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Abstract
We developed and evaluated a brief (8-session) version of cognitive-behavioral therapy (BCBT)
for anxiety disorders in youth ages 6 to 13. This report describes the design and development of
the BCBT program and intervention materials (therapist treatment manual and child treatment
workbook) and an initial evaluation of child treatment outcomes. Twenty-six children who met
diagnostic criteria for a principal anxiety diagnosis of separation anxiety disorder, generalized
anxiety disorder, and/or social phobia were enrolled. Results suggest that BCBT is a feasible,
acceptable, and beneficial treatment for anxious youth. Future research is needed to examine the
relative efficacy of BCBT and CBT for child anxiety in a randomized controlled trial.
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Anxiety disorders (AD) are common in youth, with epidemiological studies and large
surveys suggesting that approximately 10% to 20% of youth experience impairing anxiety
(Costello, Mustillo, Erkanli, Keeler, & Angold, 2003). Current estimates indicate that as
many as 50% to 70% of children with disordered levels of anxiety have not received
treatment (Chavira, Stein, Bailey, & Stein, 2004; Egger & Burns, 2004). Childhood anxiety
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disorders that are untreated are associated with significant impairment in school
performance, family functioning, and social relationships (e.g., Ialongo, Edelsohn,
Werthamer-Larsson, Crockett, & Kellam, 1995). Furthermore, untreated anxiety in youth
tends to run a chronic course extending into adulthood (Costello & Angold, 1995; Ferdinand
& Verhulst, 1995), putting individuals at increased risk for later psychopathology (e.g.,
anxiety, depression, substance abuse; Swendsen et al., 2010) and educational
underachievement as adults (Woodward & Fergusson, 2001). Given the frequency with
which anxiety disorders occur in youth and their associated impairment, researching
effective and efficient treatments remains a valued priority (Kendall, Settipani, &
Cummings, 2012).

Previous summaries of outcome evaluations of cognitive-behavioral therapy (CBT) for
anxious youth have concluded that the treatment is “Probably Efficacious” (APA Task Force
on the Promotion and Dissemination of Psychological Procedures, 1995; Ollendick & King,
2012; Silverman, Pina, & Viswesvaran, 2008) as multiple randomized controlled trials
(RCTs) by several research groups support its efficacy and the maintenance of gains (Barrett
et al., 1996; Barrett, 1998; Beidel, Turner, & Morris, 2000; Kendall et al., 1997; Kendall,
Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008; Manassis et al., 2002; Silverman et al.,
1999). The Coping Cat program (Kendall & Hedtke, 2006a, 2006b), one specific CBT
protocol for youth anxiety, has been the treatment evaluated in several of the RCTs (e.g.,
Kendall, Hudson, et al., 2008) including the largest evaluation—a multisite RCT with 488
participants randomized to CBT (Coping Cat), medication (sertraline), combined CBT and
medication, and pill placebo conditions (e.g., Walkup et al., 2008). Given the favorable
outcomes in recent comparisons with alternate treatments and with both medication and pill
placebo, CBT for youth anxiety may be considered an efficacious treatment.

The next step to improving treatment is to improve the efficiency of the treatment and
enhance treatment dissemination (Kendall, 2012). By enhancing treatment efficiency,
barriers to treatment are addressed. First, it may be more feasible to implement brief
cognitive-behavioral therapy (BCBT) in community settings because BCBT requires fewer
sessions. Second, BCBT may increase the number of clients for whom a trained therapist
could provide services (i.e., 2 clients treated for every 1 client treated with 16-week CBT).
Although speculative, it may be easier to train therapists in BCBT because it requires that
therapists learn fewer treatment features (training therapists in CBT for anxiety disorders has
been identified as a barrier for implementation; Beidas & Kendall, 2010; Beidas, Edmunds,
Marcus, & Kendall, 2012). Third, BCBT may be more acceptable to clients because it
requires fewer sessions, potentially reducing treatment cost, transportation cost, and time
and effort involved. All of these factors lead to treatment attrition in community clinics.
Thus, effective BCBT has the potential to reduce the research-to-practice gap that has been
identified as a pressing priority for mental health services research (Herschell, McNeil, &
McNeil, 2004) and is the next step in the refinement of treatment of anxiety disorders in
youth.

