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Abstract

Findings have been mixed regarding the relationship between comorbid depression and anxiety 

and treatment outcomes for anxious youth. The current study compared a sample of anxious youth 

with a comorbid depressive disorder (n=20) and those without comorbid depression (n=137). 

All participants received 16 weekly sessions of Coping Cat and completed measures assessing 

anxiety/depression severity, impairment, and functioning at pretreatment and posttreatment. 

Results indicated that anxiety-focused CBT is efficacious for anxious youth with and without 

comorbid depressive disorders, with a higher rate of symptom improvement for youth with 

comorbid depression during treatment. However, comorbid depression was associated with higher 

severity at baseline and after treatment. Thus, despite the higher rate of symptom improvement, 

anxious youth with comorbid depression may benefit from additional treatment to address 

remaining symptoms.
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Depression and anxiety are among the most common mental health disorders in youth [1]. 

Considered separately, anxiety disorders are present in 10–20% of youth [1]. Similarly, 

depression has a lifetime prevalence of approximately 20% by late adolescence, and 2–6% 

prevalence at any given time [2]. Among youth diagnosed with an anxiety disorder, 25–

28% also exhibit a comorbid depressive disorder [1]. Several models have been proposed 

to explain the high co-occurrence of the two disorders, which likely arises through 
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one of several possible pathways [3, 4]. With regard to baseline symptoms, youth with 

comorbid anxiety and depression have been shown to have lower global functioning, 

greater impairment, poorer family functioning, higher levels of negative affect, and poorer 

emotion regulation than youth with either disorder alone [5–9]. These indicators of greater 

severity across several measures are well-documented, but the role of comorbid conditions in 

predicting anxiety treatment outcomes remains less clear.

Although cognitive behavioral therapy (CBT) for anxiety is considered a well-established 

treatment [10], approximately one third of youth do not respond to CBT for anxiety. 

Understanding the role of comorbid conditions on treatment outcomes may provide insights 

about why some youth do not fully respond to CBT for anxiety and also may have 

implications for tailoring interventions to an individual child. However, the findings in the 

literature examining the relationship between comorbid depression and anxiety treatment 

outcomes are mixed. Several studies have demonstrated a link between comorbid depression 

and anxiety and poorer anxiety treatment outcomes [11]. In a study by Berman and 

colleagues [12], youth with primary anxiety diagnoses were divided into treatment success 

and treatment failure groups based on reductions in primary anxiety disorder severity. 

Findings indicated that comorbid depression diagnoses predicted treatment failure, and 

that the treatment failure group scored higher than the treatment success group on the 

Children’s Depression Inventory (CDI) at pretreatment. Other studies have replicated these 

findings, with comorbid depression being associated with higher principal anxiety severity 

at pretreatment, posttreatment, and follow-up [6], less reduction in primary anxiety disorder 

severity [12], and lower likelihood of remission of primary anxiety diagnoses [13, 14]. 

Anxious youth with comorbid depressive disorders also have been found to be less likely to 

be free of their primary anxiety diagnosis at posttreatment, and are rated as more impaired 

at the end of treatment and at follow-up in terms of anxiety severity, negative thinking, 

and externalizing symptoms [15]. Despite these findings, children with comorbid depressive 

disorders who are treated with CBT for anxiety also have been reported to experience a 

posttreatment reduction in untargeted depressive symptoms [11, 16].

Taken together, the findings present a strong link between comorbid depression and 

treatment outcomes. Yet, not all findings have been consistent. A study conducted by 

Southam-Gerow and colleagues [17] found that, although youth with social anxiety 

separated into “good” and “poor” treatment response groups differed significantly on parent- 

and teacher-report of depressive symptoms, no difference was found on child report of 

depressive symptoms. Similarly, studies by Kley, Heinrichs, Bender, and Tuschen-Caffier 

[18] and Alfano and colleagues[19] both found that child self-report of symptoms on the 

CDI was not a significant predictor of social anxiety treatment outcomes. In O’Neil and 

Kendall’s [6] study, although youth with depressive diagnoses had higher anxiety at post

treatment, depression diagnoses did not predict reductions in primary diagnosis severity. 

When these findings are taken into consideration, the link between comorbid depression and 

treatment outcomes in anxious youth becomes less clear.

