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Objective: To compare the effectiveness of individual cognitive—behavioral therapy (ICBT) and group CBT
(GCBT) for referred children with anxiety disorders within community mental health clinics. Method:
Children (N = 165; ages 7-13 years) referred to 5 clinics in Norway because of primary separation anxiety
disorder (SAD), social anxiety disorder (SOC), or generalized anxiety disorder (GAD) based on Diagnostic
and Statistical Manual of Mental Disorders (4th ed., text rev.) criteria participated in a randomized clinical
trial. Participants were randomized to ICBT, GCBT, or wait list (WL). WL participants were randomized to
1 of the 2 active treatment conditions following the wait period. Primary outcome was loss of principal anxiety
disorder over 12 weeks and 2-year follow-up. Results: Both ICBT and GCBT were superior to WL on all
outcomes. In the intent-to-treat analysis, 52% in ICBT, 65% in GCBT, and 14% in WL were treatment
responders. Planned pairwise comparisons found no significant differences between ICBT and GCBT. GCBT
was superior to ICBT for children diagnosed with SOC. Improvement continued during 2-year follow-up with
no significant between-groups differences. Conclusions: Among anxiety disordered children, both individual
and group CBT can be effectively delivered in community clinics. Response rates were similar to those
reported in efficacy trials. Although GCBT was more effective than ICBT for children with SOC following
treatment, both treatments were comparable at 2-year follow-up. Dropout rates were lower in GCBT than in
ICBT, suggesting that GCBT may be better tolerated. Response rates continued to improve over the follow-up
period, with low rates of relapse.

What is the public health significance of this article?

Findings indicate that both individual and group cognitive—behavioral therapy can be effectively
delivered by community mental health practitioners with only a minimal amount of formal training.
Outcomes were similar to those reported in more controlled settings.

Keywords: pediatric anxiety disorders, treatment effectiveness, cognitive—behavioral therapy, implementation
study
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As a group, anxiety disorders in youth are the most common
mental health disorders and typically have their onset in childhood
or early adolescence (Kessler et al., 2005). Untreated anxiety
disorders in youth are associated with poor functioning in several

areas of life as well as conferring a significant risk for psychopa-
thology and functional impairment later in life (Copeland, Angold,
Shanahan, & Costello, 2014; Swan & Kendall, 2016). Cognitive—
behavioral therapy (CBT) is an empirically supported treatment
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(EST) for pediatric anxiety disorders (Hollon & Beck, 2013;
James, James, Cowdrey, Soler, & Choke, 2013; Reynolds, Wilson,
Austin, & Hooper, 2012) and is considered a first-line treatment
(Connolly, Bernstein, & The Work Groupon Quality Issues, 2007).
However, despite robust evidence from efficacy studies (e.g.,
Kendall, Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008;
Walkup et al., 2008), CBT remains underutilized in community
care settings, where most youth receive treatment for mental health
problems (Schoenwald & Hoagwood, 2001).

There are a number of reasons why the uptake of ESTs in com-
munity mental health clinics is low. One reason is practitioner skep-
ticism fueled by (a) their beliefs that efficacy studies use highly
selective and homogeneous participants that bear little resemblance to
the clients they see in everyday practice and (b) the finding that
effectiveness studies have reported smaller effect size estimates than
have efficacy trials (e.g., Bodden et al., 2008; Wergeland et al., 2014).
Therefore, it is important for community clinicians to be involved in
developing and evaluating treatment (Weisz, Sandler, Durlak, &
Anton, 2005), and it remains essential to conduct effectiveness eval-
uations as part of the process of evaluating and developing treatment.

Most of the current evidence base for the benefits of CBT for
anxiety comes from efficacy studies. Efficacy studies test inter-
ventions under ideal circumstances with rigorous control over
study factors (Haynes, 1999). Study therapists are usually highly
trained and have small caseloads, participants are more homoge-
neous than are those seen in usual care settings (Weisz, Weiss, &
Donenberg, 1992), and staff and facilities dedicated to research are
much less in the settings in which most children receive treatment
(Southam-Gerow, Weisz, & Kendall, 2003). Effectiveness studies,
on the other hand, test interventions in real-world settings—the
usual circumstances of clinical practice (Haynes, 1999). The dis-
tinction between efficacy and effectiveness trials can be consid-
ered to lie on a continuum with varying degrees of control over
study variables.

Efficacy studies have found that between 55% and 60% of
treated children with anxiety disorders improve significantly after
receiving CBT (James et al., 2013). Some effectiveness trials have
found response rates similar to those observed in efficacy trials
(e.g., Barrington, Prior, Richardson, & Allen, 2005; Southam-
Gerow et al., 2010), whereas others have observed lower response
rates when evaluating ESTs in community settings (e.g., Bodden et
al., 2008; Wergeland et al., 2014). Several effectiveness studies
have been limited by small sample sizes (Barrington et al., 2005;
Lau, Chan, Li, & Au, 2010; Southam-Gerow et al., 2010).

The majority of trials to date have examined treatments that
target the most common and impairing anxiety disorders: separa-
tion anxiety disorder (SAD), social anxiety disorder (SOC), and
generalized anxiety disorder (GAD). Although studies have con-
sistently documented a significant main effect for CBT, secondary
analyses have suggested that children with SOC respond less
favorably than do children with SAD or GAD (Compton et al.,
2014; Hudson et al., 2015; Kerns, Read, Klugman, & Kendall,
2013). This finding suggests that current treatment protocols may
need to be modified to better address the needs of children and
adolescents with SOC by providing more clinically relevant ex-
posure exercises. This may be difficult to do within an individual
(youth-focused) CBT treatment format in most community clinics,
where therapists have tight schedules preventing them from seek-

ing out the very situations that trigger the youth’s anxiety within
the time of a treatment session.

Research has found that CBT can be modified and delivered in
a variety of formats, including groups. When averaged across
anxiety disorders, the majority of studies have not found signifi-
cant differences between individual and group formats (Flannery-
Schroeder & Kendall, 2000; Liber et al., 2008; Manassis et al.,
2002; Wergeland et al., 2014). However, systematic reviews have
reported large effect size estimates for individual CBT (ICBT) and
moderate effect size estimates for group CBT (GCBT; Reynolds et
al.,, 2012). From a practical perspective, the two formats have
advantages and disadvantages. On one hand, ICBT allows for
more personalized attention and greater flexibility on the part of
the therapist to tailor treatment components to a particular child.
However, planning exposure tasks that meet the needs of children
with SOC may be more challenging within the context of individ-
ual therapy (Compton et al., 2014). On the other hand, therapists
conducting GCBT may be less able to tailor treatment components
to every child, but the group format may allow for more ecolog-
ically valid exposure exercises for youth with SOC. The fact that
children in group treatment must interact with peers (Manassis et
al.,, 2002) means that the format itself provides ‘“ready-made”
exposure opportunities. In addition, group treatment is a cost-
effective way of providing empirically supported care to more
children using fewer clinician resources compared to ICBT
(Flannery-Schroeder, Choudhury, & Kendall, 2005).

