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Abstract
Strong evidence supports the use of cognitive-bnehavtherapy (CBT) for the
treatment of clinical anxiety in children. As pate® may play an etiological role in the
development, progression, and maintenance of amldanxiety, researchers have
noted that including parents in child treatmentfemisome benefit upon child
outcomes. Conducting CBT solely with the parentarofious children may be equally
beneficial and potentially more cost-effective thie@atment modalities with only the
child. The present study examined the efficacy asession parent-only CBT
intervention delivered individually to parents oixéous children (ICBT) in
comparison to a ten week wait-list control condit{®vL). Conditions were compared
at three time-points, with regard to the child’siaty symptoms (by child, parent, and
teacher reports) and diagnostic status (by stredtunterview with parents), as well as
parents' self-reported anxiety, protective pargntiehaviors, parenting satisfaction,
and parenting self-efficacy. The ICBT interventiwas more effective than the WL
condition in reducing total number of anxiety der diagnoses, the total parent-rated
interference of those diagnoses, and the totakdim-rated severity of those
diagnoses (via structured diagnostic interview)yal as reducing maternal
protective parenting behaviors. These changes manetained at 3-month follow-up
in the ICBT group. There were no significant diéfleces between conditions in father-
report of any variables, in child self-report cad¢ber-report of child anxiety, or
mother-report on maternal anxiety, satisfactiorsaif-efficacy. These findings
suggest that treatment with the parents of anxibildren can be an effective

treatment modality. They also suggest that theigrfte of parenting factors such as



protective behaviors should be a fundamental cenaiabn for practitioners when
planning childhood anxiety treatment in any mogakuture research is warranted
with larger, more diverse samples and long-terdo¥siup in order to elucidate the
mechanisms through which individual CBT with thequds of anxious children

results in symptom reduction for the child and weethese gains are maintained over

time.



Acknowledgements

| would like to extend my utmost gratitude to myjangrofessor, Dr. Ellen
Flannery-Schroeder, for inviting me to join heraach lab many years ago and for
advising me for the past seven years. | am deeplgtited to her for her expertise,
support, guidance, and kindness. | am also gratefDr. Kathleen Gorman for her
mentorship and friendship throughout my graduating. Her listening ear, brilliant
mind, and genuine support have helped me moreviloathls can describe. | am also
thankful to my committee members, Dr. Sue Adamselodd, who | have been
honored to have on my committee from start to finBr. Mark Robbins, and Dr.
Diane Martins, for their valuable input, feedbaakd encouragement as well.

| would also like to express my deep and sinceatitgde to Nate, a dear
friend and colleague, for his willingness to "behe trenches" and manage the project
while | was on internship. | simply could not had@ne this without him. | am also
deeply indebted to my fantastic research assidtimnah, for her dedication and
enthusiasm, particularly in getting the projecttb ground. | would also like to thank
the numerous Child Anxiety Program staff members sérved as clinicians and
diagnosticians for the study (especially Simay Apdl), as well as the wonderful
families we had the opportunity to work with astparthis study.

Lastly, | am genuinely grateful and deeply indeltechy incredible family
and my dear friends, Alexis, Celeste, and Alison tfieir unwavering support of my

every endeavor. All my love to each of you...



Table of Contents

ADSTIACT ...t e e e e e e e e e e e e e e e e eeeeaarrre i
ACKNOWIBAGMENTS ... et e e e e e e e e e e e eeeeebebennnneeeennnnes v
Table Of CONTENLS ..o %
LISt Of TADIES. ...t e e e e e e e e eeeeaeees Vi
LISt Of FIQUIES ... e e e e e e e e e e e e e eeeeeeees Vi
T ugoTo (¥ ox 1 o] o [P PPUPPPPRPPTRR 1
METNOA ... e a e e 16
RESUIES e e e ettt bt r s 29
D o U 7] o] o [ 45
BIDlIOGrapy ....ccoeeeeeee e 73



List of Tables

Table 1. Demographic & Diagnostic CharacteristicBarticipants ...........ccc......... 64
Table 2. Sample Sizes Completing Measures by R&part...........ccccceeeeevvvininnnnnn. 67
Table 3. Means & Standard Deviations for Struatudgagnostic Interview ......... 68

Table 4. Means & Standard Deviations for Mate®elf-Report Measures .......... 69
Table 5. Means & Standard Deviations for PateB&dl-Report Measures............ 70

Table 6. Means & Standard Deviations for Childf-$&aport & Teacher-Report
MEBASUIES ... ettt erm et et e i n e e e e e b e e e e e e eans 71

Table 7. Significant Pearson Correlation Coeffitse.............ccoovvviiiiiiiiiiinnnnn. 2.7

Vi



List of Figures

Figure 1. Recruitment and treatment of participaves time ............ccccccccceeeeeennn.

Figure 2. Flow diagram of participants through shedy

Vii



Cognitive-Behavioral Treatment of Childhood Anxiety:
Examining a Parent Consultation Model

It is widely purported that anxiety is the most ecoan disorder of childhood
and adolescence, more common than depressive eisadd disorders of behavior
(Cartwright-Hatton, McNicol, & Doubleday, 2006; Kssr et al., 2005). However,
epidemiological studies vary substantially in tirepported prevalence rates,
particularly with regard to pre-adolescent youtkcérding to Cartwright-Hatton and
colleagues (2006), the prevalence of anxiety de@rth pre-adolescents may range
between 2.6% and 41.2%. While some fears and aroaet be adaptive and
developmentally appropriate, clinical levels ofrfaad anxiety can engender
significant distress in children and their famil{&peleta, Keeler, Alaatin, Costello,
& Angold, 2001), and are likely to interfere witbhalemic and social functioning.

Numerous studies, meta-analyses, and reviews haeieed gender
differences in the prevalence of anxiety disordeshildren. Findings are
inconsistent; in some population studies, femaégaahstrate almost twice the risk of
males for childhood anxiety disorders (e.g., Céstéliustillo, Erkanli, Keeler, &
Angold, 2003), while other population studies héaited to demonstrate significant
gender differences in prevalence of anxiety disar¢@e.g., Canino et al., 2004).
Among treatment-seeking anxious youth in partiguthildhood anxiety disorder
presentation appears to be consistent across gandeace (Kendall, et al., 2010).
Further, childhood anxiety does not appear to Imsistently related to other
demographic variables, such as family size, paremsital status, education level,

race or ethnicity (e.g., Canino et al., 2004). Saa@ indicates a small negative



association with socioeconomic status, although sesults have not been consistent
(e.g., Xue, Leventhal, Brooks-Gunn, & Earls, 2005).

Childhood anxiety disorders often do not preserg agle disorder. Rather,
they overlap significantly in symptoms and are higlomorbid among themselves
(Kendall et al., 2010), with 40-75% of anxious dnéin meeting criteria for more than
one anxiety disorder (Rapee, Schneiring, & Hud2609; Seligman & Ollendick,
2011). Childhood anxiety disorders are also higloignorbid with other internalizing
disorders, such as depression (Angold, Costellgri&anli, 1999; Seligman &
Ollendick, 1998), and moderately comorbid with exédizing disorders (Russo &
Beidel, 1994), which adds to an already complegmstic profile. Therefore, the
treatment of childhood anxiety disorders must nemely take into account the
presence of comorbid conditions.

Moreover, childhood anxiety demonstrates contindityat is, children who
meet criteria for an anxiety disorder at one timea moderate to high risk to meet
criteria for an anxiety disorder later in life (Regpet al., 2009), though not necessarily
the same disorder (Kendall et al., 2010). Notahhxkiety disorders generally do not
remit if left untreated (Costello & Angold, 199%). general, although as many as 40%
of youth with mental health diagnoses may be atcogs®rvices across sectors, only
about one in five receives care from a specialtytaiehealth provider (Burns et al.,
1995). Further, despite strong support in favoevoflenced-based practice, few
individuals accessing services receive empiricaligported treatments (ESTs; U.S.
Department of Health and Human Services, U.S. Deyeant of Education, & U.S.

Department of Justice, 2000).



Considerable evidence has supported the use oftmeghbehavioral therapy
(CBT) for the treatment of childhood anxiety disersl(Silverman, Pina, &
Viswesvaran, 2008). CBT is a collaborative, problecused approach that seeks to
address the underlying and maintaining factorsdfi’s distress (Kendall, 2011a).
Numerous randomized clinical trials have demonstr@s efficacy (e.g., Kendall, et
al., 1997; Kendall, Hudson, Gosch, Flannery-Scheoefl Suveg, 2008). Taken
together, these studies provide the empirical sugpadentify CBT as an evidence-
based treatment for childhood anxiety (OllendicKi&g, 2011). Based on Chambless
and Hollon’s (1998) established standards, CBTchaidren with anxiety disorders is
deemed “probably efficacious” and is recommendeithadirst-line treatment of
choice (Ollendick et al. 2006). Comorbidity does$ s@em to predict treatment
outcome, which suggests that CBT for anxiety dismaan be effective regardless of
the presence of comorbid conditions (OllendickrelgrGrills-Taguechel, Hovey, &
Wolff, 2008). Moreover, CBT for childhood anxietisdrders appears to be
efficacious across ethnic and cultural groups dk(eg., Ginsburg & Drake, 2002;
Pina, Silverman, Fuentes, Kurtines, & Weems, 2003).

Most available CBT programs for childhood anxigbgdfically target the
anxious child. For example, ti@oping Catprogram (Kendall & Hedtke, 20063
edition) is an empirically-validated CBT progrant émxious children, ages 7-17.
The primarily child-focused sessions employed pgpams such as ti&oping Cat
are seen as the first component of the learninggss) wherein skills are introduced
and challenges are problem-solved. The next comptpaghome assignments,

provide the repeated practice necessary for complell acquisition and refinement.



Given the importance of the context in which thgians behavior occurs in
behavioral theory, it necessarily follows that CBT child anxiety often introduces
new skills for the anxious child, as well as forgrds, teachers, and even siblings or
peers (Seligman & Ollendick, 2011), all of whom édke potential to become major
agents of change. As Friedberg and McClure (20@2¢ sinvolving family members
and teachers is crucial to treatment success bethe€nvironments fostered by these
individuals "can either reinforce or extinguish ptile coping skills" (p. 8).

Furthermore, a growing body of literature suggésas parents play an
important etiological role in the development angimenance of child anxiety,
through both biological and environmental mechasig@insburg & Schlossberg,
2002; Hudson & Rapee, 2004). Children of anxiougipiz are believed to be at
heightened risk for developing childhood anxietyodders (Micco et al., 2009).
Family aggregation studies indicate that 1) amangaas parents, up to 60% of their
children meet criteria for an anxiety disorder )émong children with anxiety
disorders, up to 80% of their parents have an éngisorder (Ginsburg &
Schlossberg, 2002).

Parental anxiety may also place offspring at areased risk for an anxiety
disorder through environmental mechanisms. Comp@aredn-anxious parents,
parents who are experiencing anxiety demonstrateased cognitive biases towards
threat, increased perceptions of danger, and @d\s@nsitivity to their child’s distress
(Hudson & Rapee, 2004), as well as increased appsatn when watching their child
engage in routine activities (Turner, Beidel, RsberNay, & Tervo, 2003). Thus, as

a function of their own anxiety, anxious parents/mpkace limits on their child’s



experiences, restricting the child's opportuniteetace the developmentally
appropriate, yet challenging circumstances thdtalldw the child to develop

adaptive coping skills (Murray, Creswell, & Coop2009). Anxious parents may also
view anxiety as powerful and something to be aviideemingly unable to tolerate
anxiety internally or in their child (Suveg et &Q06).

Further, parental anxiety may enhance child anxt@tyugh modeling and
information transfer (Turner et al., 2003). Throwgtarious acquisition processes,
children learn to fear what they observe their peréearing. Murray and colleagues
(2009) reviewed several studies in which parentadeling of anxious behavior
elicited fearful and avoidant responses to the sstmauli from the child, even in
infancy. Anxious parents may also model maladaptof@ng strategies for their
children, if they lack the skills to effectively ge with their own anxiety.

Additionally, all parents consciously and unconssiy transmit their evaluative
cognitions to their child, through information teder of verbalizations and behaviors.
In this constant communication about the environiremxious parents may transfer
their own perceptions of threat (Hadwin, GardneR&ez-Olivas, 2006).

Numerous theoretical models and accumulating rebdardings also support
relationships between specific parenting behavaosthe development, maintenance,
and amelioration of childhood anxiety (McLeod, Wp&dAvny, 2011). In particular,
parental overprotection and over-involvement haaenbfound to be related to
childhood anxiety (Ginsburg & Schlossbg?§02; Wood, McLeod, Sigman, Hwang,

& Chu, 2003; Gallagher & Cartwright-Hatton, 200Bpwever, additional factors



such as parental psychopathology, rejecting orthegggamilial communication, and
general family dysfunction have been identifiedvad.

Protective parenting behaviors in particular ateroklicited by and in
response to the child’s anxious behavior. For msaparents might allow their child
to avoid anxiety-provoking situations (e.g., st@yirome from school), rescue their
child when they demonstrate anxiety (e.g., relig\time child of responsibilities,
performing tasks for the child), or provide contiig reassurance. Such protective
behaviors can interfere with the child learningdes coping strategies to deal with
anxiety (Simpson, Suarez, & Connolly, 2012).