CBT for anxious youth is typically comprised of (a) psychoeducation, (b) skill training,
including the development of affect recognition, cognitive restructuring, relaxation, and
problem solving, and (c) exposure to feared stimuli. Both researchers and clinicians have
speculated about which components within treatment programs make the most substantial
contributions to treatment gains, but little empirical data are available. Although the
literature to date is scant, studies suggest that some treatment components of CBT are
especially potent in producing greater therapeutic change, whereas other components may
be less essential. Research is critical for determining the critical components of CBT
(Damschroder et al., 2009): to date, exposure and cognitive restructuring have been
proposed as central.
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Exposure is widely viewed as a critical component of CBT for anxiety disorders. In one
RCT evaluating a 16-week CBT, assessments were conducted midtreatment (after 8 weeks
of education/skills training, but before exposure). Whereas midtreatment comparisons
revealed nonsignificant differences between CBT-treated children and waitlist children,
comparisons at posttreatment (after the exposure tasks) identified that the treatment
produced beneficial gains (Kendall et al., 1997). These results, though not a direct
comparison, suggest that exposure tasks are necessary for effective treatment. Similar
findings are present in the adult anxiety literature, where it has been found that exposure
tasks alone can produce treatment gains that are comparable to exposures coupled with
cognitive restructuring (e.g., Bryant, Sackville, Dang, Moulds, & Guthrie, 1999; Hope,
Heimberg, & Bruch, 1995). Taken together, these findings support the importance of
exposure tasks in the effective treatment of anxiety (Kendall, 2012; Kendall et al., 2005).

Cognitive change has also been suggested as a key ingredient. Two studies evaluated the
role of changes in children’s self-talk as a mediator of outcome. Treadwell and Kendall
(1996) found that changes in children’s negative self-talk mediated treatment outcome for
youth who received a 16-week CBT program. The mediational role of changes in negative
self-talk was further examined using a separate sample of treated AD youth and improved
methods (Kendall & Treadwell, 2007). The findings from this second study were consistent
with the earlier report and suggest that reductions in children’s negative self-talk but not
changes in positive self-talk (the “power of non-negative thinking,” Kendall, 1984), mediate
treatment response for CBT-treated AD youth. Other potential mediators have yet to be
evaluated, so alternate explanations cannot be eliminated. Nevertheless, results suggest that
a change in negative self-talk is a mediational model and features of CBT that address self-
talk merit retention in a BCBT.

Research suggests that other components of CBT may be less essential for therapeutic
change. For example, previous empirical work found that CBT remains effective without
extensive progressive muscle relaxation training (e.g., Hudson, 2005; Rapee, 2000). The
removal and/or reduction of relaxation training in previous studies was intended to allow
treatment to be time- and cost-effective, a goal consistent with developing a BCBT. Other
components of CBT have been understudied with regard to their role as critical components
(e.g., psychoeducation, skill-building, problem-solving, affect regulation). Given the paucity
of literature, we hypothesized that youth may need skill-building to engage with the
treatment and the exposure tasks.

In the present study, an 8-session brief CBT program (i.e., therapist manual and client
workbook) was developed and evaluated with 26 children (6 to 13 years old) who met
criteria for a DSM-IV principal diagnosis of generalized anxiety disorder (GAD), separation
anxiety disorder (SAD), or social phobia (SP). The primary aims were to evaluate the
feasibility of enrolling, retaining, and treating children with BCBT. Secondary aims
included examination of child treatment outcomes and therapist adherence and acceptance of
the protocol. We hypothesized that the BCBT program would be feasible to implement, that
youth outcomes would improve, and that therapists would be adherent and find the treatment
acceptable.

Method
Procedure

The project had two phases. Phase I involved the creation of the BCBT program, including
the separate development of the therapist treatment manual (Kendall, Crawley, Benjamin, &
Mauro, 2012) and child client workbook (Kendall, Beidas, & Mauro, 2012). In Phase II, the

Crawley et al. Page 3

Cogn Behav Pract. Author manuscript; available in PMC 2014 May 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



feasibility of implementing the treatment and therapist adherence to the BCBT protocol was
evaluated, along with the examination of child treatment outcomes.

Phase I—The BCBT program was based on a research-guided determination of critical and
adaptable components (Damschroder et al., 2009). Specifically, an 8-week CBT program
(brief Coping Cat program) was developed from the inclusion of empirically supported
components in the effective treatment of anxious youth (e.g., exposure tasks, Kendall et al.,
2005) and the elimination/reduction of features indicated by research as being less essential
(e.g., relaxation training; Hudson, 2005). Where research findings were unavailable, the
judgments of experience/expert clinicians were used (e.g., deciding which homework
assignments to include/exclude). The initial culling of the content and reduction from 16 to 8
sessions was accomplished by the authors with guidance from experienced clinicians within
the anxiety clinic.

Once initial drafts were completed, the BCBT treatment materials were distributed to a
panel of CBT experts who reviewed treatment materials and completed a series of
questionnaires to evaluate the content and format of each individual session, as well as the
anticipated ease of implementation and feasibility of the entire BCBT program. The panel
consisted of experts in the fields of psychology and psychiatry, each with extensive
experience in the development and evaluation of efficacious treatments for anxious youth.
Feedback from the expert panel was integrated and iterative revisions were made. The
resulting BCBT treatment program was piloted in Phase II of the study. For detailed
discussion of the BCBT treatment, please see Beidas, Mychailsyzn, Podell, and Kendall (in
press).

