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Advisor: 
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Children with fetal alcohol spectrum disorder (FASD), a neurodevelopmental disorder 
caused by prenatal alcohol exposure, often go unidentified or are misdiagnosed, leading 
to poor understanding and provision of necessary supports and interventions. School 
psychologists are essential in identifying children who may have FASD and creating 
intervention plans. Nonetheless, psychologists and psychological associates have 
difficulty diagnosing FASD because of lack of information on PAE, variability in 
presentation, insufficient training, limited skills, and inconsistent diagnostic tools. The 
intended goal of this study was to survey clinicians working in schools about their FASD 
knowledge, assessment and intervention, training experiences, and needs. However, 
the goal of this study changed when the data collection was compromised by bots. 
Therefore, the goal shifted to identify strategies and tools to enhance data validity when 
conducting surveys online. Recommended strategies include CAPTCHAs, having 
interested participants email the researchers, avoiding some incentives, reviewing 
open-ended responses, and screening completion time. 
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1 Introduction 
Fetal Alcohol Spectrum Disorder (FASD) has a broad spectrum of presentations 

and disabilities as a result of prenatal alcohol exposure (PAE) (Cook et al., 2016; Jones 

et al., 1973; Popova, Lange, Poznyak, et al., 2019). FASD is a disability with lifelong 

impacts across many aspects of everyday life (Popova et al., 2019). Deficits resulting 

from PAE include neurodevelopmental impairment, as well as possible facial 

dysmorphology, and growth restrictions in a smaller number of cases (Cook et al., 2016; 

Hoyme et al., 2016; Wozniak et al., 2019). Many different approaches are used in 

diagnosing FASD worldwide, resulting in differences in terminology, symptom 

thresholds, and criteria, all of which complicate efforts to identify prevalence (Coles et 

al., 2016; Cook et al., 2016; Popova et al., 2017).  

There have been a limited number of prevalence studies since the diagnosis of 

Fetal Alcohol Syndrome was first described (May et al., 2014). This is particularly the 

case in Canada, where there has only been one comprehensive, population-based 

study (Popova et al., 2019). In Canada, prevalence of FASD in the general population is 

conservatively estimated to range between 2 – 4%, which is higher than other common 

neurodevelopmental disabilities such as Down’s syndrome, anencephaly, spina bifida, 

trisomy 18, and Autism Spectrum Disorder (Flannigan et al., 2018; Hansen et al., 2018; 

Popova et al., 2019). Popova et al. (2019) conducted a study including 2,555 children 

between the ages of 7 – 9 years old from public schools in the Greater Toronto Area. 

The prevalence of FASD among participants was estimated at 1.8%, though the authors 

suggest, due to underdiagnosis, the prevalence was likely to be closer to 2.9%. It is 
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estimated that FASD prevalence in North America ranges as high as 4 – 8.3% (May et 

al., 2018, 2020; Popova et al., 2019; Thanh et al., 2014). Still, rates are even higher in 

vulnerable populations and settings, such as in special education, where rates have 

been shown to range from 7.5 – 8.8% (Popova et al., 2019). Overall, rates of FASD 

appear to be underestimated, and are nevertheless high compared to other 

neurodevelopmental disabilities. 

Not only is FASD common in comparison to other neurodevelopmental 

disabilities, but it is also quite costly (Chasnoff et al., 2015). People diagnosed with 

FASD require many services and supports given the complexity of their needs, resulting 

in high costs, particularly for health care services, social services, education, and the 

criminal justice system (Greenmyer et al., 2020; Stade et al., 2009; Thanh & Jonsson, 

2015). The annual cost of direct needs of those diagnosed with FASD in Canada is 

estimated at $1.9 – 10.5 billion as a result of required health care services, social 

services, criminal justice system, and education (Greenmyer, 2018; Greenmyer et al., 

2020; Stade et al., 2009; Thanh & Jonsson, 2015). Taken together, prevalence rates of 

FASD are likely underdiagnosed, yet they still pose a significant economic burden.  

Complex impairments in neurodevelopmental functioning can cause a range of 

difficulties related to learning and academic skill, which can directly impact functioning 

at school for children with FASD. Commonly experienced difficulties include deficits in 

academic skills, overall intellectual functioning and cognition, executive functioning, 

language, learning and memory, attention, adaptive functioning, and behaviour 

regulation (Mattson et al., 2019; Quattlebaum & O’Connor, 2013; Wozniak et al., 2019). 
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Since learning requires many of these different cognitive processes to work in tandem, 

impairments due to PAE may negatively impact academic achievement (St Clair-

Thompson & Gathercole, 2006; Zaboski et al., 2018). Specifically, children with PAE 

experience difficulties in math, including weaknesses in areas of basic number 

processing, estimating, determining number magnitude, confusing operational signs, 

and misaligning numbers when writing equations (Crocker et al., 2015; Howell et al., 

2006; Jacobson et al., 2011; LeFevre et al., 2013; Rasmussen & Bisanz, 2011; 

Santhanam et al., 2009). Studies have also shown that children with PAE have trouble 

with word reading, spelling, reading comprehension, and writing (Goldschmidt et al., 

2004; O’Leary et al., 2013; Rasmussen & Bisanz, 2011). As many children with FASD 

have low average to average IQ scores, and low achievement scores in math and 

language skills, they may be more likely to gain the attention of educational 

psychologists and be placed in special education classrooms (Streissguth & O’Malley, 

2000; Westrup, 2013). These findings are consistent with Streissguth et al. (2004), who 

found that 42% of children recruited for the Fetal Alcohol Follow-Up Study through the 

University of Washington’s Fetal Alcohol and Drug Unit, had a history of receiving 

special education services in school.  

In addition to challenges experienced academically, many children with FASD 

have difficulty staying in school and graduating from secondary school. For instance, in 

the same study, Streissguth et al. (2004) found that 14% of children 6 – 11 years old 

and 61% of adolescents 12 – 20 years old had experienced school disruption, including 

being suspended, expelled, or dropping out of school. The majority of all participants 
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reported attention problems, incomplete homework, difficulty getting along with peers, 

and being disruptive in class. In a Canadian study, 18% of adolescents with FASD seen 

in Canadian diagnostic clinics experienced school disruption at the time of their 

diagnostic evaluation (McLachlan et al., 2020a). Social difficulties may also play a 

significant role in disrupted school experiences. Many children with FASD find 

complicated social situations difficult to navigate, as they may have trouble seeing 

different perspectives than their own due to deficits in executive functioning (McGee et 

al., 2008; McLachlan et al., 2020b). Additionally, high rates of mental health 

comorbidity, with commonly co-presenting difficulties relating to ADHD, and other 

internalizing and externalizing disorders, may also adversely impact functioning in 

school (Mattson et al., 2019; Pei et al., 2011; Splett et al., 2013a). In sum, a range of 

challenges coupled with academic difficulties may further exacerbate circumstances at 

school for many children with FASD, leading to a need for identification and support to 

effectively address their complex needs (Duquette et al., 2006).  

While it is clear that children with FASD encounter numerous challenges in 

school, teachers may also have a difficult time addressing these needs. In a Canadian 

based study, teachers reported limited understanding of the causes and learning 

challenges of students with FASD (Pei et al., 2013). Teachers also expressed 

frustration with medical and clinical providers, stating that their evaluation reports were 

difficult to understand, and recommendations did not include information on how to 

address the specific needs of children with prenatal alcohol exposure (Pei et al., 2013; 

Pelco et al., 2009; Ryan & Ferguson, 2006). Carpenter (2011) compiled 10 teaching 
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best practices to address the learning needs of children with FASD, however, there 

appears to be a disconnect between FASD professionals and education professionals in 

implementing these recommendations in the school setting (Jonsson et al., 2009). 

Caregivers of children with FASD are also impacted by these challenges, and 

may experience elevated levels of stress, which may impact their ability to advocate for 

their children. Swart et al. (2014) indicated that caregivers of children with FASD 

reported high levels of stress obtaining diagnoses, services, and educational support. 

Furthermore, they found that biological mothers indicated feelings of self-blame and 

being judged by school personnel. Pei et al. (2013) suggest that outcomes for children 

with FASD may be particularly poor when parents or school personnel are unable to 

advocate for children with FASD in connecting them to possible funding opportunities 

and specialized school programming. In fact, a number of studies have found that 

caregivers have reported feeling isolated due to lack of awareness of FASD by many 

teachers and school personnel, making it even harder for them to advocate for their 

children (Brown & Bednar, 2004; Caley et al., 2009; Mukherjee et al., 2013; Ryan et al., 

2006; Salmon, 2008; Sanders & Buck, 2010; Swart et al., 2014; Watson et al., 2013). 

The lack of knowledge about FASD symptoms and supports among teachers and 

school-based clinicians poses a great challenge for children with FASD to succeed in 

school since they are less likely to receive the needed supports. (Chasnoff et al., 2015; 

Popova et al., 2019). In turn, children with FASD may also be at increased risk of 

becoming frustrated and ultimately leave school prior to completion (Duquette et al., 

2006).  
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Children with FASD often get misdiagnosed or do not receive a diagnosis 

altogether, which can be due to a number of possible reasons. First, many people with 

FASD do not show any physical indicators, leading to a common description of FASD 

as an “invisible disability” (Chasnoff et al., 2015; Chudley, 2008; Elliott et al., 2008; May 

et al., 2018; Sokol et al., 2003). In a recent study, Pei et al. (2021) evaluated the 

prevalence of FASD in kindergarten classes across Canada using teacher reports on 

the Early Development Instrument (EDI). They found rates much lower than previous 

estimates of FASD prevalence in Canada (Flannigan et al., 2018; Popova et al., 2019) 

and attributed the discrepancy to significant under-reporting by educators due to 

developmental trends, symptom overlap, and lack of physiological indicators. Second, 

there is considerable variability in areas of deficit experienced by individuals with FASD 

across the spectrum, with high interindividual variation (Crocker et al., 2015; Kjellmer & 

Olswang, 2013; Mattson et al., 2011, 2019; Vaurio et al., 2008). As a result, researchers 

have not been able to determine a unique or specific neurocognitive profile associated 

with FASD (Mattson et al., 2019; Quattlebaum & O’Connor, 2013). Ali et al. (2018) 

suggest that individual children with FASD also tend to show elevated intraindividual 

variability within tasks from one trial to the next, creating an unclear picture of their true 

abilities. Furthermore, high rates of comorbidity with other mental health and 

neurodevelopmental disorders, as well as physical health problems, add to the 

complexity in identification (Astley, 2006; Bell et al., 2016; Corrigan et al., 2018; S. 

Jones, 2009; O’Connor & Paley, 2009; Popova et al., 2019; Reid et al., 2020). 
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In addition to variability in presentation, another component contributing to 

underdiagnosis of FASD is lack of awareness among a range of health professionals, 

including psychologists (Mattson et al., 2019). Across a range of studies, health care 

professionals have consistently indicated insufficient training, limited skills, desire for 

additional training, and the need for better diagnostic tools regarding FASD (Bibr, 2018; 

Caley et al., 2008; Chasnoff et al., 2015; Coons et al., 2017; Elliott et al., 2006; Johnson 

et al., 2010; Mukherjee et al., 2015; Wedding et al., 2007). To date however, fewer 

studies have explicitly evaluated FASD-related knowledge and skill in psychologists 

more specifically. Wedding et al. (2007) surveyed 447 members of the American 

Psychological Association in the American Midwest about their knowledge of FASD. 

The majority (85%) underestimated FASD prevalence in the general population, 71% 

reported a lack of training in diagnosing FASD, and less than 4% felt they were 

prepared to identify children with FASD. Another more recent study was conducted by 

Mukherjee et al. (2015) in the United Kingdom with a sample of 505 professionals, 

including mental health clinicians. They found that the majority (73%) reported they 

would like to know more about FASD and reported having insufficient information to 

give advice to their patients about alcohol consumption, and that few (14%) were able to 

identify all symptoms required for a FASD diagnosis. To our knowledge, studies of 

FASD knowledge and practice readiness have focused on psychologists broadly, and to 

date, more tailored investigations into the role of psychologists’ knowledge and 

practices in school populations have yet to be undertaken. This gap in the research 

literature is important to address, given that psychologists working in school-relevant 
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settings play an important role in identifying early behavioural, cognitive, academic, and 

mental health concerns in children (Splett et al., 2013b). 

Under identification and underdiagnosis of FASD poses a serious problem, as 

early diagnosis is a necessary first step in accessing early intervention and a strong 

protective factor linked with reduced risk of future adverse outcomes (Clarren et al., 

2000; Edmonds & Crichton, 2008; Popova et al., 2020; Streissguth et al., 2004). If 

FASD is identified and appropriate intervention is started sooner, additional difficulties 

and comorbidities can be mitigated (Astley et al., 2000; Popova et al., 2020). In fact, Pei 

et al. (2017) found that children with PAE with a diagnosis of FASD received 

significantly more recommendations in education, family support, and safety than 

children without a diagnosis. In addition, without a clear diagnosis, caregivers may find it 

challenging to advocate and find appropriate resources for their children (Clarren et al., 

2000). Moreover, even if children do access services, they may be less effective or 

result in suboptimal outcomes if the needs associated with FASD are not appropriately 

understood.  

