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ABSTRACT 

This study compared the effectiveness of two group treatment procedures in 

reducing adolescent anxiety in a school setting. The interventions included group 

cognitive-behavioral treatment, group relaxation training, and study skills (control 

group). Participants were students in Grades 5-12 who were parent, teacher, or school 

personnel nominated. The adolescents had to exhibit T scores of  > 60 on an anxiety scale 

of the Youth Self Report for ages 11-18 or Multidimensional Anxiety Scale for Children 

(MASC), self-report rating scales, a parent rating scale or teacher report form for ages 6-

18 of the Child Behavior Checklist (CBCL). Measurements were collected at 

preintervention, postintervention, and a 6-week follow up for the treatment groups. The 

control group was assessed at preintervention and postintervention only. The data 

gathered consisted of an overall student anxiety scale score from the MASC, and anxious/ 

depressed, anxiety problems, and internalizing problems scale scores from the student, 

teacher, and parent CBCL rating scales.  

All three groups exhibited lower scores from preintervention to postintervention 

on the student self-reported MASC. No differences were found among the groups in the 

reduction of teacher or parent reported anxiety levels from preintervention to 

postintervention except on the parent ratings of the CBCL anxious/depressed scale. A 

statistically significant group by time interaction indicated that the students in the CBT 

group showed significantly lower posttest scores than the relaxation and study skills 

groups. The significant interaction of group by time from preintervention to 

postintervention on the parent CBCL anxious/depressed scale score was expanded to the 
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follow-up measure; however, no significant interaction between group and time was 

found. The main effect of time was significant and post hoc comparisons of the 

anxious/depressed scale found that the CBT and relaxation groups were significantly 

lower at postintervention than at preintervention and significantly lower at follow up than 

at preintervention. However, the sample was not significantly different from 

postintervention to follow up.  

 The results were discussed in relation to the research literature on cognitive-

behavioral treatment of fears and related anxieties in children and adolescents.
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CHAPTER 1: INTRODUCTION 

Childhood anxiety is a common problem that occurs in both home and 

educational settings (Gosch & Flannery-Schroeder, 2006; Masia, Klein, Storch, & Corda, 

2001). Although the occurrence of anxiety and fear during childhood is a normal and 

expected emotion, psychological intervention may be beneficial for those children whose 

anxieties meet certain criteria (Morris, Kratochwill, Schoenfield, & Auster, 2008). For 

example, fears and worries that endure for long periods of time are significantly intense, 

occur with great frequency, and interfere with everyday functioning will likely benefit 

from professional intervention (Mennuti, Christner, & Freeman, 2006; Morris & 

Kratochwill, 1983, Morris et al). 

Though prevalence rates for children and adolescents with anxiety vary and these 

rates differ depending upon the type of disorder examined, March (1995) indicated that 

8% -10% of youth suffer from some type of anxiety disorder. Albano, Chorpita, and 

Barlow (1996) and Stein and Seedat (2004) estimated that anxiety affects 3% to 18% of 

children and adolescents, while Gosch and Flannery-Schroeder (2006) and Vasa and Pine 

(2004) reported that closer to 20% of children and adolescents manifest anxiety at some 

point in time. Meta-analyses of community epidemiological studies have indicated that 

5.7% to 17.7% of children between the ages of 8 and 18 years-old meet the diagnostic 

criteria for at least one anxiety disorder (Bell-Dolan & Brazael, 1993; Costello & Angold 

1995). Some writers have even indicated that anxiety may be among the most frequent 

psychiatric disorders in children and adolescents (e.g., Costello & Angold; Coyle, 2001; 

Stein & Seedat).  
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  Despite its common occurrence, anxiety may be disregarded or simply labeled as 

shyness in school settings and/or by family members (Rapee, 1998). It may even go 

unnoticed by educational professionals (Gosch & Flannery-Schroeder, 2006). In this 

regard, research indicates that anxiety problems are generally not recognized as easily by 

teachers as are such externalizing disorders as attentional difficulties or conduct problems 

(Hinshaw, 1987; Mennuti et al. 2006). In fact, the majority of the literature suggests that 

teacher and teaching staff referrals to psychology and counseling professionals center on 

externalizing disorders or learning problems (Coleman, 1992; Velting, Setzer, & Albano, 

2004). This may be due to a variety of reasons, such as (a) anxious and fearful behaviors 

are often less obvious than externalizing behaviors, (b) anxiety problems do not 

necessarily interfere with the learning or functioning of other students (King & 

Ollendick, 1989), (c) school personnel may not be familiar with the criteria associated 

with internalizing disorders and the frequency with which they occur, and (d) adults 

working with anxious students may not refer them because they may not realize the  

negative outcomes that may result from a student having anxiety difficulties (Gosch & 

Flannery-Schroeder, 2006). Moreover, many symptoms of childhood anxiety may be 

considered to fall within normal limits or the difficulties may be considered to be 

associated with immaturity, and therefore are thought to be something that the child will 

grow out of (Mennuti et al.). 

It is well established that anxiety is a variable that interferes with learning and, in 

the case of school refusal, with school attendance (Black, 1995; King, Ollendick, & 

Gullone, 1991; Masi, Mucci, & Millepiedi, 2001; Morris et al., 2008). Children who are 
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comfortable at home, yet feel anxious at school, may have many absences or may 

experience difficulties with test anxiety due to psychosomatic symptoms (Pinto Wagner, 

2007). Moreover, some children and adolescents become so distressed by their fear or 

phobia that they experience panic attacks (American Psychiatric Association, 2000) or 

nonpsychotic hallucinations (Holzer, Willis, & Halfon, 2001; Murase, Ochiai, & Ohta, 

2000). Anxiety can also interfere with the ability to take in information and retain it, 

contributing to these children being misdiagnosed as having an inattentive form of 

attention deficit-hyperactivity disorder (Barkley, 2000; Silverman & Ginsburg, 1995). In 

this regard, the DSM-IV-TR (American Psychiatric Association) requires clinicians to 

rule out anxiety disorders before assigning a diagnosis of attention deficit-hyperactivity 

disorder.  

  Studies that examined the long-term effects of anxiety suggest that when left 

untreated, anxiety problems can be pervasive and may have quite deleterious effects. In a 

review of such studies, Costello and Angold (1995) found that 20%-30% of children who 

exhibited an anxiety disorder early in life continued to experience difficulties with 

anxiety as they grew older. For example, Albano, DiBartolo, Heimberg, and Barlow 

(1995) demonstrated a strong link between early childhood or adolescent anxiety and 

problems with anxiety symptoms in adulthood. Ialongo, Edelsohn, Werthamer-Larsson, 

Crockett, and Kellam (1995) also demonstrated the persistence of anxiety over time, 

showing that first-grade children with anxiety symptoms were more likely than their 

classmates to continue to exhibit anxious symptoms in the fifth grade. 
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Liebowitz, Gorman, Fyer, and Klein (1985), Pine, Cohen, Gurley, Brook, and Ma 

(1998), Schneier, Johnson, Hornig, Liebowitz, and Weissman (1992), and Turner, Beidel, 

Dancu, and Keys (1986) have also suggested that childhood anxiety symptoms continue 

into adult life and are linked to higher rates of alcohol use, suicide attempts, inability to 

work, depression, incomplete educational attainment, and self-imposed social restrictions 

(see also van Lang, Ferdinand, Ormel, & Verhulst, 2006). Frazier (2001) also suggested 

that such anxiety negatively affects the entire family. Albano et al. (1995) and Wittchen, 

Stein, and Kessler (1999) further reported that youth with anxiety difficulties experience 

disturbances in school performance, early or excessive alcohol use, reports of fewer 

friendships, and difficulties maintaining close relationships. Moreover, Pine, Cohen, and 

Brook (2001) found a positive correlation between major depression and high levels of 

fear at an early age (see also Pössel, Seemann, & Hautzinger, 2008; Reynolds & Coats, 

1986).  

Just as anxiety has been associated with alcohol and drug abuse, Sonntag, 

Wittchen, Hofler, Kessler, and Stein (2000) have also suggested high levels of fear in 

adolescence are correlated with heavy nicotine dependence in adolescence and adulthood, 

suggesting that smoking is a socially acceptable method of dealing with feelings of 

anxiety. The latter studies indicate that anxiety problems in children and adolescence 

persist over time and support the view that more research may be needed in the area of 

prevention (Kaplow, Curran, Angold, & Costello, 2001). 
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Research Supporting the Current Study 

The majority of studies on childhood anxiety disorders have made use of an 

individual format (Kendall, 1994), with some studies concentrating on group or family 

treatment (e.g., Bernstein, Layne, Egan, & Tennison, 2005; Ginsburg & Drake, 2002; 

Kendall, Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008; Shortt, Barrett, & Fox, 

2001). Studies examining group cognitive-behavioral treatments have shown that they 

hold promise as an effective treatment for anxiety problems in children and adolescents 

(Albano et al., 1995; Barrett, 1998; Bernstein, 1991; Ollendick & King, 1998; Silverman 

et al., 1999). Additionally, Barrett, Duffy, Dadds, and Rapee (2001) found good 

maintenance of treatment gains at both 12-month and 6-year follow-up assessment 

periods. In fact, manualized group cognitive-behavior therapy is described as an 

empirically supported treatment by Albano and Kendall (2002). Cognitive-behavioral 

therapy (CBT) is also described as “probably efficacious” (¶ 1) by the Society of Clinical 

Child and Adolescent Psychology (2007).  

Albano and Kendall (2002) described Kendall’s two manualized programs for 

anxiety, the Coping Cat (for younger children) and CAT (coping with anxiety for teens), 

as programs that are “transportable” (p. 132) to other cultures, adaptable to use with a 

variety of age groups, useful in a group setting, and applicable for use with a variety of 

types of anxiety problems. Studies involving group cognitive-behavioral therapy with 

adults are somewhat more frequent than studies with youths. The majority of the adult 

studies indicate that group format for cognitive-behavioral therapy is probably efficacious 

as a treatment for anxiety (Flannery-Schroeder & Kendall, 2000; Heimberg et al., 1990; 
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Renneberg, Goldstein, Phillips, & Chambless, 1990). Some of the main advantages to 

group treatment are that this approach requires less time to carry out than individual 

therapies, and generalizability is increased when such therapies are used within the 

school setting. Additionally, the therapist can make use of important advantages of this 

approach, such as peer and staff support (Masia et al., 2001) and increased opportunities 

for reinforcement and positive modeling (Shortt et al., 2001).  

Though there is a paucity of research pertaining to school-based group therapy for 

anxious children, many clinic-based studies have shown group cognitive-behavioral 

strategies to be efficacious (e.g., Flannery-Schroeder, Choudhury, & Kendall, 2005; 

Flannery-Schroeder & Kendall, 2000; Kendall, 1994; March, 1995; Morris et al., 2008; 

Schoff D’Eramo & Francis, 2004; Velting et al., 2004). Flannery-Schroeder and Kendall 

performed a study that examined 37 clinic-referred youth, aged 8-14 years old. The 

researchers compared individual treatment, group treatment, and wait-list participants on 

changes in anxiety levels. A variety of self-report, parent, and teacher assessments were 

used as dependent measures, including assessments of anxiety, coping, depression, self-

perception, loneliness, attitudes about friendship, and general behavior.  

Individual CBT workbooks were used for both the group and individual sessions, 

although slight modifications were made to the therapist manual for use with the group 

procedures, including adding information about matters of confidentiality and the 

positive and negative features of peer modeling, (P. C. Kendall, personal communication, 

May 27, 2005). The 18-week treatment program included education (i.e., learning to 

recognize anxious feelings, physiological reactions to anxiety, and negative thoughts), 
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behavioral strategies (coping modeling, role-playing, relaxation training, and contingent 

reinforcement), and in vivo exposures. A meeting was held with the parents following 

Session 4 in order to gain more information about the child’s anxious behavior and to 

provide information to the parents.  

The results of the study showed that of those children initially having a T-score of 

65 or higher on The Child Behavior Checklist, 86% of the participants in the individual 

group and 70% of the youth in the group condition were returned to the normative range 

at posttreatment, while only 21% of the wait-list group returned to the normal range. As 

for measurement of diagnostic status, 73% of the participants in the individual treatment 

and 50% of the youth in the group treatment showed significant improvement while only 

8% of participants in the wait-list conditions no longer met the criteria for a primary 

anxiety disorder. Effect sizes obtained for the study were quite large and though they 

varied depending on the dependent measure assessed, the treatment gains in the 

individual and group treatments were comparable and were quite large. Effect sizes 

exceeded the threshold of .80 for a large effect and revealed that treated children were 

functioning better than 90% of the wait-list control sample (Flannery-Schroeder & 

Kendall, 2000).  

It was noted, however, that the study may have had insufficient power to detect 

small to moderate between treatment differences in the individual versus group therapy. 

It was also found that attrition was low for the group treatment (31% for the individual 

treatment group versus 0% for the group treatment) with the researchers noting that lower 

rates of attrition for group treatments have also been found in previous studies (see 
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Toseland & Siporin, 1986). Furthermore, treatment gains were maintained at the 3-month 

follow-up assessment. The authors concluded that the results replicated and extended the 

research findings on the efficacy of cognitive-behavioral treatments for anxiety 

disordered youth. They also noted that more research, “is needed to examine the relative 

utility of treatment components (e.g., cognitive training, in vivo exposures), as well as the 

differential utility of alternative treatments” (Flannery-Schroeder & Kendall, 2000, p. 

275).  

In their 5-year follow-up study, Flannery-Schroeder et al. (2005) found that the 

treatment gains had been maintained with 81% of the individually-treated youth. Of those 

in the group treatment, 77% no longer met the criteria for an anxiety disorder. 

Additionally, no significant differences were found between the conditions, indicating 

that group and individual cognitive-behavior therapy was equally successful in promoting 

lasting change. This study also added to the evidence suggesting that group cognitive 

behavioral therapy (GCBT) may be considered a “probably efficacious treatment” 

(Flannery-Schroeder et al., p. 270). 

Cognitive-behavioral therapy has also been used effectively in group settings to 

address difficulties such as depression and depression prevention (Compton, Burns, 

Egger, & Robertson, 2002; Gillham et al., 2006; Reynolds & Coats, 1986; Spence, 1995; 

Spence, Sheffield, & Donovan, 2005; Westra, Dozois, & Boardman, 2002), but as with 

research on anxiety, few studies have been completed in the school setting. Spence et al. 

examined the long-term effects of a school-based group prevention program for 

depression and found good short-term gains, but no significant improvements at the 1-
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year or 4-year follow-up assessments. One possible reason noted for the lack of 

maintenance of results was the fact that regular education teachers carried out the training 

program and they may not have had the background skills or knowledge to effectively 

apply the cognitive-behavioral training program. An additional limitation that was 

described was the program might not have been conducted over a sufficient duration to 

produce significant change (Spence et al.). In the few studies available, it appears that 

anxiety disorders respond well to group cognitive-behavioral therapy in schools; 

however, there is still limited literature regarding this area of intervention. Also, it is not 

yet clear how successful these programs would be if used as a universal prevention 

approach, so further study in this area continues to be recommended (Tomb & Hunter, 

2004).  

The present study is based primarily on the previously described research by 

Flannery-Schroeder and Kendall (2000) and three recent studies that examined the use of 

cognitive-behavioral interventions with adolescents and children in a group setting. 

Specifically, Spence, Donovan, and Brechman-Toussaint (2000) used 50 children ages 7-

14 years old that were diagnosed with social phobia. The initial diagnosis was made by 

contacting the parents and conducting a brief telephone screening, followed by 

assessment with The Anxiety Disorders Interview Schedule for Children-Parent Version 

(Silverman & Nelles, 1988). If the child or adolescent received a rating of 4 or above on 

the ADIS-C-P, he or she was considered eligible for the study based on a diagnosis of 

social phobia. Individuals were also allowed to participate if they received a secondary, 

less severe anxiety diagnosis. Participants were excluded if, despite a diagnosis of social 
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phobia, they did not report any avoidance or worry relating to social situations on The 

Social Worries Questionnaire-Pupil (Spence, 1995). Individuals with severe learning 

disabilities, those receiving medication for any psychological disorder, and those who 

exhibited clinical levels of other emotional or behavioral disorders were also excluded 

from the study. Of the 50 total participants, 23 subjects were assigned a single diagnosis 

of social phobia while the other 27 individuals received at least one other secondary 

diagnosis.  

In order to measure changes in behavior and anxiety levels, additional assessment 

measures were used, including: the Revised Children’s Manifest Anxiety Scale 

(Reynolds & Richmond, 1978; Spence et al., 2000), Revised Behavioral Assertiveness 

Test for Children (Ollendick, 1981), Spence Children’s Anxiety Scale (Spence, 1997), 

Social Skills Questionnaire-Parent (Spence, 1995), and the Social Competence 

Questionnaire-Parent (Spence, 1995). The two experimental conditions were assessed at 

pretreatment, posttreatment, 6-month follow up, and 12-month follow up. Wait list 

control (WLC) individuals were assessed only at intervals that corresponded to the pre-

and post-treatment assessments. After 12 weeks on the waiting list, these individuals 

received the intervention (Spence et al., 2000). 

After the initial assessment, individuals were randomly assigned to a cognitive-

behavioral therapy group without parent involvement (CBT-PNI), a CBT plus parent 

training group (CBT-PI), or a wait list control group (WLC). The CBT training consisted 

of social skills training, relaxation techniques, social problem-solving, positive self-

instruction, cognitive challenging, and graded exposure to social situations. The social-
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skills portion of the intervention included conversation, listening and friendship skills, 

modeling, role-play, prompts, and reinforcements. Micro-skills were also introduced 

during the social skills training, including use of appropriate eye contact, facial 

expressions, tone and volume of voice, and correct posture (Spence et al., 2000).  

This intervention involved 12 sessions, once a week for 12 weeks, followed by 

two booster sessions at 3 months and 6 months. Each session lasted for 1 hour and was 

followed by a half-hour of social practice games. Each group consisted of six to eight 

children led by two psychologists. The groups were also divided into different age 

groupings (7-11 year-olds together and 12-14 year-olds combined) so that some of the 

cognitive procedures could be modified for the younger children and so that appropriate 

social situations for that age group could be discussed. Homework that involved 

practicing the newly-learned skills was given each week and graded exposure was to be 

practiced at home as well (Spence et al., 2000).  

The parent involvement (PI) group differed from the PNI group in that the PI 

condition parents were taught to (a) model, prompt, and reinforce their child’s practice of 

target skills outside sessions; (b) ignore and not reinforce socially anxious behavior and 

avoidance; (c) encourage their child to participate in social activities outside sessions, (d) 

prompt and reinforce home-task completion; and (e) model socially proactive rather than 

anxious behavior themselves. Parents in this condition observed the children’s group 

sessions through a one-way screen and were provided with handouts that described the 

skills being taught, their rationale, and their child’s home-task. Instructions, discussion, 

modeling, and role-play of target skills were used to teach specific parenting responses. 



23 
 

Weekly handouts were provided that described positive parenting skills for parents of 

anxious children. The parent training sessions lasted approximately 30 minutes and were 

conducted in a group format while the children were attending the social skills practice 

games sessions in a different room. Parents in the PNI condition did not receive the 

parent-training component and did not observe the therapy sessions (Spence et al., 2000). 

The results of this study support the use of a CBT training program that includes 

social skills training. The cognitive-behavioral therapy plus social skills produced 

statistically significant reductions in general anxiety, social anxiety, and improvements in 

social skills for both experimental groups. The beneficial results for the two experimental 

groups were maintained at follow-up and the child self-reports at the 12-month follow-up 

indicated that additional gains occurred. The authors further indicated that only 13% of 

the participants retained a clinical diagnosis at post treatment and 19% at the 12-month 

follow up. The children in the wait listed control group (WLC) exhibited little to no 

change during the other two group’s treatment period and 93% of the WLC children 

retained a clinical diagnosis of social phobia at the end of the wait list time period. It is 

important to note that there were no statistically significant differences between the two 

parent groups, though there was a trend toward superior treatment effects in the PI group. 

More specifically, there were fewer children in the PI group who were still classified as 

having a clinical diagnosis of social phobia at the end of the treatment (Spence et al., 

2000). 

Shortt et al. (2001) studied the efficacy of the FRIENDS program (Barrett, 

Lowry-Webster, & Turner, 2000; Lowry-Webster, Barrett, & Dabbs, 2001) in helping to 
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reduce anxiety in 54 children ages 6.5 to 10 years. FRIENDS  is an acronym for 

strategies taught in relation to a family-based cognitive-behavioral treatment program and 

the letters of FRIENDS represent, “F-Feeling worried; R-Relax and feel good; I-Inner 

thoughts; E-Explore plans; N-Nice work, so reward yourself; D-Don’t forget to practice; 

and S-Stay calm, you know how to cope now” (Shortt et al., 2001, p. 526).  