Phase II—The BCBT program was evaluated using a sample of youth with a principal
anxiety diagnosis of SAD, GAD, or SP. Parent(s) participated in a brief telephone screening
before being invited to participate in the structured diagnostic interview. Within a week after
referral, a clinic staff member contacted the parent(s) to arrange an intake. As indicated by
the Consolidated Standards of Reporting Trials (CONSORT) table (Figure 1), 38 of 44
children completed the intake assessment. Parents and children were asked to sign informed
consent and assent, respectively, for treatment. The protocol was approved by the Temple
University Institutional Review Board. Diagnostic interviews and self-report measures were
administered separately to the parents and the child at pre- and posttreatment and at 2
months following treatment. A telephone interview was conducted at 1 year following the
treatment. In addition, each member of the expert panel reviewed session tapes of a
randomly selected case (all sessions; one case per expert) and provided comments and
feedback.

Participants received 8 therapy sessions (six 1-hour sessions and two 1.5-hour sessions) for a
total treatment time of 9 hours (compare to 16 hours). Treatment materials (adapted from the
Coping Cat program; Kendall & Hedtke, 2006a, 2006b) included the newly designed
therapist manual and child workbook. BCBT sessions focused first on teaching coping skills
to the child and/or parent and then on providing the child and/or parent the opportunity to
practice the skills via exposure tasks. Therapists served as “coaches” when teaching skills
and facilitating practice throughout treatment. Based on experience with manual-based
treatments, a flexible implementation consistent with “flexibility within fidelity” was used
(see Kendall & Beidas, 2007; Kendall, Gosch, Furr, & Sood, 2008).

Setting and Personnel
During Phase I, devoted to the development of the BCBT program, the expert panel
reviewed written treatment materials and provided feedback using rating forms at various
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points. Following completion of Phase II of the study, the expert panel watched recorded
sessions of a randomly selected complete case and provided feedback.

Doctoral students in clinical psychology conducted all structured diagnostic interviews and
assessments. BCBT was implemented by eight master’s-level therapists with 2 to 3 years of
experience. Therapists participated in weekly 1-hour supervision with the principal
investigator throughout the study, which included discussion of cases and review of
sessions. All therapists had previously completed CBT training in the 16-week Coping Cat
program, studied written manuals, and participated in a full-day workshop prior to initiating
supervised pilot cases. The workshop included didactic presentation, role-plays, trainee
demonstration, videotape playback, and open discussion. The BCBT protocol was
introduced via review of the new manual and workbook in a separate half-day workshop.

Participants
Participants were 26 youths (30.8% female), ages 6 to 13 (M=9.04, SD=2.14), with principal
diagnoses of SAD, GAD, or SP enrolled between 2009 and 2010. Children were referred by
school personnel, parents, and physicians. Exclusion criteria included the presence of a
disabling medical condition, comorbid diagnosis of psychosis or major depressive disorder,
mental retardation, or concurrent anxiolitic or antidepressant medication treatment. At least
one parent or guardian was required to speak English.

Participants self-identified as Caucasian (n=19; 73.1%), African American (n=1; 3.8%),
Asian (n =4; 15.4%), Hispanic (n=1; 3.8%), and “other” (n=1; 3.8%). The sample was
moderate to high SES families, and most parents had completed at least some college:
Family income was self-reported as below $20,000 (4.8%), up to $40,000 (4.8%), up to
$60,000 (14.3%), up to $80,000 (23.8%), and above $80,000 (52.4%). Parents reported
education level as high school graduates without college (8.3% of fathers and 8.3% of
mothers), some college education (25.0% of fathers and 16.7% of mothers), completed a 4-
year college education (37.5% of fathers and 37.5% of mothers), attended graduate school
(25.0% of fathers and 33.3% of mothers), or self-identified their education as “other” (4.2%
of fathers and 4.2% of mothers).

Principal diagnoses were as follows: Four (15.38%) children were identified with a principal
diagnosis of SAD, 6 (23.08%) with SP, 12 (46.15%) with GAD, 3 (11.54%) with both SP
and GAD as co-primary, and 1 (3.85%) with both SP and SAD as co-primary. All diagnoses
were based on structured interviews (i.e., ADIS). Comorbidity was common: 42.3% of
children were comorbid with SAD, 50.0% with SP, 38.5% with GAD, 57.7% with specific
phobia, 15.4% with attention-deficit/hyperactivity disorder, 7.7% with oppositional defiant
disorder, 7.7% with dysthymia, 11.5% with obsessive-compulsive disorder, and 11.5% with
school refusal.

Rates of treatment attrition were very low: one participant lost contact between intake
assessment and the first therapy session, and another participant was referred out due to
cognitive limitations/complications that became apparent during treatment. The 24
remaining participants completed all 8 weekly sessions. One participant was lost to 2-month
follow-up, and 3 were lost to 1-year follow-up.