School psychologists play an important role in supporting children and their 

families in general, by assisting in the diagnosis of learning disabilities and 

developmental disorders and making tailored recommendations about supportive 

resources and specialized options for learning (Splett et al., 2013a). School 

psychologists often play an essential part in first identifying children at risk of a range of 

neurodevelopmental disorders, including FASD. This may be through diagnosis, 

appropriate classroom placements, and helping parents advocate for necessary 
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supports. Given that school psychologists play such a vital role in the identification, 

assessment, intervention, and support of children and youth at risk of having PAE or 

FASD, it is critical to assess and, if needed, enhance their FASD knowledge and 

readiness for practice with this population. Thus, the aims of this study were twofold: 1. 

to investigate psychologists’ knowledge, training experiences, practice patterns and 

skills, and needs in respect to assessment and intervention of children with FASD; 2. to 

survey psychologists regarding their experiences of supervision, training, and 

consultation concerning working with children and youth who may have FASD. It is 

essential for psychologists in school settings to be aware of FASD symptoms and 

evidence-based approaches to intervention in order to recommend and provide needed 

services for children with FASD and their caregivers. Therefore, through researching 

psychologists’ knowledge, practices, training, and barriers when working with children 

and youth who have FASD, this study has the potential identify key gaps and inform the 

development of appropriate training of psychologists to best support children with FASD 

in school settings.  
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2 Method 
The goal of this study was to identify the knowledge, practices, training, and 

barriers of clinicians who provide school-relevant psychological services for children and 

youth with FASD. However, the specific objective of this thesis changed following a 

preliminary round of online data collection during the COVID-19 pandemic context. 

Specifically, it became clear very early in data collection that bots, malicious software 

applications that are programmed to complete automated tasks online and can mimic 

human participation (Dupuis et al., 2019; Godinho et al., 2019; Teitcher et al., 2015), 

were likely compromising the validity of the data collected. Therefore, the remaining 

analyses focus on assessing data quality and identification of invalid data points in the 

sample, and review of best practices for online survey data collection in the increasingly 

complex virtual landscape. It is anticipated that together, these contributions will inform 

continuation of the study and original objectives at a later date. 

2.1 Participants and Recruitment Plan 

The target sample was intended to include clinicians who provide school-relevant 

psychological services for children and youth in Canada. The sample was broadly 

defined so as to include all relevant clinicians, including both school and clinical 

psychologists, psychological associates, students completing a pre-doctoral internship, 

and psychologists on the temporary register. These participants were of interest to this 

study because they are likely to play an important role in identifying and informing 

intervention and educational support programs for children or youth who have FASD in 

a school-relevant setting. Participants were to be recruited in a number of ways. They 
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were to be contacted through listservs of professional organizations comprising 

psychologists/clinicians who provide school relevant psychological services, including 

the Ontario Psychological Association (OPA) – School/Education Section, and the 

Association of Chief Psychologists with Ontario School Boards (ACPOSB), though this 

recruitment step did not occur during the preliminary round of data collection. A 

preliminary round of email invitations was sent to individual practitioners who had 

declared relevant areas of practice and had publicly available contact information (e.g., 

email addresses) online with OPA or ACPOSB. The study was also briefly advertised 

online via social media with postings shared by a psychology research lab at the 

University of Guelph (the PLAN Lab), Canada FASD Research Network, and Ontario 

FASD Network of Excellence, as well as Facebook and Twitter. Recipients were also 

encouraged to share the study invitation with peers who may be interested and who 

conduct work in this area. Finally, emails were sent to thirteen chief psychologists in 

Ontario school boards asking for permission to distribute the survey to psychologists 

and psychological associates currently conducting school-relevant services with 

children and youth in their districts.  

The intended target sample for the overall study was planned to include between 

60 – 85 clinicians who provide school-relevant psychological services to children and 

youth in Ontario, which is consistent with previous professional practices surveys (Bibr, 

2018; Brown et al., 2017; Caley et al., 2008; Coons et al., 2017; McLachlan et al., 

2020). Although the specific focus of analysis for the originally proposed thesis was 

intended to be limited to the Ontario context, a broader study will subsequently be 
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conducted to recruit eligible psychological service providers from across Canada. 

Participants were required to be able to read and write in English, as the survey was 

only be provided in English.  

2.2 Procedure 

The survey invitation described a study examining the professional practices of 

clinicians who provide psychological services to children and youth with FASD in 

school-relevant contexts. The invitation was designed to encourage the participations of 

clinicians with at least some school-relevant practice experience working with children 

or youth who have FASD, though participation of those without relevant FASD 

experience was also explicitly encouraged. However, after launching the study it quickly 

became clear that there were concerns regarding data validity. The original intention 

was for participants to receive an email reminder at both two and four weeks following 

the initial invitation (where possible and permissible), thanking them if they had 

responded, and requesting that they consider participating if they had not (Cho et al., 

2013; Cook et al., 2016). The initial round of data collection reported for this preliminary 

analysis occurred online via Qualtrics. Participants were guided through the online 

survey using branching logic depending on their experiences. It was anticipated that 

completion time would range from 30 to 45 minutes. All study procedures were 

approved by the University of Guelph’s Research Ethics Board (REB # 21-06-001).  
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2.3 Measures 

Survey development was informed by similar prior professional practice surveys 

(e.g., (Bibr, 2018; Brown et al., 2017; Caley et al., 2008; Coons et al., 2017; McLachlan 

et al., 2020). After establishing consent and eligibility, participants who completed the 

survey were first asked to provide demographic information, including age, gender, 

race/ethnicity, field of practice, highest degree, geographic practice region, professional 

association member, college registration, and years of practice. Second, they 

characterized their general experience working with children and youth in school 

contexts (e.g., number of clients seen, approaches used). Third, they described their 

experience working with children and youth who have FASD, such as number of clients 

seen, and their perceived level of practice experience (e.g., Likert responses ranging 

from “No Experience” to “A lot of Experience”). Clinicians with relevant experience next 

characterized their assessment experiences (e.g., sources of information used, use of 

assessment instruments), intervention experiences (e.g., therapeutic modalities used), 

and supervision, teaching, and consultation experiences with these populations. Fourth, 

irrespective of practice experience, all clinicians were asked to characterize their 

relevant FASD training experiences, perceived level of preparedness for school-relevant 

service provision with children and youth who have FASD (e.g., Likert ratings ranging 

from “Not at All Prepared” to “Very Prepared”), as well as need for additional training, 

best practices, resources, and/or supports to enhance their skills and knowledge. The 

questions focused on their perceived level of FASD knowledge (ranging from “No 

Knowledge” to “Expert Knowledge”), confidence concerning common FASD topics (e.g., 
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“I am familiar with how FASD can affect people’s lives”), and multiple-choice questions 

about FASD/prenatal alcohol exposure (e.g., “using alcohol during which points in 

pregnancy can cause damage to the developing fetus?”).  

Finally, participants were debriefed about the purpose of the study. They were 

provided with accurate information about children with FASD in school settings as well 

as notified that they could opt to be entered into a draw to win a $100 Amazon gift card 

(5 were to be given away, with roughly a 1/60 odds of winning) for participating in the 

study (see Appendix A for the study information and consent forms and Appendix B for 

a copy of the Professional Practices Survey). 

2.4 Proposed Analytic Plan 

A comprehensive analytic plan was proposed to answer the original research 

questions. First, descriptive data were to be presented to characterize the sample 

across demographic variables, training experiences and needs, practice experience in 

school settings, and FASD knowledge. For frequency data, percentages (e.g., % yes) 

were to be calculated for complete responses for each item (excluding missing data 

from the denominator). Likert data were to be analyzed continuously, and where 

appropriate, responses were to be collapsed from 6- point scales to either dichotomous 

(e.g., agree vs. disagree) or categorical (e.g., no/little experience; some/ fair experience; 

a lot/expert experience) scales to facilitate analyses, based on similar surveys 

assessing professional practice experiences (e.g., McLachlan et al., 2020; Passmore et 

al., 2018; Viljoen et al., 2010; Wedding et al., 2007). Normality was to be assessed 

using a Shapiro-Wilk test and descriptive statistics were to be reported as means and 
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standard deviations for normally distributed continuous data or medians and 

IQRs/ranges for non-normally distributed data (e.g., years of practice experience as a 

mental health professional, survey completion time).  

Content analysis was to be used to identify themes from participant’s qualitative 

responses regarding the open-ended questions. Following existing guidelines, all 

responses were to be read to obtain a sense of responses overall (Bauer, 2000; Hsieh 

& Shannon, 2005). Then, responses were to be read word-by-word to derive codes or 

subthemes, thus using an inductive approach. Labels for subthemes were to be 

developed based on the data and revised throughout the coding process, to ensure that 

they accurately reflect the text within that subtheme. In addition, new subthemes were 

to be continuously added throughout the coding process when data was to be 

encountered that did not fit into an existing code. Definitions and exemplars for each 

subtheme were also to be developed throughout the coding process based on the text 

to enhance reliability between coders. Once all text had been coded, the subthemes 

and text were to be re-examined. Duplicate subthemes were to be combined during this 

process and subthemes were to be sorted into larger categories based on common 

overarching themes. Subthemes and themes were to be developed using this method 

by an initial coder, and then text was to be coded using these categorizations by a 

second coder. Any inconsistencies identified by the second coder (e.g., text did not 

appear to fit with any of the identified subthemes) were to be resolved through 

discussion and consensus. Next, frequency counts and percentages were to be used to 

describe the frequency with which themes appeared within participants’ responses. 
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Examples of text within each subtheme and reliability coefficients for the two raters were 

to be reported. Chi-square analyses were to be used to explore the most frequently 

identified factors from participants’ open-ended responses and then rank-ordered.  

2.5 Interim Analysis 

The originally outlined analytic plan could not be utilized in the study at this stage 

given the serious validity concerns regarding the preliminary dataset. The following 

sections outline the methodology and analyses used to screen the data for quality, and 

a proposal for evidence-based strategies that can be implemented to limit the concern 

of bots in future studies.   

 

3 Interim Results 
Following a preliminary launch of the study and data quality review several 

indicators in the dataset elicited concerns regarding the trustworthiness of the data, 

including the use of bots. In the initial launch of the study, the online link was emailed to 

15 Chief Psychologists of Ontario school boards asking them to distribute the survey 

link to their colleagues. The link was also posted on the PLAN Lab website, PLAN Lab 

Twitter (38 followers) and Facebook (37 followers) accounts, and the APA Division 15 

Twitter account (3081 followers). Within a few days, there were 46 responses, which 

was much higher than anticipated. Findings from a recent study indicated that the 

chances of engagement after viewing a Twitter post decreases with the degree of effort 

required (Francois et al., 2020). Completing a survey requires much more effort than a 
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Like, Reply, Retweet, or Comment. Given the number of followers who could see the 

social media posts, and the fact that not all followers may be eligible for this survey, and 

the low chance of engagement due to the effort required to participate, 46 survey 

responses in the given time period appeared to be much too high, indicating a 

possibility of illegitimate responses.  

After looking deeper into the data, several themes confirmed the suspicion of 

bots, which were consistent with the current literature. There were significantly more 

participants than expected, given previous studies’ response rates (Bybee et al., 2021; 

Storozuk et al., 2020; Teitcher et al., 2015) and well above the estimated click-through 

rate (CTR) on social media posts (Francois et al., 2020). In addition, there were many 

poor-quality responses (Table 1). The most common concern (n = 16, 37%) included 

identical or duplicate responses with shared verbatim responses between one or more 

participants (Bybee et al., 2021; Storozuk et al., 2020). Nonsensical responses, for 

example, “ASasa”, were also common (n = 10, 23%). Some responses to open-ended 

questions were not written in English despite clear inclusion criteria requiring English 

language responses (n = 6, 14%). There were also many participants who did not 

respond to the majority of the questions (n = 8, 19%) (Quach et al., 2013) and 

participants who completed the survey in an unrealistic amount of time (n = 3, 7%) 

(Bybee et al., 2021; Quach et al., 2013; Storozuk et al., 2020; Teitcher et al., 2015).  

Once it became clear that the data was largely made up of responses generated 

by bots, the survey link was shut down and removed from the PLAN Lab website and 

social media. Data collection was then halted, which adversely impacted the ability to 
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collect further data and analyze findings, and thus achieve the originally proposed thesis 

objectives. Instead, a review of evidence-based best practices for conducting online 

survey research was undertaken in order to inform a later relaunch of the study. As a 

result, the remaining synthesis will focus on reviewing techniques to safeguarding 

against bots and ensure the quality and integrity of data collected online, in order to 

inform a shift in procedures and relaunch the study at a future date, with adequate 

safeguards in place to ensure quality and valid data collection. 