All of the children had been assigned a diagnosis of generalized anxiety disorder 

(n = 42), separation anxiety disorder (n =19), or social phobia (n = 10). There were a total 

of 10 groups conducted, with 5 to 13 children per group. Children were referred from 

school guidance counselors, child mental health centers, and from parents who had 

become aware of the program through advertisements. The program, which is based on 

the Coping Cat and Coping Koala group workbooks, consisted of 10 weekly sessions and 

two booster sessions that were held at the 1 and 3 month follow-up point. The core 

components of the program included (a) exposure, (b) relaxation, (c) cognitive strategies, 

and (d) contingency management. The program also emphasized peer support, practice at 

home, cognitive restructuring for parents, and parent support training. The families in the 

program were also encouraged to form and maintain strong social networks. The authors 

used the Revised Children’s Manifest Anxiety Scale and Child Behavior Checklist. Self-

report measures were used to assess the parents’ and child’s perceived levels of anxiety 

before and after completion of the program. Additionally, treatment satisfaction was 

assessed for both parents and children at the conclusion of the intervention (Shortt et al., 

2001). 
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Each FRIENDS session began with a 10-minute meeting that included both the 

parents and the children. During this time, the upcoming session agenda was outlined, 

homework activities were discussed, and the progress of the families was reviewed. The 

children then participated in a 50-60 minute therapeutic session. This was followed by a 

5-minute discussion period in which both the parents and children were able to ask 

questions and make suggestions. This included information about ways to practice the 

newly learned coping skills at home during the upcoming week. The parents then 

attended a 30-40 minute parent session. All treatment sessions were videotaped and an 

integrity check was performed in order to ensure that the therapists conducting the 

sessions (two clinically-trained doctoral students) had adhered to the treatment manual 

content. These checks showed a 95% to 97% concordance between manual and session 

content (Shortt et al., 2001). 

 The authors concluded that the FRIENDS program was successful in reducing 

childhood anxiety, more specifically, that the program resulted in 33 of 48 treatment 

completers being diagnosis-free at the end of the program. This was compared to only 

6% (n = 1) in the WLC group. No significant effects were found for gender, group size, 

or comorbid status. Additionally, the type of initial diagnosis did not have an effect on 

the overall effectiveness of the treatment, suggesting that the treatment was successful for 

all three diagnostic groups. This finding was based on how many individuals were 

diagnosis-free at the conclusion of treatment. The families who participated in the 

FRIENDS program showed statistically significant improvements over the WLC on both 

self-report measures and on clinician’s severity ratings. Both parent and child participants 
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rated the FRIENDS program as useful and the children rated it as enjoyable (with 83% 

judging it to be fun and 17% describing it as okay). Of the skills taught, the parents 

considered the cognitive strategies of identifying self-talk, challenging self-talk, and 

helpful thinking as being the most important. 

In another study, Masia et al. (2001) examined group-oriented, cognitive-

behavioral (plus social skills) treatment within the school setting, based on a combination 

of the following programs: Social Effectiveness Therapy for Children (Beidel, Turner, & 

Morris, 1998), Social Skills Training: Enhancing Social Competence with Children and 

Adolescents (Spence, 1995), and Cognitive-Behavioral Group Therapy for Adolescents 

(Albano et al., 1995). This combined program was called Skills for Academic and Social 

Success program for reducing social anxiety and social phobia. The participants were 

high school youth who had been nominated by their teachers. The parents of the 

nominated students received telephone calls explaining the program and asking for 

permission to send a consent form to their home. Of 46 contacted parents, 11 returned 

consent forms. The teens were given the Anxiety Disorders Interview Schedule for 

Children for DSM-IV: Child Version (ADIS-C; Silverman & Albano, 1996) and then 

invited to be a part of the study if they had IQs higher than 70 (according to school 

records) and they received a severity rating of 4 or greater on the ADIS-C (which has a 

severity scale from 1-8). Comorbid disorders were permitted as long as social phobia was 

the primary diagnosis. Exclusions from the study included a diagnosis of major 

depression, the individual’s fears were at a sub-clinical level, or abuse of alcohol or other 

substances was present. Only 6 of the 11 nominated students met the criteria for inclusion 
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in the study. The students who participated were assessed at the beginning and end of the 

treatment. The researchers used clinician’s ratings and self-report measures. The 

independent assessor completed the 7-point rating of Change Form from the Social 

Phobic Disorders Severity and Change Form (Heimberg, Liebowitz, & Hope, 1998; 

Liebowitz, Schneier, & Campeas, 1992) and the Liebowitz Social Anxiety Scale for 

Children and Adolescents (Masia, Hofmann, Klein, & Liebowitz, 1999). To measure the 

amount of change in anxiety levels that occurred, the Social Phobia and Anxiety 

Inventory for Children was given (Beidel & Morris, 1995; Beidel, Turner, & Morris, 

2004). Lastly, a fear hierarchy was used that consisted of the participants’ 10 most feared 

situations.  

At the completion of the study, all six participants were classified as treatment 

responders, with ratings of markedly or moderately improved on the Liebowitz Social 

Phobic Disorders Change Form. Additionally, 50% of the subjects no longer met the 

criteria for social phobia following the treatment and two subjects that originally had 

comorbid diagnoses of generalized anxiety disorder no longer met criteria for the 

secondary anxiety disorder following the Skills for Academic and Social Success 

program. On self-report measures, the participants did not show a significant decrease on 

the Social Phobia and Anxiety Inventory for Children-C (Beidel, Turner, & Morris, 1995) 

ratings, but the ratings of anxiety and avoidance on the Fear Anxiety Hierarchy did 

decrease significantly (p < .05). The ADIS-C severity rating scores decreased 

significantly as well. Comments from teachers and parents supported these conclusions, 
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with reports of students making new friends, joining in new activities, and speaking up in 

class regularly by the end of treatment (Masia et al., 2001). 

Purpose of the Study 

The purpose of the present study was to evaluate the effectiveness of three school-

based group interventions for anxious adolescents in Grades 5-12. The three groups 

included cognitive-behavioral therapy (CBT), relaxation training, and an adult-attention/ 

educational-support control group (study skills group). In order to ascertain the 

effectiveness of the three programs, the students, parents, and teachers were given 

preintervention and postintervention anxiety assessment measures. The CBT and 

relaxation training groups were also given these measures at a 6-week follow-up 

assessment.  

In this study, the dependent measures used to assess levels of anxiety included the 

MASC (March, Parker, Sullivan, Stallings, & Conners, 1997), the student, parent, and 

teacher rating forms of the CBCL (Achenbach & Rescorla, 2001). The specific scale 

scores examined on each of these measures included the MASC total score and the 

anxious/depressed syndrome scale score, the anxiety problems scale score, and the 

internalizing problems scale score from the student, parent, and teacher rating forms of 

the CBCL.  

Based on the successful use of CBT in prior research (Barrett et al., 2001; Barrett 

et al., 2000; Masia et al., 2001; Shortt et al., 2001; Spence et al., 2000), four directional 

hypotheses were proposed. 
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1. There will be a significant difference over time between the cognitive-

behavioral therapy, relaxation training, and study skills groups in reducing T-scores on 

the total anxiety scale of the MASC. 

2. There will be a significant difference over time between the cognitive-

behavioral therapy, relaxation training, and study skills groups in reducing T-scores of the 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the student form of the CBCL.  

3. There will be a significant difference over time between the cognitive 

behavioral therapy, relaxation training, and study skills groups in reducing T-scores of the 

individual anxious/depressed problems scale, the anxiety problems scale, and the 

internalizing problems scale of the parent form of the CBCL.  

4. There will be a significant difference over time between the cognitive 

behavioral therapy, relaxation training, and study skills groups in reducing T-scores of the 

individual anxious/depressed problems scale, the anxiety problems scale, and the 

internalizing problems scale of the teacher form of the CBCL.  
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CHAPTER 2: REVIEW OF LITERATURE 

When one hears the term anxiety, they might think of an uneasy feeling of 

nervousness that occurs when life becomes overly stressful. Another individual might 

imagine the fear-filled feeling before giving a speech in front of a group of colleagues. 

Anxiety and fear can truly refer to a variety of feelings that may occur in quite different 

settings. An adult with an excessive fear of spiders (specific phobia) might behave very 

differently than an 8-year-old with severe separation anxiety. This is because anxiety has 

a number of different definitions. From agoraphobia to posttraumatic stress disorder and 

obsessive compulsive disorder, there are many types of anxiety within the Diagnostic and 

Statistical Manual of Mental Disorders-4th edition (DSM-IV; American Psychiatric 

Association, 1994). It should be noted as well that individuals may display different 

forms of anxiety concurrently; comorbidity is not rare (Curry & Murphy, 1995; Last, 

Perrin, Hersen, & Kazdin, 1992). Although an in-depth review of every type of anxiety is 

beyond the scope of this paper, several terms related to anxiety are described. 

Anxiety is a term that is often used interchangeably with other terms, such as fear, 

phobia, and clinical fears. King and Ollendick (1989) described fear as “a feeling or 

condition of being afraid when exposed to real or imagined threatening stimuli” (p. 431), 

while anxiety is considered to be more of a pervasive experience (King et al., 1990). King 

et al. looked at both fearful and anxious children and found that high anxiety subjects 

were also more fearful than low anxiety individuals were; thus, showing that there is 

overlap in anxiety and fearfulness (King et al., 1991). Morris et al. (2008) helped to 
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differentiate between the terms fear and phobia by summarizing the following 

description by Marks (1969): 

A phobia should be considered a subcategory of fear that is: (a) out of proportion 

to demands of the situation, (b) cannot be explained or reasoned away, (c) is 

beyond voluntary control, and (d) leads to avoidance of the feared situation. (p. 

96)  

Miller, Barrett, and Hampe (1974) added to this definition, stating that a phobia or 

clinical fear is “persistent, unadaptive, and not age or stage specific” (cited in Morris et 

al., 2008, p. 90). These descriptors are frequently used by researchers and practitioners to 

define the term phobia. Thus, a phobia is more of a fear to a specific event or object, 

while anxiety refers to an aversive state involving apprehension and physiological arousal 

of a diffuse nature (Barrios & Hartmann, 1988; King & Ollendick, 1989).  

The DSM-IV (American Psychiatric Association, 1994) described specific phobia 

as a persistent fear of a specific object or situation such that the individual avoids the 

stimulus whenever possible or endures it with intense anxiety (Silverman & Ginsburg, 

1995). Anxiety has also been categorized as being state or trait, in the sense that it may be 

a condition that is elicited only under certain circumstances (state) or it may be a more 

consistent and chronic part of a person’s personality or character (trait). This may also be 

referred to as global versus situation specific anxiety (Stallings & March, 1995). 

Although these definitions have been put forth, one has only to review the 

literature in the area of child and adolescent anxiety and fears to find that there is no 

unanimous agreement of definitions. It is also important to note that anxiety or fear is an 
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expected and developmentally appropriate part of maturation. Similar fears can be found 

across children of a general age range. For example, infants respond fearfully to sudden, 

unexpected objects, loud noises, and loss of support. Children who are 3-6 years old may 

be fearful of a variety of items ranging from thunderstorms and supernatural creatures, to 

fears of bodily injury and separation from parents. By the age of 8-12 years old, 

adolescents may be more concerned with issues regarding achievement and social 

performance, as well as fears of events reported in the media such as natural disasters, 

war, and terrorism (Morris & Kratochwill, 1983, Morris et al., 2008; Muris, 

Merckelbach, de Jong, & Ollendick, 2002; Ramirez, Kratochwill, & Morris, 1987).  

So how should one define anxiety? Anxiety is often defined one way in the 

literature and another way in the school setting. The description obtained from the DSM-

IV (American Psychiatric Association, 1994) may offer yet another interpretation.  

Anxiety as Defined in the Research Literature 

Definitions of anxiety, fears, and phobia vary in the research literature. The term 

fear is often used to describe developmentally appropriate reactions to a real or perceived 

threat (King, Muris, & Ollendick, 2005), while terminology such as anxiety, clinical 

fears, separation anxiety, panic, phobias, and social phobia are sometimes used 

interchangeably in the research literature (King & Ollendick, 1989; March, 1995; Morris 

et al., 2008; Ollendick, King, & Muris, 2002). For example, school phobia and school 

refusal are not terms in the DSM-IV (American Psychiatric Association, 1994) or 

categories described by the Individuals with Disabilities Act of 1990, 1997, and 2004. 

However, these are terms that are frequently used in psychological literature to describe 
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youth who have great difficulty attending or functioning while at school because of 

various anxieties (Scott, Cully, & Weissberg, 1995). In the research literature, the 

important criterion appears to be whether the variables being measured are operationally 

defined. If a thorough description is used and the process of defining and measuring the 

construct is provided, then the process of definition may well have been met.  

One of the methods recommended for examining anxiety levels for diagnostic 

categorization and examination of treatment outcomes is the triple response mode of 

assessment (Cone, 1979; Davis & Ollendick, 2005; Johnston & Murray, 2003; Morris & 

Kratochwill, 1983). This model, which has also been called bioinformational theory 

(Davis & Ollendick), requires direct measurement of motor, cognitive, and physiological 

channels. This is done by way of self-monitoring and direct observation. The theoretical 

goal of this type of measurement is a worthy one, yet it is sometimes quite difficult to 

achieve. Some of the criticisms of the tripartite method include (a) lack of agreement as 

to what is implied by modes, (b) difficulty of measuring the physiological mode while in 

the laboratory setting and, (c) lack of its correspondence to the physiological responses 

that occur in the natural setting (Cone, 1979; Morris & Kratochwill, 1983).  

Another difficulty with using this model is that each channel can be measured by 

various means, but researchers and practitioners often choose only one method of 

measurement per channel. For example, one researcher may choose to measure galvanic 

skin responses, self-reported cognitive statements, and shakiness of hands in response to 

a feared object or situation. These three choices only tap a small number of the total 

responses.  
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The selection process used by researchers to determine which subjects are anxious 

also varies from study to study, with some subjects being chosen based on parent or 

teacher ratings while others complete a self-assessment, such as a behavior checklist 

(Silverman & Ginsburg, 1995). Inclusion in a study based on this method usually 

involves the participant receiving a rating or score on the assessment measure that is high 

enough to qualify him or her for inclusion in the study. For example, the Anxiety 

Disorders Interview Schedule for Children (Silverman & Albano, 1996) includes ratings 

that fall from 1-8. A researcher may choose participants based on a self-rating or parent-

rating of 4 or greater.  

There are also many factors that may allow for the exclusion of individuals as 

well (Shortt et al., 2001; Spence et al., 2000). A few examples include (a) having 

moderate to severe disabilities of a physical or intellectual nature, (b) currently being 

treated for anxiety with therapy and/or a prescription medication(s), or (c) having 

comorbid disorders that occur along with anxiety (i.e., anxiety is the secondary to 

depression or oppositional defiant disorder). Though there are numerous terms and 

assessment measures associated with anxiety, most scholars clearly define their term at 

the beginning of the article so that the reader knows and understands the definition they 

will be using for that research. 

Anxiety in the School Setting 

 A child or adolescent may find school aversive or anxiety-provoking for a variety 

of reasons. Some individuals may display separation anxiety when they are away from a 

loved one, while others have a great fear of taking tests or having to perform in front of 
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others. Many have fears concerning the school setting itself or believe that harm will 

come to a loved one while they are away. The primary features associated with school 

phobia were first described by Berg, Nichols, and Pritchard (1969) and included  

(a) Severe difficulty attending school, which results in prolonged absences, (b) 

severe emotional upset, including fearfulness, temper outbursts, or complaints of 

feeling ill when at school or especially when faced with going to school, (c) 

staying home with the parent’s knowledge when the child should beat school, and 

(d) absence of antisocial behaviors, such as stealing, lying, and destructiveness. 

(King & Ollendick, 1989, p. 436) 

  King and Ollendick (1989) noted that in the past, researchers have differentiated 

between types of anxiety in the school setting. For example, Waldfogel, Coolidge, and 

Hahn (1957) helped to delineate between types of school phobia. Researchers later 

expanded upon this, creating two types of school phobia that eventually became known 

as Type I and Type II. With Type I, the first episode usually followed a weekend where 

the child had missed the previous Thursday and Friday. It was more prevalent in the early 

grades, and concerns about the caregiver’s health or of something horrible happening, 

especially to the child’s mother, were common. This was considered to be the more 

neurotic type and involved well-adjusted parents who were good communicators. These 

parents were usually easy to work with and they showed an understanding of what the 

child was experiencing. In Type II (characterological), the onset was later and was 

generally more gradual. Death concerns about the parent were not present, but the parents 

of the child or adolescent were more difficult to work with and they showed little insight 
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into the behavior of the child. Though these subtypes are not used as frequently today, 

therapists who have theoretical backgrounds that are based more on the medical or 

psychodynamic model may cite these subtypes more frequently (King & Ollendick). 

The definitions used within the school setting are generally not the same as those 

found in clinics or in research. Professionals who work within the school setting are 

governed by federal guidelines when providing services to anxious students. For 

classification and treatment purposes, anxious children and adolescents are sometimes 

included under the heading of emotional or behavioral disturbance under the Individuals 

with Disabilities Act of 1990, 1997, and as reauthorized in 2004 or under Section 504 of 

the Rehabilitation Act of 1974. In order to receive special services that are provided or 

aided by federal funds, the child or adolescent’s behavior must meet the following 

characteristics and be exhibited over a long period of time and to a marked degree. 

According to McLoughlin and Lewis (1990), the condition or behavior must also 

adversely affect educational performance:  

1. An inability to learn which cannot be explained by intellectual, sensory, or 

health factors; 

2. An inability to build or maintain satisfactory interpersonal relationships with 

peers and teacher; 

3. Inappropriate types of behavior or feelings under normal circumstances; 

4. A general pervasive mood of unhappiness or depression; or 

5. A tendency to develop physical symptoms or fears associated with personal or 

school problems (p. 11). 
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If students are significantly impaired, based upon assessment of the above criteria, 

they may receive special services within the school under the label of emotional or 

behavioral disturbance or disorder. The exact term used may vary from state to state. 

Many anxious students are simply treated by the school psychologist or school counselor 

without receiving a special education classification. Districts may also refer these 

individuals to school and child psychologists or therapists outside of the school system. 

This may be necessary if school personnel are not available or are inadequately trained in 

dealing with anxiety issues. In either case, the psychologist or counselor may meet with 

the individual and the individual’s family in order to evaluate the situation at hand and to 

develop a plan that overlaps from the home to school setting (McConaughy & Ritter, 

2002). 

 Psychiatric Definitions  

 Though there are nine anxiety disorder classifications described in the DSM-IV 

(American Psychiatric Association, 1994) under which children can be diagnosed, only a 

few will be reviewed in this study. Since the previous literature concerning group 

treatment of anxiety has focused primarily on remediation of separation anxiety, social 

phobia, and generalized anxiety disorder, these specific disorders will be described and 

defined briefly. 

Social phobia describes the type of anxiety in which the individual is markedly 

fearful of social or performance situations (Beidel & Morris, 1995). In generalized 

anxiety disorder individuals have anxiety about a number of events or activities and this 

anxiety tends to be more pervasive (Scott et al., 1995). Separation anxiety usually refers 
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to the distress a child experiences when he or she is separated, or anticipates separation, 

from his or her caretaker (Van Tilburg, De Waal, Vingerhoets, & Van Heck, 1999). As 

discussed earlier, each of these terms refers to fear or anxiety that is excessive or 

developmentally inappropriate. Of these three, separation anxiety is the only diagnosis 

listed in the DSM-IV (American Psychiatric Association, 1994) under disorders usually 

first diagnosed in infancy, childhood, or adolescence. Specific phobia, social phobia, and 

generalized anxiety are also diagnostic labels that may be applied to children (Beidel & 

Morris; Scott et al.; Stallings & March, 1995), but the criteria for these diagnoses are 

contained within the general adult anxiety disorders section of the DSM-IV (American 

Psychiatric Association).  

Separation Anxiety  

The DSM-IV (American Psychiatric Association, 1994) defined separation 

anxiety under the section in the following way. 

The essential feature of Separation Anxiety Disorder is excessive anxiety 

concerning separation from the home or from those to whom the person is 

attached (Criterion A). This anxiety is beyond that which is expected for the 

individual’s developmental level. The disturbance must last for a period of at least 

4 weeks (Criterion B), begin before age 18 years (Criterion C), and cause 

significant distress or impairment in social, academic (occupational) or other 

important areas of functioning (Criterion D). The diagnosis is not made if the 

anxiety occurs exclusively during the course of a Pervasive Developmental 

Disorder, Schizophrenia, or other Psychotic Disorder.  
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To be labeled as having separation anxiety using the DSM-IV, the child 

must exhibit at least three or more of the above listed criteria and the behaviors 

must be displayed in excess of 4 weeks. Onset must be before age 18. The 

disturbance or distress must cause clinically significant impairment in social, 

academic (occupational), or other areas of functioning. Additionally, the 

behaviors are not due to another disorder… (and are) not better accounted for by 

Panic Disorder with Agoraphobia. (pp. 113-114)     

There is a familial link in separation anxiety with most children who display this 

type of behavior coming from close families. Separation anxiety may occur more 

frequently in females and with children whose mothers experience panic attacks. The 

prevalence rate for separation anxiety is around 4%, according to the DSM-IV (American 

Psychiatric Association, 1994), with onset as early as 6 years old. Late onset is 

uncommon, but youth who display this difficulty early on may struggle with it off and on 

throughout development. The condition may be brought on or worsened by life stresses, 

such as a death in the family or of a pet, moving, change of schools, or an illness of the 

child or a relative. 

Finally, Masi et al. (2001) stated that school refusal is reported in about 75% of 

separation anxiety disorder cases. School refusal may also be caused by discomfort due to 

fear of a specific object or situation in or at the school (specific phobia). Aside from 

school refusal, children who display symptoms of separation anxiety may also have 

comorbid problems, such as generalized anxiety disorder or depression (Kendall, Brady, 
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& Verduin, 2001). Some authors argue that certain forms of homesickness are closely 

related to separation anxiety (Van Tilburg et al., 1999). 

