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Anxiety disorders are the most common psychological disorders in school-age 

children. This high prevalence is problematic because anxiety can have detrimental 

impairments on children and adolescents’ behavioral, social, academic, and emotional 

functioning. Therefore, many researchers have investigated the most effective treatments 

for anxious youth. Many randomized control trials have demonstrated that Cognitive-

Behavioral Therapy (CBT) is effective for treating pediatric anxiety. However, research 

has also shown that there is a significant proportion of anxious youth who continue to 

have an anxiety disorder diagnosis post-treatment. Furthermore, while research 

demonstrates that CBT can treat anxiety, little is known about how or why this 

intervention is beneficial. It is unclear if the effectiveness stems from certain aspects of 

the CBT treatment itself, such as exposures or cognitive restructuring, or if treatment is 
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successful due to other more universal aspects of the intervention, such as a strong 

therapeutic alliance or certain client characteristics. Some researchers also posit that 

including parents in the treatment of anxious youth should help to enhance the 

effectiveness of CBT interventions, but the research has yielded mixed results. Gaining 

insights into the perspectives of youth and parents who have completed a CBT 

intervention could help clarify the beneficial aspects of treatment.   

CBT is part of a collaborative process between the therapist and the client, but if 

the participants’ perspectives on the treatment process and outcome are not obtained, then 

a key person responsible for change is being neglected. In order to truly understand how 

children and adolescents change in therapy, the participants have to be given a platform 

to share and amplify their voices and make their perspectives known. The primary aim of 

this dissertation study was to support youth and parents in sharing their perspective in 

order to gain a greater understanding of the lived experiences of what it is like to 

participate in a CBT intervention program.  

This study evaluated youth and parents’ perspectives through semi-structured 

interviews. A qualitative research method was used to assess the thoughts, feelings, and 

experiences of the participants of a CBT intervention program with a parent-training 

component. Specifically, interpretative phenomenological analysis was used to gain a 

better understanding of the therapeutic change experience.  
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Chapter 1:  Introduction 

Fear, worry, and anxiety are a predominant concern in school-age children 

(Muris, Merckelbach, Gadet, & Moulaert, 2000), and anxiety disorders are the most 

common psychological disorders in childhood and adolescence (Costello, Mustillo, & 

Erkanli, 2003; Costello, Egger, & Angold, 2005; Merikangas et al., 2010). This high 

prevalence of anxiety in youth is startling since the presence of an anxiety disorder can 

impair a child’s social, emotional, behavioral, and cognitive functioning (Ezpeleta, 

Keeler, Erkanli, Costello, & Angold, 2001); tends to be chronic (Bittner et al., 2007); 

creates a heavy financial burden on health care services (McGregor, 2006; Meltzer, 

Gatward, Goodman, & Ford, 2000); and, can lead to increased risk for a psychiatric 

disorder later in life (Kessler, Berglund, Demler, Jin, & Walters, 2005; Pine, Cohen, 

Gurley, Brook, & Ma, 1998).  

There is a difference between fear, a response to an identifiable danger, and 

anxiety, an apprehension about future harm (Rachman, 2004). Fear is associated with an 

alarm reaction known as the fight-or-flight response. Walter Cannon (1929) described the 

term “fight-or-flight” as the body’s physiological reaction to threatening stimuli in the 

environment. In contrast, anxiety is involved in anticipating and avoiding possible 

dangers and is based on the perception of potential or distant threats (Grillon, 2008). 

Anxiety has been defined as a multi-component response system involving affective, 
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behavioral, physiological, and cognitive components (Barlow, 2002). Worry, for 

example, is one of the cognitive components of anxiety in that it can be viewed as part of 

the response system that prepares the individual to anticipate future danger. Anxiety is a 

universal emotion that can be an adaptive reaction to stress. During everyday stress, 

anxiety occurs but is typically brief and mild; however, anxiety symptoms can become 

extreme, maladaptive, and debilitating, leading to psychological disorders.  

All anxiety disorders share core characteristics, typically referred to as “anxious 

emotions” (Weems & Silverman, 2008). The core feature of maladaptive anxious 

emotion is a dysregulation of the normative anxiety response system (Weems, 2008). 

Dysregulation in anxiety disorders typically involves intense disabling worry that does 

not aid in the anticipation of true future danger or intense fear reactions in the absence of 

true threat.  Another feature similar across all anxiety disorders is the concept of negative 

affectivity (NA). NA can be described as a general temperamental risk factor related to 

an increased sensitivity to negative events or threatening stimuli (Chorpita, 2006). Youth 

who have high NA tend to get upset, worried, or frightened easier than others and this 

puts these children and adolescents at risk for experiencing a variety of negative emotions 

throughout their lives, particularly anxiety disorders. These core features of anxiety 

problems may be expressed behaviorally through avoidance, cognitively through 

rumination and difficulty concentrating, physiologically through somatic reactions such 

as stomach pains or a racing heart, and socially through interpersonal difficulties. 
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Since anxiety disorders share common characteristics, secondary characteristics, 

essentially the definition of the disorders, are what truly distinguish each disorder from 

the other (Weems & Stickle, 2005). Separation anxiety disorder (SAD) is characterized as 

a fear of being away from a primary caregiver. Youth with SAD can experience extreme 

distress when going to school and leaving the safety of their home and caregivers. Social 

anxiety disorder, or social phobia (SoP), involves a fear of embarrassment or humiliation 

in social situations or performances. Youth with SoP might be extremely worried about 

fitting in with peers or embarrassing themselves during a class presentation. Generalized 

anxiety disorder (GAD) is characterized by a constant worry about many things. Youth 

with GAD find their worry difficult to control and this can affect their ability to 

concentrate or interact with others (American Psychiatric Association, 2013).  

Given anxiety’s detrimental impact on many areas of functioning in youth, it is 

important to identify the most effective interventions for children and adolescents. Both 

psychopharmacological treatments and psychosocial interventions have been employed to 

treat anxious youth. Since serotonin has been associated with anxiety, selective serotonin 

reuptake inhibitors (SSRIs) have become the predominant medication used for pediatric 

anxiety disorders. The SSRIs inhibit the reuptake of serotonin into nerve cells, allowing 

an increased level of serotonin to be present in the brain (Stock, Werry, & McClellan, 

2001). However, it is recommended that medication should be used in conjunction with 

psychosocial interventions (American Academy of Child and Adolescent Psychiatry, 
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1997). While some studies have revealed that the combination of psychopharmacological 

and psychological interventions is most effective for the treatment of pediatric anxiety 

(Compton et al., 2010), other studies have demonstrated that psychosocial interventions 

can be just as effective as medication (Liashko & Manassis, 2003; Eichstedt, Tobon, 

Phoenix, & Wolfe, 2010).  

Compared to other psychological interventions, cognitive-behavioral therapy 

(CBT) has the strongest support for its efficacy with randomized control trials (RCTs) 

demonstrating that between 39 to 80% of youth with anxiety exhibit a significant 

reduction in symptoms when completing CBT (Cartwright-Hatton, Roberts, Chitsabesan, 

Fothergill, & Harrington, 2004). Although CBT is efficacious for anxious youth, studies 

have reported some variability with success rates ranging from 30 to 80%. In particular, 

Ollendick (2000) noted that a proportion of children treated with manualized CBT do not 

show improvement in anxiety symptoms. For example, Kendall et al. (1997) found when 

comparing CBT with a wait-list control condition, 47% of children in the CBT condition 

still retained their initial diagnosis at the post-treatment assessment. In another 

investigation comparing CBT to a wait-list control condition, Barrett et al. (1996) found 

that 43% of children in the CBT condition were not diagnosis free at post-treatment. 

Although diagnostic remission rates above 50% are among the most impressive in child 

outcome research, a large proportion of children continue to experience symptoms and 

meet criteria for an anxiety disorder after receiving the most effective treatment to date. 
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A significant number of anxious youth do not respond to even the most effective 

treatment. This demonstrates that we still do not understand why some children respond 

to treatment while others do not. Furthermore, we do not know which treatment 

components produce the change in the youth who get better and what is missing in the 

treatment of the youth who do not get better. Therefore, a better understanding of the 

therapeutic change process could help to optimize the effectiveness of treatment and the 

number of youth who benefit from treatment. 

Some researchers posit that parental and family factors positively contribute to 

successful treatment for anxious youth (Barmish & Kendall, 2005). RCTs that have 

compared treatment for childhood anxiety with and without parental involvement have 

not yielded clear results (Barrett, Dadds, & Rapee, 1996; Wood, Piacentini, Southam-

Gerow, Chu, & Sigman, 2006; Silverman, Kirtines, Jacard, & Pina, 2009).  In addition to 

parent involvement, research has suggested that there are both specific factors associated 

with particular treatments (e.g., cognitive restructuring and exposure in CBT) as well as 

common factors evident across all treatments (e.g., therapeutic alliance and client 

motivation) that might contribute to therapeutic change. Historically, quantitative 

methodology has been employed to analyze the specific and non-specific factors that 

might contribute to therapeutic change in anxious youth.  

The specific factors that have been investigated as contributors to therapeutic 

change in anxious youth include psycho-education, exposures, cognitive restructuring, 
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and the skill-building segment of CBT interventions. Some research suggests that 

psycho-education is enough to trigger positive change in children (Nakamura, Pestle, and 

Chorpita, 2009). However, it should be noted that this study involved a limited sample 

size of four participants. Other research suggests that exposure and cognitive 

restructuring lead to change and positive therapeutic outcomes (Peris et al., 2015), but 

this has not been supported definitively.  In fact, one study found that cognitive 

restructuring increased child-reported anxiety levels (Nakamura, Pestle, and Chorpita, 

2009). Furthermore, some researchers have questioned the benefits of the skill-building 

portion of CBT interventions compared to the practice portion. One study found that 

therapeutic change does not happen until after the practice component (Kendall et al., 

1997), while another study found that the skill-building component enhances the effects 

of the practice component (Hudson, 2005). It should be noted that despite research 

findings demonstrating the efficacy of exposures in child anxiety treatment, one study 

found that more than half of youth participants were never introduced to exposures in 

non-research clinical treatment settings (Whitehead, Sattler, Ale, & Young, 2016). 

There are other important aspects to treatment, often called common factors, 

which may contribute to therapeutic change. In treatment for pediatric anxiety, the age of 

the child, therapist’s style, therapist’s clinical experience, and the strength of the 

therapeutic alliance have all been studied as potential mechanisms of change. Some 

researchers have argued that the protocols used in RCTs that demonstrated the 
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effectiveness of CBT for youth were developmentally inappropriate for adolescents 

because many were created for children under age 12 and then adapted for use in 

adolescents (Connolly & Bernstein, 2007). However, research from Bennett and 

colleagues (2013) does not support these hypotheses about age effects and they did not 

find that age was a moderator for treatment outcomes. Podell and colleagues (2013) 

found that therapist’s style was a significant predictor of child-reported outcome and the 

more years of clinical experience of the therapist, the better outcomes in anxious youth. 

Meta-analyses have found an association between the therapeutic relationship and 

favorable treatment outcome (Karver, Handelsman, Fields, & Bickman, 2006; Shirk, 

Karver, & Brown, 2011). However, other studies have found that there is not an 

association between therapeutic alliance and therapeutic outcome (Kendall, 1994; 

Kendall et al., 1997).  

While the investigation of mechanisms of change has been explored using 

quantitative methodologies, it has not yielded definitive results. Frequently these studies 

examine the timing of therapeutic change based on self-report data of anxiety symptoms. 

These studies reported several limitations to using this type of methodology. Peris and 

colleagues (2015) stated that using self-report measures as the only mode of data 

collection could be problematic due to typical concerns with relying on such measures 

such as participant carelessness or reactivity to testing. Peris and colleagues (2015) also 

questioned whether the constructs of anxiety levels, errors in cognition, and treatment 
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outcome could be fully captured using questionnaires, especially due to the difficulty of 

finding valid and reliable instruments to track changes frequently over time. Also, 

Nakamura, Pestle, and Chorpita (2009) noted that when participating in CBT 

interventions, all participants in their study received treatment in a particular sequence; 

therefore, each participant’s trajectory reflected the combined impact of the treatment 

sequence, thereby limiting their ability to make statements about the unique contribution 

of each CBT component.  

Quantitative methodologies and specifically self-report measures to date fail to 

provide an in-depth understanding of the process of change experienced by anxious 

youth. The process of change over a 12-week treatment period is a complex process that 

might be better understood by allowing youth and parent participants to describe what 

was meaningful to them throughout the intervention and what components they did and 

did not use or understand. Since the thoughts, feelings, and experiences of clients are 

difficult to assess quantitatively, this research project employed a qualitative approach to 

explore the intervention experience and the therapeutic change process. Allowing youth 

and parents that participate in a CBT intervention program to share their perspective on 

the intervention they received will help to elucidate understanding on what are the 

meaningful components of the intervention from the participants’ perspectives.   

The primary aim of this investigation was to gain a better understanding of the 

treatment experience and the factors that might have contributed to positive therapeutic 
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outcomes by evaluating the perspectives of both the child and their parents through semi-

structured interviews. Since there are mixed results about the effectiveness of including 

parents in pediatric anxiety treatments, allowing youth and parents to describe their 

experiences is beneficial to better understand and identify factors that might be 

particularly effective related to including parents in therapy as well as factors that might 

impede treatment outcomes related to including parents in therapy. A qualitative research 

method was used to assess the thoughts, feelings, and experiences of youth and parents 

who participated in a cognitive-behavioral intervention program with a parent-training 

component. Specifically, after completion of a 12-week CBT intervention, youth and 

their primary caregivers completed interviews to assess the following major themes: 

overall helpfulness of the intervention; comparisons of self, anxiety, and parent-child 

relationship before and after treatment; child intervention experience; parent intervention 

experience; and, changes in the parent-child relationship. An interpretative 

phenomenological analysis was used to gain a better understanding of participants’ 

perspectives.  

 In summary, anxiety disorders in children and adolescents can have a detrimental 

impact on all aspects of functioning. Therefore, it is imperative that efficacious 

interventions are employed in the treatment of pediatric anxiety. Cognitive-behavioral 

therapy has been shown to be particularly successful in treating childhood anxiety 

disorders; however, little is known about how or why positive change occurs. Better 
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understanding the specific and common factors that contribute to positive therapeutic 

change can optimize treatment outcome. In order to understand more clearly how 

children and adolescents change in therapy, youth and their parents have to have an 

opportunity to share their voice and describe their perspective. The present study aims to 

honor anxious youth and their families’ lived experiences of treatment to gain insights 

into children and parents’ perspectives of changes.  
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Chapter 2: Review of the Literature 

 This chapter will differentiate between fear, anxiety, and anxiety disorders, explain 

current theoretical models of anxiety, describe characteristics of childhood anxiety 

disorders, and delineate the diagnostic criteria for separation anxiety disorder, generalized 

anxiety disorder, and social anxiety disorder (social phobia). Following presentation of 

these distinctions, a review of the treatment for pediatric anxiety will be provided, with a 

particular focus on cognitive-behavioral interventions. Subsequently, the research related 

to the inclusion of parents in the CBT interventions of their youth will be discussed. 

Finally, the importance of understanding the therapeutic change process and gaining 

insights into the participants’ perspectives will be presented.  

Fear, Anxiety, and Anxiety Disorders 

Although the terms fear and anxiety are often used interchangeably, research 

reveals that they are different constructs. Fear can be defined as a physiological and 

behavioral response to an actual or anticipated occurrence of an explicit threat (Bishop, 

2007). Although it may be accompanied by a similar physiological and behavioral 

response, anxiety is conceptualized as a response to danger or threat in the future, thereby 

having a more prominent cognitive component (Barlow, Chorpita, & Turofsky, 1996). It 

is important to note that anxiety involves uncertainty as to the expectancy of threat, is 

triggered by less explicit cues, and is characterized by a more diffuse state of distress, 

with symptoms of hyper-arousal and worry (Bishop, 2007). Craske (2003) developed the 
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threat imminence model to explain how anxiety and fear are related, but different defense 

systems are determined by levels of proximity to a threat. According to this model, distal 

threat, or a threat related to the possibility of a future, negative event will elicit anxiety 

and worry. However, once the threat is actually detected, the anxiety shifts to fear.   

 Anxiety is an adaptive and universal emotion that everyone experiences. At a 

typical and appropriate level, anxiety occurs but it is brief and mild. However, anxiety 

symptoms can become extreme, maladaptive, and debilitating, leading to psychological 

disorders. In contrast to normal anxiety, pathological anxiety is beyond what is expected 

for youth’s developmental level, disproportionate to the perceived threat, persistent and 

irrational, and impairs youth’s functioning (Fonseca & Perrin, 2001). To receive a 

diagnosis of an anxiety disorder, the individual must have the following related to 

abnormal levels of anxiety: dysfunctional cognitions, impaired functioning, symptom 

persistence, false alarms of reactivity, and stimulus hypersensitivity (Clark & Beck, 

2010).  

Theoretical Models for Anxiety 

 A number of theoretical orientations have been used to conceptualize anxiety. 

This section will review the biological, behavioral, and cognitive models.  

Biological Models. Biological models first explored genetic factors related to the 

development of pediatric anxiety. Based on family studies that have investigated the 

heritability of anxiety, it can be concluded that anxiety does run in families and, to some 
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degree, is heritable (Barlow, 2002). However, Kendler and colleagues (1995) argued that 

what is being inherited is a vulnerability to develop an anxiety disorder rather than a 

definitive clinical syndrome on its own. In 1967, Eysenck proposed that an overly 

responsive autonomic nervous system was the underlying biological vulnerability that, 

under the right combination of environmental and psychological conditions, leads to the 

development of an anxiety disorder.  

Barlow (2002) concluded that one of the most robust findings in 

psychophysiological research on anxiety is that anxious individuals have persistently 

elevated autonomic arousal often in the absence of an anxiety-producing situation. In 

fact, Holden and Barlow (1967) found that patients with anxiety disorders are more 

aroused than non-anxious controls, even on tasks that were not considered stressful, 

suggesting that this state of over-arousal is chronic (Holden & Barlow, 1986). However, 

chronic hyper-arousal is not the only biological trait indicative of anxiety disorders. 

Recent research suggests that anxious individuals have diminished automatic flexibility 

in response to stressors (Barlow, 2002). Hoehn-Saric and McLeoud (1988) found that in 

times of stress, anxious participants took longer to return to baseline than controls as 

evidenced by a weaker skin conductance response and heart rate. According to the 

biological model, anxiety seems to run in families and individuals with anxiety tend to 

have elevated arousal states and a diminished automatic flexibility. However, behavioral 

models also seek to conceptualize the expression and maintenance of anxiety disorders. 
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 Behavioral Models. Mowrer (1939) developed the two-factor theory to explain 

how fear is first conditioned and then maintained by avoidant behaviors. According to 

this model, the first stage of fear acquisition is related to classical conditioning in that an 

unconditioned stimulus elicits a strong fear response, also called the unconditioned 

response, so that the next time the individual is exposed to the now conditioned stimulus, 

he or she experiences the conditioned response (Mowrer, 1939). In stage two, called 

persistence of fear, the individual attempts to avoid the conditioned stimulus or the 

anxiety-provoking situation. Avoidance ensures that the individual will not experience 

the conditioned response, or a heightened level of anxiety, and this negatively reinforces 

the avoidant behavior (Mowrer, 1939). Therefore, according to the behavioral model, 

anxiety is learned and maintained through classical conditioning. However, cognitive 

models help explain why anxiety can persist, even without a threat (Clark & Beck, 2010).  

 Cognitive Models. One of the most studied, researched, and applied models for 

conceptualizing anxiety is the cognitive model developed by Aaron Beck (A. T. Beck, 

1985). The basic premise of the cognitive model is that thoughts influence feelings, 

which in turn influence behaviors (Clark & Beck, 2010). Anxious individuals are 

considered cognitively vulnerable and have a tendency to detect threat in situations more 

often than non-anxious individuals (Beck, Emery, & Greenberg, 1985). Beck and 

colleagues (1985) define vulnerability in this case as “a person’s perception of himself as 

subject to internal or external dangers over which his control is lacking or is insufficient 
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to afford him a sense of safety. In clinical syndromes, the sense of vulnerability is 

magnified by certain dysfunctional cognitive processes” (p. 67-68). Therefore, in a 

neutral situation, anxious youth are more likely to interpret the situation as dangerous and 

outside of their ability to manage. 

According to the cognitive model there are two stages of appraisal threat (Clark & 

Beck, 2010). In the first stage, known as the primary appraisal of threat, the individual 

overestimates the probability of harm and the intensity of the threat that will occur (Clark 

& Beck, 2010). In the second stage, or the secondary elaborative appraisal, the individual 

underestimates their ability to cope with the anticipated danger. This sets off an “alarm 

system” that activates physiological, cognitive, and behavioral processes that are 

designed to keep the individual from harm (Clark & Beck, 2010). Therefore, the 

individual begins to experience physical sensations of anxiety, continues to have anxious 

thoughts, and attempts to escape the anxiety-producing situation. As predicted according 

to behavioral models, the avoidant behavior ultimately reinforces the primary appraisal of 

the behavior and strengthens the belief of vulnerability, ultimately perpetuating a cycle of 

anxiety.  

 In conclusion, the cognitive model provides a way to understand how anxiety 

originates and is maintained through the interaction of thoughts, feelings, and behaviors. 

Cognitive-behavioral interventions developed from Beck’s cognitive model and are 

designed to directly target these three components: anxious thoughts, physical feelings 
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associated with anxiety, and avoidant behaviors.  

Characteristics and Diagnostic Criteria for Anxiety Disorders 

 Risk Factors for the Development of Anxiety. Research has identified a variety 

of biological and environmental risk factors implicated in the development of anxiety 

disorders in childhood and adolescence. Specifically, biological processes such as 

genetics or temperament; behavioral learning processes, such as classical and operant 

conditioning; cognitive processes such as negative automatic thoughts or self-schemas; 

and, interpersonal processes such as attachment and sociability have all been researched 

as possible causes for the development of anxiety disorders (Sweeny & Pine, 2004; 

Weems & Silverman, 2008). Also, in the field of neurochemistry, three neurotransmitters 

have been associated with anxiety: neuropeptides, noradrenaline, and especially 

serotonin, which is often targeted in psychopharmacological treatments (Sweeny & Pine, 

2004). The limbic system, in particular the amygdala, is thought to play a role in the 

development of anxiety disorders. Furthermore, gene-environment interactions also are 

associated with pediatric anxiety disorders. For example, children who have a genetic or 

temperamental vulnerability to anxiety and who are raised in an environment with 

maladaptive parenting behaviors, such as over-control, rejection, or modeling of anxious 

behaviors, and adverse family interactions, such as low family cohesion and high 

conflict, are at higher risk for developing an anxiety disorder (Drake & Ginsburg, 2012).  

 Prevalence. Anxiety disorders are the most common psychological disorders, and 
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onset typically occurs in childhood, adolescence, or young adulthood (McGregor, 2006). 

In fact, studies report a median age-of-onset in childhood to be from 6 years old 

(Merikangas et al., 2010) to 11 years old (Kessler et al., 2005). An epidemiological 

review of the prevalence of anxiety in school-aged children revealed that the three-month 

prevalence estimates were between 2.2 and 8.6%, six-month estimates ranged from 5.5 to 

17.7%, twelve-month estimates ranged from 8.6 to 20.9%, and lifetime prevalence 

estimates ranged from 8.3 to 27% (Costello, Egger, & Angold, 2005). In a study 

examining common fears in children ages 8 to 13 years old, 23% of children had fears to 

a degree of intensity that qualified them to meet criteria for an anxiety disorder (Muris, 

Merckelback, Mayer, & Prins, 2000). Looking specifically at adolescents ages 13 to 18, 

the lifetime prevalence of anxiety disorders is 31.9% (Merikangas et al., 2010). One 

study explored changes in the prevalence of anxiety in youth over the past fifteen years 

and found that the worldwide prevalence of anxiety did not vary as a function of the 

publication year of the study, indicating that anxiety symptoms in youth have stayed 

stable over time (Gossman et al., 2016).  These researchers did find that there was an 

increase in the rates of treatment for anxiety over time, which they posit might be 

attributed to growing public awareness about anxiety and increasing treatment 

availability. In summary, a high percentage of school-age children suffer from 

diagnosable anxiety disorders and this rate continues to remain stable over time.  

 Gender and Cultural Differences. In looking at differences across gender, 
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females are more likely to develop anxiety disorders than males (McGregor, 2006). 

Epidemiological research has identified a 2:1 ratio for girls to boys in the development of 

anxiety disorders (Costello et al., 2004). This is consistent with child self-reports in 

which girls report higher and more intense fears, specifically fears of animals, danger, 

death, and safety, when compared to boys (Gullone & King, 1993). Similarly, another 

study examining the role that emotion dysregulation plays in the expression of anxiety in 

children ages 9 to 16 found that girls experienced more anxiety and had greater difficulty 

regulating emotions than boys (Bender, Reinholdt-Dunne, Esbjorn, & Pons, 2012).   

 While anxiety disorders occur across all racial groups (McGregor, 2006), there 

have been mixed results about cultural differences in the prevalence, severity, and 

expression of anxiety. For example, Egger and Angold (2004) found that in preschool 

aged children, African Americans had a low prevalence rate for social phobia of 0.6% 

while non-African American children showed a higher rate of 14%. Similarly, another 

study found that white participants were more likely to be determined high in social 

anxiety disorder (social phobia) but low in separation anxiety disorder; however, the 

reverse was found for African Americans (Compton, Nelson, & March, 2000). In 

contrast, Last and Perrin (1993) found that in general there were higher rates of anxiety 

disorders in African American than whites in clinically referred youth ages 5-17. These 

mixed results are not well understood and more research needs to be conducted to better 

explain these differences.   
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 Research has shown that Latino children report more anxious and somatic 

complaints compared with white non-Latino children (Varela et al., 2004). In particular, 

research shows that Latino adolescents report higher rates of somatization, harm 

avoidance, and separation anxiety than African Americans and European Americans 

(McLaughlin et al., 2007). Furthermore, Latino children are more likely to express their 

worry somatically and report distress about these physical symptoms than non-Latino 

children (Lopez & Guarnaccia, 2000). Within Latino groups, immigrant youth may be 

particularly vulnerable to social anxiety and other forms of internalizing distress (Polo & 

López, 2009). Similarly, white and non-Latino parents reported that their children 

experience less somatic symptoms when compared to Latino parents (Pina & Silverman, 

2004).  

 The problem suppression-facilitation model provides a theoretical framework for 

understanding cultural differences in expressions of anxiety (Weisz, Suwanlert, 

Chaiyasit, & Walter, 1987). The model posits that family and social norms, customs, and 

practices vary across cultures and differentially impact behavior of youth. According to 

this model, socialization influences the way children and adolescents express behavior 

problems and symptoms. One study found that Latino children who reported higher 

family obligations, representing a need to have close relationships and care for members 

of their family, as well as higher deference, or respect toward adults, had greater harm 

avoidance, separation, and panic symptoms (Martinez, Polo, & Carter, 2012). This study 
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highlights how family orientation values explain cultural differences in anxiety 

symptomatology.  

 Furthermore, ethnic minority youth are at greater risk for experiencing 

psychological stressors such as poverty, discrimination, violence, death, and substance 

abuse (Vargas & Willis, 1994). Some researchers have suggested that these psychosocial 

and economic stressors may contribute considerably to a greater risk for ethnic minority 

youth to develop psychiatric disorders (Masten, Morison, Pellegrini, & Tellegen, 1990). 

Specifically, exposure to significant stressful events makes one vulnerable to the 

development of anxious symptoms and cumulative and prolonged exposure to stressful 

events without protective resources may ultimately be associated with the development of 

an anxiety disorder (Hobfoll & Lieberman, 1987). Washington and her colleagues (2017) 

pointed out that the social realities that African American youth frequently confront may 

impact their well-being; however, this results in a skewed perspective of African 

American youth that emphasizes poor adjustment and poor mental health. Washington 

(2017) asserts, “that the vulnerabilities and risks African American youth face derive 

from proximal concerns, such as under-resourced schools and neighborhoods, 

inaccessibility to sufficient mental health care, and disparities and are not due to genetic 

disposition (p. 150).” These researchers also explored the connection between family-

level factors and depression and anxiety in African American youth and found that there 

is a significant negative association between positive parenting practices, such as parental 
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support, parental encouragement, and positive parental role models, and youth’s levels of 

anxiety and depression (Washington et al., 2017).  

 In conclusion, research has found that girls are more likely to be diagnosed with 

anxiety disorders compared to boys, and experience anxiety at a higher intensity level. 

However, cultural differences in the prevalence of anxiety disorders for children and 

adolescents are still unclear, particularly in comparing African American and Caucasian 

youth, and more research needs to be conducted to elucidate these findings. 

 Developmental Progression. Some researchers have identified a developmental 

progression of anxiety through childhood and adolescence (Westenberg, Siebelink, & 

Treffers, 2001; Warren & Sroufe, 2004). For example, separation anxiety symptoms and 

animal fears are the most common fears in children ages 6 to 9. As children develop, 

generalized anxiety symptoms and fears concerning danger and death begin to manifest 

in children ages 10 to 13, and social anxiety symptoms and concerns about social 

performances occur in adolescence at ages 14 to 17 (Westenberg, Siebelink, & Treffers, 

2001; Warren & Sroufe, 2004). In fact, research has shown that there are changes in the 

content of fears throughout childhood and that these changes mirror the growing reality 

and experiences of the child (Campbell, 1986). Children’s fears tend to develop from 

broad, imaginary, and uncontrollable fears, like monsters or the dark, to more specific 

and realistic content such as social performance and academic achievement (Bauer, 

1976).  
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 Diagnostic Criteria. Although anxiety tends to follow a particular developmental 

progression in childhood, it can manifest in a variety of different ways in youth. The full 

spectrum of anxiety disorders that can be diagnosed in childhood and adolescence are as 

follows: generalized anxiety disorder, panic disorder, agoraphobia, specific phobia, social 

phobia, obsessive-compulsive disorder, posttraumatic stress disorder, and acute stress 

disorder. However, this study will focus on three anxiety disorders in particular that are 

highly prevalent in childhood and adolescence (Albano, Chorpita, & Barlow, 2003) as 

well as the primary diagnoses of the participants in this dissertation study: generalized 

anxiety disorder (GAD), separation anxiety disorder (SAD), and social anxiety disorder 

(social phobia, SoP). These three anxiety disorders are often referred to as the “Big 

Three” anxiety disorders. The “Big Three” are frequently studied together in research 

because they have overlapping symptoms, share a similar response to treatment, and are 

highly prevalent and comorbid in youth (Albano, Chorpita, & Barlow, 2003; Walkup et 

al., 2008). It should be noted that this study used the DSM-IV to identify anxiety 

disorders in youth. Therefore, the diagnostic criteria for DSM-IV will be explained first 

and then additions and differences for the DSM-V will be explained.  

 According to the Diagnostic and Statistical Manual of Mental Disorders, 4th edition 

with text revision (DSM-IV-TR) published by the American Psychiatric Association 

(APA; 2000), GAD is characterized by an excessive worry occurring more days than not 

for at least six months. To meet criteria for GAD, the worry must be difficult to control 
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and must be associated with three of the following symptoms: restlessness, easily 

fatigued, difficulty concentrating, irritability, muscle tension, or sleep disturbance.  

 In contrast, SoP is characterized by a marked and persistent fear of feeling 

humiliated or embarrassed in social or performance situations for a period of at least six 

months for children and adolescents (4th ed., text rev.; DSM–IV–TR; APA, 2000). 

Exposure to the feared social situation may result in anxiety symptoms associated with a 

panic attack; however for children, this can be expressed by crying, tantrums, or freezing 

in these social situations (APA, 2000). The feared social situation is avoided or endured 

with intense anxiety. Furthermore, for children, there must be evidence of appropriate 

social relationships with familiar people, and the anxiety cannot be simply limited to 

interactions with adults, the anxiety must impact peers as well.  

 In addition, SAD is characterized by a developmentally inappropriate and excessive 

anxiety related to being separated from home or attachment figures for a period of at least 

four weeks (APA, 2000). To meet criteria for SAD, the worry is displayed through at 

least three of the following: recurrent excessive distress when separation occurs from 

home or caregivers or separation is anticipated, persistent and excessive worry 

concerning losing or harm being done to attachment figures, persistent and excessive 

worry that the individual will be separated from their attachment figure such as getting 

lost or being kidnapped, reluctance or refusal to go outside of the home due to fear of 

being separated, reluctance or refusal to be alone, reluctance or refusal to go to sleep 
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without being near a primary caregiver or to sleep away from home, repetitive nightmares 

with a separation theme, or the presence of physical symptoms such as headaches or 

nausea upon or in anticipation of separation (APA, 2000). For all three of these anxiety 

disorders, as with most disorders in the DSM-IV-TR, the symptoms must cause 

significant interference with overall functioning and cannot be explained by a medical 

condition or other psychological disorder (APA, 2000).  

 In the DSM-V, there have been updates to the criteria for these anxiety disorders. 

Social Phobia has been re-categorized to Social Anxiety Disorder (APA, 2013). 

Furthermore, the more generalized social situations criterion has now been removed 

because it was difficult to operationalize and was replaced with a performance-only 

criterion. In addition, Separation Anxiety Disorder was originally classified in the section 

entitled “Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence,” but 

has now been re-classified as an anxiety disorder (APA, 2013). While many of the 

criteria for diagnosis remain the same, there have been some additions to recognize the 

existence and expression of Separation Anxiety in adulthood.  

 Comorbidity. Comorbidity among anxiety disorders occurs frequently. Last, 

Strauss, and Francis (1987) noted that one third of youth in an outpatient setting who 

were diagnosed with SAD had one or more additional anxiety disorders. Similarly, 

another study found that 75% of 157 clinically referred children and adolescents 

diagnosed with GAD also met criteria for at least one additional anxiety disorder, with 
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the most frequent being Specific Phobia (46.4%), Separation Anxiety Disorder (42.0%), 

Obsessive Compulsive Disorder (31.9%), and Social Phobia (26.1%) (Masi et al., 2004).  

Furthermore, Kendall and colleagues (2010) investigated comorbidity in children and 

adolescents between the ages of 7 and 17 who had a diagnosis of GAD, SoP, or SAD, and 

found that 55% of the sample had at least one comorbid diagnosis, and 36% of the 

sample had comorbidity within the three anxiety disorders of focus. In addition, research 

has found that children and females are at greater risk for developing a comorbid anxiety 

disorder (Leyfer, Gallo, Cooper-Vince, & Pincus, 2013).  

 Not only are anxiety disorders found to be comorbid with other anxiety disorders, 

but they are also frequently comorbid with other internalizing and externalizing disorders. 

Costello and colleagues (2004) estimate that the rates of comorbidity between anxiety 

and depression range from 1 to 20%. In a sample of youth with social phobia, major 

depressive disorder, and dysthymia were found to be comorbid at a rate of 6.4% (Viana, 

Rabian, & Beidel, 2008). In another study of a large community sample, the comorbidity 

between anxiety and depressive disorders was found to be 16.9% (Anderson, Williams, 

McGee, & Silva, 1987).  Similarly, research has shown that youth with a primary 

diagnosis of SoP or GAD are more likely than youth with a primary diagnosis of SAD to 

have a comorbid depressive disorder (Verduin & Kendall, 2003). Ford, Goodman, and 

Meltzer (2003) found that 27% of children with an anxiety disorder had a comorbid 

depressive or disruptive disorder. Furthermore, Kendall and colleagues (2010) found that 
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in a large study of 7 to 17 year olds, 10.04% of the sample met criteria for both attention-

deficit/hyperactivity disorder (ADHD) and anxiety, whereas 9.43% met criteria for both 

oppositional defiant disorder (ODD) and anxiety. Masi and colleagues (2004) also found 

in a large sample of children and adolescents with a GAD diagnosis who were clinically 

referred for treatment, 56% of the sample had a comorbid depressive disorder while 21% 

of the sample had a comorbid disruptive behavior disorder. In general, anxiety disorders 

tend to be highly comorbid with other anxiety disorders, and with internalizing and 

externalizing disorders as well.  