 

4 Discussion 
The original goal of this study was to identify psychologists’ and psychological 

associates’ knowledge, practices, training, and barriers when working with children and 

youth who have FASD in school-relevant contexts. Psychologists and psychological 

associates working in school contexts play a crucial role in supporting children and their 

families by assisting in the diagnoses of learning disabilities and developmental 

disorders. In addition, they assist in making tailored recommendations about supportive 

resources and specialized options for learning (Splett et al., 2013a). A better 

understanding of psychologists’ and psychological associates’ practices and barriers 

when working with this population will allow for the development of appropriate training, 

in order to provide clinicians with the necessary tools and information to accurately 

identify and best support children with FASD.  
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Once it became clear that the data was compromised by bots, the objective of 

the current thesis shifted to focus on synthesizing evidence-based best practices 

regarding online recruitment and data collection via surveys. When the survey for the 

current project was originally launched online and advertised on social media, several 

safeguards were put in place to ensure validity of the data, including a plan for 

dissemination to pre-identified contacts (e.g., invitations sent to valid email addresses), 

scanning open-ended responses for response quality, and identifying inattentive 

responders via data screening. These precautions were consistent with previous 

professional practices studies (McLachlan, et al., 2020) and concurrent studies being 

run through the same lab. Unfortunately, this study, along with all other online studies 

from the lab, were compromised by bots and individuals attempting to enroll in studies 

fraudulently (e.g., falsely reporting their age, location, or other characteristics required 

for participation), therefore, rendering the data invalid. As a result, it was necessary to 

reassess the lab’s current procedures and generate more thorough safeguards to 

ensure the validity of data collected online. 

Using the nternet in psychological research presents several advantages as a 

methodological tool and allowed for continuity of research during the COVID-19 

pandemic context when usual face-to-face data collection procedures were halted for 

lengthy periods of time. Some ready advantages include efficient data collection, access 

to any participant specifications, and low costs (Alessi & Martin, 2010). While several 

advantages are apparent, there are also a number of risks that must be taken into 

consideration, including duplicate responses (Kramer et al., 2014; Teitcher et al., 2015), 
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careless responses (Huang et al., 2014; Meade & Craig, 2012), participants providing 

misleading information to meet inclusion criteria (Chandler & Paolacci, 2017), and 

inability to control the survey completion environment (Zwarun & Hall, 2014). These 

threats can pose a serious concern to data quality and validity (Credé, 2010; Huang et 

al., 2014; Mcgonagle et al., 2016; McGrath et al., 2010; Woods, 2006). Nevertheless, 

the Internet continues to be a common source for scientific data collection; even more 

so today due to COVID-19 restrictions.    

Recently, researchers are faced with a new threat to data collection in online 

studies known as bots. Since bots seem to be valid human participants at first glance, 

they have the potential to undermine the integrity of scientific data (Dupuis et al., 2019). 

Therefore, it is imperative to implement strict, systematic data checking and cleaning 

techniques to address bot responses in online data collection and to ensure validity of 

the data (Dupuis et al., 2019; Godinho et al., 2019; Teitcher et al., 2015). Before 

relaunching the study, it will be essential to identify and implement strategies to reduce 

the risk of bots again invalidating data collection efforts. Therefore, the following 

strategies are recommended for implementation in future online studies to mitigate the 

issue as suggested by the current literature (Godinho et al., 2019; Storozuk et al., 2020; 

Teitcher et al., 2015).  

One simple strategy to deter bots is to embed a CAPTCHA (Completely 

Automated Public Turing tests to tell Computers and Humans Apart) at the start of the 

survey. A CAPTCHA is a type of challenge-response test to determine if a user is a 

human or a computer. It is difficult to identify how effective CAPTCHAs are in detecting 
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bots, as it is possible for programmers to avoid them (Godinho et al., 2019). For 

example, Dupuis et al. (2019) found that programmers can bypass the CAPTCHA by 

completing it themselves before setting up their bots to finish the rest of the survey. That 

said, CAPTHAs are still a good first line of defense against less sophisticated bots from 

accessing online surveys (Storozuk et al., 2020). 

Social media platforms such as Facebook and Twitter are ideal in their ability to 

provide easy access to disseminate or advertise research studies to potential 

participants. Conversely, these social media platforms also provide easy access for bot 

programmers (Pozzar et al., 2020). Therefore, another tactic is not to provide the survey 

link on social media platforms altogether, and instead, have interested participants 

email researchers to access the link (Pozzar et al., 2020). While this method can be 

effective, it is not perfect. Bots are still capable of creating seemingly realistic emails 

indicating interest in a study (Storozuk et al., 2020). In fact, a different study launched in 

the PLAN Lab required interested participants to email the research team to access the 

study, yet the study was still affected by fraudulent responders. Since this project plans 

to advertise the study via social media as a recruitment tool, as well as email the study 

invitation to eligible psychologists and psychological associates with publicly available 

email addresses, one potential strategy to mitigate against risks is to use separate links 

to the survey. Specifically, by sending one link via individual emails, and another link via 

social media, the potential for fraudulent or invalid access to the survey can be 

separately monitored, allowing for stable advertising and ongoing study recruitment and 

enrolment.  
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The last method that can be implemented prior to launching the survey is to 

modify compensation. Compensation is an important component in recruitment, as it 

has been shown to increase response rates (Wright, 2005), increase completion rates 

(Bosnjak & Tuten, 2003), and decrease careless responding (Bowling et al., 2016; 

Huang et al., 2015). While compensation can be a useful tool in incentivizing 

participation, it also may serve to encourage or incentivize bot programmers. Originally, 

the current study advertised a draw to win one of several $100 Amazon gift cards. 

Some researchers have determined that use of a draw or lottery over direct 

compensation could help deter bot programmers (Kramer et al., 2014; Teitcher et al., 

2015). However, a draw may also inadvertently encourage fraudulent responders to 

take the study many times in order to give themselves a better chance of winning, a 

practice sometimes referred to as ballot stuffing (Storozuk et al., 2020). Consequently, a 

suggestion is to offer a chance to be entered into a draw to win a textbook related to the 

study, which most people outside the field will not be interested in, thereby incentivizing 

valid participation, and at the same time, discouraging programmers (Wright, 2005). 

Post data collection, one way to identify bots is through screening open-ended 

questions (Storozuk et al., 2020). In the current analysis, for many participants 

presumed to be bots, open-ended questions were not answered altogether, were 

incomprehensible, were not completed in English, or duplicated other respondents. 

Another indication of bots may be if open-ended responses are contradictory (Storozuk 

et al., 2020). For example, inconsistencies between years of practice and year of 

graduation. Or including more than two digits for age. Therefore, it is important to 
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include open-ended questions and carefully monitor responses, as bots appear to have 

difficulty answering such questions accurately.  

The last helpful tool in identifying invalid responders is to screen the speed of 

survey completion. Since bots do not actually read the questions and they are 

programmed to take as many surveys as efficiently as possible, they often complete 

surveys much faster than human participants can (Teitcher et al., 2015). While this 

tactic could be useful in easily detecting bots after data collection, the time cut-off is also 

somewhat arbitrary and up to the researcher’s discretion, which can impact validity of 

the data (Teitcher et al., 2015). Also, bots may realize that quick responders are not 

being included in the incentives and can learn to slow down their response times 

(Storozuk et al., 2020).  

The literature also suggests strategies to monitor participants’ personal data 

(e.g., email addresses, IP addresses, etc.) (Godinho et al., 2019; Teitcher et al., 2015). 

This tactic is theoretically possible, however, it has the drawback of limiting anonymity. 

By collecting emails and IP addresses, it may be possible to trace information back to 

individual respondents. Although it may assist in discouraging bots, it may also 

discourage valid participants from being totally open and honest, knowing their 

responses could be traced back to them. Another concern is that it is possible for more 

than one person in a given location (e.g., a university campus) to participate in a study 

(Teitcher et al., 2015). Also, IP addresses can easily be modified or concealed through 

the use of VPNs (Virtual Private Networks) (Teitcher et al., 2015). Overall, this strategy 
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may provide another potentially useful tool to prevent and identify bots, though it is not 

without its limitations. 

4.1 Strengths and Limitations 

Online surveys and recruitment strategies have many advantages, especially 

during Covid-19, when many people are staying home and working virtually. By 

recruiting participants online, surveys are not limited to geographic regions or 

convenient samples (Alessi & Martin, 2010). Nonetheless, surveys posted on social 

media are vulnerable to threats of sample validity and data integrity (Storozuk et al., 

2020; Teitcher et al., 2015). Currently, when social media is a primary recruitment 

strategy for many online surveys, it is imperative to identify strategies to protect data 

validity and implement best practices to prevent low-quality and fraudulent data. 

Therefore, researchers are strongly encouraged to implement the tools and procedures 

highlighted in this paper when recruiting online to ensure data validity and 

authentication of participants. 

Regarding the intended study, children with FASD often get misdiagnosed or do 

not receive a diagnosis altogether (McLachlan et al., 2015). Without a clear diagnosis, 

children with FASD have limited access to the supports they need, and their caregivers 

have difficulty advocating for them (Swart et al., 2014). Since many symptoms of FASD 

become apparent in school, it is essential for psychologists and psychological 

associates working in school-relevant contexts to be aware of the symptoms, screening 

tools, and interventions to best provide for children with FASD (Mattson et al., 2019; 

Wozniak et al., 2019). Therefore, this study’s intended aim was to determine 
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psychologists and psychological associates’ knowledge, practices, training, and barriers 

when working with children with FASD. With this information, it will be possible to 

identify specific areas of strength and needs for improvement to ensure that children 

with FASD receive the accommodations they need.  

There are some limitations to the intended study. When recruiting participants 

with transparency in respect to the research questions, there is a possibility of selection 

bias, which may impact the generalizability of findings. Specifically, in the case of the 

intended study, it is possible that those with relevant FASD interest or experience would 

be more inclined to participate, even though recruitment emails and social media posts 

explicitly encouraged those without any FASD experience. Since many participants may 

already have some experience with FASD, the level of knowledge and experience may 

be overestimated, while the training needs may be underestimated compared to the full 

population of clinicians. Therefore, in the future, it may be more suitable to specifically 

target psychologists and psychological associates with little or no FASD experience, to 

identify barriers, tools, and best practices, when working with children with FASD, that 

will directly apply to the broader population.    

The goal of the intended study was to gauge the level of knowledge and training 

of psychologists and psychological associates when working with children with FASD. 

This is an important first step to discover why children with FASD are often 

misdiagnosed or do not receive a diagnosis whatsoever. Future research is also 

required to better understand how to inform psychologists and psychological associates 
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of the importance of this knowledge and how to obtain it, which will ultimately lead to 

more accurate diagnoses and better access to the interventions they require. 

In addition, while this study implemented many open-ended questions to tease 

out this information from participants, many participants did not answer the open-ended 

questions in such detail because it adds much more time to an already lengthy survey. 

Therefore, in the future, it may be more suitable to conduct interviews with participants 

to ensure richer, more detailed data collection. 

4.2 Conclusion  

The original goal of this study was to identify psychologists’ and psychological 

associates’ knowledge and practices when working with children and youth who have 

FASD in school-relevant contexts. Psychologists and psychological associates working 

in school-relevant contexts are often the first professionals to assist children and their 

families in the diagnoses of learning disabilities and developmental disorders, including 

FASD. Through this study, the field would gain a better understanding of psychologists’ 

and psychological associates’ practices and barriers when working with this population, 

which will ultimately allow for the development of appropriate training, in order to best 

provide for children and youth with FASD. The goal of the study changed when data 

collection processes were compromised by bots, software designed to mimic human 

responses in data collection. After systematically and scrupulously examining the data, 

it became clear that virtually all responses were not valid. Therefore, the new goal of 

study evolved to determine strategies and techniques, both prior to and after data 

collection, to limit the threat of bots. These strategies include embedding a CAPTCHA 



 

 

27 

 

into the survey, providing a different link to social media and websites, which are more 

susceptible to bots to have the ability to shut down the link if suspicious activity occurs, 

modifying compensation (Amazon gift cards) that attract many bots and instead offering 

a chance to win a textbook, screening open-ended responses, and monitoring speed of 

survey completion. By incorporating these techniques to deter and detect bots, 

researcher will be able to guarantee the validity of their data and authentication of 

participants.  
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5 Tables 

 
Table 1 

Descriptive Statistics of Types of Responses  

Type of Response n % 

Not in English  6 14% 

Nonsensical 10 23% 

Identical to other participants 16 37% 

Did not complete most of the 

survey 

8 19% 

Unrealistic completion time 3 7% 



 

 

29 

 

REFERENCES  

Alessi, E. J., & Martin, J. I. (2010). Conducting an internet-based Survey: Benefits, pitfalls, 

and lessons learned. Social Work Research, 34(2), 122–128. 

https://doi.org/10.1093/swr/34.2.122 

Ali, S., Kerns, K. A., Mulligan, B. P., Olson, H. C., & Astley, S. J. (2018). An investigation of 

intra-individual variability in children with fetal alcohol spectrum disorder (FASD). Child 

Neuropsychology, 24(5), 617–637. https://doi.org/10.1080/09297049.2017.1302579 

Astley, S. J. (2006). Comparison of the 4-Digit Diagnostic Code and the hoyme diagnostic 

guidelines for fetal alcohol spectrum disorders. Pediatrics, 118(4), 1532–1545. 

https://doi.org/10.1542/peds.2006-0577 

Astley, S. J., Bailey, D., Talbot, C., & Clarren, S. K. (2000). Fetal alcohol syndrome (FAS) 

primary prevention through FAS diagnosis: I. Identification of high-risk birth mothers 

through the diagnosis of their children. Alcohol and Alcoholism, 35(5), 499–508. 

https://doi.org/10.1093/alcalc/35.5.499 

Bauer, M. W. (2000). Qualitative Researching with Text, Image and Sound. SAGE 

Publications Ltd. https://doi.org/10.4135/9781849209731 

Bell, E., Andrew, G., Pietro, N. di, Chudley, A. E., Reynolds, J. N., & Racine, E. (2016). It’s a 

Shame! stigma against fetal alcohol spectrum disorder: Examining the ethical 

implications for public health practices and policies. Public Health Ethics, 9(1), 65–77. 

https://doi.org/10.1093/phe/phv012 



 

 

30 

 

Bibr, C. (2018). Knowledge of Northern Ontario school of medicine students on the subject 

of fetal alcohol spectrum disorder (Unpublished master’s thesis). 1–144. 

