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‘E’ therapy in the community : Examination of the uptake and effectiveness of BRAVE  (a self help computer programme for anxiety in childhood and adolescence) in the setting of primary care.
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SUMMARY/SYNOPSIS

Intervention under study
BRAVE: Online computerised cognitive behavioural therapy (CCBT) programme for children and adolescents with anxiety.

Objectives of the study

Examination of the uptake and effectiveness of BRAVE in the setting of primary care.
Background to study
BRAVE is an innovative programme for the treatment of anxiety in children and adolescents which has been shown to be efficacious in the original Australian trials by the programme developers. Following a post earthquake joint initiative by the Universities of Auckland, Otago and Griffith, BRAVE has now has been shown to be effective and acceptable, both in content and delivery method, for New Zealand children and their families within a research trial setting. The aim of this study is to examine the uptake and effectiveness of BRAVE  as a self help treatment for anxiety in the real world setting of primary care. 

We will conduct an open trial of BRAVE for children and adolescents over a 3 year period from April 2014 to 2018. All eligible participants will be clinically assessed by their GP or by a mental health professional as having anxiety. They will refer the participant to the BRAVE programme and provide basic demographic details. Participants and/or their parents (if participant under 16 years) will complete a self report questionnaire, the full Spence anxiety questionnaire (SCAS), prior to accessing BRAVE.  The short form of the Spence (CAS8) will ‘pop up’ prior to each session and the participant requested (although not required) to fill this in before starting the session. We will measure the extent of change and compare our results with the previous Australian and New Zealand trials using our primary outcome measure of CAS8 score which can be extracted from the full SCAS . We will measure uptake by accessing the number of BRAVE sessions completed by children and their parents. 
Study design
This is an open effectiveness trial.
Type and number of participants
We aim to recruit participants until the termination of the site license in 2018. Participants will be aged 7 to 18 years of age and will have a clinical anxiety disorder as their primary mental health complaint.

Principal clinical endpoint

The principal clinical endpoint will be last CAS8 score completed by the child and/or parent.
The overarching aim of the study

The aim of this study is to examine the effectiveness and uptake of an online computer-based cognitive behavioural therapy (CCBT) programme (called BRAVE) for children and adolescents with clinical anxiety in primary care.  The BRAVE researchers led by Professor Sue Spence from the University of Queensland and Griffith University in Australia developed this programme. The efficacy of BRAVE has been established via randomised controlled trials (RCTs) conducted in Australia. In one trial, BRAVE was superior to a wait-list with children 1[]
 and in a second trial 2[]
, BRAVE for adolescents was as effective as face-to-face therapy and superior to wait-list.  With financial support from the Canterbury District Health Board and Rotary NZ  we purchased the license to access BRAVE and offered it a pilot study to 42 young people in New Zealand affected by the 2010/2011 Canterbury earthquakes, aftershocks and psycho-social sequelae. Results from the pilot study have shown that BRAVE is effective and acceptable to NZ families as a treatment for anxiety within a research setting. We also used the pilot study to calibrate self-ratings of symptom change against gold-standard clinical ratings so that self-ratings can now be used as routine outcome measurement in the community effectiveness trial. We will now carry out an open trial to investigate the effectiveness of using e-therapy (BRAVE) as a self help treatment for anxiety in children and adolescents in primary care.  Our study will also allow us to assess the resource implications for any future roll out in New Zealand.  

We will promote BRAVE in the Canterbury region and accept referrals from primary care physicians, Brief Intervention Counsellors (BICS), youth mental health workers in the NGO sector who are funded by the CDHB and public health nurses in schools.
Background

Why is it important to treat young people with anxiety?

Anxiety disorders are among the most common psychological disorders in childhood with prevalence estimates of between 5-18%. Prospective studies show that anxiety disorders of childhood onset run a chronic albeit fluctuating course into adulthood and may impact social, academic and family functioning. Despite this protracted course and the development  of effective treatments, the majority of young people with anxiety do not receive treatment. 

Computer technology presents an option of delivering evidence-based treatments in a self-help format to those who would not otherwise be able or willing to access therapy.  In particular, computer programmes can be made interactive and visually appealing to young people. 