Measures
Treatment Satisfaction
Satisfaction Questionnaire (SQ): At posttreatment and follow-up, participants and their
parent(s) rated 8 SQ items on a 1 to 4 Likert-type scale regarding their own satisfaction with
treatment (e.g. “How would you rate the quality of care you have received?”). Items address
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both negative and positive aspects of the program in a balanced fashion. To help secure
unbiased information, this questionnaire was administered by an independent evaluator.

Treatment Integrity—Treatment integrity assessed whether treatment-as-described was
treatment-as-provided. A checklist, adapted from that used for the 16-week CBT protocol,
measured the integrity of BCBT. All BCBT sessions were videotaped and checked for
integrity by the principal investigator and an advanced therapist using a checklist of the
content and strategies called for in the sessions. Integrity was checked on 20 randomly
selected video-taped sessions (representing all sessions) and therapist adherence to the
primary goals and content of the session was rated.

Feasibility—The expert panel completed the following measures following review of the
written materials and one videotaped case (all sessions). The BCBT therapists completed
these forms after each session for each client.

Summary Therapist Feedback Form (STFF): At posttreatment, therapists provided
feedback about the manual, session content, and workbook. Therapists rated each of the 7
items on a 1-to-7 Likert scale regarding their views on the appropriateness and ease of
implementation of the session content and format, as well as the overall feasibility of the
treatment program (e.g., “How easy was it to understand the content of the manual?”).

Manual Rating Form (MRF): During Phase I, the expert panel evaluated the BCBT
treatment manual by rating the feasibility and accessibility of (a) each individual session and
(b) the entire manual. The 8-item MRF, developed for this project, is rated on a 1 to 7
Likert-type scale with 2 short answer items for additional comments. The data from these
forms informed and influenced (i.e., were incorporated into) the content of the BCBT
manual, prior to its use in Phase II.

Weekly Therapist Feedback Form (WTFF): BCBT therapists provided feedback about
the treatment manual, session content, and child workbook on a weekly basis. Therapists
rated each of the 9 items on a 1 to 7 Likert-type scale regarding their views on the
appropriateness and ease of implementation of the session, as well as the feasibility of the
treatment program (e.g., “Did you feel rushed to accomplish all of the goals of today’s
session?”).

Diagnostic Instruments
Anxiety Disorders Interview Schedule for Children – Parent (ADIS-P) and Child
(ADIS-C) Versions; (Albano & Silverman, 1996; Silverman & Albano, 1996): This
semistructured interview assesses symptoms and severity for DSM-IV diagnoses and
permits diagnoses of comorbidity. Good interrater and retest reliability (Silverman & Eisen,
1992) have been reported. Parents and children were interviewed separately. Experienced
diagnosticians trained independent raters by observing practice sessions with clients,
providing feedback, and assessing performance with reliability assessments. Raters were
required to meet and maintain interrater reliability of .85 (Cohen’s κ). All diagnostic
interviews were video- and audio-taped. At 1-year follow-up, ADIS interviews using the
SAD, GAD, and SP sections were conducted by experienced diagnosticians by phone.

Clinical Global Impression–Severity and Improvement Scales (CGI-S & CGI-I; Guy,
1976): The CGI-S and CGI-I assessed overall severity and improvement on a 7-point scale,
with lower scores indicating less severity and more improvement, respectively. The
independent evaluator who conducted the assessment assigned a CGI-S score at pre- and
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posttreatment, and at 2-month follow-up, and a CGI-I score at posttreatment and 2-month
follow-up.

Child Symptomatology
Multidimensional Anxiety Scale for Children (MASC-C; March, Parker, Sullivan,
Stallings, & Conners, 1997): This 39-item self-report scale yields an overall anxiety score
and four subscale scores: physical symptoms, social anxiety, harm avoidance, and separation
anxiety. Retest reliability ranges from .77 to .88 (March & Albano, 1998; March et al.,
1997). The psychometric properties are solid and have been established with multiple
samples (e.g., see also Baldwin & Dadds, 2007). A parallel version for parents (MASC-P) to
report on their child’s anxiety symptoms was also administered. Both MASC-C and MASC-
P were completed at pre- and posttreatment and 2-month follow-up.

Results
Analyses were conducted using (a) the intent-to-treat sample and (b) the completer sample
of participants who completed all treatment sessions. Because there were no significant
differences, the results reported herein are from the more conservative intent-to-treat
analyses.

Acceptability and feasibility were examined via percentages and mean ratings. Treatment
acceptability concerned rates of perceived benefit from treatment, whether the program
would be recommended to others with similar problems, and parent/child satisfaction with
treatment. The feasibility of the intervention was evaluated via rates of recruitment and
retention, therapist adherence to the protocol, and feedback from the therapists themselves.
Feasibility was also assessed by examining rates of attrition.