 Outcomes. Anxiety disorders in childhood can have a variety of detrimental 

effects. Specifically, research has found that childhood anxiety disorders are linked to the 

development of adult anxiety, depressive, and substance abuse disorders (Pine et al., 

1998). A longitudinal study found that more than one-third of individuals who suffer 

from an anxiety disorder at age 32 had an anxiety disorder before the age of 15 (Gregory 

et al., 2007). Furthermore, anxiety disorders cost the health care system billions of dollars 

annually, primarily because of undiagnosed, misdiagnosed or inadequate treatment of the 

disorder (McGregor, 2006). The cost to society for families who have a child with an 

anxiety disorder is 21 times higher than families from the general population due to a 

variety of effects on costs including cost of treatment, cost of medication, productivity 

losses due to absences from work by the parents, school absences, loss of household 

activities, and loss of leisure time (Bodden, Dirksen, & Bogels, 2008). Academics are 
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also adversely affected by childhood anxiety, with parents of youth with GAD, SAD, and 

SoP reporting greater impairments in their child’s school functioning such as performing 

poorly academically, repeating a grade, being in a special classroom, or exhibiting 

behavior problems when compared with non-anxious controls (Michailyszyn, Mendez, & 

Kendall, 2010).  

 Furthermore, families are also impacted by childhood anxiety disorders. For 

example, family accommodation, or when family members alter their behaviors to 

diminish or avoid distress related to their child’s anxiety, is highly prevalent in families 

who have a child with GAD, SAD, and SoP (Lebowitz et al., 2013). Not only do parents 

report that they modify family routines to accommodate their child’s anxiety, but they 

also report distress resulting from this accommodation and adverse outcomes if 

accommodation is not performed, such as exacerbation of the child’s distress or the child 

becoming angry.  

 In summary, anxiety disorders are the most common psychiatric disorder in 

childhood and adolescence (McGregor, 2006). Specifically, three anxiety disorders that 

are highly prevalent and often researched together in youth are the Big Three anxiety 

disorders: generalized anxiety disorder, social anxiety disorder, and separation anxiety 

disorder (Albano, Chorpita, & Barlow, 2003). Not only are these three anxiety disorders 

highly comorbid with each other (Masi et al., 2004), but these anxiety disorders are often 

comorbid with other internalizing disorders, like depression (Costello et al., 2004), and 
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externalizing disorders as well, like ADHD and ODD (Kendall et al., 2010). Research has 

also explored gender and cultural differences in pediatric anxiety and concluded that girls 

tend to be at greater risk for the development of anxiety disorders compared to boys 

(Costello et al., 2004). Less conclusive results have been found in investigations of 

cultural differences, but Latino youth tend to report more somatic complaints related to 

anxiety compared with white peers (Varela et al., 2004). This high prevalence of anxiety 

in youth is problematic because anxiety disorders have a detrimental impact on all 

aspects of youth’s functioning (Ezpeleta et al., 2001) as well as general family 

functioning (Lebowitz et al., 2013). Given anxiety’s impairment of youth functioning, 

research has been dedicated to exploring effective treatments for pediatric anxiety.  

Treatment of Anxiety Disorders 

 Children and adolescents with anxiety disorders are currently treated with both 

psychopharmacological and psychosocial interventions. The following sections will 

review both types of treatment, with a particular focus on cognitive-behavioral 

interventions. Cognitive-behavioral interventions will be emphasized in this section 

because they have been shown to be the most effective psychosocial interventions for 

youth with anxiety disorders, and participants in this dissertation study completed a 

cognitive-behavioral intervention.  

 Psychopharmacological Treatment. The Food and Drug Administration has 

approved a variety of medications to treat adult anxiety disorders; however, less is known 
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about psychopharmacological treatment for childhood anxiety. Reinblatt and Riddle 

(2007) conducted a meta-analysis of studies that evaluated the efficacy of 

psychopharmacological treatments of pediatric anxiety and found several studies that 

provided support for the efficacy of medication, specifically the selective serotonin 

reuptake inhibitors (SSRIs) Fluvoxamine, Setraline, and Fluoxetine, for SAD, GAD, and 

SoP, as evidenced by either a moderate-to-large effect size or a demonstration of efficacy 

in placebo-control studies. Tricyclic antidepressants (TCAs) were one of the first 

treatments for childhood anxiety due to their success in treating adults (Stock, Werry, & 

McClellan, 2001; Reinblatt & Riddle, 2007). However, although one study yielded 

positive results in the treatment of school phobia with imipramine (Gittleman-Klein & 

Klein, 1971), most randomized placebo-controlled trials failed to demonstrate the 

efficacy of TCAs in the treatment of pediatric anxiety (Berney et al., 1981; Bernstein, 

Garfinkel, & Borchardt, 1990; Bernstein et al., 2000; Klein, Koplewicz, & Kanner, 

1992). Furthermore, there have been concerns about the safety of TCAs, specifically the 

possible cardiovascular side effects requiring electrocardiogram (EKG) monitoring and 

toxicity overdose (Reinblatt & Riddle, 2007). Similarly, benzodiazepines were used to 

treat pediatric anxiety early on, but studies yielded mixed results and there was concern 

about disinhibition and tolerance (Reinblatt & Riddle, 2007).  

 Selective serotonin reuptake inhibitors have become the first-line treatment for 

pediatric anxiety disorders. Randomized control trials comparing SSRIs, including 
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fluvoxamine, fluoxetine, paroxetine, and sertraline to placebo for the treatment of 

childhood anxiety resulted in response rates ranging from 61 to 90% (Birmaher & 

Ollendick, 2004; Kendall, 1994; Kendall et al., 1997; Rynn, Siqueland, & Rickels, 2001; 

Wagner et al. 2004). In addition, the researchers also found that SSRIs are often well 

tolerated with few side effects (Reinblatt & Riddle, 2007). Reinblett and Riddle (2007) 

concluded that SSRIs, specifically fluoxetine and fluvoxamine, are effective treatments 

for childhood GAD, SoP, and SAD.  

 The American Academy of Child and Adolescent Psychiatry (AACAP) 

recommends that medications should not be employed as the sole treatment for pediatric 

anxiety, but rather a combination of both medication and psychosocial interventions 

should be used (1997). Specifically, the AACAP advocates the use of CBT with SSRIs to 

treat children with moderate to severe anxiety (1997), and this is frequently how pediatric 

anxiety is treated in clinical practice (Reinblatt & Riddle, 2007).  

 Research has supported the use of a combination of medication and CBT. For 

example, the National Institute for Mental Health (NIMH) funded the Child/Adolescent 

Anxiety Multimodal Study (CAMS; Compton et al., 2010) to examine the effectiveness 

of treatments for anxious youth. CAMS is a six-year, six-site 12-week clinical trial of 488 

children and adolescents with anxiety disorders comparing the effectiveness of the 

medication sertraline (Zoloft®), cognitive-behavioral therapy, the combination of 

medication and CBT, and placebo control for youth ages 7-17 with a primary diagnosis 
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of one of the “Big Three” anxiety disorders. The study found that when looking at 

response rates, or a clinically meaningful improvement from baseline, the combination of 

CBT and medication was the most effective intervention for reducing anxiety and also 

that the therapeutic and pharmacological interventions were more effective than the 

placebo condition alone.  

Ginsburg and colleagues (2011) identified the specific remission rates across 

treatment groups for the CAMS study. They defined remission as being at a nearly 

symptom-free state and found that the rates ranged from 46 to 68% remission for the 

combined intervention and medicine group, 34 to 46% for the medication only group, 20 

to 46% for the cognitive-behavioral therapy only group, and 15 to 27% for the placebo 

control. The researchers also analyzed which pre-treatment variables, including 

demographic, child, and parent variables, predicted remission rates and found that the 

most consistent predictors were younger age, lower anxiety, and the absence of SoP 

(Ginsburg et al., 2011). Similarly, Compton and colleagues (2014) explored the 

predictors and moderators of treatment response in the CAMS study and found that lower 

levels of child anxiety symptoms and less caregiver strain at pre-treatment were 

associated with better treatment outcomes, regardless of which treatment group they were 

assigned, likely because this is indicative of lower symptom severity and less impairment 

on family functioning from the beginning of treatment.  They also found that treatment 

outcomes might vary for a child’s principal anxiety diagnosis, finding that the combined 
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medication and treatment group was associated with better outcomes across diagnoses, 

but was particularly effective for youth with a principal diagnosis of social phobia 

(Compton et al., 2014). Additionally, Piacentini and colleagues (2014) evaluated the 

durability of the CAMS treatment groups over time, looking specifically at 24 and 36-

week outcomes after participants received monthly boosters following the acute 12-week 

stage of treatment. They found that the positive outcomes observed at week 12 were 

maintained across all three treatment conditions over the 24 and 36-weeks, with 83% of 

the combined group, 82% of the medication only group, and 80% of CBT only group 

achieving similar status at both the 24-week and 36-week time points (Piacentini et al., 

2014).  

The CAMS study is one of the few studies that has compared the effectiveness of 

combined treatment to CBT alone. Moreover, many studies examining the efficacy of 

CBT interventions have excluded children on medications since this is often considered a 

confounding variable. Liashko and Manassis (2003) conducted a study examining 

differences in treatment comparing children who participated in a CBT intervention on 

medication compared with children in a CBT intervention who were not medicated. In 

this study, 102 children, 18 medicated and 84 non-medicated, participated in a 12-week 

CBT program with their parents participating in a parent-training component. The study 

found that both treatment groups exhibited similar reductions in their anxiety symptoms, 

suggesting that CBT may be equally effective with children on or off medication 
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(Liashko & Manassis, 2003). Similarly, another study compared children taking SSRIs to 

non-medicated children between the ages of 8 and 13 with a diagnosis of anxiety 

undergoing a 12-week CBT group (Eichstedt, Tobon, Phoenix, & Wolfe, 2010). They 

found that there were significant decreases in anxiety symptoms at post-treatment and at 

a four-month follow-up for both groups. Therefore, research is demonstrating that 

medication, specifically SSRIs, is an effective treatment for pediatric anxiety.  

 Psychosocial Interventions. Many researchers have focused on developing and 

exploring the most efficacious psychosocial approaches to treat anxiety disorders in 

youth. One of the first documented childhood anxiety cases to receive treatment was the 

case of “Little Hans”, a 5-year-old with a specific phobia of horses (Freud, 1963). Freud 

helped Little Hans’s father treat his son by providing a series of specific questions to 

understand what Little Hans was experiencing to help ease his anxiety. While 

conclusions were drawn from this case that helped inform psychodynamic theory, another 

main contribution of this case was the realization that childhood anxiety can lead to a 

great deal of family distress (Labellarte, Ginsburg, Walkup, & Riddle, 1999). Since then, 

numerous approaches have been developed to treat anxiety in childhood and adolescence, 

such as play therapy and acceptance commitment therapy; however, CBT has received 

the most consistent support for its efficacy (Labellarte, Ginsburg, Walkup, & Riddle, 

1999).  

 Play Therapy. Play therapy is a popular treatment for young children and has been 



 
 
 
 

34 

suggested as a potential treatment for anxiety through a process of desensitization in 

which the child is exposed to problems associated with anxiety through play (Marks, 

1978). In one study, children between the ages of 2 and 6 were assigned to three play 

conditions, free play, directed play, and modeling, or one control condition, and 

researchers found that all three play conditions were associated with lower post-treatment 

anxiety scores based on teacher report (Milos & Reiss, 1982). However, the participants 

in this study were rated as having difficulty separating from their parents by a teacher and 

were not formally diagnosed with SAD. Post (1999) conducted a study with at-risk fourth 

through sixth graders who had low self-esteem and high anxiety, in which participants 

were either assigned to a play therapy condition or a no-therapy condition. The results 

indicated that those students who participated in play therapy did not change over the 

course of treatment, while the control condition did worsen over time (Post, 1999). The 

current research is showing that there is not any evidence that play therapy is effective for 

anxious youth.  

 Acceptance and Commitment Therapy (ACT). ACT is a relatively new form of 

behavior therapy that focuses on exposures and reduction in experiential avoidance 

(Dalrymple & Herbert, 2007). Since people with anxiety disorders engage in avoidance, 

some researchers believe that ACT can be beneficial to reduce this behavior. While often 

times considered a form of cognitive-behavioral therapy, ACT was developed as a 

mindfulness approach and has additional components unique to ACT including a focus 
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on cognitive defusion, rather than cognitive restructuring, and the teaching of 

mindfulness strategies (Hayes, Strosahl, & Wilson, 2012). These distinct therapy 

components distinguish it from the more traditional cognitive-behavioral therapy 

interventions. Therefore, studies have been conducted to examine the effectiveness of 

ACT in the treatment of anxiety.  

 One study examined ACT as a treatment for college students’ fear of public 

speaking (Block & Wulfert, 2002). Thirty-nine college students were assigned to six 

weeks of ACT, group CBT, or a wait-list control. Overall, social anxiety decreased and 

willingness to speak in public increased for both treatment groups compared with 

controls. However, only the participants in the ACT condition showed a decrease in 

behavioral avoidance (Block & Wulfert, 2002). Although this study supports the idea that 

ACT specifically targets behavioral avoidance, this research was conducted with a non-

clinical sample in young adults. In another study, adults with SoP completed twelve 

weeks of university-based ACT therapy (Dalrymple & Herbert, 2007). The researchers 

found that participants showed treatment satisfaction, anxiety symptom reduction, and 

decreased avoidant behaviors. However, there were no control or comparison groups in 

this study. In a study comparing cognitive therapy to ACT in college students, 

researchers found that there were equivalent improvements in anxiety, overall 

functioning, and life satisfaction (Forman, Herbert, Moitra, Yeoman, & Geller, 2007). In 

contrast, another study compared CBT to ACT in adults and found that participants with 
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moderate anxiety and no comorbid mood disorders did better in the CBT condition, 

whereas participants with a comorbid mood disorder improved more with ACT 

(Wolitzky-Taylor, Arch, Rosenfield, & Craske, 2012). Hancock and colleagues (2016) 

conducted the first randomized control trial comparing ACT and CBT to waitlist controls 

for treating anxious youth. They found that ACT and CBT were superior to the waitlist 

controls and provided similar outcomes, specifically both treatment conditions resulted in 

significant reductions in participants’ clinical severity rating for anxiety, significant 

decreases in anxiety disorder diagnoses at post-treatment, and significant improvements 

in psychosocial measures of quality of life (Hancock et al., 2016). Although this suggests 

that ACT could be a potential treatment option for anxious youth, only one study has 

been conducted. In general, ACT has been found to be a successful treatment for college 

students, but needs to be further evaluated to demonstrate its efficacy for children and 

adolescents. Furthermore, the mindfulness strategies that are a core component of ACT 

require advanced cognitive abilities that might only be effective for older adolescents and 

adults.  

 Cognitive-Behavioral Therapy. CBT emerged from traditional behavior therapies. 

Based on the behavioral approach, anxiety is conceptualized as a classically conditioned 

response that can be unlearned or counter-conditioned (Compton, March, Albano, 

Weersing, & Curry, 2004). In the 1960s, although behavioral therapies were popular, 

some psychologists identified shortcomings of the traditional behavioral approach with 
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its focus solely on observable behaviors and neglect of internal processes such as 

obsessional thinking or negative automatic thoughts (Dobson & Dozois, 2001). However, 

behavior theories began to evolve and cognitive behavior theories emerged from these 

new conceptualizations of behavior change. Mahoney and Arnkoff (1978) suggested that 

a monumental change in behavior theory came about when behavioristic research began 

to focus on the concept of self-control. Up until this new wave of behavioristic research, 

the focus was on environmental determinism in that the factors affecting an individual 

were thought to be strictly environmental (Mahoney & Arnkoff, 1978). When self-control 

became an interest to researchers, the concept of reciprocal determinism emerged, 

allowing for an interaction between the individual and their environment.  

 Around this time, there were also emerging behaviorists that began recognizing the 

importance of internal processes of thoughts (Mahoney & Arnkoff, 1978). In 1965, one 

of Skinner’s students, Homme, published a seminal paper in which he reasoned that 

thoughts could be analyzed and modified and that they were not as unobservable as 

previously thought because they could be challenged by the individual having the 

thoughts. Due to this significant publication, a new wave of behavior modification 

emerged called covert conditioning (Mahoney & Arnkoff, 1978). Covert conditioning 

sparked the trend toward what is considered cognitive-behavioral therapy today. In covert 

conditioning, behaviorists began to target individuals’ self-reported thoughts as a means 

of changing behavior. In addition to this revolution in behavior theory, there were many 
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researchers developing cognitive theories at this time as well (Mahoney & Arnkoff, 

1978). It is through the changes in behaviorists’ approach to viewing internal thoughts 

and the emergence of cognitive theories that led to the development of cognitive-

behavioral therapy.  

 CBT incorporates aspects of traditional cognitive therapies such as the idea that 

cognitive distortions are central to the development of disorders, and in order to conduct 

effective treatment, change in cognition has to occur (Hudson, 2005). As previously 

discussed, anxiety involves a more prominent cognitive component because it is related 

to potential danger and worry about future threats (Barlow, Chorpita, & Turofsky, 1996). 

Anxiety disorders lead to extreme, debilitating cognitions and distorted views of the 

world (Fonseca & Perrin, 2001). For example, youth with anxiety disorders tend to view 

the world as a threatening place, and have developed a negative and maladaptive schema 

of “The world is an unsafe place.”  In order to change this schema, treatment focuses on 

challenging these negative thought processes in order to develop more adaptive, coping 

thoughts (Compton et al., 2004). Ultimately, CBT is a combination of behavioral 

strategies and cognitive processes, focusing on behavioral and cognitive change. An 

important fundamental element of CBT is gradual exposure, which produces behavioral 

and cognitive change because there is a reduction in avoidant behavior and the child 

alters his or her cognitions about the perceived threat, control over the threat, and ability 

to cope. Changes in cognitions and behaviors are the fundamental mechanisms of change 
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that occur in CBT treatment (Dobson & Dozois, 2001).   

 The main goals in cognitive-behavioral interventions for anxiety are to change 

maladaptive thinking, increase pro-social skills, and change avoidant behavioral patterns. 

To accomplish these goals, CBT for anxiety in youth typically includes several 

components: psycho-education about anxiety and symptoms, understanding the CBT 

model (the connection between thoughts, feelings, and behaviors), coping skills, 

relaxation training, problem-solving skills, cognitive restructuring, and graduated 

exposure to anxiety-provoking situations (Albano, Chorpita, & Barlow, 2003; Chu & 

Harrison, 2007). Cognitive restructuring involves the use of a variety of strategies such as 

identifying anxious thoughts, using Socratic questioning to challenge these thoughts, and 

finally developing coping thoughts to replace anxious thoughts. In addition, the main 

behavioral goal in CBT is to reduce avoidance. Exposure therapy attempts to reduce 

avoidance by having the youth systematically progress through a fear hierarchy of 

anxiety-provoking situations (Chu & Harrison, 2007). The intervention is typically 

divided into two segments, a skills-building segment in which youth learn about anxiety 

and how to treat it, coping skills, problem-solving skills, relaxation, and cognitive 

restructuring and then the exposure segment in which clients practice using these skills to 

help manage their anxiety in fearful situations.  

 Research has consistently supported the use of individual CBT (Kendall, 1994; 

Kendall, Flannery-Schroeder, Panichelli-Mindel, & Southam-Gerow, 1997; Kendall, 
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Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008; Pina, Silverman, Fuentes, Kurtines, 

& Weems, 2003) and group CBT (Flannery-Schroeder & Kendall, 2000; Manassis et al., 

2002; Shortt, Barrett, & Fox, 2001; Melfsen, et al., 2011) for the treatment of pediatric 

anxiety disorders. A meta-analysis of 22 RCTs indicated that between 39 to 80% of youth 

with anxiety disorders show a significant reduction in anxiety symptoms when receiving 

CBT (Cartwright-Hatton et al., 2004). Furthermore, CBT has demonstrated efficacy for a 

range of ages and disorders, such as anxious children ages 7 to 14 (Barrett, 1998; 

Silverman et al., 1999), adolescents ages 14 to 17 (Albano et al., 1995; Hayward et al., 

2000), school-refusal behavior (King et al., 1998); and SoP in children (Beidel, Turner, & 

Morris, 2000). 

A systematic qualitative review of long-term follow-up studies for CBT treatment 

for pediatric anxiety revealed that approximately 68.39% of anxious youth no longer met 

criteria for their primary anxiety disorder diagnosis at follow-up and also showed lower 

levels of anxiety symptoms compared to pre-treatment (Gibby, Casline, & Ginsburg, 

2017). However, the researchers caution that there were many methodological limitations 

to these follow-up studies, primarily a lack of controlled designs and there could be 

alternative explanations for these findings, including interim treatment and youth 

maturation.   

Modular CBT Treatment. Despite CBT’s demonstrated efficacy in controlled 

research trials, these treatments remain underutilized in real-world community settings 
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(Kendall, Settipani, & Cummings, 2012), and some researchers posit that it needs to be 

modified and be more flexible in order to be implemented within community settings 

(Chiu et al., 2013). For example, one study found that more than half of youth 

participants were never introduced to exposures in non-research clinical treatment 

settings despite its demonstrated positive effects on treatment outcome (Whitehead, 

Sattler, Ale, & Young, 2016). Kendall, Settipani, and Cummings (2012) suggested that 

the dissemination of evidence-based CBT treatment specifically for youth anxiety has 

lagged behind other psychiatric disorders such as depression or externalizing behavior 

disorders. They argue that this could be related to the tendency to overlook anxious 

children because of the internalizing presentation of symptoms or it could be attributed to 

therapists’ misconceptions about completing exposure tasks in treatment, believing they 

are traumatic or difficult to conduct in community settings (Kendall, Settipani, & 

Cummings, 2012). Another study sought to identify if after participating in a RCT of 

evidence-based treatments, therapists continued to use these approaches with additional 

clients (Palinkas et al., 2013). The therapists were randomly assigned to three treatment 

conditions in the RCT: modular treatment, full treatment manuals, and usual care. The 

data were analyzed using a grounded theory approach and it was found that the clinicians 

continued to utilize some or all of the three therapeutic interventions within community 

settings after the RCT. Analysis identified four reasons for continued use: therapists 

valued the utility of the treatment after witnessing positive outcomes, valued the 
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interaction and support of the researchers and treatment developers, liked the structure of 

the treatment protocols and manuals, and respected that the treatments were evidence-

based (Palinkas et al., 2013). However, it should be noted that the continued use typically 

involved some sort of modification or adaptation to the standard, manualized protocol.  

Therefore, some researchers have focused on the development and 

implementation of modular CBT to allow for a more flexible program. The Modular 

Approach to Therapy for Children with Anxiety, Depression, of Conduct Problems 

(MATCH) protocol was developed that incorporates treatment strategies from evidence 

based therapies for anxiety, depression, and disruptive behavior disorders, ultimately 

creating a structured module for each disorder that provides a flexible menu of treatment 

options that clinicians can use based on their client’s presenting problem (Chorpita & 

Weisz, 2009). Weisz and colleagues (2012) conducted a randomized effectiveness trial to 

compare the effectiveness of modular treatment using the MATCH protocol, to individual 

evidence-based treatment for anxiety, depression, and disruptive behavior disorders, and 

to usual care. Eighty-four community-based clinicians were assigned to one of the three 

conditions and provided treatment to 174 youth between 7 and 13-years old. Results 

showed that the modular treatment approach resulted in significantly steeper trajectories 

of positive change compared with both usual care and individual evidence-based 

treatment as evidenced by ratings on the Brief Problem Checklist and Top Problems 
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Assessment measures. The standard evidence-based care did not significantly differ from 

usual care.  

The Child STEPS program is a RCT study that examined the effectiveness of the 

MATCH program by looking at a sample of 174 youth between 7 and 13-years-old who 

had clinically elevated levels of anxiety, depression, or disruptive behavior (Chorpita et 

al., 2013). Community mental health therapists were assigned to one of three conditions: 

standard care, involving the use of one or more evidence-based treatments, MATCH, or 

usual care. The rate of improvement for youth in the modular treatment was significantly 

better than usual care approaches as measured by the Child Behavior Checklist and the 

Total Problems, Internalizing, and Externalizing scales on the Youth Self-Report 

questionnaire. However, there were no significant differences between the three 

conditions on measures of functional impairment or service utilization (Chorpita et al., 

2013). Another RCT was conducted comparing the effects of modular treatment with 

community evidence-based treatments for youth (Chorpita et al., 2017). It should be 

noted that for other types of psychiatric disorders, evidence-based treatments were used, 

such as the Incredible Years or Parent-Child Interaction Therapy for disruptive behavior 

disorders, but there were no evidence-based therapies in this particular study that were 

implemented to directly target anxiety. The researchers found that youth receiving the 

MATCH treatment showed faster rates of improvement than the usual care treatments, 
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meaning that youth in the modular treatment condition required fewer sessions (Chorpita 

et al., 2017).  

Additional modular CBT interventions have been developed. One study randomly 

assigned forty school-age children with anxiety disorders to either a modular CBT 

treatment, called Building Confidence, or a 3-month waitlist control to evaluate the 

effectiveness of the modular CBT program in the school environment (Chiu et al., 2013). 

They found that there was a positive treatment response at post-treatment for 95% of the 

modular CBT participants compared to 16.7% of waitlist controls when utilizing the 

Clinical Global Impressions-Improvement scale as the primary treatment outcome. Galla 

and colleagues (2012) completed a one-year follow-up study and found that there was 

ongoing support of treatment success demonstrated by the results that 83.3% of the 

participants of the modular CBT treatment were diagnosis-free at 1-year follow-up. This 

suggests that modular CBT might be effective for treating anxiety at school, but the 

outcomes were not compared to an evidence-based CBT control. Modular CBT treatment 

have been shown to be effective in treating a variety of psychiatric disorders in 

community settings and may be particularly helpful for anxious youth who also have 

additional comorbid diagnoses.  

 Coping Cat. In 1990, Philip Kendall developed the Coping Cat CBT program for 

childhood anxiety, which involves 14 to 18 60-minute sessions over a 12 to 16 week 

period. In the first six to eight sessions, the development of adaptive coping skills is 
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emphasized and the second eight sessions allow the child to practice these newly learned 

skills in anxiety-provoking situations. The program focuses on five main principles: 

recognizing anxious feelings and somatic reactions to anxiety; identifying thoughts in 

fearful situations; developing a plan to cope in the situation, including modifying anxious 

thoughts and determining appropriate coping actions that would be effective; behavioral 

exposures to anxiety-provoking situations; and, evaluating performance during the 

exposure and providing self-reinforcement (Kendall, 1990). The Coping Cat is employed 

with children ages 8 to 13 years old, and the C.A.T. Project, an adapted version of the 

Coping Cat workbook with developmentally appropriate pictures and examples for older 

adolescents, is used with youth ages 14 to 17.  

 In the first RCT investigating the efficacy of this program, Kendall (1994) found 

that 66% of the participants no longer met criteria for an anxiety disorder post-treatment, 

concluding that children experienced less general anxiety and improved coping behavior 

as a result of the program. This was also confirmed in a follow-up study three years later 

(Kendall, & Southam-Gerow, 1996). In a second RCT, 56% of youth in the CBT 

condition no longer met criteria for an anxiety disorder at post-treatment, and there were 

significant reductions in clinical severity for youth who continued to report anxiety 

symptoms. Additionally, greater improvements were noted over time, specifically at the 

one-year follow-up (Kendall et al., 1997). Furthermore, Flannery-Schroeder and Kendall 

(2000) assessed the effects of Coping Cat in a sample of 37 children, including 21 
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children with GAD, 11 with SAD, and 5 with SoP. These children were assigned to 

individual CBT, group CBT, or a waitlist control. They found that scores on measures of 

state and trait anxiety were significantly lower in the group CBT condition compared 

with the individual CBT and waitlist control. Walkup and colleagues (2008) conducted 

another RCT where 488 children with at least one of the “Big Three” anxiety disorders 

were assigned to a combination of CBT and sertraline, medication only, CBT only, or a 

placebo drug control. They found that both CBT only (59.7% response rate) and 

medication only (54.9% response rate) reduced the severity of anxiety in the youth 

participants, but that a combination of medicine and CBT had the highest response rate at 

80.7% (Walkup et al., 2008).  

Other researchers completed a follow-up study with these participants to examine 

whether there were any changes in parent or family factors associated with child 

treatment success (Keeton et al., 2013). They found that regardless of treatment 

condition, child-focused anxiety interventions also resulted in improvements in family 

functioning and parent symptoms that were not specifically targeted during treatment, 

such as parent-reported psychological distress, anxiety, and family functioning as well as 

family burden and child-reported family functioning. The Coping Cat program has also 

been adapted for use in other cultures such as Australia, where the program is known as 

Coping Koala (Barrett, Dadds, & Rapee, 1996) and Canada, where the program is called 

Coping Bear (Mendlowitz et al., 1999).  
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 In general, RCTs have demonstrated that one-half to two-thirds of children 

positively respond to treatment as evidenced by no longer meeting criteria for an anxiety 

disorder. Nevertheless, Keeton and Ginsburg (2008) point out that a substantial number 

of children, up to 45%, do not make optimal gains from treatment and they question how 

to improve interventions to increase positive outcomes in children and adolescents. 

Similarly, Alfano and colleagues (2009) emphasize that, since approximately one-half of 

anxious youth do not benefit from treatment, “[This] underscores a need to better 

understand specific factors associated with treatment response. Theoretical models have 

continued to flourish despite a general lack of data documenting changes in mechanisms 

hypothesized to underlie these childhood disorders (p. 945-946).” This lack of 

understanding of why some children do not respond to treatment makes tailoring 

interventions to best serve individuals difficult because the treatment components and 

specific clients most likely to benefit from interventions are relatively unknown.  

Including Parents in Youth’s CBT Intervention  

 Some researchers posit that parental and family factors are related to successful 

treatment for anxious youth (Barmish & Kendall, 2005). Children who have an anxious 

parent are more likely to have an anxiety disorder than children who do not have an 

anxious parent (Micco, Henin, & Mick, 2009). Not only is parental psychopathology 

associated with higher levels of child anxiety, but it also may play a role in the 

maintenance of anxiety disorders and lead to poorer treatment outcomes for children 
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(Cobham, Dadds, & Spence, 1998; Rapee, 2000; Southam-Gerow, Kendall, Weersing, 

2001). Furthermore, specific parenting behaviors, such as excessive accommodation or 

over-control, are associated with higher anxiety in youth (McLeod, Wood, & Weisz, 

2007; Wood, McLeod, Sigman, Hwang, & Chu, 2003).  

 Parental involvement has been posited to positively affect childhood treatment in a 

variety of ways. First parents can play an integral part in the generalization and 

maintenance of therapeutic change (Braswell, 1991). This generalization of skills to 

“real-world” settings is enabled when the parent facilitates children’s exposure to anxious 

situations outside the therapist’s office (Barmish & Kendall, 2005). Essentially, the 

parent becomes trained as a coach for the youth to conquer anxieties independently 

(Simon, Bogels, & Voncken, 2011). In addition, parental involvement may aid the 

continued use of skills learned in CBT beyond the end of therapy (Ginsburg, Silverman, 

& Kurtines, 1995). For example, after being involved in their child’s therapy, parents can 

often model healthy coping, remind their children to practice newly acquired coping 

skills, and continue to encourage and reward brave behavior. Furthermore, involving 

parents in treatment may address parent-related obstacles to treatment success. Such 

obstacles may include parental anxiety (Murray, Cooper, Creswell, Schofield, & Sack, 

2007), parental frustration with the child (Crawford & Manassis, 2001), and parental 

tendency to inadvertently encourage avoidant coping (Barrett, Rapee, Dadds, & Ryan, 

1996).  
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 Randomized controlled trials that have compared childhood anxiety treatment with 

and without parental involvement have not yielded clear results. More specifically, one 

study demonstrated clear benefits of including parents in youth intervention in which 

70.3% of children in the youth-only CBT condition did not meet criteria for an anxiety 

disorder 12-months post-treatment compared to 95.6% of the children in the CBT and 

family condition (Barrett, Dadds, & Rapee, 1996).  While other studies have yielded non-

significant trends (Cobham, Dadds, & Spence, 1998; Mendlowitz et al., 1999; Spence, 

2000; Wood, Piacentini, Southam-Gerow, Chu, & Sigman, 2006) or no effect (Nauta, 

Scholing, Emmelkamp, & Minderaa, 2001; Nauta, Scholing, Emmelkamp, & Minderaa, 

2003; Simon et al., 2011; Silverman, Kirtines, Jacard, & Pina, 2009). Furthermore, one 

study even found that at post-treatment, child-only treatment was more beneficial than 

family CBT (Bodden et al., 2008). They also noted that both child and family CBT were 

less effective if the parent had an anxiety disorder. In contrast, another study evaluating 

the effect of a parent-only CBT intervention found that only those youth improved whose 

parents also were anxious (Thieneman, Moore, & Tompkins, 2006).   

 Research has found that there are poorer treatment outcomes for youth who have a 

parent with a current anxiety disorder (Bodden, Dirksen, & Bogels, 2008). Furthermore, 

in a clinical trial of treatment for youth anxiety, 82.4% of children without an anxious 

parent were diagnosis-free post-treatment compared with 38.9% of children with an 

anxious parent (Cobham, Dadds, & Spence, 1998). Therefore, Hudson and colleagues 
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(2014) conducted a study to explore the benefits of adding a five-session brief parental 

anxiety management (BPAM) program to traditional family cognitive behavior therapy 

targeting the child’s anxiety. They found that parental participation in the BPAM 

program did not significantly improve outcomes for child anxiety compared to the family 

CBT control group and also did not significantly reduce parental self-report of anxiety 

symptoms. Hiller and colleagues (2016) posited that it is difficult for anxious parents to 

manage their child’s negative or anxious emotions, which might cause them to engage in 

behaviors that interfere with the therapy process, particularly in relation to exposures in 

anxiety-provoking situations. Therefore, they conducted a pilot RCT where anxious 

parents of 60 anxious children were given a novel parent treatment aimed at targeting 

parental intolerance of child anxiety. Hiller and colleagues (2016) found that while their 

treatment did improve parental tolerance, it was not associated with changes in parental 

behavior or changes in treatment outcome.  

 One meta-analysis on the effects of parental involvement in youth anxiety treatment 

found that at post-treatment, active parental involvement was not associated with 

significant changes in clinical severity, anxiety symptoms, and internalizing symptoms 

between pre and post-treatment compared to child-focused CBT with limited parental 

involvement (Manassis, et al., 2014). However, Manassis and colleagues (2014) did find 

that at the one-year follow-up, active parental involvement in CBT that emphasized 

contingency management or transfer of control from therapist to parent was superior to 
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CBT with parental involvement that emphasized other components and CBT with limited 

parental involvement. The researchers hypothesized that perhaps when parents are 

focused on contingency management and are able to coach their children in continued use 

of CBT strategies, this results in continued therapeutic gains over time. Walczak and 

researchers (2017) explored the differences between CBT with limited and active 

parental involvement longitudinally and found that youth whose parents actively 

participated showed significantly more remission from 6 month to 3-year follow-up 

compared with children whose parents were limited in their involvement, indicating that 

parental involvement may have long-term positive effects. Nevertheless, overall these 

studies yielded mixed results about whether including parents in anxiety interventions for 

children and adolescents has a clear benefit above and beyond what has been found in 

individual CBT.  