Rationale for use of BRAVE in primary care

CBT is the most effective treatment for anxiety but access to treatment is limited

Cognitive behavioural therapy (CBT) is the most commonly used and effective  treatment for anxiety in childhood and adolescence. CBT skills include the challenging of cognitive distortions (e.g. by modifying anxious self-talk into coping self-talk) and implementation of techniques that helping change the child’s response to anxiety-provoking situations (e.g. graded exposure, role-playing, relaxation training etc.). A Cochrane review of CBT for anxiety in children showed a remission rate of 56% for CBT versus 28.2% for controls, and an effect size of 0.58. Despite the strong evidence base and known chronic course of anxiety disorders, only a small fraction of those affected access this effective psychological treatment. In addition, children with anxiety disorders without other comorbid conditions do not often meet criteria for specialist mental health services, limiting access to skilled clinicians in the public sector. Private therapists are expensive and access to CBT for children and young people is very limited in primary care. Making therapist-led CBT available for common disorders such as anxiety and depression would only be met by workforce increases of unattainable magnitude and would be prohibitively expensive. In particular, in Canterbury, the anticipated increase in mental health needs is presenting  a significant burden on the already stretched healthcare services.
In search of alternative delivery of CBT

Computer and Internet technologies (IT) offer an opportunity to provide an intervention that can be easily scaled up for mass delivery, can be translated into other languages and background imagery is easily adapted to reflect different cultures (e.g. a potential to distribute in the Pacific nations). Young people are generally skilled and experienced users of computer technologies and this modality is now a preferred interface for many youth. Those of low socioeconomic status (SES), rural and other disadvantaged areas may have lower rates of internet/IT access than their city and higher SES counterparts; however, they also have poorer access to quality mental health services. These inequalities of access are fast receding in NZ due to current governmental policy supporting  the roll out of ultra-fast broadband to 75 percent of New Zealanders over the next ten next years. This will include improved broadband in most rural areas. Thus, internet-based therapy offers a unique opportunity to offer access to evidence-based mental health interventions where such are simply not available in a face-to-face clinical setting across the community.  Internet-based therapy has several other advantages. For example, it eliminates scheduling difficulties, travel time and costs for busy families, there is less risk of stigma associated with seeking mental health treatment and it may particularly appeal to young people who are reluctant to discuss potentially sensitive topics with a ‘stranger’.  Young people are an obvious target for computerised interventions because they are generally skilled and experienced users of computer technology. Internet is often cited as one of the top sources of information about mental health and support for young people. In the last few years CBT has been successfully translated into self-guided computerised CBT (CCBT) programmes for adults, for depression and anxiety. Meta-analyses of CCBT to date show that it is effective, inexpensive and it reduces demand on therapist time. A recent review of ten RCTs of CCBT for children and adolescents with depression and anxiety found preliminary evidence that these programmes are effective and acceptable for this population 26[]
 but the field lags behind the adult studies.

About BRAVE

BRAVE is an online CBT programme for children and adolescents with anxiety. BRAVE has two versions: one for children aged 7-12 and another for adolescents aged 13 to 18 years of age.  For children under the age of 7, the parent programme alone has been shown to be a useful resource for managing child anxiety (Caroline Donavan paper)
Structure: The programme consists of ten 1-hour sessions, 5 (in adolescent version) or 6 (child version) parent sessions and two booster sessions. The two versions of the programme are age-appropriate and designed to meet the developmental and cognitive level of younger children or adolescents. Appropriate examples and language are used to illustrate content in a way suitable for children or older teens. Information is presented through interactive exercises, text, colourful graphics, animation, quizzes, and games. To avoid activities being skipped, most exercises require a response before the next screen can be accessed. Homework exercises are set at the end of each session. If a child or young person misses a session, the system sends out automatic reminders. The sessions are designed to be completed sequentially at weekly intervals (the next available session becomes accessible seven days after the previous one is completed). Access to the programme is password protected and all content created by the child or young person is stored on a secure server accessible only by the designated BRAVE trainer clinician (see below).
Content: The programme targets four types of anxiety: social anxiety, generalised anxiety, separation anxiety and specific phobias. The content is based on standard CBT anxiety management techniques including psychoeducation, relaxation training, recognition of physiological symptoms of anxiety, cognitive strategies of coping self-talk and cognitive restructuring, graded exposure, problem solving and self-reinforcement. Parent sessions include acquisition of the above-mentioned CBT strategies and in addition, include parenting strategies to empower parents to help their child to implement anxiety management skills and deal with situations in which their child gets anxious. 
Trainer: BRAVE is a therapist-supported programme. The child or young person completes BRAVE in his/her own time and logs the exercises and homework tasks completed on the website. The answers to these tasks are then reviewed by a trained child psychologist(referred to as a ‘BRAVE trainer’). The trainer sends weekly emails based on a template, to the participants and their parents, with encouragement and feedback based on the interactive exercises. 
BRAVE: evidence of efficacy 

BRAVE has been evaluated in three randomised controlled trials and 1 open feasibility trial.

