that might be a good thing to ascertain 

their readiness to do it because otherwise it’s not going to work” 

They shared that in order for them to continue through the program, it is important to have a 

program that fits with their needs as well as the needs of their child. P4 shared: 

P4: “…so when you are signing up for the program, for example, then the program can be 

catered a little bit towards you rather than you trying to push through the information and 

go well that doesn’t really apply to us.” 

Within our study, mothers presented an understanding of the differences children with ASD and 

anxiety may present compared to children with anxiety only. Mothers shared that it is important 

to have this information available within the program as not everyone may be aware of this. 

Mothers believe that having a program that can cater to them will increase the engagement 
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within the program by the parent and the child.  

Mothers’ Perceptions of Necessary ICBT Program Components  

Mothers suggested different components that they would like to see within the program. 

They believe that making these additions may possibly improve the success rate of administering 

this program.  

Therapist support. This theme encompasses the idea that having contact with a therapist 

throughout the treatment could be beneficial. Mothers believe that the success of the program 

can be improved by including contact with a therapist, who could provide suggestions or 

strategies for parents based on struggles that are specific to their child. P2 stated: 

P2: “…help sometimes making up the strategies around certain obstacles to delivery or to 

like well now we have this behaviour so what does that mean, what can we do about the 

behaviour…so we have to sometimes try to analyze what those things are, so that could 

be, we could need help with that for sure.” 

P2: “…definitely I would say having something to check in with would be very good.”  

Mothers shared that the more support available, the more successful the program will be. They 

indicated that every day new situations arise to which they are unable to appropriately respond 

when trying to help their child. Mothers felt that having this communication aspect with the 

therapist gives parents the opportunity to share any concerns they may be having. P3 suggested 

that having more contact could be beneficial:  

P3: “…instead of check-ins via email with the facilitator or psychologist or however you 

are setting it up, I think phone conversations would be better, so and even more than once 

a week. I think there would be, you know things pop up all the time that cause anxiety 

and getting feedback more frequently I think would be helpful.” 
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As demonstrated in the statements from mothers, communication is vital to the success and 

effectiveness of this program.  

Concepts need to be conveyed clearly. Mothers stated that if they are learning online, 

concepts need to be explained thoroughly. P2 stated: 

P2: “…an understanding of maybe some concepts or ways of doing things, that would be 

partly important.” 

Some ways in which mothers believed could help explain concepts to their child are through 

videos and pictures. Some examples of this are: 

P3: “…something that would help facilitate an anxiety program for our kiddos with ASD 

is visuals. So many of our kids are strong visual learners, so if a concept is paired with a 

visual the connections are much stronger regarding and recalling the concept.” 

P4: “…within the program, videos.” 

Mothers shared that pairing a concept with a picture or video can help the child make a stronger 

connection with the concept. P1 stated: 

P1: “Like if I can say to [child], ‘Look at this, this portion of your brain is producing this 

hormone and this hormone is making this happen,’ then he understands that, right? So 

making it very scientific is really important…” 

Mothers want a program with clear directions and easy to understand explanations of concepts. 

When teaching their child, mothers suggested having visual aids made available.  

Provide background and rationale for the program. Two mothers stated that within 

the program they would like some background education around anxiety in children with ASD. 

P2 stated: 

P2: “…talk about how anxiety how let’s say like working with anxiety can be different 
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for different people and you know, it’s cognitive thing when you have a cognitive 

impairment, it might take a lot longer.” 

Within our sample, mothers understood that anxiety can impair everyone differently and that one 

solution may not work for everyone. P2 stated: 

P2: “…educating parents about like because I don’t know, you may have stats also 

working with anxiety like a neuro-typical people how that goes and what the timeline are, 

what it can be like and maybe we don’t have the data for kids with autism but it’s 

probably quite different.” 

P3 indicated that it is important to explain the benefits of the program as the results may not be 

seen right away: 

P3: “…if some of these parents understood how, the great benefits of the end result, it 

might make them work harder towards it, because they are already burnt out and 

exhausted and adding something else to their plates… but if they knew how beneficial it 

can be, because it’s such a long process, right, and anxiety is a thing that’s not going to 

get fixed overnight and they shouldn’t expect results like that, but if they knew, if they 

could see the light at the end of the tunnel.” 

Including the child in the treatment. One mother stated that it may be helpful to 

include the child in the learning process of treatment. P1 shared: 

P1: “…like if the program, if I could sit down in front of a computer with him and let him 

work along with me then that would be very helpful as well, but then their problem is that 

you have to make sure that the content is such that it’s not going to make him more 

anxious because then he would be working along with it.” 

