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Kreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22DOI 10.1186/s13034-015-0054-7REVIEWOpen AccessThe effectiveness of psychosocialinterventions for anxiety in children andadolescents with autism spectrum disorder:a systematic review and meta-analysisAnce Kreslins, Ashley E. Robertson* and Craig MelvilleAbstractAnxiety is a common problem in children and adolescents with autism spectrum disorder (ASD). This meta-analysisaimed to systematically evaluate the evidence for the use of psychosocial interventions to manage anxiety in thispopulation. Cognitive behavioural therapy (CBT) was the primary intervention modality studied. A comprehensivesystematic search and study selection process was conducted. Separate statistical analyses were carried out forclinician-, parent-, and self-reported outcome measures. Sensitivity analyses were conducted by removing anyoutlying studies and any studies that did not use a CBT intervention. A subgroup analysis was performed tocompare individual and group delivery of treatment. Ten randomised control trials involving a total of 470 participantswere included. The overall SMD was d 1.05 (95 % CI 0.45, 1.65; z 3.45, p 0.0006) for clinician- reported outcomemeasures; d 1.00 (95%CI 0.21, 1.80; z 2.47, p 0.01) for parent-reported outcome measures; and d 0.65 (95%CI -0.10,1.07; z 1.63, p 0.10) for self-reported outcome measures. Clinician- and parent-reported outcome measures showedthat psychosocial interventions were superior to waitlist and treatment-as-usual control conditions at post-treatment.However, the results of self-reported outcome measures failed to reach significance. The sensitivity analyses did notsignificantly change these results and the subgroup analysis indicated that individual treatment was more effective thangroup treatment. The main limitations of this review were the small number of included studies as well as the clinicaland methodological variability between studies.Keywords: Meta-analysis, Autism spectrum disorder/ASD, Anxiety, Child, Adolescent, Psychosocial intervention, Cognitivebehavioural therapy/CBTIntroductionAutism Spectrum Disorder (ASD) is a neurodevelopmental disorder characterised by a triad of symptoms – deficitsin social communication, impaired social interaction andlack of flexibility of thought and behaviour. These featuresappear in early childhood and endure across the lifespan[1]. ASD is an umbrella term introduced in the DSM-5 todefine a continuum of symptoms, formerly classified asseparate autistic disorders. These disorders includedAutistic disorder, Asperger syndrome (AS), and pervasive developmental disorder not otherwise specified* Correspondence: ashleyerobertson@icloud.comInstitute of Health and Wellbeing, University of Glasgow, 1st Floor AdminBuilding Gartnavel Royal Hospital, 1055 Great Western Road, Glasgow, G120XH, Scotland(PDD-NOS) [2]. ASD has a prevalence of 1.16 % in thegeneral population [3].Around 70 % of children with ASD also experiencepsychiatric comorbidity [4], with one of the most common being anxiety [5]. Although anxiety in ASD ispresent across the whole spectrum of the disorder, thepresentation seems to be affected by individual factors,such as age, degree of social impairment and level of cognitive functioning [6]. Prevalence rates of anxiety disordersin typically developing children range between 2 and 27 %[7], whereas rates of 11–84 % have been reported in thechildren with ASD [6]. However, it should be noted thatrates vary substantially between studies due to varyingsampling methods and anxiety assessments [6]. The mostcommonly reported anxiety disorders in the paediatric 2015 Kreslins et al. This is an Open Access article distributed under the terms of the Creative Commons Attribution ), which permits unrestricted use, distribution, and reproduction in any medium,provided the original work is properly credited. The Creative Commons Public Domain Dedication waiver ) applies to the data made available in this article, unless otherwise stated.
Kreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22ASD population are specific phobia (30 %), obsessive compulsive disorder (OCD) (17 %) and social anxiety (17 %)[8]. This distribution is similar to that seen in typically developing children, apart from OCD, which is more common in ASD [8, 9].Due to a unique interaction between anxiety and coreASD symptomology, the manifestation of anxiety in children and adolescents with ASD differs in several waysfrom anxiety seen in typically developing youth [10].Anxiety in ASD is associated with more behaviouralproblems, such as social avoidance, repetitive behavioursand aggression [6, 11]. These maladaptive behavioursmay be difficult to differentiate from symptoms of ASD[6, 9, 12] resulting in anxiety being underreported in thispopulation [13, 14]. As a result of the significant diagnostic overlap between anxiety disorders and core ASDsymptoms, it has been discussed whether anxiety shouldbe considered as part of ASD [8, 11]. However, ASDmay simply predispose to anxiety [9] since individualswith ASD struggle to manage perceived threatening external stimuli due to deficits in executive functioning,inherent difficulties understanding emotions, and problems with social and communication skills [9, 11, 15].Furthermore, anxiety levels in ASD youth may be affected by an increased or decreased sensitivity to sensorystimuli and motor clumsiness [15].Cognitive behavioural therapy (CBT) has been shownto be effective in treating anxiety in typically developingchildren and adolescents [16]. Furthermore, CBT can bemodified in a number of ways to make this treatmentmodality more suitable for the ASD population [15].Some of the issues that may affect the delivery of CBTin ASD youth are difficulties responding to social cuesand engaging in reciprocal exchanges [17], as well as reduced verbal skills and difficulties processing figurativemeaning [15]. In addition, ASD youth may have difficulties understanding and expressing emotions, and mayhave reduced Theory of Mind (ToM) abilities, i.e. theability to identify their own and other individuals’thoughts and emotions [18, 19]. It is essential that therapists have insight into the difficulties people with ASDmay face in order to develop a therapeutic content, setting and relationship that is tailored specifically for theneeds of this population [15].The majority of research carried out to ascertain theeffectiveness of psychosocial interventions in the ASDpopulation is biased toward the high functioning end ofthe spectrum [6]. This may be due to the logistical andethical issues that may arise when working with moreseverely impaired individuals, including difficulties withcommunication, giving informed consent, attending totasks and following instructions. The exclusion of youthson the spectrum with cognitive limitations creates problems with generalising results to the Autism SpectrumPage 2 of 12as a whole. This needs to be taken into account wheninterpreting study results. In the UK, individual or groupCBT is therefore recommended to manage anxiety inchildren and young people with ASD if they have the necessary verbal and cognitive abilities [4].The literature addressing treatment options for anxietyin ASD youth has been constantly growing over the pastdecade. At present, a considerable number of studies investigating psychosocial interventions for anxiety in children and adolescents with ASD have been conducted.Furthermore, comparable outcome measures have beenused in these studies, making it possible to perform ameta-analysis. The primary treatment modality studiedin this meta-analysis was CBT, but it was considered important to also include other types of psychosocialmodalities, such as social skills interventions, since components of these may be used to optimise content anddelivery of any anxiety management intervention aimedat ASD youth.The objective of this meta-analysis was to systematically review the evidence for the use of psychosocialinterventions to manage anxiety in children and adolescents with ASD.MethodsInformation sources and search strategyThis review was designed in accordance with thePRISMA guidelines [20]. Two independent researchersidentified studies by searching electronic databases andmanually finding suitable published studies. The followingdatabases were searched: Web of Science, PsychINFO,Embase, Medline and Cochrane Database of SystematicReviews (Cochrane Library). The search strategy includedterms such as ASD, auti*, child*, anxi*, psychotherap* andcognitive behavi* therap*. It was limited to the title andabstract or the topic, depending on the availability ofsearch options within each database. In addition, thesearch was limited to journals in English with a publication year 2000–2013 due to practical reasons and the factthat, to our knowledge, there were no studies publishedprior to 2000 that met our inclusion criteria. The finalsearch was run on the 13th of November 2013.Eligibility criteria and study selectionStudies were included if they met the following criteria:a) the study was published in English and between theyears 2000–2013; b) the study was a randomised controltrial (RCT); c) the patient population was children and/oradolescents (age 0–18 years) with a primary diagnosis ofASD and clinically significant anxiety symptoms; and d) atleast one outcome measure was a standardised continuousmeasure of anxiety (parent-, clinician-, or self-reported).Studies were screened based on the title and abstract. The
