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Abstract

Background: Although evidence-based assessments are the cornerstone of evidence-based
treatments, it remains unknown whether incorporating evidence-based assessments into clinical
practice enhances therapists’ judgment of therapeutic improvement. This study examined whether
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the inclusion of youth-and parent-reported anxiety rating scales improved therapists’ judgment of
treatment response and remission compared to the judgment of treatment-masked IEs after (a)
weekly/biweekly acute treatment and (b) monthly follow-up care.

Methods: 436 youth received cognitive-behavioral therapy (CBT), medication, CBT with
medication, or pill placebo through the Child/Adolescent Anxiety Multimodal Study (CAMS).
Participants and parents completed the following anxiety scales at pre-treatment, post-treatment,
and follow-up: Screen for Childhood Anxiety and Related Disorders (SCARED) and
Multidimensional Anxiety Scale for Children (MASC). IEs rated anxiety on the Clinical Global
Impression of Severity (CGI-S) and Improvement (CGI-I) at post-treatment and follow-up.
Therapists rated anxiety severity and improvement using scales that paralleled IE measures.

Results: Fair-to-moderate agreement was found between therapists and IEs after acute treatment
(x=.38-.48), with only slight-to-fair agreement found after follow-up care (x=.07-.33). Optimal
algorithms for determining treatment response and remission included the combination of
therapists’ ratings and the parent-reported SCARED after acute (x=.52-.54) and follow-up care
(x=.43-.48), with significant improvement in the precision of judgments after follow-up care (p<.
02-.001).

Conclusion: Therapists are good at detecting treatment response and remission, but the inclusion
of the parent-report SCARED optimized agreement with IE ratings—especially when contact was
less frequent. Findings suggest that utilizing parent-report measures of anxiety in clinical practice
improves the precision of therapists’ judgment.

Keywords

assessment; anxiety disorders; children; adolescents; evidence-based assessment

Anxiety disorders are characterized by disproportionate distress to a triggering event that
elicits uncontrollable worries, avoidance of anxiety-provoking situations, and a myriad of
safety behaviors (American Psychiatric Association, 2013; King, Gullone, & Ollendick,
1990). These conditions predominantly onset in childhood or adolescence (Keller et al.,
1992; Regier, Rae, Narrow, Kaelber, & Schatzberg, 1998), and affect up to 20% of youth
(Merikangas et al., 2010; Shaffer et al., 1996). Pediatric anxiety is associated with
significant impairment (Langley et al., 2014), limited functioning (Swan & Kendall, 2016),
and a poor quality of life (Stevanovic, 2013). As pediatric anxiety represents a strong risk
factor for severe psychopathology in adulthood (Pine, Cohen, Gurley, Brook, & Ma, 1998),
the effective treatment of anxiety in youth can minimize morbidity across the lifespan.

The two evidence-based treatments for pediatric anxiety are pharmacotherapy and cognitive-
behavior therapy (CBT; Walkup et al., 2008). Evidence-based pharmacotherapy for anxiety
primarily consists of selective serotonin reuptake inhibitors (SSRIs; Ipser, Stein, Hawkridge,
& Hoppe, 2009). Meanwhile, evidence-based CBT for pediatric anxiety consists of multiple
components, such as psychoeducation about anxiety, cognitive restructuring, homework
assignments, and exposure-based behavioral experiments (Kendall, Chu, Gifford, Hayes, &
Nauta, 1999; Podell, Mychailyszyn, Edmunds, Puleo, & Kendall, 2010). Collectively, CBT
and SSRIs are associated with a 55%-80% treatment response and 20%—-68% diagnostic
remission rate in pediatric clinical trials, as assessed by independent evaluators (IEs) masked
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to treatment condition and using clinician-administered diagnostic interviews and rating
scales (Ginsburg et al., 2011; Walkup et al., 2008). As aspirations in clinical practice are to
achieve diagnostic remission for anxious youth, it is important to implement assessment
tools that accurately portray both therapeutic improvement and remission in an efficient
manner.