P1 felt that the program would be a greater success if the child went through the information 
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with them. Two mothers suggested that going through the program as a family could be helpful: 

P1: “…if this was a program that could also be, we could do it as a family, the three of us 

or the four of us, we would all get something out of it. That that is also good so that kind 

of the consideration of siblings that are none, not on the spectrum is there. Make it a 

family friendly thing, but yeah that’s about it.” 

Within this theme of including the child in treatment, there was some evidence that mothers 

would like to teach the child while they are learning themselves.  

Delivered through multiple devices. One mother shared that they are always on the go 

so it is important to have a program that is accessible wherever they are. For example: 

P1: “Maybe if it was a mobile program so that if there were like it would be really nice if 

there would be something and if we were out and about and he was getting anxious about 

something and I could bring it… and say you know okay this is something you can do 

now or this is something that you should think about or something like that.” 

P1: “And the aspect of the resource would be something that I could use in the moment.” 

Discussion 
 

This study contributes to the gap in the literature on parents’ understanding of the 

feasibility of implementing ICBT to their child with ASD and anxiety. The results detailed above 

highlight some important findings regarding mothers’ understanding of the challenges they 

foresee and additional components they believe would enhance the success of delivering an 

online treatment to manage their child’s ASD and anxiety. It is particularly clear that mothers are 

eager to find solutions as they have tried many strategies to ease their child’s anxiety. However, 

it appears equally evident that any program that mothers try to reduce their child’s anxiety must 
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fit into their daily lives and not require such extensive commitment that it would negatively 

impacts the rest of their family life.   

Anxiety in Children with ASD 

Based on our findings, it is evident that mothers are able to identify anxiety in their child 

with ASD. Our results supported White and colleagues’ (2009) finding that children with ASD 

and anxiety often present their symptoms in an external way, such as throwing tantrums and 

showing aggression towards self and others. Situations that seemed to provoke anxiety in 

children with ASD within our sample were new and unfamiliar situations, different school 

situations, and changes to routines. This study identifies that anxiety in children with ASD is 

frequently associated with a forthcoming event or something with an uncertain outcome, which 

has also been found by other researchers (Ozslvadjian, Knott, & Magalti, 2012). It is interesting 

to note that within our sample, all mothers discussed how it is important to prepare their child 

ahead of time to try to mitigate anxiety-provoking situations. Mothers within our study have used 

many different strategies with their child to help manage their anxiety. Mothers shared that 

anxiety is an ongoing process, as there is never a strategy that will always work for the child. 

From the interviews, it is also apparent that different strategies have higher success or failure 

depending on the child.  

As mothers reported, their children seem to take in information more effectively and have 

less anxiety symptoms when they know what to expect and are aware of what is coming up next. 

Services aimed at this population may benefit from giving guidance for the parents and the child 

in what to expect. This signifies that it could be beneficial to include slides within treatment 

programs that explain what will be discussed within each module as well as a brief explanation 
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of what they should be expecting in the upcoming week. This could give parents and the child 

some guidance as to what to expect as they work through the program.  

Perceptions of Necessary ICBT Program Components  

The objective of this study was to explore parents’ opinions of the feasibility of 

administering an online treatment for their child with ASD and anxiety. Results indicate that 

ICBT may be a feasible treatment option for parents to administer to their child with ASD and 

anxiety. Although all mothers endorsed this program option, our findings highlight the 

importance of creating a program that is easy to understand, flexible, and stress-free to 

incorporate into the lives of parents and their children. Within our sample, mothers reported not 

knowing of programs developed specifically for children with ASD and anxiety. This was in 

agreement with Chalfant and colleagues’ finding (2007) that there are few effective treatment 

options available for this population. All mothers stated that they would be interested in trying 

ICBT with their child, signifying that such a program could address a need within this 

population.  

In concordance with past research, visual aids, frequent practice, and simple language 

may be beneficial for the treatment of anxiety in children with ASD. White and colleagues 

(2009) suggested that having more visual aids while teaching concepts is a way to simplify 

cognitive strategies as the child can see the connection between the concept and the image. 

Select mothers in our study supported the implementation of visual aids and videos to allow for 

the child to make a better connection with the strategies being taught. Two mothers believe that 

having a photograph or a video would increase their ability to deliver the program, as well as 

their child’s ability to understand the concepts. To support this recommendation, it has been 
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suggested that including visual aids in the development of the program can bring along with it 

benefits for both the child and the parent.  