Social Phobia 

According to the DSM-IV (American Psychiatric Association, 1994), the essential 

feature associated with social phobia is, “A marked and persistent fear of social or 

performance situations in which embarrassment may occur” (p. 411). Beidel and Morris 

(1995) described social phobia as occurring within a broad spectrum of behaviors they 

describe as sociability. An individual who falls on one end of this spectrum might show a 

strong preference for affiliation and companionship with others, while someone with the 

opposite personality would be associated with terms such as shy or withdrawn. These 

authors make an important point: spending large amounts of time alone does not 

necessarily invoke dissatisfaction in all people. This idea that individuals vary in 

sociability has existed in philosophy and literature for quite some time (Marks, 1969; 

Beidel & Morris, 1995). Rao et al. (2007), however, documented primarily negative 

outcomes for those with social anxiety in adolescence, including a pervasive pattern of 

social dysfunction that is likely related to more functional impairment in teens than in 

children. 

Though some individuals may not be affected by these self-imposed limitations 

on social activity, others are very uncomfortable in social settings. They may believe that 

they will be scrutinized or that they will embarrass themselves. Social phobia refers to 

such individuals. This has been recognized and studied in adults and was included as a 

disorder in the Diagnostic and Statistical Manual of Mental Disorders-Third Edition 
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(DSM-III; American Psychiatric Association, 1980), but it has not been studied as 

extensively in children and adolescents. In the past, many authors believed that anxiety of 

this type would simply be outgrown (Beidel & Morris, 1995). Beidel and Morris stated 

that this may be due to the fact that shyness is considered so common in children (Barrios 

& Hartmann, 1997). The average age of onset for social phobia is reported to be from 8-

12 years of age (Last et al., 1992; Strauss & Last, 1993). Current prevalence rates for 

social phobia in children range from 1% to 2% of the general child population and it is 

estimated to affect 3% to 13% of the general population across the life span (American 

Psychiatric Association, 1994; Compton, Nelson, & March, 2000). 

The DSM-IV (American Psychiatric Association, 1994) provided detailed criteria 

for making a diagnosis of Social Phobia. Some of the indications that social phobia 

should be diagnosed include 

1. A marked and persistent fear of one or more social or performance 

situations in which the person is exposed to unfamiliar people or to possible 

scrutiny by others. The individual fears that he or she will act in a way (or show 

anxiety symptoms) that will be humiliating or embarrassing. (Note: In children, 

there must be evidence of the capacity for age-appropriate social relationships 

with familiar people and the anxiety must occur in peer settings not just in 

interactions with adults.);   

2. Exposure to the feared social situation almost invariably provokes 

anxiety, which may take the form of a situationally-bound or situationally-

predisposed panic attack. (Note: In children, the anxiety may be expressed by 
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crying, tantrums, freezing, or shrinking from social situations with unfamiliar 

people.); 

3. The person recognizes that the fear is excessive or unreasonable. (Note: 

In children, this feature may be absent.); 

4. The feared social or performance situations are avoided or else are 

endured with intense anxiety or distress; 

5. The avoidance, anxious anticipation, or distress in the feared social 

situation(s) interferes significantly with the person’s normal routine, occupational 

(academic) functioning, or social activities or relationships, or there is marked 

distress about having the phobia; 

6. In individuals under age 18 years, the duration is at least 6 months; and 

7. The fear or avoidance is not due to the direct physiological effects of a 

substance (e.g., a drug of abuse, a medication) or a general medical condition and 

is not better accounted for by another mental disorder (e.g., panic disorder with or 

without agoraphobia, separation anxiety disorder, body dysmorphic disorder, a 

pervasive developmental disorder, or schizoid personality disorder). 

8. If a general medical condition or another mental disorder is present, the 

fear in Criterion A is unrelated to it, e.g., the fear is not of stuttering, trembling in 

Parkinson’s disease, or exhibiting abnormal eating behavior in anorexia nervosa 

or bulimia nervosa. Specify if the fears include most social situations (p. 416-

417).  
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It is of note that social phobia may vary across cultures (American Psychiatric 

Association, 1994). For example, in certain Asian countries, fears about causing offense 

to others are quite common. Examples of common concerns include fears about offensive 

body odor, blushing, and making eye contact. Psychologists must always consider an 

individual’s cultural norms when assessing and treating the person. Guarnaccia (1997) 

and Good and Kleinman (1985) pointed out that anxiety disorders are clearly present 

throughout human society; the forms through which distress is expressed varies 

significantly across cultures. Rates of anxiety may also differ from one ethnic group to 

another. For example, Karno et al. (1989) found that Hispanics who were born in Mexico 

had lower rates of anxiety than Hispanics (Mexican Americans) born in America. They 

proposed that this is related to several factors related to migration.  

Generalized Anxiety Disorder 

In generalized anxiety disorder (which includes overanxious disorder of 

childhood), an individual expresses a great deal of worry and anxiety about a number of 

activities or events for more days than not, during a period of 6 or more months 

(American Psychiatric Association, 1994). This worry is very difficult for the individual 

to control and is accompanied by additional symptoms, including restlessness, becoming 

fatigued easily, difficulty concentrating, irritability, muscle tension, and disturbed sleep. 

It is only necessary for one of these additional symptoms to be present in children; three 

symptoms are required for diagnosis in adults. The cause of the worry and anxiety is not 

due to the features of another Axis I disorder, such as panic disorder (fear of having a 

panic attack), social phobia (being embarrassed in public), obsessive-compulsive disorder 
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(fear of being contaminated), separation anxiety (fear of being away from home or close 

relatives), symptoms of anorexia nervosa (fear of gaining weight), somatization disorder 

(worries and multiple physical complaints), or hypochondriasis (fear of having a serious 

illness). Additionally, the fear and worry do not occur during posttraumatic stress 

disorder (anxiety or distress that follows an event where an individual experiences, 

witnesses, or is confronted with a potentially life-threatening trauma or threat to the 

physical integrity of self or others). This anxiety should not be induced by substance 

abuse, medication, exposure to a toxin, or by a medical condition (American Psychiatric 

Association, 1994).  

Individuals with generalized anxiety may or may not characterize the worry as 

excessive, but they commonly report subjective distress due to the frequent worrying. 

They may also have difficulty controlling the worry and they frequently experience 

impairment in other areas of functioning. Furthermore, the intensity, duration, or 

frequency of the anxiety is out proportion to the actual likelihood or impact of the feared 

events. The individual may find it difficult to concentrate due to frequent worrisome 

thoughts and they may find that stopping these worrisome thoughts is very difficult. For 

example, many adults with generalized anxiety worry about everyday life responsibilities, 

such as possible job responsibilities, finances, health of family members, and other minor 

matters like household chores, car repairs, and being late (Flannery-Schroeder, 2004).  

In the case of children, the worry tends to revolve around their competence or the 

quality of their performance at school or in sporting events. This occurs even when others 

are not evaluating their performance. Children with this diagnosis may also worry about 
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the occurrence of catastrophic events, such as tornadoes or war. Other features associated 

with the disorder in childhood include: Behavior that is overly conforming, perfectionist, 

feeling unsure of themselves, and a tendency to re-do tasks because of dissatisfaction 

with their performance. They tend to seek out approval from others and may need 

excessive reassurance from others about their worries and their competence. The focus of 

the worry may shift during the course of the disorder from one worry, or set of worries, to 

another (American Psychiatric Association, 1994). Of course, any of these can be 

common worries that all individuals may have off and on. The differentiation between 

normal anxiety and clinically-significant generalized anxiety is usually the excessiveness 

of the worrisome thoughts. They occur quite often and as previously mentioned, usually 

interfere with the ability to concentrate and function.  

As noted earlier, expectations and behaviors of individuals generally vary from 

one culture to the next. Again, it is important that a practitioner consider these cultural 

differences during assessment and treatment. For example, in some societies, somatic 

complaints may be the primary expression of anxiety, while cognitive symptoms may be 

the most significant expression of anxiety for another culture (American Psychiatric 

Association, 1994). Examples of somatic complaints include feeling cold, having clammy 

hands or a dry mouth, sweating, nausea or diarrhea, exaggerated startle response, urinary 

frequency, trouble swallowing, muscle tension, feeling shaky, or a feeling of having a 

lump in the throat. Comorbidity of mood disorders (i.e., depression) with anxiety is 

common (Liebowitz et al., 1985; Pine et al., 1998; Schneier et al., 1992; Turner et al., 

1986). The co-occurrence of other types of anxiety is also common with generalized 
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anxiety, as well as alcohol or substance abuse and other stress related conditions, such as 

headaches and irritable bowel syndrome (American Psychiatric Association).  

Summary 

When using the DSM-IV for the diagnosis of anxiety disorders, the manual 

recommends the use of the differential diagnosis sections to ascertain the best label for a 

certain set of behaviors (American Psychiatric Association, 1994). It is also 

recommended that related issues be examined when making diagnostic judgments about 

anxiety disorders. Everything from cultural differences to suspected etiology of the 

anxious behaviors may be considered during the assessment phase of therapy. 

Additionally, since anxiety is a common part of the childhood and adolescent experience, 

it is imperative to distinguish between normal or developmentally appropriate types of 

anxiety and ones that need to be addressed by a professional (Morris & Kratochwill, 

1983).  

Prevalence and Incidence 

There are many factors that contribute to the occurrence of anxiety (Prins, 2001). 

The research regarding anxiety has posed such questions as, “How often does anxiety 

occur throughout our society as well as others?” and “What situations are most saliently 

linked to anxiety in children and adolescents?” To thoroughly understand the causes of 

childhood and adolescent anxiety, one should examine a variety of factors. Additionally, 

it is important to understand rates of prevalence for anxiety in both general and specific 

populations, as well as guidelines about who may be a risk for difficulties with anxiety 



47 
 

(Verhulst, 2001). Since anxiety often occurs concurrently with other difficulties, the 

comorbidity of anxiety with other disorders will also be reviewed. 

 It is important to note that fears and anxiety are an extremely normal part of life. 

All humans, whether they are children or senior citizens, experience certain fears and 

uncertainty (Bornstein & Lamb, 1988; Muris et al., 2002). Anxiety may only become a 

problem if it is excessive in frequency or intensity or if it becomes intrusive, affecting 

relationships, functioning, and school or job performance (Barrios & Hartmann, 1988; 

Morris et al., 2008). The prevalence of anxiety can vary widely in the research literature, 

depending on how it is defined and measured. For example, there may be one rate for 

school phobia and a completely different rate for generalized anxiety disorder.  

Prevalence 

In Costello and Angold’s (1995) epidemiological work, they aggregated and 

compared 16 community studies of anxiety. Though the studies differed in form of 

measurement, sample selection, and taxonomy, some clear patterns were reported. The 

overall prevalence range for individuals who met the diagnostic criteria for at least one 

anxiety disorder was from 6% to 18% of children between the ages of 8 and 18 years of 

age. Over half of these studies found prevalence rates falling at 10% or above. This range 

is higher than previously reported rates of 3% to 4% percent during the 1960s and 1970s 

(King & Ollendick, 1989; Marks, 1969; Poznanski, 1973). One reason stated for the 

possible increase in the rate of the occurrence of anxiety was that these earlier rates from 

the 1960s and 1970s primarily reflected the number of children who were referred to 

child psychiatrists. 
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Other trends that Costello and Angold (1995) found in their review were that the 

prevalence of anxiety tends to increase with age and that prevalence rates may vary 

depending upon the source of information. For example, children reported higher 

prevalence rates for anxiety than did parents. Today, we have many sources to draw from 

in establishing these prevalence rates. For example, current estimations of anxiety may 

represent children and adolescents who receive interventions in schools, clinics, 

outpatient hospitals, and independent practice offices (Bell-Dolan & Brazael, 1993; 

Gullone, 2000). 

Social Phobia (Social Anxiety Disorder) 

 The incidence of social phobia in the overall population is believed to be between 

3% to 13%, according to the DSM-IV (American Psychiatric Association, 1994). 

Costello and Angold (1995) reported a lower overall prevalence rate of 2% in their 

analysis of the anxiety research literature. It is noted in the American Psychiatric 

Association’s DSM-IV, that this rate varies, depending upon the criteria used to 

determine impairment (i.e., DSM-IV diagnostic criteria versus using checklists and 

interviews). Incidence may also differ, depending on the number and type of fears. For 

example, the DSM-IV cites one study in which 20% of individuals reported a severe fear 

of public speaking while only 2% displayed severe enough distress to be diagnosed with 

social phobia.  

 Other fears associated with social phobia include fear of drinking, eating, or 

writing in public, using a public restroom and speaking to strangers or meeting new 

people. These are much less common. Few of the above behaviors are ever seen as reason 
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for admission into inpatient settings, but social phobia accounts for between 10% to 20% 

of the clients seen in outpatient clinics (though this rate also varies from one location to 

another). In their study of a clinically anxious sample, Last et al. (1992) found prevalence 

rates of 15% for social phobia, with a lifetime prevalence rate of 32% when using the 

Schedule for Affective Disorders and Schizophrenia for School-Age Children. These 

numbers were based upon an anxious population seen at an anxiety disorders clinic at 

intake and follow-up.  

Generalized Anxiety Disorder (Overanxious Disorder of Childhood) 

 Prevalence rates for generalized anxiety disorder, as reported by the DSM-IV 

(American Psychiatric Association, 1994) were 3% in a community sample during a 1-

year time period, 5% lifetime prevalence, and 12% of individuals seen in an anxiety 

disorders clinic. Costello and Angold (1995), in their review of studies citing prevalence 

rates, summarized the occurrence of generalized anxiety disorder as ranging from 2.6% to 

15.4%. The average prevalence rate for this group of studies was 4.89%. Last et al. 

(1992) found prevalence rates of 13% for overanxious disorder in a sample of anxiety 

disordered participants. A lifetime prevalence rate of 27% was found for this group. 

These lifetime prevalence rates were determined, based on interviews, treatment seeking 

behaviors, and follow-up assessments, over a period of 3 years. A limiting factor in this 

study was the small sample size of each anxiety disorder group.  

Separation Anxiety 

 The DSM-IV (American Psychiatric Association, 1994) stated that the prevalence 

rate for separation anxiety is about 4% in children and young adults under the age of 18. 
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In a meta-analysis of 16 studies, Costello and Angold (1995) found prevalence rates for 

separation anxiety ranging from .05%-13.1%, with an overall average of 4.12%. 

Similarly, Black (1995) reported a prevalence rate for separation anxiety of about 3.5%-

5.4%. Interestingly, Black gives a much higher rate of incidence for children who show 

symptoms of separation anxiety without significant impairment. This is reported to be 

around 50% of all 8 year-olds and may indicate that this is simply a normal occurrence at 

that age. Conversely, it has also been suggested that many children who exhibit 

separation anxiety disorder in early and middle childhood may develop overanxious 

disorder later in life (Westenberg, Siebelink, Warmenhoven, & Treffers, 1999).  

 In their 1992 study, Last et al. examined 188 anxious children at an outpatient 

clinic. They found prevalence rates for separation anxiety to be 27% at intake and 43% at 

12-24 months follow-up. Separation anxiety disorder was the most frequently diagnosed 

disorder in their sample. These prevalence rates are, of course, higher because they are 

drawn from a clinical sample and not from the general population. 

Test Anxiety 

 Pinto Wagner (2007) noted that reports of test anxiety can vary widely, with 

estimates of 1% to 40% of American students struggling in this area. King and Ollendick 

(1989) reported that past reviews of treatment studies (up through 1974) indicated that 

10%-30% of the school-aged population experience test anxiety; however, this was later 

questioned by Morris, Kratochwill, and Aldridge (1988), who noted that the actual 

population of youth with severe test anxiety is possibly much smaller. It is commonly 

believed that test anxiety becomes more common with age. For example, Pinto Wagner 
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recognized this pattern in their research. This is presumably due to increased exposure to 

tests in the high school years. 

Incidence 

The Relation of Anxiety to Socioeconomic Status  

There are many aspects within an individual and their environment that may have 

an effect on their mental health. These variables may also play a role in the extent and 

type of difficulties they may experience. For instance, many factors may contribute to the 

development and maintenance of anxiety. Some of these influences include 

socioeconomic status (SES), ethnicity and regional background, gender, age, the presence 

of disabilities, and parents’ mental health status. Frequently, a variety of factors combine 

and interact, affecting each individual in a unique manner. 

 Differences in SES background have been found throughout the childhood and 

adolescent anxiety literature. Researchers note that both children of low SES background 

and ethnically diverse children tend to be underserved in the pediatric anxiety literature 

(Ginsburg & Drake, 2002). In general, children from lower SES backgrounds tend to 

report impairment due to fears and anxiety more frequently (Neal, Lilly, & Zakis, 1993; 

Ollendick, King, & Frary, 1989; Ollendick, Yule, & Ollier, 1991; Schneier et al., 1992). 

One problem with establishing the relationship between SES and anxiety is that various 

studies often use different definitions of SES (Ramirez et al., 1987). Even so, many 

studies have found that children and adolescents from lower SES backgrounds tend to 

have a greater number of fears (Last, Francis, Hersen, & Perrin, 1987).  
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 Last et al. (1987) compared the SES ratings of children diagnosed with separation 

anxiety to those with a school phobia diagnosis. Their study showed that the majority of 

children with separation anxiety received lower parent-reported SES level ratings, while 

children in the school phobia group had parent ratings that fell predominately in the 

middle to upper SES group. Masi et al. (2001) concurred, reporting that 50% -75% of 

children with separation anxiety come from low SES households.  

 In another study, SES was also found to be associated with anxiety difficulties. 

Last et al. (1992) examined 188 children who had been diagnosed as anxiety-disordered 

at a clinic specifically for childhood anxiety disorders in Pittsburgh, Pennsylvania. Of 

these children, 36% to 52% were categorized as low SES. Last et al.’s findings supported 

the previous studies in that the diagnostic group containing the largest number of low 

SES families was the separation anxiety group, at 52%. Obsessive compulsive disorder, 

at 36%, had the smallest number of low SES ratings of the seven disorder groups studied. 

This study suggested a correlation between lowered income and children who struggle 

with anxiety difficulties (Last et al.). As with any correlation, many additional factors 

may contribute to the occurrence of a particular event and two variables occurring 

simultaneously does not imply cause (Martin, 1985). 

 Southam-Gerow, Kendall, and Weersing (2001) studied a group of 107 children 

who received cognitive-behavioral therapy for difficulties with anxiety. At the 1-year 

follow-up, the authors attempted to determine which children were poor treatment 

responders. They performed discriminant function analyses in order to determine which 

factors contributed to poor treatment outcome. In this particular study, family income 
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level was not significantly related to poor treatment response. In other words, children 

from lower SES families responded equally well to the treatment as children from higher 

SES families. Additionally, family composition (two-parent or single-parent families), 

gender, number of comorbid disorders, delinquent (externalizing) behaviors, and 

attention problems did not predict poor treatment response.  

 This does not negate the earlier studies stating that lower SES children may have 

more anxieties, but it does provide hopeful information that lower SES status does not 

impede successful/positive response to intervention(s). Interestingly, factors that were 

related to poor treatment outcome included higher levels of maternal self-reported 

depression symptoms and higher levels of parent- and teacher-reported “child-

internalizing psychopathology at pre-treatment” (Southam-Gerow et al., 2001, p. 430). 

These internalizing behaviors included symptoms such as cries, fearful, worries, sulks, 

shy, and would rather be alone, as reported on the CBCL parent and teacher forms. 

 Costello and Angold (1995) reviewed several studies related to the epidemiology 

of anxiety and found that separation anxiety at ages 11 through 20 was preceded by a 

history of poverty, low levels of parental education, and parental sociopathy. In contrast 

to this were the predictors that emerged for overanxious disorder (generalized anxiety). 

Parental emotional problems, school failure, and stressful life events predicated 

overanxious disorder. Though not every one of these factors is associated with lowered 

SES, several are related, including lower parent education, stressful life events, and 

mental health difficulties of parents. Also of note regarding SES is research by Rhodes, 

Reyes, and Jason (1993) which described low SES, specifically poverty, as one of the 
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important environmental factors to be targeted in prevention programs. Rhodes et al. 

suggested that schools become involved in programs that promote social support, self-

esteem building, and most significantly, empathy and caring about the welfare of others.  

Ethnicity and Regional Background 

 People from differing ethnic, racial, and regional backgrounds have commonalties 

and differences in regards to the prevalence and type of anxiety that they display. It is 

clear though that it will be extremely important for practitioners to have an understanding 

of how various cultures perceive and react to the spectrum of anxiety difficulties. This 

information will be invaluable as multicultural populations increase. Projections of the 

census suggest that by the year 2050, 45% or more of the U.S. population will be 

composed of Latino, African American, and Asian Americans (Guarnaccia, 1997). One 

of the difficulties in determining cultural differences in child and adolescent anxiety is 

that a great deal of the available information is based on adult populations of various 

cultures.  

 Although humans share the commonality that fears and anxieties are experienced 

across nations and cultures, response to fears may differ. For example, the difficulty that 

occurs when a child feels extremely distressed when having to separate from a primary 

caregiver may be considered somewhat less of a problem in cultures where 

interdependence is valued and expected. In Japan as well as in other Asian cultures, 

children are traditionally encouraged to stay closely involved with parents and other 

family members (N. Mather, personal communication; March 1998; Yamaguchi-
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Williams et al., 2002), while the United States, in general, may place more emphasis on 

independence than some cultures do.  