Acceptability
Child- and parent-reported satisfaction on the SQ was favorable at both posttreatment and 2-
month follow-up (see Table 1). Child and parent ratings were comparable. Both children and
parents rated the quality of care that they received as between “excellent” and “good” at
posttreatment and 2-month follow-up. Both informants endorsed that “most” to “all” of their
needs had been met, they would recommend the program to a friend, they got the help they
wanted, they were satisfied with the amount of help they received, and the help they
received aided them to deal more effectively with their problems. Overall, they were
“mostly satisfied” to “very satisfied” with the help they received, and they reported that they
would come back to the clinic if they sought additional services in the future.

Feasibility
Participant recruitment and retention rates indicate feasibility with the implementation of the
BCBT protocol (see Figure 1). Of the 38 potential participants who completed the intake
procedures, 26 (68.42%) met study eligibility criteria and were assigned a therapist. Of
these, 24 (92.31%) completed the 8-session treatment and 23 (88.46%) of the 26 completed
the treatment and all assessments. Using attrition data from the full 16-session CBT
treatment (Kendall & Sugarman, 1997), we estimated BCBT attrition a-priori to be 12%.
Our results are consistent with this estimate, suggesting attrition from BCBT is comparable
with attrition from a full CBT protocol.

Therapists adhered to the protocol: treatment integrity was very favorable. The data indicate
that the treatment described in the therapist manual was indeed the treatment that was
provided. The randomly selected video-tapes included all 8 child sessions and both parent
meetings. Integrity for both parent meetings was 100% (goals/contents matched the
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treatment manual). For each of the 8 child sessions the percentages were between 94% to
100%, with 6 of the 8 sessions rated 100% adherent.

Therapists provided ratings of the feasibility of implementation of the BCBT protocol.
These ratings were obtained to guide later refinement of the manual following Phase II
implementation. The STFF was completed by each therapist for each client following
completion of the final (8th treatment session; see Table 2). Therapist ratings on the STFF
indicated that therapists viewed the manual as easy to understand, easy to implement as
outlined, and user-friendly. Therapists also rated the manual as allowing for enough
flexibility, absent of unnecessary elements, and containing the CBT elements they believed
were important to be included. Therapists noted that they felt “somewhat” rushed to
accomplish all treatment goals in 8 sessions. This feedback was considered during revisions.

Similar in content to the STFF, the Manual Rating Form (MRF), assessed therapists’
session-by-session ratings of ease of understanding of the manual, clarity of session goals,
ability to accomplish session goals in the time allotted, session allowance for flexibility of
implementation, sufficiency of information included, overall session contribution to the
treatment, absence of unnecessary elements, and presence/absence of necessary treatment
components (see Table 3). Overall, sessions were rated favorably with one exception:
Session 3 was not rated as favorably as the other sessions. In Session 3 therapists felt there
was insufficient time to accomplish the session goals and too much information was
included. This feedback informed manual revisions.

Therapists completed the WTFF following each session with each client. WTFF ratings
assessed therapist perceptions of the applicability of homework (STIC) tasks, usefulness of
the workbook, child mastery of the session content, presence/absence of necessary and
unnecessary elements, feeling “rushed” to accomplish treatment goals, adequacy of rapport
building time in session, flexibility, and overall session fit within the larger treatment
protocol (see Table 4). Similar to the feedback obtained from the MRF, sessions were rated
quite favorably. However, Session 3 ratings were discrepant from the otherwise favorable
session ratings. Session 3 was rated as difficult to accomplish in the time allotted, containing
insufficient time for rapport building, and lacking flexibility. Additionally, therapists
expressed less confidence in the child’s mastery of session content from Session 3 compared
to other sessions. Therapists concerns about Session 3 in particular, as noted on the WTFF
and MRF, guided later revisions of the treatment materials.

Improvement in Anxiety
Improvement in anxiety, measured in several ways by the ADIS-C/P, was based on (a)
diagnoses and (b) clinician severity ratings (CSR) scores assigned by reliable independent
evaluators. Analyses examined (a) the percentage of children who no longer met diagnostic
criteria for their principal pretreatment anxiety diagnosis and (b) changes in the CSR scores
for their principal anxiety diagnosis. Outcomes were also evaluated using CGI-I scores at
posttreatment (i.e., an independent evaluator CGI-I rating of 1 or 2, indicated a favorable
treatment response). Changes in baseline scores on the primary and secondary scalar
outcome measures were analyzed using a paired-sample t-test. Analyses also explored
potential correlates of treatment outcome, including participant characteristics and scores on
pretreatment variables. These variables were examined in relation to scores reflecting both
improvement (pre- to posttreatment) and maintenance (pretreatment to 2-month follow-up).