In regards to incorporating the child’s interests within the program, responses from 

mothers varied. Chalfant and colleagues (2009) found that incorporating the child’s restricted 

interests throughout treatment is beneficial because it gives the child something to relate to. 

Within our sample, one mother stated that their child does not relate well when it is their name 

within the story, but rather a different child experiencing similar problems. It is important to 

have things for the child to relate to, but it may not be beneficial to explicitly use the child’s 

name within the relation. This highlights the feature of having a flexible program that can meet 

the needs of the family.  

 One mother suggested the possibility of the program being delivered through multiple 

devices. She shared that this could allow her convenience in when and how she could use the 

program. Having a program that is mobile provides greater flexibility in when parents can learn 

and teach the program.  

Other feedback suggests that it may be important to have a program that provides 

numerous practice and teaching strategies. Mothers shared that every child has unique 

experiences with anxiety and that not all strategies will work for every child. Having a variety of 

examples and strategies throughout the program allows parents to try many different approaches.  

Within our sample, mothers felt that having the ability to communicate with a therapist 

would improve feasibility. This interaction would give mothers the opportunity to express a 

specific problem that they may be dealing with and the therapist could provide support and 

encouragement. If parents are struggling with delivery of a concept within the program, having 

support from the therapist could give parents the opportunity to express their specific concerns 
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and receive one-on-one support. Mothers believe that having this flexibility in catering aspects of 

the program to them and their child specifically will ensure that the program is a good fit for 

their family. In the situation of a parent dealing with a problem not discussed in the program, 

mothers emphasized the importance of this professional help being easily accessible. Two 

mothers shared that along with therapist support, they may need words of encouragement 

throughout the treatment program. Mothers expressed that during times of stress, receiving 

guidance and support throughout the journey may help push parents to complete the treatment. 

This emphasizes the importance of having support available to the parents and the children in 

order to facilitate successful completion of the program.  

One mother indicated that she may approach the delivery of treatment by having her child 

sit and learn with her. She shared that in order for this to be successful, the language within the 

treatment would need to be presented in a fashion that children as well as parents can understand. 

This emphasizes the importance of having a program that is user friendly across all age groups.  

Perceptions of Barriers and Obstacles to Implementing an ICBT Program 

Mothers shared their concern of not having enough time to complete this program. To 

enhance feasibility, mothers suggested having a program that can be made accessible in different 

timeframes. This could allow parents to log on and read through a module once a week or spend 

ten minutes a day reading small sections. Having a program that is flexible can give parents and 

families the opportunity to complete this program at times that fit into their schedule.  

Past research has found that training parents as co-therapists is beneficial for the child, 

and gives the child increased skill in managing their anxiety (McConachie & Diggle, 2007). 

Within our sample, mothers stated that teaching their child may be a barrier as they find their 

child often does not learn well from them and would do better learning from an unrelated adult 
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figure. Despite the discrepancy, the benefits of having a flexible and accessible treatment option 

likely outweigh the concerns of teaching their child. Mothers shared that ICBT may be beneficial 

because it allows therapy to be incorporated into the child’s home environment. Mothers within 

our sample agreed with the results found by Karst and Van Hecke (2012), in that having therapy 

in the child’s home limits the child’s anxiety associated with going into an unfamiliar situation. 

The mothers within this study understand that teaching their child may be difficult, especially 

because they will not be seeing results right away, but this program is still something that they 

want to try to administer.  

Another interesting finding is that mothers suggested it may be beneficial to have the 

program be consistently delivered across all environments. This desire for consistent delivery of 

the program highlights the issues of generalizability. Mothers felt that for this program to be 

successful the message has to be consistently delivered to the child at home and at school. If the 

child is being taught the strategies only by one party, it is hard for the child to make a connection 

with the strategies. This notion of mixed messages leads to little buy-in by the child, which 

makes the parents feel like they are wasting their time going through a program that will not 

stick for their child. Mothers believe that having buy-in from everyone can help this program be 

a success for their family. One mothers expressed a concern regarding their children being in 

school and possibly not practicing exercises to mitigate their anxiety. Giving the parents 

information that they can share with teaching staff may enhance the effectiveness of the program 

as it could be incorporated into the child’s everyday school routine.  