Many parents view protective behaviors as benéfigigheir child and part of
their parenting responsibility (Suveg et al., 2006)reality, such behaviors often
reduce the child's sense of autonomy, increasepgoos of having no control over
stressors, and in turn, maintain the child's agxi®tmpson et al., 2012). While
protective behaviors can occur in both anxiousrasm@anxious parents, they are
particularly likely to arise in parents who arepedo anxiety themselves (Murray et
al., 2009). In fact, Waters, Zimmer-Gembeck, anddia2012) found that maternal
self-reported anxiety and children's perceptiontheir mother as having an
"anxious/overprotective" child-rearing style werlbassociated with higher levels of
child anxiety in a sample of children ages 7-12réased perceptions of danger may
deter anxious parents from granting their childaomy. Few studies have examined
gender and racial/ethnic differences in proteghgeenting behaviors, especially in

samples of anxious children. However, it is pogsthht gender roles and cultural



backgrounds may play a role in the developmentfanction of anxiety-eliciting
parent behaviors.

Additional parenting processes that may influenath Iprotective parenting
behaviors and child anxiety include parenting séficacy and parenting satisfaction.
Parenting self-efficacy refers to a parent’s peme@icapacity to provide an adaptive,
stimulating, and nurturing environment for theifldhDecreased parental self-
efficacy is correlated with defensive and contnglparent behavior (Donovan,
Leavitt, & Walsh, 1990) and passive coping styMels-Parker, Miller, & Topping,
1990). On the other hand, increased parental Hetkey is related to active coping
styles (Wells-Parker et al., 1990) and may pronpotgtive outcomes for anxious
children. Eisen, Raleigh, and Neuhoff (2008) ssteg that enhanced parental self-
efficacy and parental satisfaction leads to mofecéf/e parenting (i.e., fewer
protective parenting behaviors), and ultimatelgueed childhood anxiety. Indeed,
they found that when parents participated in adcauixiety education and training
program, only children of parents experiencingicltly significant improvement in
self-efficacy and satisfaction achieved "high etatesfunctioning” (Eisen et al.,
2008).

Overall, it is important to note that the role loétparents in child's anxiety is
likely neither causal nor unidirectional (Kendall@&lendick, 2004). While there are a
number of pathways that contribute to the develograad maintenance of childhood
anxiety, the literature consistently indicates thalynergy exists between anxious
children and their parents. Child risk factors (eggnetic vulnerability, temperament)

may interact with parental anxiety and/or maladagpparenting behaviors and



attitudes, resulting in an increased risk for chitckiety (Murray et al., 2009). While
this knowledge has yet to be fully translated etiiccacious treatment, the past decade
has seen increased attention placed upon paraatdvement in childhood anxiety
treatment. Involving parents in the therapeutiacpss is highly encouraged in nearly
all treatment modalities when working with childneho exhibit internalizing
disorders (Kendall, 2011b). Recent studies havenexed whether treatments that
target anxious children could be enhanced by ise@@arental involvement in the
treatment process. Doing so may allow parentsaimlaew, adaptive ways of thinking
and behaving that would impact the child's anx{Beinholst, Esbjgrn, Reinholdt-
Dunne, & Stallard, 2012). Given that parental festppear to contribute to the
development and maintenance of anxiety in childifeerapeutically modifying such
factors may also facilitate treatment gains (Bamé&sKendall, 2005).

Kendall (2011a) discusses three ways in which gammay be involved in
treatment programs for anxious youth. As consuttgmdrents primarily provide the
therapist with extensive information regarding tlag¢ure of the child’s anxiety. As
collaborators, parents facilitate the implementabbtreatment components. As co-
clients, parents are involved in the treatmenh®extent that they are exhibiting
behaviors believed to be contributing to or maimtag the child’s anxiety. Currently,
most CBT programs include the anxious child’s perém some degree, but the nature
of such involvement varies extensively (Breinhelsal., 2012). In some programs,
parents receive brief information and directed imregs] in others, they are more
actively involved. The content addressed with préiffers as well. More intensive

parent programs typically engage parents as tredtoodiaborators, through behavior



management training and teaching strategies faivatihg courage and independence
in their child (e.g., Rapee, Wignall, Hudson, & 8@ing, 2000). Other programs
target parents as co-clients in that they addrassnps' own anxiety (e.g., Cobham,
Dadds, & Spence, 1998). The context for parentlraraent in treatment also varies
considerably across programs (i.e., group vs. iddal format, conjoint vs.
concurrent therapy sessions with the child).

The majority of recent studies compare child CBThdd CBT with
additional parent sessions (often termed “familyTOBAgain, because of the
variability in this family component, comparisorg@ss studies are difficult. Existing
reviews (e.g., Creswell & Cartwright-Hatton, 20@&)tatively suggest that including
the family in child CBT for anxiety is superior t@ treatment and equal to or better
than child-only CBT. Further, while including patemppears to have a beneficial
effect on child diagnostic outcomes, statisticgh#ficance is often lacking due to
small sample sizes (Rapee, Schniering, & Hudso@QR® meta-analysis conducted
by Deveney, Balillie, Hudson, and Rapee (2010) destnated a clear benefit for
family-based CBT when assessed by changes in ehikldiagnostic status made by
the clinician. Still, in a randomized controllecatr(RCT), family-based CBT and
child CBT were equally superior to an active cohitnaeducing the presence of the
principal anxiety disorder, but child CBT outperfeed family-based CBT on teacher
reports of child anxiety (Kendall et al., 2008).

There are also studies that report improvemerdanmlf/-based CBT and child
CBT based on questionnaires. For example, Boddah €&008) reported similar

improvement for child CBT and family-based CBT cared to wait-list controls,



using both diagnostic status and questionnairesthan study reported a faster
decline in parent report of child anxiety symptoabaedgy following family-based CBT
in comparison to child CBT (Wood, Piacentini, SarthGerow, Chu, & Sigman,
2006). In Kendall and colleagues’ RCT (2008), fanlibsed CBT outperformed child
CBT when both parents had an anxiety disordergusath assessment methods.
Thus, the evidence regarding the benefits of dyeatolving parents in the treatment
of childhood anxiety disorders remains somewhaivegal (Waters, Ford, Wharton,
& Cobham, 2009), perhaps due in part to the vdriglim parent involvement.

There also appears to be a dearth in the knowledge regarding the specific
processes of change when parents are involveaitreatment of child anxiety. It is
well-established that parental anxiety works agapsimal treatment outcomes for
the child (Creswell & Cartwright-Hatton, 2007). Hever, whether it is parents’ own
anxiety or specific parenting behaviors that shdaddargeted in treatment has yet to
be determined. For example, Cobham and collead@®&8] did not find a post-
treatment reduction in parental anxiety, despigr thpecific focus on the management
of parental anxiety. At the same time, their paakahxiety management component
provided a significant advantagedhild anxiety outcome. In another family-based
CBT study, Bogels and Sigueland (2006) targetedesyrenhancing parenting and
poor family functioning. As a result, they foundeatiary benefit: a decrease in
parental anxiety. Additionally, following a parecttild preventive intervention for
children between ages 3-5, Fox et al. (2012) reportduced child and parental
anxiety, as well as increased attitudes refleatimiganced parental confidence in their

children’s ability to cope with anxiety. Based tve$e mixed targets and findings, it

10



appears that researchers are still defining howtbasvolve parents and which
parenting factors should be targeted to improveautes for anxious children.

Some findings (e.g., Mendlowitz et al., 1999; Heghal., 2002) suggest that
conducting sessions solely with the parents of@mschildren may be equally
beneficial to treatment that involves the childliizering CBT exclusively to the
parents of anxious children may reduce the cogfs, (gme and resources) associated
with family CBT and child-only CBT. Thus, parentigitCBT may increase
accessibility to potentially efficacious CBT fonaous children. Further, parent-only
treatment may prove particularly beneficial for gaents of pre-adolescent anxious
youth. Younger children are often less able toatiffely participate in and ultimately
benefit from individual CBT than adolescents, duéifferences in abilities to engage
in the requisite tasks associated with CBT (DoHeeynolds, Wetherly, & Evans,
2005).

Currently, most parent-only treatments follow an&f@r of control model
(Silverman & Kurtines, 1996), in combination withthe management of the parent
anxiety (Walker, 2012). The transfer of control rabstipulates that effective
reduction in childhood anxiety involves a graduahsfer of knowledge, skills, and
strategies for the management of anxiety, whetertherapist transfers control to the
parents, concordantly teaching the parents tofeacentrol to their children. By
learning how to transfer control to the child, paseencourage the child’s natural
development of autonomy and guard against overgieéstendencies. This enables
the child to independently implement their own oapskills in response to anxiety

(Kendall, 2011b). Such anxiety-reducing CBT stregegan be applied via parent

11



consultation model and tailored to the child's alpyelopmental level, cultural
background, and specific difficulties. Khanna arehHall (2009) found that, when
examining family CBT outcomes, both transfer-of4tohtechniques and parent
anxiety management techniques significantly coatal to improvement on clinician
and parent ratings of child global functioning bot on measures of child anxiety.
They also reported that communication skills tragnand contingency management
training alone did not significant contribute togravement overall. To our
knowledge, no studies to date have examined ing@atidomponents in this manner
with parent-only treatment programs.

Relatively few studies have explored the efficatparent-only CBT for
childhood anxiety. Doing so would allow researchierdraw more specific
conclusions about parental contributions to theatiVe treatment of childhood
anxiety. Existing findings do point toward the e#icy of parent-only treatment. One
study revealed equal improvement among school4irefughildren in parent and
teacher CBT conditions, regardless of whether Hilel ceceived CBT. Children’s
reported fears also decreased most significantilyarparent CBT condition (Heyne et
al., 2002). Another study showed equivalent redustiin children’s anxiety
symptomatology for those receiving family CBT, chBT, and parent CBT group
interventions, when compared to a wait-list cont@hdition (Mendlowitz et al.,
1999). Similarly, Thienemann, Moore, and Tompki?806) showed that a parent-
only group-based CBT intervention for children wethxiety disorders produced
significant reductions in the number of diagnosestyireatment. More recently,

Waters and colleagues (2009) found that both thenpanly and parent-child group

12



treatment conditions were superior to the waitdmtdition, with 55.3% of children in
the parent-only condition and 54.8% of childrerthia parent-child condition no
longer meeting criteria for their principal diagipost-treatment. In this study,
treatment gains were maintained at six-month agdat-follow-up assessments.
Rapee, Abbott, and Lyneham (2006) did not find ifiggnt differences between
family CBT (i.e., 10 sessions of parents and ckidattending parallel groups) and a
bibliotherapy condition in which parents were pa®d with an anxiety management
book with five accompanying parent sessions. La§&artwright-Hatton, McNally,
and White (2005a) showed that parent-only CBT fodi@us children significantly
reduced internalizing symptoms at post-treatmenésé effects were maintained at a
three-month follow-up.

Although these results are promising, these stuahésothers examining
parent-only CBT have methodological limitationsr Festance, some studies have not
included comparison treatment conditions or wait@ntrol groups (e.g., Thienemann
et al., 2006; Cartwright-Hatton et al., 2005a; Béde Sigueland, 2006). Some studies
focus exclusively on young children (e.g., Carttiglatton et al., 2005a; Waters et
al., 2009), which limits generalization of findinggsthat age group. Additionally,
follow-up results are not always reported, so iinslear if therapeutic gains are
maintained over time. Also, though not necessariiynitation, the majority of studies
examine group-based parent interventions, rattzar ittdividual work with
parents/parent dyads. While there are merits aadlohcks to each modality, it is
likely that each would differentially impact chigthd parent functioning. Last, and

perhaps most important, many studies examiningntipact of parent involvement in

13



treatment of childhood anxiety, regardless of mibglar format, have not

systemically targeted (in both intervention anceialuation) those parental behaviors
found to be associated with childhood anxiety (Bneist et al., 2012). In fact, few
studies, if any, have targeted and measured changgcific parental cognitions or
behaviors, despite the fact that these variablesfsen theoretically described as
crucial in the reduction of anxiety in children.

The present study aimed to address these limiabgrexamining the efficacy
of a ten-session parent-only CBT intervention defad individually to parents of
anxious children in comparison to a ten week waitdontrol condition. The
treatment and control conditions were compareenms of the child’s anxiety
symptoms (by child-, parent-, and teacher-reporuestionnaires), the child’s
diagnostic status, as well as parents' self-rep@teiety, protective parenting
behaviors, parental self-efficacy, and parentasadtion.