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Kreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22final selection of studies was performed using tools provided in the Cochrane Collaboration Handbook [21].Selection of outcome measuresOutcome measures were selected depending on their validity and frequency of use. Judgement of the validity ofanxiety measures in the ASD population was based ontwo recently published, methodologically rigorous reviews[10, 11]. The frequency of use was considered importantto ensure maximum possible comparability between studyresults. The selected clinician-reported outcome measureswere The Anxiety Disorders Interview Schedule – Child/Parent version (ADIS-C/P) [22], The Pediatric AnxietyRating Scale (PARS) [23] and The Childhood Anxiety Sensitivity Index - Anxiety (CASI-Anx) [24]. Spence Children's Anxiety Scale – Parent version (SCAS-P) [25] andMultidimensional Anxiety Scale for Children – Parentversion (MASC-P) [26] were used as parent-reported outcome measures. Children's Anxiety Scale – Child version(SCAS-C) [25], Multidimensional Anxiety Scale for Children – Child version (MASC-C) [26], Revised Children'sManifest Anxiety Scale (RCMAS) [27] and Social Interaction Anxiety Scale (SIAS) [28] were chosen as selfreported outcome measures.If a study used two of the selected outcome measures,one of the measures was chosen for the analysis. Storchet al. [29] reported both ADIS-C/P and PARS scores. Although both measures are considered to be equally wellvalidated [11], PARS was selected for the purpose of thisreview since the required ADIS-C/P scores were notavailable. Chalfant et al. [30] included both SCAS-C andMASC-C. The superiority of the SCAS-C or the MASCC in terms of validity was not clear [10, 11]. Therefore,SCAS-C was chosen based on its frequency of use acrossthe reviewed studies. Although RCMAS and SIAS had notbeen validated for use in the ASD population [10, 11], theywere used when studies lacked results from more validated outcome measures. Storch et al. [29] did not reporttotal RCMAS scores. Therefore, an average of the subscalescores was used.Data collection process and risk of bias within studiesData extraction and risk of bias assessment was performed according to the Cochrane Collaboration Guidelines [21]. The first author conducted the systematicsearch and the second author verified inclusion/exclusion of a subset of studies. Both authors independentlyscreened the originally selected studies and agreed onwhich studies should be selected for the review. Dataextraction and risk of bias assessment were conductedindependently by the first and second author. Any discrepancies between the authors’ ratings were arbitratedby an independent party. Risk of bias within studies wasrated as high risk (bias that reduces reliability of results),Page 3 of 12low risk (bias that is unlikely to alter results) or unclear(bias that raises doubt about reliability of results/insufficient information provided to make judgment). Onlymethodological strengths and weaknesses that were relevant for the results of this meta-analysis were consideredwhen assessing the risk of bias.Selection bias was assessed based on adequate description of random sequence generation and concealment oftreatment group allocation. Due to the nature of the interventions, blinding of participants and personnel wasnot feasible in any of the included studies. Therefore, allstudies had a high risk of performance bias. Similarly,detection bias was high for parent- and self-reportedoutcome measures in all studies since blinding of thesemeasures was not viable. The studies that blindedclinician-reported outcomes were scored as having a lowrisk of detection bias. Attrition bias was assessed byexamining the reporting of withdrawals and drop-outs.Outcome data were considered complete if there wereno missing pre- or post-treatment data, or if the studyauthors had carried out an intent-to-treat analysis. Protocols were not available for any of the eleven studies.Reporting bias was therefore evaluated purely based onevidence of selective outcome reporting provided in thestudy reports. No studies were excluded based on therisk of bias assessment.Summary measures and synthesis of resultsSeparate statistical analyses were carried out for clinician-,parent-, and self-reported outcome measures. Standardisedmean difference (SMD) was used as the summary estimateof treatment effect. This summary statistic was chosen because the analysis was performed on a variety of continuous outcome measures. SMDs of -0.2,–0.5 and–0.8 weredeemed to be indicative of small, moderate and large effects respectively [31]. According to the Cochrane Collaboration Guidelines [21], the SMD can be calculated usingmeans and standard deviations either of final measurements or of changes from baseline. Standard deviations ofchanges were not reported in any of the included studies.Therefore, SMD estimates were calculated based on thepost-treatment scores and standard deviations provided ineach study report. No adjustments of the scores were required since the direction of the scales was the same for alloutcome measures. The statistical significance level was setat p 0.05. Forest plots were used to illustrate results fromindividual studies. In the case of multiple treatment arms,such as in the study conducted by Sung et al. [32], the average score of both intervention groups was compared to thecontrol group score.Higgin’s I2 [33] test was used to describe in percentagethe impact of heterogeneity on the effect estimates. Itwas chosen over Cochrane’s Q Test since the latter haslow power when there are few studies [34]. An I2 of less
Kreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22than 30 % was considered to indicate mild heterogeneityand one substantially higher than 50 % was thought to reflect substantial heterogeneity [33]. Considerable statisticalheterogeneity was expected both due to clinical diversity(variability in the participants, interventions and outcomes) and methodological diversity (variability in studydesign and risk of bias). As a result, a random-effectsmodel was chosen to estimate intervention effect (DerSimonian and Laird approach) [34]. All statistical analyseswere conducted using Review Manager 5.1 software [35].Follow-up data was examined to determine whether theeffects of the treatment were maintained after the end ofthe intervention. When examining follow-up results, sufficient data was not available to conduct a statistical analysis. It was therefore assumed that the statistical analysesconducted in the individual studies were correct.Additional analysesDue to the small number of studies in each review category, publication bias could not be assessed formally byusing a funnel plot or statistical test [31, 36]. After discussion between the study authors, it was decided thatstudies would be considered outliers if the SMD was 3times greater than the next highest SMD in that category. To analyse the effect outlying studies had on thesummary estimates, a sensitivity analysis was conductedby removing any outlying studies in each category. Sincethe eligibility of non-CBT interventions for this metaanalysis was debatable, a sensitivity analysis was also performed by removing any studies that did not use a CBTintervention.Due to the relatively limited research addressing psychosocial treatment options for anxiety in children andadolescents with ASD, it was deemed appropriate to include studies that used both individual and group interventions. To compare the effectiveness of these deliverymethods, a subgroup analysis was conducted by comparing the confidence intervals of the summary estimates inthe two subgroups (individual /- group therapy versusgroup therapy only). No or minimal overlap between theconfidence intervals was considered indicative of statisticalsignificance. Subgroup analyses were only performed onoutcome measures if the overall summary estimate wassignificant. The effects of other treatment moderators,such as age, anxiety diagnosis, parental involvement andtypes of intervention modifications, could not be performed due to difficulty obtaining sufficiently comparabledata from the study reports.ResultsStudy selectionThe search of the databases yielded 1847 results, 575 ofwhich were duplicates. One paper was added which hadnot yet been published at the time of the search [37].Page 4 of 121272 records were screened based on the title and abstract, 1242 of which were excluded. An additional threewere excluded due to a lack of full-text availability.Twenty-seven full-text papers were assessed for eligibility. A total of ten studies met the inclusion criteria forthis review. A flow diagram of the study selection isshown in Fig. 1.Study characteristicsA total of 470 (393 male, 72 female and five not reported)participants aged 7–17 years were included. Nine studiesused a modified CBT intervention [29, 30, 32, 37–42] andSchohl et al. used a social skills intervention [43]. Chalfantet al., McConachie et al., Schohl et al., Sofronoff et al., andSung et al. delivered the intervention in a group format(group sizes varying between 3 and 10 participants/group)[30, 32, 37, 40, 43]. McNally Keehn et al., Storch et al., andWood et al. used individual therapy [29, 38, 42]. Reavenet al. and White et al. used a combination of individualand group therapy [39, 41]. The duration of the interventions varied between 6 and 16 sessions and the length ofeach session was 60 to 120 min.Sung et al. [40] had an active control group in theform of a social recreational group program. The rest ofthe studies had waitlist or treatment-as-usual (WL/TAU)control conditions [29, 30, 32, 37, 38, 40–43]. In the majority of the included studies, participants randomised tothe intervention, active control and/or WL/TAU conditions were permitted to initiate and/or continue receiving pharmacological-, psychoeducational- and/or otherinterventions during the study period [29, 30, 37–41].Schohl et al., Sofronoff et al., and Wood et al. providedno information about the additional interventions received by participants. Conclusions about the extent towhich these supplementary interventions may have affected the treatment effect could not be made due to insufficient and inconsistent provision of informationacross studies about the uptake of additional services.The study authors established the ASD diagnoses eitherby using The Autism Diagnostic Observation Schedule(ADOS) [44] or by relying on a diagnosis made by apaediatrician, psychiatrist or clinical psychologist. Sincethe psychosocial interventions used in all ten studies required verbal communication skills, it can be assumedthat a certain level of language and cognitive ability wasnecessary for participation in all included studies. In sixstudies, the presence of an anxiety disorder was requiredfor inclusion [29, 30, 37, 38, 41, 42]. In all of these studies,the diagnosis was determined using ADIS [21]. The rest ofthe studies relied on parents providing an accurate reportof clinically significant anxiety symptoms or social difficulties. A summary of study characteristics can be found inTable 1.
Kreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22Page 5 of 12Fig. 1 PRISMA flow diagram of study selectionRisk of bias within studiesSelection bias – random sequence generation andallocation concealmentSix of the included studies performed adequate randomsequence generation, either manually or generated by acomputer [29, 37, 39–42]. Chalfant et al, Sofronoff et al,McNally Keehn et al, and Schohl et al. provided insufficient information about the randomisation process todetermine the extent to which this may have affected thebias of these studies [30, 32, 38, 43]. McConachie et al.performed satisfactory and complete allocation concealment [37]. In contrast, Chalfant et al. and Sung et al. didnot perform adequate allocation concealment [30, 40].The remainder of the included studies indicated thatallocation concealment was implemented, but did notprovide sufficient information about the method of concealment [29, 32, 38, 39, 41–43].Performance and detection bias – blinding of participants,personnel and outcome assessmentAs previously stated, blinding of participants and personnelwas not possible in any of the included studies. Furthermore,blinding of parent- and self-reported outcome measureswas not feasible. In the studies conducted by Storch et al.,McConachie et al., McNally Keehn et al., White et al., andWood et al., clinicians rating the ADIS or PARS wereblind to treatment allocation and these outcome measureswere therefore considered to have a low risk of detectionbias [29, 37, 38, 41, 42].Attrition and reporting bias – incomplete outcome data andselective outcome reportingReaven et al. and Schohl et al. were thought to have ahigh risk of attrition bias since missing data was removed from the study analysis [39, 43]. The remainderof the included studies were deemed to have completeoutcome data [29, 30, 32, 37, 38, 40–42]. There was noevidence of selective outcome reporting in any of the included studies [29, 30, 32, 37–43].Clinician reported outcome measuresSix studies involving a total of 208 patients (102 in thetreatment condition and 106 in the control condition) reported a clinician-reported outcome measure. All studies
Age ementComparisonChildren with HFAD or47 (35 male, 12Asperger disorder and a female)primary anxiety disorder.8-13 years (mean10.8, SD 1.35)CBT (n 28)Group sessions(6-8 children/group).-WL/TAU (n 19)McConachieet al., 2013[37]Children with ASD andat least one anxietydisorder.9-13 yearsand 11 monthsCBT (n 17)Group sessions(no./group not reported).Separate parallelgroups for parents.WL/TAU (n 15)McNallyKeehn et al.,2013 [38]Children with an ASD22 (21 male,and at least one primary 1 female)anxiety disorder of SAD,GAD or SoP.8-14 years (mean11.26, SD 1.53)CBT (n 12)Individual sessions.-WL/TAU (n 10)Children with ASD andclinically significantanxiety symptoms.7-14 years (mean10.4 years, SD 1.7)SourcePopulationChalfantet al., 2007[30]Reavenet al., 2012[39]No. of participants32 (28 male,4 female)50 (48 male,2 female)CBT (n 7Children only group sessions(3-6 children/ group), parentand children sessions, parentchild dyad sessions.Parent and children group WL/TAU (n 26)sessions, parent only andchild only group sessions,parent-child dyad sessions.ADIS-P0.60SIAS0.16Schohl et al., Adolescents with ASD2013 [43]and social problems.63 (47 male, 11 female, 11-16 years (meanSocial skills5 not specified)13.65 years, SD 1.50) intervention(n 34)Group sessions ( 10adolescents per group).Separate parallel groupsfor parents.Sofronoffet al., 2005[32]Children with AS andanxiety symptoms.71 (62 male,9 female)10-12 yearsCBT Child only(n 23). CBTChild parent(n 25)Group sessions (3 children/group, allocated by age andsex, with girls groupedtogether)Separate parallel groupsWL/TAU (n 23)for parents (12-13 parents/group)SCAS-P0.09Storch et al.,2013 [29]Children with ASD anda primary diagnosis ofSAD, GAD or OCD.45 (36 male,9 female)7-11 yearsCBT (n 24)Individual sessions.Separate parallel parentsessions /- parentalinvolvement in childfocused components.WL/TAU (n 21)PARS1.38Sung et al.,2011 [40]Children andadolescents with ASDand anxiety-relatedissues.White et al.,2013 [41]Wood et al.,2009 [42]70 (66 male,4 female)WL/TAU (n 29)MASC0.48RCMAS0.260.079-16 yearsCBT (n 36)Group sessions(3-4 participants/ group).