Bosnjak, M., & Tuten, T. L. (2003). Prepaid and Promised Incentives in Web Surveys: An 

Experiment. Social Science Computer Review, 21(2), 208–217. 

https://doi.org/10.1177/0894439303251569 

Bowling, N. A., Huang, J. L., Bragg, C. B., Khazon, S., Liu, M., & Blackmore, C. E. (2016). 

who cares and who is careless? Insufficient effort responding as a reflection of 

respondent personality. Journal of Personality and Social Psychology, 111(2), 218–229. 

https://doi.org/10.1037/pspp0000085 

Brown, J. D., & Bednar, L. M. (2004). Challenges of parenting children with a fetal alcohol 

spectrum disorder: A concept map. Journal of Family Social Work, 8(3), 1–18. 

https://doi.org/10.1300/J039v08n03_01 

Brown, J., Harr, D., Morgan, S., Varga, S., & Fenrich, A. (2017). Fetal Alcohol Spectrum 

Disorder (FASD): A call on mental health treatment professionals to become informed. 

Journal of Psychology and Psychiatry, 1(1). https://doi.org/10.15761/jpp.1000105 

Bybee, S., Cloyes, K., Baucom, B., Supiano, K., Mooney, K., & Ellington, L. (2021). Bots and 

nots: safeguarding online survey research with underrepresented and diverse 

populations. Psychology and Sexuality, 00(00), 1–11. 

https://doi.org/10.1080/19419899.2021.1936617 



 

 

31 

 

Caley, L. M., Winkelman, T., & Mariano, K. (2009). Problems expressed by caregivers of 

children with fetal alcohol spectrum disorder. International Journal of Nursing 

Terminologies and Classifications : The Official Journal of NANDA International, 20(4), 

181–188. https://doi.org/10.1111/j.1744-618X.2009.01133.x 

Caley, L., Syms, C., Robinson, L., Cederbaum, J., Henry, M., & Shipkey, N. (2008). What 

human service professionals know and want to know about fetal alcohol syndrome. 

Canadian Journal of Clinical Pharmacology, 15(1), 117–123. 

Carpenter, B. (2011). Pedagogically bereft! Improving learning outcomes for children with 

foetal alcohol spectrum disorders. British Journal of Special Education, 38(1), 37–43. 

https://doi.org/10.1111/j.1467-8578.2011.00495.x 

Chandler, J. J., & Paolacci, G. (2017). Lie for a Dime: When Most Prescreening Responses 

Are Honest but Most Study Participants Are Impostors. Social Psychological and 

Personality Science, 8(5), 500–508. https://doi.org/10.1177/1948550617698203 

Chasnoff, I. J., Wells, A. M., & King, L. (2015). Misdiagnosis and missed diagnoses in foster 

and adopted children with prenatal alcohol exposure. Pediatrics, 135(2), 264–270. 

https://doi.org/10.1542/peds.2014-2171 

Cho, Y. I., Johnson, T. P., & VanGeest, J. B. (2013). Enhancing Surveys of Health Care 

Professionals: A Meta-Analysis of Techniques to Improve Response. Evaluation and the 

Health Professions, 36(3), 382–407. https://doi.org/10.1177/0163278713496425 



 

 

32 

 

Chudley, A. E. (2008). Fetal alcohol spectrum disorder: Counting the invisible - Mission 

impossible? Archives of Disease in Childhood, 93(9), 721–722. 

https://doi.org/10.1136/adc.2008.137109 

Clarren, S. K., Olson, H. C., Clarren, S. G. B., & Astley, S. J. (2000). A Child with Fetal 

Alcohol Syndrome. Young Children, d. 

Coles, C. D., Gailey, A. R., Mulle, J. G., Kable, J. A., Lynch, M. E., & Jones, K. L. (2016). A 

Comparison Among 5 Methods for the Clinical Diagnosis of Fetal Alcohol Spectrum 

Disorders. Alcoholism: Clinical and Experimental Research, 40(5), 1000–1009. 

https://doi.org/10.1111/acer.13032 

Cook, D. A., Wittich, C. M., Daniels, W. L., West, C. P., Harris, A. M., & Beebe, T. J. (2016). 

Incentive and reminder strategies to improve response rate for internet-based physician 

surveys: A randomized experiment. Journal of Medical Internet Research, 18(9). 

https://doi.org/10.2196/jmir.6318 

Cook, J. L., Green, C. R., Lilley, C. M., Anderson, S. M., Baldwin, M. E., Chudley, A. E., 

Conry, J. L., LeBlanc, N., Loock, C. A., Lutke, J., Mallon, B. F., McFarlane, A. A., 

Temple, V. K., & Rosales, T. (2016). Fetal alcohol spectrum disorder: A guideline for 

diagnosis across the lifespan. CMAJ, 188(3), 191–197. 

https://doi.org/10.1503/cmaj.141593 

Coons, K. D., Clement, A. L., Watson, S. L., & Clement, A. L. (2017). Professionals Aware of 

Fetal Alcohol. 23(1). 



 

 

33 

 

Corrigan, P. W., Shah, B. B., Lara, J. L., Mitchell, K. T., Simmes, D., & Jones, K. L. (2018). 

Addressing the public health concerns of Fetal Alcohol Spectrum Disorder: Impact of 

stigma and health literacy. Drug and Alcohol Dependence, 185(November 2017), 266–

270. https://doi.org/10.1016/j.drugalcdep.2017.12.027 

Credé, M. (2010). Random responding as a threat to the validity of effect size estimates in 

correlational research. Educational and Psychological Measurement, 70(4), 596–612. 

https://doi.org/10.1177/0013164410366686 

Crocker, N., Riley, E. P., & Mattson, S. N. (2015). Visual-spatial abilities relate to 

mathematics achievement in children with heavy prenatal alcohol exposure. 

Neuropsychology, 29(1), 108–116. https://doi.org/10.1037/neu0000094 

Dupuis, M., Meier, E., & Cuneo, F. (2019). Detecting computer-generated random 

responding in questionnaire-based data: A comparison of seven indices. Behavior 

Research Methods, 51(5), 2228–2237. https://doi.org/10.3758/s13428-018-1103-y 

Duquette, C., Stodel, E., Fullarton, S., & Hagglund, K. (2006). Persistence in high school: 

Experiences of adolescents and young adults with Fetal Alcohol Spectrum Disorder. 

Journal of Intellectual and Developmental Disability, 31(4), 219–231. 

https://doi.org/10.1080/13668250601031930 

Edmonds, K., & Crichton, S. (2008). Finding ways to teach to students with FASD: A 

research study. International Journal of Special Education, 23(1), 54–73. 



 

 

34 

 

Elliott, E. J., Payne, J., Haan, E., & Bower, C. (2006). Diagnosis of foetal alcohol syndrome 

and alcohol use in pregnancy: A survey of paediatricians’ knowledge, attitudes and 

practice. Journal of Paediatrics and Child Health, 42(11), 698–703. 

https://doi.org/10.1111/j.1440-1754.2006.00954.x 

Elliott, E. J., Payne, J., Morris, A., Haan, E., & Bower, C. (2008). Fetal alcohol syndrome: A 

prospective national surveillance study. Archives of Disease in Childhood, 93(9), 732–

737. https://doi.org/10.1136/adc.2007.120220 

Flannigan, K., Unsworth, K., & Harding, K. (2018). The Prevalence of Fetal Alcohol 

Spectrum Disorder. Canada FASD Research Network, July, 1–4. 

Francois, J., Oliveri, I., Torino, P., Leonardi, S., Torino, P., Senese, M. A., Foundation, L., 

Benincasa, A., & Foundation, L. (2020). Understanding Twi er Engagement with a Click-

Through Rate-based Method. 1–8. 

Godinho, A., Schell, C., & Cunningham, J. A. (2019). Out damn bot, out: Recruiting real 

people into substance use studies on the internet. Substance Abuse, 41(1), 3–5. 

https://doi.org/10.1080/08897077.2019.1691131 

Goldschmidt, L., Richardson, G. A., Cornelius, M. D., & Day, N. L. (2004). Prenatal 

marijuana and alcohol exposure and academic achievement at age 10. Neurotoxicology 

and Teratology, 26(4), 521–532. https://doi.org/10.1016/j.ntt.2004.04.003 



 

 

35 

 

Greenmyer, J. , Klug, M., Kambeitz, C., Popova, S., & Burd, L. (2018). A Multicountry 

Updated Assessment of the Economic Impact of Fetal Alcohol Spectrum Disorder: 

Costs for Children and Adults. Journal of Addiction Medicine, 12(6), 466–473. 

Greenmyer, J. R., Popova, S., Klug, M. G., & Burd, L. (2020). Fetal alcohol spectrum 

disorder: a systematic review of the cost of and savings from prevention in the United 

States and Canada. Addiction, 115(3), 409–417. https://doi.org/10.1111/add.14841 

Hansen, B. H., Oerbeck, B., Skirbekk, B., Petrovski, B. É., & Kristensen, H. (2018). 

Neurodevelopmental disorders: prevalence and comorbidity in children referred to 

mental health services. Nordic Journal of Psychiatry, 72(4), 285–291. 

https://doi.org/10.1080/08039488.2018.1444087 

Howell, K. K., Lynch, M. E., Platzman, K. A., Smith, G. H., & Coles, C. D. (2006). Prenatal 

alcohol exposure and ability, academic achievement, and school functioning in 

adolescence: A longitudinal follow-up. Journal of Pediatric Psychology, 31(1), 116–126. 

https://doi.org/10.1093/jpepsy/jsj029 

Hoyme, H. E., Kalberg, W. O., Elliott, A. J., Blankenship, J., Buckley, D., Marais, A. S., 

Manning, M. A., Robinson, L. K., Adam, M. P., Abdul-Rahman, O., Jewett, T., Coles, C. 

D., Chambers, C., Jones, K. L., Adnams, C. M., Shah, P. E., Riley, E. P., Charness, M. 

E., Warren, K. R., & May, P. A. (2016). Updated clinical guidelines for diagnosing fetal 

alcohol spectrum disorders. Pediatrics, 138(2). https://doi.org/10.1542/peds.2015-4256 



 

 

36 

 

Hsieh, H. F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. 

Qualitative Health Research, 15(9), 1277–1288. 

https://doi.org/10.1177/1049732305276687 

Huang, J. L., Liu, M., & Bowling, N. A. (2015). Insufficient effort responding: Examining an 

insidious confound in survey data. Journal of Applied Psychology, 100(3), 828–845. 

https://doi.org/10.1037/a0038510 

Huang, J. L., Liu, M., Bowling, N. A., Huang, J. L., Liu, M., & Bowling, N. A. (2014). 

Insufficient Effort Responding : Examining an Insidious Confound in Survey Data 

Insufficient Effort Responding : Examining an Insidious Confound in Survey Data. 

Journal of Applied Psychology, 100(3), 828–845. 

Jacobson, J. L., Dodge, N. C., Burden, M. J., Klorman, R., & Jacobson, S. W. (2011). 

Number Processing in Adolescents With Prenatal Alcohol Exposure and ADHD: 

Differences in the Neurobehavioral Phenotype. Alcoholism: Clinical and Experimental 

Research, 35(3), 431–442. https://doi.org/10.1111/j.1530-0277.2010.01360.x 

Johnson, M. E., Robinson, R. V., Corey, S., Dewane, S. L., Brems, C., & Diane Casto, L. 