 Therefore, a study is being conducted at the Texas Child Study Center, the 

outpatient mental health facility for Dell Children’s Medical Center, in which the 

addition of a parental training component to a CBT intervention for anxious youth is 

being examined to evaluate the potential benefits of including parents in treatment for 

pediatric anxiety. In this study, the youth intervention program follows the Coping Cat 

manual designed by Kendall (1996). The parent intervention component follows a newly 

developed manualized protocol (Stark et al., in progress) that is intended to correspond to 

the Coping Cat program. The parent-training component focuses on psycho-education 
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about the child’s anxiety, understanding the coping skills and problem-solving strategies 

the child is learning, training on how to develop fear hierarchies and conduct exposures at 

home, explaining appropriate parental modeling, and providing alternative parenting 

strategies rather than accommodation. This parent treatment is based on the partial 

success of previous treatments including parents; therefore, it should provide strong 

support for either the inclusion or exclusion of parents in interventions for anxious youth. 

If successful, the particular components of the parent intervention that were most 

beneficial should be identified in order to incorporate these factors into future treatments.  

 In summary, the treatment that is most effective for treating anxiety in youth is the 

combination of SSRIs and CBT. However, there have been studies that have 

demonstrated that psychosocial interventions are just as effective as medication alone 

(Liashko & Manassis, 2003; Eichstedt, Tobon, Phoenix, & Wolfe, 2010). Given parents’ 

hesitance at times to put their children on psychiatric medicine, research demonstrates 

that psychosocial interventions are a good option for reducing anxiety symptoms in youth 

(Cartwright-Hatton et al., 2004). Randomized control trials have consistently found that 

CBT is the foremost psychosocial treatment for anxious youth (Cartwright-Hatton et al., 

2004). However, research has also shown that approximately one-half to one-third of 

youth do not respond to this intervention (Alfano et al., 2009).  

 Therefore, researchers have sought to gain better clarity into how to improve 

psychosocial treatments to help a broader range of children. Some researchers’ responses 



 
 
 
 

53 

to this search for clarity are to incorporate parents in the treatment of pediatric anxiety. It 

is hypothesized that the inclusion of parents in youth anxiety treatment can help 

generalize and maintain therapeutic change over time (Braswell, 1991), can aid in the 

continued use of skills (Ginsburg, Silverman, & Kurtines, 1995), and may address parent-

related obstacles to treatment success (Murray et al., 2007; Crawford & Manassis, 2001). 

However, research has not supported the hypothesis that parental involvement enhances 

pediatric anxiety interventions. Only one study has found clear benefits to the inclusion 

of parents (Barrett, Dadds, & Rapee, 1996) with most studies finding non-significant 

trends (Wood, Piacentini, Southam-Gerow, Chu, & Sigman, 2006) or no effects (Simon 

et al., 2011; Silverman, Kirtines, Jacard, & Pina, 2009). Although parental involvement 

has been hypothesized to be a mechanism of change that could bring about positive 

therapeutic change, it is unclear how including parents in youth anxiety treatment affects 

outcomes.  

Exploring Mechanisms of Change 

 While many studies have demonstrated that CBT is an effective intervention for 

anxious youth, few studies have explored how or why this treatment produces positive 

therapeutic change (Hudson, 2005; Kazdin, 2002; Kazdin & Nock, 2003; Kazdin, 2009). 

One way to understand how treatment leads to therapeutic change is an exploration of the 

mechanisms of change. Kazdin (2003) defines mechanisms of change as the “process 

through which therapeutic change occurs” (p. 1117). Kazdin (2004) outlines several 
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reasons for the importance of exploring the mechanisms of therapeutic change. First, 

there have been over 550 treatments designed for children and adolescents. It is not likely 

that all of these therapies bring about change differently; therefore, understanding the 

mechanisms of change can bring order and coherence to these multiple interventions. 

Kazdin also points out that therapy not only reduces socio-emotional distress, but can 

also bring about secondary changes such as reduction in physical symptoms or 

improvement in quality of life (2004). Since therapy affects an array of outcomes, 

exploring how therapy produces change can clarify the connections between what is done 

in treatment and what happens in the outcomes. Kazdin also points out that understanding 

therapeutic change can aid in the identification of moderators of treatment, or factors that 

affect the success of treatment. However, perhaps the most important reason for 

exploring mechanisms of change is to optimize therapeutic change. Most treatments, 

including CBT, have multiple components, and it is unclear which of these components 

makes a difference in treatment outcome and which fail to optimize therapeutic change 

(2004).  

 Specific Components of CBT as Mechanisms of Change. Since the specific 

components of treatment (e.g., exposures, cognitive restructuring, etc.) are based on the 

cognitive-behavioral model, they are thought to be effective mechanisms of change. In 

adults with anxiety, numerous studies have examined which components of CBT 

interventions are effective. Most studies have demonstrated that exposures or exposures 
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and cognitive restructuring combined are superior to cognitive restructuring alone or 

relaxation alone (Borkovec & Costello, 1993; Menzies & Clarke, 1995). In fact, some 

studies have shown that the combination of anxiety management strategies like cognitive 

restructuring enhance the effectiveness of exposures (Butler, Cullington, Munby, Amies, 

& Gelder, 1984; Mattick & Peters, 1988), but other studies have indicated that exposure 

alone produces greater changes than combined components (Hope, Heimberg, & Bruch, 

1995; Foa et al., 2003). In fact, Foa and colleagues (2003) suggest that treatment effects 

are diminished when exposure therapy is diluted with other treatment elements. However, 

more often than not, research demonstrates that the combination of exposure and 

cognitive restructuring produces equivalent changes to exposure alone (Bryant, Sackville, 

Dang, Moulds, & Guthrie, 1999).  

 In contrast, there have been few studies that have explored the effective 

components of interventions for anxious youth, and it cannot be assumed that the 

effective components of treatments in adults will be the same for youth. Eisen and 

Silverman (1993) looked at four children who had GAD and compared the use of 

cognitive restructuring skills with exposures, relaxation skills with exposures, and a 

combination of both cognitive restructuring and relaxation with exposures. The study 

found that exposure with either cognitive restructuring or relaxation skills produced 

similar changes. Kendall and colleagues (1997) conducted a RCT with CBT for anxious 

youth and found that, when comparing the skills building component to the practice 
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component, change did not occur until after the exposure component according to self-

report measures.  

 In a RCT of CBT for children with specific phobias, Silverman and colleagues 

(1999) compared two treatment conditions. One was a self-control (SC) condition in 

which gradual exposure was accompanied with skills training. The second condition was 

a contingency management (CM) condition, which included gradual exposure with 

accompanied parent-training of techniques such as positive reinforcement, shaping, and 

consistency. The results revealed that 88% of children in the SC condition no longer met 

criteria for a phobia at post-treatment, compared to 55% in the CM condition. These 

findings suggest that teaching children skills prior to exposures enhances the 

effectiveness of therapy (Hudson, 2005). 

 A study by Peris et al. (2015) explored if specific components of CBT for youth 

anxiety were followed by significant improvement in the rate of progress in treatment. 

They concluded that two techniques clearly contribute to improvement on measures of 

overall anxiety symptom severity and overall functioning. Specifically, when both 

cognitive restructuring and exposure tasks were introduced in treatment, there was a 

significant acceleration in the rate of progress in therapy. However, the introduction of 

relaxation training did little to alter the course of treatment. Interestingly, the researchers 

found that none of the techniques specifically changed what they were intended to 
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address. For example, exposure did not alter avoidance behavior and cognitive 

restructuring did not specifically change anxious self-talk.  

 Nakamura, Pestle, and Chorpita (2009) also wanted to investigate the mechanisms 

of change in therapy for children and adolescents with anxiety. To accomplish this goal, 

the researchers explored the timing of therapeutic changes for two components of a 

standard CBT intervention, exposure and cognitive/coping techniques, after self-

monitoring and psycho-education was provided to youth with anxiety disorders. They 

first found that the educational techniques of self-monitoring and psycho-education might 

be sufficient for triggering positive changes in some children. This is similar to the 

findings from Silverman et al. (1999) in which they found that educational support can 

yield positive changes in youth anxiety comparable to behavioral or cognitive 

interventions. However, these findings contrast to Kendall et al.’s (1997) results, which 

found that eight cognitive-educational sessions of CBT were insufficient in producing 

significant immediate changes.  

 Second, Nakamura and colleagues (2009) found that once self-monitoring and 

psycho-education was provided, positive therapeutic change in child-reported anxiety 

levels occurred only when exposures were present. In contrast, almost all cognitive-only 

treatment resulted in an increase in child-reported anxiety levels. Interestingly, the 

researchers also discovered that child-reported cognitive errors decreased only when 

exposure was present and that cognitive-only treatment did not result in improvements in 
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cognitive errors. In general, this study suggests that exposure is a key element for 

triggering some, but not all, positive changes in treatment for youth anxiety based on 

youth self-report. However, this study yielded heterogeneous and inconclusive results 

from parent-report, so parents’ perspectives on their child’s therapeutic change are still 

relatively unknown.  

 Some researchers were interested in exploring if certain aspects of exposure 

treatment, such as preparation for the exposure or processing of the exposure after 

completed, affect treatment outcome. Independent observers provided ratings of 

preparation and processing of in-session exposure tasks and found that there was an 

association with treatment outcome in a study of 61 anxious youth (Tiwari et al., 2013). 

Results indicated that preparation for exposure was not related to outcome, but post-event 

processing of the exposure task was significantly associated with clinician-rated 

improvement in anxiety symptoms. Hudson (2005) posited that the use of exposure tasks 

‘‘brings about change in avoidance behavior and ultimately alters the child’s cognition 

regarding perceived threat, perceived control over the threat, and or coping ability” (p 

161). Furthermore, after reviewing the post-event processing, Tiwari and colleagues 

(2013) hypothesized that the processing of exposure tasks involved having youth 

verbalize the fear and negative expectations they had had prior to engaging in exposure, 

examine and evaluate their ability to cope with the anxiety-provoking situation, and 

engage in discussions about whether what they feared was going to happen actually 
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happened. These discussions, often focused on challenging the youth’s distortions, may 

have allowed changes in cognition to become salient to youth and strengthened the 

‘‘evidence’’ that they could cope in anxiety-provoking situations.  

Furthermore, the researchers also discovered that during the processing of the 

exposure, anxious youth were more likely to be assigned between-session exposure tasks 

as ‘‘homework’’ and were more likely to be rewarded for their efforts in session, perhaps 

adding to the effectiveness of the treatment by increasing the amount of practice the 

participants completed outside of session (Tiwari et al., 2013). This study suggests that 

although time is often spent in treatment preparing youth for exposure tasks, the activities 

that occur after the exposure is conducted are influential in reducing youth anxiety over 

the course of treatment.  

Since there are a variety of treatment components incorporated into standard 

cognitive-behavioral interventions for pediatric anxiety, some researchers have posited 

that specific treatment components may be responsible for the mechanisms of change. 

Findings have not been conclusive and in fact are often contradictory, and it still remains 

relatively unclear which specific treatment components lead to positive therapeutic 

change. However, some research suggests that psycho-education is enough to trigger 

positive change in children (Nakamura, Pestle, and Chorpita, 2009). There has also been 

much debate about the benefits of the skill-building portion of CBT interventions 

compared to the practice portion. Some researchers have found that change does not 
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happen until after the practice component (Kendall et al., 1997), while others have found 

that the skill-building component enhances the practice component (Hudson, 2005). 

Research does seem to suggest that similar to the adult literature, exposure and cognitive 

restructuring leads to change and positive therapeutic outcomes (Peris et al., 2015), but 

this has not been supported definitively with some studies finding that cognitive 

restructuring increases child-reported anxiety levels (Nakamura, Pestle, and Chorpita, 

2009). Overall, while specific components of CBT treatment have been explored as 

potential mechanisms of change, research has been unclear about which components 

specifically lead to positive therapeutic outcomes.  

 Common Factors as Mechanisms of Change. In addition to the specific 

components of CBT, there are other important aspects to treatment, often called common 

factors, which may in fact bring about change. Common factors are the aspects that are 

not specific to any one therapy, but are common across all therapies (Lambert & Ogles, 

2003). Some researchers believe that the common factors, rather than the specific 

components of different therapies, are responsible for the mechanisms of therapeutic 

change. Grencavage and Norcross (1990) classify common factors into five broad 

categories: client characteristics (e.g., client race, socioeconomic status, gender, client 

motivation, client hopefulness, and client expectations), therapist qualities (e.g., 

demographic variables and theoretical orientation, years of experience, and training), 

change processes (e.g., catharsis, clients acquiring and practicing new behaviors, and 
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therapists providing a treatment rationale), treatment structure (e.g., use of specific 

therapy techniques and therapist adherence to a theory), and therapeutic relationship (e.g., 

therapeutic alliance, and engagement).  

 Limited research has focused on the role that some of these factors play in the 

treatment of anxious youth. Some researchers believe that there might be age differences 

in the effectiveness of anxiety treatments. Some argue that the protocols used in RCTs 

that demonstrated the effectiveness of CBT for youth were developmentally inappropriate 

for adolescents because many were created for children under age 12 and then adapted 

for use in adolescents (Connolly & Bernstein, 2007). In fact, it is posited that effect size 

estimates based on all children aged 6 to 19 may mask age-related heterogeneity and 

could be overestimating the benefits of CBT in adolescents. Furthermore, adolescents 

may have more severe anxiety disorders and be less responsive to treatment (Connolly & 

Bernstein, 2007). However, research from Bennett and colleagues (2013) does not 

support these hypotheses about age effects. They found that tests for an interaction 

between age and the effect of CBT exposures showed that age does not moderate CBT 

treatment outcomes in carefully controlled efficacy studies.  

Podell and colleagues (2013) were interested in which therapist related factors 

contributed to better treatment outcomes in anxious youth. Overall, they found that the 

therapist’s treatment integrity, the therapist’s style, and the therapist’s prior clinical 

experience and anxiety-specific experience were significant predictors of child outcome. 
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Specifically, therapists who followed the guidelines of the manual and implemented it in 

a developmentally appropriate and supportive manner had youth with better outcomes. 

Therapist’s style was a significant predictor of child-reported outcome, with a 

collaborative style, similar to a coach, predicting fewer child-reported anxiety symptoms. 

More years of clinical experience predicted better outcome whereas more anxiety-

specific experience was actually linked to less optimal outcomes.  

 It has been suggested that anxious youth who have strong alliances with their 

therapists may be more likely to engage in skill-building exercises (Chu & Kendall, 

2004) and exposure tasks (Kendall & Ollendick, 2004). During exposure tasks, the 

therapist helps the child tolerate distress, reinforces facing rather than avoiding fears, and 

praises brave behavior. Although exposures are designed to elicit anxiety in youth and 

can be distressing, research has demonstrated that exposure tasks do not negatively affect 

the therapeutic alliance (Kendall et al., 2009) and are linked to positive outcomes 

(Kendall et al., 1997).  

Limited research has explored the relationship between a strong therapeutic 

alliance and treatment outcomes in anxious youth and generated mixed results perhaps 

due to different methodologies in the timing of the assessment, informants asked, or 

different definitions of therapeutic alliance. Meta-analyses have found an association 

between the therapeutic relationship and favorable treatment outcome (Karver, 

Handelsman, Fields, & Bickman, 2006; Shirk, Karver, & Brown, 2011). Furthermore, 
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Liber and colleagues (2010) found that a strong therapeutic alliance facilitates favorable 

outcomes of CBT for child anxiety, specifically finding that a stronger alliance earlier in 

treatment is related to better adherence throughout the course of treatment. When the 

therapist or an outside observer provided ratings of the quality of the therapeutic 

relationship, the relationship has been shown to predict lower primary anxiety disorder 

severity at post-treatment and follow-up (Hughes & Kendall, 2007).  

However, other studies have found that there is not an association between 

therapeutic alliance and therapeutic outcome (Kendall, 1994; Kendall et al., 1997). 

Nevertheless, these studies assessed the therapeutic relationship at the end of treatment 

and this could have resulted in a ceiling effect in the relationship scores since the 

therapeutic alliance tends to increase over time (Chiu, McLeod, Har, & Wood, 2009) and 

a truncated range in that most of the ratings were high. In order to address this ceiling 

effect typically seen in studies that assess the therapeutic relationship and treatment 

outcome, Marker and colleagues (2013) tracked the changes in the therapeutic alliance 

and self-reported anxiety symptoms throughout the course of a sixteen-week treatment. 

The researchers identified a reciprocal relationship between therapeutic alliance and 

treatment response across treatment, noting that a decrease in anxiety symptoms led to 

improved therapeutic alliance, and vice versa, according to multiple reporters (Marker et 

al., 2013).  
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In a study conducted by Cummings and colleagues (2013), they explored the 

association between therapeutic relationship and treatment outcome with anxious youth 

looking at both the therapeutic relationship with cognitive-behavioral therapists and with 

pharmaco-therapists. They found that with CBT therapists, therapeutic relationship 

predicted better treatment outcomes for anxious youth, but not with pharmaco-therapists. 

Interestingly, when treatment conditions were analyzed separately, the youth’s 

relationship with the CBT therapist predicted outcome within CBT but not when 

combined with pharmacological interventions. The researchers hypothesized that perhaps 

CBT alone requires a positive relationship to achieve engagement in exposure tasks and 

skill-building exercises. However, when CBT is combined with medication, the 

medication may lessen the role that the therapeutic relationship plays in outcome.  

 In the study of the mechanisms of change in pediatric anxiety, there are still three 

major gaps in the literature. It is unclear how the inclusion of parents can enhance anxiety 

interventions for youth, it is unclear what specific components of CBT interventions are 

related to positive therapeutic change, and it is unclear what general aspects of therapy 

serve as a mechanism of change for pediatric anxiety. Therefore, although we know that 

CBT works, we have a limited understanding of how or why. To date, quantitative 

research methodologies have been the only way that mechanisms of change have been 

studied in anxious youth. However, a qualitative approach could help elucidate these 

findings by allowing youth and parents who participate in CBT interventions to discuss 
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their therapeutic experience and their process of change over the course of treatment. The 

data collection and data analysis in qualitative research allows for a richer and detailed 

portrayal of participants’ experiences. The present study sought to address these major 

gaps in the literature by using a qualitative methodology to learn about the lived 

experience of youth and parents who participated in a CBT intervention with an added 

parent component. Youth and parents were able to speak to the importance or lack of 

importance in having parental involvement, discussed the specific treatment components 

that helped them reduce their anxiety and that they continue to use, and talked about the 

general aspects of therapy that related to positive therapeutic change.  

Importance of Amplifying Participants’ Voices 

 The most important aspect of therapy is the client; therefore, it is imperative to 

understand their experience of treatment and their perspective on what contributes to 

positive treatment outcomes. In order for healthcare services to be responsive to 

children’s needs, Ford (2011) adamantly argued that understanding children’s perspective 

is vital and necessary. The researcher stated, “In order to find out what children have to 

say and to develop more complex understandings of their experiences, studies need to be 

undertaken that include children in the research process” (Ford, 2011). Similarly, 

Darbyshire, Macdougall, and Schiller (2005) spoke about the idea of the “missing child,” 

which highlights the idea that scientists and researchers around the world seek to improve 

the lives of children by “researching on” the child rather than “researching with” the 
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child. They posited that children’s views are often ignored as experts in matters related to 

their own health and well-being and youth are often denied the opportunity to be active 

agents in the research process (Darbyshire et al., 2005). Furthermore, at a convention for 

the United Nations (1989), it was argued that for children to be respected and viewed as 

important, it is imperative that they be supported in sharing their voice to communicate 

their concerns and needs.  

Qualitative studies have focused on gaining insight into children’s perspectives on 

a variety of topics, including medical treatments and conditions, using assistive devices, 

and the legal proceedings after children experienced abuse. One study using grounded 

theory with children explored the perspective of ten children aged 6 to 12 who were 

admitted to a hospital for surgery (Ford, 2011). In this study, participants were asked to 

describe their experience, specifically their fears and anxieties about surgery, as well as 

identify the things they enjoyed and strategies that were useful in helping them cope with 

procedures (Ford, 2011). Children spoke about the importance of incorporating 

interventions that increased their sense of control over what was happening to them, and 

utilizing strategies that included humor, fun, and play and involving parents throughout 

their care. Another study used interpretative phenomenological analysis to better 

understand the lived experience of nine children who used an electric powered 

indoor/outdoor wheelchair, and they identified two major themes during their analysis, 

including “working to achieve an adequate fit between the self, the wheelchair, and the 
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environment” as well as “experiencing the positive consequences of being a wheelchair 

user (Gudgeon & Kirk, 2015).”  Back, Gustafsson, Larsson, and Bertero (2011) also used 

interpretative phenomenological analysis to describe how ten children between 9 and 15-

years-old who were sexually abused experienced the legal process. They identified five 

major themes, including “not being believed,” “making child sexual abuse visible,” “need 

for support,” “sanctions for offender,” and “lack of respect for the child’s integrity.” The 

authors concluded that it was important to gain insight into the children’s perspective 

because the participants were able to provide specific insight into how psychological 

support and care could be improved (Back et al., 2011). In addition, a phenomenological-

hermeneutic methodology was used to explore the experience of being a sibling of a 

brother or sister who has cancer (Nolbris, Enskar, & Hellstrom, 2007). Ten children 

provided insight into the special relationship that developed once their sibling received a 

diagnosis of cancer, their role of being their sibling’s protector and advocate, and the 

difficulties of staying loyal to their sibling while also balancing other demands and 

interests. Across these research studies, children were allowed an opportunity to share 

their perspective and provided valuable insights that can inform future care and 

recommendations.  

Turning to qualitative studies on mental health disorders and treatment, a study by 

Chavira and colleagues (2017) used a grounded theory approach to explore ways to 

effectively disseminate CBT interventions in a rural Latino community by conducting 
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focus groups with mental health clinicians as well as conducting interviews with fifteen 

Latino parents. Through this qualitative analysis, the researchers received important 

feedback about treatment acceptability for this community, potential cultural adaptations 

that may be beneficial, understanding of the treatment components, barriers to 

participation, and overall program fit. Another mixed-methods study explored predictors 

of non-response to CBT for youth with anxiety disorders where the twenty-four families 

of non-responding youth were interviewed and the data were analyzed using an 

interpretative phenomenological approach (Lundkvist-Houndoumadi & Thastum, 2015). 

Two themes emerged in this data analysis, specifically the youth were not involved in 

therapy work and the manualized group format was challenging for families. The insights 

the participants provided, such as the child’s resistance to actively engage in therapy and 

the awkwardness of group therapy, are perspectives that can be further addressed in 

future interventions for anxious youth. This study focused specifically on non-responders 

to treatment, but no study to date has focused on youth participants who have responded 

to treatment or youth participant’s perspective on therapeutic change.  

Focusing more specifically on research about the process of change in therapy, 

one study used a grounded theory approach to examine treatment outcome and 

mechanisms of change from the perspective of participants in a group CBT program for 

depressed girls (Molnar, 2007). The participants in this program credited their successful 

treatment outcomes to two factors: specific treatment components of the ACTION 



 
 
 
 

69 

program as well as the structure of the treatment. More specifically, the implementation 

of specific treatment components such as coping strategies, problem-solving, cognitive 

restructuring, and self-monitoring facilitated positive therapeutic change from the 

participants’ perspectives and allowed them to view the intervention as helpful in 

reducing their depressive symptoms (Molnar, 2007). Some of the participants also shared 

that the treatment structure contributed to change as well by increasing their social 

support through the use of a group treatment format. Furthermore, another study explored 

the mechanisms of change for 12 female adults who participated in an autogenic group 

training for anxiety in order to understand more fully the internal processing that 

contributed to positive therapeutic outcome (Yurdakul, Holttum, & Bowden, 2009). The 

participants shared that the learning of and continual practice of relaxation strategies in 

the group training reduced anxiety symptoms over time with participants reporting 

changes in cognition, such as decreased worry and clearer thinking, improved sleep, 

elevated mood, less panic attacks, and general improvement in well-being (Yurdakul, 

Holttum, & Bowden, 2009).  

  While most research has not been conducted on children and adolescents, there is 

a necessity to conduct research with children and adolescents to engage them as active 

participants and amplify their voices (Grover, 2004). Without gaining insight into the 

participants’ perspectives, researchers cannot know if youth understand, utilize, or find 

the intervention useful and beneficial. Furthermore, parents are also able to provide a 
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unique perspective on the changes they observe in their child during therapy. In addition, 

since it is relatively unclear if it is useful for parents to be involved in their child’s 

treatment, understanding the experience of what it is like to participate in a parent 

condition is important to identifying and recognizing the added benefits parent-training 

conditions can have on treatment outcome.  

 CBT is part of a collaborative process between the therapist and the client, but if the 

participants’ perspectives on the treatment process and outcome are not obtained, then a 

key person responsible for change is being neglected. The only way to truly know how 

change occurs in CBT interventions for anxious youth is to provide an opportunity for 

participants to share their perspective. That is, in order to understand which therapeutic 

factors have or have not contributed to treatment outcome, the participants must be 

supported in amplifying their opinions about how they did or did not change as a result of 

being in CBT treatment.  

 Overall, anxious youth have been “researched on” rather than “researched with” 

even though they are actively involved in the intervention process. There is a need to 

respect the perspective of youth and embrace their ability to provide a valuable 

contribution to research on their own mechanisms of change. This dissertation project is 

the first study that allows youth and parents who have participated in a CBT intervention 

to provide insight into their intervention experience and discuss the process of change 

over the course of therapy. This study focused on what was meaningful for the 
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participants, what they remembered, and what did not work so well in an attempt to 

identify specific contributing factors to positive therapeutic outcome. Also, since the 

intervention included a parental component, children and their parents discussed how this 

helped or hindered their therapeutic progress and outcomes.  By allowing the participants 

to discuss and explore their own therapeutic change process, interventions can be 

enhanced and refined for future treatment of anxious youth.   

Overview of Interpretative Phenomenological Analysis 

Starks and Brown Trinidad (2007) remarked, “Qualitative research methods 

enable health sciences researchers to delve into questions of meaning… and discover the 

reasons for the success or failure of interventions.” In fact, Smith and Eatough (2016) 

remarked that “Interpretative phenomenological analysis is particularly well suited to 

explore topics within health, social, and clinical psychology where there is a need to 

understand how people perceive and understand significant events in their lives” (p. 50). 

Therefore, interpretative phenomenological analysis (IPA) was chosen as the qualitative 

approach to guide this study because it has been shown to be relevant and has been used 

in mental health research (Larkin & Thompson, 2012; Back et al., 2011; Lundkvist-

Houndoumadi & Thastum, 2015), and also focuses on how individuals make sense of 

their lived experiences. IPA research focuses on people’s experiences, but also their 

understanding of a particular phenomenon (Smith, Flowers, & Larkin, 2009), which is 

particularly relevant to this study as it concentrates on youth and parents’ experiences in a 
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CBT intervention program as well as their understanding of the therapeutic change 

process.  

This qualitative methodology draws on the traditions of phenomenology, 

hermeneutics, and symbolic interactionism (Back et al., 2011). Smith and Osborn (2008, 

p. 53) emphasize that interpretative phenomenological analysis “involves detailed 

examination of the participant’s life, attempts to explore personal experience, and is 

concerned with an individual’s personal perception or account of an event as opposed to 

an attempt to produce an objective statement of the event itself.” Typically, IPA studies 

amplify the voice of participants, focusing on capturing their perspectives, while also 

attempting to make sense of the description of their experiences by offering an 

interpretation grounded in their accounts (Larkin & Thompson, 2012). The IPA approach 

assumes that there is a connection between what people say and their thinking and 

emotional state (Smith & Osborn, 2008). However, this connection is complicated and 

people frequently struggle to express what they think and feel, and the researcher’s 

responsibility is to interpret the individual’s emotional state from what they say. IPA 

recognizes that research is a dynamic process and the researchers take an active role in 

that process. Essentially, the participants are trying to understand their world while the 

researcher is also trying to understand the participants’ reported understandings of their 

world (Smith & Osborn, 2008).  

Criteria of Trustworthiness. In qualitative research, criteria of trustworthiness are 
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often discussed to highlight the specific aspects that strengthen the methodological design 

(Hays & Singh, 2012). This technique involves both theoretical and technical aspects of 

the design. Credibility, transferability, and authenticity are three specific criteria of 

trustworthiness. Credibility refers to the believability of the study, or that the study 

represents true findings (Hays & Singh, 2012). Credibility is often accomplished through 

triangulation, member checks, and peer debriefing. Transferability refers to the degree to 

which findings can be generalized to the population (Hays & Singh, 2012). While this is 

not a primary goal of qualitative research, this criterion can be accomplished when the 

researcher provides detailed descriptions of the research process, including details about 

the participants, context, and design (Hays & Singh, 2012). Thus, the readers can 

understand if the findings are applicable to their own settings. The final criterion of 

authenticity seeks to provide real, genuine perspectives of study participants.  

Statement of the Problem 

 Little is known about what children and adolescents think about the CBT treatments 

they receive. No study to date has gathered data about the experience of treatment from 

the perspective of the participants. CBT interventions are assumed to provide anxious 

children and adolescents with useful information that they understand, find beneficial, 

and use to reduce their anxiety; however, youth have not verified these assumptions. By 

allowing participants the opportunity to voice their opinions about their own process of 

change, researchers can begin to understand the most important factors associated with 
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positive treatment outcomes, ultimately leading to the most efficacious interventions.   

 Another important area of research that has not been extensively studied is the 

perspective of parents who have a child or adolescent with an anxiety disorder. Parents 

are an integral part of a child’s life and are constantly observing their child’s behavior. 

Therefore, they can provide a unique perspective on the changes they observe in their 

child over the course of treatment. Moreover, the research is unclear about the benefits of 

adding a parent-training component to CBT interventions for anxious youth; therefore, it 

is important to understand the experience of participating in parent-training sessions from 

the parents’ perspective. They can speak to any benefits they experienced from the 

parent-training as well as identify specific aspects of training that were particularly 

helpful to inform future interventions for parents of anxious youth.  

 Although many studies have explored and demonstrated the effectiveness of CBT 

interventions for anxious youth, little research has been devoted to understanding the 

mechanisms of change (Kazdin, 2002, Kazdin & Nock, 2003, Kazdin, 2009). 

Consequently, it is clear that treatment works, but it is unclear why or how it works. 

Gaining insight into participant’s process of therapeutic change should inform and 

optimize treatment by maximizing on the characteristics of interventions that are most 

effective. Knowledge about the mechanisms of change is “the best short-term and long-

term investment for improving clinical practice and patient care” (Kazdin & Nock, 2003, 

p. 1117). Therefore, an important area of research is to identify the mechanisms of 
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change that contribute to positive treatment outcomes.   

Statement of the Purpose 

 There are three gaps in the research that this study seeks to address: the limited 

knowledge of how anxious youth perceive and experience their treatment, the need to 

understand parents’ perspectives on their child’s treatment as well as their own 

experiences in parent-training, and the lack of research on the mechanisms of change for 

CBT interventions. A study is being conducted at the Texas Child Study Center, which 

seeks to disambiguate the research on parent involvement in CBT with anxious youth by 

creating a model intervention involving collaboration between two therapists, the 

parent(s) and the child. This particular intervention provides the unique opportunity to 

examine both the child and parents’ perspectives on their experience in treatment as a 

whole and the specific changes in the parent-child relationship and the youth’s anxiety 

over the course of treatment. This research investigation recognizes that youth and 

parents can contribute a unique perspective on what therapy is truly like. The client is the 

most important factor in therapy; therefore, it is imperative to identify and understand the 

most beneficial components of therapy from the client’s perspective to optimally meet 

their needs.    

 Qualitative research is an instrumental method to examine areas of research that 

have not been extensively studied (Strauss & Corbin, 1990). Since the thoughts, feelings, 

and experiences of clients are difficult to assess quantitatively, a qualitative approach, 
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specifically interpretative phenomenological analysis was used. Phenomenological 

research focuses on describing and understanding the common meaning of a group of 

individual’s lived experience (Creswell, 2013). As with most qualitative research, the 

investigation does not begin with hypotheses, but rather with broad research questions. 

These research questions seek to address the gaps in the literature and are informed from 

experience working with anxious youth and their parents as well as a brief review of exit 

interviews of family participants whom have already completed the program.  

Research Questions 

1. Overall Helpfulness of the Intervention: What are participants’ perspectives on 

the twelve-week cognitive-behavioral intervention they received? Is the treatment 

helpful? How effective is the treatment in reducing the child’s symptoms of 

anxiety and at increasing coping skills and adaptive thinking from the 

participants’ perspectives?  

2. Comparing Pre- and Post-Treatment Functioning: How would youth and their 

parents describe the child’s anxiety before treatment? How would youth and their 

parents describe the child’s anxiety after treatment? How did youth manage their 

anxiety before treatment? How do youth manage their anxiety now? How did 

parents address or respond to their child’s anxiety before treatment? How do 

parents address or respond to their child’s anxiety now? 
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3. Child Intervention Experience: How do youth experience treatment? Do they 

change over the course of treatment? Which specific components are most 

frequently recalled, best understood, most frequently used, and identified as most 

helpful? Which specific components of treatment are least recalled or identified as 

least helpful? 

4. Parent Intervention Experience: How do the parents experience treatment? 

Which specific components of the parent-training are most frequently recalled, 

best understood, most frequently used, and identified as most helpful? Which 

specific components of the parent-training are least recalled or identified as least 

helpful? 

5. Parent-Child Relationship: Has the parent-child relationship changed over time? 

What were some of the benefits of including parents in the intervention from the 

child and parents’ perspectives?  
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Chapter 3:  Methodology 

Participants 

In accordance with IPA, purposive sampling was used to recruit a sample of 

broadly homogenous participants that have experienced treatment for pediatric anxiety 

with a parent-training component, in order to focus on gaining insights into their 

experiences in the program. The sample for the present investigation was randomly 

selected from a larger study exploring the enhanced benefits of including parents in child 

anxiety treatment. Therefore, the participants for this dissertation sample are 

representative of the sample from the larger study. According to Starks and Brown 

Trinidad (2007), typical sample sizes for phenomenological studies are between 1 and 10 

participants. Other researchers have suggested that a sample of 3 to 6 participants is a 

reasonable sample size (Smith, Flowers, & Larkin, 2009). The number of participants in 

IPA studies is usually quite small since the aim is to carefully record and explore each 

individual’s experience (Back et al., 2011).  

Seven youth and their parents participated in this investigation. Each youth 

participant had a primary diagnosis of generalized anxiety disorder, separation anxiety 

disorder, or social phobia as determined by the Anxiety Disorders Interview Schedule for 

DSM-IV: Child Version and Parent Version (ADIS; Lyneham, Abbott, & Rapee, 2007). 

To meet criteria, the youth or parents reported an ADIS Clinical Severity Rating (CSR) 

of at least four for one or more of the three anxiety disorders of interest. Exclusionary 
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criteria included having: major depressive disorder, bipolar disorder, psychotic disorder, 

pervasive developmental disorder, uncontrolled ADHD (combined or primarily 

hyperactive type), eating disorders or substance use disorders as determined by the ADIS 

or needing in-patient care. Aside from the aforementioned disorders, any additional 

disorder could not have a CSR greater than the CSR of the anxiety disorders of interest 

(i.e., GAD, SAD, SoP).  