Prior to the present study, we conducted a pilot project at two
local community mental health clinics. The pilot project evaluated
the feasibility of doing group CBT for referred children with
anxiety disorders (Martinsen, Aalberg, Gere, & Neumer, 2009).
Group treatment was not part of the standard treatments offered in
these community clinics, but clinicians expressed an interest in
learning this format of delivery. In most group-based CBT proto-
cols, youth meet directly with the group after their baseline as-
sessment. Based on feedback received following the pilot project,
some therapists reported that tailoring exposure exercises that met
the needs of all children in the group was a challenge. Therapists
also felt that initially they did not know each individual child well
enough to adequately plan and prepare for each group session. At
the same time, the therapists noticed that some of the children were
slow to participate in group and were hesitant to engage with peers.
Based on the pilot experience, we modified the group CBT pro-
tocol to meet the needs of the therapists and participants. The
group CBT evaluated in this study had youth and therapists meet
individually for the first three sessions before transitioning to
group. This adjustment allowed each therapist and child to get to
know one another, to build trust, to address concerns the child
might have about group therapy, and to facilitate planning expo-
sure tasks. This adjustment also gave the child the opportunity to
become familiar with the treatment model and address concerns
privately before working within a group.

The present study examined the effectiveness of individual CBT
and the modified group CBT for referred children with anxiety
disorders within outpatient community mental health clinics. We
hypothesized that individual CBT and group CBT would outper-
form a wait-list (WL) control condition. Although we did not
expect significant differences between the two treatment formats
overall, we hypothesized that children with SOC would respond
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more favorably to the adapted group CBT protocol than to indi-
vidual CBT.

Method

Design and Implementation

The present study evaluated the relative effectiveness of two
formats of CBT treatment delivery (i.e., individual vs. group)
compared to a 12-week wait list. Following the wait-list period,
wait-list participants were rerandomized to one of the two treat-
ment formats. This design allowed for two sets of analyses. The
first set compared the 12-week outcomes across the three condi-
tions: individual CBT (ICBT), group CBT (GCBT), and wait list
(WL). The second set, which included the WL participants who
then received an active treatment, compared 12-week and 2-year
outcomes for the two treatment conditions (i.e., ICBT and
GCBT)." The study protocol was approved by the Regional Com-
mittee for Medical and Health Research Ethics.

Participants

Participants were 165 youth (54.5% male; age M = 10.46 years,
SD = 1.49, range 7-13) referred for mental health services to one
of five child and adolescent mental health service (CAMHS)
clinics in Southeastern Norway. Inclusion criteria were (a) children
between the ages of 7 and 13; (b) a primary diagnosis of SAD,
GAD, or SOC according to the criteria of the Diagnostic and
Statistical Manual of Mental Disorders (4th ed., text rev.; DSM—
IV-TR; American Psychiatric Association, 2000); (c) significant
functional impairment; (d) an IQ of 70 or higher; and (e) at least
one parent who was proficient in Norwegian. Exclusion criteria
were (a) a mental health disorder with a higher treatment priority,
(b) pervasive developmental disorder(s), (c) psychosis, or (d) cur-
rent use of anxiolytic medication.

Sampling Procedures and Determination of Eligibility

Recruitment occurred from September 2008 through October
2011. Participants were recruited among referred children at one of
five CAMHS clinics in Southeastern Norway. In Norway, all
children who receive mental health services at a CAMHS must be
referred by an allied professional, most commonly a general prac-
titioner or school psychologist. During the study enrollment pe-
riod, the parent(s) of any new patient was approached for possible
participation if the child was within the appropriate age range and
met at least one of the two following criteria: (a) anxiety listed as
the reason for referral to the CAMHS clinic or (b) a 7 score of 65
or more on the internalizing problems subscale on the Child
Behavior Checklist (CBCL; Achenbach & Rescorla, 2001), which
was routinely sent out to all new referrals. Of the included partic-
ipants, 92 were referred for anxiety problems and 73 were referred
for other reasons but were eligible based on their elevated CBCL
scores. After obtaining informed consent, the child and parent(s)
underwent an assessment of the child’s anxiety symptomology and
comorbidity. Progression through the assessment process was typ-
ically completed within 3 weeks and is summarized in the Con-
solidated Standards of Reporting Trials (CONSORT) diagram (see
Figure 1).
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Randomization

Participants were randomly assigned to one of three conditions
using a computer-generated permuted blocking procedure, strati-
fied by clinic. Children were randomized in blocks of five. Wait-
list participants were rerandomized to one of the two treatment
conditions using the same computer-generated procedure and strat-
ification variables.

Treatments

All treatment provided in ICBT and GCBT followed a Norwe-
gian translation of the Coping Cat manual (Kendall & Martinsen,
2008; Kendall, Martinsen, & Neumer, 2006). Treatment in both
conditions consisted of 14 sessions (12 child sessions and two
parent sessions) delivered over a 12-week period. Each child
received training in anxiety-management skills and received be-
havioral exposure to anxiety-provoking situations. Exposure tasks
were tailored to the individual child. For a child with SAD, for
example, in-session exposure would be (a) having the parent
outside the therapy room and the child not able to check up on the
parent during the session or (b) asking the parent to drop the child
off and then leave to run an errand. At home, the exposure would
be having the child do something with a friend without having the
parent present. For children with SOC, the group format allowed
for a range of in-session exposures, such as introducing oneself to
anew person and speaking in front of the groupl As homework, the
child would practice in other settings, such as reading aloud in
school. For a child with GAD, an in-session exposure task could be
writing a story involving personal worries coming true but without
seeking reassurance from the therapist or others. At home, the
child could watch the news and practice not seeking reassurance
from the parent afterward. Children randomized to GCBT met
individually with one of the two group therapists for the first three
sessions before joining a group from Session 4 onward. The GCBT
approach comprised treatment groups with a mean of 4.63 partic-
ipants each (range = 3-5).

Setting and Therapists

Five community clinics, covering both urban and rural areas,
participated. In Norway, mental health services are provided free
of charge and there is marginal use of private mental health
practitioners for children. Each clinic enrolled, on average, 33
participants (range = 17-45).

Treatment was provided by 32 community therapists (81.3%
female; M,,, = 34.7, SD = 5.9, range = 27—49) treating an
average of five children each (range = 1-19). The therapists had
an average of 44.3 months of clinical experience with youth (SD =
35.6, range = 3-156), mainly from CAMHS. Twenty therapists
were licensed clinical psychologists (minimum master’s level),
four were clinical social workers (master’s level), six were psy-
chiatry residents (MDs), and two were clinical pedagogues (i.e.,
undergraduate degree in education with an additional 2 years of
clinical training). All therapists were employees of community

! For wait-list participants randomized to treatment following the wait-
list period, their 12-week post-wait-list assessment served as the baseline
assessment for all analyses involving the active treatment conditions.
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279 Children were screened

y

114 Were excluded
103 did not meet diagnostic criteria; 2 had IQs < 70; 1 was
referred to Child Protective Services; 5 were not interested; 3 had
other reasons

V_\

55 Individual CBT

55 Waitlist

55 Group CBT

5 Withdrew from treatment; 11 Withdrew
from study period

44 C 1l

d post

J

~
5 Withdrew from study during waitlist

50 Completed post-waitlist assessment

2 Withdrew from treatment; 2 Withdrew
from study

53 Completed post-treatment assessment

] T l

55 Were included in 3-group post-
treatment ITT analyses

55 Were included in 3-group post-
treatment ITT analyses

55 Were included in 3-group post-
treatment ITT analyses

'

47 Were eligible for re-randomization after
waitlist; 3 Were excluded after post-waitlist
assessment

27 Were randomized to individual CBT; 20
‘Were randomized to group CBT

/\

82 Total received individual CBT

75 Total received group CBT

'

/5 Total withdrew from treatment; 14 Total\
withdrew from study

68 Total completed post-treatment
assessment /

.