(2010). Knowledge, attitudes, and behaviors of health, education, and service 

professionals as related to fetal alcohol spectrum disorders. International Journal of 

Public Health, 55(6), 627–635. https://doi.org/10.1007/s00038-010-0186-8 



 

 

37 

 

Jones, K. L., Smith, D. W., Ulleland, C. N., & Streissguth, A. P. (1973). Pattern of 

Malformation in Offspring of Chronic Alcoholic Mothers. The Lancet, 301(7815), 1267–

1271. https://doi.org/10.1016/S0140-6736(73)91291-9 

Jones, S. (2009). History , challenges and future directions. 14(4), 231–237. 

Jonsson, E., Dennitt, L., & & Littlejohn, G. (2009). Fetal Alcohol Spectrum Disorder (FASD): 

Across the Lifespan. Institute of Health Economics, <http://www.ihe.ca/documents/ 

FASDproceedings.pdf> (accessed 10 April 2014). 

Kjellmer, L., & Olswang, L. B. (2013). Variability in classroom social communication: 

Performance of children with fetal alcohol spectrum disorders and typically developing 

peers. Journal of Speech, Language, and Hearing Research, 56(3), 982–993. 

https://doi.org/10.1044/1092-4388(2012/11-0345) 

Kramer, J., Rubin, A., Coster, W., Helmuth, E., Hermos, J., Rosenbloom, D., Moed, R., 

Dooley, M., Kao, Y. C., Liljenquist, K., & Brief, D. (2014). Strategies to address 

participant misrepresentation for eligibility in Web-based research. International Journal 

of Methods in Psychiatric Research, 23(1), 120–129. 

LeFevre, J. A., Berrigan, L., Vendetti, C., Kamawar, D., Bisanz, J., Skwarchuk, S. L., & 

Smith-Chant, B. L. (2013). The role of executive attention in the acquisition of 

mathematical skills for children in Grades 2 through 4. Journal of Experimental Child 

Psychology, 114(2), 243–261. https://doi.org/10.1016/j.jecp.2012.10.005 



 

 

38 

 

Mattson, S. N., Bernes, G. A., & Doyle, L. R. (2019). Fetal Alcohol Spectrum Disorders: A 

Review of the Neurobehavioral Deficits Associated With Prenatal Alcohol Exposure. 

Alcoholism: Clinical and Experimental Research, 43(6), 1046–1062. 

https://doi.org/10.1111/acer.14040 

Mattson, S. N., Crocker, N., & Nguyen, T. T. (2011). Fetal alcohol spectrum disorders: 

Neuropsychological and behavioral features. Neuropsychology Review, 21(2), 81–101. 

https://doi.org/10.1007/s11065-011-9167-9 

May, P. A., Baete, A., Russo, J., Elliott, A. J., Blankenship, J., Kalberg, W. O., Buckley, D., 

Brooks, M., Hasken, J., Abdul-Rahman, O., Adam, M. P., Robinson, L. K., Manning, M., 

& Hoyme, H. E. (2014). Prevalence and characteristics of fetal alcohol spectrum 

disorders. Pediatrics, 134(5), 855–866. https://doi.org/10.1542/peds.2013-3319 

May, P. A., Chambers, C. D., Kalberg, W. O., Zellner, J., Feldman, H., Buckley, D., Kopald, 

D., Hasken, J. M., Xu, R., Honerkamp-Smith, G., Taras, H., Manning, M. A., Robinson, 

L. K., Adam, M. P., Abdul-Rahman, O., Vaux, K., Jewett, T., Elliott, A. J., Kable, J. A., … 

Hoyme, H. E. (2018). Prevalence of fetal alcohol spectrum disorders in 4 US 

communities. JAMA - Journal of the American Medical Association, 319(5), 474–482. 

https://doi.org/10.1001/jama.2017.21896 

May, P. A., Hasken, J. M., Bozeman, R., Jones, J. V., Burns, M. K., Goodover, J., Kalberg, 

W. O., Buckley, D., Brooks, M., Ortega, M. A., Elliott, A. J., Hedrick, D. M., Tabachnick, 

B. G., Abdul-Rahman, O., Adam, M. P., Jewett, T., Robinson, L. K., Manning, M. A., & 

Hoyme, H. E. (2020). Fetal Alcohol Spectrum Disorders in a Rocky Mountain Region 



 

 

39 

 

City: Child Characteristics, Maternal Risk Traits, and Prevalence. Alcoholism: Clinical 

and Experimental Research, 44(4), 900–918. https://doi.org/10.1111/acer.14315 

McGee, C. L., Fryer, S. L., Bjorkquist, O. A., Mattson, S. N., & Riley, E. P. (2008). Deficits in 

social problem solving in adolescents with prenatal exposure to alcohol. American 

Journal of Drug and Alcohol Abuse, 34(4), 423–431. 

https://doi.org/10.1080/00952990802122630 

Mcgonagle, A. K., Huang, J. L., & Walsh, B. M. (2016). Insufficient Effort Survey 

Responding: An Under-Appreciated Problem in Work and Organisational Health 

Psychology Research. Applied Psychology, 65(2), 287–321. 

https://doi.org/10.1111/apps.12058 

McGrath, R. E., Mitchell, M., Kim, B. H., & Hough, L. (2010). Evidence for Response Bias as 

a Source of Error Variance in Applied Assessment. Psychological Bulletin, 136(3), 450–

470. https://doi.org/10.1037/a0019216 

McLachlan, K., Andrew, G., Pei, J., & Rasmussen, C. (2015). Assessing fasd in young 

children: Exploring clinical complexities and diagnostic challenges. Journal of 

Population Therapeutics and Clinical Pharmacology, 22(1), e108–e124. 

McLachlan, K., Flannigan, K., Temple, V., Unsworth, K., & Cook, J. L. (2020a). Difficulties in 

Daily Living Experienced by Adolescents, Transition-Aged Youth, and Adults With Fetal 

Alcohol Spectrum Disorder. Alcoholism: Clinical and Experimental Research, 44(8), 

1609–1624. https://doi.org/10.1111/acer.14385 



 

 

40 

 

McLachlan, K., Flannigan, K., Temple, V., Unsworth, K., & Cook, J. L. (2020b). Difficulties in 

Daily Living Experienced by Adolescents, Transition-Aged Youth, and Adults With Fetal 

Alcohol Spectrum Disorder. Alcoholism: Clinical and Experimental Research, 44(8), 

1609–1624. https://doi.org/10.1111/acer.14385 

McLachlan, K., Mullally, K., Ritter, C., Mela, M., & Pei, J. (2020). Fetal Alcohol Spectrum 

Disorder and Neurodevelopmental Disorders: An International Practice Survey of 

Forensic Mental Health Clinicians. International Journal of Forensic Mental Health, 0(0), 

1–31. https://doi.org/10.1080/14999013.2020.1852342 

Meade, A. W., & Craig, S. B. (2012). Identifying careless responses in survey data. 

Psychological Methods, 17(3), 437–455. https://doi.org/10.1037/a0028085 

Mukherjee, R., Wray, E., Commers, M., Hollins, S., & Curfs, L. (2013). The impact of raising 

a child with FASD upon carers: findings from a mixed methodology study in the UK. 

Adoption and Fostering, 37(1), 43–56. https://doi.org/10.1177/0308575913477331 

Mukherjee, R., Wray, E., Curfs, L., & Hollins, S. (2015). Knowledge and opinions of 

professional groups concerning FASD in the UK. Adoption and Fostering, 39(3), 212–

224. https://doi.org/10.1177/0308575915598931 

O’Connor, M. J., & Paley, B. (2009). Psychiatric conditions associated with prenatal alcohol 

exposure. Developmental Disabilities Research Reviews, 15(3), 225–234. 

https://doi.org/10.1002/ddrr.74 



 

 

41 

 

O’Leary, C. M., Taylor, C., Zubrick, S. R., Kurinczuk, J. J., & Bower, C. (2013). Prenatal 

alcohol exposure and educational achievement in children aged 8-9 years. Pediatrics, 

132(2). https://doi.org/10.1542/peds.2012-3002 

Passmore, H. M., Mutch, R. C., Burns, S., Watkins, R., Carapetis, J., Hall, G., & Bower, C. 

(2018). Fetal Alcohol Spectrum Disorder (FASD): Knowledge, attitudes, experiences 

and practices of the Western Australian youth custodial workforce. International Journal 

of Law and Psychiatry, 59, 44–52. https://doi.org/10.1016/j.ijlp.2018.05.008 

Pei, J., Baugh, L., Andrew, G., & Rasmussen, C. (2017). Intervention recommendations and 

subsequent access to services following clinical assessment for fetal alcohol spectrum 

disorders. Research in Developmental Disabilities, 60, 176–186. 

https://doi.org/10.1016/j.ridd.2016.11.007 

Pei, J., Denys, K., Hughes, J., & Rasmussen, C. (2011). Mental health issues in fetal alcohol 

spectrum disorder. Journal of Mental Health, 20(5), 473–483. 

https://doi.org/10.3109/09638237.2011.577113 

Pei, J., Job, J. M., Poth, C., & Atkinson, E. (2013). Assessment for Intervention of Children 

with Fetal Alcohol Spectrum Disorders: Perspectives of Classroom Teachers, 

Administrators, Caregivers, and Allied Professionals. Psychology, 04(03), 325–334. 

https://doi.org/10.4236/psych.2013.43a047 

Pei, J., Reid-Westoby, C., Siddiqua, A., Elshamy, Y., Rorem, D., Bennett, T., Birken, C., 

Coplan, R., Duku, E., Ferro, M. A., Forer, B., Georgiades, S., Gorter, J. W., Guhn, M., 



 

 

42 

 

Maguire, J., Manson, H., Santos, R., Brownell, M., & Janus, M. (2021). Teacher-

Reported Prevalence of FASD in Kindergarten in Canada: Association with Child 

Development and Problems at Home. Journal of Autism and Developmental Disorders, 

51(2), 433–443. https://doi.org/10.1007/s10803-020-04545-w 

Pelco, L. E., Ward, S. B., Coleman, L., & Young, J. (2009). Teacher Ratings of Three 

Psychological Report Styles. Training and Education in Professional Psychology, 3(1), 

19–27. https://doi.org/10.1037/1931-3918.3.1.19 

Popova, S., Dozet, D., & Burd, L. (2020). Fetal Alcohol Spectrum Disorder: Can We Change 

the Future? Alcoholism: Clinical and Experimental Research, 44(4), 815–819. 

https://doi.org/10.1111/acer.14317 

Popova, S., Lange, S., Poznyak, V., Chudley, A. E., Shield, K. D., Reynolds, J. N., Murray, 

M., & Rehm, J. (2019). Population-based prevalence of fetal alcohol spectrum disorder 

in Canada. BMC Public Health, 19(1), 1–12. https://doi.org/10.1186/s12889-019-7213-3 

Popova, S., Lange, S., Probst, C., Gmel, G., & Rehm, J. (2017). Estimation of national, 

regional, and global prevalence of alcohol use during pregnancy and fetal alcohol 

syndrome: a systematic review and meta-analysis. The Lancet Global Health, 5(3), 

e290–e299. https://doi.org/10.1016/S2214-109X(17)30021-9 

Popova, S., Lange, S., Shield, K., Burd, L., & Rehm, J. (2019). Prevalence of fetal alcohol 

spectrum disorder among special subpopulations: a systematic review and meta-

analysis. Addiction, 114(7), 1150–1172. https://doi.org/10.1111/add.14598 



 

 

43 

 

Pozzar, R., Hammer, M. J., Underhill-Blazey, M., Wright, A. A., Tulsky, J. A., Hong, F., 

Gundersen, D. A., & Berry, D. L. (2020). Threats of bots and other bad actors to data 

quality following research participant recruitment through social media: Cross-sectional 

questionnaire. Journal of Medical Internet Research, 22(10). 

https://doi.org/10.2196/23021 

Quach, S., Pereira, J. A., Russell, M. L., Wormsbecker, A. E., Ramsay, H., Crowe, L., Quan, 

S. D., & Kwong, J. (2013). The good, bad, and ugly of online recruitment of parents for 

health-related focus groups: Lessons learned. Journal of Medical Internet Research, 

15(11), 1–13. https://doi.org/10.2196/jmir.2829 

Quattlebaum, J. L., & O’Connor, M. J. (2013). Higher functioning children with prenatal 

alcohol exposure: Is there a specific neurocognitive profile? Child Neuropsychology, 

19(6), 561–578. https://doi.org/10.1080/09297049.2012.713466 

Rasmussen, C., & Bisanz, J. (2011). The relation between mathematics and working 

memory in young children with fetal alcohol spectrum disorders. Journal of Special 

Education, 45(3), 184–191. https://doi.org/10.1177/0022466909356110 

Reid, N., Hayes, N., Young, S. B., Akison, L. K., Akison, L. K., Moritz, K. M., & Moritz, K. M. 