The seven parents or caregivers of the youth participants were recruited for 

participation in the study as well. Parents had to be adults (i.e., eighteen years or older) 

and had to be the primary guardian of the youth participant. Both youth and their parents 

had to be able to speak, read, and write in English. Most often, only one parent 

participated in the treatment. However, sometimes two parents participated throughout 

the treatment. In order to honor and recognize both parents’ perspectives, if more than 

one parent participated throughout the treatment, both parents were interviewed.  

Instrumentation 

 Semi Structured Interviews. Semi-structured interviews were the primary 

source of data. A script was developed to use as a guide during all interviews. The 

principal investigator (PI) constructed the basic outline of the interview scripts. The child 

interview guide is presented and described in Appendix A, and the parent interview guide 

is presented and described in Appendix B. The interviews were conducted in therapy 

offices at the Texas Child Study Center. Four graduate students were the interviewers for 
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this study, including the PI. The PI conducted two pilot interviews with two youth and 

their parents and adapted the interviews as needed, specifically adding additional 

questions as appropriate.  

Interviewer Consistency. In order to ensure consistency across interviews, 

training was conducted in which the PI explained the purpose of the proposed study, 

reviewed the semi-structured interview, and discussed the importance of flexibility with 

the three additional interviewers. Then, the additional interviewers watched two total 

videos, one of the PI completing the interview with a child and one of the PI completing 

the interview with a parent. Questions or discrepancies were then discussed. After this, 

the additional interviewers conducted interviews with a child and a parent and the PI 

watched these videos to verify that they were being conducted appropriately. These 

interviews were judged appropriate when the interviewer correctly followed the semi-

structured interview guide, but also was flexible and asked follow-up questions as 

necessary. Finally, after interviews, the interviewers discussed any adaptations to 

questions for future interviews as necessary. All interviews were video and audio 

recorded and transcribed by the primary researcher. To maintain the confidentiality of 

participants, all information was de-identified to protect privacy.  

 Since the PI analyzed the data, a triangulation approach was used. The 

triangulation approach is a technique often used in qualitative research to avoid 

experimenter bias in the analysis of the data. This approach involves gathering data from 
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multiple informants and multiple sources and comparing consistency of participants’ 

responses across these sources. First, multiple sources, both the parent and child, were 

gathered to gain insight into multiple perspectives of the child’s treatment experience. 

Furthermore, self-report measures were utilized as an additional data source. These self-

report measures are described below and will be used to verify information provided in 

the interviews. Specifically, these self-report measures provide information on changes in 

anxious symptoms and coping skills from pre- to post-treatment. A self-report measure 

was also completed about the therapeutic alliance. 

 Anxiety Disorders Interview Schedule for DSM-IV- Child and Parent 

Versions (ADIS-IV). The ADIS-IV is a semi-structured diagnostic interview 

administered by a clinician utilized to diagnose anxiety and related disorders following 

DSM-IV-TR criteria. A composite diagnosis is determined from information gathered in 

both child and parent interviews, which is based on the presence of core symptoms of the 

disorder, impairment in functioning, and a Clinical Severity Rating of 4 or greater 

(ranging on a scale from 0-8). The ADIS-IV was administered to child and parent 

participants at pre-treatment.  

 The ADIS-IV has been shown to have strong psychometric properties. Strong 

convergence validity was found when comparing ADIS-IV diagnoses of social phobia, 

separation anxiety disorder, and panic disorder to MASC factor scores of the 

corresponding disorders (Wood, Piacentini, Bergman, McCracken, & Barrios, 2002). For 
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the child interview, inter-class correlations have shown excellent levels of reliability for 

SAD, SOP, and GAD, with correlations ranging from 0.78 to 0.95 (Silverman, Saavedra, 

& Pina, 2001). The parent interviews were also found to have similarly excellent levels of 

reliability with intra-class correlations ranging from 0.81 to 0.96.  

Pediatric Anxiety Rating Scale (PARS). The PARS is a clinician-rated scale to 

evaluate symptoms and severity of anxiety in youth (Research Units on Pediatric 

Psychopharmacology Anxiety Study Group, 2002). The first part of the scale consists of 

a 50-item symptom checklist in which parents and youth are asked if a particular 

symptom has been present within the past two weeks. The last seven items assess severity 

of child’s anxiety. The child and parent are asked to think about the following topics 

within the last week: number of anxiety symptoms, frequency of anxiety symptoms, 

severity of anxiety feelings, severity of physical symptoms of anxiety, avoidance of 

anxiety-provoking situations, interference with family relationships or performance at 

home, and interference with peer relationships and performance outside of home. Then, 

the clinician rates their responses on an eight-point scale. In order to capture the overall 

severity of the child’s anxiety, a total score is computed. The total score is the sum of the 

seven severity items. This total score ranges from 0 to 35. This interview was conducted 

with both youth and parents at pre- and post-treatment.  

 The PARS has high inter-rater reliability (ICC = 0.97), adequate test-retest 

reliability (α = .64), and fair internal consistency (ICC = 0.59) (The Research Units of 
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Pediatric Psychopharmacology Anxiety Study Group, 2002). Furthermore, the PARS has 

been shown to be strongly correlated with clinician-ratings of overall anxiety severity as 

well as parent self-report anxiety measures (Storch et al., 2012).  

 Carporino and colleagues (2013) developed guidelines to operationalize treatment 

response and remission from the changes in pre- to post-treatment PARS total severity 

raw scores. They found that a reduction of 35% from pre-to post-treatment indicated a 

positive treatment response and a reduction of 50% indicated remission. Specifically, a 

post-treatment raw score of 8 to 10 predicted remission in pediatric anxiety (Carporino et 

al., 2013).   

 Ginsburg and colleagues (2011) conducted a study to examine clinician ratings on 

the PARS comparing a sample of anxious and non-anxious youth to determine if the 

measure distinguishes between those with the presence of an anxiety disorder and those 

without. They also incorporated a sample of youth with a parent with an anxiety disorder, 

classifying this population as at-risk for developing anxiety. Table 1 outlines the 

descriptors that correspond with the mean scores from the seven severity ratings on the 

PARS as well as the Total Severity rating across the three samples.  
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Table 1 

PARS Pre-Treatment Scores for Youth with and without Anxiety Disorders 

PARS Severity 
Rating Scales 

Mean Scores for 
Youth without 

Anxiety 

Mean Scores for 
Youth At-Risk 

for Anxiety 

Mean Scores for 
Youth with 

Anxiety 
Symptoms 1 symptom 2-3 symptoms More than 10 
Frequency 1 or 2 days a week 3 or 4 days a week Daily 

Sev. of Feeling Minimal Minimal to Mild Severe 
Sev. of Physical None None to Minimal Moderate 

Avoidance None to Minimal Minimal Severe 
Inter. in Family None to Minimal Minimal Moderate to Severe 
Inter. Out Home None to Minimal None to Minimal Moderate 
Total Severity 5 8 25 

 

Children’s Global Assessment Scale (CGAS). The CGAS is a clinician-rating 

scale that evaluates global impairment and general functioning of youth (Shaffer, Gould, 

& Brasic, 1983). A score ranging from 1 (lowest) to 100 (highest) is computed. The 

following are the ranges and their descriptions: 100-91 corresponds to superior 

functioning; 90-81 corresponds to good functioning; 80-71 corresponds to no more than a 

slight impairment in functioning; 70-61 corresponds to some difficulty in a single area, 

but generally functioning pretty well; 60-51 corresponds to variable functioning with 

sporadic difficulties; 50-41 corresponds to a moderate degree of interference in 

functioning; 40-31 corresponds to a major impairment to functioning in several areas; 30-

21 corresponds to unable to function in almost all areas; 20-11 corresponds to needs 

considerable supervision; and 10-1 corresponds to needs constant supervision. Bird and 
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colleagues (1990) identified that CGAS scores of 60 and below indicate definite 

pathology, scores between 61 and 70 indicate probable pathology, and scores 71 and 

above indicate normal functioning.  

The inter-rater reliability for the CGAS is α = 0.84, which is considered 

substantial (Shaffer et al., 1983). The CGAS was computed by clinicians at pre- and post-

treatment.  

Clinical Global Impression Severity and Improvement Scales (CGI). The CGI 

is comprised of two scales: the CGI-Severity scale (CGI-S), which rates anxiety severity, 

and the CGI-Improvement scale (CGI-I), which rates changes in anxiety from baseline 

(Guy, 1976). On the CGI-S, the clinician responds to one question: “Considering your 

total clinical experience with this particular population, how mentally ill is the patient at 

this time?” The clinician then provides a rating on the following seven-point scale: 1 

corresponds to normal, not at all ill; 2 corresponds to borderline mentally ill; 3 

corresponds to mildly ill; 4 corresponds to moderately ill; 5 corresponds to markedly ill; 

6 corresponds to severely ill; and 7 corresponds to among the most extremely ill patients.  

Kelly (2010) found that reliable change on the CGI-S required the participants to have a 

2-point change in scores from pre- to post-treatment. The CGI-S was computed at pre- 

and post-treatment.  

 In contrast, the CGI-I scale compares the client’s overall condition to the baseline 

score. The clinician responds to following question, “Compared to the patient’s condition 
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at baseline, this patient’s condition is: 1 corresponding to very much improved since the 

beginning of treatment; 2 corresponding to much improved; 3 corresponding to 

minimally improved; 4 corresponding to no change from baseline; 5 corresponding to 

minimally worse; 6 corresponding to much worse; 7 corresponding to very much worse 

since baseline. The CGI-I was computed at post-treatment.  

 The CGI scales have been shown to have strong face validity (Neul et al., 2015) 

and have been widely used as an outcome measure in clinical trials for a variety of 

psychological disorders, including generalized anxiety disorder (Steiner et al., 2005) and 

social anxiety disorder (Lader et al., 2004).  

Children’s Coping and Emotion Regulation Skills and Attitudes Measure 

(CQ). The CQ is a 96-item questionnaire that is divided into two parts that assesses the 

presence of coping skills in children and adolescents (Stark, unpublished). In the first 

part, participants are given a variety of statements such as, “I can handle most of my 

problems,” or, “My feelings are out of control,” and are asked to rate their responses on a 

scale ranging from 1 (not true) to 4 (always true). In the second part, participants are 

given a variety of statements about what people might do to improve their mood when 

they feel bad (e.g.,“Play outside,” “Tell myself it isn’t the worst thing in the world,” or 

“Talk to friends”) and are asked to rate how often they do this on a scale of 1 (I don’t do 

this at all/never) to 4 (I do this a lot of the time/always). The scale includes six 

dimensions of coping: distraction, relaxation, physical energy, social support, coping 
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thoughts, and spirituality. A higher score indicates a greater number of coping strategies 

used in that particular category as well as a greater frequency of use of those particular 

strategies. There is also a final total score indicating the total number of coping strategies 

used. The CQ was completed by youth at pre- and post-treatment.  

Cronbach’s Alphas were calculated with this sample for each category of coping 

at pre- and post-treatment. Item to total score correlations were computed to determine if 

alpha levels increased if a particular item was eliminated. For the Distraction scale, one 

item was eliminated (item 61), resulting in α = 0.92 for pre- and post-treatment. For 

Relaxation, one item was eliminated (item 6), resulting in α = 0.72 for pre-treatment and 

α = 0.86 for post-treatment. For Physical Energy, one item was eliminated (item 22), 

resulting in α = 0.91 for pre-treatment and α = 0.95 for post-treatment. For Social 

Support, when one item was removed (item 12), α = 0.65 for pre-treatment and α = 0.84 

for post-treatment. Since the alpha for Social Support was not greater than 0.70 at pre-

treatment, this scale was not used for further analysis. For Coping Thoughts, no items 

were removed and α = 0.94 for pre-treatment and α = 0.96 for post-treatment. Finally, for 

Spirituality, no items were removed and α = 0.95 for pre-treatment and α = 0.92 for post-

treatment. The Cronbach’s Alpha for the complete CQ measure was 0.95 at pre-treatment 

and 0.97 at post-treatment.  

Perception of Therapeutic Relationship (PTR). The PTR is an 11-item measure 

that assesses participants’ perceptions of the quality and closeness of their therapeutic 
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relationship. The participants are given a variety of statements such as, “My therapist 

helped me feel better,” or, “My therapist cares about my family’s well-being,” and are 

asked to rate how much they agree on a five-item scale ranging from definitely no to 

definitely yes. The scores on this instrument range from 0-44. The following ranges were 

identified to capture the quality of the therapeutic relationship based on participants’ 

responses: a score of 0-6 indicates a very weak relationship; 7-14 indicates a weak 

relationship; 15-20 indicates a poor relationship; 21-26 indicates an acceptable 

relationship; 27-32 indicates a good relationship; 33-38 indicates a strong relationship; 

and 39-44 indicates a very strong relationship. The PTR was developed by the research 

team and is not published. Youth and parents completed these at post-treatment. Youth 

completed this measure regarding their relationship with their therapist, while parents 

completed this measure related to their relationship with their therapist as well as the 

relationship their child had with the child’s therapist.  

Procedures 

Participation in the Larger Study. Participants were drawn from a larger study 

examining the effectiveness of a CBT intervention with an added parent-training 

component for anxious youth called the Child Anxiety Treatment Enhancement Study 

(CATES). In this larger investigation, potential participants were referred from mental 

health professionals in the community. Study coordinators contacted the interested 

potential participants via telephone and conducted a brief screening questionnaire, the 
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Screen for Child Anxiety Related Emotional Disorders (SCARED; Birmaher, Khetarpal, 

Cully, Brent, & McKenzie, 1997) to assess youth’s presenting concerns and anxiety 

symptoms. If anxiety symptoms were present, potential youth and parent participants 

were invited to give informed consent, completed an intake demographic form, and 

attended an intake interview, completing the Anxiety Disorders Interview Schedule for 

DSM-IV: Child Version and Parent Version (ADIS; Lyneham, Abbott, & Rapee, 2007), 

in order to establish a diagnosis of either GAD, SoP, or SAD and to rule out exclusionary 

criteria. After the family consented to participate in the study and was deemed eligible 

(see Appendix C for the parental consent form and Appendix D for youth assent for the 

larger research study), pre-treatment data was collected from youth and parent 

participants no more than one week prior to the initial treatment session. This included 

administration of the PARS interview and the completion of the CQ self-report measures.  

All participants had a parent-training component in which the child and the parent 

both had their own therapists. Twelve individual therapy sessions were conducted with 

both the youth and the parent meeting separately with their individual therapists and then 

coming together at the end of each session to collaborate. All sessions lasted 

approximately 60 minutes. Within one week of completing the 12-week intervention 

participants were asked to complete post-treatment measures including the PARS 

interview  and CQ questionnaire. The child and parent also completed measures about the 

therapeutic relationship at post-treatment.   
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Post-Treatment Procedures. After the twelfth session, therapy goals and the 

PARS interview were evaluated to determine the presence and severity of the 

participant’s anxiety. Youth who did not improve after 12 weeks continued to receive 

weekly treatment until they were no longer experiencing anxiety. During this time, goals 

were set with the child and the parent, and the therapy sessions focused on accomplishing 

those goals and reducing the child’s anxiety symptoms. After symptoms remitted, the 

PARS interview and post-treatment self-report measures were completed again. In 

contrast, some participants no longer experienced anxiety after 12 weeks of intervention. 

In this case, at 12 weeks, the participant no longer received weekly sessions. Whenever 

the participants concluded with their weekly sessions, they received monthly booster 

sessions for six months. After six months, at the final follow-up, the PARS interview and 

self-report measures were completed again.  

Youth Intervention Treatment Content. The youth intervention program was a 

12-session version of the Coping Cat manual (Kendall, 1990), and the parent-training 

component followed a new treatment protocol (Stark et al., in progress) designed to 

coincide with the Coping Cat program. For a detailed outline of the child intervention and 

parent intervention, refer to Appendix E. The first five sessions were considered the 

training segment of the intervention. These sessions focused on psycho-education about 

anxiety and the development of different skills. The child learned a four-step plan for 

managing their anxiety and increasing coping skills using the acronym FEAR: Feeling 
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Frightened?, Expecting bad things to happen?, Attitudes and Actions that can help, and 

Results and Rewards. In the first step, Feeling Frightened, youth developed an awareness 

of how their body reacts to feelings in general, but specifically when experiencing 

anxiety. They learned to recognize early signs that they were feeling anxious from how 

their body was responding. In the second step, Expecting Bad Things to Happen, children 

and adolescents learned to recognize and modify self-talk. In the third step, Attitudes and 

Actions that Can Help, participants learned coping skills and problem-solving skills that 

helped them manage their anxiety. Finally, in the Results and Rewards step, youth 

learned to evaluate how they performed and rewarded themselves, even for partial 

success.  

 Sessions six through twelve were considered the practice segment of the 

intervention. During these meetings, youth practiced imaginary and in vivo exposures in 

low-anxiety, moderate-anxiety, and eventually high-anxiety situations. The youth 

participants practiced using the skills learned in the first half of the intervention in order 

to progress through the exposure tasks. During session twelve, the intervention concluded 

with the therapist and child collaboratively summarizing the program together and the 

youth completed a final project, such as a video or collage, to demonstrate all that he or 

she learned and accomplished.  

Parent Intervention Treatment Content. In the parent-training component of 

the intervention, parents learned the same information that their child learned in each 
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session. For example, parents received psycho-education about their child’s anxiety, 

learned the FEAR plan, and observed and participated in the exposure tasks. In addition, 

parents were taught about the concept of accommodation and how that can add to their 

child’s anxiety. The importance of modeling appropriate behavior for their child during 

anxious situations was emphasized during parent-training. Furthermore, parents learned 

to create fear hierarchies with their child and practice in vivo exposures in the home and 

outside of the therapeutic setting. Parents also received consultation about their child’s 

anxiety and were encouraged to continually collaborate with the therapists on their 

child’s progress in therapy.  

Recruitment and Methodology for this Dissertation Study 

  In qualitative research, emphasis is placed on developing a comprehensive 

understanding of particular phenomenon by obtaining “information-rich cases,” rather 

than focusing on generalization to a larger population as in quantitative research 

(Sandelowski, 1995). Therefore, in accordance with IPA, purposive sampling was used to 

recruit children and parents from the larger study in which participants were selected 

based on the desire to obtain a rich account of participants’ experiences in the treatment 

program.  

 Participants that met the age requirement for the present investigation were 

recruited to participate in the present study once they had completed the PARS interview 

at 12-weeks post-treatment for the larger investigation. Eight participants were recruited 
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for the study; however, one child participant endorsed suicidal ideation during the post-

treatment procedures for the larger investigation and declined to participate in the present 

study. Once the other seven participants agreed to participate, they completed consents 

(see Appendix F for the parent consent for youth’s participation, Appendix G parent 

consent form, and Appendix H for youth assent). The primary data collection phase 

consisted of individual, semi-structured interviews with the youth and parents separately. 

All seven youth and parent participants completed the semi-structured interviews after 

session 12. Furthermore, the researcher also compiled the data from the self-report 

measures at pre- and post-intervention. Two families were available to participate in 

follow-up interviews to conduct member checks. The purpose of these member checks 

was to clarify and verify information that the participants provided and to obtain an 

update on the family’s continued progress and experience post-treatment.  

Data Analysis 

During data analysis, it is recommended that the researcher attempt to immerse 

him or herself in the data and text and become particularly familiar with the participants’ 

perspectives (Pietkiewics & Smith, 2012). Therefore, the researcher dedicated time to 

transcribing, reading, and re-reading the interviews. In IPA, thematic analysis is the 

predominant approach to data analysis (Langdridge, 2007). Considerable time was 

devoted to listening to participants’ interviews and identifying major themes within the 

transcripts. Data analysis began with a single case and proceeded through a four-stage 
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process for each participant. These stages, gathered from Langdridge (2007), included 

stage one where the transcripts were read and re-read. Comments, such as summaries and 

associations, were added in the left-hand margin of each transcript. The purpose of these 

comments was to describe reactions based on the text in terms of inherent meaning, 

rather than focusing on interpretation. In stage two, the text was analyzed again and 

emerging themes were noted in the right-hand margin of each text. Figure 1 demonstrates 

an example of this coding process for a child interview and Figure 2 is another example 

from a parent interview. This was not a fixed process and themes were adapted and 

changed as the analysis progressed. In stage three, themes were compiled on a separate 

document in chronological order, an example of which can be found in Figure 3. This list 

outlines the order in which themes emerged in the transcripts and common connections 

between themes were identified. Themes were re-ordered to form a more coherent 

analysis and the text was referenced frequently to verify that the analysis accurately 

reflected what was described in the original text. In stage four, a table of themes was 

produced in a coherent order, an example can be found in Figure 4, rather than the 

chronological or sequential order. Themes were appropriately labeled and linked to the 

original text through specific references to particular quotes. Themes were then excluded 

that did not fit well with other recurring themes and were not well-represented in the data. 

Once this four-stage process was completed for one case, the analysis moved to 

another case and the stages were completed again. Smith, Flowers, and Larkin (2009) 
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emphasize the importance of treating each case individually and allowing new themes to 

emerge across each case, rather than relying on the themes generated solely from the first 

case. Subsequently, Smith, Flowers, and Larkin (2009) describe an additional important 

phase of analysis where common patterns and overarching connections are identified 

across cases. In order to compare patterns across participants’ interviews, each list of 

themes was examined in comparison to the other lists to generate the main themes and 

sub-themes that emerged. Finally, a master table of themes for all participants was 

compiled.  

Figure 1 

Example of Text Analysis for Natalie’s Child Interview 
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Figure 2 

Example of Text Analysis for Karen’s Parent Interview 
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Figure 3 

Example of Chronological List of Themes 
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Figure 4  

Example of Coherent List of Themes 

 

Trustworthiness 

 Strategies of Trustworthiness. During qualitative research, it is important to 

discuss the ways in which precautions were taken to ensure the trustworthiness of the 

analysis. In this study, since the researcher conducted the data analysis, triangulation, 

member checks, and peer debriefing were used to increase the trustworthiness of the 
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findings. Triangulation, as discussed earlier, is when data is compared and confirmed 

from multiple sources and multiple informants. Peer debriefing is when colleagues are 

consulted to discuss the analyses and codes assigned from the data. In this investigation, 

peer debriefing was conducted with a fellow graduate student to compare results and 

conclusions with another researcher. Finally, member checks involved presenting 

preliminary interpretations of the data to the participants for review and feedback. This 

occurred during the two completed follow-up interviews to ensure that the researcher 

understood what the participants were reporting regarding various concepts during their 

interviews.  

 Criteria of Trustworthiness for this Investigation. In terms of criteria of 

trustworthiness, this investigation focused on the following three criteria: credibility, 

transferability, and authenticity. Credibility is often accomplished through triangulation, 

member checks, and peer debriefing, all strategies of trustworthiness that were utilized in 

the present study. In order to demonstrate transferability, the present study provided 

detailed information regarding the participants and the process. The final criterion of 

authenticity is the main goal of this study in that it seeks to present authentic perspectives 

of the participants and their understanding of the process of change they experienced. 

This investigation provided direct quotes from the interviews to present an authentic and 

genuine representation of the perspectives of the parent and youth participants. 
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Chapter 4: Results 

Participant Characteristics 

There were three males and four females. Mean age and grade of participants 

were 10.42 (SD = 1.05) and 5.14 (SD = 0.64) respectively. In terms of ethnic 

background, six participants identified as White and one participant identified as Biracial 

(Hispanic/White). In regard to family composition, all seven parents were married. 

Family incomes varied between the ranges of $25,000-$49,999.00 to the ranges of 

$150,000-$174,999.00. Table 2 provides an overview of participant demographic 

information. It should be noted that all participants’ names were changed to protect their 

privacy. 

Table 2 

Participant Demographic Information 

Child 
Participants Gender Age Grade Ethnicity Parent 

Participants 
Family 

Composition 
Family 
Income 

Jeffrey Male 11 6th White Allison 
(Mom) 

Married $25,000-
49,999 

Margo Female 9 4th White Holly (Mom) 
Bill (Dad) 

Married $75,000-
99,999 

Charlie Male 11 5th White Michelle 
(Mom) 

Married $150,000
-174,999 

Oliver Male 10 5th White Julia (Mom) Married $100,000
-124,999 

Sara Female 9 5th White Emily (Mom) 
Evan (Dad) 

Married $50,000-
74,999 

Natalie Female 11 5th Biracial 
Hispanic/

White 

Karen (Mom) 
Alejandro 

(Dad) 

Married $150,000
-174,999 

Riley Female 12 6th White Trisha (Mom) Married $75,000- 
99,999 
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The following section will describe the participants in greater detail, including an 

identification of pre-treatment diagnoses, a discussion of each child’s presenting concerns 

and backgrounds, and a description of anxiety symptoms experienced before treatment.  

Diagnoses 

All participants had more than one diagnosis. Four participants had a primary 

diagnosis of separation anxiety disorder, two participants had a primary diagnosis of 

social anxiety disorder, and one participant had a primary diagnosis of generalized 

anxiety disorder. Three participants had a diagnosis of Generalized Anxiety Disorder, 

Social Anxiety, and Separation Anxiety Disorder. Additional diagnoses included 

attention deficit/hyperactivity disorder (four participants), specific phobia (two 

participants), obsessive compulsive disorder (one participant), and selective mutism (one 

participant). Table 3 details the participants and their accompanying diagnoses.  

Table 3  

Participant Diagnoses 

Child Participant Diagnoses from the ADIS 
Jeffrey SAD (5), GAD (5), SoP (4) 
Margo SAD (7), OCD (6), GAD (5), SoP (4), Specific Phobia (3) 
Charlie GAD (5), ADHD (5) 
Oliver SoP (4), GAD (4), ADHD (3) 
Sara SAD (6), SoP (5), GAD (4) 
Natalie SAD (4), Specific Phobia (4), ADHD (4) 
Riley SoP (5), GAD (4), Selective Mutism (4), and ADHD (3) 
Note. The number in parenthesis after each diagnosis is the Clinical Severity Rating 
based on the combined parent and child report on the Anxiety Disorders Interview 
Schedule for DSM-IV. 
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Introduction to the Participants  

Participant One. Jeffrey is an 11-year-old White male who participated in the 

study with his mother, Allison. He is an only child in sixth grade. Jeffrey’s father is a 

software developer and his mother works for a non-profit organization. Before treatment, 

Jeffrey was fearful in situations where his parents were not present. He worried about 

where his parents were, his own safety, and what to do if his parents arrived later than 

expected. He was having difficulty being dropped off at extra-curricular activities and 

wanted his parents to stay and be in his eyesight throughout sports practices. At pre-

treatment, Jeffrey met criteria for all of the “Big Three” anxiety disorders with a primary 

diagnosis of separation anxiety disorder.  

Participant Two. Margo is a 9-year-old White female who participated in the 

study with her mother, Holly, and father, Bill. She is an only child, attending an 

alternative school and is in a 4th/5th grade-equivalent class. Her mother is a homemaker 

and the family did not describe her father’s occupation. She is taking medication for her 

anxiety. Father and mother both reported that they have a history of anxiety as well. 

Before treatment, Margo had significant social and separation anxiety and was also 

exhibiting hoarding behaviors. At pre-treatment, she had a primary diagnosis of 

separation anxiety disorder but also was diagnosed with obsessive compulsive disorder, 

generalized anxiety disorder, social anxiety disorder, and a specific phobia of snakes.  

Participant Three. Charlie is an 11-year-old White male who participated in the 
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study with his mother, Michelle. He has one younger brother. He is in the fifth grade at 

an alternative, private school. His mother is a homemaker and his father is a software 

product manager. Father and mother both reported that they have a history of anxiety as 

well. His family moved to Texas a few years ago from Ireland and this was a difficult 

transition for Charlie. Before treatment, he had difficulty handling when someone at 

home was upset with him and would shut down quickly. Charlie would get so worked up 

when he was nervous that Mother reported, “He couldn’t function.” Charlie was 

particularly nervous about shots, taking tests at school, being told he did something 

wrong, and getting into trouble. At pre-treatment, Charlie’s primary diagnosis was 

generalized anxiety disorder and he was also diagnosed with attention 

deficit/hyperactivity disorder.  

Participant Four. Oliver is a 10-year-old White male who participated in 

treatment with his mother, Julia. He has one older brother and one older sister. He has 

been homeschooled since birth and is currently in the fifth grade. His mother is a 

homemaker and his father is a researcher. His sister also has a history of anxiety. Before 

treatment, Oliver had difficulty talking to adults he did not know very well, going to new 

places, and doing new activities. He also worried about how he compared to other 

students in his homeschool community, was concerned he had a learning disability, and 

did not like reading aloud in front of others. At pre-treatment, Oliver received a primary 

diagnosis of social anxiety disorder, but also was diagnosed with generalized anxiety 
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disorder as well as attention deficit/hyperactivity disorder. He takes medication to 

manage his ADHD symptoms.  

Participant Five. Sara is a 9-year-old White female who participated in treatment 

with her mother, Emily, and father, Evan. She is an only child and is in the fifth grade in 

a gifted program at her local elementary school. Her mother is a program director and her 

father is a physical therapist. There is no significant family history of anxiety. Before 

treatment, Sara experienced significant distress when her mother dropped her off at 

school. She became nervous and stressed when there were changes to her daily routine. 

She frequently experienced somatic symptoms related to her anxiety such as nausea and 

headaches. She had anxiety about sleeping over at a friend’s house, worried about future 

events, and was unable to participate in parties or activities with her friends without her 

mother present. At pre-treatment, she was diagnosed with all of the “Big Three” anxiety 

disorders with a primary diagnosis of separation anxiety disorder.  

Participant Six. Natalie is an 11-year-old Biracial female who participated in 

treatment with her mother, Karen. Her father, Alejandro, participated in some of the 

treatment sessions, but was not interviewed. She has an older brother and is currently in 

the 5th grade. Her mother is an executive and her father is a firefighter. She is taking 

medication for anxiety that has helped some. Before treatment, she needed daily 

assistance from school staff to transition to her day at school and her parents ultimately 

decided to transfer schools, and she was enrolled in a Montesorri program at the start of 
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treatment. Before treatment, Natalie did not want to go on field trips or to friends’ 

birthday parties. Natalie would worry about upcoming events three days in advance, was 

nervous that parents would be hurt in a natural disaster, and experienced frequent somatic 

symptoms, such as stomach and headaches. She was also very nervous about getting sick. 

Her primary diagnosis pre-treatment was separation anxiety disorder and she also had a 

diagnosis of specific phobia of vomiting and attention deficit/hyperactivity disorder.  

Participant Seven. Riley is a 12-year-old White female who completed the study 

with her mother, Trisha. She has one older sister and one younger sister. Her family 

pulled her out of her old school because of the school’s inability to provide appropriate 

services and she is now homeschooled. She is in the 6th grade. Her father is a professor 

and her mother is a writer. She used to take medication, but she no longer takes it for 

anxiety. Mom reported having anxiety herself. Riley recently came out and identified as a 

lesbian to her mother and sisters. Before treatment, she was very anxious around new 

people and in unfamiliar situations. She had difficulty beginning friendships and was 

overwhelmed when asked to socialize with others. Riley only responded to people 

approximately half of the time when they asked her questions or tried to engage her in 

conversations outside of the home. At pre-treatment, Riley had a primary diagnosis of 

social anxiety disorder but also had diagnoses of generalized anxiety disorder, selective 

mutism, and attention deficit/hyperactivity disorder.  
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Main Themes Identified  

 All eighteen interviews (14 interviews at 12-weeks and 4 follow-up interviews) 

were analyzed and coded for themes. Seven hundred fifty-five coded segments emerged 

from the data, five hundred fifteen codes from the parent interviews and two hundred 

forty from the child interviews. These codes were then compared across all interviews to 

identify recurring themes, draw comparisons across participants, eliminate codes that 

were not well supported, and generate the final main themes from the data.  

 Seven themes emerged from the data: pre-treatment anxiety was elevated and 

impairing functioning; post-treatment anxiety is better, but not completely; therapy is a 

helpful, positive experience; therapy is a learning experience; therapy is hard work and 

anxiety provoking; exposures are a critical component of treatment; and, parent training 

is an important and beneficial aspect of treatment. In addition to these main themes, 

twenty sub-themes were also identified during the analysis that corresponded with the 

main themes. The sub-themes were as follows: concerning symptoms pre-treatment; 

parents concerned about future because of anxiety; changes noticed pre- to post-

treatment; children gained mastery and control over anxiety; areas of continued anxiety 

post-treatment; positive therapeutic relationships; beneficial to have structure and a plan 

in treatment; parents needed education about anxiety to help more effectively; parents 

learned about the role of accommodation; children learned and can apply new coping 

skills; children need to independently cope now; children had difficulty being reflective 
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during interview; children were resistant and avoidant during treatment; irritating to 

implement treatment strategies learned; exposures helped the children conquer their fears; 

exposures were hard and uncomfortable; rewards were used to motivate children; parents 

needed space with parent therapist; improvement in family interactions; and parental 

participation contributed to progress. Figure 5 displays the final themes and sub-themes 

that were identified from the interviews.  
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Figure 5 

Final Main Themes and Sub-Themes 
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 The following section will use quotes directly from the interview and provide an 

in-depth description of the main themes and sub-themes identified in this study.  

Theme One: Pre-treatment anxiety was elevated and impairing functioning. 

As expected, the child’s anxiety was elevated and interfering with daily and family 

functioning before participation in the Coping Cat program. Riley described her anxiety 

before treatment as, “It was really really bad. I’ve had anxiety for a really long time so 

but I feel like it’s been getting to its high point where it was getting big.” Jeffrey shared, 

“[His pre-treatment anxiety] was a lot worse. I used to not be able to stay home while my 

Mom or Dad went out like just to the store.” Oliver reported that it interfered with daily 

activities, stating, “It was just hard to like do really anything too much outside of the 

home.” Riley also noted that she engaged in avoidance before the program, remarking, 

“There was definitely some things I couldn’t do like I avoided a lot a lot a lot of 

situations.”  

 Parents also described elevated anxiety pre-treatment. Michelle shared, “Before 

treatment, if presented with a situation that created anxiety, homework or chores or an 

argument or disappointment or something like that, it would quickly spiral into despair 

and overwhelming body disconnect. He would literally be in a fetal position saying, ‘I 

can’t do this. I can’t. I can’t. I can’t.’ He was not able to respond to questions, not able to 

calm himself down, not able to walk. If we tried to get him to walk, he would collapse. It 

was debilitating.” Sara’s mother, Emily, stated, “[Sara’s anxiety] was overwhelming and 
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crying and just you know very very very upset and that would like make me upset 

because I don’t want to see her upset.” Sara’s father, Evan, added, “All those feelings that 

would happen, you would see it, it was so visible and she did not want to do things.” 

Allison remarked, “We made this fear ladder that seriously had like twenty things on it,” 

indicating that there were many fears to work on pre-treatment.  

 In addition to the severity of anxiety pre-treatment, the families also discussed 

how the child’s anxiety impaired general family functioning pre-treatment. Charlie 

shared, “He really couldn’t do anything” before the Coping Cat program. Karen reported, 

“It caused conflict in our marriage, it caused conflict in how [Natalie] and her brother 

interacted with each other.” Allison shared, “All of the sudden I couldn’t leave town. I 

couldn’t leave him with a babysitter. If we left him with the babysitter it had to be during 

the daytime. We had to be texting him the whole time. We had to be home at a certain 

time. He would be crying which for him is weird because he was totally different because 

that would be embarrassing for him, so he would have to be that upset crying in front of a 

babysitter, a 20-year-old girl, is mortifying. I knew something was going on because I 

knew that would be mortifying for him. So we couldn’t leave him with the babysitter and 

we couldn’t leave town…It was painful for me.”  