Regardless of these differences, anxiety would still be considered problematic 

when the child refuses school. All cultures place emphasis on attending and achieving at 

school, so frequent absences during instructional times would likely warrant assessment 

and treatment in any culture. Though Asians may place more value on dependence, 

separation anxieties that keep a child out of school would be equally disturbing to a 

family in the United States and Japan. The difference might be the threshold, or criterion, 

for determining the disorder. Difficulty in separating from parents from birth through 6 or 

7 years of age might be considered quite normal in Japan and only somewhat common in 

America, while anxiety that prohibits school attendance would be considered problematic 

in either society (Yamaguchi-Williams et al., 2002). 

Ollendick et al. (1991) compared the prevalence of fears in a sample of British 

children. The results indicated that the types of fears reported were identical, in order of 

ranking, to samples from studies involving American and Australian children. There was 

one exception–the British children rated getting a serious illness as higher or more feared 

than getting lost in a strange place. These rankings for the American and Australian 

sample were obtained from a study by Ollendick et al. (1989). More recent examinations 

of mean number of fears and intensity of fears and related anxieties in various countries 

(America, Australia, and China) showed that girls revealed more fears, and with greater 

intensity, than boys (Mahat & Scoloveno, 2006; Ollendick, Yang, King, Dong, & 

Akande, 1996).  
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Horwath and Weissman (1997) reviewed several studies that compared anxiety in 

various adolescent and adult populations and found that anxiety levels found in 

American, British, and Swedish populations were similar. All groups showed a greater 

prevalence of anxieties in women and girls than in men and boys. Horwath and 

Weissman also described epidemiologic catchment area studies that showed a 

significantly higher prevalence of lifetime social phobia in Korean and Taiwanese 

women in urban areas.  

Rates for prevalence of social phobia for various countries fell between 0.4% (in 

rural Taiwan) to 13.3% for the overall U.S. population. This higher number breaks down 

into rates of 1.7% in Los Angles to 3.1% and 3.2% for Baltimore, Maryland and Durham, 

North Carolina, respectively. Though no rates were given for separation anxiety (since 

this is primarily considered to be a childhood anxiety disorder), they did report cultural 

differences for generalized anxiety disorder (Horwath & Weissman, 1997). These rates 

are still quite similar overall, with lifetime prevalence rates ranging from 3.6% in Korea; 

4.7% in Florence, Italy; 5.2% in Zurich, Switzerland; 5% for the U.S. (average of Los 

Angeles, CA, St. Louis, MO, and Durham, NC); to 3.7% in urban Taiwan and 7.8% in 

rural Taiwan. The authors concluded that prevalence rates for social phobia and 

generalized anxiety across these cultures are quite similar. Additionally, the reports of 

obsessive compulsive disorder was considered to be higher across cultures than 

previously thought in earlier studies  

Ollendick et al. (1996) gave the revised Fear Survey for Children to 693 Chinese 

children. This report focused on how children view their own fears and anxieties and 
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those of others. Overall, the number, intensity, and content of the fears found were very 

similar to those found in numerous studies from other countries. These include Australia, 

China, Great Britain, and the United States (Ollendick et al., 1989; Ollendick et al., 

1991).  

Both girls and boys reported that their fears and the fears of friends were similar. 

However, the boys reported fewer and less intense fears for themselves and friends, while 

they viewed peers as having more fears. The girls were just the opposite, reporting more 

fears and greater intensity of fears for themselves and friends than for peers. This was 

considered to disprove gender bias, because for gender bias to be shown, the children 

would have presented all of the members of the group as being similar. Boys reported 

more social-evaluative and self-threatening anxieties while girls expressed more fear of 

threat to personal safety (Ollendick et al., 1996).  

In a previous study comparing American, Australian, Chinese, and Nigerian 

children between the ages of 7 and 17, Chinese children between the ages of 11 and 13 

were reported to have a greater number of fears than those 11 and younger and than 

children older than 13. Nigerian children were found to have a consistent number of fears 

across age ranges and American and Australian children of younger ages (below 11 

years) had a higher number of fears than older children (Ollendick et al., 1996). 

Information about ethnicity and anxieties in children and adolescents is scarce 

when it comes to Latinos and Hispanics. The epidemiologic catchment area studies 

discussed previously by Guarnaccia (1997) found that individuals born in Mexico who 

have migrated to the United States versus individuals of Mexican descent born in the 
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United States show that the latter group exhibits more anxieties overall than their 

Mexican-born counterparts. This is believed to be related to immigration issues, such as 

the possible clash between parents’ old-world expectations and trying to assimilate into a 

new and different culture where different values and expectations exist (Guarnaccia). The 

main finding of the study, however, is that non-Hispanic whites and Hispanics showed 

more overall similarities than difference in prevalence of anxiety disorders, especially for 

simple phobia, agoraphobia, and generalized anxiety disorder.  

It is of additional note that these studies do not provide clear or exact information 

on differences in culture and nationalities because other factors are always present. For 

example, in general Hispanics are more likely to fall below the poverty line, have a lower 

level of overall education, be unemployed, and without insurance (Salman, Diamond, 

Jusino, Sanchez-LaCay, & Liebowitz, 1997). Salman et al. also cited frequency of health 

concerns, such as diabetes, hypertension, tuberculosis, HIV infection, alcoholism, 

specific cancers, and violent death (AMA Council on Scientific Affairs, 1991) as being 

more prevalent in Hispanic groups within the United States. This, in addition to language 

and culture difficulties, would suggest that anxiety in this population would be greater 

and not necessarily surprising. It is also noted that Hispanics tend to seek treatment for 

anxieties later than other populations. It is speculated that this may be due to the under-

recognition of the early symptoms of disorders or due to language differences and 

attitudes among Latinos and Hispanics about mental health issues. These groups are 

reportedly more likely to (a) turn to family and friends for assistance, and (b) view 

outsiders as unwelcome and unnecessary.  
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Additionally, when treated by non-Hispanic providers, a number of difficulties 

have been noted, especially when using an interpreter. Some of the noted difficulties 

included interpreter intrusiveness and poor bonding between doctor and patient (Salman 

et al., 1997). This was found whether the interpreters were family, friends, or people they 

did not know. This problem with the treatment of Hispanic populations is not helped by 

the small amount of Hispanic mental health practitioners; approximately 4% of 

psychologists are of Latino or Hispanic descent and only 5% of psychiatrists polled were 

of Latino or Hispanic descent (Salman et al.; Singleton, Tate, & Kohout, 2002). 

Additional training for interpreters is recommended, as well as attempts to increase the 

number of available psychologist and psychiatrists of Hispanic ethnicity. 

Dollinger, Molina, and Monteiro (1996) examined anxieties in Brazilian children. 

More specifically, they examined sleep difficulties. This article revealed information 

about some of the cultural influences on anxiety, including the fact that cultural 

differences are intertwined with socio-economic difficulties. Interviews and behavior 

checklists were used to explore factors associated with anxiety related sleep difficulties. 

The findings included poor condition of the physical environment (such as unsanitary and 

unsafe conditions), crowding, rioting, presence of oppressive military and police forces, 

as well as fear of death squads. Dollinger et al. concluded that it is important to recognize 

that fears and anxieties may well be directly related to real life circumstances. In some 

cultural contexts, fear is often a necessary and adaptive part of life. 

One recommended way for practitioners to show awareness of cultural differences 

when working with anxious clients of various backgrounds is to adapt some assessment 
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tools and procedures slightly to take these differences into account. Some of the 

recommendations that are proposed in order for assessments to become more culturally 

specific include (a) using expanded sets of symptoms for anxiety disorders; (b) 

addressing the issue of differentiating between anxiety, affective, somatoform, and 

dissociative disorders; and (c) expanding the broader anxiety category to include cultural 

expressions that do not easily fit into existing anxiety diagnoses (Guarnaccia, 1997).  

Awareness of syndromes that are not common in the United States, but are related 

to anxiety in other cultures is suggested so that anxiety difficulties are not mistaken for 

more severe disorders. For example, in some Caribbean cultures, it is common to be 

fearful and nervous about spirits (espiritismo) and possible possession by ghosts (also 

Obeah or voodoo; Gopaul-McNicol & Brice-Baker, 1997). This might be considered to 

be a break from reality by many therapists from traditional backgrounds, when it may 

actually be related to anxiety difficulties. For example, in Hispanic cultures, estar 

nerviosa (being nervous) may take the form of simply being nervous or reacting to a 

normal, stress provoking situation, whereas fallo mental (mental failure) is considered to 

be more serious (craziness), with little hope for recovery. Hispanic and Caribbean 

cultures are also considered to rely heavily on prayer and assistance from their faith. It 

was therefore recommended that spiritual issues be included, not discounted, in 

therapeutic interventions (Gopaul-McNicol & Brice-Baker). 

Gender and Age 

 Fears and related anxieties are common among children; however, normative 

fears can vary from one child to another in both intensity and duration (Gullone, 2000). 
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As noted previously, the bulk of literature on child and adolescent anxiety indicates that 

females and younger children reportedly experience a greater number and intensity of 

anxiety and fears than males and older children over 11 years of age (King et al., 1990; 

King et al., 1991; Morris & Kratochwill, 1983, Morris et al. 2008; Ollendick et al., 1991). 

Fears are also described as decreasing as children get older (Barrios & Hartmann, 1988). 

Wenar (1990) stated that boys may actually be more fearful than girls at a young age, but 

that girls display more general fearfulness from middle childhood through adulthood. 

Girls are also more likely to have phobias and specific fears than boys are, or at the least 

they are willing to express their fears more readily. 

Contents of fears also vary with age and gender. Infants tend to be frightened by 

loud noises, height, loss of support, and unexpected or intense stimuli. One- to two-year 

olds were found to be afraid of strangers, toilet related issues, and of being hurt or injured 

(Barrios & Hartmann, 1988). The preschool years tend to reflect fears of imaginary 

creatures or beings, fear of the dark, and of animals (Jersild & Holmes, 1935; Morris & 

Kratochwill, 1983). Fears in the elementary school years might include fear of thunder 

and lightning, concern for physical safety, and continued fear of animals and of the dark. 

Overall, younger children and girls describe more concerns regarding danger, death, and 

safety. This has been demonstrated with both self-reports and parent and teacher reports 

(King, Hamilton, & Ollendick, 1988; Morris & Kratochwill).  

In the middle school years, the focus of fearfulness usually shifts to fears 

regarding academic (i.e., test taking, school performance, and fear of teachers and 

principals), social, and health related issues (Morris & Kratochwill, 1983, Morris et al., 
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2008). With increased age, adolescents segue into more adult-like fears, such as fear of 

public speaking, fear of medical or dental treatment, and economic or political 

catastrophes, such as terrorism and war (Barrios & Hartmann, 1988).  

Comorbidity of Anxiety and Other Disorders 

 According to Costello and Angold (1995), youth with depression problems are 

three to four times as likely to be diagnosed with an anxiety problem as those without 

(see also Martin, Cabrol, Bouvard, Lepine, & Mouren-Simeoni, 1999). Taking this a step 

further, van Lang et al. (2006) argued that very few youth in the general population can 

be identified that exhibit distinct symptoms of anxiety without depression. They found 

instead, that most youth (ages 10-12 years) were likely to endorse high, intermediate, or 

low probability to experience comorbid symptoms of both anxiety and depression on 

Achenbach’s Youth Self-Report measure. This replicated previous findings by 

Wadsworth, Hudziak, Heath, and Achenbach (2001) who found the same results using 

parent reports. In addition, anxiety is found two to three times as often in children with 

conduct disorders or oppositional defiant disorder.  

 Only one study has reviewed the relationship between tic disorders, enuresis, and 

anxiety and it determined that children with those diagnoses were three times as likely to 

have difficulties with anxiety (Costello, Angold, & Burns, 1996). No study reviewed in 

the meta-analysis by Costello and Angold (1995) revealed a significant degree of 

comorbidity between attention-deficit/hyperactivity disorder, but as mentioned in the 

introduction of this work, inattention has been found to be misinterpreted as anxiety in 

other studies (Barkley, 2000; Silverman & Ginsburg, 1995). It is also of note that the bulk 
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of the studies reviewed contained relatively small sample sizes. Larger studies need to be 

conducted in order to confirm or refute these findings. 

Separation anxiety and school phobia often go hand in hand. Since school phobia 

is usually due to fear of something within the school setting or distress caused by being 

separated from a loved one, it is obvious that in many cases, school phobia and separation 

anxiety are related (Black, 1995). It is also being proposed that separation anxiety and 

early onset panic disorder may be closely related, though there is still controversy about 

whether or not panic attacks are seen in children before puberty (Black & Robbins, 

1990).  

Recent studies are beginning to attempt to single out specific genetic and 

environmental factors. Researchers in the area of behavioral genetics use both top-down 

(examining the children of adults with anxiety) and bottom-up (adult relatives of anxious 

youth) studies in order to study familial traits that are associated with anxiety (Eley & 

Gregory, 2004). Eley and Gregory indicated that these types of studies may lead to 

discoveries about groupings of disorders that have similar underlying processes. For 

example, there may be evidence that depression, generalized anxiety, separation anxiety, 

and social phobia share similar origins.  

Depression and anxiety have been linked for quite some time in the adult anxiety 

literature (American Psychiatric Association, 1994) and adults with depression report 

higher rates of anxiety throughout the life span. Depression has been shown to co-occur 

with anxiety in the child and adolescent literature as well (Curry & Murphy, 1995). Rates 

of this comorbidity vary, with an estimate of between 1% to 69% of children with an 
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anxiety disorder being described as having a depressive disorder and 40% to 75% of all 

depressed children having reported concurrent anxiety (Curry & Murphy, 1995; Martin et 

al., 1999). These large differences in findings were attributed to variances in 

methodological and sampling procedures. Children with concurrent anxiety and 

depressive symptoms also tended to be older than were those with anxiety alone. This 

phenomenon was also found in students who refused school, with the anxiety-only 

group’s mean age at 11 years, and the depressed/anxious-mixed group’s age averaging 14 

years (Bernstein, 1991). 

Theories of Fear and Anxiety Development 

  Understanding what predisposes an individual to anxiety is an important goal of 

researchers and practitioners who work with children and adolescents (March, 1995; 

Muris et al., 2002). Knowledge of the etiology of anxiety is extremely important for 

prevention, early identification, and treatment of anxious individuals. As mentioned 

earlier, prevention and early treatment of anxiety is imperative since anxiety is 

underreported and because of the many negative outcomes associated with anxiety in 

later life (Pine et al., 1998).  

There are a variety of theories regarding the nature and development of 

psychological disorders. Traditionally, differences in viewpoints concerning the etiology 

of anxiety resulted from differences in the theoretical backgrounds of the researchers and 

practitioners (March, 1995). For example, psychoanalytic theorists might describe 

anxiety as stemming primarily from poor nurturing or attachment between parent and 

child or from repressed feelings of hostility toward the same sex parent (Silverman & 
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Ginsburg, 1995). Unlike this view of internal conflict, a behaviorist would focus on the 

conditions under which the behavior was learned, identifying the antecedents and 

consequences that reinforce avoidance of the anxiety-provoking stimulus or situation 

(King & Ollendick, 1989).  

Current approaches to understanding the causes of anxiety focus increasingly on 

the interaction of factors, such as genetics, physiology, and environment (Compton, 

McKnight, & March, 2004; Muris et al., 2002). The movement away from supporting one 

main theoretical premise (i.e., cognitive only or purely psychoanalytical) and toward 

promoting a more integrated understanding of cause is becoming more common. The 

degree to which each of these components is believed to influence anxiety development 

may still differ considerably, depending on which theoretical background a researcher or 

clinician espouses, but many agree that there is not necessarily one clear cause or risk 

factor (March, 1995; Morris & March, 2004). 

In the past, the simplest way to discuss the causes of anxiety would be to examine 

the main advances in behavioral theories, the medical model approach, and the cognitive 

camps. However, as previously mentioned, many practitioners are using a more eclectic 

approach to explain anxiety etiology (Reynolds, Gutkin, Elliot, & Witt, 1984; Meyers & 

Cohen, 1990), so several lines of research are reviewed in this chapter. These are still best 

divided into the two following areas, the medical model and the cognitive-behavioral 

learning approach. Within these broader headings, recent findings in the specific areas of 

neurobiology, affect neuroscience, behavioral inhibition, behavioral genetics, social 

development, and cognitive behavioral learning are reviewed. 
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Medical Model Approaches 

 Supporters of the medical model usually view anxiety as a more innate process, 

with emphasis of anxiety etiology being mainly on physiological and psychodynamic 

causes. Some of these causes might include (a) a chemical imbalance (i.e., improper 

amounts of necessary mood stabilizing neurochemical are produced or are lacking); (b) 

difficulties caused by abnormalities in size or functioning of anatomical structures; or  

(c) improper parenting techniques, such as overcontrolling or overprotectiveness due to 

disordered adult behavior (Chethik, 1989). Studies of anxious behaviors may also focus 

on maternal ingestion of possibly harmful substances. For example, a recent study using 

newborn rats indicated that nicotine exposure resulted in the long-term consequence of 

increased anxious behaviors, while spatial learning and memory did not appear to be 

significantly impacted (Huang, Liu, Griffith, & Winzer-Serhan, 2007). These approaches 

all provide explanations for the development of anxiety. In this section, research findings 

within the medical model approach are discussed, specifically in the areas of 

neuropsychology, psychodynamic theory, behavioral inhibition, behavioral genetics, and 

social development.  

Neurobiology 

  Neurobiology, also more recently termed affective neuroscience (Pine & Grun, 

1999), attempts to integrate information from cognitive psychology, neuroscience, and 

psychiatry in order to better understand neural mechanisms involved in the development 

and expression of anxiety (Vasa & Pine, 2004). Though there has been huge 

advancement in the adult neuropsychology and neurobiology literature, there are limited 
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studies regarding children and adolescents. Therefore, some of the assumptions made in 

the area of anxiety development are based on adult and animal studies. This 

generalization is partly based on the premise that detecting the specific emotions of fear 

and danger is based on neural systems that are similar across species (Nader, Schafe, & 

Le Doux, 2000; Vasa & Pine). The most common measure used for assessing fear and 

anxiety in this literature is functional magnetic resonance imaging.  

 One description of anxiety and fear defines it as a reaction to the presentation of 

threatening stimuli. Two ways of studying these reactions are fear conditioning and 

information processing. In affective neuroscience, classical fear conditioning and 

associative learning is often studied in animals. A behavior is learned when a neutral 

stimulus becomes linked with an aversive stimulus (Silverman & Ginsburg, 1995; Vasa 

& Pine, 2004). Eventually, presentation of the neutral stimulus, or even contextual stimuli 

in the background, will elicit the response (i.e., fear). Though each species may express 

fear in different ways, there are similar response patterns in both humans and animals. 

Examples of these include avoidance behavior, changes in vigilance and autonomic 

regulation, and decreases in hedonic activities (Vasa & Pine). 

 Lesions of the amygdala will produce deficits in fear conditioning and related 

processes in both animals and humans. The amygdala, situated within the temporal lobe, 

is a complex assemblage of multiple nuclei that subserve various functions. One function 

is to evaluate and respond to potentially threatening stimuli. The amygdala integrates 

sensory inputs from the cortex, the thalamus, the hippocampus, and the brain stem; thus, 

all of these structures are involved in the cognitive and behavioral aspects of fear 



68 
 

response (Nader et al., 2000). It is theorized then, that problems with one or more of these 

structures may account for difficulties with anxiety or fear.  

 Difficulties arise, though, in uncovering exactly how some of these structures and 

processes are linked. For example, this type of conditioning easily explains simple 

phobia, but does not readily apply to fear of failure (Pine & Grun, 1999). One hypothesis 

suggests that amygdalar activation by dangerous stimulus exerts a modulating effect on 

cortical and sensory processing areas, and that this then affects several cognitive 

processes including attention and memory. In this way, criticism can produce a fear of 

failure, which is then processed as a threatening stimulus. Though research continues to 

examine the involvement of cortical structures in anxiety (especially with child and 

adolescent populations), there is still a paucity of research in this area (Nader et al., 2000; 

Pine & Grun). Further research will allow additional conclusions to be formed and the 

role of more detailed neurochemical and molecular level conditioning to be better 

understood. 

 In some adult studies, greater left than right frontal electroencephalographic 

(EEG) alpha has been found in depressed patients (Kentgen et al., 2000). Kentgen et al. 

examined anxious and depressed adolescent girls in order to determine if alpha 

asymmetry existed in this younger population as well. Participants included 

nonmedicated 12- to 18-year-olds who were either diagnosed as having symptoms of 

major depressive disorder (MDD), an anxiety disorder, comorbid depression with 

anxiety, or no diagnosis (control group) based on DSM-IV criteria (American Psychiatric 
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Association, 1994). Results confirmed the hypothesis that alpha asymmetry at posterior 

sites was associated with major depression. 

 The fact that the depressed group produced the greatest posterior site alpha 

asymmetry may also provide important information about how anxiety and depression 

are different. Though the individuals with depression alone showed the most alpha 

asymmetry, those with major depression along with anxiety showed,  

Reduced posterior alpha asymmetry, supporting the potential importance of 

evaluating anxiety in studies of regional brain activation in adolescent MDD. 

These preliminary findings are similar to those from adult studies that suggest that 

MDD is associated with ‘right parietotemporal hypoactivation’. (Kentgen et al., 

2000, p. 797)  

It is of note that the adolescents did differ from adults in previous studies in that they did 

not show abnormal frontal-alpha asymmetry. However, this was the first EEG study to 

document right-posterior abnormalities in adolescents with clinical depression. The 

authors suggested further study was in order to explore similarities and differences 

between adults and adolescents with mood disorders. 

