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Author's personal copyChild Psychiatry Hum Dev (2012) 43:219–226DOI 10.1007/s10578-011-0258-xORIGINAL ARTICLEOne Year Follow-up to Modular Cognitive BehavioralTherapy for the Treatment of Pediatric AnxietyDisorders in an Elementary School SettingBrian M. Galla Jeffrey J. Wood Angela W. Chiu David A. Langer Jeffrey Jacobs Muriel IfekwunigweClare Larkins Published online: 11 October 2011Ó Springer Science Business Media, LLC 2011Abstract The current study sought to evaluate the relative long-term efficacy of amodularized cognitive behavioral therapy (CBT) program for children with anxiety disorders. Twenty four children (5–12 years old) randomly assigned to modular CBT or a3-month waitlist participated in a 1-year follow-up assessment. Independent evaluatorsblind to treatment condition conducted structured diagnostic interviews, and caregivers andchildren completed symptom checklists at pre- and post-, and 1 year follow-up assessments. Analyses revealed that 71.4% of children who received CBT demonstrated apositive treatment response 1 year following treatment, and 83.3% were free of anyanxiety diagnosis at 1 year follow-up. Analyses further revealed robust effects of intervention on diagnostic outcomes, caregiver- and child-report measures of anxiety at 1 yearfollow-up. Results provide evidence of an ongoing advantage on anxiety-specific outcomesfor this modularized school-based CBT program 1 year post-treatment.Keywords Cognitive behavioral therapy Child anxiety disorders Effectiveness tests School-based treatmentB. M. Galla (&) J. J. Wood (&) J. Jacobs M. Ifekwunigwe C. LarkinsGraduate School of Education and Information Studies, University of California, Los Angeles,2027 Moore Hall, Los Angeles, CA 90095, USAe-mail: gallabrian@gmail.comJ. J. Woode-mail: jwood@gseis.ucla.eduA. W. ChiuDepartment of Psychology, University of California, Los Angeles, CA, USAD. A. LangerDepartment of Psychology, Boston University, Boston, MA, USA123
Author's personal copy220Child Psychiatry Hum Dev (2012) 43:219–226BackgroundAnxiety disorders are among the most prevalent of psychiatric problems for youth [1],affecting approximately 6–11% of school-age youth [2]. Pediatric anxiety disorders cancarry substantial functional impairment which disrupt children’s abilities to accomplishnormal developmental tasks. They are associated with school refusal and failure [3–5],family and peer problems, and long-term negative outcomes like substance abuse, violence, and suicide [6, 7]. Left untreated, anxiety disorders and associated impairments canpersist for months to years [8, 9].Reviews of the literature suggest that cognitive behavioral therapy (CBT) is an efficacious method for reducing youth anxiety disorders and the functional impairmentsassociated with them [10]. Available research also suggests that treatment effects are oftenmaintained at 1 year, and even 6–7 year follow-up periods [11–13].While CBT appears to be efficacious in controlled, clinical environments, the effectiveness of such programs disseminated into real-world settings, such as schools, is stilluncertain. Several school-based clinical trials of CBT for youth anxiety have documentedpromising outcomes [14–17], although several methodological limitations merit cautionwhen interpreting their effectiveness. For instance, the studies surveyed included youthwith subclinical levels of anxiety, utilized quasi-experimental designs that randomized atthe level of classroom or school rather than the individual child, and/or lacked informationregarding treatment adherence. Furthermore, the treatments in all of these trials wereprovided in a group therapy format. While group therapy has several benefits, school-basedmental health services in the U.S. are often provided in the form of one-on-one meetingswith children or their caregivers [18]. Therefore, studies of group-based CBT may not bewell-representative of the manner in which most school-based treatments are delivered,and manuals from such programs might not be tractable for individual clinician-patientinterventions.To our knowledge, only 1 individually delivered CBT treatment study for anxietydisorders has been evaluated in a school setting [19]. Using a randomized controlleddesign, Chiu et al. [19] reported robust short-term effectiveness for Building Confidence, amodular CBT for pediatric anxiety disorders [20], over a wait-list control condition to treatanxiety disorders in elementary school youth. In the current study, we investigated therelative long-term effectiveness of Building Confidence in maintaining treatmentoutcomes.MethodsParticipantsParticipants included 24 children and their families who had completed treatment in arandomized, controlled trial examining the effectiveness of the Building Confidence program to treat anxiety disorders in an elementary school setting [19]. Chiu and colleagues[19] reported favorable immediate post-treatment outcomes, with 72.3% of CBT participants being labeled ‘‘treatment responders’’ on the Clinical Global Impressions-Improvement scale (see below for description), compared to only 5.6% of the waitlist participants.Furthermore, 95.5% of the CBT participants no longer met criteria for an anxiety disorderat the immediate post-treatment, compared to 16.7% of the WL group. Mean clinicalseverity ratings (ADIS-IV CSR, see below for description) at immediate post-treatment123