Sub-Theme 1: Concerning symptoms pre-treatment. In many of the interviews, 

the child and family described some of the concerning symptoms that were present at pre-

treatment. Some of the symptoms included crying, frequent somatic complaints, social 
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isolation, and negative thoughts. Sara shared, “My stomach would feel really bad.” Her 

mother described her somatic symptoms as the following, “I noticed some symptoms she 

was having before we started the study. Number one her stomachaches. She had a 

stomachache every single day, every day, every day, every night… it was so consistent… 

stomachache every day going to school, everyday walking to school, every night going to 

bed.”  

In regards to negative thoughts, Allison described her son’s feelings of 

hopelessness about starting treatment, stating that “before he came in here, he was saying 

things like ‘I just want this to be over. This is never going to end. How are they going to 

help me?’… ‘I don’t know how to fix this. Those people aren’t going to know what to do. 

They’re not going to be able to do anything.’” Karen also remarked about how anxiety 

was leading to feelings of negative self-worth in Natalie, sharing that “it could become 

destructive because the anxiety had really become less than, I stink, I’m terrible.”  

Trisha was concerned about Riley’s social relationships with peers, reporting, 

“She just seemed to be getting almost progressively more isolated because of her 

anxiety.” Similarly, Emily was worried that Sara’s anxiety was impairing her social 

interactions with peers, stating, “A friend wanted to take [Sara] to go with her daughter to 

go get ice cream after the game… and she would not go in the car just a few blocks with 

a friend. That Mom said to me… maybe you need to address some of this because this 
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could affect her social skills and being excluded from friends. You know, being able to 

do things because she won’t be able to go [alone].”  

Sub-Theme 2: Parents concerned about future because of anxiety. Some parents 

expressed concerns about their children in the future because of their anxiety. Michelle 

stated, “We were worried that he wouldn’t be a functional adult if he literally couldn’t 

handle life.” Karen remarked, “I think my biggest worry was that she was not going to 

make progress as she progressed through adolescence. That can be such a horrible, 

difficult time to be in, and what was life going to give us at this point if we didn’t have 

some of the tools.”  

In summary, when youth and parents were asked to describe the child’s anxiety 

before participating in the Coping Cat program, they described it as elevated and 

impairing. They identified specific symptoms that were particularly noteworthy and 

concerning at pre-treatment. Some parents even expressed worry about their child’s 

future due to the severity of the child’s anxiety before treatment. 

Theme 2: Post-treatment anxiety is better, but not completely. Across 

interviews, families discussed how the child’s anxiety improved over the course of 

treatment and is better at post-treatment. However, parents and children did note that 

while there has been, for the most part, dramatic improvement, the child still has some 

symptoms of anxiety. Riley noted that “now [my anxiety] is only a little bit, so I’m not 

sure how to describe it, but it’s less of a big deal now.” Natalie shared, “Since this 
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program, I have been doing amazing. I don’t know it just like magically happened.” Her 

mother, Karen, explained, “Now we go weeks without having any major anxious 

episodes. None of her anxiety episodes are anywhere near…what her version of an eight 

is now, would have been a five for us back in the day in the worst of the worst times. We 

are just head and shoulders beyond where things were.” Jeffrey remarked, “Well it’s a lot 

less on most parts and it’s gotten a lot better but some parts are a little bit not as good. I 

mean they are better, all parts are better, but not completely.”  His mother agreed, stating, 

“So it looks better. It’s not 100 percent, but I think we’re on a good path.” Margo 

reported that “it felt a lot better after the treatment,” and then later shared, “It’s not all 

better, but it’s helped some.” Julia reported that Oliver’s anxiety “is definitely lower. It’s 

still there for sure, but his willingness to do it even though he’s anxious has gone up, his 

willingness to try new things.” Evan, Sara’s father, reported, “She’s still scared. We can 

see that she still has work to do.”  

Sub-Theme 1: Changes noticed pre- to post-treatment. Across interviews, 

parents and children have remarked about the progress and change in anxiety pre- to post-

treatment. Michelle shared that Oliver has, “made massive improvement since he started 

the program.” Karen reported that Natalie is managing her anxiety, “in a more dynamic 

way than I think we probably ever thought we would get to.” Julia expressed that “I feel 

like [Oliver] has come a long way.”  
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Some youth have remarked about noticing a change in the intensity and severity 

of the anxiety. Charlie reported, “Before [treatment], it was definitely completely 

overwhelming, really couldn’t do anything, and now it’s only a little bit.” His mother, 

Michelle, agreed described the change as, “Six months ago would have been all weekend 

long. We lost entire weekends too because once it started like a bomb went off and it took 

two days to come back emotionally and nobody feels like doing anything, you know. We 

haven’t had an episode like that in months.” Allison shared, “[Jeffrey] is no longer crying 

in his bed wondering when this is going to end or how it’s going to end. Is he going to 

have this forever? That went away almost immediately, the anxiety about the anxiety.” 

Similarly, Karen reported, “We haven’t had an episode where it looks like what it used to 

look like way back when, panic attacks and just the full on physicality of the reaction. We 

haven’t had that happen in months.” The youth can recognize how they feel better post-

treatment. Natalie said, “It’s gone really well. [My anxiety] hasn’t gone up very high.” 

Margo also shared, “It felt a lot better after the treatment.”  

Parents and youth have also talked about changes they have noticed in what the 

child is capable of doing now post-treatment. The youth are able to do things that before 

treatment would have been very anxiety provoking. Trisha explained that Riley attended 

a social gathering that would have been really difficult before, describing, “ She went and 

used to dogs would make her climb behind me and she kind of kept her distance [from 

the dogs], but she didn’t freak out. It was huge…She stayed even when I had to do 
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something else. She stayed with my husband and her sisters past when I left.” Allison 

shared that Jeffrey is able to successfully do a lot of things that used to create anxiety, 

reporting, “The first time ever I sent him to Camp XX. He had a great time. So things like 

that, he’s able to do again. I dropped him off at his basketball camp from 5:30 to 8:30 at 

night, so it’s dark. I dropped him off and picked him up at 8:30… I think he’s 

comfortable. I leave him at home when I go to Target and I don’t text him at all 

anymore.” Holly and Bill shared that Margo can now order at a restaurant independently, 

stating, “After [treatment sessions], we go to Chipotle, and she gets to order her own 

order. She is able to go right through the line. She is able to speak up loud enough so that 

the person taking the order can hear…It’s a huge change. Before, no way she would even 

attempt to order. No way.” Evan explained that Sara can now be separated from her 

parents, stating, “I noticed like just her sitting in the waiting room alone. A while ago that 

would have been very difficult for her because she was so clingy.” Riley was able to 

identify that she is able to do things that she would not before, reporting, “I go to the 

store a lot, and I would not go to the store before.”  

In the interviews, parents and youth talked about additional changes noticed, such 

as being more comfortable being uncomfortable, improvement in somatic reactions to 

anxiety, increased social skills, and a change for things that they did not even focus on in 

treatment. Holly spoke about the practical changes she has noticed, stating, “Practically 

speaking, I see a much bigger difference in terms of just her independence, her 
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willingness to try things when they’re hard.” Julia shared that Oliver’s, “willingness to do 

it even though he is anxious has gone up. His willingness to try new things.” Emily 

reported that Sara, “is not having the nausea every day.” Riley noted, “It’s really helped 

me make a lot more friends.” Allison explained that some of Jeffrey’s fears just 

disappeared during the treatment process. She said, “ We never really worked on 

specifically going to sleepovers, but naturally he got invited to a sleepover and he was 

comfortable going…so a lot of things on the plan sort of just disappeared naturally.”  

Sub-Theme 2: Children gained mastery and control over anxiety. While many 

families spoke about wanting to continue to make progress and that there are current 

anxiety provoking situations the child is experiencing and facing, some families also 

described how their child has a sense of mastery and control over their anxiety. Parents 

and children also spoke about the child’s personal growth and increased confidence. 

Natalie shared that “I’ve been scared of a lot of things and I’ve been able to handle a lot 

of them.” She goes on to further describe her post-treatment anxiety as, “That it is 

something that is controllable.” Her mother also explained, “It’s been great for her 

confidence. She’s made some hard decisions. She’s done some really hard things. We’ve 

seen a lot of growth in her personally.” Later in the interview, she describes how Natalie 

has taken ownership of her success, sharing, “She doesn’t feel like she came in here and 

the child therapist fixed anything. She feels like he walked with her and helped her figure 
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out how to do it and that was a really great thing for me to see in her just further in her 

confidence that she can do this.”  

Holly described Margo’s sense of pride, stating, “I see that she is more willing to 

do the things that make her feel uncomfortable and I can see that she is proud of herself 

when she does them you know. I can see that she feels good about it when she does 

[exposures].” Evan also shared about Margo’s growing sense of confidence, stating, “I 

think we’ve learned that she is stronger than we’ve ever imagined. This takes a lot just to 

be here for her and now she’s really accomplished so much. In the last month, I see that 

she’s doing better and she’s learning too. I think her confidence is growing because of it.”  

Sub-Theme 3: Areas of continued anxiety post-treatment. In the interviews, 

parents and youth explained that they were still hoping to continue to make progress and 

that the child still continued to have fears. Some of the children described situations that 

were currently anxiety provoking for them at post-treatment. Sara explained that “if it’s a 

school day, I might be a little nervous during the day sometimes. If there’s a big test or if 

there is a STARR test especially…I also get a little nervous at soccer practice.” Natalie 

was nervous about shots and also described how she was worried about a scene from the 

Harry Potter book. She reported, “I just remember watching something in the [Harry 

Potter] movie. There’s this monster that starts like paralyzing people and when my 

brother was watching it, I saw a part of it. It was just like this giant monster and it 

creeped up on Hermione while she was washing her hands in the bathroom and she was 
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frozen still. I’m getting to that part in the book and something in it reminded me of that 

and every time I look in the mirror now, I’m like, ‘Ah!’” For Jeffrey, he reported being 

nervous about big waves, the movie The Shallows, and his parents’ upcoming trip outside 

of the country. His mother, Allison, also recognized that their upcoming trip continues to 

create anxiety for Jeffrey, reporting, “We do have some big events coming up with 

traveling and going out of town. We’re going out of town and not taking him and he’s 

still very anxious about it.”  

Emily remarked that although maybe they were hoping for rapid change, “it’s not 

an overnight kind of thing.” Michelle expressed concern that they had not made as much 

progress as they had hoped, sharing, “Even at the end, I feel like we weren’t as far as we 

had hoped we would be. We didn’t have things quite as under control as we’d like. There 

were some other issues that still need addressing.” Julia reported that Oliver still struggles 

to identify his somatic reactions to anxiety, sharing, “The only thing that he’s not really 

gotten any better at is noticing his physical symptoms, you know. He’s like this over 

there (making anxious expression) and he’s like nope nothing.” She also stated later on in 

her interview that his anxiety continues to be noticeable to others, remarking, “People 

definitely notice that he’s anxious and afraid to answer. He looks away, he looks at me, 

he’s tense, he’s not talking.” 

Overall, the participants spoke about how there has been tremendous 

improvement over the course of treatment. However, the youth and parents were able to 



 
 
 
 

119 

also acknowledge that the youth continue to experience some heightened anxiety. On the 

one hand, participants described how the youth are successfully engaging in activities 

that they were unable to do pre-treatment, while at the same time, they also recognized 

that the children continue to be facing fears even at post-treatment. For some, there has 

been a shift in the child’s sense of control over their anxiety. However, some families 

wished that they had made even more progress in treatment.  

Theme 3: Therapy is a helpful, positive experience. Every family reported 

having a positive experience in the Coping Cat program. Families used a variety of 

adjectives to describe their experience, some of them included the following: “great,” 

“amazing,” “awesome,” “fantastic,” “wonderful,” and “really good.” Trisha remarked 

that this experience reinforces her positive experiences in other therapy programs, 

reporting, “I felt like the therapy here was as good as the really excellent therapy that I 

personally have already received.” Some of the children even described how therapy can 

be fun. Charlie stated, “Some parts of [the program] are actually kind of fun.” Allison 

spoke about how therapy instilled a sense of hope in Jeffrey, stating, “I think you know 

from probably the first session he was very committed and interested in being involved 

because he could see you know just the way it was explained to him…that this is normal, 

there are a lot of boys your age that this happens to… changed his whole outlook on 

everything.” While Charlie did not necessarily view his experience in an overtly positive 
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light, he did remark, “When you think it’s going to be bad, it’s actually not as bad as you 

thought.”  

Not only did the families describe a positive experience with the Coping Cat 

program, but parents also spoke about how grateful and appreciative they were for this 

opportunity. For example, Karen said, “We just feel continually grateful for the support 

and guidance and for the growth that we’ve seen in Natalie. I know that she is really 

grateful, the acknowledgement of how far she has come and the degree of gratitude she 

has.” Michelle shared, “I’m just thankful to have had the chance to do it.” Other parents 

expressed gratitude specifically to the therapists that worked with their families. Holly 

explained, “I just really appreciate the therapists.” Allison described how comfortable her 

son felt after the first meeting and shared, “I can’t thank the child therapist enough for 

that.”  Evan explained that this has been a life-changing event for the family, sharing, 

“It’s changing all of our lives.” 

The fact that the families viewed this therapy as helpful might have contributed to 

the positive experience they had. Margo shared, “I thought it helped me some. I liked 

that.” Her mother, Holly, reported, “I feel like she’s made a lot of progress. I feel like it’s 

really helped her like tangibly helped her.” The children were asked about what they 

would tell other children about this program, and many of the youth talked about how the 

program helps lower your anxiety. For example, Jeffrey said, “Well if you have any fears, 

whatever they are, come here and you won’t have them anymore or they’ll be less.” Riley 
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shared, “I would probably say that it can really change anxiety and stuff like that. It can 

really help you with anxiety.” The parents also viewed therapy as helpful with Allison 

sharing that “the education, the insight, the talking about it, the validation, the 

suggestions are all super helpful.”  Some families even recommended the program to 

other families. Karen stated, “I’ve told probably a dozen friends, if you don’t know about 

this, you should know about it.”  

Sub-Theme 1: Positive therapeutic relationship. Across almost all of the 

interviews, families talked about having a strong, positive therapeutic alliance with the 

parent and child therapists. They also discussed how important it was to feel supported 

during the treatment process. For example, Evan explained, “I think sincerity is a big 

thing you can see that [the therapists] empathized with kind of where we were and they 

got it. When we said something, it wasn’t very foreign to them, and so we were able to 

just express without fear of judgment. It was great. Very open and honest.” His wife, 

Emily, felt similarly and became tearful while sharing, “The counselors number one they 

are amazing. I really cannot express just the gratitude and just how amazing. Just to feel 

heard and listened to and just helped with something that’s going to change your child’s 

life forever. It’s like the benefit you just can’t get.” Holly stated, “We very much liked 

the therapists,” and Bill added that “we felt like they were very supportive, 

knowledgeable, and collaborative.”  
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Natalie spoke about feeling validated and supported by the child therapist, 

reporting, “My child therapist said that he’s seen kids run out of the room screaming. 

He’s seen a lot of things because I felt really embarrassed…That made me feel a lot 

better so just kind of personal support also. I enjoyed that a lot.” Natalie’s mother echoed 

her sentiments about the strength of her relationship with the child therapist by sharing, 

“The child therapist has just been amazing. He hits a sweet spot for her. He connects with 

her. The way he sees her. He sees things on her level that she connects with really well. 

It’s been fantastic to just watch the two of them interact. His ability to connect with her in 

that way.” Trisha’s mother also feels that Riley has benefited from the interaction with 

the child therapist, stating, “She has really benefitted from the interaction with them, with 

the child therapist specifically and the parent therapist.”  

In regards to the parent therapists specifically, parents also described having a 

strong relationship with their therapists and needing that support. Julia reported, “I really 

really liked the parent therapist and felt like she was really helpful. Trisha shared that the 

parent therapist also was able to push them in a kind, supportive way, describing, “The 

parent therapist was really good at lovingly pushing us. He’s tough in a good way.” 

Allison questioned, “I don’t know how you get over this hump on your own.” Karen 

explained how having a child with anxiety can feel lonely and she needed some 

additional support, reporting, “It feels very isolated. We just we were in public school. 

There were no other parents we could talk to about it. The counselors were not well-
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versed on anxiety in general. We just felt like we were swimming through mud all of the 

time. This has given us an opportunity to interact with people who get it. Who like our 

kid. Who see how much progress she’s made. Who can reflect that back to us and 

continue to encourage us for the growth that we needed. I feel like it has been as much 

for us as it has been for her.” 

Families also brought up how the therapist was a guide through this process that 

emphasized the progress along the way. Michelle reported, “It was nice to have 

something like a professional experience to guide me in some way, you know. I mean 

I’ve read a million parenting books but there’s so many different ways. It was nice to 

have someone familiar with my child.” Emily explained, “The parent therapist has been 

so great and perceptive and kind of guiding us and teaching us.” Allison spoke about how 

the therapists intentionally helped highlight progress and successes, remarking, “I almost 

was not tracking them intentionally, not paying attention to what we did this week is like 

the accountability the way we processed back through the week so I could recognize [the 

progress].”  

Sub-Theme 2: Beneficial to have structure and a plan in treatment. The families 

also spoke about how beneficial it was to have structure and create concrete plans during 

treatment. They enjoyed that therapy was an active process that was broken down into 

easy-to-follow steps, particularly because the parent could help the child more effectively 

when they had a step-by-step guide of precisely what to do. Families also discussed how 
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the child would use the FEAR plan in session with their therapist and also at home to 

conduct exposures.  

Julia described how the program is action-oriented, sharing, “Things like this that 

are so guided like rather than just talking for an hour, it’s more like let’s make a plan and 

act on it. That’s been really helpful.” Later in her interview, Julia goes on to describe the 

benefit of having a clear, written plan, saying, “I mean just like the structure and making 

the FEAR plan or fear ladder. I knew which ones to work on like I could have told you 

which ones are higher, which ones are lower, but then having it kind of delineated was 

really helpful… having it clearly written out and knowing where things are ranking so 

I’m not just grasping at things, you know. It was clear.” Michelle discussed how it was 

important to have the process broken down into steps, stating, “I liked that it built slowly. 

That it started small and worked its way up, you know because the problem of dealing 

with your anxiety feels way too big. So I like that they broke it down into very very 

manageable pieces and helped Charlie kind of understand the reasons behind each of the 

steps.” Trisha reported, “It is a methodical way to approach anxiety… working through 

like the FEAR plan and fear ladder and all of that has been super helpful.”  

As families progressed through the program, they remarked about how they used 

the formal, structured plan less and less, but rather would have more informal discussions 

about the child’s anxiety or how to set up exposures. Allison explains, “We went through 

a lot of formal like FEAR plan and problem-solving worksheets, but we don’t do that on 
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a regular basis like write it down, but we talk about it and we do make a plan.” Similarly, 

Karen described their process of making a plan in the follow-up interview as, “Honestly 

half the time, I’m like oh wow it sounds like we need to put together a FEAR plan to go 

through and I prompt her and she was like okay nevermind, it’s not really anxiety. She’s 

like not interested in actually going through the whole process and it’s a check for her as 

opposed to needing to talk through it.”  

In summary, the parents and youth described how important it was to feel 

supported during this process and perhaps the strong therapeutic alliances established 

contributed to the participants’ positive view. Furthermore, the parents and children also 

reported that developing structured plans was a helpful aspect of treatment. The guidance 

and planning was appropriately scaffolded throughout treatment so that in the beginning, 

as they were learning how to confront and manage the child’s anxiety, a step-by-step 

guide was used. However, as treatment progressed, the families described how they no 

longer needed to develop formal plans, but coped and discussed practices in more 

informal ways.  

Theme 4: Therapy is a learning experience. The concept of learning continued 

to arise repeatedly in the interviews. Therapy was compared to a class. For example, 

Natalie explained, “I’ve always thought of this as like a class in school to help me not be 

anxious.” Similarly, Oliver said, “I guess it’s like a class.” Participants talked about how 

they learned a lot in therapy or were taught various skills. Evan summed it up by stating, 
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“To be able to open up and be heard and learn. I don’t know if anyone would ever tell me 

you go to a therapist to learn. I thought you just went to talk and that’s going to be it. No, 

we’re learning strategies for life.” Emily added, “That’s exactly it. I didn’t know you 

learn, you’re being taught tools to use to implement into life to make the changes that you 

want to make. I didn’t know that.”  

 Participants seemed to experience therapy as an opportunity to gain knowledge 

and awareness about pediatric anxiety but also to learn particular skills to help the child 

manage their anxiety. For example, Riley talked about how she needed to learn what 

coping meant. She explained, “I had never heard of the word coping before I came here. 

Never. So I learned what that means.” Allison spoke about how the psycho-education 

portion of the treatment was particularly helpful for Jeffrey, sharing, “I do think just 

coming in here, and just going through the education portion of it released him from a lot 

of the general [fears].” Jeffrey described how he learned about specific strategies to use. 

He said, “I learned how to deal with stuff. Like if my Dad went to the store and I was 

thinking something like, ‘What if he got in a car accident?’ I could use my coping 

thoughts, and be like, ‘How is that even realistic? Has he ever gotten in one?’”  

Sub-Theme 1: Parents needed education about anxiety to help more effectively. 

It became evident across the parent interviews that most of the parents did not have much 

understanding of what anxiety was and how it presented before participating in the 

treatment. Therefore, an essential part of the parent-training component involved 
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educating the parents. Emily reported that before the program, “There are so many things 

I did not know were anxiety. I did not know complaining of stomach pain everyday. I 

didn’t know that when I got called from the nurse when she had headaches and dizziness 

and stuff, I didn’t know that was anxiety. I didn’t know. There’s just so many things I 

didn’t know so I’ve learned a lot.” Similarly, Michelle also reported not knowing about 

anxiety before participation in the program, sharing, “We didn’t know that he had 

[anxiety] until we interviewed for this study. We didn’t know what to call it, we just felt 

like he was kind of crazy.” Allison reported that she did not understand what separation 

anxiety looked like in an older child. She stated, “ I didn’t know that separation anxiety is 

something that when you’re like 18 months old. I didn’t realize what that would look like 

now.” In fact, some parents believed that the child would outgrow their anxiety. Julia 

stated, “For a long time, I kept thinking he was going to outgrow it.”  

Coupled with parents’ lack of awareness and understanding about pediatric 

anxiety was also a lack of knowledge about how to help their child when they became 

anxious. Karen stated, “At a variety of points [pre-treatment], our response was there’s 

nothing to be anxious about and that’s not helpful. We knew it wasn’t helpful, but we 

didn’t know the better things to say.” Emily pointed out that “we just really didn’t know 

what to do because we didn’t know that we had a problem.”  

Therefore, parents spoke about how over the course of treatment, they learned 

how to respond more effectively and appropriately to their child. Julia shared, “Knowing 
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how to support him and talk through things…I feel like I’m more helpful in my support 

that I’m giving.” Karen explained how she responds now to Natalie, reporting, “So when 

she is feeling this way, I can ask her a functional question that she can answer for me like 

where are you feeling that in your body, what’s happening to you, what are you thinking 

is going to happen…let’s dig into that and asking her questions that are productive.” 

Evan spoke about how he can now recognize when Sara is becoming anxious and prompt 

her to use her coping thoughts, explaining, “How to manage it better. How to recognize 

the feeling part and know that we’ve got to get this. We’ve got to change the goop we 

call it when she has negative thoughts.” 

In addition to learning about how to help their child, parents also discussed 

gaining new insights about themselves in terms of parenting style, use of rewards to 

motivate the child, and parent awareness about their own anxiety and stressors. For 

example, Holly described how she has changed her philosophy on parenting, “I can see 

for her anxiety, the more structure more more more, the better, and that those rewards are 

highly motivating…the program was a perfect opportunity to see that yep she loves it that 

works because the child therapist was good about like saying, ‘Make sure the rewards are 

there.’ And like once we really bought in to that, it made a difference.”  

Sub-Theme 2: Parents learned about the role of accommodation. One of the 

most significant concepts that the parents talked about learning was the role of 

accommodation. Many of the parents admitted to using accommodation pre-treatment 
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and that when the parent therapist explained accommodation it was a “light bulb” or “eye 

opening” moment. The parents discussed how once they realized that accommodation 

was not actually helpful for the child they were able to be supportive in a more effective, 

appropriate way.  

For example, Julia talked about when they would order at a restaurant, “one thing 

I do is translate, which is ridiculous because he understands what their saying. I’ll be like, 

‘She’s asking if you want fries,’ you know. So realizing that and I didn’t really think 

about it. It’s like when you have a toddler, and you’re helping them. We never stopped 

doing that. I always kind of had in mind that well if I’m helping, then he is having 

positive interactions…but now it’s time for him to try things on his own and so that was a 

real eye-opener that I just didn’t really think about just kind of holding his hand through 

everything.” Michelle recognized that the less they accommodate, the less anxiety they 

are having to manage. She stated, “I learned that we had actually accommodated him for 

years so much that it actually made it grow. So once I realized that and started backing 

down on that and trying to stay calm and not get engaged…I feel like we go around a lot 

of potential anxiety.” When asked about what he has learned, Evan stated, “I think the 

biggest thing was the accommodation for both of us because we never wanted Sara to get 

hurt or feel bad or put her into bad situations. So when we saw her kind of anxious, we 

were like, ‘Oh, never mind don’t do that.’ That’s how we were because we thought we 
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were doing the right thing and now… we know what we’re doing to make it better and I 

think we’ve come a long way.”  

Due to this knowledge regarding accommodation, parents were able to become 

more aware of their own role in maintaining the child’s anxiety and assist in correcting or 

diminishing the anxiety. Trisha explained how her awareness extends beyond 

accommodation, stating, “It helped me. It gave me insight into how I was relating to her, 

not just with accommodations, but in general, how I was relating to her anxiety and that 

was probably making it worse because I was treating it as a really big deal instead of 

working through it.” Michelle eloquently described the foundational shift she had to 

make as a parent with Charlie, reporting, “I feel like there was a foundational shift 

after…I feel like I went from getting kind of pulled into his storm…I’ve learned that 

some kids really need a mountain. They really need you to be strong…I feel like the shift 

that I have made is to go to a place of just not engaging unless he’s calm and he can talk 

rationally and respectfully for me. I can’t lower myself to be snide or sarcastic or any of 

the ugly things. I can’t do that anymore… Before, I thought I was putting up a wall but he 

saw a door and he would try to open it again and again and again and I didn’t realize he 

was seeing the door until this therapy. Now I know what a wall looks like and I can do 

that. You know there is no ugliness that there was between us.”  

Sub-Theme 3: Children learned and can apply new coping skills. Another key 

concept that the children and parent participants learned was the idea of coping. Riley 
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explained that while she did not realize she was coping before even though she was, she 

has learned, “when to do it and more of how to it.” The children and parents were able to 

identify the specific coping skills they have developed and now use to manage anxiety. 

The following were all of the coping skills discussed and brought up in the interviews: 

coping thoughts (thinking traps and detective questions were also mentioned 

specifically), saying the positive instead of the negative, deep breathing, visualization, 

progressive muscle relaxation (robot/ragdoll), relaxation in general, walking away or 

removing self from situation, drinking water, listening to music or audio books, reading, 

petting dog, and looking at pictures of dogs. The most frequently described coping skill 

was coping thoughts. The youth mentioned skills from the broad coping categories of 

coping thoughts, relaxation, and distraction. None of the youth or parent participants 

mentioned physical energy/exercising, spirituality, or social skills specifically as methods 

of coping. However, the youth and parents did indirectly talk about social support when 

discussing feeling supported and comforted by having their parents involved in the 

treatment process. Some of the parents were surprised about the specific coping skills that 

their children selected to use and stated they wished they had been willing to try other 

coping skills, such as meditation or yoga for relaxation.  

Not only did youth participants identify the coping skills they use, but they also 

discussed how they apply these skills in real-life situations, indicating that they 

understand how to implement these tools when needed. Sara explained that to stay calm 
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when she has to separate from her mother at school, she reported, “I drink water and I 

take deep breaths.” Jeffrey spoke about using coping thoughts when going to a friend’s 

house, sharing, “A little bit ago, I was going to this party at my friend’s house with a 

bunch of people, and I was just kind of like, ‘What if I did something or said something 

bad?’ but I knew, ‘They are all my friends.’” Natalie also used coping thoughts when she 

was getting shots. She described, “I was really scared of getting the shot and it hurting. I 

was scared of what it would be like, and if I would get scared of that and then have to get 

sick right after and also FOFI [acronym she uses for Fear of Fear Itself). Then I thought, 

‘You don’t have to be able to not be scared of things anymore, you just need to know 

how to handle them.’” 

Many parents’ main goal during this intervention program was for the child to 

learn coping skills. The parents explained that coping skills were like a toolbox from 

which the child could select. Trisha reported, “I liked my child having a toolbox of ideas, 

and I guess in essence a skillset to go to when she’s anxious.” Karen shared that she also 

likes “the fact that Natalie has tools that she knows she can use and we (as parents) have 

tools that we know we can tell her to go use.” Holly was glad that the tools were so 

concrete, describing, “I have found the skills to be very helpful, just tangible… that’s 

been very helpful to me.”  

Sub-Theme 4: Children need to independently cope now. Taking the coping 

skills a step further, some families are pleased that their children now have coping 
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strategies and a structured plan to use and want their children to be able to use them more 

independently. Allison has been encouraging Jeffrey to lead more of the discussions 

about how to manage his anxiety, stating, “We’re trying to transition more to having him 

lead those discussions… like last night I was saying, ‘What do you think? What do you 

think some of the plans can be?’” Karen echoed this sentiment by saying, “The only 

remaining gap that I feel like we have is her self-prompting when she identifies anxiety 

instead of coming to me and saying, ‘Ah!’ and me telling her, ‘Why don’t you go sit 

down and write a FEAR plan and go through the [coping] cards…for her to take that next 

step of doing that on her own.”  

Overall, all of the participants spoke about how the therapeutic experience was an 

opportunity to learn. Most of the parent participants did not know about anxiety before 

starting treatment and they needed psycho-education about pediatric anxiety in order to 

be able to effectively support their child. Before treatment, many parents were getting 

drawn into their child’s anxiety and facilitating avoidance by accommodating. However, 

now that parents have gained a greater understanding about the negative effects of 

accommodating, they can help their child in a more effective, appropriate way. The 

children learned coping skills and were able to describe how they have used them in real-

life anxiety provoking situations. The next step for many families is now that the child 

knows which coping skills to use and how to implement them in real-life situations, the 

child should start to become more independent in managing their anxiety.  
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Theme 5: Therapy is hard work and anxiety provoking. While the parents and 

youth reported having positive experiences in the treatment program overall, they also 

recognized that therapy is hard work and anxiety provoking for the child. In fact, a few 

parents likened the experience of therapy itself as an exposure for the child. Trisha 

pointed out that for Riley, “just having to kind of talk about her feelings was basically 

like an exposure for her.” Similarly, Julia described Oliver’s experience as “it’s just that 

it’s hard for him. It’s every week standing for him at the top of a mountain and it’s the 

hardest part for him, his biggest fear. [Therapy] made him really nervous.” Later in the 

interview, she remarked that “his biggest, top of his fear ladder is talking to strangers 

about himself.” When asked about what he liked about his experience, Oliver stated, “I 

don’t know. Nothing really. It’s just me not liking doing this.” Some of the parents also 

hypothesized that the child’s social anxiety made it difficult to connect with their 

therapist. Julia suggested that it might have been beneficial if Oliver had more time to 

build rapport with his therapist. She reported, “The only thing I would say that would 

have improved things for us is the 12-week time frame is nice because it has a beginning 

and an end, but if it had been more loose so that he had more time to get to know his 

therapist.”  

Other parents described the therapy process as uncomfortable and emotional for 

their child. Holly reported, “It made her really uncomfortable…she had to answer a lot of 

questions but this subject matter made her uncomfortable.” Trisha recognized the 
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importance of feeling uncomfortable, saying, “There were things that were 

uncomfortable, but that is so important.” Karen explained that “there were a couple of 

times that something came up afterwards where we left and she broke down and there 

were lots of tears in the parking lot.” Charlie also described how the exposures were 

particularly difficult, despite knowing it would be okay, reporting, “I knew it wouldn’t be 

bad in the end, but I just didn’t really like doing it. It was uncomfortable almost.”  

 Therapy also is hard work and requires practice, which was unexpected to some 

families. Bill summed it up as, “I can’t remember what my expectation was before we got 

in the program, but I remember after the first session and then throughout it, I thought 

this is a lot of work. I hardly did any of it, but just to learn new skills, I felt a 

responsibility to use them…the expectation there was a lot of stuff but that’s how you 

change behavior.” His daughter, Margo, admitted, “It’s also hard to do some of the stuff.” 

Similarly, Sara’s parents also expressed surprise about the amount of work, sharing, “It 

takes longer and it was more work than I realized. There was more work involved. I just 

expected the wand to be waived and everything to be fixed.”  

Sub-Theme 1: Children had difficulty being reflective during interview. It 

should be noted that similar to how the treatment overall was anxiety provoking, so too 

was the semi-structured interview that youth completed to participate in this 

investigation. Evan explained the process of preparing for the interview with Sara, 

sharing, “Just coming in today, she was very…she was like I want out of here. When we 
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were sitting in those chairs, and I go, ‘Okay, what’s going on? What is it that’s making 

you feel uncomfortable? Well, it’s a new person and has this person done anything in the 

past, so we started going over is this “goop” [word they use for the child’s negative, 

anxious talk] talking? What’s going on? I bet we’re going to be okay because we have 

past experiences that we’ve had and then you can see, she just came in.’” Charlie found 

the personal questions particularly anxiety provoking for him, stating, “Anything that I 

could change. I don’t know. No questions but that wouldn’t really work.” Similarly, Sara 

shared, “I have to like know that person to tell them like a lot about me. So people don’t 

like know everything about me, like what’s going on in my life because it’s hard to tell a 

lot.”  

Although the interviewer tried to build rapport with the child participants, the 

children were still being asked to talk to a stranger. Therefore, the youth participants were 

very brave to participate, but also at times seemed to have difficulty being reflective, 

perhaps because they were feeling anxious. During many of the child interviews, the 

youth frequently said, “I don’t know” in response to questions or would report having a 

hard time describing different aspects of the treatment. When asked about his experience 

in the program, Oliver said, “Really it was…I’ve never done this so I don’t know what to 

rate it, like it was fine.” Similarly, Margo reported in response to being asked about how 

her anxiety feels after the treatment, “It’s hard to describe, it’s just different.” Charlie 
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tried to describe his post-treatment anxiety, sharing, “Now it’s only a little bit, I’m not 

sure how to describe it.”  

Some of the children admitted that they struggled to remember specific details. 

For example, when Oliver was describing an exposure he practiced, he reported, “I 

walked up to someone and asked them a question. I forgot what it was.” Natalie pointed 

out that her bad memory was a reason why it was important to involve her parents in the 

treatment because without her parents, she shared, “That would be really hard to do 

because I forget. I have a really bad memory and I forget a lot of stuff so I would leave 

something out and then I would be like this isn’t how you do it.” 