(2020). Caregiver-reported physical health status of children and young people with 

fetal alcohol spectrum disorder. Journal of Developmental Origins of Health and 

Disease. https://doi.org/10.1017/S2040174420000537 



 

 

44 

 

Ryan, D. M., Bonnett, D. M., & Gass, C. B. (2006). Sobering thoughts: Town hall meetings 

on fetal alcohol spectrum disorders. American Journal of Public Health, 96(12), 2098–

2101. https://doi.org/10.2105/AJPH.2005.062729 

Ryan, S., & Ferguson, D. L. (2006). On, Yet Under, the Radar: Students With Fetal Alcohol 

Spectrum Disorder. 72(3), 363–379. 

Salmon, J. (2008). Fetal alcohol spectrum disorder: New Zealand birth mothers’ 

experiences. Canadian Journal of Clinical Pharmacology, 15(2), 191–213. 

Sanders, J. L., & Buck, G. (2010). A long journey: Biological and non-biological parents’ 

experiences raising children with FASD. Journal of Population Therapeutics and Clinical 

Pharmacology, 17(2), 308–322. 

Santhanam, P., Li, Z., Hu, X., Lynch, M. E., & Coles, C. D. (2009). Effects of prenatal alcohol 

exposure on brain activation during an arithmetic task: An fMRI study. Alcoholism: 

Clinical and Experimental Research, 33(11), 1901–1908. https://doi.org/10.1111/j.1530-

0277.2009.01028.x 

Sokol, R. J., Delaney-Black, V., & Nordstrom, B. (2003). Fetal alcohol spectrum disorder. 

JAMA, 290(22), 2969–2999. https://doi.org/10.1001/jama.290.22.2996 

Splett, J. W., Fowler, J., Weist, M. D., McDaniel, H., & Dvorsky, M. (2013a). The critical role 

of school psychology in the school mental health movement. Psychology in the Schools, 

50(3), 245–258. 



 

 

45 

 

Splett, J. W., Fowler, J., Weist, M. D., McDaniel, H., & Dvorsky, M. (2013b). The critical role 

of school psychology in the school mental health movement. Psychology in the Schools, 

50(3), 245–258. https://doi.org/https://doi.org/10.1002/pits.21677 

St Clair-Thompson, H. L., & Gathercole, S. E. (2006). Executive functions and achievements 

in school: Shifting, updating, inhibition, and working memory. Quarterly Journal of 

Experimental Psychology, 59(4), 745–759. https://doi.org/10.1080/17470210500162854 

Stade, B., Ali, A., Bennett, D., Campbell, D., Johnston, M., Lens, C., Tran, S., & Koren, G. 

(2009). The burden of prenatal exposure to alcohol: REVISED measurement of cost. 

Canadian Journal of Clinical Pharmacology, 16(1), 91–102. 

Storozuk, A., Ashley, M., Delage, V., & Maloney, E. A. (2020). Got Bots? Practical 

Recommendations to Protect Online Survey Data from Bot Attacks. The Quantitative 

Methods for Psychology, 16(5), 472–481. https://doi.org/10.20982/tqmp.16.5.p472 

Streissguth, A. P., Bookstein, F. L., Barr, H. M., Sampson, P. D., O’Malley, K., & Young, J. 

K. (2004). Risk factors for adverse life outcomes in Fetal Alcohol Sydnrome and Fetal 

Alcohol Effects. Journal of Developmental and Behavioral Pediatrics, 25(4), 228–238. 

https://doi.org/10.1097/00004703-200408000-00002 

Streissguth, A. P., & O’Malley, K. (2000). Neuropsychiatric implications and long-term 

consequences of fetal alcohol spectrum disorders. Seminars in Clinical 

Neuropsychiatry, 5(3), 177–190. 



 

 

46 

 

Swart, S., Hall, W. A., McKee, W. T., & Ford, L. (2014). Caregivers’ management of 

schooling for their children with fetal alcohol spectrum disorder. Qualitative Health 

Research, 24(11), 1540–1552. https://doi.org/10.1177/1049732314545497 

Teitcher, J. E., Bockting, W. O., Bauermeister, J. A., Hoefer, C. J., Miner, M. H., & Klitzman, 

R. L. (2015). Detecting, preventing, and responding to “fraudsters” in internet research: 

ethics and tradeoffs. Journal of Law, Medicine & Ethics, 43(1), 116–133. 

Teitcher, J. E. F., Bockting, W. O., Bauermeister, J. A., Hoefer, C. J., Miner, M. H., & 

Klitzman, R. L. (n.d.). Detecting, preventing, and responding to “fraudsters” in internet 

research: ethics and tradeoffs. 

Thanh, N. X., & Jonsson, E. (2015). Costs of fetal alcohol spectrum disorder in the Canadian 

criminal justice system. Journal of Population Therapeutics and Clinical Pharmacology, 

22(1), e125–e131. 

Thanh, N. X., Jonsson, E., Salmon, A., & Sebastianski, M. (2014). Incidence and prevalence 

of fetal alcohol spectrum disorder by sex and age group in Alberta, Canada. Journal of 

Population Therapeutics and Clinical Pharmacology, 21(3), e395–e404. 

Vaurio, L., Riley, E. P., & Mattson, S. N. (2008). Differences in executive functioning in 

children with heavy prenatal alcohol exposure or attention-deficit/hyperactivity disorder. 

Journal of the International Neuropsychological Society, 14(1), 119–129. 

https://doi.org/10.1017/S1355617708080144 



 

 

47 

 

Viljoen, J. L., McLachlan, K., & Vincent, G. M. (2010). Assessing violence risk and 

psychopathy in juvenile and adult offenders: A survey of clinical practices. Assessment, 

17(3), 377–395. https://doi.org/10.1177/1073191109359587 

Watson, S. L., Hayes, S. A., Coons, K. D., & Radford-Paz, E. (2013). Autism spectrum 

disorder and fetal alcohol spectrum disorder. Part II: A qualitative comparison of 

parenting stress. Journal of Intellectual and Developmental Disability, 38(2), 105–113. 

https://doi.org/10.3109/13668250.2013.788137 

Wedding, D., Kohout, J., Mengel, M. B., Ohlemiller, M., Ulione, M., Cook, K., Rudeen, K., & 

Braddock, S. (2007). Psychologists’ knowledge and attitudes about fetal alcohol 

syndrome, fetal alcohol spectrum disorders, and alcohol use during pregnancy. 

Professional Psychology: Research and Practice, 38(2), 208–213. 

https://doi.org/10.1037/0735-7028.38.2.208 

Westrup, S. (2013). Foetal Alcohol Spectrum Disorders: as prevalent as autism? 

Educational Psychology in Practice, 29(3), 309–325. 

https://doi.org/10.1080/02667363.2013.815114 

Woods, C. M. (2006). Careless responding to reverse-worded items: Implications for 

confirmatory factor analysis. Journal of Psychopathology and Behavioral Assessment, 

28(3), 189–194. https://doi.org/10.1007/s10862-005-9004-7 



 

 

48 

 

Wozniak, J. R., Riley, E. P., & Charness, M. E. (2019). Clinical presentation, diagnosis, and 

management of fetal alcohol spectrum disorder. The Lancet Neurology, 18(8), 760–770. 

https://doi.org/10.1016/S1474-4422(19)30150-4 

Wright, K. B. (2005). (2005). Researching Internet-Based Populations: Advantages and 

Disadvantages of Online Survey Research, Online Questionnaire Authoring Software 

Packages, and Web Survey Services. Journal of Computer-Mediated Communication, 

10(3). 

Zaboski, B. A., Kranzler, J. H., & Gage, N. A. (2018). Meta-analysis of the relationship 

between academic achievement and broad abilities of the Cattell-horn-Carroll theory. 

Journal of School Psychology, 71(October), 42–56. 

https://doi.org/10.1016/j.jsp.2018.10.001 

Zwarun, L., & Hall, A. (2014). What’s going on? Age, distraction, and multitasking during 

online survey taking. Computers in Human Behavior, 41, 236–244. 

https://doi.org/10.1016/j.chb.2014.09.041 

  

  



 

 

49 
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Appendix A: Study Information and Consent Form 

 

 

 

 

 

STUDY INFORMATION AND CONSENT FORM  

Title of Study: Fetal Alcohol Spectrum Disorder in Schools: A Practice Survey of 
Psychologists and Psychological Associates 

Principal Investigator: Kaitlyn McLachlan, Ph.D., C. Psych., Department of 
Psychology, University of Guelph  
Email: kmclac02@uoguelph.ca 

 

You are being invited to participate in a research study being conducted by Dr. Kaitlyn 
McLachlan from the Department of Psychology at the University of Guelph. The results 
of this research will contribute to our understanding of professional practices related to 
Fetal Alcohol Syndrome Disorder (FASD) among psychologists and psychological 
associates who provide school-relevant psychological services to children and youth.  

 

If you decide you want to participate, you may click to the next page, which will indicate 
that you give your consent to participate.  
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Please feel free to print a copy of this page for your records.  

 

PURPOSE OF THE STUDY 

 

The present study aims to understand the clinical practices, experiences, and 
knowledge of psychologists and psychological associates who provide school-relevant 
psychological services for children and youth who may have FASD. Currently, little is 
known about the current practices, experiences, and training needs of 
psychologists/psychological associates working with this population, thus, findings from 
this study will address an important knowledge gap. If you decide to participate you will 
not be asked to provide any case-specific information or information linked to individual 
clients. Rather, you will be asked to provide general information about the types of 
cases that you see in your practice (including both assessment and intervention) and 
your general training and clinical experience with a focus on school-relevant 
psychological services. 

 

PROCEDURES 

• This survey should take approximately 30 - 45 minutes to complete 
• The survey is written in English, therefore, you must be fluent in English to 

complete the survey. 
• Your responses will remain anonymized 
• If you agree to participate in this study, you will be asked to answer questions 

related to your practices, knowledge, and experience working with children and 
youth who may have FASD, the amount of training that you have received 
related to FASD, and any additional training that you desire for working with this 
population. You will also be asked to provide some demographic information.  

 

POTENTIAL BENEFITS AND RISKS 

• There are no direct benefits to participation in this study. 
• Your responses will guide future efforts to improve knowledge and awareness of 

FASD among psychologists/psychological associates who provide school 
relevant psychological services, including specific training for psychologists and 
psychological associates. 

• Given that data collection will occur via the internet, complete confidentiality of 
the data cannot be guaranteed. While it is very unlikely, breach of the online 
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Qualtrics server may lead to a release of survey responses, which may lead to 
some embarrassment depending on your survey responses. We will protect 
against this risk by ensuring that all survey data is anonymized.  

 

INCENTIVES 

• Following survey completion, interested participants may enter to win a clinical 
text focused on FASD worth approximately $100 CND (1 in 60 chances of 
winning). More specific instructions for entering the draw will be provided at the 
end of the survey, and entries will be submitted via email. If you choose to enter 
the draw, your email will not be linked to survey data. 

• Winners will be contacted following completion of data collection via email and 
will have the opportunity to accept their book via email. Winners will have 2 
weeks to accept their book before another winner is selected. In order to protect 
the integrity and reliability of study findings, draw entries may be denied in cases 
where duplicate or otherwise ineligible or fraudulent entries are suspected. 

 

CONFIDENTIALITY 

• While the study will ask for basic demographic information, you will not be asked 
to provide directly or personally identifying information nor information about 
individual clients you have worked with. 

• You are encouraged not to provide any potentially identifying information when 
responding to open-ended questions in order to further ensure anonymity. 

• Your study data will be securely stored on password-protected and encrypted 
computers at the University of Guelph, using approved servers. Only staff 
associated with the study will have access to the information stored at the 
University of Guelph.  

• The anonymized data will also be accessible to the broader scientific community 
through the Open Science Framework (OSF website, https://osf.io), 
approximately two years after study completion. The data that will be shared on 
the OSF website will not contain any information that can identify a participant.  

 

• Findings from this research will be disseminated in a number of ways. These 
may include publication in a journal as a peer-reviewed manuscript(s), 
conference presentations, training workshops, and via oral and/or written lay 
summaries posted online. In disseminating findings, no information that discloses 
your identity will be released or published. Verbatim quotes provided for open-
ended questions may be published, however, these cannot be linked to your 
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personal information. We will review open-ended responses and ensure there is 
no risk of personal identification prior to posting data to the OSF repository. You 
will also have the option to opt out of responding to open-ended questions.  

• The email address used for entry into the draw will only be accessed by staff 
associated with the study and/or research team members who have signed 
confidentiality agreements, for the purposes of completing the draw. At no point 
will the email that you send be linked to your responses to the survey questions. 
In addition, emails will be securely deleted from the email account associated 
with the study once all prizes have been distributed. 

 

PARTICIPATION AND WITHDRAWAL 

• It is your choice whether you wish to participate in this study or not. If you do 
decide to participate, you are able to end your participation at any time by closing 
your browser. In addition, you may choose not to answer any, or some of the 
questions and still remain in the study.  

• Once you have submitted responses to the survey, you will not be able to 
withdraw your data as responses will be anonymized. 