A number of methodological differences may account for the discrepant findings regarding 

the relationship between comorbid depression and anxiety treatment outcomes. Studies that 

have examined the relationship between depression and treatment outcomes have varied 
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methodologically, with some studies examining depression at a symptom level (typically 

self-report), and others examining it at a diagnostic level (based on clinician interview). 

Some samples are restricted in age, whereas others included a broader age range. Several 

studies included children with relatively low CDI scores, which may indicate that the lack 

of significant findings in some studies may be a floor effect. In addition, although many 

studies have examined the reduction in anxiety symptoms over the course of treatment, to 

our knowledge, there have not been any studies that specifically examined whether changes 

in depression symptoms over the course of treatment differ between youth with and without 

comorbid depression.

The present study (1) reexamines the findings that youth with comorbid anxiety and 

depressive disorders have more severe baseline characteristics, and (2) conducts a further 

test of the otherwise mixed findings with regard to treatment outcomes. The present study 

examined anxious youth treated with Coping Cat, a 16-session CBT protocol with evidence 

for its efficacy and effectiveness in treating anxiety among youth ages 6–17 [20, 21]. Youth 

included in this study were diagnosed with an anxiety disorder, and a subset were diagnosed 

with a comorbid depressive disorder (i.e., major depressive disorder - current or past and/or 

dysthymia). Comparisons were made between youth with a comorbid depressive diagnosis 

and those without on measures of baseline severity and treatment outcomes. We expected 

to replicate the finding that youth with a comorbid depressive disorder would have more 

severe baseline characteristics across several measures (i.e., depressive symptoms, primary 

anxiety disorder severity, impairment, global functioning). We hypothesized that youth with 

comorbid depressive disorders would still have more severe symptoms after treatment (i.e., 

more depressive symptoms, higher primary anxiety disorder severity, higher impairment, 

worse global functioning) and be less likely to achieve remission of their primary anxiety 

disorder diagnosis. However, we predicted that both groups would have a similar magnitude 

of change in symptoms and functioning from pre to post treatment. Finally, we expected that 

youth with a depressive diagnosis would experience similar levels of overall clinician-rated 

improvement.

Methods

Participants

Participants included 157 youth (ages 6–17) who received treatment at an anxiety specialty 

clinic in the Northeastern United States. For inclusion in this study, youth were required to 

meet diagnostic criteria for at least one primary anxiety disorder (i.e., generalized anxiety 

disorder, social anxiety disorder, separation anxiety disorder, or specific phobia) and to 

complete pretreatment and posttreatment diagnostic assessments. Completion of all 16 

sessions of Coping Cat was required prior to completing a posttreatment assessment. All 

assessments included a semi-structured diagnostic interview, as well as the completion 

of self-report questionnaires. The average length of time between pretreatment and 

posttreatment assessments was 6.38 months (SD=1.92).

Participants were divided into two groups. The first group met criteria for both an anxiety 

disorder and a depressive disorder (A+D) per DSM-IV criteria (n=20, 12.7%). Depressive 

disorder diagnoses included major depressive disorder (MDD) current, MDD in remission, 

Frank et al. Page 3

Child Psychiatry Hum Dev. Author manuscript; available in PMC 2022 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and/or dysthymia. The second group (A) met criteria for an anxiety disorder but did not meet 

criteria for a depressive disorder (n=137, 87.3%). Additional descriptive characteristics are 

in Table 1.

Measures

Anxiety Disorders Interview Schedule for Children and Parents (ADIS-IV-C and 
ADIS-IV-P; [22]).—The ADIS is a semi-structured, clinician-rated interview that yields 

DSM-IV diagnoses for anxiety, mood, and externalizing disorders in children ages 6–17. 

Psychometric properties are good to excellent (Silverman, Saavedra, & Pine, 2001). Separate 

parent- and child-report versions were administered and diagnoses were made by combining 

information from parent and child reports. Clinicians provided clinical severity ratings 

(CSRs) ranging from 1–8, for each disorder a parent or child endorsed. CSRs of 4 or greater 

indicate a clinical diagnosis. The primary diagnosis/es for each child or adolescent was 

determined by whichever disorder(s) had the highest CSR rating (ranging from 1–8). The 

ADIS was administered at pre- and post-treatment by clinicians trained to reliability.

Child Depression Inventory ([CDI; 23]).—The CDI is a 27-item youth self-report 

measure of depressive symptoms that yields T-scores. T-scores of 65 or greater indicate 

clinical severity of depressive symptoms. The CDI has demonstrated internal consistency 

and moderate test-retest reliability [24], and has been shown to have good predictive validity 

in predicting depressive disorders [25]. Participants completed the CDI at pretreatment and 

posttreatment.