Sub-Theme 2: Children were resistant and avoidant during treatment. Many 

families described how their child was resistant and avoidant in treatment. This 

avoidance at times manifested as the child minimizing their anxiety or minimizing their 

progress in treatment. Trisha shared that Riley, “will say that she doesn’t mind that she 

doesn’t have a whole lot of friends.” Sara’s parents, Emily and Evan, reported that, 

“When you talk to her about this, it’s going to be like this hasn’t helped at all…She will 

say that she’s not better, insisting that the study hasn’t helped her.” Sometimes, the 

parents continue to be drawn into helping the child avoid. Holly reported, “She still 

avoids things so she doesn’t want to do them. She wants me to still do them.”  

Other times, parents brought up how the child does not implement the strategies 

they learned. For example, Michelle shared, “He outright rejected doing the things when 
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he was upset. I mean he would agree to everything in therapy and yes that makes sense 

and oh yeah, that’s a good idea and then when he got upset, he would say, ‘I can’t believe 

that I ever agreed to that. That’s stupid.’ He would just not try any of the things.” Charlie 

reinforces his mother’s statement by sharing, “I kind of just don’t really do anything new. 

Maybe just taking deep breaths? I don’t do that, and I don’t really do it that much.” 

Similarly, Emily shared that Sara also will not admit to using any of the strategies, 

reporting, “She won’t admit to using them or that she’s learned anything.”  

Sub-Theme 3: Irritating to implement treatment strategies learned. The families 

also admitted that sometimes it is irritating or frustrating to have to implement the 

strategies that they learned in treatment. Charlie confessed that he did not like working 

through the FEAR plans. Similarly, Riley shared, “I don’t know why. I just don’t like 

doing the FEAR plans. I know they’re like helpful and stuff, I just don’t like doing 

them.” Some families expressed feeling annoyed and irritated about implementing 

strategies at home. Karen shared, “It’s really annoying sometimes like I don’t have the 

time or energy to go through…there was one time, it’s midnight and I’m like we can’t go 

through another FEAR plan. Can we please go to sleep?” She also reported that she has 

seen Natalie get annoyed about using the strategies, reporting, “I’ll see her get annoyed 

with it too. Like she doesn’t want to do the work right then either. I don’t want to do it 

either so something’s gotta give. Either you’ve got to let your anxiety go and breathe 

through it or you’ve got to be willing to do the work.”   
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In summary, parent and youth participants also acknowledged how therapy can be 

hard work and anxiety provoking, which was different from what many families expected 

initially. The Coping Cat program is designed to directly produce anxiety during 

treatment, particularly when conducting exposures. However, the families highlighted 

that therapy in general was like an exposure for some children. In turn, participation in 

the interview for this investigation was also anxiety provoking for some of the youth 

participants. This may have led to some difficulty in the youth being able to respond to 

open-ended questions and being reflective. Furthermore, since therapy was hard work 

and anxiety provoking, some of the youth participants were resistant and avoidant during 

the treatment process. Many families also described how even when knowing about what 

strategies to use, sometimes it is irritating or frustrating to implement them because it 

takes time and energy.  

Theme 6: Exposures are a critical component of treatment. The parent and 

youth participants recognized that exposures were a key component to treatment. In fact, 

when Natalie was asked to describe her treatment experience, she said, “Yeah, a lot of 

exposures. That’s what it mostly was.” Families acknowledged that exposures were one 

of the most helpful components of the intervention. Julia explained, “Focusing on [a fear] 

each week, you know. Setting up different situations to approach, I think that was really 

helpful.” Evan described how it was important to learn the nuances of conducting 

effective exposures saying, “Learning how to grade exposures like the ladder I think that 
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helped versus just going from knowing her and going from okay we have something we 

want. We have our goal here, and then just jumping right into it or maybe grading it 

down and working on ways to get total achievement of that goal. I think that helped.” 

Riley pointed out, “I really liked that it really helps and stuff, like the exposures really 

can help afterwards.” Karen described how in previous treatment they did not conduct 

exposures, and, “if you don’t have the other pieces: you tried it, it wasn’t a success, good 

job for trying, let’s go back and start from the F step again…that part was completely 

missing from the process and that being present has been the difference between success 

and failure.” 

They also described conducting exposures across settings: in the clinic, home, and 

community. The exposures that they described in the interviews included talking to 

strangers in the clinic or in the community, separating from parents at bedtime, separating 

from parents at school drop-off, looking at pictures of bugs on the computer, and getting 

shots. Natalie explained her exposures related to shots, sharing, “For shots, we watched a 

video of people getting shots. None of them caused any anxiety, so we decided to go 

straight to meet at a grocery store and my child therapist got his flu shot. Then I got mine 

next, my vaccines.” Sara also explained how she progressed through an exposure about 

getting dropped off at school and saying goodbye to her mother, describing, “At first we 

just like say goodbye to each other. Then we got to where she says goodbye to me, and 

then I won’t see her after I sit down. At first, I would say goodbye to her, I would sit 
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down, and I would say bye to her again. Then I wouldn’t say goodbye to her, and then 

she’d be like a little farther around the corner, and then she’d be around the hallway.” 

Sub-Theme 1: Exposures helped the children conquer their fears. Over the 

course of treatment, the children used the exposures to face and conquer many difficult 

fears. Riley stated, “I had to show my Mom a piece of art I had done, and that’s usually 

really hard for me, really, really hard for me. To give people my art and show it to them.” 

Natalie also conquered difficult fears. She said, “For blood and cuts what we did…my 

Dad, actually he’s a fireman, so he has lots of pictures of [blood and cuts]. I actually got 

to a really hard one, and I was able to get through it really easily, which really surprised 

me.”  

The youth participants recognized that the more exposures they did, the easier it 

was to face their fears. Riley shared, “I feel like the more times you do them, it gets a lot 

easier.” Later in the interview, she reported, “[Exposures] are a lot less intimidating than 

it used to seem.” Charlie recognized that when doing exposures, “I knew it wouldn’t be 

bad in the end.” Jeffrey reported that doing exposures helped him get rid of his fears, 

sharing, “Talking to random people. I just went up to someone and asked them what time 

it was or if they had a piece of paper or what are the office hours or something and then 

that [fear] was kind of fixed.”  

Sub-Theme 2: Exposures were hard and uncomfortable. Although youth 

participants acknowledge that exposures are an important component of the intervention 
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that leads to progress, exposures are also designed to be inherently anxiety provoking. 

The youth described exposures as, “uncomfortable,” “embarrassing,” “scary,” and 

“hard.” Sara shared about an exposure in the community, reporting, “Like I didn’t want 

to stay there (in a restaurant) for a long time because I didn’t want to go around the whole 

entire restaurant and say, ‘I want to order something.’ I didn’t want that to happen 

because they were like staring at me and it would be really embarrassing.” When Margo 

was asked about exposures, she said, “They were hard sometimes.” Charlie reported that 

despite knowing it wouldn’t be that bad in the end, “I just really don’t like doing it.”  

Sub-Theme 3: Rewards were used to motivate children. Therefore, many 

families used rewards in order to help motivate the child to practice something difficult. 

Margo explained, “I got rewards. I got… what we decided to do is more like gems like 

have little gems that we bought and put them in a jar every time I did something like in 

my room, let’s say 100 points for doing it, sleeping in until 7, which is basically morning 

would be another 300 or something, and trips it’s 50 more.” Charlie shared, “The idea for 

a point system, that was fun.” Holly shared, “Kind of ironically, even though I’ve tried 

not to be this kind of parent, the rewards have been motivating for her…she likes the 

rewards.” Bill agreed and added, “Another thing the rewards might do is also distraction 

because if she can focus on oh it’s about getting the reward, then she doesn’t think about 

the feelings that might come along with like sleeping.”  
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In conclusion, exposures were viewed to be an important part of treatment that 

helped the child face and conquer numerous difficult fears. However, exposures are 

designed to be challenging and uncomfortable and the youth and parents acknowledged 

that during the interviews. Therefore, many families used a reward system to help 

motivate the child to complete the practice.  

Theme 7: Parent-training is an important and beneficial aspect of treatment. 

Across the interviews, it was evident that parent and youth thought that the parent-

training aspect of treatment was crucial. The parent and youth used the following words 

to describe the parent component: “deal breaker,” “essential,” “key,” “helpful,” and 

“necessary.” In regards to having his mother participate with him, Oliver shared, “I think 

it made it better in my opinion...I guess for me it helps.” Emily argued that “[the parent-

training component] is the key to this program working. I think it’s the parent and child 

components together.” Natalie explained, “I think it makes it better because there was a 

lot of things. If they didn’t know what was going on, and they like need you to be doing 

this, and I’m like no that’s not how you do it. I think it helps a lot with them knowing 

how to do it, and I’m not having to explain it when I’m really anxious.”  

 Many of the youth participants posited that it would have been harder without 

their parents participating. Specifically, Margo reported, “That would be harder, it would 

be a lot different. That’s all I can say. Just doing it all by myself, that would be harder.” 

Riley echoed that sentiment, sharing, “I think it would have been harder without [my 
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Mom].” Charlie specifically brought up how his parents help bring up specific details and 

real-life examples from the week that he has difficulty remembering, stating, “It was 

actually kind of helpful sometimes because when I didn’t know what I was saying, I was 

able to ask because sometimes I have a hard time remembering stuff that happened 

during the week.”  

Sub-Theme 1: Parent needed own space with parent therapist. The parents 

discussed how it was essential for them to have their own individual space with the 

parent therapist to process their own reactions, problem solve difficulties from the week, 

and receive needed feedback. Michelle stated, “I liked that I got to meet away from 

[Charlie], you know, and have some feedback on just my part.” Similarly, Julia reflected 

on the benefits of the individual time, and shared, “It was also nice to be able to ask 

questions not in front of him…It was nice to be able to articulate things and talk to the 

parent therapist about things like without feeling like I’m making things worse for him, 

being able to be really honest. That was nice.” 

The parents also brought up how helpful it was to have space to problem-solve 

their individual difficulties from the week collaboratively with the parent therapist. Holly 

described this experience as “I really appreciated the chance to just talk every week about 

apply it to our situation. I would be able to say to the parent therapist, this is how it really 

goes down and she’s really resistant about this skill and she won’t admit fear. How can 

we get at this? I felt like [the parent therapist] was very very creative at thinking, kind of 
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using analytical skills….it was almost like the problem solving component...let’s figure it 

out together.” Michelle expressed similar sentiments, reporting, “I had somebody who 

was familiar with what my child was dealing with and helped me figure out very specific 

situations, like how we could have done that better, you know, and talk about things that 

happened that weekend. Where it went wrong and try to learn from those things.”  

During the parent-training component, parents talked about beginning to use some 

of the coping strategies the child has learned to manage their own anxieties and stressors. 

They were specifically encouraged to use these strategies by the parent therapist, at times, 

employing these strategies in session to manage parental worry. Karen shared that during 

a session while they were planning for exposures, “the parent therapist said, ‘Sounds like 

you need to take some time doing some detective questions on yourself for this one,’ 

which is appropriate and funny.” Later in the interview, she added, “ I picked up some 

box breathing and the detective questions have been good. When I struggle with making 

decisions, what I have seen her work through and the questions I’ve been asked to ask 

have been helpful for me.” Emily and Evan also explained that they have been utilizing 

some of the coping strategies to manage daily stressors in their lives. Emily stated, “Just 

learning deep breathing and yoga and just normal adult life, working and running around 

busy. This is really nice. I need to do this everyday.” Evan added, “I think practicing 

mindfulness without judgment is just a fantastic way of making it through the day. When 
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you’re on the road and just traffic is horrendous, it can really just make you feel okay 

about being where you are, in your own skin.” 

The parent participants also spoke about how their participation in treatment has 

affected them personally. The parents described that they are less worried, less uptight, 

feel less guilt, are more patient, and have more empathy. Trisha even brought up, “It’s 

really made me more aware. I’ve done counseling, personal counseling a couple of times, 

and it’s been a while. I thought that I had a good handle on the anxiety. It really helped 

me re-assess that and make some changes.”  

Sub-Theme 2: Improvement in family interactions. The parent and youth 

participants explained how the parent-training component has led to changes in the 

families’ communication styles and the parent-child relationship in general. One idea that 

emerged from the data was that when parents participate, it helps create a common 

language, gets the family on the same page, and becomes a regular part of family 

discussions. This in turn, improves communication in the home. Karen explained that, 

“It’s been easier for all of us to be able to interact because we have this common 

language that we didn’t have before.” Bill highlighted that “[Margo’s anxiety] has been 

talked about and it’s out in the open. It’s like this is what we do.” Holly added that the 

treatment has “given us a regular sort of opportunity or reason to talk about these 

things…so it kind of gave us almost like an excuse. We’re going to be seeing the child 

therapist and parent therapist on Friday so we need to talk about this.” Trisha reported, 
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“[Riley now] opens up more frequently to me and she doesn’t necessarily wait until 

things are at like crisis level in her head before she comes to me, which is awesome.” 

Jeffrey pointed out, “I kind of like it better because then we were like on the same page. 

We can do stuff about what we each talked about with our people.”  

Not only has it increased the frequency of the parent and children’s 

communication, the parent-training component has also helped the parents communicate 

more effectively. Julia described the change in her interaction, stating, “On the way here, 

he was anxious about it. I probably would have been like, ‘Oh, you can do this. It’s just 

going to be whatever,’ and me kind of talking at him, giving him a pep talk. Now, I’m 

more like, ‘Well what could you tell yourself?’ It’s more like making him do the 

thinking.” Karen shared, “It’s made it more productive. We’re more productive when we 

sit down to talk. It’s much more productive.” Emily reported that she learned to validate 

Sara’s feelings when upset. She said, “Now when she tells me that she’s upset, I actually 

validate her feelings, which I was not doing before believe it or not. When she would tell 

me, ‘I’m upset.’ I was like, ‘You’ll be okay, you’ll be okay, you’ll be okay.’ Instead of, 

‘Oh my gosh, I’m so sorry you’re feeling that way. That’s really tough. What can we 

do?’… I think I do it in every other relationship in my life, but I wasn’t with her and she 

needed that.”  

The youth reported feeling more supported by their parents and enjoying the 

consistency between what is talked about in the clinic and how it is talked about in the 
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home. Natalie said, “[My parents are] not just saying do this. They actually comfort me 

through it, and say, ‘It’s alright. Let’s try the box breathing.’” Charlie admitted, “When 

I’m upset, I get a little bit more comfort.”  

Sub-Theme 3: Parental participation contributed to progress. Across the 

interviews, the parents and youth also discussed how the parent-training component 

helped contribute to the client’s progress in treatment, particularly in regards to making 

the exposure practices in the home and community more effective. Trisha explained, “I 

think the approaches to dealing with her anxiety at home would be so diminished 

[without parental participation in treatment]. It’s one thing to hear it in five minutes with 

a counselor about an idea, but it’s another thing to actually talk it through.” Allison 

agreed, sharing, “The parent therapist kept saying the important part is practicing. Well, I 

don’t know how you can practice if you don’t know really what’s going on, you know. 

So I liked that.” Karen reiterated that sentiment, explaining, “It would have been night 

and day different [if parents were not involved]. Natalie would have maybe come away 

with skills, but we would have been in the same cycle at home that we’ve been in for the 

last three years.”  

Youth participants described how parents have pushed and encouraged them to do 

more anxiety provoking things. Riley stated, “[Mom] has definitely helped push me 

outside of my comfort zone.” Charlie admitted that he now has to face his fears, sharing, 

“I also kind of have to do more things.” Jeffrey reported that his mother encourages him 
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to face his fears, saying, “Sometimes now, [my Mom] would say do this. It will help you 

get over your fears.” In addition to being supportive about conquering fears, youth also 

described how in therapy, which is an anxiety provoking environment, it was comforting 

to have parents participating too. Charlie explained, “ I just felt more comfortable in the 

beginning of the program.” For Sara, who had separation anxiety, she stated, “It made me 

feel better that they were actually there, but just a couple of rooms over…[without my 

parents participating] I would feel a little like overwhelmed, and I would feel a little 

anxious because I would miss them.” 

 Overall, the parent and youth participants valued the parent-training component. 

Parents described how it was very beneficial to have their own space to process, problem-

solve, and honestly discuss their individualized experiences and challenges with the 

parent therapist. Parent and youth also described how the parent-training component 

helped to increase the frequency of communication about anxiety in the home, but also 

led to a more positive, effective, quality interaction. Parents noted that their participation 

in treatment led to progress, specifically in regards to completing exposure practices at 

home. Furthermore, the youth participants appreciated the support and comfort they 

received from involving the parent alongside them in treatment.  

Triangulation Check with Questionnaire Data 

In qualitative research, triangulation is often used to avoid experimenter bias in 

data analysis. This approach involves gathering data from multiple sources and 
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comparing the consistency of the participants’ responses across these sources. For the 

present investigation, the PARS, CGAS, CGI, CQ, and PTR questionnaires were gathered 

as additional data sources. These measures were used to verify information provided in 

the interviews. The results of these questionnaires as well as a triangulation check 

highlighting the consistency between sources are provided below.  

 Pre- and Post-Treatment Anxiety Symptoms. The youth and parent participants 

completed the PARS interview to assess the symptoms and severity of youth anxiety at 

pre- and post-treatment. Table 4 displays the PARS severity ratings at pre-treatment. 

Table 4 

Pre-Treatment PARS Severity Ratings 

Child Symp.a Freq.b Sev. of 
Feelingsc 

Sev. of 
Physicald Avoid.e Inter. 

Famf 
Inter. Out 

Homeg 

Jeffrey 11 1 or 2 days 
a week Moderate Extreme Moderate None Minimal 

Margo 21 Many 
hours a day Moderate Mild Severe Extreme Minimal 

Charlie 15 Daily Moderate Moderate Mild Moderate Minimal 

Oliver 18 3 or 4 days 
a week Moderate Mild Minimal Moderate Moderate 

Sara 18 Daily Moderate Severe Moderate Severe Moderate 

Natalie 25 3 or 4 days 
a week Mild Moderate Moderate Mild Mild 

Riley 17 Daily Severe Severe Severe Severe Severe 
aRefers to number of anxiety symptoms. bRefers to frequency of anxiety symptoms.  
cRefers to severity of anxiety feelings. dRefers to severity of physical symptoms of 
anxiety. eRefers to avoidance of anxiety-provoking situations. fRefers to interference with 
family relationships or performance at home. gRefers to interference with peer 
relationships and performance outside of home.  
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 The number of symptoms reported at pre-treatment ranged from 11 to 25. The 

frequency in which participants experienced symptoms ranged from 3 or 4 days a week to 

many hours a day. The severity of anxious feelings ranged from mild to severe with most 

participants (5 out of 7) reporting moderate severity. In terms of the severity of physical 

symptoms, participants’ reports ranged from mild to extreme. Participants rated their 

avoidance from minimal to severe. Interference for the family at pre-treatment, ranged 

from none to extreme, while interference outside of the home ranged from minimal to 

severe. Overall, as anticipated in order to qualify for the study, pre-treatment anxiety 

symptoms were numerous, frequent, and severe based on the PARS interview. In 

comparing the results of the sample in the present investigation at pre-treatment to the 

three samples in the study by Ginsburg and colleagues (2011), all of the participants’ 

results most closely resembled the PARS severity rating of the sample with an anxiety 

disorder. Therefore, the pre-treatment data from the PARS supports Theme 1 generated 

from the interview data, that anxiety was elevated and impairing functioning before 

treatment. 

In addition to the structured PARS interviews, participants described the child’s 

pre-treatment anxiety during the semi-structured interviews as well. Some of the 

descriptions of the child’s pre-treatment anxiety are included in Table 5 below.  
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Table 5  

Participants’ Descriptions of Pre-Treatment Anxiety 

Child/Parent 
Participants 

Child Description Pre-
Treatment Anxiety 

Parent Description Pre- 
Treatment Anxiety 

Jeffrey and 
Allison 

“A lot worse. I used to not 
be able to stay home when 
Mom or Dad went out.” 

“All of the sudden, I couldn’t leave him with a 
babysitter. If I did, it had to be during the day and 
I had to be texting him the whole time. I had to be 
home at a certain time and he would be crying.” 
 

Margo, 
Holly, and 
Bill 
 

“It’s hard to describe.” “She is just generally anxious, but she doesn’t 
even think that she’s generally anxious so it’s just 
kind of hard.” 
 

Charlie and 
Michelle 

“Before it was definitely 
completely overwhelming, I 
really couldn’t do 
anything.” 

“If presented with a situation that created anxiety, 
like homework, or chores…it would very quickly 
spiral into despair and overwhelming like body 
disconnect. He would literally be in a fetal 
position saying I can’t do this.” 
 

Oliver and 
Julia 

“It was just hard to like do 
really anything too much.” 

“Pretty high in regards to other people that’s 
always been the biggest issue and it was 
definitely holding him back from doing things. 
Pretty high I would say.” 
 

Sara, Emily, 
and Evan 

“I would just like cry…My 
stomach would feel really 
bad.” 

“Just overwhelming and crying and just you 
know very very upset and then that would make 
me upset because I don’t want to see her upset.” 
 

Natalie and 
Karen 

“So I had terrible anxiety 
when I was younger and 
before this (treatment), I 
still had really bad anxiety.” 

“It was virtually debilitating…and it was brutal 
and it was bloodletting…It was a constant play-
by-play with what was happening at school every 
day. It was eggshell-walking you know.” 
 

Riley and 
Trisha 

“It was really really bad. 
I’ve had anxiety for a really 
long time, but I feel like it 
was getting to it’s high point 
where it was getting big.” 

“It was something that sort of undercut every 
facet of life I think and we had been kind of 
dealing with it so long… It was just the way she 
would go to school but she couldn’t talk and she 
had trouble making friends.” 
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 The participants’ descriptions are consistent with the results generated from the 

PARS interview in that symptoms are described as numerous, frequent, and severe. Some 

adjectives used to describe the child’s anxiety pre-treatment were, “terrible,” “bad,” 

“overwhelming,” and “debilitating.” Furthermore, the participants also described how the 

child’s anxiety made it hard to do daily activities and impaired the child’s functioning. 

Parents also spoke about how the child’s anxiety interfered with the parents’ functioning.  

The youth and parent participants completed the PARS interview again at post-

treatment. Table 6 displays the PARS severity ratings at post-treatment. 

Table 6 

Post-Treatment PARS Severity Ratings 

Child Symp.a Freq.b Sev. of 
Feelingsc 

Sev. of 
Physicald Avoid.e Inter. 

Famf 
Inter. Out 

Homeg 

Jeffrey 3 Daily Mild None Moderate Mild None 
Margo 12 Daily Mild Mild Mild Mild None 
Charlie 10 Daily Moderate Moderate Mild Moderate None 

Oliver 6 5 or 6 days 
a week Mild Mild None Minimal None 

Sara 11 1 or 2 days 
a week Moderate Mild None None Mild 

Natalie 6 1 or 2 days 
a week Minimal None Minimal None None 

Riley 19 3 or 4 days 
a week Moderate Severe Moderate Mild Moderate 

aRefers to number of anxiety symptoms. bRefers to frequency of anxiety symptoms.  
cRefers to severity of anxiety feelings. dRefers to severity of physical symptoms of 
anxiety. eRefers to avoidance of anxiety-provoking situations. fRefers to interference with 
family relationships or performance at home. gRefers to interference with peer 
relationships and performance outside of home.  
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The number of symptoms reported at post-treatment ranged from 3 to 19. The 

frequency in which participants experienced symptoms ranged from 5 or 6 days a week to 

daily. The severity of anxious feelings ranged from minimal to moderate, and the severity 

of physical symptoms ranged from none to severe. In terms of avoidance, participants’ 

responses ranged from none to moderate. Interference for the family at post-treatment, 

ranged from none to moderate, while interference outside of the home ranged from none 

to moderate, with the most frequent response corresponding to none. 

In comparing the results of the sample in the present investigation at post-

treatment to the three samples in the study by Ginsburg and colleagues (2011), two of the 

participants’ results closely resemble the PARS severity ratings of the sample with an 

anxiety disorder. In contrast, four of the participants’ results seem to fall between the 

results of the at-risk sample and anxious sample and one of the participants’ results 

closely resembles the non-anxious sample. In general, the results of the PARS interview 

at post-treatment suggest that participants continue to experience some heightened level 

of anxiety, but the symptoms are less frequent, less intense, and less impairing. Overall, 

the post-treatment data from the PARS supports Theme 2 generated from the interview 

data, that anxiety improved, but was not completely alleviated. 

The participants were asked to describe the child’s post-treatment anxiety during 

the semi-structured interview as well. Table 7 lists the participants’ descriptions of the 

child’s anxiety after 12-weeks of intervention. 
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Table 7 

Participants’ Descriptions of Post-Treatment Anxiety 

Child/Parent 
Participants 

Child Description 
Post-Treatment 

Anxiety 

Parent Description Post- 
Treatment Anxiety 

Jeffrey and 
Allison 

“Lot less on most 
parts.” 

“He still has some things we are working on, but 
he’s interested in working on them.” 
 

Margo, Holly, 
and Bill 
 

“I felt a lot better after 
treatment.” 

“I noticed just her sitting in the waiting room 
alone a while ago would have been very difficult 
for her because she was so clingy.” 
 

Charlie and 
Michelle 

“It’s less of a big deal 
now.” 

“He is pushing though more times than not so 
even if he is feeling it like after school he comes 
home and starts getting testy with his brother, 
and then starts doing his thing, I can redirect that 
energy and give reminders and it doesn’t 
devolve into what it used to.” 
 

Oliver and 
Julia 

“It’s definitely better.” “It’s definitely lower. It’s still there for sure, but 
his willingness to do it even though he’s anxious 
has gone up, his willingness to try new things.”  
 

Sara, Emily, 
and Evan 

“It’s like the same but 
better.” 

“Now the length of time that she is upset she can 
calm herself down in a shorter amount of time.” 
 

Natalie and 
Karen 

“Since this program, I 
have been doing 
amazing. I don’t 
know, it’s just like it 
magically happened.” 

“Now we go weeks without having any major 
anxious episodes. None of her anxiety episodes 
are anywhere near what her version of an 8 is 
now would have been a 5 for us back in the 
day…We are just head and shoulders beyond 
where things were.” 
 

Riley and 
Trisha 

“It’s definitely a lot 
better. It’s definitely 
helped me a lot with 
my social skills.” 

“She is still really anxious, but she’s a lot 
better.” 
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 Once again, the participants’ descriptions confirm the PARS’ results in that the 

child and parents reported continued anxiety symptoms, but also reported less frequent 

and intense symptoms. In general, participants described that the child’s anxiety was 

better. Participants shared that the child was able to perform activities he/she would not 

attempt before, was more willing to work on anxiety-provoking situations, and could 

calm down in a quicker length of time than before.  

Identifying Clinically Significant Change. When analyzing participants’ 

responses to the questionnaires, Ogles, Lunnen, and Bonesteel (2001) discussed how to 

identify a point at which change in scores is great enough to be considered reliable and 

not just a product of error. In this type of analysis, a reliability of change score is 

generated. Jacobson and Truax (1991) developed a formula to calculate a Reliable 

Change Index (RCI) for each individual participant. The formula is below: 

  Xpost – Xpre 
RCI =    ___________ 
        Sdiff 
 

where  Xpre  =  the pretest score  

 Xpost  =  the posttest score 

 Sdiff =  the standard error of the difference between the two test scores 

A RCI greater than 1.96 is considered reliable, and unlikely measurement error, and 

therefore it indicates significant improvement. In order to identify clinically significant 
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change in scores on the PARS and CQ from pre- to post-treatment, a RCI was calculated. 

Table 8 displays the pre- and post-treatment PARS total scores, the reliable 

change index computed to determine clinically significant change, and the percent change 

from pre- to post-treatment to compare anxiety severity before and after treatment.  

Table 8 

Pre- and Post-Treatment PARS Severity Total Scores 

Child 
Pre-Treatment 
PARS Severity 

Total 

Post-Treatment 
PARS Severity 

Total 

Reliable Change 
Indexa 

Percent Change 
Pre- to Post-
Treatmentb 

Jeffrey 18 13 -1.997 27.8% 
Margo 25 17 -3.195 32.0% 
Charlie 21 19 -0.799 9.5% 
Oliver 19 11 -3.195 42.1% 
Sara 26 13 -5.192 50.0% 

Natalie 19 7 -4.792 63.2% 
Riley 29 22 -2.796 24.1% 

Note. The total score is the sum of the seven severity items and ranges from 0 to 35. 
aA reliable change index greater than 1.96 is considered clinically significant change.  
bPercent change greater than 35% indicates a positive treatment response and percent 
change greater than 50% indicates remission.  
 

Across all participants, the PARS Severity Total was less at post-treatment 

compared to the pre-treatment total, which is consistent with participants’ reports that 

post-treatment anxiety, while still present, is less severe or problematic after 12-weeks of 

intervention. Six out of the seven participants had a RCI greater than -1.96, indicating 

clinically significant improvement. Two out of the seven participants had a change from 

pre- to post-treatment greater than 35%, indicating that they had a positive response to 

treatment. One out of the seven of the participants had a change greater than 50% and a 
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raw score of 7 at post-treatment, indicating remission. Therefore, the PARS data was 

consistent with Theme 3 generated from the interviews, that therapy is a helpful 

experience. However, it should be noted that one participant, Charlie, is an outlier, in that 

he did not make significant changes from pre- to post-treatment.  

In the study by Ginsburg and colleagues (2011), the mean total severity was 8 and 

25 for the at-risk and anxious population respectively. In the present investigation, every 

participant has a Total Severity rating less than 25, but six out of the seven participants 

have a Total Severity rating higher than 8. This indicates that the sample from the present 

investigation falls between the at-risk and anxious sample at post-treatment. The PARS 

data was consistent with Theme 3 generated from the interviews, that therapy is a helpful 

experience.  

Global Change from Pre- to Post-Treatment. In order to evaluate global 

improvements, the child’s clinician calculated a CGAS score evaluating global 

impairment and overall functioning at pre- and post-treatment, a CGI-S score to describe 

the severity of the youth’s anxiety at pre- and post-treatment, and a CGI-I score to 

delineate the child’s level of improvement from baseline was completed at post-

treatment. Table 9 below displays the CGAS, CGI-S, and CGI-I scores. These scores 

were computed for five out of the seven participants.  
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Table 9 

Pre- and Post-Treatment CGAS and CGI Scores 

Child CGASa CGI-Sb CGI-Ic 

 Pre Post Pre Post Change Post 
2 
2 
4 
2 
1 
-- 
-- 

Jeffrey 62 82 4 2 -2 
Margo 41 69 6 4 -2 
Charlie 65 66 4 4 0 
Oliver 48 66 6 4 -2 
Sara 40 77 6 2 -4 

Natalie -- -- -- -- -- 
Riley -- -- -- -- -- 

aScores range from 1-100. 100-91 superior functioning; 90-81 good functioning; 80-71 
no more than a slight impairment in functioning; 70-61 some difficulty in a single area; 
60-51 sporadic difficulties; 50-41 moderate interference in functioning; 40-31 major 
impairment in functioning; 30-21 unable to function in almost all areas; 20-11 needs 
considerable supervision; and 10-1 needs constant supervision. Scores 60 and below 
definite pathology, scores 61-70 probable pathology, and scores 71 and above normal 
functioning. 
bScores range from 1-7. 1 normal; 2 borderline mentally ill; 3 mildly ill; 4 moderately ill; 
5 markedly ill; 6 severely ill; and 7 extremely ill. A two-point change from pre- to post-
treatment is considered significant reliable change.  
cScores range from 1-7. 1 very much improved; 2 much improved; 3 minimally 
improved; 4 no change from baseline; 5 minimally worse; 6 much worse; and 7 very 
much worse since baseline. The CGI-I was computed at post-treatment.  
   

On the CGAS, one child was in the major impairment to functioning in several 

areas range at pre-treatment, two children were in the moderate degree of interference in 

functioning, and two children were in the some difficulty in a single area, but generally 

functioning pretty well range. In contrast, at post-treatment, three children’s CGAS 

scores corresponded to the some difficulty in a single area, but generally functioning 

pretty well, one child’s score corresponded to no more than a slight impairment in 
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functioning range, and one child’s score corresponded to the good functioning range. 

 Taking into account the cut-offs established by Bird and colleagues (1990), at pre-

treatment, three participants were in the definite pathology range and two participants 

were in the probable pathology range. At post-treatment, three participants were in the 

probable pathology range and two participants were in the normal functioning range. One 

participant was in the same range at pre- and post-treatment, indicating no significant 

improvement.  

On the CGI-S, three participants were in the severely ill range at pre-treatment 

and two participants were in the moderately ill range. At post-treatment, three 

participants were in the moderately ill range and two participants were in the borderline 

mentally ill range. Four out of the five participants had a 2-point change in scores from 

pre- to post-treatment, indicating significant reduction in the severity of anxiety over 

treatment. One child had the same CGI-S score at pre- and post-treatment, indicating that 

there was no significant improvement in the severity of his anxiety, which is consistent 

with the results of the CGAS measure for this participant.  

On the CGI-I, one participant fell in the no change from baseline range, three 

participants fell in the much improved range, and one participant fell in the very much 

improved range. These results demonstrate that most of the participants had clinically 

significant improvement in anxiety symptoms from baseline.  
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These questionnaire results are consistent with the interview data, further 

supporting Theme 3 that therapy is a helpful experience. Furthermore, the results between 

the CGI-I, CGI-S, CGAS, and PARS measures were consistent, in that most of the youth 

participants made significant improvements, specifically in terms of reducing the severity 

of the youth’s anxiety and improving the youth’s functioning, over treatment. However, 

one youth participant, Charlie, consistently showed no significant improvement across 

measures and continues to be an outlier in terms of treatment gains.  

Coping Skills. In order to better understand the child’s coping, youth were asked 

to complete the CQ at pre- and post-treatment. Tables 10 and 11 describe the result of 

this measure at pre- and post-treatment.  

Table 10 

Pre- and Post-Treatment CQ Distraction, Relaxation, and Physical Energy Scores 

Child Distraction Relaxation Physical Energy 
 Pre Post RCI Pre Post RCI Pre Post RCI 

Jeffrey 16 16 0 8 6 -1.22 17 17 0 
Margo 27 22 -1.03 13 11 -1.22 30 29 -0.24 
Charlie 20 23 0.62 9 10 0.61 15 16 0.24 
Oliver 30 25 -1.03 10 8 -1.22 26 23 -0.71 
Sara 23 22 -0.21 10 10 0 15 18 0.71 

Natalie 25 43 3.73 10 17 4.27 28 42 3.29 
Riley 46 34 -2.48 17 13 -2.43 22 16 -1.41 

Note. A reliable change index (RCI) greater than 1.96 is considered clinically significant 
change.  
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Across the Distraction, Relaxation, and Physical Energy subscale, one participant 

reported a clinically significant change from pre- to post-treatment, indicating that she 

significantly increased her use of coping skills in these three areas. One participant had a 

clinically significant negative change on the Distraction and Relaxation scales, indicating 

that she used significantly less distraction and relaxation strategies at post-treatment 

compared to pre-treatment.  

Table 11 

Pre- and Post-Treatment CQ Coping Thoughts, Spirituality, and Total Scores 

Child Coping Thoughts Spirituality   Total Coping Skills 
 Pre Post RCI Pre Post RCI Pre Post RCI 

Jeffrey 37 23 -2.49 17 16 -0.36 135 113 -1.13 
Margo 26 22 -0.71 9 9 0 148 134 -0.72 
Charlie 18 18 0 8 9 0.36 96 108 0.62 
Oliver 25 29 0.71 9 8 -0.36 133 124 -0.46 
Sara 19 15 0.71 8 8 0 108 98 -0.51 

Natalie 37 44 1.24 18 20 0.73 152 216 3.29 
Riley 48 34 -2.48 22 17 -1.82 196 152 -2.26 

Note. A reliable change index (RCI) greater than 1.96 is considered clinically significant 
change.  
 