Author's personal copyChild Psychiatry Hum Dev (2012) 43:219–226221were 2.19 (SD 1.13) and 4.22 (SD 1.36) for CBT and wait-list groups, respectively.Reported effect sizes for immediate post-treatment CGI-I and ADIS-IV CSR scores were2.53 and 1.62, respectively, indicative of large effects [33]. The current paper presents the1-year follow-up outcomes; hence, the two papers overlap with respect to baseline scoresfor participants, but not for treatment-related outcome data.The sample at intake included 40 children with anxiety disorders (55% male) and theirprimary caregivers (80% female) [19]. Children were 5–12 years old (M 8.51,SD 1.74) and attended one of two elementary schools in a major metropolitan area ofthe western U.S. Children were identified by the school psychologist, school nurse, or theirteachers.Participants met DSM-IV criteria for a diagnosis of: separation anxiety disorder (SAD),social phobia (SP), or generalized anxiety disorder (GAD) based on a semi-structuredinterview (see below). They were not taking any psychiatric medication at the initialassessment or were taking a stable dose of psychiatric medication and stated an intention tomaintain the same dose throughout the study. Families were excluded if: (a) the child wascurrently in child-focused psychotherapy (b) the family was currently in family therapy ora parenting class (c) either the child or the parents evidenced psychotic symptoms (d) thechild began taking psychiatric medication or increased his/her dose of medication duringthe intervention, or (e) for any reason the child or parents appeared unable to participate inthe intervention program.Key details about the sample at 1-year follow-up are summarized here: 39 (97.5%)children completed the intervention and participated in the post-treatment assessment. Ofthese 39 children, 24 children (61.5%) participated in the 1-year follow-up assessment(Immediate Treatment (IT): n 14; Wait List (WL): n 10).At intake, the 24 children available for 1 year follow-up ranged in age from 65.5 to130.6 months (M 94.69, SD 17.58) and just over half were boys (n 13; 57%).Most primary parents were mothers (n 18; 82%) and most were married (n 17;70.8%). Over two-thirds of the responding parents had graduated from college (n 17;70.8%). The 1-year follow-up sample was 50% Caucasian, 12.5% multi-racial, 20.8%Latino, 12.5% African–American, and 4.2% Asian.The remaining 16 of 39 (41.0%; IT: n 7; WL: n 9) children did not complete1-year follow-up assessment. The parents of 4 children did not respond to researchers’requests for the follow-up assessment; 5 children changed schools during the follow-upinterval; 3 children graduated; 3 children voluntarily withdrew from the study; and 1participant’s data was lost. Independent samples t tests revealed no significant differencesin key demographic characteristics for those who were maintained versus those who werelost to attrition during the 1-year follow-up period (SES: t -1.34, p .228; Gender:t .684, p .502; Age: t 1.44, p .158).MeasuresTrained independent diagnosticians who were blind to the intervention condition of eachfamily conducted diagnostic interviews before treatment, at immediate post-treatment, andat 1 year follow-up assessments. Independent evaluators used the Anxiety DisordersInterview Schedule for DSM-IV: Child and Parent Versions (ADIS-C/P) to assign DSM-IVdiagnoses [21]. The ADIS-C/P is a semi-structured interview assessing the major childhood anxiety, mood, and externalizing DSM-IV disorders, and it possesses favorablepsychometric properties [22, 23]. Independent evaluators made ratings on the ADIS-C/PClinical Severity Rating (CSR; 0 not at all, 4 some, 8 very, very much) for each123
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Author's personal copy222Child Psychiatry Hum Dev (2012) 43:219–226assigned diagnosis. Diagnoses with ratings of 4 or above are considered within the clinicalrange.The Clinical Global Impressions (CGI)-Improvement scale (CGI-I) provided a globalrating of improvement in anxiety symptoms ranging from 1 (completely recovered) to 8(very much worse) [24]. The independent evaluator made a rating on this scale at the posttreatment and one year follow-up assessments, after comparing the recent assessment withthe pre-treatment assessment. Children receiving a rating of 1 or 2 (completely recoveredor very much better) were considered ‘‘treatment responders.’’Children completed the Multidimensional Anxiety Scale for Children (MASC-C) [25], a39-item scale with robust psychometric properties [26]. The 4-point Likert-type scaleranged from 1 (never true about me) to 4 (often true about me). A parallel parent-reportversion of the MASC (MASC-P) was also administered. Mean scores are reported for bothparent and child MASC. In the present study, alphas for the pretreatment, and posttreatment/post-waitlist, and 1 year follow-up assessments were 0.86, 0.89, and 0.92,respectively, for the child MASC total scale, and 0.88, 0.91, and 0.90, respectively, for theparent MASC total scale.ProcedureThis study was approved by a university-based IRB. The school psychologist, nurse, andteachers, upon identifying children with possible anxiety disorders, informed caregiversabout the present study. Caregivers who were interested in the study contacted the studystaff to schedule the pre-treatment assessment at school. On the day of the assessment,caregivers gave written informed consent and children gave assent (written or verbal,depending on their age) to participate in the study. Families also completed their diagnosticinterviews and self-report measures.Children who met inclusion/exclusion criteria were block randomized to either immediate treatment (IT) or a 3-month wait-list (WL) using a table of random numbers. Childrenwere then randomly assigned to an available clinician. School staff designated a privateroom in the school appropriate for the intervention sessions. Children on the WL receivedthe same CBT program immediately after the WL period. Assessment procedures wererepeated at post-treatment and 1 year follow-up. Study completers were contacted byphone 12 months post-treatment and asked to return for follow-up diagnostic interviews(the ADIS-C/P), completion