Children’s Global Assessment Scale ([CGAS; 26]).—The CGAS is a clinician-rated 

measure of overall functioning and impairment. Scores range from 1 to 100, with higher 

numbers indicating higher functioning. Descriptions of the associated level of functioning 

are provided in 10-point intervals (e.g., a description is provided for the functioning of a 

child whose CGAS score is 80–90). It has been shown to have high test-retest reliability, and 

to effectively discriminate between youth in inpatient and outpatient settings.

Clinical Global Impression Scale –Severity (CGI-S; 25) and Clinical Global 
Impression Scale – Improvement ([CGI-I; 27]).—The CGI is a 7-point clinician

rated scale used to assess overall clinical severity and improvement based on symptoms 

observed and impairment reported. Higher numbers indicate more severe symptoms and 

worse functioning. The CGI-S was completed at pretreatment and posttreatment; the CGI-I 

was completed at posttreatment. CGI-S scores range from 1 (normal, not at all ill) to 7 

(extremely ill). CGI-I scores range from 1 (very much improved) to 7 (very much worse). 

Youth with a CGI-I score of 1 (very much improved) or 2 (much improved) at post-treatment 

were considered treatment responders.

Procedures

All study procedures were approved by the Temple University Institutional Review Board. 

Participants were referred to the clinic via multiple sources (e.g., school counselors, 

pediatricians, word-of-mouth). Prior to completing an in-person assessment, parents 

completed a brief phone screen to assess eligibility for treatment. Those who were eligible 
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based on the phone screen completed a pretreatment diagnostic assessment in person 

after completing informed consent/assent procedures. The assessment included child and 

parent diagnostic interviews, which were conducted separately, as well as the completion 

of self-report questionnaires. Posttreatment assessments followed the same procedures as 

pretreatment assessments.

All participants received CBT using the Coping Cat program [28]. Therapy was provided 

by advanced doctoral students supervised by a licensed clinical psychologist. Treatment 

included 16 weekly, 60-minute sessions prior to the posttreatment assessment. Coping Cat 
includes the following core components of CBT for youth anxiety: (1) recognizing somatic 

reactions and anxious cognitions; (2) learning coping strategies (e.g., relaxation, coping 

self-talk); (3) behavioral exposure; and (4) reinforcement for effort and brave behavior. 

The first eight sessions focus on learning each of these skills and the second half of 

treatment requires the child to engage in exposure tasks and practice the coping skills 

they developed earlier in treatment. Homework tasks to be completed between sessions are 

assigned to support the practice and generalization of skills. Although brief parent check-ins 

are included in every session, Coping Cat also includes two parent-only sessions during 

which parents ask questions, provide information about their child’s anxiety, and receive 

psychoeducation about how they can support their anxious child. Parents also received a 

parent companion that includes information about the Coping Cat program[29]. Additional 

details about Coping Cat are available elsewhere [30–32].

Data Analytic Strategy

The CDI was the only measure missing greater than 10% of data (11.5% missing at 

pretreatment; 13.4% missing at posttreatment). Multiple imputation was used to impute 

missing data for the CDI, as well as for other measures missing less than 10% of data (i.e., 

CGI-I, CGI-S, CGAS). Ten imputed datasets were generated, and analyses were conducted 

using the imputed values in SPSS. T-tests were used to compare groups at pre-treatment and 

at post-treatment on all variables of interest with Bonferroni corrections for multiple (10) 

comparisons. Chi square tests were used to examine group differences in anxiety diagnosis, 

as well as whether remission of primary anxiety diagnosis was more likely for those with 

depression. Treatment outcome analyses comparing the magnitude of change in symptoms 

and functioning between groups were conducted using repeated measures ANOVA with 

a Time (pretreatment and posttreatment) × Group (A+D versus A Only) design. Because 

CGI-I data only were collected at the post-treatment time point, multiple regression was 

used to examine predictors of CGI-I.