However, integrating clinical trials outcome measures to monitor improvement in clinical
practice is challenging for multiple reasons. Attempts have been made to overcome these
challenges using clinician-administered scales like the Pediatric Anxiety Rating Scale
(PARS; Research Units on Pediatric Psychopharmacology Anxiety Study Group, 2002),
which have benchmarks of treatment response and clinical remission (Caporino et al., 2013;
Johnco, Salloum, Lewin, & Storch, 2015). However, the PARS has not been widely adopted
in clinical practice due in part to its time-intensive nature and training needed for
administration. In comparison to interviews (Silverman & Albano, 1996) and clinician-rated
scales (Research Units on Pediatric Psychopharmacology Anxiety Study Group, 2002),
youth-and parent-rated scales offer several advantages. These measures are brief, cost-
effective, require minimal training to administer and interpret, and remove potential clinician
bias. Therefore, youth-and parent-rated anxiety scales may be an ideal tool to incorporate
into evidence-based measurement in clinical practice.

Several youth-and parent-rated anxiety scales are available that have good reliability and
validity (see Silverman & Ollendick, 2005 for a review). Two such youth-and parent-report
anxiety scales that have demonstrated strong psychometric properties also have benchmarks
for determining treatment response and remission that exhibit good agreement with IE
ratings: the Screen for Childhood Anxiety and Related Disorders (SCARED)-Child-and
Parent-Report and the Multidimensional Anxiety Scale for Children (MASC) Parent-Report
(Caporino et al., 2017; Palitz et al., 2018). Caporino and colleagues (2017) found that a 55%
reduction on the SCARED-Parent total score and 50% reduction on the SCARED-Child
total score optimally predicted treatment response. There were slight differences between the
optimal percent reduction that predicted treatment response between children and
adolescents on the SCARED-Parent (55% reduction in total score for adolescents and 60%
reduction in total score for children) and SCARED-Child (65% reduction for adolescents
and 50% reduction in total score for children). Meanwhile, a SCARED-Parent total score
cutoff of 10 and a SCARED-Child total score cutoff of 12 optimally predicted clinical
remission. Similarly, there were slight differences between total score cutoffs that predicted
clinical remission for children and adolescents on the SCARED-Parent (total score cutoff of
9 for adolescents and 12-13 for children) and SCARED-Child (total score cutoff of 7 for
adolescents and 5 for children). For the MASC-Parent Report, Palitz et al. 2018 used the
same sample as Caporino et al. 2017 and found that a 35% reduction in the total score
optimally predicted treatment response, and a total score cutoff of 42 optimally predicted
clinical remission (Palitz et al., 2018).

A key aspect of evidence-based treatment is the systematic assessment of symptom severity
and therapeutic improvement. The SCARED and MASC reports offer benchmarks for
identifying treatment response and remission, but it is unknown whether using these scales
in clinical practice improves therapists’ judgment of treatment response and remission.
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Accordingly, we examined the agreement between therapists’ ratings and treatment-masked
IE ratings of treatment response and remission in a multisite clinical trial for pediatric
anxiety disorders (Walkup et al., 2008). Next, we evaluated algorithms that combined
therapist ratings, parent responses, and youth responses using the SCARED and MASC
benchmarks after acute weekly/biweekly treatment (i.e., post-treatment) and monthly
follow-up care (i.e., a 6-month follow-up). We were interested in identifying the
combination of ratings that maximized agreement with objective IE ratings. Finally, we
explored factors associated with agreement between optimal algorithms and IE ratings.

METHODS

Participants

Measures

Participants were youth enrolled in the Child/Adolescent Multimodal Study (CAMS;
Walkup et al., 2008) who completed all measures of interest before and after treatment (A=
436). Briefly, inclusion criteria for the trial included: (1) 7-17 years of age; (2) a primary
diagnoses of Separation Anxiety Disorder, Generalized Anxiety Disorder, and/or Social
Phobia with substantial impairment; (3) an estimated 1Q > 80; and (4) be medication free or
on a stable dose of a stimulant medication (Walkup et al., 2008). Youth were excluded from
participation if any of the following were present: (1) a co-occurring psychiatric condition
that warranted immediate treatment not provided within the study (e.qg., bipolar disorder,
eating disorder, etc.); (2) an unstable medical condition; (3) school refusal due to anxiety;
(4) an acute risk to themselves or others; (5) non-responsive to two adequate trials of SSRIs
or CBT; and (6) psychoactive medications other than stable dose of stimulants (see Walkup
et al., 2008). Participants consisted of 325 children (7-12 years old) and 111 adolescents
(13-17 years of age), with an even gender distribution. Participants were mostly White (n=
352, 80.7%) and non-Hispanic (7= 388, 89%). Most youth had two or more anxiety
disorders (n =343, 78.7%), with only 21.3% presenting with a single anxiety disorder
(Separation Anxiety Disorder: n= 15, 3.4%; Generalized Anxiety Disorder: n= 30, 6.9%;
and Social Phobia: /748, 11%; Kendall et al., 2010).