The parent CBT intervention examined here is amedule program for the
treatment of anxiety disorders in children, exatali through individual consultation
with the parents of the anxious child. The inteti@mintegrates effective behavioral
principles with modification of the cognitions assded with both child and parent
anxiety. The aims of the intervention are threekf@l) to provide education about the
nature of anxiety and its development, (2) to tgaatents techniques for responding
adaptively to their child's anxiety, and (3) to derstrate effective cognitive-
behavioral techniques for parents and childrertognize and manage anxiety. In
this way, the intervention attempts to engage paras consultants, collaboratcasd

co-clients the treatment of their child's anxid€gidall, 2011a).
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Previous studies indicate that CBT for anxious kqubduces medium to
large treatment effect sizes when compared witlaig&Ngt control condition (as cited
in Barmish & Kendall, 2005). Similarly, it was hygpesized that in this study, child
anxiety symptom severity scores as reported bynpsreeachers, and the child
themselves, the number of child anxiety disordagdoses, parent interference ratings
for child anxiety disorder diagnoses, and clinicsagverity ratings for child anxiety
disorder diagnoses would be significantly reducest{reatment for those in the
intervention condition, but not for those in theithst condition. It was also
hypothesized that parents in the intervention doodibut not those in the waitlist
condition, would show significant decreases in-sgfforted anxiety and protective
parenting behaviors, as well as significant inoesas parenting self-efficacy and
parenting satisfaction. Lastly, it is hypothesitleat these changes would remain at
three-month follow-up in the intervention conditj@s treatment effects may continue

to accrue after the intervention.
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Method

Participants

Parents of anxious children, referred from multigdenmunity resources,
pediatricians, and schools, served as particip&atdicipation in the study was
equally open all to genders, races, ethnicitied,ssxual orientations within the
referred, treatment-seeking sample. The parer2s ahxious children provided
consent to participate in the study. Of these, ¢aasented families were referred for
more appropriate clinical treatment, based thermétion they provided during the
initial structured diagnostic interview regardirng tchild's symptoms. Additionally,
two more consented families withdrew from the stalgrtly after the diagnostic
interview to pursue child treatment elsewhere,moagroup assignment.

Demographic and diagnostic characteristics of Hréigpants are presented by
condition in Table 1. The final sample consiste@bflamilies: 33 mothers/female
primary caregivers, 20 fathers/male primary careigyand 31 children. Although we
targeted additional recruitment efforts in areaRbbde Island known to be ethnically
diverse, the whole of the sample identified as &/Hne family identified as
Hispanic/Latino. Adult participants ranged in ageni 21 to 50 years for
mothers/female primary caregiveM((1=42.04,SD 1=6.03) and from 35 to 66 years
for fathers M(1=45.07,SD1=6.07). The majority of parents/parent dyaas29)
reported being married/in a domestic partnershiplenwo dyads reported being
divorced and not re-married. Of the twenty pargagnt dyads who reported, annual

household incomes ranged from $55,000 to $300,000
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(M[=11$128,400SD1=1$77,730), with half of these reporting incomes lestw
$55,000-100,000 and the other half between $1163000000.

The children of the 31 families ranged in age fioih3 yearsil = 9.80,SD=
1.78) and were 61.3 percent male{9). In order for parents to participate in the
study, their children met DSM-1V diagnostic criefor at least one of the following
childhood anxiety disorders as determined by stinect diagnostic interview:
Separation Anxiety Disorder, Social Anxiety Disardgpecific Phobia, and/or
Generalized Anxiety Disorder.

At baseline, 23 children received diagnoses of Bpdehobia, six received
diagnoses of Social Anxiety Disorder, 26 receivedjdoses of Generalized Anxiety
Disorder, and 18 received diagnoses of Separatiotiefy Disorder. Of the children
diagnosed with Specific Phobia(s), six had Anintfadlpas, 13 had Natural
Environment phobias (e.g., darkness, thunderstomershad Blood-Injection-Injury
phobias, four had Situational phobias (e.g., aimp$a elevators), and 11 had Other
phobias (e.g., clowns, costumed characters). Iniaddo the anxiety disorders
enumerated above, one child met diagnostic criteri@anic Disorder and one child
met diagnostic criteria for Obsessive-Compulsiveddder, in addition to their
primary/inclusionary diagnosis. Nearly all childrgr28, 90.3%) met diagnostic
criteria for more than one anxiety disorder. Irstkample, Generalized Anxiety
Disorder was the most common principal diagnasisi4), followed by Specific
Phobia fi=11), then Separation Anxiety Disorde~=@) and Social Anxiety Disorder

(n=3).
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As noted earlier, cases in which the child’s priyndiagnosis was not an
anxiety disorderr(=2) were referred for more appropriate treatmenmdy po
randomized group assignment. Additional exclusigmaiteria for participation in the
study included a diagnosed comorbid pervasive deweéntal disorder (e.g., Autism
Spectrum Disorder), traumatic brain injury or ongdsrain damage, or symptoms of
psychosis (e.g., hallucinations, delusions). Ngtadlbmorbid mood or externalizing
disorders did not serve as exclusionary criteneagithe high comorbidity between
anxiety and such disorders (Craske & Waters, 2@a8)the finding that comorbidity
with non-anxiety disorders does not predict treatihoeitcomes (Ollendick et al.,
2008). Seven children whose parents participatékdarstudy met diagnostic criteria
for Attention Deficit-Hyperactivity Disorder at balgne. One child met diagnostic
criteria for Oppositional Defiant Disorder and talmldren had subclinical symptoms
of Dysthymia at baseline. No children met diagrostiteria for Major Depressive
Disorder or for Conduct Disorder at any point dgrthe study. Clinicians also
provided treatment recommendations (e.g., bibliape behavioral management
strategies, and supplemental therapeutic servieggyding comorbid externalizing
and mood disorders where appropriate. Lastly, pam@ichildren who were engaged
in concurrent psychological and/or pharmacologiedtment for anxiety disorders
were also excluded, so as not to not to confouricooues.

M easur es

Parents, their children, teachers, and diagnossatampleted a variety of

instruments to provide a multi-method assessmealitd and parent functioning.

Structured diagnostic interviews, child self-repogasures, parent self-report
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measures, parent ratings of child functioning, esather ratings of child functioning
were completed at baseline, post-treatment, amethnonth follow-up in the
immediate treatment condition, and at baselinet-paglist, and post-treatment in the
delayed treatment (waitlist) condition (describedletail in the procedures section).

Structured Diagnostic I nterview. Trained diagnosticians, blind to treatment
condition and time-point (to the extent possibileferviewed parents using the
Anxiety Disorder Interview Schedule — Child Versi@DIS-1V-C; Silverman &
Albano, 1996) to assess child functioning. While &DIS is geared toward the
diagnosis of childhood anxiety disorders, the ia@n of other disorders (e.g., mood
disorders, externalizing disorders) allowed thedgstician to assess potentially
comorbid conditions within a single interview. TABIS has excellent inter-rater
reliability, retest reliability, and concurrent wdity (Bodden et al., 2008; Lyneham,
Abbott, & Rapee, 2007; Wood et al., 2006), andbeen shown to be sensitive to
treatment change (Hudson et al., 2009).

Within the ADIS, diagnosticians generated impairtmatings, referred to as
clinician severity ratings, for each diagnosticecatry. Clinician severity ratings range
from O (least severe) to 8 (most severe). A clancseverity rating of 4 or higher is
required to meet criteria for a DSM-1V diagnosisthis study, the disorder with the
highest clinician severity rating was establishedh& principal (i.e., most disabling)
diagnosis. Clinician severity ratings for eachgdiasis were summed to create a
clinician severity composite score. Parents alsadrtheir child's functional
impairment in each diagnostic category, referredstparent interference ratings.

Parent interference ratings also range from Orfterfierence) to 8 (maximum
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interference). Parent interference ratings for ehabnosis were summed to create a
parent interference composite score. When multategivers were participating in
the interview, they provided a single set of regasfor each child. Disparate ratings
between reporting caregivers were averaged byidgndstician.

Child Measure. The anxious children of parent participants congalehe
Multidimensional Anxiety Scale for ChildrgMASC-C; March, 1997). The MASC is
a 39-item questionnaire that assesses anxietysafoosdomains: (1) physical
symptoms (including tense/restless and somatiafaatec subfactors), (2) social
anxiety (including humiliation/rejection and pubperformance subfactors), (3) harm
avoidance (including anxious coping and perfecionsubfactors), and (4)
separation/panic anxiety. It is currently the mogtely used general self-report
measure of child anxiety (Langley, Bergman, & Prdcg, 2002). The MASC factor
structure is invariant across gender and age amdssbxcellent internal reliability
(Cronbach’sy = .87 with children in this sample), as well ag@uaiate convergent and
divergent validity. Three-week and 3-month teseseteliability has been shown to be
satisfactory to excellent (March, Parker, Sulliv8talling, & Conners, 1997).

Parent M easur es. Studies examining parent-child reporting differengeg.,
Barbosa, Tannock, & Manassis, 2002) suggest timinadvisable to rely exclusively
on self-report measures when assessing childhaadtanThus, the MASC has been
reworded for use with parents as a research instntyrwvhich permits direct
comparison between child and parent report (Villabere, Torgersen, March, &
Kendall, 2012). Baldwin and Dadds (2007) demonstr#éihat the factor structure,

reliability, and predictive validity of the parewgrsion of the MASC are consistent
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with that of the child version. In this sample, @bbach’so was .91 for mothers and
.82 for fathers. Villabg and colleagues (2012) alsted that while parent—child
agreement on the MASC is typically low, mother—athgreement is typically high.

Parents also completed the Adult Manifest Anxietgl8 (AMAS; Reynolds,
Richmond, & Lowe, 2003) as a measure of their omxiety. The AMAS is a 36-item
self-report questionnaire assessing three dimessiviorry & Oversensitivity, Social
Concerns/Stress, and Physiological Anxiety. Lowa Baynolds (2004) reported that
the AMAS has adequate internal consistency (Crdmbac= .67-.89), as well as high
test-retest reliabilityr(= .67-.89). In this sample, the AMAS had a high in&r
consistency (Cronbachis= .91 for mothers, .95 for fathers). Strong evizkealso
exists for the AMAS'’s concurrent validity with otheeasures of anxiety (Lowe &
Reynolds, 2004).

Parents completed the Parent Protection Scale (HRfBasgard, Metz,
Edlebrock, & Shonkoff, 1995) a 25-item measure ss8g parent reports of their own
protective behavior in four broad areas: Superais®eparation, Dependence, and
Control, all of which contribute to the total scoltems include “I keep a close watch
on my child” (Supervision scale item), “I have difflty leaving my child with a
babysitter” (Separation scale item), “I comfort ohyld immediately when he/she
cries; | go to my child if he/she cries during thight” (Dependence scale items), and
“I allow my child to do things on his/her own” (Cimal scale item, reverse-scored).
The PPS total score has moderate to high inteethability (r =.73), test-retest
reliability for the total scorer (= .86), and criterion validity with clinical higtes

(Thomasgard et al., 1995) in studies conducted patients of children ages two to
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ten years. However, Mullins and colleagues (206pbrted comparable internal
reliability in parents of children ages eight toyiars, which was also demonstrated
in this sample (Cronbachts=.69 for mothers and .52 for fathers).

Parents also completed the Parent Sense of Conspeteale (PSOC;
Johnston & Mash, 1989), oéthe most commonly used tools for measuring paten
competence (Jones and Prinz, 200%)e PSOC's eight-item parenting Efficacy scale
examines self-perceived understanding, problemisgphand meeting one's
expectations as related to parenting. On this skaler scores represent more
agreement with statements that reflect increadezhey. The PSOC'’s nine-item
parenting Satisfaction scale examines anxietyirftion, and motivation associated
with the parent role. On this scale, lower scoeggsesent more agreement with
statements that reflect dissatisfaction. JohnstohMash (1989) as well as Ohan,
Leung, and Johnston (2000) have provided evideorcthé PSOC’s construct validity,
internal consistency (average Cronbaol¥s.76 across subscales), and test-retest
reliability (r = .46 - .82). In this sample, the parenting Efficaoppscale had a
Cronbach's: of .79 for mothers and .73 for fathers, while plaeenting Satisfaction
subscale had a Cronbach'sf .83 for both mothers and fathers.

Teacher Measure. In order to be consistent with a multiple indicator
approach, the child’s current teacher, describgzhtents as "a teacher who knows
your child well," completed the Behavior Assessntgydtem for Children, Second
Edition (BASC-2) Teacher Rating Scales (TRS; Regad Kamphaus, 2004). Child
and Adolescent Forms were used as appropriateetohild's age. Parents provided

the form to the same teacher at all three timetpoimenever feasible. The BASC-2
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TRS is a multimethod, multidimensional system usesheasure adaptive and
problem behaviors in the school setting. It indsueachers to rate 139 specific
behaviors on a scale of frequency, resulting isuldscales. For all individual scales,
internal consistencies are generally in the .88 retest reliabilities yield average
correlations in the .70s-.80s, and median intezrnagliabilities range from .53-.65, in
general and clinical samples (Reynolds & KamphaQ084). The BASC Anxiety
subscale (BASC-ANX) consists of seven items relébeahxious behavior observed
in the classroom setting. In this sample, the BAGXCx scale had a Cronbachis=
.91. BASC-ANX scale scores were converted{scores for ease of comparison
across both the Child and Adolescent forms.
Procedure

The current study was approved by the InstitutiGt&liew Board (IRB) of the
University of Rhode Island (URI). Multiple commuynigencies, pediatricians, and
school staff routinely refer anxious children ahédit parents to the Child Anxiety
Program within the Psychological Consultation CeatdJRI. This program will
henceforth be referred to as "the clinic" for th&esof clarity. At the outset of
recruitment, the clinic had numerous families wherevseeking treatment for their
children in the traditional context, in which theetapist would meet individually with
the anxious child. Families with children in thelussionary age range were called by
study staff in the order in which they initiallym@acted the clinic and offered the
opportunity to participate in the research studgymed they did not meet

exclusionary criteria. Additionally, information aist the parent program and research
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study was distributed widely to pediatricians, shwrses, school psychologists, and
additional child mental health professionals ta@ase recruitment.