Psychodynamic Theory 

 Keith (1995) explained the origins of anxiety as internally predisposed 

vulnerabilities, such as biological or central nervous system deficiencies or maladaptive 

defensive behaviors. Tuma and Russ (1993) described childhood psychopathology as, 

“normal development gone awry” (p. 136). Internalized disorders are conceptualized as 

basic drive impulses and instinctual libidinal wishes that push for expression and 
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gratification; thereby, causing discomfort because they are considered to be unacceptable 

or forbidden. This discomfort is repressed, becomes unconscious, and defense 

mechanisms are developed to ward off the resulting anxiety (Tuma & Russ).  

 Freud described the particular defensive operations of the ego in response to three 

types of anxiety. First, in super ego anxiety, the super ego sets up an ideal standard that 

makes many emotions unacceptable. Certain emotions, drives, and fantasies related to the 

unacceptable affects result in shame and guilt. In objective anxiety, the child has a fear of 

reality and of the outside world. The child may feel that external punishments can or will 

occur when unacceptable emotions are displayed. In instinctual anxiety, the fear is of 

being overwhelmed by the affect itself, which may result in ego disorganization or self-

annihilation (Freud, 1963/1965; Tuma & Russ, 1993). Children with anxiety usually have 

good ego development, good object relations development, and generally have been 

provided with good, responsive parenting. An insight-oriented approach with emphasis 

on conflict resolution is usually the treatment of choice for these children and adolescents 

(for further details regarding psychodynamic interventions for anxiety, see Tuma & 

Russ).  

 Behavioral Inhibition 

Behavioral inhibition (BI) is a term that refers to inhibition to the unfamiliar. 

More specifically, BI describes a temperamental construct that is thought to be inborn 

and results in fearfulness, restraint, withdrawal, and reticence after exposure to novel 

experiences, such as unfamiliar toys, room, peers and adults. BI is thought to present 

differently at different age levels, with young children possibly being clingy to parents or 
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more solitary in play. BI in older children may present as exhibiting restraint in groups of 

unfamiliar peers, or hesitating to smile, approach others, or initiate conversations 

(Hirshfeld-Becker, Biederman, & Rosenbaum, 2004). It should be noted that just as the 

definitions for anxiety vary throughout the psychological literature, operationalization of 

the construct of BI does as well. This can lead to differences in gender estimates, rates of 

occurrence, and influence of early difficulties on disorders in adulthood.  

Research into the stability of BI has estimated that about 77% of children who 

were deemed extremely inhibited at 21 months old retained similar characteristics at 7.5 

years (Kagan, 1994). In addition, children examined at 4 months of age who showed 

more extreme reactions (motor activity and distress) when faced with unfamiliar stimuli 

were found to show greater inhibition later in life. Conclusions drawn from aggregated 

information across studies revealed moderate stability of BI during early and middle 

childhood with possibly greater stability in children who exhibited more extreme 

inhibition.  

Less is known about the stability of BI during adolescence and adulthood, partly 

because uncertainty exists about the best way to measure BI at later ages. When self-

report measures and interviews are used, adults who had been inhibited during cognitive 

and motor testing showed an increased tendency in adulthood toward cautiousness, 

restraint, avoidance of thrills, and endorsement of social norms. It was also of note that 

these individuals were less likely to take leadership roles, to try to influence others, or to 

show a desire to be the center of attention (Hirshfeld-Becker et al., 2004). Likewise, 

studies of 8- to 12-year-old children who had previously exhibited stranger wariness, 
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found that these individuals were more likely to be ill at ease, inexpressive in 

conversations with strangers, and hesitant to initiate contact with others through smiling, 

talking, or joking (Gest, 2006). Longitudinal studies on behaviorally inhibited and shy 

adults (who showed these same traits as children and young adults) revealed older age for 

marriage, fatherhood, and establishment of career for men and less likelihood of working 

outside of the home for women (Schwartz, Snidman, & Kagan, 1999). 

The relationship between BI and cultural influences has been examined in only a 

few studies. Chen (1992, cited in Hirshfeld-Becker et al., 2004) found significantly more 

BI in 2-year-olds from China than in Canadian children. However, another study which 

measured levels of reactivity (fretting and motor activity) at 4 months of age showed high 

rates of BI in children in the United States, intermediate levels in Irish children, and 

lower rates (the lowest rate of the groups) in a group of Chinese children (Kagan, 1994). 

Gender differences in rates of BI are somewhat unclear. While some studies have found 

higher rates in girls, other investigations have found no differences (Hirshfeld-Becker et 

al.; Schwartz et al., 1999). 

BI is of interest to researchers and practitioners who work in the area of anxiety 

because there is a link between expression of BI and later development of disorders such 

as social phobia, depression, generalized anxiety, and possibly panic disorder (Hirshfeld-

Beckerd et al., 2004). Though BI does not completely explain or predict the occurrence 

of anxiety, it is likely one of the many possible factors that contribute to the development 

and maintenance of anxiety, especially social phobia (Hirshfeld-Becker et al.). There are 

distinct imitations in this study regarding BI. First, it is significant to note that it can be 
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difficult to determine the exact causes of BI in children. Many inhibited children have 

anxious or shy parents who could affect their child’s behavior through modeling. Also, 

though there is a strong link between BI and anxiety exhibited across many studies, 

inhibited temperament does not always lead to anxiety in adulthood and anxiety as an 

adult does not always have BI as a precursor. Additionally, BI is also associated with 

other outcomes, such as depression. This may allow insight into the high rate of 

comorbidity of anxiety and depression (Hirshfeld-Becker et al.). The researchers stated 

that future directions in research should also include longitudinal studies of at-risk 

children, including those who have parents with social phobia, panic disorder, depression, 

and even alcohol addiction.  

Behavioral Genetics 

 Behavioral genetics is an area in which anxiety within families (biological or 

adoptive) is closely examined in order to determine specific heritable and environmental 

origins of anxiety development (Boer & Lindhout, 2001; Eley & Gregory, 2004). As 

previously mentioned, top-down (studies on children of anxious adults) and bottom-up 

(studies of parents of anxious children) research is commonly conducted. The general 

findings from these studies indicate that a child with anxiety is much more likely to have 

an anxious parent. Additionally, it is common for parents with anxieties to have children 

with anxiety difficulties (Turner, Beidel, & Costello, 1987). The main difficulty with 

these findings is that it is quite difficult to determine whether these shared traits are due 

to genetic or environmental similarities (Eley & Gregory).  
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 By using equations that parcel out heritability and shared and nonshared 

environments, behavioral geneticists use twin and adoption studies as a means of 

separating out these possible causes (Boer & Lindhout, 2001). Described limitations of 

these studies include (a) the possibility that the monozygotic twins experience more 

similar shared environments, (b) adoptive families are not representative of the general 

population, and (c) effects of the biological mother’s lifestyle while pregnant can have 

lasting effects on the twins. Still, these are the best methods currently available for 

exploring environmental and genetic affects (Eley & Gregory, 2004).  

 Use of these formulas has shown that anxiety and temperament is heritable and 

that shared and nonshared environmental factors both play an important role in anxiety 

formation. Eley and Gregory (2004) analyzed the work in this area and estimated that 

genetic influences account for roughly 30% of the cause of anxiety, while shared or 

similar environment accounts for 20%. The remaining 50% of the variance in childhood 

anxiety is from non-shared environments. Though these are interesting findings, the 

authors noted that these should still be considered to be estimates, since the definitions of 

anxiety vary greatly from study to study and because there are large differences in types 

and severity of anxiety.  

Work in the area of specific disorders has shown that overanxious disorder 

showed greater influence from genetics, while separation anxiety disorder showed trends 

toward influence from both environmental and genetic factors. It is of note that fears, 

such as fears of failure have a much larger environmental role than fear of animals, for 

instance. In summary, research in the last decade has determined that about one-third of 
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the variance for most measures of anxiety can be attributed to genetics, while particular 

aspects of shared environments and specific individual factors contribute the remaining 

influences. Though the effects of gender, age, and differences between the rater are not 

yet clear, initial studies suggest that genetic factors appear to have the greatest influence 

on anxiety in adolescent girls and that genes found for anxiety are likely to be related to 

depression (Eley & Gregory, 2004). Continued research in this area will likely involve 

determining the exact mechanisms by which genes and environmental factors interact to 

mediate risk for anxiety.  

Social Development 

 Social development can play an important role in the origination and maintenance 

of fear and anxiety difficulties. Though this area of the literature does consider parent 

modeling and interaction with the environment to be important, the predominant 

psychoanalytic view of anxiety is that it is a form of psychopathology in parent-child 

interactions and peer relationships. Children’s first experiences with the world are the 

interactions that they have with their primary caregivers and the environments provided 

by the caregivers (Costanzo, Miller-Johnson, & Wencel, 1995). These can be positive or 

negative experiences, depending upon the situation. For example, anxiety may be seen in 

a child who is born with the temperamental trait of behavioral inhibition who is raised by 

a parent that is anxious or unable to attend to the needs of the child appropriately.  

 In studies of attachment, three main types of attachment have been identified: 

secure, insecure-ambivalent, and insecure-avoidant (Bornstein & Lamb, 1988). A 

considerable amount of research has shown that insecure infant-child attachment is 
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related to the development of psychiatric disorders (Morris & March, 2004). Studies on 

early attachment classification showed that insecure attachment predicted anxiety beyond 

measures of maternal anxiety and infant temperament. Current research is even beginning 

to examine adolescent-parent attachment and adult romantic attachment (Berman, Heiss, 

& Sperling, 1994).  

 Parenting style and family sociability are also considerations in social 

development. Parenting styles that lack in affection and warmth, as well as expressions of 

extreme overprotection and control, have been associated with anxiety in children and 

adolescents. Much of the research in this area has been performed through retrospective 

reports versus observational studies, but the studies that have conducted direct 

observations have yielded similar results. In studies of sociability, children with socially 

anxious parents were more likely to be socially avoidant and less socially engaging 

(Costanzo, Miller-Johnson, & Wencel, 1995). Parents of socially anxious children are 

often anxious themselves and are found to engage in behaviors that promote heightened 

anxiety. These parents were also shown to be hypervigilant and to model poor coping 

behaviors (Barrett et al., 1996). A recent study, carried out by Hughes, Hedtke, and 

Kendall (2008), showed a link between maternal and paternal anxiety or depression and 

poorer family functioning and behavioral control of the anxious child (as compared to 

families of children with no psychological disorder). Since poor family functioning has 

been associated with worse treatment outcomes in previous studies, children seeking 

anxiety treatment who have parents with anxiety and/or depressive difficulties may 

benefit more from family therapy as opposed to individual therapy (Hughes et al.).  
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 Successful peer relationships are an important part of childhood and adolescence. 

Children learn specific skills that cannot be gained through adult-child interactions alone, 

so withdrawal from peers or impaired peer relations can have negative effects on 

development. The bulk of research regarding peer relationships to date has focused on 

externalizing behavior problems. However, recent studies have shown that social anxiety 

is negatively related to peer acceptance (Gest, 2006; LaGreca & Lopez, 1998). Peer status 

in the first grade has even been linked to self-report of anxiety in the fifth grade 

(Costanzo, Miller-Johnson, & Wencel, 1995). In these studies, peer status was usually 

assessed through nominations or rating methods. The researchers then divided the results 

into status groups such as popular, rejected, neglected, controversial, or average. The 

future directions recommended by the researchers included investigating adolescent peer 

status and the influence of romantic relationships in adolescence (Shortt, Barrett, & Fox, 

2001). 

Behavioral and Cognitive-Behavioral Learning Approaches 

 Behavioral approaches are in direct contrast to psychodynamic and medical 

models in that they are not concerned with the processes that go on within an individual. 

Behavioral theories do not focus on genetic influences or temperament, thoughts and 

feelings, but simply on behaviors and the factors that increase or decrease behaviors. In 

cognitive-behavioral approaches, learning theories are combined with information from 

behaviorists in order to explain the development of anxiety. There are several areas of 

study that relate to cognitive-behavioral theories, two of which include social cognition 

and information processing.  
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 Behaviorists state that children or adolescents operate in their environment by 

producing behaviors that are rewarded and inhibiting behaviors that are punished. 

Eventually, individuals repeat the same behavioral responses even when a direct reward 

or punishment is not immediately given (Lewis, 1990). Behaviorists usually describe the 

development of anxiety as a conditioned response to specific stimulus conditions (Miller, 

Boyer, & Rodoletz, 1990). As previously mentioned, environmental cues that are 

associated temporally with feared situations or items become linked, creating a fearful 

response to the once neutral stimulus.  

According to Witt, Elliot, and Gresham (1988), Mowrer described a two-stage 

model which explains the maintenance of this pairing. Escape and avoidance of the 

aversive situation reduces arousal and thus, negative reinforcement occurs. Purely 

behavioral explanations of fear and anxiety have been criticized for several reasons. 

Some argue that these explanations do not take additional variables into account (i.e., 

cognitions, temperament) and are therefore, too simple to explain the complexities of 

anxiety and fears. Also, some claim that the results of important early behavioral 

experiments with fear conditioning, such as the ones by Watson and Raynor, are often 

difficult to duplicate (Wenar, 1990). However, behaviorists might argue that behavioral 

techniques have been used for many years with great success. Additionally, there are 

enormous amounts of research literature (Coleman, 1992; Myers, 2007; Witt et al.) 

showing excellent results from behavioral therapies with a variety of disorders, as well as 

with numerous populations (i.e., autistic, mentally retarded individuals, aggressive, 

hyperactive-inattentive, asthmatics, as well as anxious individuals).  
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In information processing, distorted expectations or beliefs about the dangers of 

certain stimuli or situations are considered to be the main cause of anxiety disorders 

(Sallee & Greenawald, 1995; Schniering & Rapee, 2004; Vasa & Pine, 2004). More 

specifically, incorrect beliefs are thought to stem from biases that occur when 

information is manipulated during processing by the cognitive system. For example, 

Schniering and Rapee described how each particular type of emotional disturbance is 

related to a unique cognitive profile that has its own specific content. Also called 

cognitive content-specificity hypothesis, this refers to the tendency of anxious youth and 

adolescents to interpret thoughts of social threat or negative evaluation as anxiety 

provoking. This difference in processing information was also found for students with 

other internalizing and externalizing disorders when they were compared to a non-clinical 

community sample. Specifically, adolescents with depressive symptoms reported that 

they were most likely to experience difficulties when threats of personal loss or failure 

were perceived and adolescents with aggression difficulties reported thoughts of hostility 

or revenge as the most symptom provoking.  

Most information processing studies focus on the cognitive functions of attention 

or memory. As was mentioned with the studies on neurobiology, adult research in this 

area is more prolific than the studies on children and adolescents. However, research is 

beginning to emerge that focuses on youth and on the progression from childhood 

anxieties to anxiety in adulthood. A good deal of research has shown an attentional bias 

in adults and children that favors the selective processing of threatening cues (Vasa & 

Pine, 2004). More specifically, in studies using emotional Stroop or dot probe tasks 
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(Bradley, Mogg, Millar, & White, 1995), attention shifted away from threat stimuli in 

healthy participants and toward threatening stimuli in anxiety-prone patients. The 

emotional Stroop task uses the well-known word naming technique, but the words on the 

cards are either emotionally charged or neutral. All individuals with anxiety showed 

response latency on the emotionally negative words, with greater delay on words that 

corresponded to their particular anxiety. For example, socially phobic individuals were 

slower on items such as stupid than they were on the item fatal.  

It is also of interest that depressed individuals also showed an attentional bias. 

Though the bias is temporally different in depression, future research in this area may 

shed light onto the comorbidity of anxiety and depression. Vasa and Pine (2004) noted 

that additional studies in this area need to be completed on children and certain 

limitations should be addressed, including use of positive stimuli, along with the 

emotional and neutral ones. Finally, anxiety may develop through a process termed 

emotional memory or emotional learning. In this case, the acquisition, storage, and 

retrieval of information about emotionally significant experiences occur more readily and 

are retrieved more easily. Though the exact nature of this process is still not clear, 

researchers hypothesize that this occurs through a process in which an environmental 

event causes a neutral stimulus to be paired with an aversive stimulus. This then becomes 

a conditioned response (Vasa & Pine). So, a child may perceive a once neutral stimulus 

as aversive if it occurs simultaneously with an emotionally negative event (i.e., a child 

witnesses a violent act while getting into his car at the mall and then becomes fearful of 

parking lots, cars, going to the mall, or some combination of these stimuli/situations). 
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Brief mention should be made regarding an additional theory of anxiety 

development and maintenance. Anxiety sensitivity theory posits the belief that anxiety-

related sensations or symptoms have severe physical, psychological, or social 

consequences. This is primarily associated with panic, specifically panic attacks (Weems, 

Hayward, Killen, & Taylor, 2002). In other words, fear of anxiety attack symptoms can 

become the panic-producing antecedent. This work is based on two different 

assumptions. The first assumption is that anxiety sensitivity is a predispositioned trait and 

the second is that anxiety sensitivity is learned through experience with consequences 

(Silverman, Goedhart, Barrett, & Turner, 2003). These consequences strengthen or 

weaken motivation strength. This theory combines ideas from both the medical model 

and learning theories. Work in the area of anxiety sensitivity in youth is emerging and it 

is interesting that several scales have been designed to assess anxiety sensitivity. 

According to Chorpita and Daleiden (2002), possible causes of anxiety (and possibly 

depression) include three main factors: positive affect, negative affect, and physiological 

hyperarousal. 

It is likely there are a variety of factors related to the development of anxiety. This 

chapter highlights the contributions of affective neuroscience and cognitive psychology 

(information processing), including behavioral inhibition, behavioral genetics, and social 

development as possible explanations of anxiety development. Continued functional 

magnetic resonance imaging and EEG studies on children and adolescents, as well as 

continued study regarding temperamental predisposition and positive and negative affect, 

are recommended by researchers in order to gain further understanding of anxiety and 
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anxiety prevention (Pine & Grun, 1999; Vasa & Pine, 2004). These authors also noted 

that it is important to continue to investigate the manner in which child and adolescent 

anxiety varies from anxiety seen in adulthood. 

Assessment of Anxiety 

 Great strides have been made in the assessment of childhood disorders in the last 

few decades (Hunsley & Mash, 2007; Silverman & Ollendick, 2005; Velting et al., 2004). 

There are a variety of sources one may use in determining the degree to which anxiety is 

affecting a child. Practitioners may use the DSM-IV (American Psychiatric Association, 

1994), but while helpful, the DSM-IV diagnoses alone are not adequate in directing 

treatment (Velting et al.). Assessment serves several purposes. It enables the clinician to 

provide the most beneficial and most appropriate treatment possible and delivers 

quantifiable data that serves to measure progress throughout the treatment. Assessment 

should provide information about a child’s strengths and weaknesses across settings and 

from a variety of sources (Velting et al.). Assessments should also be developmentally 

and culturally appropriate and relevant (Greco & Morris, 2004). It is important to use 

assessment measures that are backed by research and are considered by leaders in the 

field to be best practices (American Psychological Association, 1992; Jacob-Timm & 

Hartshorne, 1998; personal communication, R. J. Morris, 1995-1998).  

 The manner by which anxiety is assessed generally varies, according to the 

theoretical background of the mental health professional (Morris et al., 2008). The main 

two positions are behavioral and traditional. Behavioral assessment focuses on the 

interaction between an individual and his or her environment, specifically antecedents, 



83 
 

consequences, and reinforcement of particular behaviors. Traditional methods of 

assessment view the difficulty as being a problem within the individual, such as internal 

pathology.  

 There does tend to be overlap in the methods used by these two camps, but each 

group views the cause of the anxious behaviors differently. For example, therapists from 

different backgrounds may both use interviews, but the traditional practitioner might 

target questions that delve into the psyche and reveal underlying motivations. 

Behaviorists would likely ask questions that address what, when, how, and where 

behaviors are occurring in addition to inquires about the intensity, frequency, and 

duration of the anxious behavior (Barrios & Hartmann, 1988; Hunsley & Mash, 2007; 

Morris et al., 2008). For the current study, behavioral and cognitive-behavioral 

approaches will be examined thoroughly, as these are the methods that will be used in 

this particular treatment of anxiety. 

Tri-Modal Evaluation 

A tri-modal evaluation of anxiety is often recommended (Barrios & Hartmann, 

1988; Morris et al., 2008). Tri-modal assessment refers to evaluation that takes motor, 

physiological, and cognitive aspects of fear or anxiety into account (Lawyer & 

Smitherman, 2004; Morris et al., 2008; Ramirez, Kratochwill, & Morris, 1987). In 1968 

Lang introduced a specific way to assess anxiety and fear called the triple response mode 

or the three-response system (Barrios & Hartmann, 1988; Morris et al., 2008). This 

model describes behaviors and emotions that are related to anxiety as being displayed 

through motoric, cognitive, and physiological channels.  
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The first mode, the cognitive or subjective channel, refers to thoughts and self-

statements made by individuals. This mode is not highly emphasized by strict 

behaviorists, but has been shown to be quite helpful in identifying negative thoughts and 

statements that in turn reinforce negative responses and behaviors. The second mode, or 

channel, is the physiological channel. The physiological channel is the sympathetic 

portion of the autonomic nervous system (Morris et al., 2008) and includes measurement 

of differences in heart rate, blood pressure, galvanic skin response, respiration rate, and 

finger pulse blood volume. Several measures are usually combined in assessing anxiety 

or fear because these individual measures are not always highly correlated (Buss, 

Davidson, Kalin, & Goldsmith, 2004; Haynes, 1978; Morris et al., 2008).  