Screen for Child Anxiety Related Emotional Disorders — Child and Parent \ersions
(SCARED-Child/Parent; Birmaher et al., 1997). The SCARED-Child/Parent are parallel
youth-and parent-report measures of the frequency of common anxiety symptoms over 41
items. Items are rated on a 3-point Likert-type scale and summed to produce a total score
(range: 0-82). The SCARED-Child/Parent has good psychometric properties in youth and is
publically available (Birmaher et al., 1999; Birmaher et al., 1997).

Multidimensional Anxiety Scale for Children — Parent Version (MASC-Parent; \Wood,
Piacentini, Bergman, McCracken, & Barrios, 2002). The MASC-Parent is a 39-item parent-
report measure of the frequency of anxiety symptoms. Items are rated on a 4-point Likert-
type scale and summed to produce a total score (range: 0-117). The MASC-Parent has good
psychometric properties in youth (Baldwin & Dadds, 2007; Wood et al., 2002), and is an
accurate predictor of diagnostic status (Villabg, Gere, Torgersen, March, & Kendall, 2012).
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Clinical Global Impression of Improvement (CGI-1) and Severity (CGI-S) Scales (Guy,
1976). The CGlI-I and CGI-S are single-item clinician-rated measures of global improvement
from baseline and global rating of anxiety severity, respectively. The CGI-I is commonly
used as the primary outcome measure in clinical trials of pediatric anxiety (Birmaher et al.,
2003; Liebowitz et al., 2002; Storch et al., 2015; Walkup et al., 2008). 7reatment-masked
/Es rated perceived improvement on a 7-point scale that ranged from “Very much improved”
(1) to “Very much worse” (7), with a rating of “Much improved” or “Very much improved”
indicating a positive treatment response. The same IEs used the CGI-S to rate anxiety
severity on a 7-point scale that ranged from “Not at all ill” (1) to “Extremely ill” (7).
Consistent with benchmarking studies (Caporino et al., 2013; Caporino et al., 2017; Palitz et
al., 2017), ratings of “Not at all ill” or “Borderline ill” designated clinical remission. To
ensure reliable ratings, 1Es were trained to a pre-specified reliability criterion and
continually monitored through weekly on-site supervision and biweekly cross-site
calibration conference calls during the trial.

Treating therapists (CBT therapist or child psychiatrist) completed parallel CGI-I and CGI-S
ratings using the same conventions as described above. For participants who received both
weekly CBT and biweekly pharmacotherapy, CBT therapists’ ratings were used due to their
greater level of therapeutic contact with study participants.

Procedures were approved by the Institutional Review Board at each of the six data
collection sites. After parental consent and youth assent were obtained, a pre-treatment
assessment was completed that included the IE-rated CGI-S and youth-and parent-report
scales (SCARED-Child/Parent and MASC-Parent). Youth who met study eligibility criteria
were randomly assigned to receive one of four treatments: placebo, manual-based CBT
(Coping Cat program), medication (sertraline), or CBT plus medication. Full details
regarding the study protocol and procedures have been described elsewhere (Compton et al.,
2010). Following the completion of the 12-week course of acute treatment (i.e., post-
treatment) and monthly follow-up care (i.e., 6-month follow-up), youth-and parent-report
scales (SCARED-Child/Parent and MASC-Parent), IE ratings (CGI-I and CGI-S) and
therapist-rated CGI-S and CGI-1 scales were administered.