Interested families met with staff to learn abdwg tesearch study. If the
parents and child wished to participate, they gigihe informed consent and assent
forms, respectively, and completed the paper andibguestionnaires. Parents then
completed the ADIS interview with a trained diaginman to confirm their diagnostic
eligibility for the study. Parents who were nogdie for the study were provided
with referrals for more appropriate treatment agtdined their original place on the
list of individuals seeking traditional clinic tri@aent for their child.

Parents who were eligible for the study were rangi@ssigned to either the
immediate cognitive-behavioral treatment group (TCB = 18) or the wait list
control group (WLh = 13). Randomization occurred dichotomously usingia @ip
procedure following completion of consent procedward baseline assessment
measures (ADIS and questionnaires). Use of theftipiprocedure ensured that it
was not possible for research staff to anticipateré group assignments on the basis
of past assignments. We did not attempt to baldmesizes of the two groups, and
there were no deviations from random assignmeret.F8gure 1 for more detailed
information regarding the recruitment and assesstmarline for each group.

A randomly assigned clinician contacted parentgasd to the ICBT group in
order to begin the ten-week intervention immedjatat the end of the intervention,
they completed a second packet of questionnai@f\&iS (Time 2) with a
diagnostician blind to condition and time-pointafésent the child and teacher

guestionnaires home with parents, including preresikked, stamped envelopes for
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ease of prompt return. After three months, theymetad the final packet of
guestionnaires and ADIS (Time 3), again, with gyd@stician blind to condition and
time-point. The child and teacher questionnairesevagain sent home with parents.

Parents assigned to the WL group began a ten wagtkgvperiod. At the end
of the waiting period, they completed a second paokquestionnaires and ADIS
(Time 2) with a diagnostician blind to conditiondatime-point. Staff sent the child
and teacher questionnaires home with parents,dmdure-addressed, stamped
envelopes for ease of prompt return. Then, a rahdassigned clinician contacted
them to begin the intervention. After completing thtervention, they completed their
final packet of questionnaires and ADIS (Time &jaia, with a diagnostician blind to
condition and time-point. The child and teachersfjioanaires were again sent home
with parents.

All 31 families completed baseline ADIS intervieausd 29 families completed
baseline questionnaires (see Figure 2). Thirtyhhef3l families completed Time 2
ADIS interviews, as one family elected to pursugédefocused treatment and
withdrew from the study before the Time 2 assessn@frthe 31 families, 22
completed Time 2 questionnaires. Between Time 2Tam@ 3, three families became
eligible to begin traditional clinic treatment, twbwhich elected to engage in the
study and traditional child-focused sessions caeclly. One additional family
elected to pursue concurrent child-focused treatmisewhere, also between Time 2
and Time 3. Given that exclusionary criteria fag 8tudy included being engaged in
treatment elsewhere, data provided by those tlarediés who engaged concurrent

treatment for their child’s anxiety was not analyzer Time 3. Additionally, six
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families withdrew from the study for undisclosedsens prior to their Time 3
assessment. Taken together, 21 of the 31 origamaillies completed their Time 3
ADIS interviews, with 13 families completing theegtionnaires. Retention rates
were not significantly different across the ICBTdaWL groups at any time-point. As
reimbursement for time and effort, all participargseived the intervention at no cost.
| ntervention

The intervention was provided by trained clinicrdpsts — specifically,
clinical and school psychology doctoral student® \whd received intensive training,
including didactic presentations, directed readimgke-plays, videotape observation,
live observation, and discussion. Clinicians pgéted in two hours of weekly
clinical supervision, provided by a licensed clalipsychologist as well as advanced
graduate students. Caregivers met with the samiiealn for every session. All
primary caregivers were encouraged to take pahdrstudy. At a minimum, one
parent consistently attended all sessions. To addr@ncerns of inconsistency, digital
audio recordings of session content were providedegularly-attending caregivers
who sporadically missed a session.

The intervention addressed the essential compooértgnitive-behavioral
therapy (CBT) for childhood anxiety with parentsyphoeducation, coping skills
(affective differentiation, somatic education andmagement, modification of self-
talk, and problem solving), exposure methods amdimgency management, and
relapse prevention plans (Albano & Kendall, 2002s&, Flannery-Schroeder,
Mauro, & Compton, 2006). Each of the ten CBT modulkthe intervention

constituted one weekly one-hour session. Each neathuitains a description of the
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content to be covered with an overarching goalliexpbjectives, and detailed
explanations of and rationale behind the tasks.Wesdl & 2 are content-driven and
psycho-educational. They are intended to providgchaformation about the
development and treatment of anxiety. Modules 8e@@cused on building specific
coping skills (e.g., affective awareness, somatoom management through deep
breathing and relaxation training, cognitive restiing, positive self-talk). Modules
7-9 involve practicing those skills with exposuasks that are planned and rehearsed
in session, but conducted at home. Module 10 shifesition to relapse prevention.
Additionally, clinicians sought feedback at the efi¢éach module regarding the
importance of the module's content and parentgidence in their ability to transmit
skills to their child and implement strategies dssed during that module.
Data Analyses

Missing Data. All participants completed the requisite minimunmber of
items for each measure’s scale or subscale(s)gW&#HES Missing Values Analysis, it
was determined that missing data was convincingdgimg at random; that is, the
missing data would not potentially bias the resaitd thus, the observed data can be
assumed to be representative of the intended pipuldlean substitution (wherein
items from the individual's scale/subscale to whiehmissing item belonged are
averaged) was used to replace missing values (€¥ta points).

There is notable contention about the use of mehstigution. However, in
cases where the internal consistency of the ssdligh (e.g., psychological scales

containing multiple, highly correlated items ass&gsvell-defined constructs, such as

! A subset of participant$i€5) refused consent specifically for their chilpégticipation at baseline but
provided consent at later time-points. These datiawot imputed.
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those used in this study), it is more desirableufostitute that individual's mean for
the missing item rather than to discard the indigidrom the analysis. In fact,
provided the scale is unidimensional, the bias ta¢sppear to be substantial
(Osborne, 2013). In this study, when measures hatiphe subscales (i.e., AMAS,
MASC, PSOC), items from the specific subscale tactvthe missing item belonged
were averaged. Thus, this type of mean substitutibiich is similar to imputation
and based on strong inter-item relationships, isrdgble practice (Osborne, 2013)
Data Assumptions. Tests of group differences assume that data azarlin
normal, and homescedastic. A preliminary analySisovariate normality (e.g.,
means, standard deviations, skewness, and kurtodisated that all scales and
subscales scores for mothers, fathers, childrehteachers approximated normal

distributions in their raw data form.
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Results
Power Analyses

An a prioripower analysis was conducted for the primary senalyses
planning to compare the two conditions acrossitsetivo time-points, assuming
two-tailedp values, medium to large effects (based literateveewed above), and
power = .80. The power analysis revealed thatest leight participants were required
in each of the two groups in order to detect laaffects, for a total of 16 participants.
At least 17 participants were required in eachhefttvo groups in order to detect
medium effects, for a total of 34 participants.sé&cond power analysis was conducted
after data collection and prior to analyses. Respgesample sizes at Time 2 were 17
for the ICBT group and 13 for the WL group for diagtic status measures, and 14
for the ICBT group and 8 for the WL group for mgsiestionnaire measures. Using
Cohen's (1988) guidelines, the power to detect éetwwithin group interactions in
diagnostic status variables was .99 for large &ffe@5 for medium effects, and .18
for small effects. The power to detect between-witroup interactions in
guestionnaire variables was .95 for large effe6ts for medium effects, and .15 for
small effects. Consequently, the study was likelly sensitive to large between-
within group interactions and main effects.

Another a priori power analysis was conducted lierget of analyses planning
to examine within-group changes across all three{points, first in the ICBT group
and then in the WL group examined (again, assutwiogtailedp values, medium to
large effects, and power = .80). Twelve particisamére required to detect large

effects and 28 participants were required to detexdium effects.
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With 12 ICBT participants completing the diagnostiatus measures at all
three time-points, the power to detect within-grougin effects in the ICBT group
was .82 for large effects, .41 for medium effeats] .10 for small effects in these
variables. With only 6 ICBT participants completimgst questionnaire measures, the
power to detect within-group main effects in th&ICgroup was .44 for large effects,
.19 for medium effects, and .07 for small effectshiese variables.

With 9 WL participants completing the diagnostiatas measures at all three
time-points, the power to detect within-group meifects in the WL group was .66
for large effects, .30 for medium effects, andf@9mall effects in these variables.
With only 7 WL participants completing most queshaire measures, the power to
detect within-group main effects in the WL groupswa2 for large effects, .23 for
medium effects, and .08 for small effects in themgables. Consequently, this study
was only sensitive to large within-group differeaae the ICBT group for diagnostic
status measures. The same cannot be said for gueatie measures completed by the
ICBT group or for either measures completed byhegroup. Therefore, such
results should be interpreted with extreme caution.
Descriptive Statistics

Means and standard deviations, as well as the wixseanges for all scales at
all time-points for both groups individually as Wwas the full sample are presented in
Tables 2-5. Baseline descriptive data are discusskdv. Changes in these variables
over time are discussed later. Although there wera priori hypotheses about gender
differences in parent-report variables, a serigaaddgpendent samplédests explored

potential differences between maternal and pateepalrts. These are discussed

30



below as well.

Diagnostic Status. At baseline, the total number of child anxiety dosrs was
3.35 SD=1.62). The mean parent interference compositeesgas 18.71§0=9.01)
and the mean clinician severity composite score18a88 SD=8.01). For the child's
principal anxiety disorder taken independently, itiean parent interference rating
was 6.29 $D=.82) and the mean clinician severity rating w&¥$5D=1.40) at
baseline.

Parental Anxiety. At baseline, seven mothers and four fathers regorte
parental anxiety scores in the Clinically Signifitaange. One paternal anxiety score
fell in the Extreme range. Overall, the averageptal anxiety score at baseline for
both mothersNI=12.63,SD=7.50) and fatherdM=10.67,SD=8.72) fell in the Mild
Elevation range. Although mothers reported slightlyre baseline anxiety than
fathers, this difference was not statistically gigant. Of note, eight mothers and six
fathers in this study reported having a diagnosedesy disorder via the demographic
form. In fact, four dyads reported that both carerg had diagnosed anxiety
disorders.

Parenting Variables. At baseline, motherdM=31.77,SD=6.06) and fathers
(M=32.43,SD=5.94) reported similar levels of parenting satistan, with higher
scores representing more satisfaction. There wesgnmificant gender differences in
baseline parenting satisfaction scores. Howevethens \1=20.27,SD=4.31)
reported significantly more parenting self-efficabgn fathersNi=22.86,SD=4.49) at
baselinet (49) = -2.076p < .05, with lower scores representing increasadafy.

Lastly, mothersN1=51.34,SD=5.55) and fatherd{=49.62,SD=5.56) had similar
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baseline protective parenting behavior scores, motignificant gender differences.

Par ent-Reports of Child Anxiety. Mothers M=55.74,SD=17.44) and fathers
(M=51.38,SD=12.31) also reported similar baseline levels odiety in their children.
Based on profiles for age and gender created bgi@mR97), nine mothers reported
that their child's anxiety fell in the Clinicallyighificant range T score of 65+), with
another 11 mothers reporting their child's anxtetie in the At-Risk rangd (score
between 56-64). Just two fathers indicated that digld's anxiety fell in the
Clinically Significant range, with another sevethtars reporting their child's anxiety
to be in the At-Risk range. However, despite thdiferences in categorical
descriptors, an independent samesst confirmed that there were no significant
differences in mother and father reports of childiaty overall.

Child- & Teacher-Reportsof Child Anxiety. Using the same measure as
parents, child reports of their own anxiety at iasgM=56.54,SD=16.58) were
relatively consistent with parent reports. Categgrdescriptions of children's own
anxiety were slightly more consistent with matemeglorts than with paternal reports
of child anxiety. However, independent samptéssts confirmed that there were no
significant differences between child self-reparti 2ither parent's report of child
anxiety symptoms. Using March's (1997) profilesctégd above, seven children in
this sample reported Clinically Significant anxietyd another nine children reported
anxiety in the At-Risk range at baseline. Teacleports of child anxiety in the
classroom setting=69.70,SD=18.41) indicated that four children had anxietyha
At-Risk range T = 60-69) and nine children had scores in the Cditly Significant

range T = 70+).
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Bivariate Correlation Analyses

Pearson correlation coefficients were analyzedttetstand the underlying
relationships between variables (see Table 6). iMat@and paternal anxiety scores
were not significantly correlated with one another, were maternal and paternal
parenting satisfaction scores. However, materndlpaternal parenting self-efficacy
scores were strongly correlated=.66,p <.01), as were maternal and paternal reports
of child anxiety ( =.66,p <.01). The correlation between maternal and patern
protective behavior scores was not significart.¢1,p =.07). Because some but not
all parent-report variables were correlated, matleand paternal data were analyzed
separately.