of study questionnaires (parent and child MASC, etc.), and forother behavioral measures not discussed in the current study.Intervention ProgramClinicians were 13 UCLA doctoral students in clinical or educational psychology. Clinicians typically had at least 1 year of prior clinical experience with children, although fewhad any prior specific experience conducting cognitive behavioral therapy for youthanxiety disorders. Clinicians received specific training in the manualized, modularBuilding Confidence intervention [28] in two 5-h workshops prior to seeing cases for thestudy. A practice case was completed by clinicians before treating children for the clinicaltrial. Group supervision was provided by doctoral-level psychologists on a weekly basis.The modular Building Confidence program contains several child modules, caregivermodules, one teacher module, and one school nurse module. Session order is not predetermined but chosen to reflect the needs of the child. Modules for each session are selectedon the basis of a simple algorithm adapted from [27]. This algorithm initially prescribes the123
Author's personal copyChild Psychiatry Hum Dev (2012) 43:219–226223acquisition of basic coping skills such as developing coping thoughts, followed by aprimary focus on exposure therapy sessions. Treatment is discontinued early if all clinicalanxiety problems identified in the ADIS-C/P pretreatment interview have been successfullyreduced to non-clinical levels in the judgment of both the clinician and the clinicalsupervisor, based on direct evidence. At least one 30-min consultation on specificbehavioral strategies (i.e., a school-home note) is offered to the child’s teacher and/orschool nurse if agreed upon by children and caregivers.Once various coping skills are mastered through practice and role-play [28], childrenand clinicians create a hierarchy in which feared situations are ordered from least to mostdistressing. Children then work their way up the hierarchy and are rewarded as theyattempt anxiety-provoking activities with increasing difficulty (exposure tasks).When caregivers participate in treatment, caregivers are given a psycho-educationmodule and a module focused on promotion of children’s autonomy through choices andself-help skills. Caregivers are also encouraged to participate in the hierarchy developmentmodule. When children begin exposures, caregivers are given a supplementary module onassisting with exposures at home, which also covers supportive communication skills suchas active listening and selective attention.The original clinical trial [19] provides evidence of treatment fidelity. To summarize,independent evaluators coded two randomly selected sessions from each participant in ITusing a checklist corresponding to the primary topics to be covered in each module. Ratersnoted each prescribed item as they listened to the sessions. Results indicated that cliniciansin the study addressed the topics required in each caregiver and child module at a rate of90.2% and 89.2%, respectively. Two coders rated a random sample of 10% of the codedtapes. Inter-rater agreement on the number of session goals met was strong (ICC 0.90).ResultsTable 1 presents descriptive information on outcome measures for all study participantsavailable at 1 year follow-up. As Chiu and colleagues [19] noted on the entire sample,there were no statistically significant pre-intervention group differences (IT vs. WL) on anyof the demographic, child anxiety, or parenting variables.Four children (IT: n 1; WL: n 3) received psychotherapy, social skills training,and/or anxiety medication during the follow-up period. Of these, 2 of the 4 children had anTable 1 Anxiety scores for 3 time pointsVariableBaselineMPostSDM1 Year follow-upSDMSDADIS-IV CSR4.700.562.961.302.521.24Parent MASC2.440.382.200.422.170.36Child 01.18N 17–24. Displayed means and standard deviations across 3 time points are limited to children who weremaintained through 1 year follow-up assessment; ADIS-IV CSR Anxiety Disorders Interview Schedulefor DSM-IV-Clinician’s Severity Rating; MASC Multidimensional Anxiety Scale for Children;CGI Clinical Global Impressions-Improvement Scale; Mean scores are reported for the parent and childMASC123
Author's personal copy224Child Psychiatry Hum Dev (2012) 43:219–226anxiety diagnosis at post-treatment, and 1 of the 2 continued to meet criteria for an anxietydisorder at 1 year follow-up.Positive diagnostic status was defined as a child meeting ADIS-C/P criteria for SAD,GAD, or SP anywhere in his/her primary diagnostic profile. Of the 24 total participantsavailable for follow-up analyses (all of whom had received CBT by the follow-up period),20 (83.3%) were diagnosis-free at 1 year follow-up; 4 individuals (16.7%) had a clinicallysignificant diagnosis at 1 year follow-up (n 1 GAD; n 3 SP). During the follow-upperiod (in the IT condition only; 14 of the original 22 cases available), 2 (14.3%) treatmentresponders relapsed (n 1 SP, n 1 GAD). Only one child (in IT group) met diagnosticcriteria at immediate post-treatment (GAD). However, this individual was unable for1 year follow-up assessment, and therefore, their status at 1 year follow-up is unknown.A rating of 1 or 2 (completely recovered or very much better) on the CGI was also usedas a criterion for treatment response. Of the 24 total participants available for follow-upanalyses: 15 of 24 (62.5%) were ‘‘treatment responders;’’ and in the IT condition only: 10of 14 (71.4%) children met the criteria for being a ‘‘treatment responder.’’Using the entire sample (IT and WL) available at follow-up, within-subjects (paired)t tests were employed to test the effectiveness of Building Confidence from pre-test to1 year follow-up. Analyses revealed robust effects of intervention at 1 year follow-up forall variables: ADIS-IV CSR [t(23) 