 

RIGHTS OF RESEARCH PARTICIPANTS 

• This project has been reviewed by the Research Ethics Board at the University of 
Guelph for compliance with federal guidelines for research involving human 
participants.   

• You do not waive any legal rights by agreeing to participate in this study. 

 

If you have any questions about the research now or later, please contact Dr. Kaitlyn 
McLachlan, by telephone at (519) 824-4120, extension 56447, or by email at 
kmclac02@uoguelph.ca. 

 

If you have any questions regarding your rights and welfare as a research participant in 
this study (REB# 21-06-001) please contact: Manager, Research Ethics, University of 
Guelph; reb@uoguelph.ca; 1(519) 824-4120 (ext. 56606). 
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By clicking to proceed to the next page, I acknowledge that I have read and 
understood this information, and I hereby agree to participate in the study as 
described in this consent form, and freely agree to take part in this study. 

 

Two Button options: 1) Proceed; 2) Decline 
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Appendix B: Professional Practices Survey 

 

FASD Survey 

 

Section 1: Eligibility 

 

This survey focuses on clinical practices and experiences of psychologists and 
psychological associates or providers of psychological services to children and youth, 
either in school settings directly or other relevant settings. We are interested in hearing 
from clinicians who engage in a range of activities with relevance to children and youth 
in school contexts, including assessment, intervention, consultation, supervision, or 
teaching. We are interested in learning from psychologists and psychological associates 
working both directly within, and outside, formal school settings (e.g., private practice, 
community clinic), provided they have experience providing services with relevance to 
children and youth in school (e.g., psychoeducational assessments, interdisciplinary 
team consultations, etc.).  
  

First, we would like to confirm that you have experience providing services in this area. 

 
1. Are you a provider of psychological services to children and youth? 

a. Yes (à continue) Drop down menu (School Psychologist, Clinical 
Psychologist, Psychological Associate, Psychological Intern, Psychologist 
on temporary register, Other: Please Specify) 

b. No (à debrief) 
2. Do you have experience providing psychological services to children or youth 

with relevance to the school context (either in school settings directly, or other 
relevant settings). 

a. Yes 
b. No 

3. What types of psychological services have you provided to children and youth 
with relevance to the school setting? (select all that apply) 

a. Assessment 
b. Intervention 
c. Consultation  
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d. Supervising students who may working with children/youth who may have 
FASD 

e. Teaching courses with material related to children/youth with PAE/FASD 
f. I have no experience  
g. Other: (Please describe) __________ 

 

Demographics 

Thank you for confirming your eligibility to participate in this study. Before beginning the 
survey, please answer the following brief questions about your background. This 
information will help us characterize the range of providers who complete the survey.    

 

4. To which gender do you most identify? 
a. Male 
b. Female 
c. Transgender 
d. A gender not listed here: __________ 

 
5. Which racial or ethnic group do you best identify with? (Select all that apply) 

a. Indigenous (Inuit/First Nations/Métis) 
b. White/European  
c. Black/African/Caribbean 
d. Southeast Asian (e.g., Chinese, Japanese, Korean, Vietnamese, 

Cambodian, etc. 
e. Arab (Saudi Arabian, Palestinian, Iraqi, etc.) 
f. South Asian (East Indian, Sri Lankan, etc.) 
g. Latin American (Costa Rican, Guatemalan, Brazilian, Columbian, etc.) 
h. West Asian (Iranian, Afghani, etc.) 
i. A race or ethnicity not listed here: ____________  

 
 

6. Which province or territory do you work in? 
a. Ontario 
b. Quebec 
c. British Columbia 
d. Alberta 
e. Manitoba 
f. Saskatchewan 
g. Nova Scotia 
h. New Brunswick 
i. Newfoundland and Labrador 
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j. Prince Edward Islands 
k. Northwest Territories 
l. Yukon 
m. Nunavut 

 
7. Do you work in a rural or urban area? 

a. Urban Area (areas with a high density concentration of population (i.e. 
areas with a population of at least 1,000 and a population density of at 
least 400 persons per km2) 

b. Rural Area (All other areas) 

 

8. What is your age? _____ (in years) 
 

9. What is your highest degree of education? 
a. Ph.D. 
b. Psy.D. 
c. M.A. or M.Sc. 
d. B.Ed. 
e. Other:__________ 

 
10. What is your designation? 

a. Psychologists 
b. Psychological Associate  
c. Psychological Intern 
d. Psychologist on temporary register 

 
11. Where is your practice? (Select all that apply) 

a. School Board 
b. Private Practice 
c. Academic Setting 
d. Community Health Centre 
e. Hospital Setting 
f. Other: Please describe: _____________ 

 
12. How many years have you been providing psychological services overall? 

______ years 
 

13. How many years have you been providing psychological services to children and 
youth with relevance to the school context? ______years 
 

14. Roughly what percentage of your practice focuses on the provision of 
psychological services to children/youth with a focus on the school context?  

a. Never (0% of the time) 
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b. Once in awhile (1-10%)  
c. Sometimes (11-40%) 
d. Frequently (41-80%)  
e. Almost Always (81-99%)  
f. Always (100% of the time) 

 
15. If you are practicing in Ontario, are you currently a member of any of the 

following organizations? (Select all that apply) 
a. Canadian Psychological Association (CPA) 
b. Ontario Psychological Association (OPA) 
c. Ontario Association of Mental Health Professionals (OAMHP) 
d. The Association of Chief Psychologists within Ontario School Boards 

(ACPOSB) 
 

16. Are you registered with any of the following colleges? 
a. College of Psychologists (if yes, in what provinces – drop down list, check 

all that apply) 
b. College of Psychotherapists (if yes, in what provinces – drop down list, 

check all that apply) 
c. N/A 

 

FASD Experience - Assessment 

The focus of this survey is to learn more about your experiences as a provider of 
psychological services to children and youth with relevance to school contexts. Although 
this survey is aimed towards experience working with children and youth who may have 
FASD, it is possible to complete the sections of the survey even without this particular 
experience. If there are any sections of the survey that do not apply to you, there will be 
an opportunity to skip those questions. 

 

The first section of the survey asks about your experiences conducting assessments for 
children and youth who may have FASD, with relevance to school contexts. This may 
include a range of assessments (e.g., psychoeducational assessments, psychological 
assessments, neuropsychological assessments) provided the focus on children and 
youth who may have FASD, with relevance to the school context. 
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17. Do you have any experience conducting assessments with children or youth who 
may have FASD in the context of a broader psychoeducational or school-relevant 
psychological assessment (this does not need to be specifically for the purpose 
of diagnosing FASD)? 

a. Yes (Continue to next question) 
b. No (Skip section and continue to intervention section) 
c. I don’t know (Please explain: _______________) (Skip section and 

continue to intervention section) 

 

In responding to questions through this section, please focus on your provision of 
psychological services to children and youth who may have fetal alcohol spectrum 
disorder (FASD) with relevance to the school context.  

 

First, please tell us about how often you see clients who may have FASD in your 
assessment practice. 

 
18. Over the last year, roughly how many children/youth who may have FASD have 

you assessed in a school relevant context? (Text box) 
 

19. Over the last year, approximately what percentage of the children/youth you saw 
across your school relevant practice, may have FASD?  

a. 0%  
b. 1-10%  
c. 11-40% 
d. 41-80%  
e. 81-99% 
f. 100%  

 

20. Please estimate how many children and youth who may have FASD you have 
conducted assessments with, with relevance to the school context (e.g., thinking 
across your career)? (Text box) 

 

Next, please tell us about the kinds of assessments you have conducted with this 
population, with a focus on assessments relevant to the school context: 
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21. When working with children and youth who may have FASD, what kind of 
assessments have you conducted? (Select all that apply) 

a. Psychoeducational 
b. Psychological 
c. Neuropsychological 
d. Behavioural 
e. Other: (please describe): _______ 

 
22. Have you ever been asked by a school or other referrer to conduct an FASD 

diagnostic assessment with relevance to the school context (e.g., an assessment 
specifically for the purpose of diagnosing FASD). 

a. Yes.  
i. If yes, Approximately, how many times? (Text box#) 

b. No 
c. Not sure/Don’t know 
d. Comments (optional):___________ 

 
23. Have you ever conducted a focused FASD diagnostic assessment for children or 

youth in a school-relevant context? 
a. Yes:  

i. If yes, please indicate how many times: ________  
b. No, I have only conducted broad assessment of children, who also 

have/may also have FASD 
c. Not sure/don’t know: (please explain):_____________ 

 

Now we would like to know more about the steps, methods, and tools you use when 
conducting assessments with children and youth who may have FASD in the school-
relevant context.  

 

24. When conducting assessments with children/youth who may have FASD in 
school contexts, how often do you conduct interviews with: (6-point scale: Never 
– Always) 

a. Interviews with parents/caregivers 
b. Interviews with other family member/collateral informants 
c. Interviews with teachers 
d. Interview with social workers 
e. Interview with mental health service providers 
f. Other interviews: Please specify: ________________ 
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25. How often do you use the following sources of information in assessing 
individuals who may have FASD in school contexts? (6-point scale: Never – 
Always) 

a. School Records 
b. Mental health records 
c. Social work records 
d. Medical/birth records 
e. Police Records 
f. Speech Language Pathologist Assessments 
g. Occupational Therapist Assessments 
h. Other records. Please specify: ________________ 

 
26. How often do you use the following tools in assessing children/youth who may 

have FASD in school contexts? (6-point scale: Never – Always) 
a. Assessment of intellectual/cognitive functioning (e.g., WISC-V) 
b. Assessment of neurocognitive processing/Executive functioning (e.g., 

NEPSY-II) 
c. Assessment of academic skills (e.g., WIAT-III) 
d. Assessment of Memory (e.g., WRAML-2) 
e. Assessment of attention/ADHD (e.g., CPT) 
f. Assessment of behaviour (e.g., BASC-3/Conners -3) 
g. Assessment of mental health using questionnaires (e.g., PAI-A, CBCL, 

BASC-3) 
h. Assessment of mental health using diagnostic interviews (e.g., DISC, K-

SADS) 
i. Other assessment tools. Please Specify:_____________ 

 
27. How often do you refer to other health professionals in assessing children/youth 

who may have FASD in school contexts? (6-point scale: Never – Always) 
a. Referral to physician/pediatrician 
b. Referral to geneticist 
c. Referral to occupational therapist 
d. Referral to speech-language pathologist 
e. Referral to social work 
f. Referral to neuropsychologist 
g. Referral to other health professional. Please specify: _______________ 

 

The next questions focus on steps taken after completing the assessment with children 
or youth who may have FASD: 
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28. How often do you typically provide the following recommendations when 
assessing individuals who may have FASD? (6- point scale: Never – Always) 

a. Special Education Placement 
b. Create, enhance, modify, Individual Education Plan 
c. Psychiatric Care/Medication Treatment 
d. Vision/Hearing Screening 
e. Neurological Evaluation/Treatment 
f. ADHD Evaluation/Treatment 
g. Individual Counselling 
h. Family Counselling 
i. Specialized Behaviour Management Support 
j. Speech Language Assessment/Intervention 
k. Substance Abuse Prevention/Treatment 
l. Caregiver Support Groups 
m. Parenting Programming  
n. Printed/Electronic Resources 
o. Advocacy Training/Education 
p. Referrals to local youth programming to facilitate prosocial skill 

development 
q. Other: ___________ 

 

 

FASD Experience - Intervention 

The next section of the survey asks about your experiences providing intervention to 
children and youth in school-relevant contexts, with a focus on those who may have or 
have FASD. 

 

1. Do you have any experience providing interventions to children/youth who may 
have FASD with relevance to school settings? 

a. Yes (Continue to next question) 
b. No (Skip section and continue to barriers section) 
c. I don’t know (Please explain: _______________) (Skip section and 

continue to barriers section) 
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In responding to questions through this section, please focus on your provision of 
psychological services to children and youth who may have fetal alcohol spectrum 
disorder (FASD) with relevance to the school context.  

 

First, please tell us about how often you see clients who may have FASD in your 
practice. 