(2 Total withdrew from treatment; 3 Total )
withdrew from study

72 Total completed post-treatment
assessment /

!

85 were included in 2-group post-
treatment ITT analyses

80 were included in 2-group post-
treatment ITT analyses

'

'

27 Were lost to follow-up; 58 Completed
2-year follow-up assessment

85 were included in 2-group 2-year
follow-up ITT analyses

26 Were lost to follow-up; 54 Completed
2-year follow-up assessment

80 were included in 2-group 2-year
follow-up ITT analyses

Figure 1.

Selection, randomization, and flow of participants throughout the trial. IQ = Intelligence quotient;

CBT = Cognitive—behavioral therapy; ITT = Intent-to-treat.

clinics (volunteered as study therapists), and study participants
were treated as part of their ordinary caseload. Two of the 32
therapists had completed a 2-year postgraduation CBT training
program, but all other therapists had little or no previous training
in CBT, with the exception of those who were clinical psycholo-
gists (20 of the 32), where basic CBT was likely part of standard
education. Before the study, therapists varied in their theoretical
orientation, including eclectic, cognitive, psychodynamic, or
family-oriented therapy. All therapists attended a 2-day workshop
on CBT for childhood anxiety disorders in general and using the

Coping Cat in particular. In addition, annual 1-day booster work-
shops were offered. The workshop focused on the key treatment
principles outlined in the manual and consisted of a combination of
lectures, practical exercises, and answering questions. Supervision
was provided by two experienced clinical psychologist with formal
CBT training. During the treatment phase of the study, therapists
were offered monthly 2-hr group supervision. Attendance was not
mandatory, and between three and 10 study therapists typically
attended the meetings. Supervision typically involved discussions
of questions raised by the study therapists in relation to patients
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they were currently treating and the practical application of the
treatment protocol. Additional supervision was available upon
request, but few therapists took advantage of this offer. Most
therapists did both individual and group treatments. For GCBT,
two therapists were assigned to each group.

Ratings of Adherence and Competence

To assess treatment fidelity, wee video-recorded all sessions. A
random sample of 212 sessions (13% of the total number of
sessions) was rated for adherence and competence. Sessions were
rated using the Competence and Adherence Scale for Cognitive
Behavioral Therapy (Bjaastad et al., 2015). The scale consists of
11 items. Adherence was rated from 0 (None) to 6 (Thorough) and
competence was rated from O (Poor skills) to 6 (Excellent skills).
The selection of rated sessions was stratified on early (1-6) and
late (7-12) sessions. Two expert therapists and three nonexperts
rated the sessions. Interrater reliability of randomly selected ses-
sions rated by all five raters (10% of all sessions rated were rated
for reliability) showed excellent agreement (intraclass correlation
coefficient [ICC] = .96 for adherence and .90 for competence).
The mean score across treatments for ICBT was M = 4.06 (SD =
1.08, range = 1.29-5.86) for adherence and M = 4.39 (SD = 1.02,
range = 1.50-6.00) for competence. For GCBT, the mean rating
for adherence was M = 4.54 (SD = .95, range = 1.57-5.68) and
M = 4.60 (SD = 1.09, range = 1.25-6.00) for competence. There
were no significant differences between treatment conditions in
adherence or competence.

Assessment

Independent evaluators (IEs) were advanced graduate students
in clinical psychology or clinicians who worked at the clinics. IEs
were blind to treatment condition and conducted semistructured
diagnostic interviews at baseline, at posttreatment, and at 2-year
follow-up. For each assessment, the IEs completed the Anxiety
Disorders Interview Schedule for DSM-IV child and parent ver-
sions (ADISC/P; Silverman & Albano, 1996) and the Children’s
Global Assessment Scale (CGAS; Shaffer et al., 1983). All assess-
ments were videotaped. IEs were trained to reliability (x = 1) and
had to match disorder(s) on three or more taped training interviews
before being allowed to assess study participants. [Es interviewed
the child and parent(s) separately and were permitted to incorpo-
rate other information as deemed appropriate. Composite diagno-
ses were determined in accordance with guidelines outlined by
Silverman and Albano (1996). All baseline assessments were
discussed anonymously, and diagnoses were confirmed in weekly
clinic supervision by a clinical psychologist, IEs, and participating
clinicians before eligible cases were assigned to a therapist. Post-
treatment and follow-up assessments were determined by the IEs
only.

Measures

Anxiety Disorders Interview Schedule for DSM-1V (ADIS),
child and parent versions (Silverman & Albano, 1996). The
ADIS was used to assess diagnostic eligibility and response to
treatment. Parents and children were interviewed separately. Par-
ents were interviewed using the full interview, and children com-

pleted the modules covering SAD, SOC, and GAD. IEs provided
a composite clinical severity rating (CSR) on a 9-point scale
ranging from O (not at all) to 8 (very, very much), with a CSR of
4 or more required for clinical disorders. The diagnosis with the
highest CSR determined the principal disorder. Interrater reliabil-
ity for the anxiety diagnoses in the present study showed kappa
coefficients of 1.00 for SAD, 1.00 for SOC, and .89 for GAD when
compared to an expert evaluator’s rating of 15% of randomly
selected interviews from the video recordings.

Multidimensional Anxiety Scale for Children (MASC), child
and parent versions (March, Parker, Sullivan, Stallings, &
Conners, 1997). The MASC is a 39-item self-report measure of
anxiety symptoms. Items are rated on a 4-point Likert scale rang-
ing from 1 (never true about me) to 4 (often true about me).
Cronbach’s alpha was .90 for child report and o = .89 for mother
report at baseline. The MASC has been shown to be a meaningful
measure of anxiety symptoms and anxiety diagnoses among Nor-
wegian youth (Villabg, Gere, Torgersen, March, & Kendall, 2012).

Child Behavior Checklist (CBCL; Achenbach & Rescorla,
2001). The CBCL is a 113-item checklist completed by a parent
to obtain information of a broad range of behavioral and emotional
problems. Items asking how well a particular statement describes
the child are rated on a 3-point scale ranging from 0 (not true) to
2 (very often true). Scores are summed, and the total score is
subdivided into an Internalizing Problem scale and Externalizing
Problem scale. Multicultural norms are available for scoring of the
CBCL and were applied in the present study (Achenbach et al.,
2008).