-Social recreationalSCAS-Cgroup program (n 34).Children with ASD and30 (23 male,at least one of SoP, GAD, 7 female)SP, or SAD.12-17 years (mean14.58, SD 15 years)CBT (n 15)Individual and groupsessions (no./groupnot reported).Parent education andcoaching.WL/TAU (n 15)Children with ASD andSAD, SoP or OCD.7–11 years, mean9.20, SD 1.49CBT (n 17)Individual sessions.60 min of each sessionspent with parents/family.WL/TAU (n 23)40 (27 male, 13female)PARS0.32CASI Anx0.37ADIS-C/P2.47MASC-P1.21MASC-C-0.03Page 6 of 12SMD Standardised mean difference, HFAD High Functioning Autistic Disorder, SAD Separation anxiety disorder, GAD Generalised anxiety disorder, SoP Social phobia, SP Specific phobia, OCD Obsessive Compulsive Disorder, CBTCognitive behavioural therapy, WL/TAU Wait list/Treatment as usual, SCAS-C/P The Spence Children’s Anxiety Scale – Child/Parent, ADIS C/P The anxiety Disorders Interview Schedule – Child/Parent, SIAS The social InteractionAnxiety Scale, PARS The Pediatric Anxiety Rating Scale, MASC The Multidimensional Anxiety Scale for Children, RCMAS The Revised Children's Manifest Anxiety Scale, CASI-Anx Child and Adolescent Symptom Inventory-4 ASDAnxiety ScaleaMean and SD reported when data was availableKreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22Table 1 A summary of study characteristics
Kreslins et al. Child and Adolescent Psychiatry and Mental Health (2015) 9:22reported greater improvements post-treatment in theintervention condition compared to the control condition. The overall SMD was d 1.05 (95 % CI 0.45, 1.65;z 3.45, p 0.0006) which can be considered a large effect.Based on these measures, the anxiety levels in the intervention groups were significantly lower than those seen in theWL/TAU groups at post-treatment. Considerable heterogeneity across the studies was detected (I2 74 %). A forestplot illustrating these results is included as Fig. 2.Parent reported outcome measuresSeven studies reported at least one of the selected parentreported outcome measures. These studies involved 283participants (158 in the experimental condition and 125 inthe control condition). The overall SMD was d 1.00(95 % CI 0.21, 1.80; z 2.47, p 0.01) and the differencebetween the intervention and control conditions at posttreatment reached significance. There was significant heterogeneity across the included studies (I2 89 %). A forestplot illustrating these results is included as Fig. 3. TheSMD reported by Chalfant et al. [30] was considered anoutlier since it was substantially higher than the ones reported in the other studies. Once this outlier was removed, the overall SMD decreased to 0.48 (95 % CI 0.14,0.82; z 2.80, p 0.005). Although the summary estimatedecreased following removal of the outlying study, thetreatment effect remained significant.Self-reported outcome measuresSelf-reported outcome data from 297 participants (152 inthe intervention condition and 145 in the control condition) across seven studies was reported. The overall SMDwas d 0.649 (95 % CI -0.10, 1.07; z 1.63, p 0.10) withno significant difference between the experimental andcontrol conditions at post-treatment. There were highlevels of heterogeneity across the studies (I2 83 %). A forest plot illustrating these results is included as Fig. 4. Oncemore, the SMD reported by Chalfant et al. [30] was anPage 7 of 12outlier and removal of this study reduced the overall SMDto 0.14 (95%CI -0.11, 0.39; z 2.80, p 0.005). A sensitivityanalysis was