There was a moderate positive correlation betweatermal anxiety scores and
maternal protective behavior scores=(35,p <.05). There was a strong positive
correlation between paternal anxiety scores anefpalt protective behavior scores (
=.75,p <.01). Maternal parenting satisfaction scores vmegatively correlated with
maternal anxiety scores € -.44,p <.05), paternal anxiety scores<-.45,p <.05),
paternal protective behavior scores=(-.45,p <.05), and maternal parenting self-
efficacy scoresr(= -.46,p < .05). Similarly, paternal satisfaction scoresave
negatively correlated with paternal anxiety scdres-.62,p < .01), paternal
protective behavior scores£ -.48,p < .05), maternal parenting self-efficacy scores (
=-.69,p <.01) and paternal parenting self-efficacy scdres-.68,p < .01). Maternal
parenting self-efficacy scores were also positivagrelated with paternal anxiety
scores (= .51,p <.05) and paternal protective behavior scores.49,p < .05).

Again, for interpretation, it is important to natet higher parenting self-efficacy
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scores represedecreasecfficacy, while lower parenting self-efficacy seer
represenincreasecefficacy.

Maternal reports of child anxiety were moderatelyrelated with child reports
of anxiety ( = .42,p <.05), as well as with the total number of claltiety disorder
diagnosesr(= .63,p < .01), parent interference composite scores.69,p < .01),
clinician severity composite scores<.65,p < .01), parent interference ratings of the
principal disorderr(= .43,p < .05), and clinician severity ratings of the pipal
disorder f = .57,p <.01). Child reports of anxiety was also cortediawith the total
number of child anxiety disorder diagnoses (54,p < .01), parent interference
composite scores € .47,p < .05), and clinician severity composite scores (47,p
<.05).

The relationships described above provide evidéorceonvergent validity of
the ADIS structured diagnostic interview with théBIC child and parent reports.
They also demonstrate the inter-rater reliabilityhe MASC across reporters.
However, despite the correlation between matemdlpaternal reports of child
anxiety, paternal reports of child anxiety were sighificantly correlated with child
reports of anxiety, parent interference compositees, or clinician severity
composite scores. However, paternal anxiety sawees significantly related to
parent interference ratings of the principal digor@d = .44,p < .05). There were no
significant correlations between teacher-reportattl @nxiety and child anxiety
reported by mothers, fathers, or the child thermeselv
Group Comparability

Chi-square analyses and independent sanyiess indicated that there were
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no pre-existing significant differences betweenl®BT and WL groups on any
demographic variables (e.g., gender/age of thel clgported household income,
parental ages), potential covariates (e.g., nurabgiblings, parental diagnoses of
anxiety, comorbid mood disorders, comorbid extezivad disorders) or the dependent
variables analyzed in this study.

Treatment Outcome (ICBT vs. WL)

Structured Diagnostic I nterview. A series of mixed between-within subjects
analyses of variance (ANOVAS) was conducted tosssskanges in the following
variables reported via the ADIS in the ICBT and \@fboups over time: total number
of child anxiety disorder diagnoses, parent interiee composite scores, clinician
severity composite scores, parent interferencagsatof the principal anxiety disorder,
and clinician severity rating of the principal astyi disorder. Partial eta squarezﬂ()
is reported as a measure of effect size, indicatiegroportion of variance of the
outcome measure explained by the interaction onmfects. Using Cohen's
guidelines (1988), 1% conveys a small effect, 6¥veys a medium effect, and
13.8% conveys a large effect. When significant ltesuere found, post-hoc pairwise
comparisons of means were evaluated.

There was a significant Time x Group interactiontédal number of child
anxiety disorder diagnoses, Wilks' Lambda = B§l, 27) = 15.40p < .01,[2IO =.36.
Post-hoc pairwise comparisons of means indicatetleaotal number of disorders
decreased in the ICBT group and increased in thegygup from baseline to Time 2.
There was a significant Time x Group interactiongarent interference composite

scores, Wilks' Lambda = .68,(1, 28) = 15.92p < .01,[1%, = .36. Post-hoc pairwise

35



comparisons of means indicated that parent intamfex¥ composite scores decreased in
the ICBT group and increased in the WL group framdiine to Time 2. Similarly,
there was a significant Time x Group interactiondinician severity composite
scores, Wilks' Lambda = .7B,(1, 28) = 12.01p < .01,D2IO =.30. Again, post-hoc
pairwise comparisons of means indicated that ¢iniseverity composite scores
decreased in the ICBT group and increased in thegWdup from baseline to Time 2.

The Time x Group interaction for parent interferenatings of the principal
disorder was not significanp £.09), nor was the main effect for Group. However,
there was a significant main effect for Time, Wilkambda = .73F (1, 28) = 10.56p
<.01, sz = .27. Post-hoc pairwise comparisons of meansateld that parent
interference ratings for the principal disorderréased in both groups from baseline
to Time 2. Similarly, the Time x Group interactifor clinician severity ratings for
the principal disorder was not significapt£ .09), nor was the main effect for Group.
There was a significant main effect for Time, Wilkambda = .47F (1, 28) = 31.31,
p < .001,[2p = .53. Post-hoc pairwise comparison of means cosgss indicated
that clinician severity ratings of the principasdrder decreased in both groups from
baseline to Time 2. Notably, the mean interfereana severity ratings for the
principal disorder for the ICBT group declined msharply than those for the WL,
but this difference did not reach conventional Is\a# significance.

Clinical Significance. Assurances of clinically significant improvement
cannot necessarily be derived from statisticaliypgicant improvement. Clinically
significant improvement is defined as changesridtairn participants who had

initially fallen in the clinically significant rarggto at least subclinical levels, if not
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within normal limits. Chi-square analyses were ugedssess group differences over
time in the presence/absence of the principal dmiiety disorder and in the
presence/absence of any child anxiety disorder.tHeoprincipal anxiety disorder, this
chi-square was not significant. However, six claldwith parents in the ICBT group
no longer met diagnostic criteria for the principakiety disorder at Time 2 vs. three
children with parents in the WL group. Furthermdvey children with parents in the
ICBT group did not meet criteria for any anxietgalider at Time 2 vs. zero children
with parents in the WL group. Again, this differeneas not statistically significant.

Parent-, Child-, & Teacher-Report Measures. A series of mixed between-
within subjects analyses of variance (ANOVA) wasaduacted to assess changes in
child-, parent-, and teacher-report measures inGBd and WL groups over time.
Again, partial eta squaredfp) is reported as a measure of effect size and,avher
appropriate, post-hoc pairwise comparisons of meamne evaluated. The Time x
Group interaction effect and the main effects fond@ and Group were not significant
for maternal and paternal reports of child anxipgrental anxiety scores, and
parenting satisfaction scores, or for child seffendéed anxiety or teacher-reported
child anxiety.

There was a significant Time x Group interactionrfaternal protective
behavior scores, Wilks' Lambda = .R(1, 21) = 8.05p < .01,(1%, = .28. Post-hoc
pairwise comparison of means indicated that pritedtehavior scores decreased for
mothers in the ICBT group and increased for motiretee WL group from baseline
to Time 2. However, neither this interaction norimeffects for Time and Group were

significant for paternal protective behavior scores
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The Time x Group interaction for maternal parensed-efficacy scores was
not significant p = .12), nor was the main effect for Group. Howetleere was a
significant main effect for Time for maternal patiag self-efficacy scores, Wilks'
Lambda = .62F (1, 20) = 12.23p < .01, 1%, = .38. Post-hoc pairwise comparison of
means indicated that maternal parenting self-efficxores increased in both groups
from baseline to Time 2. Notably, maternal parengelf-efficacy scores in the ICBT
group declined more sharply (suggesting an incraas#icacy) as compared to those
for the WL, but this difference did not reach comtvenal levels of significance. The
Time x Group interaction effect and the main efdor Time and Group were not
significant for paternal parenting self-efficacyses.
Maintenance: 3-Month Follow-Up in ICBT group

A series of repeated measures ANOVAs (within-grtagbors only) was used
to assess changes in all dependent variables adidlssee time-points (pre-
intervention, post-intervention, and 3-month follow) in the ICBT condition.
Mauchly's Test of Sphericity was used to formaBgess to assumption of sphericity.
Despite criticism for failing to failing to detedepartures from sphericity in small
samples, this test remains the most widely usets &ind (Laerd Statistics, 2013).
Partial eta squared]fp) Is reported as a measure of effect size. Whanfgignt
results were found, Tukey post-hoc analyses emgdlayBonferroni adjustment to
correct for multiple comparisons.

Diagnostic Status. The total number of child anxiety disorder diagrsose
differed significantly across the three time-pojftg2, 22) = 19.08p < .001,[2IO =

.73. Tukey post-hoc comparisons revealed that IEEIted a significant reduction in
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total number of child anxiety disorder diagnosesfrbaselineNl=3.50,SD=1.83) to
post-treatment\=1.67,SD=1.30),p < .01, and from baseline to 3-month follow-up
(M=1.08,SD=.90),p <.001. There was also a continued, though nonfgignt (p =

.08) reduction in total child anxiety disorder diages from post-treatment to 3-month
follow-up. Therefore, ICBT elicited a statisticalljgnificant reduction in total
diagnoses that was evident at post-treatment amataireed at 3-month follow-up.

Parent interference composite scores also diffeigrdficantly across the three
time-pointsF (2, 22) = 18.25p < .001,[2p = .62. Tukey post-hoc comparisons
revealed that ICBT elicited a significant reductiorparent interference composite
scores from baselind=20.33,SD=11.28) to post-treatmenic11.00,SD=7.73),p <
.01, and from baseline to 3-month follow-W<8.46,SD=5.36),p <.01. There was
also a continued slight reduction in parent inteniee composite scores from post-
treatment to 3-month follow-up, but this reductwas not statistically significanp (=
.32). Therefore, ICBT elicited a statistically sificant reduction in parent interference
composite scores that is evident at post-treatiaesimaintained at 3-month follow-
up.

Clinician severity composite scores also differigghisicantly across the three
time-pointsF (1.38, 15.19) = 19.63, < .001,D2IO = .64, using a Greenhouse-Geisser
correction for sphericity. Tukey post-hoc compansoevealed that ICBT elicited a
significant reduction in clinician severity comptesscores from baselin®g19.08,
SD=9.77) to post-treatmeni&11.33,SD=6.76),p < .05, from post-treatment to 3-
month follow-up M=7.83,SD=5.13),p < .05, and from baseline to 3-month follow-up

(p <.01). Therefore, ICBT elicited a statisticallgmsificant reduction in clinician
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severity composite scores that is evident at pestiinent and continues to
significantly decrease at 3-month follow-up.

Parent interference ratings for the principal digoralso differed significantly
across the three time-poinis(2, 22) = 15.76p < .001,D2IO =.59. Tukey post-hoc
comparisons revealed that ICBT elicited a signifta@duction in the principal
disorder's parent interference ratings from basdM~=6.42,SD=1.00) to post-
treatment {1=3.50,SD=1.98),p < .01, and from baseline to 3-month follow-up
(M=3.67,SD=2.19),p <.01. There was no change in the principal disGsgmarent
interference ratings from post-treatment to 3-mdallow-up (p > .99). Therefore,
ICBT elicited a statistically significant reductiamthe principal disorder's parent
interference ratings that is evident at post-trestinand maintained at 3-month follow-
up.

Clinician severity ratings of the principal disoragffered significantly across
the three time-points; (2, 22) = 27.44p < .001,1%, = .71. Tukey post-hoc
comparisons revealed that ICBT elicited a signifta@duction in the principal
disorder's clinician severity ratings from baselint=6.25,SD=.75) to post-treatment
(M=3.33,SD=1.30),p < .001, and from baseline to 3-month follow-iyp=3.33,
SD=1.92),p <.01. There was no change in the principal distsddinician severity
ratings from post-treatment to 3-month follow-y>(.99). Therefore, ICBT elicited a
statistically significant reduction in the princlghsorder’s clinician severity ratings
that is evident at post-treatment and maintainé&irabnth follow-up.

Child-, Parent-, & Teacher-Report Measures. Differences in maternal

protective behavior scores were not significanosgtthe three time-poings= .13.
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However, examination of mean scores indicates bngein maternal protective
behavior scores from baselind<£51.75,SD=2.99) to post-treatmenii=44.75,
SD=2.50),  <.05) and a slight increase from post-treatmettoonth follow-up
(M=47.75,SD=5.19), resulting in a non-significant change frbaseline to 3-month
follow-up. Paternal protective behavior scoresmhtl change significantly over the
three time-points. Additional repeated measure©XMs determined that all
remaining parent-report measures (i.e., parentaégn parent-report of child anxiety,
parenting satisfaction, parenting self-efficacy)l &macher-report of child anxiety did
not differ significantly across all three time-ptsnn the ICBT group.

Child self-reported anxiety scores differed sigrafitly across the three time-
points,F (2, 6) = 5.25p < .05,D2IO = .64. However, Tukey post-hoc pairwise
comparisons did not reveal significant changes,tduke impact of the Bonferroni
adjustment on the power to detect changes in a sarable size. Still, examination of
mean scores indicated that ICBT elicited reductiorzhild self-reported anxiety
scores from baselind/=74.25,SD=6.30) to post-treatmeni¥=67.00,SD=7.94) and
to 3-month follow-up 1=52.25,SD=7.98) that were not statistically significant.
Waitlist Group Post-Treatment Analyses

A series of repeated measures ANOVAs (within-grtagbors only) were used
to assess changes in all dependent variables adfdlsee time-points (baseline,
post-waitlist, and post-treatment) in the WL coimgtit Again, Mauchly's Test of
Sphericity was used to formally assess to assumpfigphericity. Partial eta squared
([Zp) is reported as a measure of effect size. Whanfgignt results were found,

Tukey post-hoc analyses employed a Bonferroni adjeist to correct for multiple
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comparisons.