Analytic plan

There were no missing data from participants during acute treatment (N = 436), but 52 cases
(11%) were missing data at 6-month follow-up. Data were determined to be missing
completely at random (Little’s MCAR, p > .05) and addressed using multiple imputation
with pooled estimates. For increased measurement precision, the optimal benchmarks
described above were used for the SCARED-Child/Parent and MASC-Parent based on
participants’ age (Caporino et al., 2017; Palitz et al., 2017). Chi-square and kappa statistics
evaluated agreement between IEs’ ratings (CGI-1 and CGI-S) and: (1) therapists’ ratings
(CGI-I Therapist, CGI-S Therapist); and (2) the combination of therapists’ ratings and
response/remission benchmarks on the anxiety measures (SCARED-Child, SCARED-
Parent, MASC-Parent). Response and remission algorithms that combined measures utilized
an “and” rule for categorization (i.e., treatment response was needed on all measures
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included in the algorithm to be considered a treatment responder). Kappa was interpreted
using the following conventions: values < 0 as no agreement, .01-.20 as none to slight, .21-.
40 as fair, .41-.60 as moderate, .61-.80 as substantial, and .81-1.00 as almost perfect
agreement (Landis & Koch, 1977). Z-scores were calculated to compare kappa obtained
between the therapist rating and the optimal algorithm, as well as algorithms that included
only youth or parent report. Significance values set at p < .05 for these z-score comparisons
(Fleiss, 1981). Finally, chi-squares and t-tests explored differences in demographic (e.g.,
age, gender, race, ethnicity) and clinical characteristics (e.g., anxiety severity on rating
scales, the presence of a co-occurring internalizing disorder or externalizing disorder)
between youth who were classified the same or differently between IE and optimal
algorithm approaches.

Agreement between IE ratings and therapist ratings after acute treatment.

At post-treatment, there was moderate agreement between IE and therapist ratings of
treatment response (x = .48, see Table 1), but only fair agreement on ratings of remission (x
= .38, see Table 2).

Algorithms that optimize therapist agreement with IE ratings after acute treatment.

Table 1 displays the agreement between IE ratings of treatment response and algorithms that
used therapist, parent, and youth responses. Overall, these algorithms produced fair-to-
moderate agreement with IE ratings (x = .36-.54). Algorithms that included youth-report
exhibited significantly less agreement (x = .41) relative to algorithms that included only
parent-report (x =.52-.54; z=2.24, p<.03). Optimal agreement was observed when using
a combination of the therapist-rated CGI-1 and treatment response benchmark on the
SCARED-Parent. Although exhibiting slightly greater agreement, this combined approach
did not significantly improve agreement of treatment response classifications in comparison
to therapist-rated CGI-I ratings alone (z=1.03, p=.30).

Table 2 displays the agreement between IE ratings of remission and remission algorithms.
Findings were largely similar to treatment response analyses, with fair-to-moderate
agreement between IE ratings and combined-informant algorithms (x = .35-.45). Although
algorithms that included youth-report only exhibited less agreement (x = .37) compared to
algorithms that included parent-report only (x = .41-.45), these differences were not
statistically significant (z=0.62-1.26, p=.21-.54). Optimal agreement was achieved when
using a combination of the therapist-rated CGI-I and clinical remission benchmark on the
SCARED-Parent. Although exhibiting slightly greater agreement, this combined approach
did not significantly improve agreement of remission classifications in comparison to
therapist-rated CGI-S ratings alone (z=1.11, p=.27).

Factors associated with agreement when using optimal algorithm after acute treatment.

Despite good agreement between IE ratings and the optimal treatment response algorithm
(76.1% agreement), disagreement was present (7= 104 cases, 23.9%). Nine youth were
classified as treatment responders using the optimal response algorithm but not by IE ratings
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(i.e., a false positive), and 95 youth were classified as responders by IE ratings but not the
optimal response algorithm (i.e., a false negative). Cases that produced disagreement had a
lower pre-treatment MASC-Parent total scores (M= 62.24, SD = 15.34) compared to cases
that exhibited classification agreement (M= 65.76, SD = 14.64, t=-2.12, p< .04, d= .24).
No other differences were found on pre-treatment demographic (p =.12-1.00) or clinical
characteristics (p = .06-.43).

Similarly, there was good agreement between IE remission ratings and the optimal remission
algorithm (73.4% agreement), but some disagreement was present (7= 116, 26.6%).
Twenty-two youth were classified as in remission using the optimal remission algorithm but
not the IE rating (i.e., a false positive), and 94 youth were classified as in remission by the
IE rating but not the optimal remission algorithm (i.e., a false negative). Cases that produced
classification disagreement had lower pre-treatment CGI-S scores (M= 4.88, SD = 0.65)
compared to cases that exhibited classification agreement (M =5.08, SD=0.75, t=-2.57, p
<.01, d=.28). There were no other differences on pre-treatment demographic (o = .21-.70)
or clinical characteristics (p = .32-.89).

Agreement between IE ratings and therapist ratings after follow-up care.

At 6-month follow-up, when participants were receiving only monthly maintenance care,
there was only slight agreement between IE and therapist ratings of treatment response (x =.
07, see Table 3), but fair agreement on ratings of remission (x = .33, see Table 4).