carried out by removing Schohl et al. [43], theonly study that did not use a CBT intervention. This changed the overall SMD to 0.55 (95 % CI -0.16, 1.27; z 1.51,p 0.13) and the difference between intervention and control conditions at post-treatment remained insignificant.Group versus individual interventionA subgroup analysis comparing individual /- grouptherapy versus group therapy only was conducted forclinician- and parent-reported outcome measures. Forclinician-reported outcome measures, the summary estimate for studies that used individual /- group therapywas 1.70 (95 % CI 1.01, 2.40; z 3.37, p 0.0007). Thiscan be compared to the summary estimate for studies thatused group therapy only which was 0.47 (95 % CI 0.08,0.86; z 2.36, p 0.02). Although the difference betweenexperimental and control conditions at post-treatmentwere significant for both individual /- group therapy andgroup therapy only, the confidence intervals for the twosubgroups did not overlap. This indicates that, accordingto clinician-reported outcome measures, indivi
Multidimensional Anxiety Scale for Children – Parent version (MASC-P) [26] were used as parent-reported out-come measures. Children's Anxiety Scale – Child version (SCAS-C) [25], Multidimensional Anxiety Scale for Chil-dren – Child version (MASC-C) [26], Revised Children's Manifest Anxiet
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GSA Implementation of Google (G) Suite

Google Meet Classic Hangouts Google Chat Google Calendar Google Drive and Shared Drive Google Docs Google Sheets Google Slides Google Forms Google Sites Google Keep Apps Script D
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Google Drive (Google Docs, Google Sheets, Google Slides)

Google Drive (Google Docs, Google Sheets, Google Slides) Employees are automatically issued a Kyrene Google account. Navigate to drive.google.com. Use Kyrene email address and network password to login. Launch in Chrome browser for best experience. Google Drive is a cloud storage sys
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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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Serviceteil

Google 84, 87, 124 Google 110 Google AdWords 101, 103 Google Alerts 127 Google Analytics 89 Google Maps 100, 110, 173 Google-Maps 63 Google Places 100, 103, 124 Graphiken 66 H Haftung 170 Haftungsausschluss 72 Hausfarbe 11 Headline 35 Heilmittelwerbegesetz 14, 69, 163 Heilversprechen 164 HONcode 78 HTML 58 HWG 31 I Imagefilm 31
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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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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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Google Cheat Sheets - Shake Up Learning

Google Slides Cheat Sheet p. 15-18 Google Sheets Cheat Sheet p. 19-22 Google Drawings Cheat Sheet p. 23-26 Google Drive for iOS Cheat Sheet p. 27-29 Google Chrome Cheat Sheet p. 30-32 ShakeUpLearning.com Google Cheat Sheets - By Kasey Bell 3
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ChromeBox CXI (McQueen) UM (date) EN

Create a new Google Account. You can create a new Google Account if you don’t already have one. Click . Create a Google Account. on the right to set up a new account. A Google Account gives you access to useful web services developed by Google, such as Gmail, Google Docs, and Google Calendar. Browse as a guest
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It looks like you're using an ad-blocker
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Our website is made possible by displaying online advertisements to our visitors.

Please consider supporting us by disabling your ad blocker.
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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.

