Diagnostic Status. The total number of child anxiety disorder diagrsose
differed significantly across the three time-pojftg2, 16) = 16.38p < .001,[2IO =
.67. Tukey post-hoc comparisons revealed that VdLndt elicit a significant change
in total number of diagnoses from baseline=8.67,SD=1.12) to post-waitlist
(M=3.33,SD=1.41). However, there was a significant reductiototal diagnoses
from post-waitlist to post-treatmeri¥lE1.33,SD=1.73),p <.05, and from baseline to
post-treatmenty <.01. Therefore, while the waitlist participanéported no change in
the total number of child anxiety disorder diagrsoater the ten-week waiting period,
they reported a significant reduction in total diages after treatment.

Parent interference composite scores differed fsogmitly across the three
time-pointsF (2, 16) = 4.93p < .05,[2p = .38. However, Tukey post-hoc pairwise
comparisons did not reveal significant changesinadjae to the impact of the
Bonferroni adjustment on the power to detect chamga@ small sample size. Still,
examination of mean scores indicated that WL didetioit a change in parent
interference composite scores from baselMel8.11,SD=4.73) to post-waitlist
(M=18.89,SD=6.72), but the scores did decrease from postigtaitl post-treatment
(M=10.11,SD=9.91),p = .11, and from baseline to post-treatment,.14. Therefore,
while the waitlist participants reported little ctuge in parent interference composite
scores after the ten-week waiting period, they mgga notable but non-significant
reduction in parent interference composite scoftes seatment.

Clinician severity composite scores differed sigaifitly across the three time-

points,F (2, 16) = 13.21p < .001,D2IO = .62. Tukey post-hoc comparisons revealed
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that WL did not elicit a significant change in dtilan severity composite scores from
baseline 1=20.00,SD=5.27) to post-waitlistN]=19.11,SD=6.13). However, there
was a significant reduction in clinician severibngposite scores from post-waitlist to
post-treatment\=9.78,SD=9.36),p < .05, and from baseline to post-treatment,
.01. Therefore, while the waitlist participantsoepd no change in clinician severity
composite scores after the ten-week waiting petloely reported a significant
reduction in clinician severity composite scordsfafreatment.

Parent interference ratings of the principal disomid not differ significantly
across the three time-points= .09. Examination of the mean scores indicatité li
change between baselind<£5.11,SD=1.62) and post-waitlist{=4.89,SD=2.80),
and more observable change between post-waitlilspast-treatment(=2.44,
SD=2.70). Therefore, while the waitlist participaneéported little change in the
principal disorder's parent interference ratingsrahe ten-week waiting period, they
reported a notable, but non-significant reductiothiose ratings after receiving
treatment.

Clinician severity ratings of the principal disoragffered significantly across
the three time-points; (2, 16) = 13.15p < .001,1%, = .62. Tukey post-hoc
comparisons revealed no significant change frorelbees (M=6.56,SD=.73) to post-
waitlist (M=5.44,SD=2.55). However, there was a significant reducfrom post-
waitlist to post-treatmentM=2.00,SD=2.12),p < .05, and from baseline to post-
treatmentp < .01. Therefore, the diagnosticians for waittiatticipants reported no
change in the principal disorder's clinician sayeratings after the ten-week waiting

period, they reported a significant reduction iosh ratings after treatment.
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Child, Parent, & Teacher Reports. Differences in maternal anxiety scores
were significant across the three time-poift$2, 10) = 4.25p < .05,[2p = .46.
However, Tukey post-hoc pairwise comparisons didregeal significant changes,
due to the impact of the Bonferroni adjustmentl@gower to detect changes in a
small sample size. Still, examination of mean ssandicated that maternal anxiety
scores decreased slightly from baseliMe{5.17,SD=9.02) to post-waitlist
(M=14.00,SD=9.70), and more substantially from post-waitlsspbst-treatment
(M=10.83,SD=8.54). Paternal anxiety scores did not changeafgigntly over the
three time-points. Additional repeated measure©XNs determined that all
remaining parent-report measures (i.e., parentrt@dehild anxiety, parenting
satisfaction, parenting efficacy, protective bebas), child self-report of anxiety, and
teacher-report of child anxiety did not differ siggantly across all three time-points

in the WL condition.
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Discussion
Overview

In this study, we examined the efficacy of a tessg@ cognitive-behavioral
intervention delivered individually to the pareonfsanxious children in comparison to
a ten week wait-list control condition. After reaeig the intervention, the ICBT
group reported significant decreases in the tatatlver of child anxiety disorder
diagnoses, parent interference composite scolagiah severity composite scores,
and maternal protective parenting behaviors, agpened to the WL group who did
not report significant changes in these variablég ICBT group also reported
decreases in the parenting interference ratinglaadlinician severity rating of the
child's principal anxiety disorder, but these chemgere not statistically significant.
The WL group did not report such decreases. Thesdts replicate and extend
previous similarly-designed studies (e.g., Mendtawt al., 1999, Thienemann et al.,
2006) who found that parent-only treatment modaditiesulted in reductions in child
anxiety symptomatology.

However, child anxiety reported via questionnacgesipleted by the child,
parents, and teachers did not change significamiyther the ICBT or the WL
condition. Further, parental anxiety, parentind-efficacy, and parenting satisfaction
did not change significantly for parents in eitbendition. It should be noted that the
sample size of the present study, particularlyfdtiner-, child-, and teacher-report
variables, may not have produced sufficient powellow for the detection of
statistically significant differences between the tconditions. Thus, although the

intervention appears to have had beneficial effebtspresent results should be

45



considered preliminary until a larger randomizedtoalled trial is undertaken.
Summary of Findings

As hypothesized, from baseline to Time 2, thereevgggnificant differences
between conditions in total number of child anxigigorder diagnoses, parent
interference composite scores, and clinician sgveamposite scoreseported via
structured diagnostic intervievdthough the majority of children in both groups
retained their principal anxiety disorder at Timet® parent interference and
clinician severity ratings for the principal diserddecreased over time in both groups.
These ratings appeared to decline more sharpheim@BT than those for the WL, but
this difference did not reach conventional levélsignificance.

In addition, the ICBT group, examined individualtgported significant
decreases in the total number of child anxietyrdisodiagnoses, parent interference
and clinician severity composite scores, and pargatference and clinician severity
ratings of the principal anxiety disorder that weraintained at 3-month follow-up. In
fact, clinician severity composite scores continteedecrease significantly at 3-month
follow-up.

The WL group, examined individually, did not repsignificant changes in
any diagnostic interview variables after the watperiod. However, parents in the
WL condition who went on to participate in the vention after the waiting period
reported significant decreases in total numbehdfi@nxiety disorder diagnoses and
clinician severity composite scores after receitnregtment. Post-treatment decreases
in parent interference composite scores and impaneerference ratings and clinician

severity ratings of the principal anxiety disordare notable but not statistically
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significant.

Also as hypothesized, from baseline to Time 2,dheas a significant
difference between conditions in maternal protecparenting behaviors.
Specifically, mothers in the ICBT group reportesignificant decrease in such
behaviors, a decrease that was maintained at 3hnfiolidw-up. Mothers in the WL
group reported no significant changes in protegb@enting behaviors. Such
protective behaviors are arguably the outcome mosttly targeted and explicitly
addressed by the intervention. Notably, there veasarsignificant difference between
conditions across time in paternal protective pamgrbehaviors. Fathers had lower
baseline protective behaviors which may have preducfloor effect. Fathers also
had a smaller sample size than mothers, which raag rendered the study
underpowered to detect small or medium effecthimgubset of participants. Still, the
significant change for maternal protective behaviarthe ICBT group may suggest
the importance of considering the influence of ptakfactors on child anxiety
treatment.

Similar to Waters et al. (2009) and Thienemanr.g2806), the parent-only
intervention examined in this study required paseatwork on treatment activities at
home with their anxious child in order to facilgateatment goals, while also
addressing parenting behaviors known to elicit @aghtain anxiety. Taken together,
the findings described above support the notiohahaious children can achieve
decreases in anxiety symptoms, using the tran$feordgrol model (from the therapist
to the parent) without the direct involvement oildten in treatment (Silverman &

Kurtines, 1996). As Waters and colleagues (200§yssted, it is possible that in this
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parent-only treatment condition, parents may haker greater responsibility for
changing their own behavior in addition to theillds behavior, whereas in child
therapy, the therapist may be viewed as most resiplerfor producing change.
Moreover, because parents spend significantly rore with their children than do
outpatient therapists, parent are much more alilgeovene with youth and process
difficult situations on a real-time basis.

Additionally, it is possible that the decrease liatpctive parenting behaviors
in the intervention group may serve as a possitdehanism for the decreases in
diagnostic status, parent interference ratings,ciinctian severity ratings for
childhood anxiety disorders. Because parents obasxchildren often see their child
experiencing significant distress and worry, Wiswed as natural for them to want to
protect or remove their child from distressing aitons, to supervise and monitor
their children more closely, and even have diftigldeing away from their child. This
precludes the child from learning important skitis coping with stress and may
inadvertently send the message that parents dioeatieive their child is capable of
coping independently (Simpson et al., 2012hus, working directly with parents
(and asking them to tolerate a certain degreeedf twn distress) may help the child
to learn first, that are capable of coping withiahxand second, the specific skills for
doing so. This parent intervention likely engendgparent readiness to encourage
their children to face their fears through fewestpctive and accommodating
behaviors on the part of the parents, which in tm promote skill mastery and
successful coping with anxiety for the child (Faxak, 2012). Explicitly encouraging

parents to monitor and modify their responses ¢t tthild’s anxiety may have
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increased opportunities for the anxious child teeli@p and practice coping skills
(Chansky, 2004). Additionally, the relationshiptordted between the therapist and
parents during the intervention appears to havered continued anxiety
management once therapy concluded (Suveg et 86)28s evidenced by the
maintenance of change at 3-month follow-up assestsne this study.

Contrary to our hypotheses, there were no sigmfidéferences between
conditions in mother, father, or child reports bild anxiety over time, reported via
guestionnaire. This is in contrast to the postrirgation decreases in child anxiety
reported via structured diagnostic interview in 88T group (but not the WL
group). It is important to recall that diagnosis@uling to a structured diagnostic
interview is typically considered to be the “gokdisdard” outcome measure
(Creswell & Cartwright-Hatton, 2007) in treatmenit@ome studies. The interview
used in this study, the ADIS, has been found tedresitive to treatment change
(Hudson et al., 2009). Conversely, it is possibbg the parent- and child-report
guestionnaire used in this study, the MASC, wasseasitive enough to detect post-
treatment changes in a sample of this size.

However, when examining the ICBT group independeithild-reported
anxiety did decrease significantly over the thieetpoints, with decreasing mean
scores at post-treatment and at 3-month follow¥ingese changes may reflect the
mechanism of “sowing and reaping,” wherein parangstrained in skills to teach
during treatment but their child may not masteriegpvith anxiety until they have
had sufficient time to implement and practice th&gls, in the months that follow

treatment (Nauta, Scholing, Emmelkamp, & Minde@€¥)1). This mechanism may
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not have come to completion at the time of our 3ihdollow-up assessment.
Further, with a larger sample size, there may lteen more power to detect small or
medium treatment effects as early as three moffttisraceiving treatment.

Alternatively, psychoeducation around the naturarofiety and increased
parent attention to the behaviors of the anxiouisl cturing the parent intervention
may have contributed to increased parent awarearfessld impairment. In turn, this
raised awareness may have compensated for trueagesrin child anxiety post-
intervention. Another explanation could be thatpés' perceptions change slowly;
parents may need more salient positive experienthagheir child before they begin
to report decreases in their child’s anxious symmstoLastly, parents may have been
externally motivated to report continuously eledatlild anxiety, even after
completing the intervention, due to their origif@hd continued) interest in traditional
clinic treatment for their child.

There were also no significant differences betwamrditions in maternal or
paternal anxiety over time. This finding is inténeg in light of the fact that a sizeable
percentage of participants (20-25%) reported dilhycsignificant levels of anxiety at
baseline, with at least one quarter endorsing lgaaidiagnosed anxiety disorder.
There are several possible explanations for thdirig. First, the explicit emphasis in
this parent intervention was upon the child's ayxiwith changes in parental anxiety
examined as a potential secondary benefit of tild-&bcused intervention. While
several cognitive-behavioral coping strategiesudised in the intervention modules
are highlighted as "useful to parents," the intati@ was not designed to target

parental anxiety. Therefore, parents may not hapiied the coping skills discussed
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in the ICBT intervention to their own anxiety. $talso possible that study clinicians
placed differential emphasis on the utility of caiye-behavioral strategies for
parents’ own application. Additionally, parentsiwitigh baseline levels of anxiety
may have lacked the necessary coping skills to gtz distress brought on by
discussing their child's anxiety.