Children’s Global Assessment Scale (CGAS; Shaffer et al.,
1983). The CGAS is a clinician-rated measure of the child’s
overall functioning that considers not only emotional or behavioral
problems but also somatic problems and family and other envi-
ronmental factors that may influence the youth’s daily functioning.
The CGAS is rated from 1 (lowest functioning) to 100 (excellent
functioning), and 70 is the cutoff for caseness. The final score used
in the analyses is the average score of the independent ratings
provided by clinicians who were present at the weekly case con-
ferences. Reliability of the CGAS is acceptable (Hanssen-Bauer,
Aalen, Ruud, & Heyerdahl, 2007; Shaffer et al., 1985). Based on
40 randomly selected cases, ICC for CGAS scores in the current
sample was above .90.

Questionnaire for Evaluation of Treatment (Fragebogen zur
Beurteilung der Behandlung; Mattejat & Remschmidt, 1998).
The Questionnaire for Evaluation of Treatment was used to
evaluate treatment satisfaction and was completed by the child,
parent, and therapist. The scale has different versions for the
three informants. The child version consists of 20 items, parent
version 21 items, and therapist version 26 items. The scale was
translated from German, back-translated, and approved by the
scale’s authors.

Sample Size and Power

Assuming response (defined as a loss of baseline principal anxiety
disorder at the end of treatment) rates of 60%, 60%, and 20% for ICBT,
GCBT, and WL, respectively; a 5% Type I error; and a planned total
sample size of 165 (55 per group), the study was designed to detect a
difference in response rates between an active treatment (ICBT or
GCBT) and the control condition (WL) with 97% probability.



publishers.

gical Association or one of its allied

This document is copyrighted by the American Psycholo

ted broadly.

1al user

This article is intended solely for the personal use of the

756 VILLAB®, NARAYANAN, COMPTON, KENDALL, AND NEUMER

Missing Data

Every effort was made to collect outcomes on all participants, even
those who withdrew from treatment but not from the assessments.
Missingness was mainly related to study withdrawal (see Figure 1 for
details). Prior to analysis, we used multiple imputation to replace
missing values. SAS PROC MI was used to generate multiple data
sets for both categorical (using logistic regression) and continuous
(using predictive mean matching) variables. Each imputation model
included all longitudinal outcome measures, assessment points, treat-
ment indicators, and key putative moderators and mediators of out-
come. Twenty imputed data sets were generated. Results were calcu-
lated using Rubin’s rules for combining imputed data sets as
implemented in SAS PROC MIANALYZE.

Statistical Analysis

All randomized participants were included in analyses, in ac-
cordance with intent-to-treat (ITT) principles. To examine and
compare treatment effects for categorical outcomes (diagnoses),
we calculated estimates of binomial proportions of responders in
each treatment condition and the difference between these propor-
tions, as well as their asymptotic standard errors, using SAS PROC
FREQ and passed directly to SAS PROC MIANALYZE to derive
pooled estimates over all imputed data sets (Ratitch, Lipkovich, &
O’Kelly, 2013). For continuous outcomes, separate longitudinal
regression models, implemented in SAS PROC MIXED, examined
mean differences in each outcome between (a) the three random-
ized conditions (ICBT, GCBT, and WL) and (b) the two random-
ized treatment formats (ICBT, GCT), which included data from
WL participants after they had received treatment. Each regression
model included indicators of time (assessment visit), treatment
condition, and all Time X Treatment interaction terms. Residual
error terms were assumed to follow a mean-zero, normal distribu-
tion with an unstructured covariance structure used to capture the
within-subject correlation over time. The following covariates
were also included in each regression model: age, gender, number
of baseline comorbidities, and baseline ADIS CSR ratings for each
of the three main anxiety diagnoses. All covariates were grand-
mean-centered. The fitted models were used to report model-based
mean scores at each assessment point and to make inferences about
between-groups comparisons at each assessment point. The se-
quential Dunnett test was used to control overall familywise error
rate. All statistical models were fit using Version 9.4 TS Level
IM3 of SAS Statistical Software.

Results

Recruitment and Retention

The CONSORT diagram (see Figure 1) illustrates that of the
165 randomized participants, 11 (7%) stopped treatment prema-
turely but agreed to complete the posttreatment assessments (treat-
ment withdrawals) and 17 (10%) stopped both treatment and
assessments (study withdrawals). Of these 28 participants, eight
(15%) were from WL, 16 (29%) from ICBT, and four (7%) from
GCBT. On the basis of logistic regression analyses, pairwise
comparisons indicated that participants in the ICBT group were
significantly more likely to prematurely stop treatment or with-

draw from the study altogether (p < .01) when compared to those
in the GCBT group (odds ratio = 5.2; 95% confidence interval
[CI: 1.6, 16.9]; see Table 1). There was no statistically significant
difference in premature termination or study withdrawal rates
between WL and ICBT conditions (p > .22). Five children who
were randomized to the WL condition were study withdrawals, and
three children were excluded after completing the WL because an
anxiety disorder was no longer their principal disorder (two met
criteria for primary depression and one for primary ADHD), leav-
ing 47 children from the WL who were rerandomized to ICBT
(n = 28) and GCBT (n = 19) following the wait-list period. The
mean number of completed sessions in ICBT and GCBT was 9.5
(SD = 4.3) and 10.6 (SD = 3.7), respectively.

Sample Characteristics

Table 1 summarizes the baseline demographic and clinical char-
acteristics of the participants by treatment condition. Only one
significant between-groups difference emerged. A significantly
larger (p < .04) proportion of ICBT (14.6%) participants were
comorbid with oppositional defiant disorder (ODD) when com-
pared to the other two conditions: GCBT (3.6%) and WL (3.6%).
Most of the participants were European—Caucasian® (98.8%), one
child was Asian (.6%), and one was Hispanic (.6%). The majority
were referred to CAMHS clinics specifically for a possible anxiety
disorder (55.8%), were male (54.5%), and lived with both biolog-
ical parents in the same household (60.0%). Fourteen (8.5%)
mothers and 14 (8.5%) fathers had no high school education, 70
(42.9%) mothers and 69 (41.8%) fathers had a high school degree,
44 (26.7%) mothers and 42 (25.5%) fathers had a college-level
education, and 36 (21.8%) mothers and 30 (18.2%) fathers had
post-college-level education. Education level was not reported for
1 (.6%) mother and 10 (6.1% fathers).

Treatment Response

The categorical primary outcome was loss of the child’s prin-
cipal anxiety disorder based on the IEs’ ADIS interview following
treatment. The proportion of responders in each condition is pre-
sented in Table 2. In the ITT analysis, the percentages of partici-
pants across the three study conditions who no longer met diag-
nostic criteria for their principal anxiety disorder were as follows:
14% for WL (95% CI [04, 23]), 52% for ICBT (95% CI [38, 67]),
and 65% for GCBT (95% CI [52, 78]). Planned pairwise compar-
isons, using a chi-square test, showed that both ICBT (p < .001)
and GCBT (p < .001) were superior to WL. ICBT and GCBT were
not significantly different from each other (p = .19). Full diag-
nostic recovery, defined as loss of all anxiety disorders, were
6% for WL (95% CI [00, 14]), 38% for ICBT (95% CI [24, 52]),
and 56% for GCBT (95% CI [43, 69]). Table 2 provides
detailed description of point estimates, confidence intervals,
and planned comparisons for changes in diagnostic status fol-
lowing treatment.