Results

Descriptive statistics for the full sample (N=157) are in Table 1. Chi-square tests and 

t-tests revealed differences between the A+D and A groups at pretreatment. The A+D 

youth were significantly older, t(155)=−4.72, p < .001, had higher depressive symptom 

(CDI) scores, t(241)=−3.01, p = .003, had lower scores on a measure of overall functioning 

(CGAS), t(8553)=3.90, p < .001, and had higher severity for their primary diagnosis (CSRs), 

t(155)=−3.04, p=.003. All comparisons remained significant after Bonferroni corrections. 
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There were no significant group differences for global severity (CGI-S) at pretreatment. A 

Pearson chi-square test for independence revealed that the A+D group also was significantly 

more likely to have a diagnosis of social phobia or generalized anxiety disorder than the A 

group, X2 (6, N=157)=16.25, p = .01. Overall, the group with comorbid depression (A+D) 

appeared more severe at pretreatment. Full statistics for the t-tests and chi-square tests, as 

well as descriptive statistics for these measures at pre- and post-treatment are in Table 2.

A Pearson chi-square test for independence tested whether remission of the primary anxiety 

diagnosis was more likely for children with comorbid depression. Results showed that 

primary anxiety disorder was significantly more likely to remit for children with anxiety 

only compared to anxious and depressed youth, X2 (1, N=157)=7.73, p = .005.

Treatment outcome analyses were conducted using four repeated measures ANOVA 

models to test assessment time point (pre/post) and group status (A+D/A) as predictors 

of primary anxiety diagnosis clinical severity (CSRs), overall clinical severity (CGI-S), 

overall functioning and impairment (CGAS), and depressive symptoms (CDI). Models with 

interaction terms for assessment time point (pre/post) and group (A+D/A) were run for all 

four models. CSRs for the primary anxiety disorder were significantly lower at posttreatment 

compared to pretreatment, F(1, 155)=142.40, p < .001. CSRs were marginally lower for the 

anxiety only (A) group, F(1, 155)=3.23, p = .07. There was not a significant interaction 

between time point and group (p >.05). In the second model, overall clinical severity 

(CGI-S) scores were significantly lower at posttreatment compared to pretreatment, F(1, 

155)=94.92, p < .001, and significantly higher in the A+D group compared to the A group, 

F(1, 155)=6.05, p < .001. The interaction was not significant (p > .05). The third model 

showed that overall functioning (CGAS) scores were significantly higher at post- compared 

to pre-treatment, F(1, 155)=153.19, p < .001, and significantly lower in the A+D group 

compared to the A group, F(1, 155)=14.09, p < .001. The interaction between time point 

and group on the CGAS also was not significant (p > .05). In the final analysis examining 

depressive symptom severity score (CDI), the interaction between time point and group was 

significant, F(1, 155)=4.86, p < .001, as shown in Figure 1. This suggests that the A+D 

group improved more than the A group on the CDI from pre- to post-treatment. Of note, 

mean CDI scores were higher for the A+D group at both pre- and post-treatment.

Finally, a multiple regression test examined group and sex as predictors of improvement 

of overall clinical severity (CGI-I score), and results showed no significant differences in 

CGI-I score between the A+D and A groups (p >.05). These findings suggest that both 

groups showed clinical improvement at similar rates, although the A+D group had lower 

functioning and more severe symptoms at both pre- and post-treatment than the A group.

Discussion

The findings regarding the relationship between comorbid depression and treatment 

outcomes for children with anxiety disorders have been mixed. Results of the present 

study indicate that depression comorbidity in children with anxiety disorders had significant 

associations at pretreatment with higher severity of primary anxiety disorder, depressive 

symptom severity, and poorer overall functioning. Both groups (A+D and A) improved 
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significantly following CBT for anxiety on measures of severity of primary anxiety disorder, 

overall clinical severity, and overall functioning. Notably, the significant interaction between 

group and time point indicated that the amount of improvement in depressive symptom 

severity from pretreatment to posttreatment was greater among those in the anxious and 

depressed group than the anxiety only group. In contrast, the amount of improvement 

in overall symptoms, functioning, and anxiety severity was similar for both groups. The 

anxious and depressed group continued to have worse overall symptoms, functioning, and 

anxiety severity than the anxiety only group at post-treatment, suggesting that although 

anxiety-focused CBT improved symptoms, additional treatment may be warranted for youth 

with comorbid depression.

Results from the current study support previous findings that depression comorbidity is 

associated with poorer functioning and higher illness severity before treatment. Our results 

clarify the mixed findings regarding the effect of depression comorbidity on treatment 

outcomes for youth with anxiety disorders. Specifically, some studies have found comorbid 

depression to be associated with higher rates of less favorable treatment outcomes for 

anxiety [12, 33], whereas other studies have found that youth with comorbid depression 

improved just as much as those who had anxiety without comorbid depression [6, 18, 19]. 