Algorithms that optimize therapist agreement with IE ratings after follow-up care.

Table 3 displays the agreement between IE ratings of treatment response and algorithms
using therapist, parent, and child responses. Overall, these algorithms produced fair-to-
moderate agreement with IE ratings (x = .27-.43). Similar to acute treatment, algorithms that
included youth-only reports exhibited less agreement (x = .27) than algorithms that included
parent-only reports (x = .36-.43). While differences in agreement between algorithms that
used only the SCARED-Child and only the MASC-Parent were not significant (z=1.29, p
=.20), algorithms that only used the SCARED-Parent did exhibited significantly greater
agreement with IE ratings compared to the algorithms that used only the SCARED-Child (2
= 2.33, p<.02). Optimal agreement was observed when using a combination of the
therapist-rated CGI-I and treatment response benchmark on the SCARED-Parent. This
optimal algorithm significantly improved the agreement of treatment response classifications
with IE ratings in comparison to therapist-rated CGI-I ratings alone (z= 4.15, p<.001).

Table 4 displays the agreement between IE ratings of clinical remission and remission
algorithms. These algorithms produced fair-to-moderate agreement with IE ratings (x =.
42-.48). In comparison to prior assessments, algorithms that included youth-only reports
exhibited similar agreement (x = .44) to algorithms that included parent-only reports (x = .
44-.48) and were not significantly different from one another (z= 0.00-0.67, p=.50-1.00).
Optimal agreement was achieved using a combination of the therapist-rated CGI-I and
remission benchmark on the SCARED-Parent. This algorithm significantly improved the
agreement of remission classifications with IE ratings in comparison to therapist-rated CGI-
S ratings alone (z=2.41, p<.02).
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Factors associated with agreement when using optimal algorithms after follow-up care.

Despite overall agreement between IE ratings and the optimal treatment response algorithm
(75.2% agreement), some disagreement was present (7= 108 cases, 24.8%). Thirty-one
youth were classified as responders using the treatment response algorithm but not the 1E
ratings, and 77 youth were classified as responders by the IE but not the response algorithm.
There were no differences between cases that exhibited agreement and disagreement on pre-
treatment demographic (p = .37-.97) or clinical characteristics (p = .36-.99).

There was also good agreement between IE ratings and the optimal remission algorithm
(73.6% agreement), with some disagreement present (7= 115 cases, 26.4%). Twenty-nine
youth were classified as in remission using the optimal remission algorithm but not the IE
rating, and 86 youth were classified as in remission by the IE rating but not the remission
algorithm. No differences were found between cases that exhibited agreement and
disagreement on pre-treatment demographic (o = .41-.97) or clinical characteristics (p=.
28-.90).

Discussion

Given the importance of evidence-based measurement in clinical practice, this report
identified usable algorithms for determining treatment response and clinical remission that
maximized agreement with objective IE ratings after 12 weeks of acute treatment (i.e., post-
treatment) and monthly follow-up care (i.e., 6-month follow-up). Multiple treatment
response and remission algorithms that combined therapist, parent, and youth responses
were considered. First, similar to reports in pediatric OCD (Lewin, Peris, De Nadai,
McCracken, & Piacentini, 2012), therapists exhibited good agreement with IE ratings after
acute treatment; although the level of agreement dropped during follow-up care when
therapeutic contact was less frequent. While acute treatment involved weekly CBT sessions
and/or biweekly pharmacotherapy visits, maintenance care involved only monthly visits
(Piacentini et al., 2014). Thus, greater agreement during acute treatment is likely connected
to greater therapeutic contact. Across response and remission ratings, therapists’ ratings
exhibited good sensitivity for detecting IE-rated response and remission (i.e., 58%-95%),
which suggests that therapists are adept at perceiving improvement among their patients.
However, therapists’ ratings lacked specificity (i.e., correctly identifying non-responders,
11%-65%). The combined algorithm of therapist-rated CGl and SCARED-Parent improved
agreement with objective IE ratings of response and remission. Although this algorithm had
slightly lower sensitivity than therapist ratings alone (53%-76%), it had improved
specificity (73%-94%), positive predictive value (i.e., rate at which response/remission
identified by the algorithm was also identified by IEs, 83%—-95%), and negative predictive
value (i.e., rate at which non-response/remission identified by the algorithm was also
identified by IEs, 52%—-69%) in most cases. Thus, incorporating the SCARED-Parent
improved therapists’ precision in detecting treatment response and remission, especially
after monthly follow-up care.