There were no clinically significant positive changes from pre- to post-treatment 

for the Coping Thoughts or Spirituality scales. One participant had a clinically significant 

negative change, indicating that she used significantly less Coping Thoughts at post-

treatment compared to pre-treatment.  
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Overall, there was great variability in the participant’s pre- and post-treatment 

scores. Five out of the seven youth had a final total score that was less at post-treatment 

compared to pre-treatment. One participant had a clinically significant positive change 

from pre- to post-treatment, while one other participant had a clinically significant 

negative change.  

In addition to the CQ measure, the children described the coping strategies they 

learned and used throughout their semi-structured interviews. The specific coping 

strategies that they described in their interviews are outlined in Table 12.  

Table 12  

Coping Strategies Described in Child Interview 
Child Coping Strategies Named or Described in Child Interview 

Jeffrey Coping thoughts 
Margo Visual imagery and listening to music or audio books 
Charlie Deep breathing and detective questions 

Child also reported, “I don’t really do anything new.” 
Oliver Coping thoughts, belly breathing, detective questions 
Sara Deep breathing, reading, petting my dog, saying the positive 

instead of the negative 
Natalie Thoughts, belly breathing, robot/ragdoll (progressive muscle 

relaxation) 
Riley Coping thoughts 
 

During the research interviews, the children identified specific coping strategies 

that they learned and used throughout the program. Often they were able to provide 
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examples of when they had used coping strategies in specific anxiety provoking 

situations recently encountered.  

The CQ measure revealed that one participant had an increase in Distraction, 

Relaxation, Physical Energy, and Total coping strategies from pre- to post-treatment. In 

the interview, this participant specifically identified that coping thoughts and relaxation 

strategies, like belly breathing and progressive muscle relaxation, were strategies that she 

regularly used to manage her anxiety. However, this participant, Natalie, appears to be an 

outlier. The rest of the six participants did not have a clinically significant increase in 

coping skills over treatment. In contrast, in the interviews, all seven participants 

identified specific strategies they used to cope, although one participant, Charlie, 

admitted that he does not really use any.  

Therefore, there was inconsistency between the CQ measure and interview 

reports. The results of the CQ found that only one participant had a clinically significant 

increase in the amount and frequency of coping strategies used from pre- to post-

treatment. However during the interviews, the youth and parent participants talked about 

how during the intervention, the child created a toolbox of coping strategies they could 

choose from when needed. Youth were also able to identify specific strategies that they 

found helpful. It should be noted that in the interviews, the quantity of strategies was not 

highly emphasized but rather the idea of trying and consistently using a few strategies 

that the child particularly liked.  Perhaps during the program the youth focused on 
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mastering their use of a few, specific coping strategies, emphasizing quality use rather 

than the quantity of strategies.   

Looking across scales, the youth participant who made the most significant 

treatment gains, as evidenced by classifying as in remission from the post-treatment 

PARS scores, endorsed clinically significant increases in the use of Distraction, 

Relaxation, Physical Energy, and Total coping skills. This suggests that increasing the 

amount of coping strategies used could contribute to further treatment success.  

Therapeutic Relationship. Five out of the seven participants completed the 

Perception of Therapeutic Relationship questionnaires at post-treatment. Youth 

completed this measure regarding their relationship with their therapist, while parents 

completed this measure related to their relationship with their therapist as well as the 

relationship their child had with the child’s therapist. 

Table 13 

Perception of Therapeutic Relationship Questionnaire  

Child/Parent Participants PTR Youth PTR Parent about Youth PTR Parent 

Jeffrey and Allison -- -- -- 
Margo and Holly 41 42 44 

Charlie and Michelle 39 40 44 
Oliver and Julia 34 33 44 
Sara and Emily 26 40 44 

Natalie and Karen -- -- -- 
Riley and Trisha 39 44 44 

Note. The scores range from 0-44. 0-6 very weak relationship; 7-14 weak relationship; 
15-20 poor relationship; 21-26 acceptable relationship; 27-32 good relationship; 33-38 
strong relationship; and 39-44 very strong relationship. 
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 All of the parents rated their relationship with the parent-therapist as the highest 

score possible, indicating that they had a very strong therapeutic alliance with the parent 

therapist. Parents tended to rate their child’s relationship slightly higher than the child 

rated their relationship with the child therapist. Specifically, four out of the five parents 

rated the child’s relationship with their therapist higher than the child’s report. Four 

parents’ responses indicated that their child had a very strong relationship with the child 

therapist, while one parent’s responses corresponded to the range indicating a strong 

relationship. Three out of five child participants rated their relationship with their child 

therapist as very strong, one child rated their relationship as strong, and one child’s 

responses corresponded with having an acceptable relationship with their therapist.  

In general, the PTR results and interview data are generally consistent with each 

other. One child participant, Sara, did serve as an outlier, rating their relationship as 

“acceptable” with their therapist, the lowest of the group of participants. In their 

interview, the child did not discuss their relationship with their therapist, suggesting that 

this relationship was not something that stood out as part of her intervention process. 

Nevertheless overall, the two data sources confirm the idea that the majority of 

participants had strong, positive relationships with their therapists that were particularly 

beneficial in treatment and support the creation of a sub-theme about Positive 

Therapeutic Relationships.  
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Outlier Cases 

 One case that emerged as an outlier from the other participants was Charlie. On 

the PARS, CGAS, and CGI measures he was the one participant that did not make 

clinically significant gains in treatment. In the type of data analysis used in this 

investigation, themes and conclusions are made that represent the whole sample rather 

than individualized cases. However, the results of this case are somewhat different from 

the other participants and it is worth describing briefly how Charlie’s case is different to 

inform the effectiveness of treatment. Throughout the interviews, Charlie endorsed high 

levels of resistance and found the treatment process as a whole to be particularly anxiety 

provoking. He and his mother reported that getting asked personal questions by strangers 

is one of his highest anxieties. Therefore, the treatment as a whole was particularly 

challenging because he had to face his greatest fear every time he came to a therapy 

appointment. He also admitted that even though he learned strategies that he could use to 

manage his anxiety, he did not implement them in anxiety provoking situations. Charlie 

also acknowledged that the exposures were very hard for him. He shared that even 

though he knew they would not be that bad, he was very avoidant about engaging in 

exposure practices. In Charlie’s case, avoidance about engaging in exposure practice, 

implementing strategies, resistance to implementing strategies taught in treatment, and 

viewing the therapy process as a whole as very anxiety provoking all may have affected 

his success in treatment.  
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 Another case that was somewhat of an outlier was Natalie, in that she made 

significant gains in treatment and was the only participant in the remission stage based on 

her post-treatment PARS scores. It is again important to explore why Natalie may have 

made more significant gains in treatment than the other participants. In Natalie’s case, 

she was the only participant that endorsed clinically significant changes in coping 

strategies from pre- to post-treatment, suggesting that increasing the quantity of coping 

strategies used might lead to further treatment gains. In the interview, Natalie and her 

mother both spoke about how Natalie gained mastery over her anxiety and realized that 

she had control over her fears throughout the course of treatment. Perhaps this increase in 

her confidence in managing her anxiety and viewing her fears as controllable led to 

greater treatment success. Natalie and her mother also spoke about her strong relationship 

with her therapist and how she connected, felt understood, and received great support 

from her therapist. Natalie was also taking anxiety medication during treatment and 

perhaps this led to greater treatment gains. Overall, an increase in the quantity and 

frequency of coping strategies, an increased insight into how anxiety is controllable, a 

strong therapeutic alliance, and the use of medication all may have contributed to 

Natalie’s significant treatment success.  

  



 
 
 
 

169 

Chapter 5:  Discussion 

Summary  

 The main aim of the present investigation was to gain insight into youth and 

parents’ experiences in a cognitive behavioral intervention program with a parent-training 

component. By honoring their unique perspectives and allowing participants the 

opportunity to voice their opinions about their treatment experiences, researchers can 

begin to understand the most valuable aspects of treatment and the most beneficial 

components associated with positive treatment outcomes in order to inform and improve 

future interventions. 

Overall Helpfulness of the Intervention. As evidenced from the data analysis, 

parent and youth participants viewed the intervention as helpful. They described the 

intervention program as a positive experience and recognized that their respective child 

made progress over the course of the 12-weeks. The parents and children discussed how 

post-treatment, the intensity and frequency of the children’s anxiety has been reduced and 

that the children and families’ functioning is less impaired. This finding was also 

confirmed by changes in the CGAS, CGI, and Total Severity PARS scores from pre- to 

post-treatment. The children as well as the parents learned specific coping skills and 

reported engaging in more adaptive thinking through the use of coping thoughts. Youth 

participants not only have been able to identify practical coping skills to use, but also 

described specific situations where they had to manage their anxiety, demonstrating how 
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to apply these practical skills in real-life anxiety provoking situations. On the CQ 

measure, participants’ responses indicated that while there were not significant increases 

in the amount of coping skills learned and used, the interviews suggested that instead 

participants have been able to focus on applying targeted self-selected coping strategies 

that they preferred to use regularly.  

Pre-Treatment Functioning. As expected and as a criterion to qualify for the 

study, youth and parents described their child’s anxiety as severe, intense, frequent, and 

impairing prior to the initiation of the therapeutic intervention integral to this research. 

Parents explained how their daily functioning was also negatively impacted by their 

child’s anxiety. The child participants explained that their anxiety was often 

overwhelming and uncontrollable and this manifested in tears or intense somatic 

reactions. The youth reported frequently engaging in avoidance behaviors. Most of the 

parents reported that they engaged in accommodation often allowing the child to avoid 

situations that were anxiety provoking or performing activities for the child so he or she 

could further avoid. Parents also discussed how they did not know how to react 

appropriately when the child became anxious. This often resulted in the parents either 

attempting to downplay, discount, or disregard the anxiety or becoming drawn in 

emotionally along with the child.  

Post-treatment Functioning. In contrast, after treatment, the youth and parents 

acknowledged that the child continued to experience anxiety, but it was more 
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manageable, less intense, and infrequent. Youth reported applying coping skills to 

manage their anxiety in the moment and described how they used exposures to practice 

facing their fears instead of avoiding. Parents also reported that they engage in less 

accommodation and now are able to respond in more effective ways by validating their 

child’s feelings, encouraging their child to be brave and face their fears, and developing a 

plan for how to appropriately manage the child’s anxiety.  

It should be noted that the goal for anxiety treatments is not to eliminate anxiety 

entirely because it is a universal emotion that is adaptive and protective. Instead, the goal 

is to reduce impairment in functioning and severity of symptoms that result from 

disordered anxiety. Based on the participants’ reports, the severity of the child’s anxiety 

and impairment in family functioning were significantly reduced during this intervention 

program. While one participant consistently demonstrated across measures that they had 

not changed over the course of the intervention, the majority of participants made 

clinically significant improvements. The scores on the PARS, CGAS, and CGI scales 

were no longer comparable to samples of anxious youth at post-treatment, but they were 

also still not comparable to non-anxious samples. On the CGAS, three participants were 

in the definite pathology range and two participants were in the probable pathology range 

at pre-treatment compared to three participants in the probable pathology range and two 

participants in the normal functioning range at post-treatment. Therefore, at post-

treatment, the majority of youth participants had made significant clinical improvement 
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and had moved from the disordered to the at-risk range. This was supported by the 

interview data, in that families believed the youth had made substantial improvements, 

but continued to experience some occasional heightened and impairing anxiety.  

Child Intervention Experience. The youth described their treatment experience 

as a learning opportunity. Some of the children compared therapy to a class where they 

learned about anxiety. The children were able to acknowledge both positive and negative 

aspects of their experiences. The children built strong relationships with their therapists, 

improved over the course of treatment, learned concrete coping strategies, conquered 

their fears, and enjoyed having their parents participate. At the same time, the youth also 

acknowledged how difficult and anxiety provoking therapeutic interventions can be. 

Some children likened therapy to an exposure. While the exposure phase in particular is 

designed to cause moderate anxiety and discomfort, the children highlighted that the 

entire treatment process can be anxiety provoking because they had to interact with 

strangers throughout the intervention and confront and discuss their greatest fears. 

Avoidance is a major component of anxiety, and the children were resistant and avoidant 

during the course of treatment and during the interviews for this investigation as well. 

While children recognized that therapeutic interventions are beneficial and the strategies 

learned are effective, at the same time, they are in the midst of battling their anxieties; 

consequently, they have a focused desire to avoid. Interestingly, some children spoke 

about a shift in their locus of control. Whereas before treatment it felt like anxiety was 
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outside of their control, some children spoke about developing mastery over their anxiety 

and recognizing that they do indeed possess control and can manage their anxiety 

effectively.  

Parent Intervention Experience. Similar to the youth participants, the parent 

participants also described their experiences as learning opportunities. Many of the 

parents reported that they did not know what anxiety was or how to help their child 

before the intervention program. Consequently, a large part of their experiences focused 

on education about anxiety. The parents shared how they appreciated an open, non-

judgmental environment to discuss with their therapists their individual concerns and 

difficulties experienced each week as well as the opportunities to process their own 

reactions without being in the presence of their children. Some of the parents discussed 

their child’s resistance to treatment and placed significant emphasis on learning the 

strategies themselves to be able to assist the child regardless of their engagement in the 

treatment process. The parents also discussed how helpful it was to have a step-by-step 

guide about specific approaches to manage the child’s anxiety and create exposures 

initially in treatment, particularly because this was unfamiliar to many families. However, 

as treatment progressed, the families used the formal, structured FEAR plans less and less 

and were able to simply dialogue about the exposures with their child.  

Parent-Child Relationship. The families all reported that the parent-training was 

beneficial and contributed to treatment success. The parents and children discussed 
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positive changes in their interactions and relationships over time. The parents spoke 

about how a major emphasis of the parent-training component was learning how to 

effectively and appropriately support their child. The parents were able to increase the 

frequency and quality of the discussions and conversations they had with their child 

about their anxiety. They also reported that the parents decreased the amount of 

accommodation they were engaging in, and instead, were able to push their child to face 

their fears and prompt their child to use the skills they had learned. The children also 

explained that they found it comforting and supportive to have their parents participate 

with them, particularly since therapy was demanding and anxiety provoking at times. The 

families overwhelmingly supported the involvement of parents in the intervention, often 

attributing it to treatment progress and success. They highlighted that parental 

involvement in treatment specifically made exposure practices in the home and 

community more effective.  

Main Findings 

Randomized control trials have demonstrated that the Coping Cat program is an 

efficacious intervention for treating anxiety in youth (Kendall, 1994; Kendall et al., 1997; 

Flannery-Schroeder & Kendall, 2000; Walkup et al., 2008). Similarly in this 

investigation, the youth and parent participants confirmed that, from their perspective, the 

Coping Cat intervention was helpful and led to positive treatment outcomes. This became 

apparent across the first three main themes where participants identified that pre-
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treatment anxiety was elevated and impairing the child and family’s functioning, 

recognized that at post-treatment, the child’s anxiety was better, but not completely gone, 

and described therapy as a helpful, positive experience overall. This finding was 

supported by the results of the PARS interview, with six out of the seven participants 

reporting clinically significant improvement in the child’s anxiety from pre- to post-

treatment. Further confirming these results, the CGI and CGAS scores revealed 

significant improvement in all of the participants excluding one.   

Another major finding of this research was that therapy is an active, learning 

experience for both the child and parents. Most of the parents acknowledged that they did 

not have an adequate understanding of pediatric anxiety before treatment. Therefore, the 

parent-training component focused on providing education about what anxiety looks like 

in children and what specific techniques and language the parent could use to effectively 

help their child. Parents acknowledged that a major focus of the parent-training 

component was on reducing parental accommodation. Research has suggested that 

accommodation is highly prevalent in families who have a child with GAD, SAD, and 

SoP (Lebowitz et al., 2013). In the present investigation, the parent participants 

confirmed this research finding, endorsing that they regularly engaged in accommodation 

before the intervention program. The parent participants explained that at pre-treatment, 

they did not know what to do in response to their child’s anxiety and did not want to 

exacerbate or worsen the child’s distress, therefore they accommodated.  
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One study has found that parental accommodation was reduced from pre- to post-

treatment after the child received individual CBT, suggesting that parental 

accommodation can be reduced through child-only treatment (Kagan et al., 2016). 

However, the researchers argued that since accommodation inherently conflicts with a 

primary goal in CBT of reducing avoidance, directly targeting accommodation might 

provide greater treatment success. Similarly, Norman, Silverman, and Lebowitz (2015) 

suggested that an important approach to treating pediatric anxiety is to focus on how 

parents become involved in their child’s anxiety. However, the researchers found that 

there is great variability in how much emphasis is placed on accommodation in parent-

based interventions. Most programs encourage parents to reduce their facilitation of 

avoidance in the child, but do not include a systematic approach to monitoring and 

reducing parental accommodation as a primary goal in treatment (Norman, Silverman, & 

Lebowitz, 2015). The Supportive Parenting for Anxious Childhood Emotions (SPACE) 

program is a new parent-only intervention that focuses on changing how parents respond 

to their child’s anxiety, explicitly teaching how to gradually withdraw accommodation 

(Lebowitz, Omer, Hermes, & Scahill, 2014). The initial findings from a 10-week 

implementation of the SPACE program found significant improvements with reduction in 

both the children’s anxiety and family accommodation. In the present investigation, the 

participants confirmed the importance and benefit of focusing directly on reducing 

accommodation in the parent-training component. Parents frequently described learning 
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about accommodation as a “light bulb moment.” The parent participants highlighted the 

benefits of receiving education about the role of accommodation, obtaining direct 

coaching on ways to systematically reduce accommodation, and problem solving 

difficulties as they emerged with the parent clinician. By reducing their accommodation 

and increasing their awareness about pediatric anxiety, the parent participants stated that 

they were able to learn more effective and appropriate ways to respond to their child’s 

anxiety, such as encouraging them to face their fears and use their coping strategies. 

Parents recognized that reducing parental accommodation was a core tenant to the parent-

training component of the intervention, suggesting that this explicit focus should continue 

to be incorporated into future parent-training programs.  

Therapy was considered a learning process for the child participants as well. A 

major goal of many families that participated in this investigation was for the child to 

gain a toolbox of coping skills, which they could use to manage their anxiety. In the 

interviews, the children identified specific coping strategies that they had learned through 

the intervention and explained how they had applied these coping strategies to real-life 

anxiety provoking situations. However, the participants’ semi structured interviews 

differed from the results on the CQ measure, with only one participant demonstrating a 

clinically significant increase in coping strategies from pre- to post-treatment. It appears 

that rather than increasing the quantity of coping strategies used to manage anxiety, the 

Coping Cat intervention allowed the youth participants to hone in on identifying a few 
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targeted strategies from a menu of options that they found particularly effective. 

Nevertheless, it should be noted that this conclusion is not supported by the results of the 

CQ measure.  

 To facilitate the child and parents’ learning, scaffolding was an integral 

component of the intervention experience. Initially, the participants required in-depth 

education, reinforcement and direct guidance from the therapists as well as additional 

time devoted to developing detailed exposures. As treatment progressed, the participants 

required less and less direct guidance from the therapist, with the parents learning how to 

create the plans and facilitate exposure practices independently with the child, while 

troubleshooting challenges with the clinicians. The ultimate goal was for the child to 

develop sufficient skills and gain enough confidence to cope and face their fears 

independently. However, most families were working through this stage of the process 

and encouraging the child’s autonomy while completing the twelfth meeting. In the 

literature, this process is described as the transfer of control, where knowledge, skills, and 

methods are passed from the therapist to the parent and ultimately to the child (Silverman 

& Kurtines, 1999). The parent is trained and supported by the therapist to encourage the 

child’s implementation of strategies and exposures, and then gradually the parental 

support lessens so that the child can implement the strategies independently. The child 

and parent participants of the present investigation confirmed that the concept of transfer 

of control is a beneficial way to scaffold and teach concepts and skills taught in therapy.   
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 It is important to note that while the parents and youth described the treatment 

process as a positive experience, at the same time, they recognized that there were some 

difficult components of treatment as well. Another major research finding was that 

therapy is hard work and anxiety provoking. While certain aspects of anxiety treatment 

are designed to be moderately anxiety provoking, such as the exposures, the youth and 

parent participants stated that the therapy process in general can create anxiety. For 

anxious youth, simply interacting with strangers that are part of their treatment team, 

talking about their biggest fears, having to be separated from their parents, or not being 

allowed to avoid can all be particularly challenging and frightening. Essentially, therapy 

as a whole is a type of exposure. For some youth participants, this led to resistance and a 

lack of engagement in the treatment process. Participants suggested that it is particularly 

important for therapists to take time to establish rapport and buy-in from the participants 

since therapy can be so anxiety provoking. Similarly, it should be noted that the interview 

for this particular investigation was anxiety provoking for some of the youth participants 

as well, perhaps resulting in difficulty being reflective or avoiding describing details 

about their anxiety and the treatment process.  

There has been great debate about which specific components of CBT treatment 

produce positive therapeutic change. Most research has found that exposures or 

exposures and cognitive restructuring combined are superior to cognitive restructuring 

alone or relaxation alone (Borkovec & Costello, 1993; Menzies & Clarke, 1995). Some 
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researchers posit that the combination of anxiety management strategies like cognitive 

restructuring enhance the effectiveness of exposures (Butler, Cullington, Munby, Amies, 

& Gelder, 1984; Mattick & Peters, 1988), but other studies have indicated that exposure 

alone produces greater changes than combined components (Hope, Heimberg, & Bruch, 

1995; Foa et al., 2003). Therefore, ambiguity continues to exist in regards to the most 

effective components of CBT intervention.  

In this investigation, the intervention that participants received included a 

combination of both coping strategies, including cognitive restructuring, and exposures. 

All of the participants identified specific coping strategies they found beneficial, with 

five participants identifying cognitive restructuring, or coping thoughts, as helpful. 

However, based on the results of the CQ measure, only one participant had a clinically 

significant change in frequency and use of Distraction, Relaxation, Physical Energy, and 

Total coping strategies over the course of treatment. Since the majority of youth did not 

report clinically significant changes in coping strategies, perhaps coping strategies are 

desirable for participants to know and be able to access if needed, but are in actuality, not 

a true facilitator of therapeutic change. On the other hand, the one youth that did 

demonstrate clinically significant change from pre- to post-treatment in use and 

frequency of coping strategies was also the one participant that was classified in the 

remission stage from the PARS interview, suggesting that increasing coping strategies 

does in fact lead to greater treatment success. After learning coping strategies and 
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completing the skill-building segment of the intervention, the participants moved onto the 

practice phase, where exposures were completed. 

An important finding that emerged in this research investigation was that 

exposures are a critical and helpful aspect of treatment. The youth and parent participants 

described how exposures enabled the children to face and conquer their fears in a 

systematic way. The youth participants discussed how the more they engaged in 

therapeutic exposures, the easier facing their successive fears became. Ultimately, this 

study supports the idea that the combination of anxiety management strategies, including 

cognitive restructuring, as well as exposures leads to positive therapeutic change. It 

should be noted that while coping strategies were viewed as helpful by participants’ 

reports in the interview, exposure practices specifically were acknowledged as a vital 

catalyst for change. This suggests that coping strategies alone or cognitive restructuring 

alone might not have been as effective without the exposure component. Perhaps instead, 

coping strategies serve to enhance the effectiveness of exposure practices, as suggested 

by Butler, Cullington and colleagues (1984) as well as Mattick and Peters (1988). Since 

all participants completed both the skill building and exposure segments of the 

intervention, it is difficult to determine how the combined segments worked together to 

enhance or hinder the treatment process, and this area of research continues to warrant 

further investigation.  

However, while the participants acknowledged the benefits of using exposures in 
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therapy, they also recognized that exposures are difficult and uncomfortable. The 

participants again described the juxtaposition between recognizing that a particular aspect 

of treatment, such as exposures, is helpful, while also understanding how it is 

challenging. Therefore, the participants are having to combat their desire to avoid 

exposures in order to ultimately help themselves complete treatment successfully.  

In addition to the specific components of CBT, another important common factor 

that might contribute to positive therapeutic change is the therapeutic relationship. Meta-

analyses have determined that there is a positive association between the therapeutic 

relationship and treatment outcome (Karver, Handelsman, Fields, & Bickman, 2006; 

Shirk, Karver, & Brown, 2011). However, other studies have found that there is not an 

association between therapeutic alliance and therapeutic outcome (Kendall, 1994; 

Kendall et al., 1997).  In the present investigation, all of the parent participants reported 

having very strong therapeutic relationships with the parent clinicians. The parents also 

rated their child’s relationship with their individual therapists, reporting that the children 

had very strong to strong therapeutic alliances. Most of the child participants reported 

having very strong or strong therapeutic alliances as well, with one child reporting that 

they had an acceptable therapeutic alliance. The positive therapeutic relationships formed 

between the participants and their respective therapists became evident throughout the 

interviews, resulting in a sub-theme, with many participants sharing how important it was 

to feel validated and supported throughout treatment. Therefore, another main finding of 
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this study is that therapeutic alliance is an essential, important, and beneficial aspect of 

treatment. The participants suggested that the therapists helped them feel supported and 

understood, while also serving as a knowledgeable guide, leading them through the 

treatment process. What may have contributed to the families feeling validated and 

supported was that the therapists were informed and confident in the treatment process 

and able to reflect back the participants’ success and progress.  

Some participants suggested that in order to help reduce resistance in the child, 

more time should be spent establishing rapport and building a relationship between the 

therapist and the child. A study by McLeod and colleagues (2014) explored the 

relationship between therapeutic alliance and client involvement at different intervals 

throughout a CBT intervention treating anxious youth. They found that an early 

therapeutic alliance did not predict client involvement, but that positive changes in the 

therapeutic alliance predicted higher client involvement later in treatment. This suggests 

that developing a positive therapeutic relationship throughout the course of treatment sets 

the stage for successful client involvement in subsequent sessions. In addition, positive 

changes in client involvement predicted stronger therapeutic alliance. This research 

indicates that continuing to work on and develop a strong therapeutic relationship 

throughout treatment may be a particularly important means to increase client motivation 

and engagement as treatment progresses.  
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However, the participants in this investigation proposed that the beginning of 

treatment is a critical time to establish a strong working relationship between the client 

and their therapist in order to establish buy-in from the client and create successful 

engagement in treatment from the outset. In this study, the strength of the therapeutic 

alliance was only measured at post-treatment. Nevertheless, this continues to be an 

important area for future exploration to better understand the role that the therapeutic 

relationship can play in reducing client resistance as well as clarifying if there are critical 

milestones in the therapeutic relationship that predict greater treatment success.  

Research to date has yielded mixed results regarding the benefits of including 

parents in interventions for anxious youth. One RCT demonstrated positive benefits of 

parental involvement (Barrett, Dadds, & Rapee, 1996), while other studies have found 

that there is no significant benefit to the inclusion of parents in treatment (Nauta, 

Scholing, Emmelkamp, & Minderaa, 2001; Nauta, Scholing, Emmelkamp, & Minderaa, 

2003; Simon et al., 2011; Silverman, Kirtines, Jacard, & Pina, 2009). However, unlike 

other research of this aspect of parental involvement, the present investigation had the 

unique opportunity to gain insight into what it is like for parents to be involved in the 

treatment process and to explore more fully the utility of including parents from the 

participants’ perspectives. The parent and youth participants reported extremely positive 

views about the parent-training component of the intervention and posited that the 

inclusion of parents contributed to the child’s progress in treatment in the following 
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ways: by educating the parents about the role of accommodation; by improving the 

quality of the interactions the child and parent had about anxiety; and, by leading to more 

effective implementation of strategies and exposure practices within the home.  

In general, this important finding expands the available literature and supports the 

idea that parents can indeed perform a central role in the generalization and maintenance 

of therapeutic change as vital positive behavioral change agents partnering with 

therapists. The idea that parents can help generalize skills learned in treatment to real-

world settings was viewed as an advantage and rationale for incorporating parent-training 

into pediatric anxiety treatment by Barmish and Kendall (2005). In fact, Barrett and 

colleagues (1996) specifically suggested that, “if courageous, nonfearful behaviors 

become part of not only the child’s but also the family’s repertoire, the child’s chances of 

successful generalization of such behaviors into other settings over time may be increased 

(p. 202).”  

Furthermore, the participants in this investigation emphasized that when the child 

was particularly resistant or avoidant in treatment, parental involvement became a key 

factor in facilitating positive treatment outcomes. While other researchers have conducted 

studies focused on how parental anxiety influences child treatment outcomes as well as 

affects the benefits of including parents in child interventions (Cobham, Dadds, & 

Spence, 1998; Murray, Cooper, Creswell, Schofield, & Sack, 2007; Bodden, Dirksen, & 

Bogels, 2008), little research has been conducted to explore how parental involvement 
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can help when the child is particularly resistant or lacks engagement in anxiety treatment. 

This important path of investigation is worthy of further exploration in future research.  

Clinical Implications  

There are many clinical implications that can be drawn from the research 

findings. First, it is important for clinicians to provide education about the intervention 

process from the beginning with their clients. Many youth and parent participants 

described how they were surprised about how therapy is a learning process, requires hard 

work, and can be anxiety provoking. Drawing from their perspectives, it might be 

important for clinicians to provide clear expectations about CBT anxiety treatment for 

youth. Anxiety flourishes when situations and expectations are unclear and unknown, so 

being transparent about the treatment process might help relieve both youth and parents’ 

initial anxieties.  

Furthermore, it is also important for clinicians to take into account how not just 

exposures, but the anxiety treatment program as a whole can be extremely anxiety 

provoking for anxious youth. It might be important to conceptualize the treatment 

experience as one major exposure. During a traditional exposure, the clinician provides 

clear expectations about what the exposure will look like, elicits anxiety ratings from the 

child practicing facing their fears throughout the process, practices engaging in coping 

strategies in vivo in the session, praises the client for being brave, highlights the client’s 

progress, and processes what it was like for the client to face their fears. Therefore, if 
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therapy in general is like an exposure, perhaps these techniques need to be employed 

within each session. It might also be important to simply normalize and validate that 

therapy is challenging and anxiety provoking so that anxious youth participating in 

intervention programs recognize that feeling nervous about treatment is not a feeling or 

experience unique only to them.  

While the research is mixed about the benefits of including parents in pediatric 

anxiety treatment, the youth and parent participants in this investigation overwhelmingly 

supported the involvement of parents. The participants identified three ways that parent 

involvement improved treatment outcomes in youth: learning the importance of reducing 

parental accommodation, improving the quality of interactions to discuss and manage the 

child’s anxiety, and implementing therapeutic strategies and exposure practices 

effectively within the home and community. As parent-training programs continue to be 

developed and researched, perhaps these three core components should be incorporated 

and heavily emphasized.  Specifically, parents endorsed the benefits of receiving 

education and also direct coaching focused on reducing accommodation in the family.  

Limitations  

There are some limitations to the present study. One limitation involves the 

reliance on participants’ feedback. There is always a concern that what people say they 

do is different from what they actually do. The study attempted to verify what people said 

by collecting information from multiple informants, the child and the parent, as well as 
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confirming increases in skill development from self-report measures. Future studies 

might want to conduct observations or seek verifications from the therapists about the 

behaviors of the child and parents in anxiety provoking situations at the end of treatment. 

As a qualitative study, another limitation was that since the data analysis was conducted 

solely by the primary investigator, it was susceptible to the subjective bias and 

preconceived ideas of the researcher. However, using triangulation and providing the 

direct quotations of the participants were designed to minimize any such bias.   

 Furthermore, the method of gathering information through semi-structured 

interviews was anxiety provoking for many of the youth participants and might have been 

particularly challenging for younger participants or for participants with reduced verbal 

skills. In addition, participants may have had difficulty articulating and responding to 

open-ended questions, providing comprehensive and detailed responses, or being able to 

identify and communicate insights into their change process. In order to allow 

participants to speak freely about their intervention experience, the child and parent 

participants completed interviews with an unbiased clinical interviewer rather than a 

member of their treatment team. However, this introduced an unfamiliar third party to the 

child and parent that did not have previously established rapport. While interviewers 

attempted to establish rapport and create a safe environment to gather the participants’ 

perspectives, this novel person may have created anxiety that impacted interview 

responses. By interviewing parents and children, this research investigation sought to 
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provide a comprehensive depiction of how youth and parents experienced treatment.  

Another limitation is the small sample size, which inhibits the ability to generalize 

these findings to other populations or treatments of anxious youth. Detailed information 

was provided about the participants and data collection process so that other researchers 

could determine whether the findings identified are applicable to their own therapeutic 

settings or populations. Additionally, during the data analysis, themes were identified that 

represented the majority of participants and themes that were not well represented were 

dropped. However, these other themes could have been representative of the perspectives 

of outlier participants and could have been informative about the effectiveness of the 

intervention. In an attempt to capture the perspectives of potential outlier participants, 

possible suggestions for their differing perspectives were briefly discussed. Finally, the 

participants in this investigation were predominantly White with one participant 

identifying as Biracial. This study was not able to amplify the voices and opinions of 

participants of different ethnic and cultural backgrounds that participate in anxiety 

treatment.  

Future Directions 

This study focused on exploring the youth and parents’ perspectives; however, it 

might be important to incorporate clinicians’ perspectives into future investigations. 

Clinicians could be utilized as another source of data for comparison and triangulation to 

verify children and parents’ descriptions of treatment. Additionally, clinicians also 
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provide another unique perspective and have insights into what is being taught and 

emphasized in therapy and what they perceive as valuable and helpful for anxious 

families.  

The present investigation was the first study to explore the treatment experience 

from the participants’ perspectives and due to constraints of recruiting participants from a 

larger investigation, data was only gathered at the end of the 12-week treatment program. 

To gain a more detailed understanding of the treatment process, future qualitative studies 

could interview youth and their families at multiple intervals throughout treatment to 

gather participants’ immediate reactions after learning certain skills or completing certain 

components of the intervention. For example, to gain an understanding of the client’s 

initial expectations for treatment, they could be interviewed at pre-treatment. Then to 

better understand the benefits of the skill-building component compared to the exposure 

component of treatment, parent and youth could be interviewed after completion of both 

of these treatment segments.  

Additionally, one main goal of anxiety treatment is that the child learns how to 

appropriately manage their anxiety independently. It might be interesting to further 

explore the “transfer of control” concept where skills and knowledge about managing 

anxiety are passed from the clinician to the parent and ultimately to the client. It might be 

important to explore what factors facilitate this transfer of control and what factors hinder 

this process. The youth and parent participants spoke about the need for scaffolding and 
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guidance more initially and requiring less and less as treatment progressed. Therefore, 

future research could focus on better understanding the timing of when the transfer of 

control is appropriate.  

 There continues to be a lack of understanding and clarity about cultural differences 

in the presentation and treatment of anxiety in youth. Research suggests that ethnic 

minority youth are at greater risk for experiencing psychosocial and economic stressors 

that make them more vulnerable to the development of anxious symptoms (Masten, 

Morison, Pellegrini, & Tellegen, 1990). However, ethnic minority youth and families 

historically have not been engaged in psychological services and little research has been 

conducted on their perspectives about treatment. In order to better understand cultural 

differences in pediatric anxiety presentations as well as limitations and difficulties 

engaging in treatment, ethnic minority youth and their families need to be given a 

platform to amplify their voices and provide their perspectives about pediatric anxiety 

and CBT treatment. A qualitative study could be conducted to better understand how to 

adapt treatment in order to better engage culturally diverse children and families.  