This finding is also relevant in that the transfécontrol model used in this
intervention relies on the parents' ability to conmcate treatment techniques to their
child. Breinholst and colleagues (2012) indicateat this model may be problematic
when the parent is experiencing their own anxi€hey suggested that anxiety may
interfere with parents’ motivation to collaboratéhwreatment and may even obstruct
treatment goals, unless they are willing to addtiess own maladaptive thoughts and
behaviors. Others (e.g., Cobham et al., 1998), heweeported that the beneficial
effects of parent interventions were present foepis who reported significant
anxiety themselves. Therefore, future studies shexamine whether there are
differential outcomes for children whose parentgigigate in a parent intervention
depending on parental anxiety level.

Also contrary to our hypotheses, there were noifsigimt differences between
conditions in parenting satisfaction or parential-efficacy over time. Instead,
mothers in both conditions reported an increagmnenting self-efficacy from
baseline to Time 2. Maternal self-efficacy appedceithicrease more notably in the
ICBT group as compared to the WL, but this diffeemas not statistically
significant. Psychoeducation, targeted discussiod, modeling of specific coping

skills to teach the anxious child as well as sgia® for responding to child anxiety
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may have empowered mothers in the ICBT group totlfest they are able to respond
adaptively when the child becomes anxious. In theghdup, parents became aware
that they would, in ten weeks time, receive themvegntion and invested significant
time in providing clinical information about theihild. Therefore, this increased
attention to their child’s functioning and the cakkanticipation of treatment may
have contributed to increased self-efficacy formeo$ during the waiting period.

There are other potential explanations for thesairfigs. First, it is possible
that the intervention did not influence parentiaggaction and self-efficacy, given
that these variables were not specifically targétethe intervention. Second, factors
other than participation in child anxiety treatmerdy exert significant influence upon
these parenting process variables. It is also plesgiat the intervention did have
some impact on parenting satisfaction and seltatfy but the effects were not large
enough to be detected in a sample of this sizéh&umore, it is also possible that we
did not find significant changes in parenting dattson or self-efficacy because
parents were still in the process of applying neatsgies at post-treatment and
thereafter, making it too soon after treatmentstgeas significant changes in these
variables in either condition.

Moreover, the personal responsibility and commith@éiparents in the
intervention, whether real or perceived, may haag dn unintended impact on
parenting satisfaction. Implementing strategiesdésponding to child anxiety are
often challenging and even counterintuitive. Fansgarents, the idea of helping
their child to manage anxiety by facing fears mesl fforeign, uncomfortable, and

even mean” (Chansky, 2004, p.7). And, as anxioudrelm become more competent
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and independent, they rely less on their parertgghwmay lead to a decrease in the
secondary gain that parents of anxious children reegive.

Also contrary to our hypotheses, there were noifsigimt differences between
conditions in teacher’s reports of child anxietgotime. Given the small sample of
teachers that returned questionnaires at baseith@ime 2 (=12), it is quite likely
that the study was underpowered to detect sigmifitaatment effects. Therefore,
generalizations about teacher observations of emidety should not be made based
on this finding. It is also possible that the amxigubscale used to obtain teacher
observations of child anxiety may not have beesisga enough to treatment change.
Additionally, teachers in this study reported bemelevels of child anxiety that
paralleled reports by mothers and the anxious @nithemselves, based drscore
comparisons. This is in contrast with Youngstromelher, and Stouthamer-Loeber
(2000) who reported that teachers generally refpoarer internalizing problems than
do caregivers or youth, because internalizing disxa are by nature more difficult to
observe than externalizing disorders (i.e., behalchallenges that in general would
be more likely to disrupt the classroom setting).

Strengths of the Study

Overall, this study bridges multiple gaps in theriture by paying greater
attention to parental involvement in treatmentdioifdhood anxiety, emphasizing
modeling and parental support of adaptive copirdyreon-avoidance, as suggested by
Simpson and colleagues (2012), in addition to dogrtbehavioral strategies to be

transferred from therapist to parent to child ugimgtransfer of control model.

53



First, this study directly answers the call ofetkxperts (e.g., McLeod et al.,
2011, Wood et al., 2003) for the precise studyheflinkage between parenting and
child anxiety, focusing on the salient parentingdaors that may influence the
acquisition, progression, and maintenance of ayxied our knowledge, it is one of
the first studies to directly address and measweaific maladaptive parenting
behavior. Parents’ protective behaviors were atpivarget of the intervention and
one that was specifically assessed throughoutttitly sDoing so addresses a criticism
by Breinholst and colleagues (2012) that the lttesin parental treatment
involvement does not directly measure the impaohdiidual treatment elements.

Second, Simpson and colleagues (2012) suggestepaitent motivation for
change should be addressed at all times in treatiRis intervention attempted to
address this need by asking parents to rate thertamre of and their confidence
related to session content. These were meant totamamotivation, clarify
information, and trouble-shoot challenging areaswebler, it should be noted that the
extent to which clinicians used these strategighisintervention may have varied.

Third, the majority of existing studies in the acégarent-focused treatment
for childhood anxiety employ samples of parenthwibunger children, because
younger children have yet not reached a stagegifitee development in which they
are able to benefit from cognitive-behavioral tipgrarhis study expands this body of
literature by examining a parent-only interventionthe treatment of anxiety in
elementary to middle-school aged children. It desti@tes the important role that
parents continue to play in not only the developihaea maintenance of childhood

anxiety, but also in its treatment.
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Fourth, the study design itself has several sttengthe individual treatment
modality through which the intervention was provdddlowed for more targeted
treatment of each child’s individual needs, as carag to the more generalized
treatment provided in group formats utilized in thajority of studies in the literature.
Additionally, the study employed a multi-modal ass®aent at each time-point,
measuring variables from the perspectives of thld,gbarents, diagnosticians, and
teachers, as well as incorporating multiple fornfatseporting (e.g., structured
diagnostic interview, paper/pencil questionnairésfact, in contrast to studies
reporting poor parent-child agreement, we found enaid correlations between parent
and child reports when using the same measure tidddily, while it is unclear which
report should be deemed most accurate, positiaéntent outcomes appear possible
despite less than perfect agreement (Safford, Kemkdannery-Schroeder, Webb, &
Sommer, 2005). Further, the study utilized indepan@dssessors at each time-point
(i.e., families were assessed by different diagaasts at each time-point; clinicians
could not serve as both diagnostician and cliniéoara family). Lastly, many
previous studies examining child- or parent-focuS& for childhood anxiety have
reported pre-treatment and post-treatment findimgsout reporting follow-up data.
This study did report follow-up results indicatitige ways in which gains are
maintained over time.

Finally, the general type of treatment (CBT) thedquced the beneficial
effects described here is already designated abapiy efficacious" (Ollendick et al.,
2006) for childhood anxiety disorders. As such, G8Widely used and a standard

part of training and practice for many mental Hegaltoviders (Cartwright-Hatton,
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McNally, White, & Verduyn, 2005b). Therefore, thadings of this study are
extensively applicable to vast number of professi®n
Limitations of this Study

Although this study contributes significantly to anderstanding of the role of
parents in the treatment of childhood anxiety disos, there are a number of relevant
limitations to note. First, as indicated earliehil the power calculations reported
herein indicated that the study's power was sufficto detect large effects between
the active intervention group and waitlist contrbls likely that there was insufficient
power to detect smaller between-group differeneestd small sample size. As a
result, several potentially useful follow-up ana&@gsuch as examining the effects of
gender or reporting findings by specific child atyidisorder or parental anxiety
status were rendered impractical.

Related to this, the lack of racial/ethnic and seconomic diversity in the
sample limited the generalizability of these firghrto White, middle to upper class
families and precluded separate analyses by ratferagthnicity. It is unclear whether
such an intervention for the parents of anxioutdobin would have similar effects in
culturally and economically diverse samples. Fstance, such groups may exhibit
differences in parenting styles and general coptrajegies, as compared to this
sample, which might influence engagement in therug@ntion and implementation of
recommended strategies. However, previous reséacindicated that race and
ethnicity are not strong moderators of childhooxiety. For example, Pina and
colleagues (2012) noted that cognitive and behal&irategies established for White,

non-Hispanic youth and their families may be pronggor Hispanic/Latino children,
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provided they are applied in a culturally respoaswvanner. Still, one must give
consideration to the social determinants of chitwthanxiety, in addition to the
behavioral determinants (e.g., modeling, infornrati@nsfer, reinforcement of
avoidance) addressed in this intervention. Bronfember (1979) posited that in order
to understand human development, the entire eaabgystem in which development
occurs needs to be taken into account, includiedtkdirectional influences between
subsystems and the individual. Thus, triggers fat @sponses to anxiety in children
likely stem from factors beyond modeling within fdyrsystem. They may be
influences by factors in other microsystems (esgools, peer relationships,
religion/spirituality, health services), broadestgms (e.g., neighborhood, mass
media, politics), and cultural attitudes and idgads. Further, the perceived
importance of treatment and access to behavioedirhservices to address childhood
anxiety may vary, depending on the systems to wtinelchild and family belongs.

While this study made every effort to involve alirpary caregivers of the
anxious child in assessment and in the interventsaff, for practical reasons, this
was not always possible. For instance, employmeregdules and child-care concerns
made it difficult for some families to have muliptaregivers participate
simultaneously or attend consistently. Per refdoot® study clinicians, fathers
attended less consistently and participated in fesg@ssions overall, as compared to
mothers. While digital recordings of session cohteere provided when caregivers
missed sessions, the level to which participanggged with these recordings outside
of the session is unknown.

With regard to assessment, as noted earlier, gignifeffort was also made to
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ensure that study diagnosticians were blind tag@péants' treatment condition and
time-point during assessments in attempts to ptdsies in clinician severity ratings.
However, diagnosticians may have been able to m@terthis information based on
participant reporting during structured diagnostterviews, and therefore be
susceptible to bias. Additionally, the BASC wasureed by just two thirds of teacher
participants at baseline, a return rate that deectaver time. Just twelve of the
sample's teachers returned the BASC at both basahd Time 2. Only four teachers
returned the questionnaire at all three time-pointaddition to the many competing
responsibilities faced by teachers, it is notab& many families' participation
spanned summer months, when identified classroaohérs were simply unavailable
to complete the questionnaire. Further, we hadestgd that families ask the same
teacher to complete the form at each time-poiritjrbsome cases, because
participation spanned grade changes, this wasassilie and parents elected not to
distribute the questionnaire.

Another concern relates more generally to the iga@nt-report instruments
to evaluate change in children. This commonly usetinique for evaluating
outcomes of parenting interventions does in fagtthe risk of confounding genuine
change with change in parenparceptionsf child functioning (Cartwright-Hatton et
al., 2005b). In this study, as described aboveaadressed this concern by obtaining
information about child anxiety symptoms from paseteachers, and the child
themselves. However, with regard to the structaliagnostic interview, information
was obtained solely from parents. It is interesthmag the diagnostic variables

resulting from such interviews were those for whigh found significant change post-
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treatment and at 3-month follow-up. Still, eveit i§ the case that the interview-
derived variables are assessing changes in papartaptions of child functioning,
such change is by no means a meaningless outcorfagt] it can be argued that these
changes in perceptions are pivotal to changesaipénental behaviors that maintain
child anxiety.

This study employed what could be described a®g-s&rm follow-up
assessment. Given the sowing and reaping mechala@sonibed earlier, three months
post-intervention may not have provided sufficiemie for all effects of treatment to
consolidate and manifest in observable ways, paatity with regard to the parenting
process variables (e.qg., self-efficacy and satisfa: However, we were able to
report the maintenance of gains for diagnosticaldeis at three months, suggesting
that observable change is possible in this shantedlow. Additionally, similar studies
suggests that treatment gains can be maintainbdest months (Cartwright-Hatton et
al., 2005a), six months (Cartwright-Hatton et 2005b), and one year (Waters et al.,
20009).

Additionally, control groups are widely regardedaasindispensable element
of psychotherapy outcome research (LeichsenringaBurg, 2006), particularly when
piloting new interventions through randomized daiitrials. However, many contend
that waitlist control groups are not necessarilyttaated” because they are contacted,
consented, randomized, diagnosed, and measuregjtiowot the waiting period
(Gallin & Ognibene, 2012). Similarly, the act ofibg included in the study may result
in alleviation of symptoms as result of positivgpegtations, social interaction during

interviews, repeated outcome assessments, andtsqHesser, Weise, Rief, &
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Andersson, 2011). There are also ethical considasategarding withholding
treatment from clinical populations and unantiogobtietrimental effects due to
disappointment or suspicion (Hesser et al., 20hlthis study, particular emphasis
was placed on the possibility of being allocatethisWL condition during the
consent process, in attempts to prepare familiepdtential disappointment. No
participants in the WL condition waited longer ththe ten-week period to begin the
intervention. Furthermore, the majority of parteiys were already in the process of
waiting for available child-focused treatment. Ev¥bkase allocated to the WL
condition received the parent intervention prioatailability of this alternative child-
focused treatment.
Conclusions & Future Directions

In summary, the present study demonstrated thaidividual parent-only
CBT intervention was more effective than a waittishtrol condition in reducing
children's anxiety as reported by structured diaggnanterview and in reducing
maternal protective parenting behaviors. Thesarfgeihighlight Walker's (2012)
suggestion that the influence of parenting factorghildhood anxiety should be a
fundamental consideration for practitioners whemnplng treatment in any modality.