The last mode, the motor channel, is also referred to as overt behavior. This type 

of assessment is centered on the child or adolescent’s observable behavior (Bergman & 

Piacentini, 2005). This is usually measured by examining direct and indirect 

consequences of physiological arousal. A direct measure of arousal might be observation 

of hands that shake only when a child is in the presence of the feared stimulus (e.g., when 

near a dog). An indirect measure refers to responses such as escape or avoidance (e.g., 

physically escaping by running away; Morris & Kratochwill, 2008). Thus, optimal 

assessment of child or adolescent anxiety would include methods that use information 

from these three channels. As stated by Barrios and Hartmann (1988), “Virtually all of 

the instruments for assessing the motor aspects of children’s fears and anxieties are 

observational; those for assessing the subjective aspects are self-report; and those for 

assessing the physiological aspects are mechanical” (p. 233).  
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Due to financial and time restraints, researchers and practitioners often use self-

reports and interviews to tap these three modes of expressing anxiety. For example, 

instead of using a heart monitor, they might ask the individual about their approach 

responses toward, for example, a dog, or ask them to describe how they feel and what 

they are thinking before, during, and after an encounter with a dog. This relays 

information about the physiological and cognitive responses that the child is having that 

may indicate an anxiety disorder, but does not give an actual physiological measure.  

Though many consider direct observations or measures to be optimal, this may 

not always be possible. It is important to note that if a child has a higher anxiety score on 

one of the components of the tri-response assessment measures, this does not necessarily 

mean that treatment of the one channel alone is sufficient. For example, treating cognitive 

statements alone, due to a high score in that area, may not be enough. Relaxation 

techniques and exposure may also be needed. Future research may provide more insight 

into matching exact assessments with specific treatments (Morris & Kratochwill, 2008). 

Specific Types of Assessment 

Some of the main types of assessment of anxiety include structured and 

semistructured interviews, self-reports and rating scales, direct observations, mechanical 

measures and diaries, and fear hierarchies (Barrios & Hartmann, 1988; Velting et al., 

2004). A combination of these measures is often used to gain a more complete picture of 

the child’s overall functioning and wellbeing. A multi-method evaluation of a child or 

adolescent calls for combining information from a variety of contexts and sources; for 

instance, using the child, parents, teachers, and peers to assist with information-gathering. 
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Drawing from a variety of sources can also help the clinician identify comorbid disorders 

and can assist with ruling out other difficulties, such as attention problems or depression.  

Interviews 

Stallings and March (1995) described the interview, or clinical interview, as one 

of the most important methods for gathering information about an individual. Interviews 

are used for assessing the need for treatment as well as in empirical studies that assess the 

effectiveness of anxiety interventions (Silverman & Ollendick, 2005). According to King 

and Ollendick, (1989), a good problem-focused or behavioral interview includes (a) 

establishing rapport with the child and family; (b) obtaining specific information about 

the anxiety difficulty, including the antecedents, consequences, and previous treatments; 

and (c) determining the overall social and cultural context in which the behavior occurs. 

Furthermore, the cognitive factors, frequency, and intensity of the anxiety should 

be established. Velting et al. (2004) noted that interviews also provide a great deal of 

observational information about the child, the parents, and their interactions. Interviews 

conducted by more traditional or psychodynamic therapists may include questions that 

probe for personal and family history, past psychopathology, including symptomatology, 

severity, functional impairment, and comorbidity (Masi et al., 2001). The interview might 

then proceed with questions concerning temperament, quality of attachment, and family 

functioning. Behaviorists focus more on the child’s immediate and extended environment 

than on intrapersonal difficulties (Reynolds et al., 1984) and “anxieties are viewed as 

learned responses that have specific cognitive, physiological, and behavioral referents” 

(King & Ollendick, 1989, p. 438).  
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Interviews are usually described as being structured or semistructured (Masia et 

al., 2001; Silverman & Ollendick, 2005; Velting et al., 2004). In the semistructured 

interview, practitioners are given more freedom to pursue particular questions in greater 

detail when they feel that it would be beneficial. This allows skilled clinicians to tailor 

certain questions. This can be helpful in prioritizing the child’s difficulties and 

designating areas to target for intervention, as well (Stallings & March, 1995). Although 

this may be an important advantage, semistructured interviews allow for flexibility at the 

cost of validity and reliability. Structured interviews can be given by less experienced 

personnel or administered via the computer, which can reduce costs, especially in 

research settings (Velting et al., 2004).  

Some examples of semistructured interviews include (a) the Anxiety Disorders 

Interview Schedule for DSM-IV, Child and Parent Versions; (b) the Schedule for 

Affective Disorders and Schizophrenia in School-Aged Children; (c) the Child 

Assessment Schedule; (d) the Children’s Anxiety Evaluation Form; (e) the Interview 

Schedule for Children; and (d) the Child and Adolescent Psychiatric Assessment 

(Stallings & March, 1995; Velting et al., 2004).  

There are a variety of structured interviews available, including (a) the Anxiety 

Disorders Interview Schedule for DSM-IV, Child and Parent Versions; (b) the National 

Institute of Mental Health Diagnostic Interview Schedule for Children, version 2.3; (c) 

the Interview Schedule for Children; and (d) the Diagnostic Interview for Children and 

Adolescents (Velting et al., 2004). There are some important issues to address regarding 

interviews. First, research has shown that there is variation in the information gathered 
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from children and parents (Velting et al., 2004). Parents tend to be more reliable than 

children are in reporting details relating to the onset and duration of symptoms of anxiety. 

Parents also tend to report a greater number of symptoms, possibly because children may 

want to give more socially acceptable answers or because they may not comprehend 

every part of the interview completely (Velting et al., 2004).  

It also bears repeating that interviews can vary widely in their statistical 

measurement properties. Semistructured interviews can be of questionable reliability 

since interviewers may use a great deal of subjective judgment during the administering 

and scoring of the measure (Stallings & March, 1995). Interviews are helpful tools in the 

assessment process; however, thorough or optimal interviews can be a lengthy 

proposition (Velting et al., 2004). Additionally, less experienced practitioners, or those 

who are not familiar with a particular instrument, may take longer to complete an 

interview. Velting et al. noted that clinicians do not have 2-3 hours for just the interview 

portion of the assessment; thus, making shorter versions or modified interviewing 

techniques more popular in actual practice.  

When assessing anxiety in children and adolescents, developmental differences 

must be taken into consideration. While adolescents may be given assessments that are 

somewhat similar to those used with adults, children, especially the very young, cannot 

simply read and fill out self-reports or use visualization for practicing exposure to a 

feared situation. This may vary based not only on age, but also on the child’s intellectual 

ability (King & Ollendick, 1989). Some measurement tools, such as interviews, are 

designed specifically for children and take these developmental differences into account. 
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For other portions of the assessment, it may be necessary to make some modifications, 

such as questionnaires that are read aloud and filled out by the clinician. Modifications 

are used in both research and practice with children and these accommodations appear to 

be helpful (King & Ollendick). It should be noted that when modifications are made, 

reliability and validity is affected because standardization is compromised.  

Self-Reports and Rating Scales 

 Though interviews are an excellent source of information, there is great variation 

amongst examiners and assessment measures (Velting et al., 2004). Self-reports and 

rating scales differ from interviews in that they require answers via paper and pencil 

instead of through direct questioning. They also allow clinicians to tap experiences that 

the child or parent may have forgotten or not mentioned during the interview. They also 

allow introspection into emotions or thoughts that may go on that are not revealed by 

observable behaviors (Stallings & March, 1995). It is of note that children may 

underreport or play down the frequency of certain symptoms in order to present a more 

favorable image. Additionally, a child’s reading ability must be taken into consideration 

when a self-report is given to ensure that the child understands what is read. 

 It is of note that recent research has found rating scales to be fairly successful in 

discriminating between phobias, fears, and other types of internalizing difficulties 

(Seligman, Ollendick, Langley, & Baldacci, 2004). There are a wide variety of such 

measures; most take around 10-15 minutes to complete and require a second- to third-

grade reading level (Velting et al., 2004). These assessment measures are considered to 

be cost effective and efficient, taking only minimal time to hand score. Even lengthy 
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measures now commonly have computer-scoring systems to assist with calculations and 

basic interpretations. It is of note, however, that computer scoring and interpretations 

should never be used in place of the judgments of a skilled psychological practitioner 

(Jacob-Timm & Hartshorne, 1998). 

 There are many self-report measures available for use. Some measure overall 

types and levels of anxiety, while others relay information about specific subgroups, such 

as social phobia (Kendall & Sessa, 1993). Since there are a wide variety of anxiety 

measures that assess everything from fear of snakes to fear of doctors and dentists, a 

thorough discussion of each individual measure is not possible in this dissertation. 

Therefore, a brief discussion of several measures will be included in this chapter. (For a 

more detailed discussion of individual assessments, refer to Barrios & Hartmann, 1988, 

and Seligman et. al., 2004). 

Measures of Overall Anxiety 

One commonly used global anxiety instrument is Scherer and Nakamura’s Fear 

Survey Schedule for Children (FSSC-R), which was revised in 1983 (see Muris et al., 

2002). On this self-report survey, children are asked to use a 3-point scale (the original 

used a 5-point scale) to rate their fear of 80 items. Factor analytic studies showed that the 

scale taps fears, such as fears of death, the dark, and of criticism (King & Ollendick, 

1989). The FSSC-R is considered to have high internal consistency and is highly reliable 

and stable over a 1-week period, but only moderately stable over a 3-month period (King 

& Ollendick; Stallings & March, 1995).  
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High scores on the survey are positively related to measures of anxiety and 

negatively related to measures of internal control and positive self-concept. Factor 

analytic studies of the FSSC-R show that this scale measures five main factors: (a) fear of 

failure and criticism, (b) fear of the unknown, (c) fear of injury and small animals, (d) 

fear of danger and death, and (c) medical fears. The measure was not found to 

differentiate between subtypes of anxiety in children and adolescents with separation 

anxiety disorder, overanxious disorder, and school phobia; therefore, this may be a better 

measure of overall anxiety, as opposed to a measure of specific types of anxiety 

(Stallings & March, 1995). Ollendick et al. (1989) noted that this instrument contains 

factorial invariance across wide age ranges and different countries. Normative data are 

available for United States and Australian populations. 

 The Revised Children’s Manifest Anxiety Scale (RCMAS) by Reynolds and 

Richmond (1978) is a widely-used instrument that assesses anxiety in young people 

(Stallings & March, 1995). It is described as a good measure of general anxiety that 

correlates well with other subjective and physiological measures of anxiety (King & 

Ollendick, 1989). It contains 37 items that assess level and nature of anxiety in youth 

ages 6-19 years. The individual must simply answer yes or no to questions such as “I am 

nervous,” or “My hands feel sweaty.” The scale provides an overall score, as well as 

scores for three individual factors; (a) physiological manifestations of anxiety, (b) worry, 

and (c) oversensitivity and fear/concentration. It also includes a lie scale.  

 Critics of the measure point to inconclusive findings regarding the RCMAS’s 

ability to differentiate between various types of anxiety and even an inability to 
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differentiate between anxiety and other psychological constructs, including depression, 

attention-deficit/hyperactivity disorder, and peer interaction problems (Stallings & 

March, 1995; Velting et al., 2004). It is recommended as a measure of general distress 

with a focus on anxiety. Additional criticisms by Velting et al. noted that, although the 

RCMAS has stood the test of time, it has mainly been used in clinical practice and may 

have little utility in nonclinical settings. Gresham (1985) noted that a positive feature of 

the measure is its large standardized group which appears to be representative of the U.S. 

population and includes children from various age, gender, ethnic background, and 

intellectual ability categories. 

 The State-Trait Anxiety Inventory for Children (Spielberger, 1973, in Velting et 

al., 2004; Barrios & Hartmann, 1988) is a measure of overall anxiety that has been used 

for many years. Velting et al. described it as a good measure of overall anxiety that has 

mainly been used in research settings. The Screen for Anxiety and Related Emotional 

Disorders (Velting et al.) was designed to assess clinical levels of anxiety in youth. This 

41-item child and parent self-report assesses symptoms of panic, separation anxiety 

disorder, social phobia, and generalized anxiety disorder, as well as symptoms of school 

refusal. This scale is considered to have good psychometric properties as evidenced by 

studies on two large clinical samples and in a large community sample. 

The Childhood Anxiety Sensitivity Index is an assessment based on the theory 

that anxiety is a stable unitary predisposition toward the fear of anxiety-related sensations 

(Silverman et al., 2003). In other words, fear that these anxious sensations are signs of 

physical, psychological, or social harm. According to the findings of Silverman et al. 
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(2003), this measure contains facets that load onto four main factors: disease concerns, 

unsteady concerns, mental incapacitation concerns, and social concerns. The Silverman et 

al. concluded that additional research must be conducted regarding this theory and 

assessment measure, but it may hold potential as a device for measuring anxiety 

sensitivity.  

 Other research into anxiety sensitivity has used the Positive and Negative Affect 

Schedule for Children, which is based on the adult version of the scale, and the Affect 

and Arousal Scales (Chorpita & Daleiden, 2002). These measures attempt to assess the 

positive affect, negative affect, and physiological hyperarousal that are theorized to be a 

predicting factor in anxiety. These three constructs are also believed to be the factors that 

link anxiety and depression. More specifically, low positive affect represents a factor that 

is linked to depression while physiological hyperarousal scores are associated with 

anxiety. Moreover, both physiological hyperarousal and negative affect are considered to 

be temperamental constructs, which are related to a predisposition towards anxiety and/or 

depression.  

 The Positive and Negative Affect Schedule for Children measure contains single 

words, such as sad or interested, and the child must rate how often they experience that 

feeling. A 15-item negative affect scale and a 12-item positive affect scale has been 

developed. The Positive and Negative Affect Schedule for Children is a scale that is said 

to access positive affect and negative affect, along with anger and irritability (Chorpita & 

Daleiden, 2002). These authors noted that much research is needed regarding these types 

of scales. Though the factor analyses performed by Chorpita and Daleiden showed a link 
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between anxiety and depression, it remains unclear whether these positive, negative, and 

hyperarousal factors are found across various types of anxiety. Additionally, the authors 

recommended that information be gathered from multiple reporters and multiple sources 

in order to generate a more comprehensive view of anxiety in children.  

Instruments that Measure Social Phobia or Social Anxiety 

 The Social Anxiety Scale for Children (Stallings & March, 1995) is a  

10-item self-report measure that was originally designed to examine peer relationships. 

The revised version, the Social Anxiety Scale for Children-Revised (SASC-R), has 22 

items and has been described as a good measure of children’s generalized social 

avoidance and distress, social avoidance and distress with new or unfamiliar peers, and 

fear of negative evaluation. It is considered to have excellent internal consistency and 

test-retest reliability (Greco & Morris, 2004). The SASC-R has also shown good 

concurrent validity and is shown to discriminate between children with and without 

comorbid diagnosis (Greco & Morris).  

 The Social Phobia and Anxiety Inventory for Children (SPAI-C; Beidel et al., 

1995; Beidel & Turner, 2005) is a 26-item measure that measures the frequency and 

range of social anxiety in children and adolescents (8-14 years old). The questions on the 

scale assess cognitions, behavior, and somatic responses across a variety of anxiety-

provoking situations, including plays, parties, and eating in public (Greco & Morris, 

2004). The SPAI-C is considered to have excellent internal consistency and test-retest 

reliability with scores that have correlated moderately with general anxiety, fear of 

criticism, and parent-reported internalizing symptoms (Beidel et al.). The SPAI-C also 
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correlates well with children’s self-report and observer reports (Greco & Morris). When 

attempting to determine whether to use the SPAI-C or the SASC-R, Morris and Greco 

recommended that the goal of assessment be the deciding factor. If one wishes to 

examine more of the child or adolescent’s somatic symptoms, the SPAI-C contains items 

regarding this channel or response, while the SASC-R taps more information about fear 

of negative evaluation. 

Another measure used to assess social anxiety or social phobia in children and 

adolescents is the Liebowitz Social Anxiety Scale for Children and Adolescents (Masia et 

al., 1999; Masia et al., 2001). This scale is based on the adult Liebowitz Social Anxiety 

Scale and was designed to assess the social interactions and performance situations that 

social-phobic adolescents and children may fear. It contains 24 items, half of which 

assess performance issues while the other half addresses social interaction situations. The 

individual rates each situation on a Likert-type scale of 1 to 3, but the psychologist may 

question the patient’s responses and adjust ratings accordingly. There is a total score and 

four subscale scores, including social anxiety, social avoidance, performance anxiety, and 

performance avoidance. This adult scale is considered to have good psychometric 

properties and the child version of the scale is currently being used in several 

pharmacological trials with socially-phobic children and adolescents (Masia et al., 2001). 

The child and adolescent version of this scale is fairly new and the exact statistical 

properties of this measure are yet to be determined.  

 The Spence Children’s Anxiety Scale (Spence, 1997) is a rating scale that 

assesses the frequency of anxiety symptoms. The subscales on the measure reflect DSM-



96 
 

IV (American Psychiatric Association, 1994) childhood anxiety disorders. Spence also 

created a Social Worries Questionnaire-Pupil (Spence et al., 2000) that is purported to 

measure social anxiety in children and adolescents. Youths rate the 13 items on the 

measure by assigning a number rating how true each item is for them. The ratings system 

used is a 3-point scale. An example situation is, “I avoid or get worried about entering a 

room full of people.”  This scale is often used to assess the severity of social anxiety. 

Rating Scales 

 Parent- and teacher-rating scales are useful in the anxiety assessment process 

because they provide information from objective observers. This additional information 

can be used in conjunction with interviews, observations, and self-reports in order to 

form a better overall picture of individuals and their anxiety difficulties. As previously 

mentioned, children may sometimes underreport symptoms or they may not accurately 

report the onset or frequency of symptoms (Beidel et al., 1995). Velting et al. (2004) also 

noted that parents and teachers can allow insight into features of anxiety that children 

may not reveal due to social desirability issues, obstinacy, and/or embarrassment. Many 

of the popular rating scales are discussed in the following section; however, it should be 

noted that there are not parent and teacher versions of some of the self-report measures, 

including (a) the Screen for Anxiety and Related Emotional Disorders, (b) the Revised 

Fear Survey Schedule for Children, (c) the Revised Social Anxiety Scale for Children, 

and the School Refusal Assessment Scale (Velting et al.). 

The Louisville Fear Survey Schedule originally contained 104 situations rated 

using a 5-point scale. A simplified version now contains 81 items and uses a 3-point scale 
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and can be used with children ages 4 to 18 years. Parents or teachers can be used as 

raters. Ratings from the survey are summed to give a total anxiety score. It is considered 

to have excellent internal consistency and corresponds moderately with parent ratings 

(Barrios & Hartmann, 1988). This measure is also considered to be a good measure of 

overall anxiety and is recommended for use as a quick screening device or for a measure 

of treatment generalization. 

Most of the available parent- and teacher-rating scales measure overall 

internalizing and externalizing behaviors. For example, the Conners Teacher and Parent 

Rating Scales measure problematic behaviors and are also used to evaluate treatment 

effectiveness. The Conners Rating Scales are considered to have high test-retest 

reliability, inter-rater reliability, and construct validity (Hinshaw, 1987; Stallings & 

March, 1995).  

The Child Behavior Checklist (Achenbach & Rescorla, 2001) and Reynolds and 

Kamphaus’s (1992) Behavior Assessment System for Children are global rating systems 

that measure a variety of internalizing and externalizing difficulties, including anxiety 

(Achenbach & Rescorla). An important feature of these measures is that they include 

teacher and parent forms as well as a self-report format. The CBCL assesses children 

ages 4 to 16 and it contains questions regarding anxiety within the internalizing problem 

scale . These are considered by Stallings and March (1995) to be good screening tools, 

but they noted that they are limited in identifying specific anxiety symptoms and types of 

anxiety. However, Seligman et al. (2004) described the CBCL as quite useful in 

discriminating between youth with an anxiety disorder and youth without a disorder, as 
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well as when discriminating between youth with anxiety disorders and youth with 

externalizing disorders. The Multidimensional Anxiety Scale for Children (Stallings & 

March, 1995; March et al., 1997) is a 45-item scale with a 4-point Likert rating system. It 

has four main factors: physical anxiety, harm avoidance, social anxiety, and separation 

anxiety, with six sub-factors: (a) tense/restless, (b) somatic/autonomic factors, (c) 

perfectionism, (d) anxious coping behaviors, (e) humiliations fears, and (f) performance 

anxiety. Statistical analyses have shown that the global and individual constructs 

represented in the factor structure do measure different aspects of childhood anxiety.  

 Observational methods are important means of measuring behavior. The motoric 

channel is one of the three main channels in the tri-response system and direct 

observation is the primary method of observing this channel (Barrios & Hartmann, 1988). 