Second, when examining factors associated with classification agreement, cases that
exhibited disagreement had lower pre-treatment anxiety severity on the MASC-Parent and
CGI-S compared to cases that exhibited agreement after acute treatment. Lower pre-
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treatment anxiety may be associated with disagreement for several reasons. For instance,
treatment response cutoffs were based on percent reductions in total score (compared to
cutoff scores for remission). It can be more challenging to achieve greater percent reductions
in the presence of a lower pre-treatment score. As such, these findings highlight that
therapist should be cautious when determining treatment response and remission when pre-
treatment anxiety severity is low. However, no other participant characteristics were
associated with disagreement after acute or follow-up care, nor were lower pre-treatment
scores on the SCARED-Child/Parent associated with disagreement. Thus, while therapists
should be cautious, the utilization of evidence-based measures appears to optimize the
precision of therapists’ assessment of treatment progress across a range of clinical
presentations.

Despite study strengths (e.g., multi-site design, rigorous methodology, multiple treatment
conditions, reliable IEs), a few limitations exist. First, although drawn from geographically-
dispersed university clinics, there may be questions concerning the generalizability of
findings to a broader population of clinic-referred youth. However, we note that minimal
differences on internalizing problem measures have been reported between youth who
present at community-based clinics and youth referred to university-based clinics (Southam-
Gerow, Weisz, & Kendall, 2003). Second, participants in this study were mostly non-
Hispanic White. Although demographic factors did not influence classification agreement,
future studies should replicate these findings in other racial and ethnic groups. Third, study
therapists had experience treating anxious youth and received ongoing supervision, which
may have increased precision in detecting clinically meaningful change during acute
treatment. As this level of clinical experience and oversight would not likely be found in
regular clinical practice, community practitioner ratings in routine care might exhibit less
agreement with treatment-masked IE ratings. Thus, the inclusion of the SCARED-Parent
(and/or other parent-report benchmarks of response and remission) may further improve the
precision of therapists’ assessment of treatment response and remission. Future research
should investigate moderators of therapist agreement with treatment-masked IE ratings to
determine whether there are specific patient and/or therapist characteristics associated with
greater agreement with masked IE ratings. Finally, the present sample was used to identify
benchmarks of response and remission for the SCARED and MASC. Future research is
needed to replicate these algorithms in independent samples.

Conclusion

In summary, this report is the first to offer evidence that using empirically-derived
benchmarks improves the precision of therapists’ judgment of treatment response and
remission. Specifically, incorporating parent reported anxiety (especially the SCARED-
Parent) with therapists’ global ratings of improvement optimized agreement with an external
gold-standard metric of treatment response and remission. Although these findings may be
counterintuitive due to the internalized nature of these symptoms, the present results argue
strongly for the inclusion of parent-reports in regular clinical practice for both CBT
therapists and child psychiatrists. While this study occurred primarily in university-based
anxiety disorder clinics, these findings bear considerable importance wherever pediatric
anxiety is being treated using evidence-based practice. Indeed, the inclusion of parent-
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reported anxiety scales in therapists’ judgments of anxiety improvement may lead to more
accurate treatment-related decision making, resulting in better clinical outcomes, and may
bring about more efficient use of mental health resources. The inclusion of evidence-based
assessments is important in all cases of pediatric anxiety. Moreover, it may be most pertinent
for newer therapists who have less experience treating pediatric anxiety. For instance, less
experienced therapists may over and/or underestimate youth’s therapeutic improvement due
to limited hands-on experience and/or supervision, which could result in early treatment
discontinuation or a prolonged treatment course. Similarly, these findings are highly relevant
for clinicians providing medication management (i.e., child psychiatrists, nurse practitioners,
pediatricians, etc.) who have limited therapeutic contact with pediatric patients due to the
briefer and less frequent nature of monthly medication management visits. Given their
brevity, parent-report measures should be implemented within standard clinical care to aid
practitioners in detecting clinical levels of anxiety and efficiently determining when
clinically meaningful response and remission has been achieved. Although this report
focused on the MASC and SCARED child-and parent-report, there are other rating scales
such as the Spence Children’s Anxiety Scale (Spence, Barrett, & Turner, 2003) or the
MASC-Second Edition (March, 2013) that have good psychometric properties and should be
examined in a parallel fashion as done here.
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