Study 1) In an earlier version of the programme, BRAVE for children was successfully delivered using a combination of internet sessions and clinic visits 4[]
. In an RCT with 72 participants aged 7-14, participants were randomised to face-to-face therapy (n=22), BRAVE partially delivered over the Internet (n=27), or wait-list (n=23). At 6 months post treatment assessment, participants in both treatment groups showed significant reductions in anxiety, improvement in depression and behaviour and 56% were free of their anxiety diagnoses. These benefits were retained at 12-month follow-up. The Internet treatment content was acceptable to families, with minimal dropout and a high level of therapy compliance (56% of children completed the intervention and the 3-month booster session).

Study 2) the next study investigated the efficacy of the Child version of BRAVE via an RCT with 73 young people aged 7-12.  40 were randomised to BRAVE online and to 33 were wait-listed 1[]
. Immediately post-intervention, 30% of those treated by BRAVE were free of the diagnosis compared to 10% of those on the wait-list though the difference was not statistically significant. At 6-month follow-up, 75% were no longer suffering from anxiety; however those previously on wait-list were given an intervention and thus no longer assessed. When assessed at 12 weeks post intervention, sixty percent of parents and 33% of children completed all ten sessions.  The average number of sessions completed at post-treatment was 5.13 out of 6 for parents, and 7.5 out of 10 for children. By 6-month follow-up, 72.3% of parents and 62% of children had completed all their Internet sessions.

Study 3) The third study investigated the efficacy of the Adolescent version of BRAVE via an RCT with 115 clinically anxious adolescents aged 12 to 18 2[]
. 44 adolescents were allocated to BRAVE, 44 to an equivalent CBT face-to-face clinic treatment and 27 were wait-listed. 12-week post-baseline, both BRAVE and clinic groups showed significant reductions in numbers of anxiety diagnoses and symptoms compared with those on a wait-list. At 6 and 12-month follow-up, the improvements were maintained or further enhanced for both therapeutic groups. 78% of those who completed BRAVE no longer met criteria for their principle anxiety diagnosis at 12 months compared with 80.6% of those in the clinic group.  Satisfaction ratings from adolescents were equivalent for BRAVE and clinic treatments; however, parents rated clinic therapy slightly higher. 12-weeks post-baseline, the average number of completed sessions was 7.5 out of 10 for adolescents and 4.48 out of 5 for parents. 30% of adolescents and 66% of parents had completed all of the ten BRAVE sessions by week 12. This was not significantly different to those assigned to clinic treatment: with the 57% adolescents and 70% of parents finishing all their face-to-face therapy sessions at the time of 12-week assessment.

Study 4) The fourth study investigated the feasibility of delivering both the child and teen versions of  BRAVE in the  post disaster environment of Canterbury  as a treatment for anxiety. 42 clinically anxious children and adolescents aged 7-15 were assessed by a child psychiatrist and offered BRAVE. At 12-week post-baseline telephone assessment there were clinically significant reductions in numbers of anxiety diagnoses and symptoms. At 6 month follow-up by the child psychiatrist the improvements were maintained or further enhanced with 43% of those who completed BRAVE no longer met criteria for their principle anxiety diagnosis at 6 months, although some still had weather phobias.  For those with clinically significant anxiety remaining, a referral to the earthquake team at local specialist services was made and most received EMDR with good results. 
Primary Objectives
Our objectives are: 
1. To test the effectiveness of BRAVE in primary care. We will measure the extent of change and compare our results with the Australian and NZ trials using our primary outcome measure of anxiety, the CAS8
2. To evaluate  the uptake of BRAVE in primary care

Our primary outcome measure to determine effectiveness will be the symptoms of child’s anxiety (self- rated if older than 8 years ) and parent-rated using the CAS8. 

To assess uptake we will collect the following measures: 1) rates of uptake and referral pathways; 2) completion rates and reasons for non-adherence. 