To evaluate whether one treatment was more effective for a
specific anxiety disorder, we undertook a series of pairwise
comparisons using the same approach as that used to evaluate

2 Ethnicity was determined based on country of origin of the child’s
parents.
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Table 1
Demographic and Clinical Characteristics of Participants at Baseline
Variable ICBT GCBT WL Total P

CAMH clinic >97
Berum 15 (27.3) 15 (27.3) 15 (27.3) 45 (27.3)

Grorud 10 (18.2) 10 (18.2) 9(16.4) 29 (17.6)
Jessheim 15 (27.3) 15 (27.3) 15 (27.3) 45 (27.3)
Skien 11 (20.0) 8 (14.6) 9(16.4) 28 (17.0)
Porsgrunn 4(7.3) 7(12.7) 6 (10.9) 17 (10.3)

Referral reason >.69
Anxiety 30 (54.6) 33 (60.0) 29 (52.7) 92 (55.8)
Hyperactivity 3(5.4) 4(7.3) 6(10.9) 14(7.9)

Depression 6(10.9) 4(7.3) 2(3.6) 12 (7.3)
Other 16 (29.1) 14 (25.5) 18 (32.7) 48 (29.1)

Demographics
Age 10.5 (1.6) 10.4 (1.5) 104 (1.4) 10.5 (1.5) >.94
Female 24 (43.6) 25 (45.5) 26 (47.3) 75 (45.5) >93
Living with . . .

Mother 6(10.9) 5(9.1) 9 (16.4) 20 (12.2)
Father 4(7.3) 3(5.4) 0(0) 7(4.2)
Both parents 30 (54.5) 38 (69.1) 31 (56.4) 99 (60.0)
Mother and partner 9(16.4) 1(1.8) 8 (14.6) 18 (10.9)
Father and partner 0(0) 0(0) 1(1.8) 1(.6)
Two-home family 5(9.1) 8 (14.5) 509.1) 18 (10.9)
Other 1(1.8) 0(0) 1(1.8) 2(1.2)

Baseline measures
SAD ADIS CSR 6.7 (.9) 6.1 (1.1) 6.2 (1.0) 6.3 (1.0) >.13
SOC ADIS CSR 6.5 (1.2) 6.5 (.8) 6.5(1.1) 6.5 (1.0) >98
GAD ADIS CSR 6.4 (1.0) 6.2(.9) 6.9 (.9) 6.5 (1.0) >.09
Child MASC (¢ score) 57.8 (11.0) 57.2(11.7) 58.2 (10.5) 57.7 (11.0) > 88
Parent MASC 57.2 (16.5) 58.6 (17.1) 56.4 (16.2) 57.4 (16.5) >.79
MFQ 14.0 (13.7) 13.7 (9.8) 12.6 (8.3) 13.4 (10.8) >77
CBCL Internalizing 70.6 (8.6) 72.3 (8.0) 70.8 (10.0) 71.2 (8.9) >.56
CBCL Externalizing 57.6 (11.8) 56.3(11.4) 56.8 (11.9) 56.9 (11.7) > .86
CGAS 50.8 (6.1) 53.1(54) 51.1(6.1) 51.7 (5.9) >.08

Baseline comorbidity
Any comorbidity 41 (74.6) 32(58.2) 39 (79.9) 112 (67.9) >.15
MDD 4(7.3) 0(0) 1(1.8) 5(3.0) >.15
Specific phobia 18 (32.7) 12 (21.8) 15 (27.3) 45 (27.3) >.44
ADHD 9(16.4) 12 (21.8) 10 (19.2) 31 (19.1) >77
ODD 8 (14.6) 2 (3.6) 2 (3.6) 12 (7.3) <.04
Other comorbidity 3(54) 3(5.4) 6(10.9) 12 (7.3) > .44

Observed cases
Baseline 55 55 55 165
Study dropouts 16 (29.1) 4(7.3) 8 (14.6) 28 (17.0) <.01

Treatment withdrawals 50.1) 2(3.6) 4(7.3) 11 (6.7) >.36

Study withdrawals 11 (20.0) 2 (3.6) 4(7.3) 17 (10.3) <.01
Completed . . .

Week 12 assessments 44 (80.0) 52 (94.5) 51(92.7) 147 (89.09) <.03

Year 2 assessments 58 (68.2) 54 (67.5) 112 (67.9) >92

Note. Data presented are n values, with percentage in parentheses. ICBT = individual cognitive—behavioral therapy;
GCBT = group cognitive—behavioral therapy; WL = wait-list (control); CAMHS = child and adolescent mental health
service; SAD = separation anxiety disorder; ADIS = Anxiety Disorders Interview Schedule for DSM-IV-TR; CSR =
clinical severity rating; SOC = social anxiety disorder; GAD = generalized anxiety disorder; MASC = Multidimensional
Anxiety Scale for Children; MFQ = Mood and Feelings Questionnaire; CBCL Internalizing = Child Behavioral Checklist
Internalizing Problem scale; CBCL Externalizing = Child Behavioral Checklist Externalizing Problem scale; CGAS =
Children’s Global Assessment of Severity; MDD = major depressive disorder; ADHD = attention-deficit/hyperactivity

disorder; ODD = opposition defiant disorder.

the categorical primary outcome. Only those participants who
met baseline diagnostic criteria for a given disorder were in-
cluded in these analyses. The pattern of findings for SAD,
GAD, and loss of all baseline anxiety disorders was similar to
that found with the categorical primary outcome; namely, both
active treatments were superior to WL but not significantly
different from each other. However, a different pattern of

results emerged for youth diagnosed with SOC. [Theé percent

Pairwise comparisons revealed that both ICBT (p < .03) and
GCBT (p < .001) were significantly superior to WL. The
pairwise comparison between the two active treatment condi-
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Proportion of Responders by the Three Treatment Conditions: Loss of Anxiety Diagnosis

Responders Pairwise difference in responders
Diagnosis type lost WL (n = 55) ICBT (n = 55) GCBT (n = 55) WL vs. ICBT WL vs. GCBT ICBT vs. GCBT
Primary anxiety
% 14 52 38 51 13
95% CI [04, 23] [38, 67] [52, 78] [21, 56] [35, 68] [—07,33]
SAD
% 28 55 27" 28" 01
95% CI [13, 44] [37,73] [40, 74] [03, 50] [05, 51] [—24, 26]
SOC
% 15 41 26" 62" 36™
95% CI [01, 28] [21, 61] [60, 95] [02, 50] [40, 84] [09, 62]
GAD
% 25 74 497 Py 1
95% CI [09, 42] [58,91] [43, 83] [26,72] [12, 64] [—37, —15]
All types
% 06 38 3 50" 18
95% CI [—01, 14] [24, 52] [43, 69] [16, 47] [34, 65] [—01, 38]
Note. CI = confidence interval; WL = wait list (control); ICBT = individual cognitive—behavioral therapy; GCBT = group cognitive—behavioral

therapy; SAD = separation anxiety disorder; SOC = social anxiety disorder; GAD = generalized anxiety disorder.

"p<.05 p< .0l "p< .00l

tions found that GCBT was significantly superior to ICBT (p <
.008; see Table 2).