Limitations 

While this study highlights opinions and experiences regarding children with ASD and 

anxiety that researchers and clinicians are likely to benefit from, it also has limitations. We were 
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unable to show parents the actual ICBT program as it is still in the development stage, so all 

opinions expressed about the program, such as suggested barriers and additional components, 

were considerations. Due to the small sample size, generalizability of results is limited. 

However, as our study is exploratory, it is still able to contribute important knowledge about 

providing ICBT to parents of children with ASD and anxiety. In addition, all of our parents were 

from an urban location so we were unable to address the question in the literature about 

accessibility.  

Another limitation in this study is the use of thematic analysis, as it can be difficult to 

establish validity. However, within this study, appropriate actions were taken to enhance the 

accuracy of the final results. For example, two independent reviewers coded the data to improve 

and ensure reliability. Once themes were established, they were reviewed by three researchers to 

further solidify the validity of the analysis.  

Future Directions  

The results of this study suggest directions for future research. Our sample contained only 

parents who were female, married, and living in urban areas.  As such, future research may focus 

on getting the perspectives from a more diverse group of parents. Future research could also 

involve parents having access to a developed program prior to providing their opinion. This 

would allow parents to try and deliver the program and express any concern they may have on 

the feasibility of the program.  

The development of an effective and applicable ICBT program to treat the anxiety in 

children with ASD was thought to be feasible by mothers, and it could be made more feasible by 

creating a program that is easy to understand, simple to administer, and fits into their daily lives. 

All mothers seemed interested in the program we were presenting, granted that they wanted to 
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see the final outcome before they gave a verdict on whether it is something they think would be 

useful. The results highlight interesting implications and barriers to treatment expressed by 

mothers. They conveyed the desire to have a program that fits well into the daily routine of both 

the child and the parent. Mothers emphasized the need to find ways of developing a flexible 

program that is applicable to all parties involved.  

The results from this study will inform the development of an ICBT program for children 

with ASD and anxiety, providing valuable information regarding changes and suggestions 

mothers would like to see to increase the success of parents in delivering ICBT to their child. 

Within this sample, mothers shared that although they foresee challenges in administering ICBT 

to their child, they are eager to make use of this treatment option. Mothers shared that there is 

potential that ICBT can meet their needs and address the issue of lack of resources available for 

them and their child. This study showed that there is support in that an ICBT program may be 

feasible and that mothers want this as an option for their family. 
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Appendix X 
Participant Consent Form 

	

 
Psychology Participant Consent Form  
   
Project Title: Parental Perspectives on the utility of a Parent- Administered Program to 
Treat Anxiety in Children with Autism Spectrum Disorder (ASD)    
    
Researcher: Shanelle Waiting, Undergraduate Student, Department of Psychology, University of 
Regina, 306-640-7002, waitinsh@uregina.ca, http://uregina.ca/~loutzlyn/index.html 
 
Research Assistant: Sarah Ivens, Graduate Student, Department of Psychology, University of 
Regina, sarahelizabethivens@gmail.com, http://uregina.ca/~loutzlyn/index.html 
 
Supervisor: Dr. Lynn Loutzenhiser, Associate Professor, Department of Psychology, University 
of Regina, Lynn.Loutzenhiser@uregina.ca, http://uregina.ca/~loutzlyn/index.html 
 
Purpose(s) and Objective(s) of the Research:  

• The purposed study will seek to gain an understanding of parents’ perspectives of the 
feasibility of a parent-administered Internet-Delivered Cognitive Behavioral Therapy 
(ICBT) program for the treatment of anxiety in children with Autism Spectrum Disorder 
(ASD)  

• To gather parents’ feedback regarding the perceived challenges of utilizing an ICBT 
program for children with ASD and Anxiety 

 
Procedures:  

• You will be asked to participate in a focus group and/or an individual interview that will 
take approximately one hour and 30 mins. Please feel free to ask questions regarding the 
procedures and goals of the study or your role. 

• You will be asked to share your ideas about the feasibility of implementing an Internet-
delivered CBT program to your child and what barriers you foresee that could inhibit the 
success of a parent-administered ICBT program for their child’s anxiety. 

 
Potential Risks:  

• There are no known or anticipated risks to you by participating in this research. While 
there are no clear benefits to you participating in this research, your participation is 
appreciated and it is hoped that the information you provide will help develop a better 
understanding of what modifications and additional resources are necessary to meet the 
needs of the parents delivering the treatment for their child.  