Primary Objective and Endpoint  

Our primary objective is to assess the clinical effectiveness of treating children and adolescents with anxiety disorders using BRAVE in the primary care setting.

1. Our primary endpoint will be the symptoms of anxiety (measured by CAS8, self- and parent-rated) 

Secondary Endpoints 

Our secondary endpoints will include:

1.
Rates of uptake, programme completion and retention in the programme.
Study  Design

This is an open effectiveness trial. Outcome data will be collected pre- intervention and at end of participation by the child and/or parent. 
Subject Selection

BRAVE is a programme designed to teach children and young people skills for the management of anxiety disorders diagnosed by a clinician. Because this study is an effectiveness trial in a community sample, we will seek participants with clinically significant symptoms of anxiety as their primary mental health complaint. We will promote the study via General Practitioners, public health nurses, the local youth mental health NGO alliance (YAMHA) and CAFlink, the local child and adolescent mental health referral portal. Referring clinicians will be asked to hand out an information sheet about the programme and forward the potential participant’s demographic and contact details to the study administrator.  The administrator will then email the family and request they complete the full SCAS. When a response is received form either/both child and parent, the administrator contacts the family by phone and/or email to set up the password access to the programme. 
3.2.2    Source and Number

We will recruit  participants over an 4 year period from April  2014 -2018 when the site license expires. Participants will be recruited from primary care. It is estimated that around 800 patients will be offered BRAVE over this period.
3.2.3    Inclusion and Exclusion Criteria

Inclusion criteria will include the following: 

1. Young people between ages 7 and 18 

2. Can read and write English as assessed by the referrer
3. Have access to internet and computer capable of running BRAVE at home- as assessed by the referrer
Exclusion criteria will include the following: 

All referrals will be screened by the team child psychiatrist and if there is evidence of 

a)Serious mental health disorder requiring other therapy e.g. post-traumatic stress disorder (PTSD), obsessive compulsive disorder (OCD), moderate or severe depression
b) Current suicidal ideation 
c) severe anxiety 

the team psychiatrist will discuss with the referrer other community or specialist treatment options.
Outcome measures

Primary outcome measure

Short form Spence Children’s Anxiety Scale (CAS8): The CAS8 was developed by Pref Specne and team as a short screening tool for anxiety. It has 6 items from the full SCAS (see below) and in addition asks 2 additional questions about general anxiety. The CAS8 has been used in the Australian roll out of self help BRAVE and normed population data is pending. The change in CAS8 (initial CAS8 calculated from baseline entry full SCAS) over sessions will be used as the measure of effectiveness. Parent and child ratings will be collected. 
Spence Children’s Anxiety Scale (SCAS): The SCAS scale includes 38 items reflecting symptoms of anxiety scored for frequency of occurrence (0=never, 3 = always), and includes six subscales measuring panic/agoraphobia, social phobia, separation anxiety, generalised anxiety, obsessions/compulsions and fear of physical injury. The SCAS has sound psychometric properties, with internal consistency reported at 0.92 for the total child score 
 ADDIN EN.CITE 

[32-35]
. We will use the young person and the parent/guardian as informants. The SCAS has sound psychometric properties, with internal consistency reported at 0.89 for the total parent anxiety score 
 ADDIN EN.CITE 

[32, 33]
. We will collect child and/or parent ratings on SCAS at baseline.
Secondary outcome measures

The secondary outcome measures will include:

Compliance measures: The following information will be collected (computer generated): number of sessions completed and  frequency of sessions
Adverse events: Generally, an adverse event (AE) is defined as any unintended, unfavorable clinical sign or symptom, any new illness or disease or deterioration of existing illness or disease whether or not considered treatment related. For this study, if participants identify to the BRAVE trainer through the homework or by email that they have experienced any adverse events,  these will be recorded and the team psychiatrist will liase with the family and the referrer (if indicated) to resolve issue. 
Withdrawal: Families and teens may withdraw at any time from the programme by ceasing to respond to programme prompts. The referring clinician will be advised of the family’s failure to take up the programme by a letter from the administrator.  If there is early cessation, a letter form the BRAVE trainer will indicate progress to time of cessation. 
Study Design and Flow/