Using composite diagnoses from the ADIS-C/P, 42.3% of BCBT-treated youth no longer
met criteria for their principal anxiety diagnosis at posttreatment, 33.3% of these youth did
not meet criteria for their principal anxiety diagnosis at the 2-month follow-up period, and
65.0% of these youth did not meet criteria for their principal anxiety diagnosis at the 1-year
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follow-up period. Examination of mean change in CSR score from pre- to posttreatment
evidenced improvement (M=2.0, SD=2.0). Gains were maintained at 2-month follow-up
(M=1.90, SD=2.00) and at 1-year follow-up (M=3.45, SD=2.33). Using a paired samples t-
test, the CSR score of the principal diagnosis improved significantly from pre- to
posttreatment, t = 5.07 (25), p <.001, Cohen’s d = 1.47, from pretreatment to 2-month
follow-up, t=4.37 (20), p<.001, Cohen’s d=1.32, and from pretreatment to 1-year follow-up,
t=6.63 (19), p<.001, Cohen’s d=1.99. CSR scores of the principal diagnosis also improved
significantly from posttreatment to 1-year follow-up, t=3.68 (19), p=.002, Cohen’s d=0.59.

Improvement was also evidenced by mean CGI-I scores at posttreatment (M=2.15, SD=.67)
and 2-month follow-up (M=2.35, SD=1.09). Severity, assessed by the CGI-S, was
comparable at posttreatment (M = 3.4, SD = 1.19) and 2-month follow-up (M = 3.30, SD =
1.49). CGI-S ratings improved significantly from pre- to posttreatment, t=3.22 (17), p=.005,
Cohen’s d=1.56, and from pretreatment to 2-month follow-up, t=2.96 (20), p=.008, Cohen’s
d=1.32.

Child ratings of anxiety (MASC-C total score) improved significantly from pre- to
posttreatment, t=4.07 (21), p = .001, Cohen’s d = 1.78, and from pretreatment to 2-month
follow-up, t=3.75 (21), p=.001, Cohen’s d=1.64. Similarly, parent report of child anxiety
symptoms on the MASC-P (total score) improved significantly from pre- to posttreatment,
t=4.30 (19), p<.001, Cohen’s d=1.97, and from pretreatment to 2-month follow-up, t=4.84
(18), p<.001, Cohen’s d=2.28. All effect sizes reported above were large effects.

Features of the participants (i.e., child age, household income, parent age) and pretreatment
CGI-S scores were not significantly correlated with improvement on the CGI-I. Mean CSR
changes from pre-to posttreatment were not significantly associated with child pretreatment
primary anxiety diagnosis, χ2 =22.24 (24), p=.565, nor were mean changes from
posttreatment to 2-month follow-up, χ2 = 27.18 (20), p=.13. However, from pretreatment to
1-year follow-up CSR changes were significantly associated with child pretreatment primary
anxiety diagnosis, χ2=42.27 (28), p=.041. Mean principal diagnosis CSR changes from pre-
to posttreatment, pretreatment to 2-month follow-up, and pretreatment to 1-year follow-up
respectively by diagnosis were: SAD (M=2.50; M=2.67; M=4.00), SP (M=.83; M=.67; M=.
80), GAD (M=2.58; M=1.89; M=4.3), SP and GAD co-primary (M=1.00; M=1.50; M=4.0),
and SP and SAD co-primary (M=4.00; M=3.00; M=6.0).

At 1-year follow-up the following percentage of parents reported BCBT components as
“very helpful” or “helpful” in reducing anxiety their child’s anxiety: using relaxation skills
(85%); changing unhelpful thoughts (90%); using problem-solving skills (95%); parents
changing parenting approach (75%); doing exposures (100%); positive relationship with his/
her therapist (100%); getting support/help from teachers (65%).

At 1-year follow-up, parents reported potential impediments to improvement as “very
much” or “somewhat.” Lack of connection with his/her therapist (5%); avoiding things that
make him/her anxious (65%); thinking in very negative ways (45%); difficulty practicing
what s/he learned in therapy (60%); difficulty applying what s/he learned in therapy to new
situations (35%); having negative things happen to him/her (10%); parental or family
member anxiety or other problems (10%); lack of support from family or teachers (10%);
being bullied by peers (20%); using drugs or alcohol (0%). At 1-year follow-up 45.0% of
parents reported that they did not seek additional services for treating their child’s anxiety
after participating in BCBT, and 36.8% of families received additional treatment at the clinic
following BCBT. Pretreatment CSR scores of the principal anxiety disorder were not
significantly associated with seeking additional treatment following BCBT, χ2 =2.49 (3), p=.
48.
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Discussion
An 8-session CBT (BCBT; brief Coping Cat program) for anxiety disorders in 6- to 13-year-
old youth was developed and evaluated and found to be feasible, acceptable, and beneficial.
The streamlined CBT (i.e., BCBT) kept the essential elements, treatment strategies, and
sequence of sessions of the 16-session Coping Cat program (Kendall & Hedtke, 2006a,
2006b). The BCBT program was guided by both an expert panel and therapist feedback and
relied heavily on findings that highlight the importance of exposure tasks for the effective
treatment of anxious youth.