Another area that continues to warrant further exploration is gaining a better 

understanding of how to effectively address client resistance and lack of engagement. 

Part of this resistance might be attributed to the fact that therapy is hard and anxiety 

provoking or the fact that children are often not self-referring for treatment, but rather are 

brought into treatment by other family members. It would be interesting to explore if 
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incorporating motivational interviewing techniques into pediatric anxiety treatment 

would improve child engagement. Furthermore, the participants in this study suggested 

two ways to help address resistance in the child. First, they suggested that time should be 

taken to establish a strong therapeutic alliance at the beginning of treatment, perhaps 

requiring extra sessions initially for the child to feel comfortable. As previously 

suggested, future investigations could examine therapeutic alliance, child engagement, 

and treatment outcomes during multiple intervals throughout treatment to determine the 

association between these three factors and analyze if there are critical time periods for 

developing a positive therapeutic relationship. Second, participants suggested that 

including parents in treatment is especially important if the child is resistant because at 

least the parent is receiving education and utilizing the treatment strategies, even if the 

child is not implementing treatment recommendations. Additional research is needed to 

explore whether parental involvement helps lead to positive therapeutic change, 

specifically with youth who are resistant and less engaged in treatment. 

In general, since research has been mixed on the role of parental involvement in 

treatment for anxious youth, continued investigations are needed. Another area of future 

research could be to explore whether parental involvement leads to better practices within 

the home and community environment and ultimately generalization of strategies. Parents 

could video or audio record exposure practices at home so that researchers could code 

these interactions to analyze the quality of practice and utilization of skills within the 



 
 
 
 

193 

home environment.  

Conclusion 

 The ultimate goal of this study was to understand the treatment experience from 

youth and parents’ perspectives. Youth and parents described the highlights and the 

challenges of the cognitive behavioral treatment program in which they participated. The 

participants described how the intervention they received led to significant therapeutic 

change and was a positive experience overall. In contrast, participants also acknowledged 

that therapy is hard work and anxiety provoking at times. The participants identified that 

education for both the child and parent about anxiety, distraction and relaxation coping 

strategies, cognitive restructuring, exposures, a strong therapeutic alliance, and parental 

involvement were all valued components of the intervention experience and viewed as 

beneficial aspects of treatment. As research continues to explore the mechanisms of 

change in therapy for anxious youth, it might be particularly important to explore the 

treatment components that were identified as most helpful from the participants’ 

perspectives in this investigation.  
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Appendices 

Appendix A 

Child Semi-Structured Interview Guide 

Introduction:  
Today I would like to learn more about what it is like to be in the Coping Cat program. I 
know about the program, but I’ve never been in it. I know adults don’t often ask kids 
about what they think about things, but I am really interested in hearing about what you 
think about the program and how it has or has not helped you. Would you be willing to 
answer a few questions about your experience? There are no right or wrong answers, I 
just want to know what the experience was like for you.  
 
Tell me about your experience in the program. Describe what you did. 
 
Describe your anxiety before treatment. Describe your anxiety now. 
 
Tell me about what you have learned through the program. Give me an example of when 
you have used that. 
 
What did you like about the Coping Cat program? What did you dislike? 
 
What part of the program helped you the most?  
 
Describe some of the skills you learned. How do these skills help you at home? At 
school? With friends? 
 
What were the exposures like? What fear did you focus on and how did you practice 
facing your fear?  
 
What was it like having your parent participate with you? How would this program be 
different if your parent did not participate with you? 
 
Since you started the program, have you noticed that your parent interacts with you 
differently? If so, how? Have you noticed any other changes in your family? 
 
If you wanted to let other kids know about this program, what would you tell them? 
 
What are your thoughts about therapy overall? Has this experience changed your view on 
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therapy? If so, how? 

If you could go back, what would you change about the time with your therapist? What 
would you change about the time you spent with your parent and your therapist? 

Were there any components of the intervention that were unclear or unhelpful?  

Is there anything else you would like to say about your experience with the program? 

Thank you so much for answering my questions! You helped me understand what the 
program was like for you.
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Appendix B 

Parent Semi-Structured Interview Guide 

Introduction:  
Today I would like to find out what it was like for you and your child to participate in the 
Coping Cat program. I know about the program, but I’ve never been in it. I am really 
interested in hearing about your experience and how it has or has not helped you. Would 
you be willing to answer a few questions about your experience?  
 
Today I would like to find out what it was like for you and your child to participate in the 
Coping Cat program. I know about the program, but I’ve never been in it. I am really 
interested in hearing about your experience and how it has or has not helped you. Would 
you be willing to answer a few questions about your experience?  
 
Tell me about your experience in this program. 
 
Describe your child’s anxiety before treatment. Describe your child’s anxiety now.  
 
What motivated you to join the study?  
 
Tell me about what your child has learned through the program. What have you learned? 
Give me an example of when you have used that. 
 
What did you like about the Coping Cat program that your child participated in? What 
did you dislike? 
 
What part of the program helped you and your child the most?  
 
Describe some of the skills your child learned. Which ones are most memorable for you? 
How do these skills help your child at home? At school? With friends? 
 
What did you think about the parent component? What did you like? What did you 
dislike? 
 
How has this experience impacted your views on parenting your child? How has it 
impacted your interactions with your child? Give me an example.  
 
How would this program be different if you did not participate with your child? 
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Some parents have shared that this program has helped them understand and manage 
their own stressors and anxieties, tell me about your experience.  
 
What are your thoughts about therapy overall? Has this experience changed you view on 
therapy? If so, how? 
 
Were there any components of the intervention that were unclear or unhelpful?  
 
Is there something you would like to see added? 
 
Is there anything else you would like to say about your experience with the program? 
 
Thank you so much for answering my questions! You helped me understand what the 
program was like for you. 
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Appendix C 
 

Parental Consent Form for Participation in Larger Study 

Title: Investigating the Effects of an Added Parent Component to Cognitive Behavior 
Therapy (CBT) for Youth with Anxiety Disorders 
 
Introduction 

The purpose of this form is to provide you with information that may affect your 
decision as to whether or not to participate in this research study. Please read the 
information below and ask any questions you might have before deciding whether or 
not to take part.  The researcher will describe the study to you and answer all of your 
questions.  If you decide to be involved in this study, this form will be used to record 
your consent. 

 
Purpose of the Study 

You have been asked to participate in a research study investigating the addition of a 
new manualized parent component to treatment for youth with anxiety disorders.  The 
purpose of this study is to evaluate the impact of this parent component in CBT 
treatment.  Along with measuring improvement in your child's emotional functioning, 
we are interested in evaluating the impact of the treatment on your satisfaction, the 
quality and characteristics of your  relationship with your child, and your own anxiety 
symptoms. 

 
What will you to be asked to do? 

If you agree to participate in this study, you will be asked to: 
 - Complete baseline measures about your child's and your own emotional 
functioning  
 - Attend 12 therapy sessions concurrently with your child; You will meet 
separately with your own therapist for the first 45 minutes, and together with your 
child's therapist for the last 15 minutes of each session. 
 - Complete weekly measures of your child's and your own anxiety symptoms  

- Complete post-intervention questionnaires 
- Complete post-intervention interviews 

 - Complete a subset of questionnaires six months after the conclusion of treatment 
 
Total participation in this study is estimated to take a maximum of 16 weeks.  There 
will be approximately 60 other parents participating in this study. 
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Your participation will be audio/video recorded for transcription purposes.  You will 
have the option to allow the recordings to also be used for educational purposes.    

 
What are the risks involved in this study? 

This intervention may involve risks that are currently unforeseeable.  Possible risks 
associated with this study are discussed below: 

 
- During the therapy sessions, you may feel discomfort or distress about watching 
your son or daughter practice coping in fearful situations.  Researchers will begin 
with situations that are easier for your child and work up to those that are more 
difficult.  This procedure has been used with thousands of youth on a regular basis 
and is not an experimental procedure, rather is the gold standard for the treatment of 
anxiety disorders.  In addition, they will teach several coping skills and ensure 
comprehension before beginning exposure tasks.  Choosing to practice will be the 
decision of your child; your child will not be forced to complete an exposure that is 
too difficult for him/her. 
 
- After the completion of the intervention, you may feel distress if your child's 
anxious symptoms have not improved.  In this case, you will be referred for continued 
treatment or other avenues for support.  Based on existing research 62 to 72% of the 
youth participants will no longer be experiencing an anxiety disorder at the end of 
treatment. 

 
- Possible disclosure or discovery of information about familial, child, or other forms 
of abuse or neglect is another risk of participating in this study.  Any disclosed abuse 
will be reported to Child and Family Protective Services, 1-800-252-5400, in 
accordance with Texas State Law.   

 
What are the possible benefits of this study? 

In addition to potential improvement in your child's anxiety symptoms, the possible 
benefits of participation for you are improvement in your own anxiety symptoms.  
Together this may result in enhanced well-being and improvement in family 
functioning. 
 
Society could also potentially benefit from clarification of the impact of a parent-
component in a CBT intervention for anxious youth above and beyond youth-only 
CBT. 
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The potential benefits for you and your child, both short-term and long-term due to 
participation in the therapy program, far outweigh the potential disadvantages. If your 
child does not improve through participation in the therapy program, he or she will be 
offered the opportunity to consult with a psychiatrist in the Texas Child Study Center 
at no expense to the family. Adding an anti-anxiety medication to the treatment 
regimen increases the likelihood of success to about 82 to 84%.  

 
Do you have to participate? 

No, your participation is voluntary. You may decide not to participate at all or, if you 
start the study, you and your child may withdraw at any time.  Withdrawal or refusing 
to participate will not affect your relationship with The University of Texas at Austin 
or the Texas Child Study Center in any way.  
 
If you would like to participate, please sign this form and return it to the study 
coordinator.  You will receive a copy of this form for your records. 

  
What are the alternatives to participating in this research? 

Your child has been randomized into the youth CBT + parent component condition.  
If you do not want to participate, or if you withdraw your participation, your child 
cannot participate either.  If you choose not to participate, the study coordinators will 
provide you with information for alternate avenues of support for your family. 

 
Will there be any compensation? 

Neither you nor your child will receive any type of payment for participating in this 
study.  

 
What are my confidentiality or privacy protections when participating in this 
research study? 

 
This study is confidential and every effort will be taken to maintain your privacy.  To 
protect participant confidentiality, each participant will be assigned a number at the 
outset of the study, and all measures completed by each youth and parent participant 
will be de-identified in such a way as to use the number in place of the participant or 
parent name.  A roster of individual names and their corresponding researcher-
assigned participant numbers will be maintained in a password protected document 
on a password-protected computer.  Raw data and any printed transcriptions will be 
stored in a locked filing cabinet in a locked office throughout the duration of the 
study, and for ten years after the minor reaches the age of majority, in keeping with 
guidelines set forth by the Texas State Board of Examiners of Psychologists [465.22], 
and ethical/legal guidelines of the American Psychological Association.  All other 
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electronic data will be similarly safeguarded in password-protected files on password-
protected computers.   
 
If you choose to participate in this study, you will be audio and/or video recorded.  
Recordings will be stored securely and only the research team will have access to 
them for transcription and research purposes.  With your permission (indicated on a 
separate form), recordings will be kept for educational training purposes for five 
years and then erased.   
 
The data resulting from your participation may be used for future research or be made 
available to other researchers for purposes not detailed within this consent form. 
 

Whom to contact with questions about the study?   
Prior, during or after your participation you can contact the researcher Kevin Stark at 
[512-324-3315].  This study has been reviewed and approved by The University of Texas 
at Austin Institutional Review Board and the study number is [STUDY NUMBER]. 

 
Whom to contact with questions concerning your rights as a research participant? 

For questions about your rights or to report dissatisfaction with any part of this study, you 
can contact, the Institutional Review Board by phone (anonymously if you wish) at (512) 
471-8871 or email at orsc@uts.cc.utexas.edu.  

 
Signature   

You have been informed about this study’s purpose, procedures, possible benefits and 
risks. You have been given the opportunity to ask questions before you sign, and you 
have been told that you can ask other questions at any time. You voluntarily agree to 
participate in this study.  By signing this form, you are not waiving any of your legal 
rights.  You will be given a copy of this document. 

________________________________ 
Printed Name  
_________________________________    _________________ 
Signature Date 
 
As a representative of this study, I have explained the purpose, procedures, benefits, and 
the risks involved in this research study. 
_____________________________      
Print Name of Person obtaining consent  
_________________________________   _________________  
Signature of Investigator      Date 
    



 
 
 
 

202 

Appendix D 

Youth Assent Form for Participation in the Larger Study 

Title: Investigating the Effects of an Added Parent Component to Cognitive Behavior 
Therapy (CBT) for Youth with Anxiety Disorders 

 
Introduction 
You have been asked to be in a research study about helping youth to feel better who feel 
worried or nervous. This study was explained to your parent(s) and she/he/they said that you 
could be in it if you want to. We are doing this study to see if including parents in treatment 
will help youth feel even better than if only the youth is in treatment. 

 
What am I going to be asked to do? 
If you agree to be in this study, you will be asked to:  
• Do interviews at the beginning and end of the study 
• Fill out some surveys at every visit 
• Attend treatment sessions that last about an hour  
This study will take 12-16 weeks (3-4 months) and there will be about 60 other children and 
60 parents who participate. You will be audio/video recorded with your parent’s permission. 

 
What are the risks involved in this study? 
This study may involve some risks, but these risks are unlikely. Possible risks are that you 
may feel uncomfortable. However, your therapist will not force you to do anything that you 
do not want to do. 

 
Do I have to participate? 
No, participation is voluntary.  You should only be in the study if you want to.  You can even 
decide you want to be in the study now, and change your mind later.  No one will be upset. If 
you would like to participate, sign this form and give it to the adult that handed it to you. You 
will receive a copy of this form so if you want to you can look at it later. 

 
Will I get anything to participate? 
You will not get paid for participating in this study. 

 
Who will know about my participation in this research study? 
This study is private. Your answers may be used for a future study by these researchers or 
other researchers but no one will know that it is your information. 

 
Signature 
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Writing your name on this page means that the page was read by or to you and that you agree 
to be in the study.  If you have any questions before, after or during the study, ask the person 
in charge.  If you decide to quit the study, all you have to do is tell your parent or the person 
in charge. 
 
    ________________________________   ____________________ 

      Signature of Participant                                                     Date 
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Appendix E 

Youth CBT and Parent Component Intervention Details 

 
Session 
Number 

Youth Session Parent Session Together 

1: 
Introduction 

- Build rapport and explain 
how time together will be 
structured 
- Talk about all different 
feelings people have and 
normalize feelings of 
anxiety  
- Explain the link between 
situations, thoughts and 
feelings 
- Construct fear hierarchy 
with youth  
- Learn about STIC (Show 
That I Can) Tasks that will 
be assigned for homework 
 

- Build rapport and 
outline the program 
- Explore parents’ 
reactions to their child’s 
anxiety and validate their 
experiences 
- Find out what they have 
tried in the past and how 
it has worked 
- Construct fear hierarchy 
with parent about child’s 
anxiety 
- Explain STIC tasks and 
the function of 
homework 
- Answer any questions 

- Child tells parent how 
they learned to 
recognize feelings in 
others, parent can add to 
the list started by child  
- Parent and child 
together fill out a 
situation - thought - 
feelings chart about a 
time when the child felt 
really great 
- Compare the parent 
and child fear 
hierarchies and try to 
come to consensus on a 
new hierarchy 
- Emphasize the team 
approach to beating the 
child’s anxiety 

2:The F-step 
and 
Relaxation 

- Teach child about muscle 
tension and the link 
between tension and 
somatic reactions to 
anxiety 
- Help child begin to learn 
how to recognize his/her 
own somatic reactions to 
anxiety and their natural 
progression (F-step= 
Feeling frightened) 
- Practice deep belly 
breathing, stretching and 

- Discuss child’s most 
common somatic 
complaints and see if 
parent can identify what 
usually comes first 
- Teach parents correct 
breathing techniques so 
they can coach their child 
- Introduce relaxation 
script(s)  
- Make a list of 3 
times/situations that the 
parent will practice 

- Have parent share own 
somatic symptoms of 
anxiety 
- Allow child to share 
picture of his/her own 
perceived somatic 
symptoms, invite parent 
to add more that he/she 
has come up with  
- Practice breathing and 
relaxation all together 
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progressive muscle 
relaxation with child  
- Discuss when relaxation 
may be useful 

relaxation with the child 
in the coming week 

3: The E-
step, 
Challenging 
Thoughts 
and Coping 
Skills 

- Introduce the concept of 
self-talk and differentiate 
coping self-talk from 
anxious self-talk. 
- Teach child to gather 
evidence when she/he is 
Expecting Bad Things to 
Happen (E-step) by asking 
“detective questions” 
- Discuss 7 common 
Thinking Traps 
- Explain that thinking 
positively is one coping 
skill but there are four 
more that he/she can try 
too: talking to someone, 
and doing something that is 
fun and distracting, 
soothing and relaxing, or 
that requires energy 
 

- Brainstorm detective 
questions that they can 
use to help their child 
avoid getting anxious 
- Teach them how to 
model positive self-talk 
and practice with a role 
play 
- Discuss 7 common 
Thinking Traps and ask 
parents to identify which 
traps they think their 
child is most prone to 
- Give parent a copy of 
the “Coping Tool Box” 
list and ask them to come 
up with suggestions for 
their child for each skill 
besides “think positively”  

- Practice evaluating 
anxious thoughts by 
role-playing a typically 
anxiety provoking 
situation.  The parent 
can help the child ask 
the detective questions 
and come up with a 
coping thought. 
- Optional activity: 
Suggest that they make 
a physical coping ideas 
box with their 
child.  Together they can 
write each new idea on a 
different color index 
card (corresponding to 
each of the 5 skills) and 
put it into the box so it is 
there to use when the 
child is feeling anxious 
or upset and could use 
an idea. 

4: The A-
step and “5 
P’s” of 
Problem 
Solving 
 

- Review the F and E steps 
- Talk about how 
sometimes in addition to 
using coping thoughts, it is 
possible to take action to 
change the situation (A 
step = Attitudes & Actions 
that can help) 
- Introduce the 5 P’s of 
problem solving with a 
game- Problem, Purpose, 
Plans, Predict/Pick, Put 
into Action/Pat self on 

- Check in about 
relaxation and coping 
and see if the parent(s) 
have any questions 
- Ask about any changes 
to the fear hierarchy or 
any new situations that 
are causing anxiety 
- Introduce the problem 
solving steps with the 
same game that the child 
is doing so that parent 
and child can compare 

- Child and Parent 
review the 5 P’s and talk 
about all the different 
plans they came up with 
for the game at the 
beginning.  
- With the guidance of 
both therapists, child 
and parent problem 
solve an anxiety 
provoking situation that 
has occurred at home 
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back 
- Therapist models problem 
solving in a simple 
situation (ie: can’t find 
your shoes in the house and 
it’s time to go) 
- Child is invited to help 
problem solve in another 
neutral situation, followed 
by more anxiety provoking 
situations 

solutions later 
- Emphasize that when 
helping their child 
problem solve, parents 
should remain neutral 
about solutions during 
the Plans step and not 
evaluate any suggestions 
until the Predict/Pick step 
- Also encourage parents 
to allow their child to 
choose a solution even if 
they themselves don’t 
think it is best, or feel it 
will not solve the 
problem.   

5: The R-
step and the 
creation of a 
Coping 
Character 

- Talk about the R-step - 
rating his/her performance 
and rewarding 
himself/herself 
- Emphasize that rewards 
are not only for perfect 
jobs, but any time a child 
tries hard 
- Introduce “feelings 
barometer” to help child 
with self-ratings 
- Review FEAR plan and  
practice FEAR plan in an 
imaginary situation 
- Review fear hierarchy 
and discuss upcoming 
exposure tasks 
- Reward child for all the 
hard work so far 

- Talk about what 
rewards system (if any) is 
in place currently in the 
home 
- Remind parents that 
verbal praise can go a 
long way for children 
- Review FEAR plan 
- Review youth's fear 
hierarchy and begin to 
plan for exposure 
sessions 

- Review session and 
parent/child ideas for 
how to reward home 
exposure practices 
- Review hierarchies all 
together and discuss 
plan for next session 
 

6-7: 
Practicing in 
Low 
Anxiety-
Provoking 

- Review idea of 
progressing from learning 
new skills to practicing 
new skills 
- Practice using imaginary 

- Review of forming fear 
hierarchies 
- Review FEAR steps 
- Plan low-anxiety in-
vivo exposures for youth 

- Youth shows parent 
what exposures he/she 
worked on during 
session with the 
therapist 
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Situations 
Using 
Exposure 
Tasks 
 

exposure in low anxiety-
provoking situations 
- Practice in-vivo exposure 
task in low anxiety-
provoking situations 
- Plan exposure tasks for 
next session 

outside of therapeutic 
setting 
 

- Discuss at-home 
exposures to practice for 
the week 
 

8-9: 
Practicing in 
Moderately 
Anxiety-
Provoking 
Situations 
Using 
Exposure 
Tasks 

- Practice using imaginary 
exposure in moderately 
anxiety-provoking 
situations 
- Practice using in-vivo 
exposure in moderately 
anxiety-provoking 
situations 
- Plan exposure tasks for 
next session 

- Discuss any difficulties 
or challenges with 
practice exposures at 
home  
- Plan at-home exposure 
practice with the 
facilitator for moderate 
anxiety exposures 

- Youth shows parent 
what exposures he/she 
worked on during 
session with the 
therapist 
- Discuss at-home 
exposures to practice for 
the week 
 

10-11: 
Practicing in 
High 
Anxiety-
Provoking 
Situations 
Using 
Exposure 
Tasks 

- Practice using imaginary 
exposure in high anxiety-
provoking situations 
- Practice using in-vivo 
exposure in high anxiety-
provoking situations 
- Plan exposure tasks for 
next session 
- Briefly discuss end of 
treatment 

- Discuss any difficulties 
or challenges with 
practice exposures at 
home  
- Plan at-home exposure 
practice with the 
facilitator for high 
anxiety exposures 

- Youth shows parent 
what exposures he/she 
worked on during 
session with the 
therapist 
- Discuss at-home 
exposures to practice for 
the week 
 

12:  End of 
treatment: 
Practicing in 
High 
Anxiety 
Situations, 
Completing 
Arts Project, 
and 
Terminating 
Treatment 

- Conduct final exposure 
task in a high anxiety-
producing situation 
- Have fun completing a 
final project such as 
making a poster, producing 
a “commercial”, writing a 
script for a play, making a 
scrapbook, etc. 
- Review and summarize 
the treatment program  

- Discuss any concerns 
about continuing skills 
and techniques learned in 
the program 
 

- Summarize the 
treatment the treatment 
program  
- Bring closure to the 
therapeutic relationship  
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Appendix F 
 

Parent Consent for Youth’s Participation in Research 

Title: Understanding Participants’ Perspectives: A Qualitative Study of a Cognitive-Behavioral 
Intervention with a Parent-Training Component for Anxious Youth 
 
Introduction 

The purpose of this form is to provide you (as the parent of a prospective research study 
participant) information that may affect your decision as to whether or not to let your child 
participate in this research study.  The person performing the research will describe the study 
to you and answer all your questions.  Read the information below and ask any questions you 
might have before deciding whether or not to give your permission for your child to take part. 
If you decide to let your child be involved in this study, this form will be used to record your 
permission. 

 
Purpose of the Study 

Your child has been asked to participate in a research study about understanding the 
perspective of youth and parents who have been in the Coping Cat program. The purpose of 
this study is to provide an opportunity for children and their parents to explain their 
experience being in an intervention program for anxiety. The participants will be given a 
voice to explain what the intervention was like to better understand what was helpful or not 
so helpful for them. This information will be used to improve treatment for youth and their 
parents in the future. 

 
What will my child be asked to do? 

If you allow your child to participate in this study, they will be asked to complete a study 
interview, in which they will be asked to answer questions about their experience in the 
intervention program and to recall memories from their sessions and strategies they learned. 
This interview will take a maximum of 45 minutes and will include approximately 12 study 
participants. This interview will be audio/video recorded. In addition, follow-up interviews 
will be conducted once your child completes weekly therapy sessions or as member checks in 
order to confirm that the researcher understood what your child previously stated and to 
verify the conclusions the interviewer is drawing from your child’s statements. Also, data 
from the pre-and post-measures will be obtained for this research project.  

 
What are the risks involved in this study? 

Completing this interview may involve risks that are currently unforeseeable. Possible risks 
are discussed below: 
-During this interview, your child may experience discomfort or distress from discussing their 
anxiety or any challenging or unhelpful experiences from the intervention. If this happens, 
researchers will model relaxation strategies and distraction techniques, and offer to process or 
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talk through your discomfort.  If a psychiatric emergency occurred, professional care would 
be immediately available.   
-Possible disclosure or discovery of information about familial, child, or other forms of abuse 
or neglect may occur during the interview. Any disclosed abuse will be reported to Child and 
Family Protective Services, 1-800-252-5400, in accordance with Texas State Law.   

 
What are the possible benefits of this study? 

This interview will allow your child to reflect back on their experiences in the 
intervention program and gain insight into what happened and how they felt in 
treatment. They will also be given an opportunity to provide their opinion about what 
aspects of treatment were helpful and meaningful to therapeutic change. They will 
also be given an opportunity to provide constructive feedback about what aspects of 
the intervention were unclear and unhelpful. Their opinions and experiences will be 
used to help adapt interventions to better help families in the future. 	 

Does my child have to participate? 
No, your child’s participation in this study is voluntary. Your child may decline to participate 
or to withdraw from participation at any time.  Withdrawal or refusing to participate will not 
affect their relationship with the University of Texas at Austin or the Texas Child Study 
Center in anyway. You can agree to allow your child to be in the study now and change your 
mind later without any penalty.   

 
What if my child does not want to participate? 

In addition to your permission, your child must agree to participate in the study.  If you child 
does not want to participate they will not be included in the study and there will be no 
penalty.  If your child initially agrees to be in the study they can change their mind later 
without any penalty.  

 
Will there be any compensation? 

Neither you nor your child will receive any type of payment for participating in this study.  
 
How will your privacy and confidentiality be protected if you participate in this research 
study? 

This study is confidential and every effort will be taken to maintain you and your child’s 
privacy. To protect participant confidentiality, each participant will be assigned a number 
before beginning the interview. All data collected in the interview will be identified solely 
with this number. A roster of individual names and their corresponding researcher-assigned 
numbers will be maintained in a password-protected document on a password protected 
computer. All paper data will be stored in a locked filing cabinet in a locked office 
throughout the duration of the study and for ten years after the child reaches the age of 
majority, in keeping with guidelines set forth by the Texas State Board of Examiners of 
Psychologists [465.22], and ethical/legal guidelines of the American Psychological 
Association. All electronic data will be similarly safeguarded in password-protected files on 
password-protected computers.  
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If you consent to your child’s participation, your child will be audio and/or video recorded. 
Recordings will be stored securely and only the research team will have access to the 
recordings for research purposes. Recordings will be kept for five years and then erased.   

Whom to contact with questions about the study? 
Prior, during or after your child’s participation you can contact the researcher Hannah Jones at 
404-285-4966 or send an email to hannahjones166@gmail.com.  This study has been reviewed 
and approved by The University Institutional Review Board and the study number is 2016-03-
0149. 

Whom to contact with questions concerning your rights as a research participant? 
For questions about your rights or any dissatisfaction with any part of this study, you can contact, 
anonymously if you wish, the Institutional Review Board by phone at (512) 471-8871 or email at 
orsc@uts.cc.utexas.edu.  

Participation 
If you agree to participate, sign the form and hand it to the interviewer. 

Signature  
You have been informed about this study’s purpose, procedures, possible benefits and risks, and 
you have received a copy of this form. You have been given the opportunity to ask questions 
before you sign, and you have been told that you can ask other questions at any time. You 
voluntarily agree to participate in this study.  By signing this form, you are not waiving any of 
your legal rights. 

_________________________________ 
Printed Name  

_________________________________ _________________ 
Signature Date 

As a representative of this study, I have explained the purpose, procedures, benefits, and the risks 
involved in this research study. 

_________________________________ 
Print Name of Person obtaining consent  

_________________________________ _________________ 
Signature of Person obtaining consent  Date 
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Appendix G 

Parent Consent for Participation in Research 

Title: Understanding Participants’ Perspectives: A Qualitative Study of a Cognitive-Behavioral 
Intervention with a Parent-Training Component for Anxious Youth 
 
Introduction 

The purpose of this form is to provide you information that may affect your decision as to 
whether or not to participate in this research study.  The person performing the research will 
answer any of your questions.  Read the information below and ask any questions you might 
have before deciding whether or not to take part. If you decide to be involved in this study, 
this form will be used to record your consent. 

 
Purpose of the Study 

You have been asked to participate in a research study about understanding the perspective of 
youth and parents who have been in the Coping Cat program. The purpose of this study is to 
provide an opportunity for children and their parents to explain their experience being in an 
intervention program for anxiety. The participants will be given a voice to explain what the 
intervention was like to better understand what was helpful or not so helpful for them. This 
information will be used to improve treatment for youth and their parents in the future. 

 
What will you be asked to do? 

If you agree to participate in this interview, you will be asked to complete this study 
interview, you will be asked to answer questions about your experience in the intervention 
program and to recall memories from your sessions and strategies you learned. This interview 
will take a maximum of 45 minutes and will include approximately 12 study participants. 
This interview will be audio/video recorded. In addition, follow-up interviews will be 
conducted once your child completes weekly therapy sessions or as member checks in order 
to confirm that the researcher understood what you previously stated and to verify the 
conclusions the interviewer is drawing from your statements. Also, data from the pre-and 
post-measures will be obtained for this research project.  

 
What are the risks involved in this study? 

Completing this interview may involve risks that are currently unforeseeable. Possible risks 
are discussed below: 
-During this interview, you may experience discomfort or distress from discussing the child’s 
anxiety or any challenging or unhelpful experiences from the intervention. If this happens, 
researchers will model relaxation strategies and distraction techniques, and offer to process or 
talk through your discomfort.  If a psychiatric emergency occurred, professional care would 
be immediately available.   
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-Possible disclosure or discovery of information about familial, child, or other forms of abuse 
or neglect may occur during the interview. Any disclosed abuse will be reported to Child and 
Family Protective Services, 1-800-252-5400, in accordance with Texas State Law.   

 
What are the possible benefits of this study? 

This interview will allow you and your child to reflect back on your experiences in 
the intervention program and gain insight into what happened and how you felt in 
treatment. You will also be given an opportunity to provide your opinion about what 
aspects of treatment were helpful and meaningful to therapeutic change. You will also 
be given an opportunity to provide constructive feedback about what aspects of the 
intervention were unclear and unhelpful. Your opinions and experiences will be used 
to help adapt interventions to better help families in the future. 	 

 
Do you have to participate? 

No, your participation is voluntary. You may decide not to participate at all or, if you start the 
interview, you may withdraw at any time.  Withdrawal or refusing to participate will not 
affect your relationship with The University of Texas at Austin or the Texas Child Study 
Center in anyway.  
 
If you would like to participate, please sign this form and return it to the interviewer. You 
will receive a copy of this form. 

  
Will there be any compensation? 

Neither you nor your child will receive any type of payment for participating in this study.  
 
How will your privacy and confidentiality be protected if you participate in this research 
study? 

This study is confidential and every effort will be taken to maintain you and your child’s 
privacy. To protect participant confidentiality, each participant will be assigned a number 
before beginning the interview. All data collected in the interview will be identified solely 
with this number. A roster of individual names and their corresponding researcher-assigned 
numbers will be maintained in a password-protected document on a password protected 
computer. All paper data will be stored in a locked filing cabinet in a locked office 
throughout the duration of the study and for ten years after the child reaches the age of 
majority, in keeping with guidelines set forth by the Texas State Board of Examiners of 
Psychologists [465.22], and ethical/legal guidelines of the American Psychological 
Association. All electronic data will be similarly safeguarded in password-protected files on 
password-protected computers.  
 
If you choose to complete this interview, you will be audio and/or video recorded. 
Recordings will be stored securely and only the research team will have access to the 
recordings for research purposes. Recordings will be kept for five years and then erased.   
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Whom to contact with questions about the study?   
Prior, during or after your participation you can contact the researcher Hannah Jones at 404-285-
4966 or send an email to hannahjones166@gmail.com.  This study has been reviewed and 
approved by The University Institutional Review Board and the study number is 2016-03-0149. 
 

Whom to contact with questions concerning your rights as a research participant? 
For questions about your rights or any dissatisfaction with any part of this study, you can contact, 
anonymously if you wish, the Institutional Review Board by phone at (512) 471-8871 or email at 
orsc@uts.cc.utexas.edu.  

 
Participation 
 If you agree to participate, sign the form and hand it to the interviewer.   
 
Signature   

You have been informed about this study’s purpose, procedures, possible benefits and risks, and 
you have received a copy of this form. You have been given the opportunity to ask questions 
before you sign, and you have been told that you can ask other questions at any time. You 
voluntarily agree to participate in this study.  By signing this form, you are not waiving any of 
your legal rights. 
 

 
_________________________________ 
Printed Name  
 
_________________________________    _________________ 
Signature Date 
 
As a representative of this study, I have explained the purpose, procedures, benefits, and the risks 
involved in this research study. 
 
_________________________________      
Print Name of Person obtaining consent      
 
 
_________________________________    _________________  
Signature of Person obtaining consent     Date 
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Appendix H 

Youth Assent for Participation in Research 

Title: Exploring Participants’ Perspectives: A Qualitative Study of a Cognitive-Behavioral 
Intervention with a Parent-Training Component for Anxious Youth 
 
Introduction 

You have been asked to complete an interview about your experience in the Coping Cat 
program. This was explained to your parent(s) or caregiver(s) and they said that you could do 
the interview if you want to. We are doing this interview to figure out what is helpful and not 
so helpful about this program so that we can make the program better for other children and 
their families.  

 
What am I going to be asked to do? 

If you agree to participate in the interview, you will be asked to answer questions about your 
experience in the Coping Cat program. The interview will last no more than 45 minutes. 
There will be twelve other youth and 12 other parents that are interviewed for the study. You 
will be audio/video recorded with your caregiver’s permission. You will also be asked to 
complete a 20-minute follow-up interview later. Also, your answers from the pre and post-
measures will be collected.  

 
What are the risks involved in this study? 

This interview may involve some risks but these risks are unlikely. Possible risks are that you 
may feel uncomfortable telling the interviewer about yourself. However, if you start to feel 
upset, you can take a break or stop the interview at any time.  

 
Do you have to participate? 

No, participation is voluntary. You should only participate in the interview if you want to. 
You can even decide you want to do it now, and change your mind later. No one will be 
upset. If you would like to participate, write your name below and give it to the adult that 
handed it to you. You will receive a copy of this form so if you want, you can look back at it 
later.  

 
Will there be any compensation? 

You will not get paid for completing the interview. 
 
Who will know about my participation?  

This study is private. Your answers may be used for research but no one will know that it is 
your information.  
 

Signature   



 
 
 
 

215 

Writing you name on this page means that the page was read by or to you and that you agree to 
do the interview. If you have any questions before, after, or during the interview, ask the person 
in charge. If you decide to quit the study all you have to do is tell the study staff or your parents.  
 

 
 
_________________________________    _________________ 
Signature Date 
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