The GP, public health nurse, NGO youth mental health worker, BIC worker, makes a clinical assessment of anxiety in a child or teen. The initiating clinician then recommends BRAVE to a family either as a stand alone self help treatment or as part of a broader mental health intervention. The initiating clinician  hands written information  on BRAVE to the family or teen which contains a link to BRAVE NZ site. The clinician makes an electronic referral to the BRAVE administrator with information on patient’s name, date of birth, phone and email contact of child and parents and NHI number along with a brief clinical note about the reason for referral. A referral through the Health Pathways portal is preferred.
The Family or teen is then sent an email with a link to the online SCAS questionnaire. Once this is completed by either or both the child and parent, the Administrator contacts the family with a username and password and assigns a trainer. In addition the family are emailed information on BRAVE and a manual which helps  trouble shoot problems using the BRAVE programme. 
Family logs into BRAVE as per usual protocol

BRAVE trainer  emails family introductory  email as per usual. If a trainer is worried about anything, discuss at weekly supervision and if necessary alerts the family and advises them to get help from the GP or referring clinician.
When the family decides to cease using BRAVE, a clinical letter from the BRAVE trainer is sent to the referring clinician (and GP if the GP is not the referrer) which outlines the extent and content of therapy received along with general comments about progress and advice for future therapy if indicated. 
Data Management

Anonymised data will be stored on secure password protected with limited access servers at the UOC. Data may be stored for a period up to 10 years to inform future projects subsequent to ethical review.   
Study findings may be discussed at New Zealand meetings as well as at international conferences. Publication may also be sought. 
Statistical Analyses  

Analyses of primary outcomes will include the reporting of uptake and full completion rates as quantified by number and percentage, as well as the median number of modules completed prior to cessation. 
Changes in anxiety ratings on the CAS8 baseline to programme cessation will be compared using repeated measures t-test. The differences in the changes between the groups will be summarised as means and 95% confidence intervals. All analyses will be based on the intention-to-treat principle and a two-tailed p-value <0.05 will be taken to indicate statistical significance.

Statistical evaluation

Variables identified as statistically (and clinically) significant will be discussed in terms of their implications for treatment and further research.

ETHICS

Ethical review

investigation proposes to examine the use of an intervention to be routinely offered at the unit as part of a quality improvement initiative.
Subject data protection

Subjects will be known by name to their referrer and treating clinician (NGO or BIC clinician) as per usual practice. They will be known by first name only to the BRAVE trainer and clinical superviser (Stephanie Moor). Their data will be stored under their NHI number. De-identifiaction of data will occur at the point of study entry by the administrator. However, for reasons of patient safety and clinical care,  Dr Moor may need to contact GPs or the treating clinicians  about patients during the study and may need to access patient information. 
Risk and benefits 
The main risk in this community treatment is in referrers recognising a mild to moderate but impairing psychological disoreder and offering an effective treatment but participants not taking it up because of the modality in which it is offered (‘e’ therapy) is not suitable for them. We will explore the reasons for non uptake in a separate project (summer studentshp UOC 2016/17).
Other potentail risks are in delaying the accessing of treatment from specialist services for participants with symptomatology which is too severe or inappropriate to treat  with BRAVE. We will attempt to minimise this risk by acitve screeing and liason with referrers for all referrals that may have ‘red flags’ and by keeping a close clincal watch on pateitns of concern throught the fortnightly supervision process . In addition, BRAVE therapists who are experienced clinical child psychologists can contact the team psychitatrist by phone or email at amy time to discuss concerns. 

Benefits,  are the effective treatment at home and at no cost to families of a condition that may have lifelong consequences if left untreated.  In addition, partipants are empowered to effectievly manage their own mental health and learn life skills. 
MEASURES


1/ Primary Outcome Measure: CAS8 (Child/Teen version) 
Please pick a word that best describes how things are for you this week. There are no right or wrong answers.
	