 

2. Over the last year, roughly how many clients who may have FASD have you 
provided intervention for in a school relevant context? (Text box) 

 

3. What percentage/proportion of your practice includes providing intervention for 
children or youth who may have FASD? (Text box) 

a. 0%  
b. 1-10%  
c. 11-40% 
d. 41-80%  
e. 81-99% 
f. 100%  

 
4. Please estimate how many children and youth, who may have FASD, have you 

provided intervention for with relevance to the school context (e.g., thinking 
across your career)? (Text box) 

 

 

Next, please tell us about the kinds of interventions you have provided for this 
population: 

 

5. When working with children and youth who may have FASD, what common 
presenting concerns do you typically address when providing intervention? 
(Select all that apply) 

a. Social skills 
b. Disruptive behaviour 
c. Emotion regulation 
d. Adaptive skills 
e. Anxiety 
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f. Depression 
g. Other. Please specify: ____________ 

 
6. When working with children and youth who may have FASD, which intervention 

modalities do you typically apply? (Select all that apply) 
a. Cognitive-behavioural therapy  
b. Substance abuse treatment  
c. Multi-systemic therapy  
d. Family therapy  
e. Medication awareness program/psychoeducation  
f. Behaviour Based Approaches 
g. Other. Please describe: __________ 

 
 

7. What form of delivery have you provided when working with children/youth who 
may have FASD? 

a. Individual  
b. Group  
c. Both individual and group 
d. Other 

 
8. When suggesting educational interventions for children or youth who may have 

FASD, do you modify recommendations specifically for academic issues 
associated with FASD? 

a. Yes 
i. How would you tailor math-related interventions for children/youth 

who may have FASD? 
ii.   How would you tailor language-related interventions for 

children/youth who may have FASD? 
iii. How would you tailor behaviour-related interventions for 

children/youth who may have FASD? 
b. No 
c. N/A 

 
9. When working with children/youth who may have FASD, do you provide FASD-

specific guidance to caregivers (e.g., Behavioural guidance)? 
a. Yes  
b. No 
c. Not sure/Don’t know 
d. N/A  

 
10. When working with children/youth who may have FASD, do you provide FASD-

specific guidance to teachers (e.g., Behavioural guidance, teaching strategies, 
etc.)? 
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a. Yes  
b. No 
c. Not sure/Don’t know 
d. N/A  

 
11. Do you participate in transition planning for/with children/youth who may have 

FASD from elementary to secondary school? 
a. Yes  
b. No 
c. Not sure/Don’t know 
d. N/A  

 
12. Do you participate in transition planning for/with children/youth who may have 

FASD from secondary school to employment? 
a. Yes  
b. No 
c. Not sure/Don’t know 
d. N/A  

 
13. Please provide specific examples of ways in which you have tailored guidance 

related to working with children/youth who may have FASD. _______________ 

 

 

 

 

 

FASD Experience – Supervision, Teaching, and Consultation 

The next section of the survey asks questions about additional areas of psychological 
practice, including supervision, teaching, and consultation. We are interested in hearing 
about your experiences providing supervision for practitioners who may be providing 
psychological services to children or youth who may have FASD in the school context, 
teaching relevant psychological courses and whether you cover FASD in this work, or 
whether your consultation activities include consideration of FASD, when applying to 
children and youth.  

1. When providing supervision for students or practitioners who may be working 
with children or youth who may have FASD, do you provide specific direction to 
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consider FASD such as certain materials for review, specific characteristics to 
identify, ways to modify your approach? 

a. Yes (please specify): ____________ 
b. No 
c. Not sure/Don’t know 
d. N/A: I don’t provide relevant supervision 

 

2. Have you ever taught undergraduate/graduate/postgraduate course for 
practitioners who may be providing psychological services to children or youth 
who may have FASD in the school context? 

a. Yes  
i. Did you cover material about FASD? How (Please describe) 

b. No 
i. If you did not cover material FASD, why? Would you like to? 

 

3. In your work as a psychological service provider in a school-related setting, have 
you provided consultation in the following areas for children/youth who may have 
FASD? 

a. Behaviour management 
b. Treatment planning 
c. IEPs 
d. Comments (Optional) 

 

FASD Experience – Barriers & Modifications to Practice 

The next section of the survey asks about any challenges or barriers you may have 
experienced when working with children or youth who may have FASD in the school 
context across practice areas (e.g., assessment, intervention, etc.). Questions also aim 
to identify whether you have modified your practice in order to work more effectively 
with these children/youth. Please consider your broad psychological practices in respect 
to working with children and youth who may have FASD with relevance to school 
contexts, when responding to these questions. 
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4. Have you experienced any of the following challenges or barriers when working 
with children or youth who may have FASD in a school setting or context? 
(Select all that apply): 

a. Unclear referral question 
b. Difficulty obtaining records 
c. Concerns about stigma 
d. Lack of cooperation from parents/guardians 
e. Lack of research linking best practices in school practice for clients with 

FASD 
f. Variability in client presentation 
g. Making assessments culturally informed (including culturally & 

linguistically appropriate tests/link between culture and risk) 
h. Insufficient time to complete evaluation (resulting in non-comprehensive 

evaluations) 
i. Challenge of communicating recommendations with the school/parents 

and ensuring implementation 
j. Lack of funding for assessment/treatment 
k. Lack of scientifically valid instruments/test limitations (poor normative data, 

predictive limitations) 
l. Other barriers. Please describe: _______ 
m. I have not experienced any barriers 
n. Comments (optional): ___________ 

 

5. Have you used any of the following approaches to modify your practices in order 
to be more effective when working with children or youth who may have FASD in 
school contexts? (Select all that apply) 

a. Interpreting results on standardized measures in the context of the client's 
cognitive/adaptive profile. 

b. Checking comprehension (e.g., at various stages)  
c. Using open-ended evaluation questions and ensuring understanding of 

questions with in-depth probing  
d. Environmental changes e.g., lower lighting, quiet area)  
e. Inviting support persons to be present for the assessment 
f. Modifying language (e.g., simplifying language)  
g. Providing more frequent breaks, shorter assessment sessions  
h. Modifying practices based on cultural or other diversity factors  
i. Other modifications. Please describe: ____________________ 
j. I do not modify my practice. Please explain: ______________ 
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6. If you were working under ideal circumstances, is there anything you would do 
differently in terms of how you would practice with children/youth who may have 
FASD with relevance to school contexts? 

a. Yes. Please describe: ___________ 
b. No. Please describe: ___________ 
c. Not sure/Don’t know 
d. Comments (optional): __________ 

 

 

FASD Specific Practices 

This section will ask additional questions about FASD in related to the broad provision 
of psychological services for children or youth who may have FASD in school relevant 
contexts. Please describe your experiences to the best of your ability.  

 

1. How often do you explicitly ask about or assess prenatal alcohol exposure history 
when providing psychological services to children/youth in school relevant 
contexts? (6-point scale: Never – Always)? Please tell us more: 
______________ 
 

2. When asking about prenatal alcohol exposure history or the possibility that a 
child/youth may have FASD, describe your approach and/or the types of 
questions you may ask: __________ 
 

3. How confident do you feel about your capacity to ask children/youth or their 
caregivers or family members about prenatal alcohol exposure history and/or 
FASD? (6-point scale: Extremely confident to Extremely not confident) 

 

4. Many health professionals have shared concerns in respect to asking 
children/youth/caregivers/family members about prenatal alcohol exposure 
history and/or FASD. Have you experienced similar concerns? 

a. Yes: Please describe: 
b. No, I haven’t experienced these concerns 
c. Don’t know/not sure 
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d. N/A: I haven’t ever asked children/youth/caregivers/family members about 
prenatal alcohol exposure history/FASD when providing psychological 
service 

 

 

5. What indicators or signs would prompt you to consider investigating whether a 
child or youth may have PAE/FASD in your school-relevant practice? (Select all 
that apply) 

a. Abnormal facial features 
b. Difficulty in school 
c. Attentional difficulties 
d. Poor executive functioning 
e. Poor working memory 
f. Low IQ 
g. Poor reasoning and judgement skills 
h. Other indicators/signs (please describe):_________________ 

 
6. Do you use any formal or informal screening approaches to identify kids who 

may have PAE/FASD in your school-relevant practice? (Select all that apply) 
a. Yes: Please describe, and name the tool(s) if possible: _____________ 
b. No: I haven’t used formal or informal screening approaches to identify 

children/youth who may have PAE/FASD in my school relevant practice 
c. Don’t know/not sure 

 

7. Please describe any guidance that you may provide to youth or adults who may 
be pregnant or who could become pregnant regarding their alcohol use (e.g., do 
you provide any guidance on ‘safe’ alcohol use during pregnancy or screen for 
problematic substance/alcohol misuse?) [open ended text box] 
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8. Please indicate the extent to which you agree with the following statements. (6-
point scale: Strongly Agree – Strongly Disagree) 

a. I feel confident discussing the impacts of alcohol use during pregnancy 
with caregivers/parents 

b. I feel confident discussion the impact of alcohol use during pregnancy with 
youth 

 

9. Please indicate the extent to which you agree with the following statements. (6-
point scale: Strongly Agree – Strongly Disagree) 

 

a. I am familiar with common behaviours of individuals who may have FASD 
b. I am familiar with how FASD can affect people’s lives 
c. I am familiar with how FASD might affect children in school 

 

 

 

FASD Training 

This section will ask about your training/learning experiences about FASD. Please 
describe your experiences to the best of your ability.  

10. Do you recall receiving any formal training in the following areas when working 
with clients who may have FASD? If so, indicate where you received this training 
(Grad school, seminar/conference, supervision/residency/ postgraduate) 

a. Identifying individuals at risk of having FASD  
b. Conducting assessments with children or youth who may have FASD 
c. Diagnosing children or youth with FASD 
d. Managing/coordinating FASD interventions for children or youth with 

FASD 
e. Offer consultation to other health professionals regarding school related 

issues 
f. Supervising students who may working with children/youth who may have 

FASD 
g. Teaching courses with material related to children/youth with PAE/FASD 
h. Consulting for other health professionals about children/youth who may 

have FASD 
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11. Please rate the extent to which you feel that your training prepared you for 
working effectively with children/youth who may have FASD in school-relevant 
contexts?  (6-point scale: Not at all to Very Prepared) 

 

12. Specifically, how prepared do you feel to: (6-point scale: Not at all to Very 
Prepared) 

a. Identify children/youth at risk of having FASD  
b. Conduct assessments with children/youth who may have FASD 
c. Diagnose children/youth with FASD 
d. Manage/implement FASD interventions for children/youth with FASD 
e. Supervise students who may working with children/youth who may have 

FASD 
f. Teach courses with material related to children/youth with PAE/FASD 
g. Consult for other health professionals about children/youth who may have 

FASD 
13. Please rate the extent to which you feel that additional training, resources, and/or 

supports are needed in order to enhance your skills and knowledge in working 
with children and youth who may have FASD in school contexts (6-point scale: 
Not at all needed to Very Much needed) 

 

14. Please rate how helpful the following kinds of materials or supports would be to 
you in your practice with clients who may have FASD (6-point scale: Not at all 
needed to Very Much Needed) 

a. Concise provider and staff information/training on prevention, diagnosis, 
and intervention 

b. Clinical guidelines for best practice for diagnosis 
c. Evidence-based screening tools or approaches for identifying individuals 
d. Listing of community-based resources 
e. Registry of specialists available for consultation 
f. In-depth workshops and/or accredited opportunities 
g. Online training 
h. Self-study materials: ____________ 
i. Other. Please describe: __________ 
 

15. We are particularly interested in learning more about any training or supports that 
you feel may enhance your current practices in working with children and youth 
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in school settings who may have FASD. Please tell us if you have ideas or needs 
not currently available or being provided: __________________ 

 

16. Based on your experience, do you have any recommendations on what schools 
can do to best support children and youth who may have FASD? 
______________ 

 

FASD Knowledge/Beliefs 

This section will ask about your knowledge and beliefs about children/youth with 
FASD. Please answer to the best of your ability.  

17. Please rate your own perceived knowledge about FASD, ranging from “no 
knowledge” to “expert knowledge” (6-point scale) 
 

18. Please describe the primary source of your knowledge about FASD. If you have 
completed any specialized training or readings that you found particularly helpful, 
please tell us about them: ______________ 

Please answer the following questions to the best of your ability based on the knowledge you 
had when you started this survey 

19. What level of drinking (e.g., how many beverages containing alcohol) is 
considered “safe” during pregnancy? 

a. No alcohol is safe during pregnancy   
b. 1-2 drinks are safe during pregnancy   
c. 1-2 drinks a week are same to consume during pregnancy   
d. 1-2 drinks a month are safe to consume during pregnancy   
e. Not sure   
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20. Using alcohol can cause damage to the developing fetus during which points in 
pregnancy? 

a. Only in the first trimester   
b. Only in the second trimester   
c. Only in the third trimester   
d. Anytime during pregnancy   
e. Not sure   

 

21. Which of the following difficulties might a person with FASD experience? 
Please select all that apply. 

a. Developmental delays 
b. Impaired overall intellectual functioning/low IQ 
c. Neurodevelopmental impairment 
d. Behavioural problems 
e. Birth defects/malformations 
f. Comorbid mental health disorders 
g. Low birth weight 
h. Substance misuse 
i. Other. Please describe: 

 
22. Please indicate the extent to which you agree with the following statements 

regarding your knowledge of FASD when you started this survey. (6-point scale: 
Strongly Agree – Strongly Disagree) 

a. People with FASD have life-long neurodevelopmental impairment(s) 
b. All people with FASD have identifiable facial features 
c. The deficits associated with FASD can be managed with appropriate 

treatment and supports 
d. There are no evidence-based school interventions that are appropriate for 

children and youth with FASD  
e. FASD is a life-long neurodevelopmental disability 
f. Individuals with FASD should be seen as a high-risk for disruptive school 

experiences (suspension, expulsion, dropping out) due to the long-
standing nature of the deficits they experience 

 

 

 