Behavior may be observed in several settings, including (a) inside the clinic or office, (b) 

in the home or school, or (c) at an activity. Behaviors that are reflective of the fear are 

operationally defined, and then these behaviors are observed in situations where the 

anxious behaviors are displayed. Frequency, duration, and intensity of the behavior are 

also recorded. This allows the practitioner to determine antecedents, consequences, and 

maintaining factors that are associated with the behavior. These behaviors may be 

recorded in free flowing notes, by using a checklist such as the Preschool Observation 

Scale of Anxiety (Glennon & Weisz, 1978; King & Ollendick, 1989), or they may be 

recorded by an individual other than the psychologist (i.e., teacher, parent, psychology 

student). Observation is commonly performed during baseline, treatment, and follow-up 

phases. Behavioral avoidance tests (BATs) are also used for gathering information. For 
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these assessments the child is placed in a room with the feared object and asked to 

approach, touch, and eventually hold the feared object (King & Ollendick, 1989; Morris 

& Kratochwill, 1983). During the BAT, the clinician can assess level of anxiety, 

physiological reactions, and motoric and behavioral responses. The child expresses his or 

her fear level on a rating scale of 1 to 100 and the assessor records the ratings in intervals. 

If the child is developmentally capable, a list of the thoughts that he or she experienced 

during the BAT can also be gathered by having the child write these down after the 

experience (Velting et al., 2004). 

Though observation is considered to be an important part of assessment, there are 

limitations associated with these procedures. Possible difficulties include examiner bias, 

inaccuracies due to human error, examiner expectancies, demand characteristics on 

children, and problems with reliability and validity of the assessments (Morris & 

Kratochwill, 1983). Is important to remember that observations are subjective by nature 

and one must be aware that a great deal of the information may reflect the perceptions of 

the observer. Subjectivity may be reduced greatly by using observations that record 

specific, operationalized behaviors such as, “number of times out of seat in a three minute 

period” versus statements such as “child is very hyperactive.” 

 Another type of observation is self-observation. This is frequently used in 

interventions to assist the child or adolescent in monitoring and maintaining new 

behaviors (King & Ollendick, 1989; Silverman & Ollendick, 2005). For example, 

children and adolescents can use a diary to record situations that were anxiety provoking 

or they can track a behavior or a negative self-statement that helps to maintain anxiety. 
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Along with the problematic situation, they can describe the intensity of the anxiety along 

with the thoughts, behaviors, and physical sensations that they experienced in response to 

the situation (Velting et al., 2004). This may be executed during the assessment phase. 

Later, the child may be asked to keep a similar record or count of positive thoughts or 

self-statements made during the intervention or follow-up period (Morris & Kratochwill, 

1983, 2008). Self-monitoring has been shown to be helpful in involving the child in the 

process, thus helping them to have ownership of the problem, or an ability to buy into the 

intervention. It also gives the individual an active role in the assessment and intervention 

versus being a patient that merely has a procedure performed on them (King, Hamilton, 

& Ollendick, 1988).  

 Another form of self-monitoring during assessment and treatment is the anxiety 

hierarchy or fear and avoidance hierarchy (Morris & Kratochwill, 2008; Velting et al., 

2004). Though this hierarchy is traditionally used during treatment, it can be used at the 

beginning in the assessment phase. The youth is simply asked to design a list of the top 

10 anxiety-provoking situations and then rate the anxiety level and avoidance of the 

situation. Additional items can be listed if the fear is more complex (Morris & 

Kratochwill). Anxiety is often rated on a scale of 1 to 100, while avoidance is rated on a 

scale of 1 to 8 (Velting et al.). Parents and/or teachers can also rate their child on a 

weekly basis. Fear hierarchies are considered particularly helpful for ascertaining specific 

exposure targets in the treatment of social phobia and separation anxiety disorder. 
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Mechanical Measures 

 Some of the commonly used mechanical measures for assessment of anxiety 

assess heart rate, galvanic skin response (electrodermal responding), peripheral blood 

flow (cardiovascular responding), and blood pressure (Morris & Kratochwill, 1983). 

There are several difficulties related to using mechanical methods of assessment. In 

children, differentiation of heart patterns is difficult. Research shows an increase in heart 

rates in anxious children before a test, but did not show any differences in blood pressure 

(Beidel, 1988).  

 They are not usually readily available or easily accessible and purchasing or even 

using the equipment is generally costly and quite time consuming. Even if one does have 

access to these measures, it may not be easy to pair the monitor with the feared stimulus 

(i.e., getting a dog into the clinic where the biofeedback equipment is located), so using a 

secondary source such as a fear hierarchy may be necessary. This may then become more 

of an indirect measure, or it may not be appropriate if the child is not developmentally 

able to imagine the feared stimulus. King and Ollendick (1989) described physiological 

responses as “holding promise” (p. 445), but added that they have not fared well in the 

child and adolescent anxiety literature in that little correlation had been found between 

responses in the physiological channel and those of the subjective and motor components. 

Additionally, physiological measure responds to arousal or excitement in general, so a 

child’s reading may reflect excitement about the equipment or the process of the 

evaluation. Physiological measures have not been deemed valid or reliable in the child or 

adult literature; therefore, use of them should be tentative (Barrios & Hartmann, 1988). 
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 Assessment should be used to determine information about a child, and his or her 

anxiety and how it affects and is influenced by the surrounding environment. This helps 

to determine whether the worries, fears, or anxiety difficulties are developmentally 

normal. A multimethod approach is recommended (King & Ollendick, 1989; Velting et 

al., 2004) and allows information to be gathered across a variety of sources and 

conditions. Measurement of the three-response system (cognitive, physiological, and 

motor channels) is also encouraged (Morris & Kratochwill, 2008); however, it is 

important to remember that assessments that measure difficulties in the cognitive 

channel, for example, do not imply that only cognitive measures should be used to 

ameliorate the problem (Morris & Kratochwill).  

Anxiety Treatment Methods 

Once information about the child, family, and setting is assessed, an intervention 

plan can be developed. Data from the assessment can aid with prioritizing difficulties that 

should be addressed and strengths of the child or adolescent can be noted as well. In the 

area of anxiety intervention, there are number of methods available (Morris et al., 2008; 

Velting et al., 2004; Weisz, Hawley, & Doss, 2004; Wenar, 1990). The particular 

treatment or intervention that is used by a practitioner usually varies depending on the 

individual’s training. This may also differ based on the setting where they work (i.e. 

school, clinic, or hospital) but this is beginning to change. Increasingly, clinicians are 

using a variety of techniques to assess and treat childhood and adolescent anxiety and 

therapies from different sources may be used in combination to assist children (Compton 

et al., 2004). For example, a child psychologist may work directly with the child or 
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adolescent’s pediatrician or a counselor may refer a family to a child psychiatrist if 

possible use of medication needs to be addressed (G. K. Brainard, personal 

communication, October 2000 & April 2001).  

Though some clinicians are becoming more eclectic in their use of interventions, 

the majority of the empirically supported fear, phobia, and related anxiety reduction 

methods continue to be based on behavioral or cognitive-behavioral approaches (Morris 

& Kratochwill, 2008). Interventions that are primarily used in clinical settings such as 

psychodynamic, biological, and cognitive behavioral theories will be reviewed in this 

chapter. In addition, behavioral interventions, which are generally the treatment of choice 

in the school setting, will be reviewed (King & Ollendick, 1989; Mennuti, Freeman, & 

Christner, 2006). 

Interventions Used in Clinical Settings 

Psychodynamic Techniques in the Treatment of Child and Adolescent Anxiety 

 Initial meetings with a child beginning the psychotherapeutic process are usually 

unstructured in nature and allow the child to choose from a variety of activities (Tuma & 

Russ, 1993). Some of the phases used in psychodynamic psychotherapy procedures 

include (a) the play process, (b) the early phase of affective engagement, (c) the 

emergence of central themes or fantasies, and (d) the period of working through (Chethik, 

1989). Keith (1995), in a detailed account of the psychodynamic approach to therapy 

with anxious youth, recommended attempting to see if the child can benefit from this 

fairly in-depth process. This is determined by interjecting some therapeutic techniques 

into the diagnostic session. For example, while the child is playing, the therapist looks for 
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a theme that might be expressed as anxiety, such as repressed anger or rage. The therapist 

then examines whether the child is able to attempt standing up to the anxiety. Keith used 

the example of an anxious boy who, during a diagnostic play session, uses dolls on a fire 

truck to spray away a monster. During the play the child expresses an inability to get rid 

of or “spray away” the monster. After several attempts, the child rushes to his parent. The 

therapist then takes time to discuss the situation saying something like, “Through playing 

and talking, we can figure out this monster, how to hose him down and make it work for 

us” (p. 392).  

 If the child responds in an interested manner and seems reassured, Keith (1995) 

stated that this child is probably ready to participate in the psychotherapeutic process. If 

the child is extremely clingy, runs out of the room, or becomes even more anxious and 

disorganized during the diagnostic session, the therapy is considered to be even more 

urgent because this anxiety is to a level where it is considered to be harmful to the child’s 

development. This child, according to Keith, will need additional supportive therapy 

sessions before the actual psychotherapeutic process begins. The parent will be probed 

about how long the fear or anxiety has been occurring. If it has been a relatively short 

time (probably indicating fears associated with normal development), Keith 

recommended a “watchful waiting period” (p. 393). Before this waiting period the 

parents would be reassured and given instruction about helping the child to manage the 

anxiety. This assistance to the parents may be sufficient in addressing the anxiety 

difficulty. Additionally, including the parent or caregiver as an ally is considered to be of 

paramount importance. According to Keith, proceeding without this alliance in place is 
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likely doomed to fail. Even if the parent is struggling with their own past anxiety issues, 

the skilled therapist is required to address these concerns with sensitive supportiveness 

and not simply appear to blame the parent(s). 

 Certain conditions should be met before and during the actual therapeutic process 

(Keith, 1995). As just mentioned, the child must be ready for therapy and the therapist 

should have established a therapeutic alliance with the parent. Psychodynamic 

psychotherapy is not conducted in a short time period, so the child’s environment must 

remain stable during the therapeutic process. At the onset, length of time in therapy is 

unknown because the process is child directed. The child must feel in control during the 

entire process so that anxious outbursts are kept to a minimum. In therapy, the child’s 

responses, through either play or verbalizations, are the materials of the sessions. 

According to Keith, the therapist addresses issues of anxiety by attending to the material 

(play and verbalizations) with the following framework in mind:  

What psychological defenses does the child’s mind (ego) use to grapple with 

anxiety-arousing dangerous situations? Some of the more common defenses 

follow:   

 Inhibition: not moving forward toward the dangerous situation; 

 Avoidance: actively staying away or moving away from the dangerous 

situation; 

Repression: not allowing the mind to think about danger; 

 Counterphobic defenses: “Diving into” dangerous material to show self 

and others that there is no anxiety or fear; and 
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      Externalization: projecting dangerous situations onto the external world.  

            These defenses are considered to operate automatically, outside of the 

child’s awareness. When brought into consciousness, they are generally viewed 

by the child as important protections against experiencing painful anxiety. As 

these defenses emerge in a pattern over the sessions, the therapist becomes 

increasingly aware of them and can verbalize them using metaphors for how these 

defenses ‘keep us away from scary feelings.’ (p. 394) 

Wishes and impulses are also considered to be important in the psychoanalytic 

process. For instance, children often use magical thinking and may fear that angry 

thoughts toward parents will cause them to disappear or die. Keith (1995) stated that if 

this type of thinking continues, the child will regress back to clinging behavior and 

separation fears and will need constant reassurance of the presence of the parents. The 

therapist will repeatedly interrupt this thinking while also demonstrating the reality that 

thoughts and wishes do not make the parent disappear.  

Transference is also considered to be important part of treatment. The 

aforementioned issues with anxiety are lived out “by the child and onto the person of the 

therapist” (p. 394) and then, transference interpretations are possible. For example, the 

child may have more separation fears when the therapist is on vacation. The child may 

blame the therapist’s leaving on the fact that the therapist no longer cares for the child or 

the child may think that the departure was caused by an undesirable behavior (i.e., 

aggression) that was displayed during the session prior to the therapist’s absence.  
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Therapy concludes after the child plays out and masters his or her issues with anxiety. 

During the course of therapy, initial symptoms, such as phobias, excessive clinging, and 

sleep disturbances will usually stop. This may require two to four sessions a week for 3 to 

6 months.  

 Even once the symptoms have discontinued, therapy should continue because the 

child is still considered to be vulnerable to old maladaptive defenses and to ways of 

thinking that are inappropriate to the child’s age. Therapy can conclude when the anxiety 

issues have been worked through repetitively, the child is symptom free and demonstrates 

sufficient mastery of anxiety conflicts through play and words. The original symptoms 

are known to commonly occur in the last few sessions with the therapist because of the 

impending conclusion of the relationship. This also provides additional time to work on 

anxiety issues at a time when the “child’s ego has been greatly strengthened” (Keith, 

1995, p. 395). The child can also gain insight into many of his or her original conflicts 

that would have been impossible at the beginning of psychotherapy. Keith related that 

this form of intervention may be important for children, adolescents, and parents with 

more severe, long-standing psychopathology. Though there are few studies examining the 

effectiveness of psychodynamic psychotherapy in comparison to other types of 

intervention for anxious youths, there is research to support the effectiveness of 

psychotherapy over attention controls, such as support management sessions (Moran, 

Fonagy, & Kurtz, 1991).  

 If a child’s main source of anxiety originates from problems relating to his or her 

parents’ divorce, the clinician might not simply assess the child’s sudden fear of the dark; 
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they would be likely to take an inventory. The situational difficulties would likely be 

addressed in a format that clearly explained the transitional difficulties to both the child 

and the parents. Several interventions might also be used, including provided relaxation 

techniques that could be used in a variety of settings, discussions with the parents about 

ways to assist the child with the transition, and recruiting the child’s teacher and 

grandparents for assistance at school and in other settings. In summary, the psychologist 

would multiple methods to assess and treat the child. With the current bulk of 

intervention literature that holds cognitive-behavioral intervention approaches as being 

the best practice methods, psychiatrists and behaviorists are using these methods as well 

(Myers & Cohen, 1990). 

Biological Interventions 

 Much of the treatment, and therefore, research literature in the area of biological 

intervention is centered on psychopharmacotherapy. Though an in-depth discussion of 

pharmaceutical agents is not possible in this paper, some of the main anxiety medications 

will be described and reviewed. 

Stock, Werry, and McClellan (2001) described anxiety as a normally occurring 

adaptive experience in which children and adolescents “attempt to negotiate normal 

developmental hurdles” (p. 335). However, anxiety can become an intense problem for 

some individuals, and this difficulty may call for psychiatric evaluation (Stock et al., 

2001). Stein and Seedat (2004) recommended that psychosocial interventions should 

always be tried before starting any medications. Stein and Seedat also stated that 

providing a rationale for the use of medication is considered a must; additionally, this 
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rationale should always be discussed with the individual and the parents before decisions 

about initiation of pharmacotherapy are made. Stein and Seedat also suggested 

consideration of pharmacotherapy when dealing with (a) anxiety symptoms that are 

serious and disabling and (b) older children and adolescents. However, they 

recommended against waiting until all other methods have been tried with no success. 

Stein and Seedat reported that this can unnecessarily delay the child’s recovery, while 

simply frustrating the parents and therapist. They also noted that, although there are risks 

and side effects when using medications with children, there are also many consequences 

associated with leaving serious anxiety untreated. Some of the physical manifestations 

that are noted in cases of anxiety include palpitations, shortness of breath, dizziness, 

tremor, flushing, perspiration, and nausea. Stein and Seedat noted that individuals may 

experience restlessness, decreased concentration, impulsivity, tantrums, and aggression, 

in addition to, or instead of, the physical symptoms. 

Mechanism of Drug Action 

 Psychotropic agents bring about change through complex biochemical 

mechanisms that effect neurochemical systems within the brain (Stock et al., 2001). The 

activity of the brain is dependent upon the electrical activity of nerve cells (neurons) and 

is regulated by processes which either cause excitation (firing) or decrease (inhibit) 

neuronal firing. Stock et al. stated, “Neurotransmitters are specific chemicals produced 

and released by nerve cells that cause excitation or inhibition in other neurons. The space 

between nerve cells into which neurotransmitters are secreted is called the synapse” (p. 

336). Many different chemicals act as neurotransmitters, including dopamine, serotonin, 
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norepinephrine, and GABA (γ-aminobutyric acid). Hormones, such as corticotrophin-

releasing factor, adrenocorticotropic hormone, and cortisol, also act as neurotransmitters 

and can influence central nervous system activity (Sallee & March, 2001; Stock et al.). 

Recent studies indicate that these psychotropic agents influence brain functioning by 

binding to receptor molecules that are on the nerve cells (that are specific to a particular 

neurotransmitter), and mimicking or blocking the effects of the neurotransmitters. Other 

agents interact with enzymes or receptors that break down certain neurotransmitters, 

which leads to changes in the concentration of that agent. Some drugs influence the 

functioning of nerve cell ion channels and membranes. Ion channels regulate passage of 

particular ions (i.e., sodium, potassium) across the cell membrane, which influence the 

nerve cell electrical activity and the release of neurotransmitters (Stock et al.). 

 Medications can be absorbed, distributed, and eliminated differently in children, 

adolescents, and adults (Stock et al., 2001). Although the rate of drug absorption appears 

to be similar in children and adults, the distribution of medication in the body depends 

upon the amount of body fat and water. Since children usually have less fat in 

comparison to adults, fat-soluble drugs do not distribute as widely. Elimination usually 

occurs more quickly in children and adolescents than in adults because of their high 

hepatic metabolism, so youths may require multiple doses during the day to maintain 

therapeutic blood levels. 

 There are several different medications that may be used with anxious individuals. 

Because a detailed account of each medication and neurotransmitter functioning is 

beyond the scope of this paper, medicines that are related to the reduction of anxiety will 
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be listed (for a more detailed description of the chemical mechanism of each medication, 

see Gadow & Pomeroy, 1993; Johnston & Fruehling, 2008; Kutcher, Reiter, & Gardner, 

1995; Stein & Seedat, 2004; Stock et al., 2001). Medications used with anxious 

adolescents and children include primarily two groups, benzodiazepines and selective 

serotonin re-uptake inhibitors (Johnston & Fruehling, 2008). Commonly used selective 

serotonin re-uptake inhibitors include Citalopram (Celexa©), Escitalopram (Lexapro®), 

Fluoxetine (Prozac®), Gluvoxamine (Luvox®), Paroxetine (Paxil®), and Sertraline 

(Zoloft®). In addition, Buspirone (BuSpar®), tricyclic antidepressants (such as 

Clomipramine), and monoamine oxidase inhibitors are sometimes used as well (Johnston 

& Fruehling). Again, this brief description is designed merely to familiarize the reader 

with some of the current pharmacotherapeutical treatments.  

Cognitive-Behavioral Interventions 

 It is of note that cognitive-behavioral methods are beginning to be used more 

frequently in the school setting; however, at this time they are still used more commonly 

in clinic settings. Some of the cognitive-behavioral methods being implemented in 

schools include the FRIENDS program (Shortt et al., 2001) and the Coping Cat and 

Coping Koala programs (Kendall, 1994; Kendall, Hudson, Gosch, Flannery-Schroeder, & 

Suveg, 2008; Tomb & Hunter, 2004).  

Cognitive-behavioral programs have been successful in reducing the anxieties of 

adults (Heimberg et al., 1990; Renneberg et al., 1990) and are being used to reduce the 

anxieties of children and adolescents (Kazdin & Weisz, 1998; Kendall et al., 2008). 

Cognitive-behavioral programs are also being examined for use with children of diverse 
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ethnic backgrounds (Ginsburg & Drake, 2002). The development and maintenance of 

fear and anxiety is known to be associated with dysfunctional cognitive processes and 

misattributions (Bernard & Joyce, 1993). This has led to greater development of 

programs that address both behavioral and cognitive aspects of anxiety. This section will 

examine cognitive-behavioral therapies that are effective for use with anxious or fearful 

children and adolescents. These include self-control, self-instructional training, and 

rational-emotive therapy. Additionally, recent finding in the development and use of 

cognitive-behavioral intervention will be reviewed. 

The main principals of cognitive-behavioral interventions are described in 

Morris and Kratochwill (1998, originally cited in Kendall & Braswell, 1985) and are as 

follows:  

(a) Cognitive mediation processes are involved in human learning; (b) Thoughts, 

feelings, and behaviors are causally interrelated (thus programs have a cognitive-

affective slant); (c) Cognitive activities, such as expectations, self-statements, and 

attributions, are important in understanding and predicting psychopathology and 

psychotherapeutic change; (d) Cognitions and behaviors are compatible–cognitive 

processes can be integrated into behavioral paradigms, and cognitive techniques 

can be combined with behavioral procedures; and (e) The task of the cognitive 

behavioral therapist is to collaborate with the client to assess distorted or deficient 

cognitive processes and behaviors and to design new learning experiences to 

remediate the dysfunctional or deficient cognitions, behaviors, and affective 

patterns. (p. 117)   
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In self-control techniques, management of behavior is viewed as being ultimately 

controlled by the individual. Therefore, the anxious person must learn to regulate and 

guide their behavior in such a way that desired outcomes and consequences will be 

achieved (Hughes, 1993). More simply put, the therapist teaches self-control in such a 

way that the client learns how, when, and where to use various thoughts to change certain 

behaviors (Morris et al., 1988).  

Early self-control theories were more operant based and individuals were directed 

to modify self-statements, antecedents, and consequences in their environment in order to 

modify their own behavior. The therapist is somewhat of a motivator who helps to get the 

individual started on the behavior changing program. The therapist teaches the client how 

to use various situations to learn new behavior patterns, all while addressing self-

statements that contribute to fear and anxiety (Morris & Kratochwill, 2008; Silverman & 

Berman, 2001).  