Our results support that youth with comorbid depression improved as much as youth with 

anxiety only from pretreatment to posttreatment on numerous measures of severity and 

functioning. However, because youth with comorbid depression started with more severe 

anxiety, depression, and functioning deficits, they also were more severe at post-treatment; 

furthermore, it was less likely that their primary anxiety disorder had fully remitted at 

posttreatment, ostensibly due to the higher severity of their disorder at pretreatment. These 

findings are consistent with those of Rapee and colleagues [15], who concluded that children 

with comorbid depression experienced a similar amount of change in anxiety symptoms 

compared to those without comorbidity, but presented as more severe at pretreatment and 

remained more impaired at posttreatment. This has implications for the metric being used 

for “treatment success” or “efficacy” when considering the role of comorbidities in anxiety 

treatment outcome research. For instance, if treatment success is measured by comparing 

the symptoms and functioning of depression and anxiety only in the absolute, youth with 

comorbid depression may appear worse at posttreatment, whereas if treatment success is 

measured by comparing the rate or amount of improvement in groups, both groups appear 

to improve significantly and at similar rates on measures of overall symptom severity and 

functioning.

One exception to the pattern of reported findings in the literature was in the rate 

of improvement in depressive symptom severity. Our findings indicate that youth with 

depression demonstrated a greater magnitude of reduction in depressive symptom severity, 

with the mean CDI score showing what has been referred to as “clinical significance” [34] 

where the scores move from the “clinical” to the “non-clinical” range from pretreatment to 

posttreatment. In contrast, the reduction in depressive symptoms among the anxiety only 

group was of smaller magnitude and remained within the non-clinical range. Although this 

may reflect regression to the mean, the findings may support the conclusion that CBT 

for anxiety is efficacious in reducing depressive symptoms among those with comorbid 

depression [16]. Depressive symptom severity was not an explicit target of treatment, 
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but it is possible that the reduction in depressive symptoms can be attributed to (a) the 

overlapping elements of CBT for anxiety and depression (e.g., cognitive restructuring, 

behavioral activation via exposure) and/or (b) that reducing anxiety permits the youth to 

engage in more prosocial and pleasant events. Findings are consistent with previous research 

that has shown that CBT for anxiety is successful in conferring protection from later suicidal 

ideation [35]. Even without explicitly targeting depressive symptomatology, CBT for anxiety 

may have secondary benefits for youth with comorbid depressive symptoms [36].

These findings have several clinical implications. First, CBT for anxiety in youth remains 

efficacious when depression comorbidity is present. That said, children with comorbid 

depression are likely to have a more severe baseline presentation, which also can be 

reflected in their posttreatment scores. This suggests that youth with comorbid anxiety 

and depression may require additional sessions or additional services to treat remaining 

symptoms following a 16-session treatment program. Future studies might explore how 

treatment programs and therapists can best address the co-occurring and remaining 

symptoms. Will it be wise to follow-up with depression-focused programs or with more 

sessions of the same program? Will modular approaches that contain a focus on both anxiety 

and depression have an advantage? In line with the preference for empirically supported 

treatments, research is needed to evaluate these options.

The use of a large, well-characterized sample assessed using multi-method and well

established measurements allowed for powerful within-subject comparisons. Generalizing 

from the findings, however, is constrained by a relatively homogenous racial composition 

(majority White) and socioeconomic status (majority middle class) of the sample. In 

addition, consistent with evidence that depressive diagnoses are more likely to develop 

in adolescence [37], this study included a small number of young children (under age 12) 

with depressive disorders (n=5). Thus, the degree to which these findings apply specifically 

to younger children remains in need of further examination. Another possible limitation 

concerns our choice to examine depression comorbidity dichotomously by diagnosis rather 

than continuously on a symptom severity spectrum, although an examination of our sample 

found that youth who were in the CDI clinical range overlapped considerably with those 

who were identified with a depression diagnosis. Future studies should explore similar 

questions regarding various comorbid conditions and differential outcomes for other CBT 

packages. Although previous research has demonstrated that Coping Cat outperforms 

placebo [38] and alternate approaches [39], the lack of a control group in the present 

study limits the conclusions that can be made. Finally, future work should examine changes 

in depression and anxiety symptoms across multiple time points beyond pretreatment 

and posttreatment in order to provide a more fine-grained analysis of the ways in which 

symptoms change over time (e.g., [40]).