Additional ITT analysis of only the two active treatment con-
ditions, but including data from the WL participants after they had
received treatment, revealed a similar pattern of findings (see

Planned pairwise comparisons of the continuous outcome vari-
ables showed an inconsistent pattern of findings (see Table 4).

Table 3

There were no significant between-groups differences on the child
or the parent MASC total scores (all ps nonsignificant). For the
CGAS, both ICBT and GCBT were significantly superior to WL,
#(80.8) = 5.91, p < .001; #90.4) = 6.31, p < .001, respectively,
and ICBT and GCBT did not significantly differ from each other,
#(81.1) = —.18, p = .86. Estimates of the effect size (Hedges’s g)
on the CGAS for the two treatment conditions and WL were
calculated. Effect sizes were based on the means on the CGAS,
estimated from the mixed-effects model. The effect size was 1.01
(95% CI [.67, 1.35]) for ICBT and 1.04 (95% CI [.72, 1.37]) for

Proportion of Responders in Individual and Group CBT With Children Previously Randomized
to Wait List Included in Active Treatment: Loss of Anxiety Diagnosis at 12 Weeks and 2 Years

Responders Pairwise difference in
responders
. . ICBT (n = 85) GCBT (n = 80) (ICBT vs. GCBT)
Diagnosis type lost

and time point % 95% CI %o 95% CI % 95% CI
Primary anxiety

12 weeks 54 [40, 68] 61 [49, 73] 07 [—9, 23]

2 years 82 [74,91] 91 [84, 98] 09 [—03, 20]
SAD

12 weeks 61 [45,77] 59 [44, 74] —02 [—22, 18]

2 years 87 [77,97] 96 [90, 100] 08 [—03, 20]
SOC

12 weeks 41 [23, 60] 68 [S1, 85] 26" [4,49]

2 years 72 [56, 88] 79 [63,94] 6 [—15,28]
GAD

12 weeks 74 [59, 90] 58 [41,76] —16 [—37,5]

2 years 95 [87, 100] 95 [87, 100] 00 [—11,11]
All types

12 weeks 45 [31, 58] 48 [35, 60] 03 [—13,19]

2 years 72 [62, 82] 78 [67, 89] 06 [—8,21]

Note. CBT = cognitive—behavioral therapy; ICBT = individual cognitive—behavioral therapy; GCBT

group cognitive—behavioral therapy; CI = confidence interval; SAD = separation anxiety disorder; SOC

social anxiety disorder; GAD = generalized anxiety disorder.

p <.03.
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Table 4

Three-Group Comparison of Model-Based Means and Effect Size Estimates for Anxiety Symptoms and Functional Impairment

at Posttreatment

) Study group: M (SEs)
Measure and time

Hedges’s g* (95% CI)

point WL ICBT GCBT WL vs. ICBT WL vs GCBT ICBT vs. GCBT

Child MASC

Baseline 57.97 (1.47) 57.3(11.47) 57.63 (1.48)

12 weeks 51.95 (1.60) 48.61 (1.48) 48.80 (1.65) .28 [.10, .65] 26 [.12, .64] .01 [—.36, .39]
Parent MASC

Baseline 55.46 (2.10) 55.04 (2.06) 59.82 (2.10)

12 weeks 50.86 (2.45) 47.25 (2.58) 49.72 (2.46) 20 [.18, .61] .06 [—.34, 48] 14 [-.27, .56]
CGAS

Baseline 51.20 (.70) 51.46 (.70) 52.44 (.71)

12 weeks 53.05 (1.09) 62.52 (1.17) 62.81 (1.10) 1.01"" [.68, 1.35] 1.04" [.72, 1.37] .03 [—.31, .37]

Note. Means presented are model-based mean estimated at each time point. The following covariates were included (grand-mean-centered) in each model:
child age (at baseline), gender, number of comorbid disorders, and baseline Anxiety Disorders Interview Schedule for DSM—IV-TR clinical severity ratings
for each target anxiety disorder. CI = confidence interval; WL = wait list (control); ICBT = individual cognitive—behavioral therapy; GCBT = group
cognitive—behavioral therapy; MASC = Multidimensional Anxiety Scale for Children; CGAS = Children’s Global Assessment Scale.

# Calculations were based on between-groups differences in estimated mean scores at Week 12 divided by the pooled standard deviation of the outcome

at Week 12, otherwise known as Hedges’s g (95% CI).
p < .001.

GCBT. Tables 4 and 5 provide a detailed description of point
estimates planned comparisons and the respective effect sizes for
each continuous outcome.

Maintenance of Gains

Treatment gains were maintained at 2-year follow-up because
the posttreatment rates of remission were relatively stable at 2-year

Table 5

Two-Group Comparison of Model-Based Means and Effect Size
Estimates for Anxiety Symptoms and Functional Impairment at
Posttreatment and 2-Year Follow-Up

Study group:

. M (SE)
Measure and time Hedges’s g (95% CI)
point ICBT GCBT for ICBT vs. GCBT
Child MASC
Baseline 57.27(1.21)  58.03 (1.25)
12 weeks 47.78 (1.40)  48.05 (1.35) .02 [—.31, .35]
2 years 47.12(1.18)  45.71 (1.16) —.13[—.43,.16]
Parent MASC
Baseline 5477 (1.69) 5891 (1.74)
12 weeks 45.40(2.03)  49.32(1.95) 23 [—.10, .57]
2 years 42.30(1.80)  40.67 (1.88) —.10[—.42, .22]
CGAS
Baseline 51.33 (.56) 52.10 (.58)
12 weeks 63.03 (1.04)  62.69 (1.04) —.04 [—.36, .28]
2 years 69.66 (1.34) 7291 (1.33) .26 [—.03, .56]

Note. Means presented are model-based mean estimated at each time
point. The following covariates were included (grand-mean-centered) in
each model: child age (at baseline), gender, number of comorbid disorders,
and baseline Anxiety Disorders Interview Schedule for DSM—IV-TR clin-
ical severity ratings for each target anxiety disorder. ICBT = individual
cognitive—behavioral therapy; GCBT = group cognitive—behavioral ther-
apy; CI = confidence interval; MASC = Multidimensional Anxiety Scale
for Children; CGAS = Children’s Global Assessment Scale.

@ Calculations were based on between-groups differences in estimated
mean scores at Week 12 divided by the pooled standard deviation of the
outcome at Week 12, otherwise known as Hedges’s g (95% CI).

follow-up assessment (see Table 3 for categorical and Table 5 for
continuous outcomes). Table 6 presents the proportion of partici-
pants who continued to be in remission, relapse, and new remis-
sion at follow-up assessment compared to the posttreatment as-
sessment. Few children had relapsed by the 2-year follow-up
assessment (ICBT = 6%, 95% CI [01,12], and GCBT = 4%, 95%
CI [00, 9], for primary anxiety diagnosis). In addition, [a relatively
large number of children continued to improve and reached remis-
sion by the end of the 2-year follow-up assessment (ICBT = 35%,
95% CI [22, 48], and GCBT = 35%, 95% CI [23, 46]). Analyses
of continuous measures by treatment condition revealed no
additional improvement on the child MASC from posttreatment
to follow-up assessment (ICBT p = .684; GCBT p = .126). On
parent report of anxiety symptoms on the MASC, GCBT con-
tinued to show significant improvement from posttreatment to
2-year follow-up, #(112.1) = 3.57, p < .001, whereas no sig-
nificant improvement was observed for ICBT, #82.7) = 1.24,
p = .216. Improvement was noted across both treatment con-
ditions on the CGAS from posttreatment to follow-up, ICBT
#(100.5) = 4.01, p < .001; GCBT #(137.1) = 6.43, p < .001.
Further tests to evaluate whether one treatment condition was
associated with greater improvement at follow-up were all
nonsignificant.