The present findings indicate that a less expansive psychoeducation and a more
circumscribed yet direct use of exposure tasks (the BCBT program) were both acceptable
and feasible to the participants and to the therapists. The quality of care was reported by
parents and children to be sufficient to meet their needs and they reported being satisfied.
Consistent with the self-reported outcomes, recruitment and attrition rates were favorable
and comparable to those reported for the 16-session CBT (Kendall & Sugarman, 1997).
Therapists gave positive reviews of the therapy materials, yet did report feeling “somewhat
rushed” to accomplish all the treatment goals in 8 sessions. This finding could be linked to
the fact that therapists in the study had been experienced in the 16-session protocol and, not
surprisingly, would compare that protocol to the BCBT program.

It was clear that therapists in the study experienced Session 3 of BCBT as having too much
content. Such findings highlight the need to weigh the amount of content when
implementing manual-based treatment—a notion that has been referred to as “flexibility
within fidelity” (Kendall & Beidas, 2007). Just as having too little content in nondirective
therapies was insufficient for treating anxiety, having too much content may be unfavorable.
Further exploration of session content and the experience of it by participants might
facilitate an optimal balance of a BCBT intervention.

The BCBT initial outcomes are promising. Although the sample was limited in
socioeconomic and ethnic diversity, 42.3% of youth no longer met criteria for their principal
anxiety diagnosis after 8 weeks and 33.3% of youth maintained these gains at a 2-month
follow up. When examining principal diagnosis CSRs, there was significant improvement
from pretreatment to posttreatment, to 2-month follow-up. Research on abbreviated
treatment of specific phobias in children also found that treatment gains improved over time
(Ollendick et al., 2009). Many factors could explain the treatment gain over time.
Importantly, immediately following treatment, youth have less experience practicing their
skills independently, which may explain the gradual improvement over time.

At 1-year follow-up, 65.0% of youth no longer met criteria for their principal anxiety
diagnosis, though 55% of participants reported seeking additional treatment. When
examining principal diagnosis CSRs, there was significant improvement from pretreatment
to 1-year follow-up. The reasons for seeking additional treatment are unknown, but one
possibility is that participants required additional booster sessions as a result of the
abbreviated length of treatment. Participants might benefit from one or more scheduled
booster sessions following completion of BCBT.

When assessed at 1-year follow-up, principal diagnosis CSR reductions (from pretreatment)
varied significantly by diagnosis. That is, youth with social phobia as a principal diagnosis
were less likely to show additional treatment gains at 1-year follow-up, whereas other youth
demonstrated increased treatment giants at 1-year follow-up. It should be noted that 1-year
follow-up assessments were conducted over the phone, which could have influenced these
results. This finding is consistent with research from Puleo, Read, Klugman, and Kendall
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(2012), who found that youth with social phobia evidenced reduced maintenance of long-
term gains.

Child self-reported anxiety also showed significant improvement. Though a direct RCT
comparison is needed, a first blush consideration of the present results indicate beneficial
gains for a reasonable percentage of cases. Within the next needed study—an RCT
comparison of the 16-session CBT with the BCB—would be the search for predictors that
identify who would benefit from BCBT and who would need the longer intervention.

Despite the high prevalence rates for anxiety disorders in youth, surveys indicate that these
children are not being treated and although CBT for anxious youth is the recommended
treatment, most anxious youth are not receiving this treatment. It is important to find
interventions that are not only efficacious, but also cost-efficient and effective in routine
clinical care settings. A recent study compared usual care (UC) and CBT in a community
mental health clinic (Southam-Gerow et al., 2010). Surprisingly, although children
benefitted, CBT did not outperform UC, but there is more to the story. Those in UC also
received significantly more other intervention services and only 52% of CBT youth received
a full dose of CBT. More than 40% of CBT youth did not receive exposure tasks, a critical
component of CBT. One conclusion could be that CBT did not outperform UC, but another
conclusion would be CBT was provided in a diluted (e.g., lacking exposures) form. CBT is
not simply having a client “taking deep breaths” or being encouraged to engage in “positive
thinking.” One could ask, “Is it CBT if the exposures are missing?” and the answer would be
“no.” The present BCBT, which includes exposure tasks, may be more readily disseminated
because it is a time-efficient program; however, it will be essential, again, that exposure
tasks—challenging exposure tasks—be included/delivered before the program is deemed
CBT.

In this open pilot, BCBT was tested on moderate to upper SES youth who are primarily
Caucasian; additional study is warranted to determine its efficacy on more diverse
populations of youth. Additionally, research on the implementation of BCBT by community
clinicians is needed to determine whether they find BCBT and its focus on exposure tasks to
be feasible and acceptable. Feedback from this research will inform whether the treatment
protocol needs to be further reformed.