Future research will need to establish that treatrgains made in this parent-
only intervention are equal to, if not surpass,tteatment gains made in more
traditional child- or family-focused modalities. &¢e findings could then contribute to
the assertion that parent-only CBT interventiores\aable options for improving

accessibility to efficacious treatment for childmith anxiety disorders, and in a

60



format that may be more cost-effective (i.e., sammatment gains in fewer sessions
than the average child-focused CBT intervention).

Further, as suggested by Breinholst and collea(@®<), more long term
follow-up studies are needed to establish whethegmi-only interventions for the
treatment of childhood anxiety in general have lergn benefits, perhaps extending
beyond the three, six, and twelve month benchmestablished thus far in the
literature. Such studies should also seek to @dteithe specific factors and treatment
elements that contribute to the maintenance offeartic gains if such gains exist. In
fact, it would also be instructive to learn whattjgpants perceived to be the most
effective components of the intervention, perhamneising the importance and
confidence ratings provided during modules desdritere. In a similar vein, it may
be useful to utilize a measure of parents' peraaptof their own responsibility for
change prior to commencing parent-only intervergtimbetter target the application
of such motivational interviewing strategies.

Future studies should also give careful considemat the selection of
outcomes measures, as these determine how treatoeaass is measured. Current
outcome measures, even those deemed to be thstgaldiard of assessing treatment
outcome, may fall short of assessing whether ieterens truly lead to meaningful
change in the lives of youth. It is recommended finare studies go beyond paper-
and-pencil questionnaires to determine whethervatgions are leading to change in
functional outcomes (e.g., decrease in avoidanawiels, increase in sleeping in

child’s own bed) and in quality of life (Chamblemsd Hollon, 1998). In fact, it is
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possible that such functional changes may everedeechanges in anxious
symptomatology.

More broadly, many researchers (e.g., Seligman l&rdick, 2011) have
suggested that that future research needs to meyant the basic question of
whether cognitive-behavioral therapy is efficaciaughe treatment of childhood
anxiety disorders. There is still insufficient esmdte to suggest who will benefit from
traditional child-focused CBT interventions, as h&s for parent-focused
interventions. Therefore, it is imperative thatds®s of any modality seek to establish
important moderators and mediators of treatmerdaraé (e.g., parental anxiety,
protective parenting behaviors). This informatioill tielp to elucidate for whom CBT
in any modality is more or less effective, as vesliwhy it works. Particularly with
regard to parent-focused interventions, studidziaoy more diverse samples will help
researchers and clinicians to better understaridralbifferences and offer a more
tailored approach to treating anxiety in childrew @dolescents. Presently, while
clinicians must adapt CBT interventions to a childtvelopmental level and other
contextual factors (Kingery et al., 2006), litthssgematic research is available to guide
these decisions.

Finally, while research provides strong supporither efficacy and
effectiveness of CBT for the treatment of child i@ty dissemination and
implementation of CBT outside of academic settirggsains limited (Elkins,

McHugh, Santucci, & Barlow, 2011). This study adhte train parents to "transfer"
cognitive-behavioral coping strategies from thadbg session to their child at home,

utilizing externally valid "real-world" situatiort® practice those skills. Additional
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creative modifications to existing treatment mouakedi are needed to deliver CBT for

childhood anxiety in a more transportable format.
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Table 1

Demographic & Diagnostic Characteristics of Parpants

_Groups

Variable ICBT (=18) WL (=13) Difference p
Child's Sex

Male 11 8

Female 7 5 ¥?=.001 n.s
Family's Ethnicity

Hispanic/Latino 1 0

Non-Hispanic/Latino 17 13 Y= .746 n.s.
Mean age of child in yrsSD) 10.04 (1.80) 9.46 (1.76) t(29) = .893 n.s.
Maternal mean age in yrSD) 42.48 (7.49) 41.64 (2.50) t(22)=.334 n.s.
Paternal mean age in y1SIj) 46.12 (7.21) 43.45 (3.39) t(26) =1.141 n.s.
Mean Household Incom&D) 131000 (82417) 123571 (74202)18) = .199 n.s.
Parental Status

Married/Dom. Partnership 16 13

Divorced, Not Remarried 2 0 v’=1.544 n.s.
Principal Anxiety Disorder

Separation Anxiety 3 0

Social Anxiety 3 0

Specific Phobia 5 6

Generalized Anxiety 7 7 ¥?=5.426 n.s.
Comorbidity

None 1

+1 Anxiety Dx 5 2

+2 or more Anxiety Dx 12 8 ¥’= 2.340 n.s.

+ Externalizing Dx 4 2 Y= .226 n.s.

Note. ICBT: Immediate Cognitive-Behavioral Therapy groMlL: Waitlist control group; Dx:

Disorder Diagnosis
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Figure 1.Recruitment and treatment of participants over time
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Figure 2.Flow diagram of participants through the study.

Recruited from Recruited from
CAP Clinic Community
N =60 N =20

Recruitment Pool
N=80

/

Pre-screened ineligible

Z
1
N
[N

/o

Potential Participants
Contacted by Staff

/ N=57
Declined Participation Ineligible*
N=17 N=5
Consented to Participate
/ = \
Withdrew Prior to Referred Prior to
Randomization Randomization
N=2 \ 4 N=2
Randomized
/ = \
Immediate CBT (ICBT) Waitlist (WL)
Condition - Time 1 Condition - Time 1
N=18 (n=17)** N=13 (n=12)**
Withdrew
> | for Alt Tx
N=1
ICBT Condition Waitlist Condition
Time 2 Time 2
N=17 (n=14)** Withdrew N=13 (n=8)**
for Alt Tx
N=3 Drop out
N=4
Drop out
ICBT Condition N=2 Waitlist Condition
Time 3 Time 3
N=12 (n=6)** N=9 (n=7)**

* Excluded from study based on failure to satisfgliision and/or exclusion criteria
** n's listed parenthetically refer to sample sif@smother’s questionnaire data
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Table 2

Sample Sizes Completing Measures by Reporter

Variable Baseline (N) Time 2 (N) Time 3 (N)
ICBT
ADIS 18 17 12
Mother 17 14 6
Father 13 11 3
Child 16 14 6
Teacher 13 10 5
WL
ADIS 13 13 9
Mother 12 8 7
Father 8 5 5
Child 10 7 7
Teacher 7 6 4
Total
ADIS 31 30 21
Mother 29 22 13
Father 21 16 8
Child 26 21 13
Teacher 20 16 9
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Table 3

Means & Standard Deviations for Structured Diagiméiterview

Variable Baseline Time 2 Time 3 Observed
M (SD) M (SD) M (SD) Range
ICBT
TOTDX 3.67 (1.68) 1.88 (1.62) 1.08 (0.90) 70-
TOTPIR 21.28 (10.05) 12.71 (8.59) 8.46 (5.36 2-42
TOTCSR  20.06 (8.75) 12.71 (7.27) 7.83(5.13) 2-35
PRINPIR  6.50 (0.99) 3.88 (1.87) 3.67 (2.19) 0-8
PRINCSR  6.33(0.69) 3.76 (1.39) 3.33(1.92) 0-7
WL
TOTDX 2.92 (1.50) 3.23 (1.59) 1.33 (1.73) 6 0-
TOTPIR 15.15 (6.03) 17.46 (7.88) 10.11 (9.91 0-32
TOTCSR  16.77 (6.73) 18.15 (7.37) 9.78 (9.36) 0-31
PRINPIR  5.23 (1.59) 4.46 (2.47) 2.44 (2.70) 0-8
PRINCSR  6.23 (1.01) 4.92 (2.33) 2.00 (2.12) 0-8
TOTAL
TOTDX 3.35 (1.62) 2.47 (1.72) 1.19 (1.29)  70-
TOTPIR 18.71 (9.01) 14.77 (8.49) 9.17 (7.47) 0-42
TOTCSR  18.67 (8.01) 15.07 (7.69) 8.67 (7.11) 0-35
PRINPIR  5.97 (1.40) 4.13 (2.13) 3.14(2.43) 0-8
PRINCSR  6.29 (0.82) 4.27 (1.91) 2.76 (2.07) 0-8

Note. TOTDX: Total number of anxiety disorder diagnopes ADIS; TOTPIR: Parent interference
composite score per ADIS; TOTCSR: Clinician seyeciimposite score per ADIS; PRINPIR: Parent
interference rating for principal diagnosis; PRINC Elinician severity rating for principal diagnssi
% Statistics are for non-transformed variables.
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Table 4

Means & Standard Deviations for Maternal Self-Re¢pdeasures

Variable Baseline Time 2 Time 3 Observed
M (SD) M (SD) M (SD) Range

ICBT

AMAS 12.18 (7.55) 9.93 (6.90) 12.50 (11.11)0-29

MASC 58.53 (16.95) 52.73 (21.17) 50.17413. 18-85

SAT 32.39 (5.76) 34.50 (4.50) 34.33 (4.03) 23-42

EFF 20.61 (4.63) 18.21 (3.85) 19.00 (3.41) 13-
30

PPS 51.18 (5.61) 46.93 (7.45) 46.00 (6.36) 33-63
WL

AMAS 13.33 (7.69) 14.13 (8.41) 9.86 (8.21) 2-26

MASC-P  51.33(18.03) 48.09 (17.07) 52.29%9) 17-71

SAT 30.83 (6.63) 33.13(6.31) 31.19 (3.95) 22-44

EFF 19.75 (3.93) 19.50 (3.30) 19.50 (3.73) 13-
26

PPS 51.58 (5.70) 51.63 (7.03) 47.71 (4.42) 38-65
Total

AMAS 12.63 (7.50) 11.39 (7.55) 11.08 (9.33) 0-29

MASC-P  55.74 (17.44) 55.12 (19.57) 51.3.32) 17-89

SAT 31.77 6.06) 34.00 (5.13) 32.76 (4.15) 22-44

EFF 20.27 (4.31) 18.68 (3.63) 19.25 (3.41) 13-
30

PPS 51.34 (5.55) 48.57 (7.50) 46.92 (5.24) 33-65

Note. AMAS: Adult Manifest Anxiety Scale total scare; MESP: Multidimensional Anxiety Scale for
Children — Parent Version total score; SAT: Parepense of Competency Satisfaction subscale, EFF:
Parenting Sense of Competency Efficacy subscal; PRrent Protection Scale total score.

S Statistics are for non-transformed variables.

[ Lower EFF scores represent increased efficacy.
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Table 5

Means & Standard Deviations for Paternal Self-Re¢pdeasures

Variable Baseline Time 2 Time 3 Observed
M (SD) M (SD) M (SD) Range

ICBT

AMAS 9.15 (7.83) 8.91 (7.38) 14.00 (11.53) 1-27

MASC 51.08 (12.61) 52.73 (16.41) 53.33Q19. 22-76

SAT 32.69 (5.47) 33.27 (6.26) 30.00 (6.56) 22-39

EFF 22.62 (4.37) 22.09 (5.54) 25.33 (2.08) 14-
30

PPS 48.54 (5.81) 47.55 (4.80) 50.67 (8.14) 38-60
WL

AMAS 13.13 (10.05) 14.00 (8.15) 8.20 (6.18) 2-29

MASC-P  51.88 (12.65) 59.20 (15.74) 57.4D%B)  27-76

SAT 32.00 (7.01) 28.60 (9.56) 33.00 (7.58) 18-44

EFF 23.25 (4.95) 23.00 (8.34) 19.80 (6.22) 10-
33

PPS 51.38 (4.98) 50.00 (4.06) 45.20 (3.03) 42-59
Total

AMAS 10.67 (8.72) 10.50 (7.75) 10.38 (8.30) 1-29

MASC-P  51.38 (12.31) 54.75 (15.97) 55.89.98) 22-76

SAT 32.43 (5.94) 31.81 (7.45) 31.88 (6.90) 22-44

EFF 22.86 (4.49) 22.38 (6.26) 21.86 (5.62) 10-
33

PPS 49.62 (5.56) 48.31 (4.60) 47.25 (5.68) 38-60

Note. AMAS: Adult Manifest Anxiety Scale total scare; MESP: Multidimensional Anxiety Scale for
Children — Parent Version total score; SAT: Parepense of Competency Satisfaction subscale, EFF:
Parenting Sense of Competency Efficacy subscal; PRrent Protection Scale total score.

S Statistics are for non-transformed variables.

[ Lower EFF scores represent increased efficacy.
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Table 6

Means & Standard Deviations for Child Self-ReporT éacher-Report Measures

Variable Baseline Time 2 Time 3 Observed
M (SD) M (SD) M (SD) Range
ICBT
MASC-C 58.44 (16.14) 52.21 (20.48) 47.00.T8  20-88
BASC-T 66.31 (18.32) 61.50 (20.39) 53.00.003  38-103
WL
MASC-C  53.50 (17.68) 51.11 (23.63) 56.29.995  26-96
BASC-T 76.00 (18.19) 75.50 (7.58) 62.00 (9. 45-93
TOTAL
MASC-C 56.54 (16.58) 51.85 (20.98) 52.00.82)  20-96
BASC-T 69.70 (18.41) 66.75 (17.82) 57.00.816  38-103

Note. MASC-C: Multidimensional Anxiety Scale for Childre- Child Version total score; BASC-T:
Behavior Assessment System for Children —Teachéngr&cales, Second Edition, Anxiety subscale

scores

8 Statistics are for non-transformed variables.
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