Clinically Significant Change

Using normative information to judge clinically meaningful change
(Kendall, Marrs-Garcia, Nath, & Sheldrick, 1999), the findings indi-
cated that all children were, at baseline, in the clinical range of the
CGAS (i.e., CGAS <70) indicating marked functional impairment.
The percentage of children who moved out of the clinical range
(into the nonclinical range) on functional impairment (CGAS)
was 22.0% at posttreatment and 50.1% at follow-up. Children in
ICBT and GCBT did not differ significantly in the percentage
who moved into the nonclinical range on the CGAS at post-
treatment or at follow-up.
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Table 6
Rates of Stable Remission, Relapse, and New Remission at 2-Year Follow-Up Assessment

Participants Pa@rwise .di.fference
n participants
ICBT GCBT (ICBT vs. GCBT)
Result per diagnosis % 95% CI % 95% CI % 95% CI
Stable remission through follow-up
Primary anxiety 47 [34, 61] 57 [44, 69] 9 [—7,25]
SAD 53 [37, 69] 55 [40, 70] 2 [—19, 23]
SOC 38 [19, 56] 59 [42,77] 21 [—2,45]
GAD 71 [55, 87] 55 [38,72] —-17 [—38,5]
Relapse at follow-up
Primary anxiety 6 [1,12] 4 [00, 9] -2 [—10, 6]
SAD 8 [—1, 16] 4 [—1,9] —4 [—14, 6]
SOC 4 [—3, 11] 9 [—1, 18] 5 [=7,17]
GAD 3 [—2,8] 4 [—3, 10] 1 [—8,9]
New remission at follow-up
Primary anxiety 35 [22, 48] 35 [23, 46] 00 [—16, 15]
SAD 34 [17,51] 41 [26, 56] 7 [—13,27]
SOC 34 [18,50] 19 [5,33] —15 [—=37,7]
GAD 23 [8,38] 40 [23,57] 17 [—5,38]

Note. ICBT = individual cognitive—behavioral therapy; GCBT = group cognitive—behavioral therapy; CI =
confidence interval; SAD = separation anxiety disorder; SOC = social anxiety disorder; GAD = generalized

anxiety disorder.

Treatment Satisfaction

Children, parents, and therapists rated their overall satisfaction with
the treatment. Satisfaction with the treatment was good across infor-
mants. Mothers reported significantly greater overall satisfaction with
ICBT (M = 3.39, SD = .44) compared to GCBT (M = 3.09, SD =
46), «(111) = 3.51, p < .001. Treatment satisfaction did not differ
significantly between ICBT and GCBT based on child (ICBT M =
3.23,8D = .59; GCBT M = 3.11, SD = .60), #(130) = 1.13, p = .26;
father ICBT M = 3.14, SD = 48; GCBT M = 3.01, SD = .46),
#(83) = 1.29, p = .20; and therapist ICBT M = 2.80, SD = .32;
GCBT M = 2.68, SD = .43), #(66) = 1.30, p = .20, report.

Discussion

The present study evaluated the effectiveness and 2-year
follow-up of CBT for pediatric anxiety disorders. Similar to the
case in the large number of prior efficacy studies, current results
show evidence for the effectiveness of CBT when provided by
clinicians in community mental health clinics. These findings
underscore that CBT as a treatment for pediatric anxiety can be
effectively delivered by clinicians with little prior training in CBT.
It is important to note that the overall observed response rates were
comparable to those found in randomized clinical efficacy trials.
However, unlike the case in several prior outcome studies (e.g.,
Walkup et al., 2008), participants who received treatment contin-
ued to improve between posttreatment and 2-year follow-up. This
study also evaluated two formats of CBT delivery: individual and
group. Both individual and group CBT were superior to the wait-
list comparison condition following acute care, and in general,
there were few significant differences between the two formats.
One important exception was that children diagnosed with SOC
responded better to group CBT than to individual CBT.

Response rates from previous effectiveness trials have been
inconsistent. Some studies have reported results comparable to

those observed in efficacy trials (e.g., Nauta, Scholing, Em-
melkamp, & Minderaa, 2003; Southam-Gerow et al., 2010),
whereas others have found much lower response rates (e.g., Bod-
den et al., 2008; Wergeland et al., 2014). For example, Wergeland
and colleagues’ (2014) effectiveness study used a similar design
and treated Norwegian children in community mental health clin-
ics. However, their reported outcomes were not as favorable, with
35% of children no longer meeting criteria for their principal
anxiety disorder at posttreatment and 23% showing full diagnostic
recovery posttreatment. The recovery rate did increase to 33% at
follow-up but remained lower than what was observed in the
current study. One potential explanation for the observed differ-
ences may be related to the protocols evaluated. The protocol
evaluated by Wergeland and colleagues, FRIENDS for Life (Bar-
rett, 2004), does not include in-session exposures. Rather, expo-
sures are negotiated as specific homework exercises. In contrast,
the protocol evaluated in the present study emphasizes in-session
exposures as a key component of the treatment. Prior work has
shown that significant clinical improvements follow the introduc-
tion of exposure tasks during therapy (Peris et al., 2015) and are
essential to treatment success (Bouchard, Mendlowitz, Coles, &
Franklin, 2004; Hudson, 2005; Peterman, Carper, & Kendall,
2016; Rapee, Wignall, Hudson, & Schniering, 2000; Ost, Svens-
son, Hellstrom, & Lindwall, 2001). Assigning exposures solely as
a homework exercise as opposed to a task to be completed under
the guidance of the therapist in session means that it is more
difficult to know whether the child actually completed the expo-
sure tasks and how well they were done. This in turn may lead to
less favorable treatment outcomes.

Treatment gains were maintained at 2-year follow-up, and rates
of remission were relatively stable. Relapse rates were encourag-
ingly low, and a high percentage of nonresponders at posttreatment
achieved remission of their primary anxiety disorders 2 years later.
These findings are consistent with those in prior studies with
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shorter (Bodden et al., 2008; Nauta et al., 2003; Wergeland et al.,
2014) as well as longer (Kendall, Safford, Flannery-Schroeder, &
Webb, 2004) follow-up periods, supporting the durability of treat-
ment effects. Maintenance of treatment gains were noted on child
self-report, but no additional improvement was observed at follow-
up. However, both parent ratings of anxiety symptoms and thera-
pist ratings of functional outcomes continued to improve from
posttreatment to follow-up. Much of the evidence base for ESTs
for childhood anxiety disorders come from North American stud-
ies, and studies from other countries have shown poorer outcomes
(Weisz et al., 2013). Patient characteristics relevant for treatment
outcome may differ not only between efficacy and effectiveness
studies but also across different nationalities. Previous compari-
sons of children treated in university-based research clinics and
community clinics have found important differences—for exam-
ple, in sociodemographic characteristics, anxiety severity, and
comorbid externalizing symptoms (Ehrenreich-May et al., 2011;
Southam-Gerow et al., 2003; Villabg, Cummings, Gere, Torg-
ersen, & Kendall, 2013)—but also important similarities (Villabg
et al., 2013). Similarly, the present sample had higher clinical
severity ratings of their anxiety disorders (ADIS CSR) and parent-
reported internalizing symptoms compared to participants in the
largest treatment trial to date for pediatric anxiety disorders
(Walkup et al., 2008). Yet, response rates between the two studies
were comparable.