9.40, p .000]; MASC-P [t(17) 3.108,p .006]; and MASC-C [t(26) 4.486, p .000]. Similar analyses using last observation carried (LOCF) forward did not alter the results. Furthermore, paired t tests usingLOCF with the IT condition subjects only did not alter the significance of the results.DiscussionThe current study sought to evaluate the relative long-term efficacy of a modularized CBTprogram for child anxiety [20]. Consistent with previous research literature, we reportevidence of robust treatment effects at 1 year follow-up. Specifically, 71.4% of childrenwho received CBT (among IT group) demonstrated a positive treatment response one yearfollowing treatment, and 83.3% (among all participants) were free of any anxiety diagnosisat 1 year follow-up. The diagnostic profiles for children were similar to those at postassessment, with a small minority of children relapsing (2 of 14). Furthermore, a minorityof children sought further therapy or started a new psychiatric medication during thefollow-up period, but most of these children had carried a diagnosis at post-treatment. Inbrief, the results provide evidence of an ongoing advantage on anxiety-specific outcomesfor this modularized school-based CBT program 1 year post-treatment.The results of the current evaluation compare favorably to the 1 year outcomes from theoriginal laboratory-based clinical trial [29], providing supportive evidence for the transportability of Building Confidence [20] into school settings. More broadly, results of thepresent investigation are similar to long-term outcomes in group-administered, schoolbased CBT interventions for pediatric anxiety disorders [14, 17, 30, 31]. The currentevaluation expanded upon these previous studies by including only children with clinicallydiagnosed levels of anxiety rather than sub-clinical levels (or ‘‘features’’) of anxiety [30,32], utilizing random assignment at the level of the individual, rather than the school [17],and by implementing a one-on-one, personalized intervention. This last aspect is especiallyrelevant given the relatively greater use of individual—as opposed to group-based serviceformats in usual care in U.S. elementary schools [18].123
Author's personal copyChild Psychiatry Hum Dev (2012) 43:219–226225Taken together, the results illustrate the long-term potency of this modular, algorithmdriven CBT intervention implemented in an individual format (with optional family, teacher and school nurse involvement) in an elementary school environment. Despite themany promising findings of the current study however, results should be considered preliminary. Specifically, results at 1 year post-treatment are based on a small sample ofchildren. Furthermore, the study suffered high attrition during the follow-up period, whichmay have introduced selection bias (although it should be noted that we did not find anysignificant differences in key demographic characteristics between those lost to follow-upand those included in the current analyses). Finally, the study would have benefited fromthe inclusion of therapist ratings of clinical improvement. Subsequent evaluations shouldexamine the effectiveness of Building Confidence for treating youth anxiety disorders whendelivered by school-based service providers, as well as comparison trials against usualcare. Although many steps remain to be taken in the field of school-based mental health,this study offered valuable data examining the feasibility of implementing CBT for anxietydisorders in elementary schools, and advanced our understanding of the effectiveness ofsuch programs.SummaryThe current study found evidence of an ongoing advantage of a school-based CBT programfor child anxiety disorders at a 1-year follow-up assessment. Results illustrate how amodular, algorithm-driven CBT intervention implemented in an individual format (withoptional family, teacher and school nurse involvement) can retain its long-term potencyeven when faced with challenges affecting service provision in the elementary schoolenvironment. The results should also be considered in light of several methodologicalstrengths, including the use of random assignment and individualized care, independentevaluators, tests of treatment fidelity, and psychometrically strong measures, as well aslimitations, particularly a modest sample size. Future research might include assessing thesuccess of this program against usual care when delivered by school-based serviceproviders.References1. Cartwright-Hatto S, McNicol K, Doubleday E (2006) Anxiety in a neglected population: prevalence ofanxiety disorders in pre-adolescent children. Clin Psychol Rev 26:817–8332. Briggs-Gowan MJ, Horwitz SM, Schwab-Stone ME, Leventhal JM, Leaf PJ (2000) Mental health inpediatric settings: distribution of disorders and factors related to service use. J Am Acad Child Psy39:841–8493. Kearney CA (2003) Bridging the gap among professionals who address youths with school absenteeism:overview and suggestions for consensus. Prof Psychol-Res Pr 34:57–654. Ma X (1999) A meta-analysis of the relationship between anxiety toward mathematics and achievementin mathematics. J Res Math Educ 30:520–5405. Mychailyszyn MP, Mendez JL, Kendall PC (2010) School functioning in youth with and withoutanxiety disorders: comparisons by diagnosis and comorbidity. Sch Psychol Rev 39:106–1216. Biederman J, Faraone S, Mick E, Lelon E (1995) Psychiatric comorbidity among referred juveniles withmajor depression: fact or artifact? J Am Acad Child Psy 34:579–5907. Langley AK, Bergman RL, McCracken J, Piacentini JC (2004) Impairment in childhood anxiety disorders: preliminary examination of the child anxiety impact scale-parent version. J Child Adol Psychop14:105–114123
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Quick Guide of Using Google Home to Control Smart Devices