BCBT could be a valuable resource in primary care and school settings. Schools offer a
promising setting because underserved anxious children are in need of treatment and could
circumvent barriers to accessing outpatient services (Mychailyszyn, Brodman, Read, &
Kendall, in press). A school-based program also offers an environment where BCBT could
flourish given its short duration, access to both anxious and at-risk youth, and the
availability to provide experiential learning via in vivo exposures may be optimal.

The present study has limitations. The evaluation of feasibility and acceptability was less
hampered, but the evaluation of outcomes did not have a comparison condition. As a result,
multiple sources of invalidity (e.g., attention, passage of time) could help explain the
changes. Also, some of the measures used were developed for the present study and
psychometric information is limited. Therapists utilized in this study were experienced in the
delivery of CBT for anxious youth. Additional research conducted with inexperienced
clinicians is needed in that experienced clinicians may present BCBT differently because
they may have a more difficult time adapting their treatment style to the abbreviated time
period or may have better treatment outcomes due to their experience. Finally, youth in this
study were allowed to seek additional treatment services between 2-month and 1-year
follow-up. Future research should examine whether this further treatment is warranted, and
if so, identify which children will need continued therapeutic services.
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Figure 1.
Consort Table.
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Table 1

Rates of Perceived Benefit From Treatment (Satisfaction Questionnaire)

Child M (SD) Range Parent M (SD) Range

(1) How would you rate the quality of care you have received?

Post 1.64 (1.05) 1–4 1.14 (.35) 1–2

Follow-up 1.24 (.44) 1–2 1.19 (.40) 1–2

(2) Did you get the kind of help you wanted?

Post 3.55(.74) 1–4 3.77(.43) 3–4

Follow-up 3.64(.66) 2–4 3.62(.50) 3–4

(3) To what extent has the program met your needs?

Post 1.55(.96) 1–4 1.77(.81) 1–3

Follow-up 1.45(.80) 1–4 1.62(.59) 1–3

(4) If a friend were in need of similar help, would you recommend the program to him/her?

Post 3.82(.50) 2–4 3.91(.29) 3–4

Follow-up 3.64(.79) 1–4 3.90(.30) 3–4

(5) How satisfied are you with the amount of help you have received?

Post 3.55(.74) 1–4 3.64(.49) 3–4

Follow-up 3.64(.73) 1–4 3.50(.76) 3–4

(6) Has the help you have received helped you to deal more effectively with your problems?

Post 1.45(.67) 1–3 1.32(.48) 1–2

Follow-up 1.27(.55) 1–3 1.33(.58) 1–3

(7) In an overall, general sense, how satisfied are you with the help you have received?

Post 1.45 (.74) 1–4 1.27(.46) 1–2

Follow-up 1.41 (.73) 1–4 1.29(.46) 1–2

(8) If you were to seek help again, would you come back to our program?

Post 3.50(.80) 1–4 3.86(.35) 3–4

Follow-up 3.36(.95) 1–4 3.76(.44) 3–4

Note. Post=posttreatment; Follow-up=2-month follow-up. Anchors for Likert scale by question were as follows: Question (1) 1=Excellent,
2=Good, 3=Fair, 4=Poor; Questions (2), (4), and (8) 1=No, definitely not, 2=No, not really, 3=Yes, generally, 4=Yes, definitely; Question (3)
1=Almost all of my needs have been met, 2=Most of my needs have been met, 3=Only a few of my needs have been met, 4=None of my needs
have been met; Question (5) 1=Quite dissatisfied, 2=Indifferent or mildly dissatisfied, 3=Mostly satisfied, 4=Very satisfied; Question (6) 1=Yes,
they helped a great deal, 2=Yes, they helped somewhat, 3=No, they didn’t really help, 4=No, they seemed to make things worse; Question (7)
1=Very satisfied, 2=Mostly satisfied, 3=Indifferent or mildly dissatisfied, 4=Quite dissatisfied.
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Table 2

Summary Therapist Feedback Form (STFF)

How easy was it to understand the content of the manual?

M (SD) 6.71 (.56)

How easy was it to conduct the treatment as outlined by the manual?

M (SD) 5.33 (.86)

How user-friendly were the treatment materials (manual, workbook)?

M (SD) 6.14 (.73)

Did the manual allow for enough flexibility?

M (SD) 5.81 (.68)

Did you feel 8 sessions were sufficient to accomplish all of the treatment goals?

M (SD) 3.57 (1.69)

Were there any unnecessary elements included in the manual?

M (SD) 1.45 (.83)

Were there any important elements missing from the manual?

M (SD) 2.16 (1.61)

Note. Items rated on a 1 to 7 Likert scale where 1=“Not at all,” 4= “Somewhat,” and 7=“Very Much.”
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