The present study found both individual and group CBT to be
effective, with no overall significant differences between them,
lending further support to the effectiveness for both formats of
delivery (de Groot, Cobham, Leong, & McDermott, 2007;
Flannery-Schroeder & Kendall, 2000; Lau et al., 2010; Liber et al.,
2008; Wergeland et al., 2014). Of particular relevance for dissem-
ination of ESTs, the present results suggest that CBT can be
effectively delivered by nonspecialist therapists with little prior
training in CBT (and working in “real-world” settings). Therapists
received only a 2-day workshop before the study, which is less
than in some other effectiveness trials (Barrington et al., 2005;
Bodden et al., 2008; Wergeland et al., 2014). Therapists in
university-based research (efficacy) settings are typically doctoral
trainees or doctoral-level psychologists specialized in the treat-
ment delivered (e.g., Kendall et al., 2008; Walkup et al., 2008),
whereas therapists in community care (effectiveness) settings, such
as in the present study, represent multiple professions and treat a
clinically heterogeneous population (Smith et al., 2017; Southam-
Gerow et al., 2010; Wergeland et al., 2014). Such differences can
impact treatment delivery, although a recent study found more
similarities than differences in treatment delivery of manual-based
ICBT across research and practice settings (Smith et al., 2017).
Treatment integrity was comparable to that in some effectiveness
trials (e.g., Wergeland et al., 2014) but lower than that in other
both effectiveness and efficacy trials using the same treatment
protocol (e.g., Kendall et al., 1997, 2008; Southam-Gerow et al.,
2010). These results may directly address therapist skepticism
regarding the ecological validity of efficacy trials. Ensuring that
treatment evaluations are relevant to practitioners is key to suc-
cessful dissemination of ESTs in nonresearch settings (Antony,
2005).

Findings to date have indicated that although youth with social
anxiety respond positively to CBT, their outcomes are not as
favorable as are those for youth with SAD or GAD. An additional

important finding of the current study is that SOC as the principal
disorder moderated effectiveness of ICBT and GCBT: Children
with SOC responded better when treated in the group format than
in the individual format. This finding is contrary to some previ-
ously reported inconsistent outcomes (Liber et al., 2008; Manassis
et al., 2002; Wergeland et al., 2014). The modifications made to
the traditional group format in the current study may in part
explain these differences. Introducing the child to treatment in
individual sessions with the therapist before entering the group
may be a key factor to successful outcomes for youth with SOC.
The presence of comorbid disorders may compromise treatment
response. Comorbid ODD was more frequent among children in
ICBT. Cooccurrence of SOC and ODD was low (only 2% of
children with SOC had comorbid oppositional defiant disorder,
compared to 7% of children with SAD and 11% of children with
GAD), and it is less likely that differences in comorbid disorders
can explain the more favorable outcomes for children with SOC in
GCBT compared to ICBT. In addition to GCBT’s being more
effective than ICBT for children with SOC, attrition rates
were significantly lower in the group format. Taken together, these
results suggest that the modified group format may be more
acceptable to anxious youth and particularly more suitable for
children with SOC. However, at the 2-year follow-up there were
no significant between-groups differences in outcomes between
the diagnostic groups and children with SOC who had received
individual or group CBT. This suggests that children who receive
individual CBT are likely to catch up to those who received group
CBT. Treatment gains were maintained, and additional improve-
ment was observed, over the course of the follow-up period for a
significant portion of children in both treatment groups. The dif-
ference in speed of recovery during acute treatment in children
with SOC, however, has important implications. Results from the
current study suggest that the modified group CBT format will
lead to a more rapid response when compared to traditional
individual-based CBT.

More children who received the active treatment lost their
principal anxiety diagnosis and improved their overall functioning
compared to children on the wait list. However, there were no
differences between the groups in change in anxiety symptoms,
neither by youth nor by parent report. There are several possible
explanations. As part of the treatment, children and parents learn
about anxiety symptoms and how to recognize them, which may
raise their awareness of such symptoms. As a consequence, they
may actually report more symptoms at posttreatment. In addition,
given that children are taught to expect some symptoms to con-
tinue but to use them as cues to not avoid, self-report of symptoms
may persist even when functioning improves.

Potential limitations merit consideration. CBT was compared to
a wait list and not to treatment as usual (TAU), and such a
comparison may inflate the observed treatment effects. In a related
vein, using a wait-list comparison condition eliminates the oppor-
tunity to make comparisons at follow-up (it is unethical to make
treatment-seeking children wait 2 years). It is important to com-
pare treatments, such as CBT, to standard care. Some evidence has
shown limited support for CBT against TAU for child anxiety
disorders in effectiveness studies (Barrington et al., 2005;
Southam-Gerow et al., 2010), but a closer look (e.g., Southam-
Gerow et al., 2010) identified that (a) TAU youth received multi-
ple mental health services and (b) the exposure portion of CBT
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was not done with full integrity. Studies were also underpowered
to detect anything but large differences in effect sizes. On the other
hand, using TAU as a comparison condition is not without its
challenges (Ost, 2014): TAU changes over time, treatment dura-
tion may differ between TAU and the treatment of interest, and
treatment integrity is typically not assessed with TAU. In the
present study, we did not observe significant differences in treat-
ment response between ICBT and GCBT. However, because this
two-group comparison was a secondary question in the study, it
was not adequately powered to detect small differences between
the two active treatments. Another limitation in the present study
is the fact that we do not know what other services children
received during the follow-up period. The degree to which addi-
tional services received may have contributed to the positive
findings is unknown.

Future Directions

Based on the present findings, CBT for pediatric anxiety disor-
ders can be implemented effectively when delivered in individual
and group formats. However, the group format was associated with
lower treatment attrition and may thus be more feasible in com-
munity settings. The adapted group format may result in more
rapid improvement for youth with SOC and merits consideration
for this group. Future implementation efforts need to consider
more feasible ways of providing clinical supervision to improve
attendance and possibly treatment outcome.

Youth vary in the speed with which they show a positive
treatment response. Future studies should examine factors that
influence the speed of recovery for children with anxiety disorders
and what forces contribute to a speedier recovery for subgroups of
children. Such a goal may be important when making recommen-
dations about formats of delivery, such as modified group CBT for
children with SOC. A critical, but as yet unanswered, question is
what treatments to offer a child who does not respond to empiri-
cally supported interventions. How can we best sequence treat-
ments by augmenting or altering them to provide more effective
services to those who do not respond to current best practice
protocols?
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