Configuration needs Google Home app. Search "Google Home" in App Store or Google Play to install the app. 3.1 Set up Google Home with Google Home app You can skip this part if your Google Home is already set up. 1. Make sure your Google Home is energized. 2. Open the Google Home app by tapping the app icon on your mobile device. 3.
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Elaboração de Provas Online usando o Formulário Google Docs

2 Após o login acesse o Google Drive ou o Google Docs e selecione a ferramenta Google Forms (Formulários). Clique na caixa de Ferramentas do Google, localizada no canto direito superior da tela e selecione o Google Drive. Na tela do Google Drive clique em New , opção More e selecione Google Forms. OBS: É possível acessar o google
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ACS WASC Templates

File upload, Folder upload, Google Docs, Google Sheets, or Google Slides. You can also create Google Forms, Google Drawings, Google My Maps, etc. Share with exactly who you want — without email attachments. Search or sort your list of files, folders, and Google Docs. Preview files and Google Docs.
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Google Drive - San Bernardino City Unified School District

Google Apps All of the Google applications that are available upon logging into Google.com (G , Gmail, Gphotos, Gdrive, etc.). Google Suite Google’s online cloud based office companion applications (Docs, Sheets, Slides). Google Drive Google’s online cloud storage and file sharing/collaboration application.
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Single Sign On for Google Apps with NetScaler Unified Gateway