• As some of the following questions are of a personal nature, it is possible that the 
questions will result in feelings of discomfort or anxiety. Resources will be available at 
the end of the study in the event that you are experiencing anxiety or distress. 
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Potential Benefits:  
• There are no direct benefits to you or your child by participating in this study.  However, 

by gaining insight into the obstacles facing parents of children with ASD and anxiety, 
researchers can better understand what parents need in order to support themselves and 
their child. 

• This study can lead to future treatment plans being created with additional information to 
better equip parents to support the relevant needs of their child. 

• Participants will not be compensated for their involvement 
 
Confidentiality:  

• Your responses will be kept confidential. While the results of the study will likely be 
shared and may be published in scientific reports, the fact that you participated in the 
study will be kept confidential.  

• All information collected as part of this study will be kept in the strictest confidence. 
Data collection will be protected using security protocols (the same as used by banking 
institutions). Your files will be deleted after 7 years upon completion of the study. Access 
to this information will be limited to the primary researchers. 

 
Right to Withdraw:  

• Your participation in this project is voluntary and you may refuse to answer any 
questions you are not comfortable with answering. You may withdraw from the research 
project for any reason, during either the focus group or individual interview, without 
explanation or penalty of any sort.   

• Withdrawing from this study will not impact services provided by the Autism Program 
through the Child & Youth Services or RQHR. 

• Once you have completed the study by either participating in the focus group or in an 
individual interview, your right to withdraw data will no longer be available.  

 
Questions or Concerns:  

• Feel free to contact the researcher using the information at the top of the page. This 
project has been approved on ethical grounds by the U of R Research Ethics Board, 
Regina Qu’Appelle Health Region and REB on February 28, 2017.  Any questions 
regarding your rights as a participant may be addressed to the committee at (306-585-
4775 or research.ethics@uregina.ca).  Out of town participants may call collect.  

• The results of the study will be posted on http://uregina.ca/~loutzlyn/index.html website. 
 
Consent: 
Your signature below indicates that you have read and understand the description provided; I 
have had an opportunity to ask questions and my/our questions have been answered. I consent to 
participate in the research project. A copy of this Consent Form has been given to me for my 
records. 
 
     

Name of Participant  Signature  Date 
 
______________________________      _______________________ 
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Researcher’s Signature   Date 
 
Would you be willing to learn more about the development of this program? By signing below, 
you are giving approval to be contacted at a later date and would be willing to participate in 
further studies if recruitment approval is met. 
 
     

Name of Participant  Signature  Date 
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Appendix Y 
Individual Interview Questions 

Individual Interview Questions – 7 to 8 minutes per question 
Q1. Could you please introduce yourself, tell us how old your child or children with ASD are? 
Tell me a bit about your child’s anxiety? 

Goal: Icebreaker 
How do you know that anxiety is a problem for your child?  

 
Q2. What have you tried to help manage your child’s anxiety?  
 Goal: To find out what has been used at home, at school and with clinicians.  
 What kinds of techniques have been used in schools or with her therapist to manage 
your child’s anxiety? 
  
Q3. How effective have you found these things that you have tried? 
 Goal: To find out if anything has worked 

 What worked well? What didn’t work? 
 Goal: To find out why things worked and why they didn’t work 
 
Q4. Do you know of any programs that are specifically developed for children with anxiety 
and Autism Spectrum Disorder?  
 Goal: To see if parent has looked into available programs at all? 
 
We are developing a program to reduce anxiety in children with ASD. We are taking an 
existing program for children with anxiety and making some modifications that would be 
helpful specifically for children with ASD. We are using an online format, meaning that 
parents would access the intervention online. Parents would work through the program 
with the help of a therapist, and learn to provide the intervention to their child. 
 
Q5. What do you think of this idea? 
 Goal: To find out their perspectives on this program and what barriers or challenges they 
foresee inhibiting this program  

What barriers or obstacles do you foresee getting in the way of this program being 
successful? 

 About an hour a week, you can completely break it up across the week 
 
Goal: To find out what parent may need to see this program as a success 
What would you need to deliver this type of program? 

If they ask about therapists-- There will be a set day when therapists will respond, once a 
week.  

 
If you were provided this to your child what would make it more likely for you to 

have success sharing this with your child.  
Goal: To see what parent thinks they may need for the program to be a success  

 
Q6. Would you be interested in this type of program?  
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Goal: To gauge parental support of this program 
 

Would you recommend this program to a friend? 
 
Q7. Anything else? 

 Goal: Find out anything else relevant to  
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