Summary

This study explored treatment outcomes among a sample of anxious youth with and without 

comorbid depression who received CBT (i.e., Coping Cat) for anxiety. Findings indicate 

that treatment is efficacious among youth with and without comorbid depression, with both 

groups demonstrating comparable improvements after treatment. However, findings also 
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support previous research demonstrating higher symptoms of pretreatment and posttreatment 

anxiety severity among the group with depressive disorder. Findings also suggest that, 

following CBT for anxiety, youth with comorbid depression may experience a greater 

decrease in depressive symptoms than non-depressed youth. Taken together, these findings 

suggest that anxious youth with comorbid depression may benefit from CBT for anxiety, 

while also underscoring that symptoms and functioning may be impacted even after a 

successful course of treatment.
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Figure 1. 
Interaction between time point and group on depressive symptom severity (CDI)
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Table 1.

Descriptive Statistics for Youth Included in Final Sample (N=157)

Anxiety Only
n=137

Anxiety + Depression
n=20 Overall

Mean/N SD/% Mean/N SD/% T/χ 2 Mean/N SD/%

Age (Years) 10.63 2.62 13.62 2.81 −4.72** 11.01 2.82

Race/Ethnicity
a 4.04

 White 111 82.84% 20 100% 131 85.06%

 Black 3 2.24% 0 0% 3 1.95%

 Asian 5 3.73% 0 0% 5 3.25%

 Hispanic/Latinx 8 5.97% 0 0% 8 5.19%

 Other 7 5.22% 0 0% 7 4.55%

Sex 0.56

 Male 70 51.09% 12 60.00% 82 52.23%

 Female 67 48.91% 8 40.00% 75 47.77%

Primary Anxiety Diagnosis 16.25*

 GAD 67 48.90% 6 30.00% 73 46.50%

 Separation Anxiety 20 14.60% 0 0% 20 12.74%

 Social Anxiety Disorder 25 18.25% 11 55.00% 36 22.93%

 GAD + Social 15 10.95% 3 15.00% 18 11.46%

 GAD + Separation 7 5.11% 0 0% 7 4.46%

 Social + Separation 1 0.73% 0 0% 1 0.64%

 All 3 2 1.46% 0 0% 2 1.27%

Depressive Diagnosis

 MDD (current) 0 0% 8 40% 8 40%

 MDD (in remission) 0 0% 7 35% 7 35%

 Dysthymia 0 0% 9 45% 9 45%

Co-Primary Diagnosis 38 27% 8 40% 2.84 46 29.3%

Any Comorbid Diagnosis 123 89.8% 20 100% 2.24 143 91.0%

†
p <.10

*
p <.05

**
p <.01

a
Race was not reported by 3 children

Abbreviations: GAD=Generalized Anxiety Disorder; MDD=Major Depressive Disorder

Note: Depressive Diagnoses total more than 100% because some participants had dysthymia and MDD (current or in remission)
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Table 2.

T-tests Comparing Depressed and Non-depressed Groups

Anxiety Only
n=137

Anxiety + Depression
n=20

Measure Mean SE Mean SE T/χ 2

CDI T-Scores
a

 Pre-treatment 47.55 0.92 55.36 2.66 −3.01**

 Post-treatment 42.70 0.68 45.59 2.69 −1.44

CGAS

 Pre-treatment 53.82 0.57 47.57 1.50 3.90**

 Post-treatment 66.76 0.79 60.70 2.52 2.52**

CGI-I

 Pre-treatment – – – – –

 Post-treatment 2.13 0.06 2.22 0.17 −0.54

CGI-S

 Pre-treatment 4.56 0.06 4.82 0.19 −1.52

 Post-treatment 3.07 0.09 3.66 0.24 −2.24*

CSR

 Pre-treatment 5.58 0.07 6.15 0.17 −3.04**

 Post-treatment 3.29 0.15 3.65 0.44 −0.85

†
p <.10

*
p <.05

**
p <.005

Bonferroni adjusted alpha=.005

a
CDI scores are represented as scaled t-scores.

Abbreviations: CDI=Children’s Depression Inventory; CGAS=Children’s Global Assessment Scale; CGI-I=Clinical Global Impression Scale - 
Improvement; CGI-S=Clinical Global Impression Scale - Severity; CSR=Clinical Severity Rating
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