Google Apps for Work is a suite of cloud computing productivity and collaboration applications provided by Google on a subscription basis. It includes Google’s popular web applications including Gmail, Google Drive, Google Hangouts, Google Calendar and Google 
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Best practices for managing identities when you move to Google Cloud

Google Cloud. To provide t he informat ion an organizat ion would ne e d to transfer data and ownership from one Google Account to anot her for s ome of t he noncore Google s er vice s, such as Google Ads, Google Analyt ics, or DV360. Intende d audience Organizat ion administrators. Sta planning Google Cloud / Google Wor kspace migrat ion. Key .
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MANAGERIAL FINANCE - GBV

of Managerial Finance page 2 Introduction to Managerial Finance 1 Starbucks—A Taste for Growth page 3 1.1 Finance and Business What Is Finance? 4 Major Areas and Opportunities in Finance 4 Legal Forms of Business Organization 5 Why Study Managerial Finance? Review Questions 9 1.2 The Managerial Finance Function 9 Organization of the Finance
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Chapter 1 The roles of finance function in organisations

The roles of the finance function in organisations 4. The role of ethics in the role of the finance function Ethics is the system of moral principles that examines the concept of right and wrong. Ethics underpins an organisation’s sustained value creation. The roles that the finance function performs should be carried out in an .File Size: 888KBPage Count: 10Explore furtherRole of the Finance Function in the Financial Management .www.managementstudyguide.c Roles and Responsibilities of a Finance Department in a .www.pharmapproach.comRoles and Responsibilities of a Finance Department .www.smythecpa.comTop 10 – Functions of Business Finance in an om23 Functions and Duties of Accounting and Finance nded to you b
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Introduction - Google Earth User Guide

Google Earth Community: Learn from other Google Earth users by asking questions and sharing answers on the Google Earth Community forums. Using Google Earth: This blog describes how you can use some of the interesting features of Google Earth. Selecting a Server Note: This section is relevant to Google Earth Pro and EC users.
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Using Google Forms to Manage Officials Signups

Google Sheets, deleting a response from the form or sheet will not affect the other. Once the Google Form is linked to a Google Sheet, clicking on the spreadsheet icon will open the linked Google Sheet. Google Responses Sheet Google automatically creates and populates the sp
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Our website is made possible by displaying online advertisements to our visitors.
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About this dialog

Our systems have detected unusual traffic from your computer network. This page checks to see if it's really you sending the requests, and not a robot.

