	
	Never
	Sometimes
	Often
	Always

	1
	I worry about things
	
	
	
	

	2
	I feel afraid that I will make a fool of myself in front of people
	
	
	
	

	3
	I worry that something bad will happen to me
	
	
	
	

	4
	I feel nervous
	
	
	
	

	5
	I worry what other people think of me
	
	
	
	

	6
	All of a sudden I feel really scared for no reason at all
	
	
	
	

	7
	I feel afraid
	
	
	
	

	8
	I wake up feeling scared
	
	
	
	


Parent report version also to be used

2/Baseline  Measure: Spence Anxiety Scale for children/adolescents-child self report 
Please answer these questions about you which will help us evaluate the BRAVE programme
1. I worry about things........................................Never Sometimes Often Always 
2. I am scared of the dark....................................Never Sometimes Often Always 
3. When I have a problem, I get a funny feeling in my stomach

     Never Sometimes Often Always 
4. I feel afraid......................................................Never Sometimes Often Always 
5. I would feel afraid of being on my own at home......………………….... 
     Never Sometimes Often Always 
6. I feel scared when I have to take a test........... Never Sometimes Often Always 
7. I feel afraid if I have to use public toilets or bathrooms...........…………. 
     Never Sometimes Often Always 
8. I worry about being away from my parents. Never Sometimes Often Always 
9. I feel afraid that I will make a fool of myself in front of people............... 
   Never Sometimes Often Always 
10. I worry that I will do badly at my school work...............……………… 

   Never Sometimes Often Always 
11. I am popular amongst other kids my own age.................……………..... 
   Never Sometimes Often Always 
12. I worry that something awful will happen to someone in my family........ 
   Never Sometimes Often Always 
13. I suddenly feel as if I can’t breathe when there is no reason for this..... 
   Never Sometimes Often Always 
14. I have to keep checking that I have done things right (like the switch is off, or the door is locked).....……………………………  Never Sometimes Often Always 
15. I feel scared if I have to sleep on my own...Never Sometimes Often Always 
16. I have trouble going to school in the mornings because I feel nervous or afraid...................................................…           Never Sometimes Often Always 
17. I am good at sports...............................        Never Sometimes Often Always 
18. I am scared of dogs......................................Never Sometimes Often Always 
19. I can’t seem to get bad or silly thoughts out of my head...……………... 
   Never Sometimes Often Always 
20. When I have a problem, my heart beats really fast....………………….. 
   Never Sometimes Often Always 
21. I suddenly start to tremble or shake when there is no reason for this... 
   Never Sometimes Often Always 
22. I worry that something bad will happen to me...…........…………………. 
   Never Sometimes Often Always 
23. I am scared of going to the doctors or dentists.........…………………..... 
   Never Sometimes Often Always 
24. When I have a problem, I feel shaky...........Never Sometimes Often Always 
25. I am scared of being in high places or lifts (elevators)…………………. 
   Never Sometimes Often Always 
26. I am a good person......................................Never Sometimes Often Always 
27. I have to think of special thoughts to stop bad things from happening (like numbers or words).......................………………………     Never Sometimes Often Always 
28 I feel scared if I have to travel in the car, or on a Bus or a train............. ]

   Never Sometimes Often Always 
29. I worry what other people think of me........Never Sometimes Often Always 
30. I am afraid of being in crowded places (like shopping centres, the movies, buses, busy playgrounds)..........…………………………    Never Sometimes Often Always 
31. I feel happy..................................................Never Sometimes Often Always 
32. All of a sudden I feel really scared for no reason at all…………………. 
   
   Never Sometimes Often Always 
33. I am scared of insects or spiders..................Never Sometimes Often Always 
34. I suddenly become dizzy or faint when there is no reason for this......... 


   





   Never Sometimes Often Always 
35. I feel afraid if I have to talk in front of my class....

   Never Sometimes Often Always 
36. My heart suddenly starts to beat too quickly for no reason…………….. 
   Never Sometimes Often Always 
37. I worry that I will suddenly get a scared feeling when there is nothing to be afraid of....................................……………………
   Never Sometimes Often Always 
38. I like myself.................................................Never Sometimes Often Always 
39. I am afraid of being in small closed places, like tunnels or small rooms. 
   Never Sometimes Often Always 
40. I have to do some things over and over again (like washing my hands, cleaning or putting things in a certain order)...…………… Never Sometimes Often Always 
41. I get bothered by bad or silly thoughts or pictures in my mind…………. 
   Never Sometimes Often Always 
42. I have to do some things in just the right way to stop bad things happening................................................……   Never Sometimes Often Always 
43. I am proud of my school work.....................Never Sometimes Often Always 
44. I would feel scared if I had to stay away from home overnight…………. 
    Never Sometimes Often Always 
45. Is there something else that you are really afraid of?.....……………..…. YES NO Please write down what it is How often are you afraid of this thing?...........................………………… 
    Never Sometimes Often Always 
C 1994 Susan H. Spence
Parent report version also to be used
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