To use these procedures with children and adolescents, they must be able to 

recognize the components of their specific fear and have an understanding of the 

situational variables in which the fear or anxiety came about (Morris & Kratochwill, 

1983). The child or adolescent must also be motivated to change and willing to accept 

responsibility for taking part in the necessary behavioral changes. Most of the research in 

this area has found self-control methods to be effective when used in combination with 

other approaches, such as self-control and reinforcement, modeling, relaxation, or 

systematic desensitization (Francis & Beidel, 1995).  
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The self-instruction approach of the cognitive-behavioral intervention was 

developed by Meichenbaum and Goodman (1971) to assist with the academic 

performance of impulsive children. The technique has also been used with anxious and 

fearful youth. The therapist models cognitive strategies, such as the following one, where 

a problem-solving method is used. The therapist asks, “What is the problem?”, “What is 

my plan?”, “Am I using my plan?”, and “How did I do?” Additionally, self-instruction 

includes the following (Meichenbaum & Goodman, 1971; Morris & Kratochwill, 1983): 

1. An adult model performs a task while talking to him or herself out loud 

(cognitive training);   

2. The child performs the same task under the direction of the model’s instruction 

(overt, external guidance); 

3. The child performs the task while instructing him or herself aloud (overt, self-

guidance); 

4. The child whispers the instruction to him or herself as she or he proceeds 

through the task (faded, over self-guidance); and 

5. The child performs the task while guiding his or her performance via inaudible 

or private speech or nonverbal self-instructions (covert self-instruction). (p. 121) 

The objective of this technique is to help the child apply the learned self-talk whenever 

they find themselves in anxiety producing situations. 

 A study involving this technique is Genshaft’s (1982) research with math-

anxious girls. The study compared self-instructional training, plus tutoring, tutoring 

alone, and no treatment. The tutoring-plus self-instructional training group showed 
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significant improvement; however, all groups improved to some degree on math 

application. These are interesting findings, but with both self-control and self-instruction 

training, additional research is needed before generalizations about the usefulness of 

these procedures can be made.  

Rational-Emotive Therapy 

Rational-emotive therapy (RET) was created by Ellis in the 1960s (Francis & 

Beidel, 1995). This approach views psychological difficulties as directly related to 

irrational thoughts or beliefs. Since thoughts and beliefs directly affect feelings and 

behavior, the main goal of the theory is to help the client by teaching them how to 

identify and change these incorrect beliefs. Individuals are also taught to view others in a 

rational manner. This method was adapted for use with children and adolescents (Bernard 

& Joyce, 1993).  

Rational-emotive education (REE) is a form of curriculum that is taught to 

students. It includes lessons that use the same basic principles of rational thinking as 

RET. In a review of 21 studies (Bernard & Joyce, 1993), REE was compared to no 

treatment control groups of school-aged children. Various populations were included, 

specifically average children, learning disabled, high-risk adolescents, children with 

interpersonal, speech- or test-anxiety, and children with clinical problems. In this 

analysis, REE was found to be successful in reducing irrational thinking in 92% of the 

studies, anxiety in 50% of the examined research, and 64% of the studies showed an 

improvement on behavioral measures. Though effectiveness of REE is not completely 

clear in this analysis (due to differences in assessment measures), the studies on REE 
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show a trend towards positively influencing locus of control and self-esteem, in addition 

to the already mentioned reductions in irrational thinking and anxiety. Of the 19 studies 

that included a measure of self-esteem, half of the studies indicated improvements in this 

area. Early indicators point to improved adjustment and positive changes on personality 

measures, though the measures of change were not described in this summary.  

Bernard and Joyce (1993) concluded by describing RET and REE as effective 

measures for producing improved thinking skills and attitudes in children and 

adolescents. It is of note that many researchers and clinical and school practitioners are 

beginning to use social skills, in addition to anxiety-reducing procedures (Beidel et al., 

1998; King et al., 1991; Spence, Donovan, & Brechman-Toussaint, 1999). This is 

especially useful with children or adolescents who are having difficulties with peer or 

teacher relationships.  

In their recent review of cognitive-behavioral interventions, Albano and Kendall 

2002) and Velting et al. (2004) described five essential components to cognitive-

behavioral therapy interventions for anxieties. These included psychoeducation, somatic 

management, cognitive restructuring, problem-solving, exposure, and relapse prevention. 

These individual areas are made up of many components from the previously discussed 

findings. 

Important and ongoing questions still remain surrounding the question of which 

treatment should be matched with a particular disorder. There is still no simple or 

guaranteed fix for every situation or difficulty of childhood or adolescence. In fact, 

emphasis in this field is more and more geared toward treatments that are target specific 
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(Albano & Kendall, 2002). Specifically, Albano and Kendall cited changes in mental 

health policy as an instigator that has led to a focus on evidence-based psychosocial 

treatments. In other words, there is movement away from nonspecific interventions being 

applied to a variety of disorders. As work continues in this area, practitioners must stay 

continually updated on best practices in the field of child and adolescent psychology 

through both review of the literature and through continuing education.  

Systematic Desensitization Methods Commonly Used in the School Setting 

Behavioral methods for treating child and adolescent disorders are very common 

in the practice of school and child psychology (Barrios & Hartmann, 1997; Kendall, 

Robin, Hedtke, & Suveg (2005); Morris & Kratochwill, 2008; Ramirez et al., 1987). 

Behavioral techniques include techniques such as systematic desensitization, contingency 

management, modeling, and relaxation training procedures. It was once believed that it 

was important to use the three-response system of assessment in choosing specific 

treatments (King & Ollendick, 1989). For example, children with fears that were 

expressed primarily in the motoric channel might receive trials of reinforced practice, 

while those with worrisome thoughts would participate in a cognitive-behavioral 

intervention (Morris & Kratochwill, 2008). This pairing up or matching is no longer a 

requirement because anxieties that are expressed in one channel can be reduced through 

interventions that address the other channels. It is of note that recent researchers have 

questioned whether assessment of the three-response channels adds useful information to 

the evaluation of anxiety (Johnston & Murray, 2003). 
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Systematic Desensitization 

 One of the most widely used behavioral methods for anxiety and fear reduction is 

systematic desensitization (King et al., 2005; Morris & Kratochwill, 2008). Wolpe first 

developed systematic desensitization in the early 1950s. In systematic desensitization, 

introducing an activity that is counter or incompatible to the fear diminishes or inhibits 

the fear. In this process, anxiety is generally the targeted behavior to be reduced and 

relaxation is usually the substituted behavior.  

The first step of this process is to teach relaxation, which is sometimes termed 

deep muscle relaxation, to differentiate it from a general relaxed mood or state (Hughes, 

1993). This usually requires two to three sessions and uses alternating muscle tightening 

and relaxing (Hughes). The child or adolescent is to practice this at home as well, and 

often times, an audiotape is used to assist with this process. The child is also made aware 

of the differences in tense and relaxed sensations. Older children may learn the entire 

procedure at one time, but it may take several sessions or techniques to assist younger 

children. For example, young children who have difficulty may need to be prompted, 

given squeeze toys, or taught shaping procedures (Hughes; Morris & Kratochwill, 1983, 

2008).  

The therapist should begin slowly, pacing the presentation so that younger 

children or individuals that have a difficult time relaxing are allowed to master the 

procedure. Next, an anxiety hierarchy is developed jointly by the therapist and youth, 

using fears or anxieties that they both agree need to be changed. Index cards or a chart 

can be used for this process. Typically, 10 situations related to the anxiety or fears are 
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chosen and the child and parent are asked to assign a value to the situation. Increments of 

10 are used; thus, each of the 10 situations is assigned numbers 10, 20, 30, and up with 

the most intensely feared situation being assigned the number 100. The therapist can then 

add intermediate items, if necessary, when the cards are returned (Morris & Kratochwill, 

2008). These hierarchies vary from individual to individual and usually contain a total of 

20-25 items when completed. A more complex fear may require the presentation of more 

items, while a more specific fear may require fewer items on the hierarchy. A scenario 

that the child or adolescent considers to be very relaxing (a 0 rating) should also be 

chosen. Examples might include scenes such as lying in the sun, reading a good book, 

riding a bicycle, or playing a game (Morris & Kratochwill, 1983, 2008).  

To start systematic desensitization proper, the therapist has the client relax for 3 to 

5 minutes. When the individual signals that he or she is relaxed (often by raising an index 

finger) the psychologist will ask the individual to visualize the least threatening scene 

from the hierarchy of distressing situations. This continues until the child indicates 

through a signal, that he or she is no longer comfortable or relaxed. When this signal, 

usually raising the right finger, occurs, the therapist reverts back to a previous, less 

distressing scene (Morris & Kratochwill, 2008).  

Each session lasts for around 15-20 minutes and involves three or four ascending 

scenes from the hierarchy. Each scene is presented for 5 seconds, with a slow increase up 

to the maximum of 10 seconds. The treatment is complete when the child can visualize 

the most threatening situation on the hierarchy. If the choice is made to address additional 

hierarchies, then the same general format is followed (Hughes, 1993; Morris et al., 2008). 
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This process is not usually recommended for children under the age of 9 because the 

child may not have yet fully developed the cognitive ability to visualize. This ability to 

imagine can be tested and if a child appears able to use visualization, then systematic 

desensitization can be tried (Hughes; Morris & Kratochwill, 1983).  

There is not a great deal of experimental literature on systematic desensitization in 

children and adolescents and most of the early data was based on case studies. However, 

systematic desensitization seems to be effective in the available studies (Barrios & 

O’Dell, 1989; Lazarus, 1960; Miller, 1972; Morris & Kratochwill, 1983) and it is one of 

the most frequently used behavior modification procedures for the reduction of anxiety in 

youths (King et al., 2005; Morris et al., 2008). Factors related to the successful use of 

these procedures include (a) child’s ability to use visualization, (b) child’s ability to relax, 

(c) child and parent motivation to reduce the fear or phobia, (d) the child’s ability to 

follow instructions, (e) child’s level of acquiescence, and (f) the child’s fatigue threshold 

(Morris et al., 2008). The available experimental findings show successes using 

systematic desensitization (Deffenbacher & Kemper, 1974; Beidel & Turner, 2005) and 

efficacy has been found for its use when working with disabled children as well (King, 

Ollendick, Gullone, Cummings, & Josephs, 1990). 

Group Systematic Desensitization 

Variations to systematic desensitization include (a) group systematic 

desensitization, (b) in vivo desensitization, (c) emotive imagery, (d) automated 

systematic desensitization, (e) contact desensitization, and (f) self-control desensitization 

(Morris & Kratochwill, 1998). In group systematic desensitization, the procedures are 
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generally the same, with the exception that several individuals are involved (usually five 

to eight people). The anxiety hierarchy either is developed by the group or consists of a 

combination of items that the group members choose individually. In group settings, the 

progress of the sessions is geared toward the individual with the slowest progression. 

Though there is more research in this area involving adults, the available findings 

indicate that this is an effective treatment (King et al., 1991). 

In Vivo Desensitization 

When using in vivo desensitization, also termed graduated exposure (Francis & 

Beidel, 1995), the psychological practitioner exposes the child or adolescent to the actual 

feared items on the hierarchy and counter-conditioned relaxation is not always used. 

Typically, the feelings of comfort and security that the child experiences while with the 

parent or therapist are used as the counter-conditioned response. This method is 

sometimes used for children who are not yet old enough to imagine or visualize the 

feared situations. The parent and/or therapist accompany the child through the hierarchy 

and steps that are successfully completed are positively reinforced. Refusal to complete a 

step in the hierarchy may result in withdrawal of attention or reinforcers. Research in this 

area has shown in vivo techniques to be effective with children and adolescents, but 

many of these studies have been criticized for not being well-controlled. Additionally, 

few studies have examined the use of in vivo desensitization without its use being 

combined with other intervention measures. One advantage to the use of the in vivo 

technique is that parents may use it while under the supervision of a psychologist (Morris 

& Kratochwill, 2008). 
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Emotive Imagery 

Emotive imagery is a form of desensitization proper that was developed by 

Lazarus and Abramovitz (Hughes, 1993). The fear hierarchy is created and the child’s 

favorite superhero is identified as well. The therapist progresses through the hierarchy 

with the child, but instead of the child facing each feared situation, the superhero 

overcomes each obstacle until the greatest fear is conquered (Beidel & Turner, 2005). 

This has been shown to be effective in case studies with regular and disabled children and 

adolescents (Hughes, 1993; Morris et al., 1988) and in a study involving a larger sample 

size of 24 children (Cornwall, Spence, & Schotte, 1996). 

Automated Systematic Desensitization 

Automated systematic desensitization takes place through the individual child or 

adolescent imagining scenes from the fear hierarchy that has been previously recorded on 

tape by the therapist. This allows the youth to progress at a set pace (Morris et al., 1988). 

A variation of this is self-directed desensitization, where clients move at their own pace, 

while also developing the treatment program with limited help from therapists (usually 

through use of written procedures or instruction manuals). 

Contact Desensitization 

In contact desensitization, elements of desensitization and modeling are 

combined. The therapist assists the individual with formulating the fear hierarchy and 

then demonstrates approaching each step in the hierarchy before the child does. This 

provides modeling, showing the child that the therapist is not harmed by the feared 

stimulus. The practitioner is also able to provide cues and encouragement while 
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reinforcing desired approaching and interaction with the feared object or situation 

(Morris & Kratochwill, 2008). Studies on this method have shown positive results with 

some indicating more successful outcomes when the children actually touch the feared 

object. It is of note that these procedures are at times successfully combined for 

individual treatment. For example, one investigation of contact desensitization combined 

with shaping and family counseling produced positive results when used in a multiple 

baseline design with a 6-year old girl with a phobia of dogs (Glasscock & MacLean, 

1990). 

Self-Control Desensitization 

In self-control desensitization the client is taught ways to cope with anxiety 

whenever it may come about. During desensitization proper, they are encouraged to 

continue imagining a scene that causes discomfort. They are then told to “relax it away.”  

They are also taught to visualize themselves coping with various anxiety provoking 

scenes. This allows practice during the relaxed state. This relaxed state can then be used 

during the actual feared situation by having the individual self-relax in stressful situations 

(Morris & Kratochwill, 1998).  

Relaxation Training 

Some studies indicate that relaxation training alone can be as effective as 

desensitization in the treatment of test anxieties in college students (Hughes, 1993). 

Relaxation is also the main component of the Ready…Set…R.E.L.A.X. program (Tomb 

& Hunter, 2004). This program may be used as a preventative method or as a treatment 

and it can be used with small numbers of children as well as with large groups. The 
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program helps elementary school children learn and use strategies to cope with stress. 

The main features of the program are progressive muscle relaxation, active imagination, 

self-talk, and music. It also includes an educational component for parents, teachers, and 

students on stress and its effects.  

Relaxation training has also been used frequently in medical settings, especially 

with the reduction of headaches (Fichtel & Larsson, 2004). In Fichtel and Larsson’s 

study, relaxation training was described as “well established and effective” (p. 693) and 

additional support was gained for the notion that there is solid empirical support for the 

efficacy of reducing tension headaches and migraines through relaxation training. At the 

completion of their research, two relaxation methods applied in a school setting were 

found to be superior to wait-list controls in the reduction of headaches. Both applied 

relaxation and relaxation with visualization were effective in producing clinical 

improvement (considered to be at least 50% improvement), but there was no significant 

differences found between the two treatment groups.  

Contingency Management Methods Commonly Used in the School Setting 

 The area of contingency management stresses the relationship between stimuli 

and behavior. These procedures were originated in the early 20th century in the well-

known works of Pavlov, Skinner, and Watson. Practitioners and researchers have been 

refining the use of these specific procedures ever since (Gosschalk, 2004; Morris & 

Kratochwill, 2008; Silverman & Ginsburg, 1995). Positive reinforcement, shaping, 

stimulus fading, and extinction are commonly used methods of treating child and 

adolescent anxieties and fears that will be described. 
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 In positive reinforcement, a pleasant event or activity is used following a behavior 

in order to increase the later production of that behavior (Gosschalk, 2004; Morris & 

Kratochwill, 1983; Morris et al., 2008). This pleasant activity is described as a reinforcer. 

Reinforcers can be material (stickers, candy), social (praise, hugs), or activity-based 

(taking a ride, playing a game). It should be noted that the reinforcer must be an event or 

activity that is considered by the child to be pleasant, in other words, this should not 

simply be assumed (McLoughlin & Lewis, 1994). Determining a proper reinforcer can be 

accomplished by questioning the child and parent about favorite items and activities.  

 Positive reinforcement has been used broadly in reducing fears by way of 

increasing approach behaviors toward feared stimulus (see Morris & Kratochwill, 2008). 

Some examples of reduction to feared situations or items in the research literature include 

increased time spent in a darkened room or getting to school on time (Hughes, 1993). 

This method can be used in a variety of settings, such as the home, school, and clinic. 

Positive reinforcement can be used alone or in combination with other behavioral 

methods. For instance, positive reinforcement can be paired with other techniques, such 

as shaping. If positive reinforcement alone is not adequate in prompting a child to 

approach a feared object, the steps to the approach process can be broken down into 

smaller sections. Each step approximates the target behavior until the complete set of 

steps is achieved. Research on shaping is limited, but case studies have shown that it can 

be effective (Morris & Kratochwill, 1998; Tahmisian & McReynolds, 1971). 

 In stimulus fading, a child is able to perform a certain behavior in certain 

situations or circumstances but not in others. Stimulus fading encourages the 



126 
 

reproduction of the behavior in the feared setting by gradually making the characteristics 

of the successful setting like the feared one (Morris & Kratochwill, 2008). An example of 

this might be initially allowing a parent to stay in the classroom of a separation anxious 

child and then, gradually fading the presence of the parent out (Morris et al., 1988). The 

overall effectiveness of this technique is not clear because there are only a few published 

studies describing stimulus fading as a rear reduction measure.  

 Extinction is another method of reducing fear-related behaviors. Extinction refers 

to a process in which behaviors that have been reinforced are reduced. This is done by 

simply removing the reinforcing consequences that follow the behavior (Hughes, 1993). 

For this to occur the reinforcing consequences must be identifiable by the therapist and 

the timing of the consequences must be able to be ascertained (i.e., when reinforcement 

occurs). Moreover, the contribution of those consequences to the fearful behavior must be 

uncovered (Morris & Kratochwill, 2008). If these features cannot be discerned or the 

parents are not willing to reduce attention to the fearful reaction, the behaviors will likely 

not be modified. Variations of extinction usually involve the combining of methods, such 

as extinction, plus positive reinforcement of appropriate (nonfearful) behaviors. 

Modeling 

 Bandura first developed the procedures of modeling, or modeling proper 

(Bandura, 1977; Hughes, 1993). The process of modeling refers to the phenomena by 

which an individual learns and imitates a behavior through watching another individual 

perform that skill or behavior (Davis & Ollendick, 2005). This is thought to produce 

changes in the viewer’s attitudinal and thought responses. With fear and anxiety, the 
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child or adolescent views the therapist, the parent, a peer or sibling as they participate in a 

situation or behavior that causes them anxiety. This is generally only helpful if the model 

has a positive, secure, and rewarding experience while taking part in the behavior; 

therefore, the therapist should carefully select the observations that the child in the 

intervention will view (Kazdin, 2001). Furthermore, the participant who will be modeling 

should be able to (a) attend to the model, (b) retain what is observed, (c) be able to 

reproduce the modeled act, and (d) be motivated to repeat the demonstrated behavior 

when required (Bandura; Morris et al., 2008). 

 Additional variables have been shown to affect the outcome of modeling. One of 

these is the perceived competence of the model. For example, there is question as to 

whether the model should display a mastery or coping style. In mastery, the model 

approaches the situation and performs the behavior competently. The coping style reflects 

a style similar to that shown by the observer. In this way, the observing child watches the 

model while they are coping with the fearful stimulus. The child observes as the model 

gradually becomes more proficient with the task. There is inconclusive evidence 

regarding which method is more effective. Some argue that each style is equally effective 

(in say, reducing dental fears). It is not yet clear, but type and severity of fear may 

influence which intervention is optimal (Morris et al., 2008).  

 Experimental research into the reduction of children’s fears through use of 

modeling mostly examines fear of animals, dental procedures, and test anxiety (Morris & 

Kratochwill, 2008). This may cause some question about the generalizability of the 

results. However, the available experimental and case study literature does seem to 
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indicate that modeling is an effective method of reducing fear and anxiety (Brems, 1993; 

Morris et al., 1988). One criticism of the available literature is that individuals in many of 

the studies have relatively mild fears. Research involving modeling with more severe 

fears or anxieties is recommended (King & Ollendick, 1989). 

Within this literature, there are two main types of modeling that may be used to 

reduce fearful behaviors–live and symbolic. In live modeling, the child directly observes 

the model while he or she gradually approaches the feared object. Symbolic modeling 

makes use of film, video, or visualization (imagination) to convey learning. Variants of 

the modeling process include covert, participant, and graduated modeling. In covert 

modeling the youth observes the model approaching and interacting with the feared 

stimulus, while in participant modeling, the child observes the model’s gradual 

interaction with the feared stimulus and then copies the behavior(s). During the phase in 

which the child reproduces the behavior, the therapist can relay feedback and information 

about the feared object (Morris et al., 2008).  

One last variant of modeling is graduated exposure. In this technique, the child 

observes the model-performing portions of a complex task. After each component is 

modeled and finally mastered, these separate sections are combined to form the desired 

behavior. Although there is not a great deal of research regarding the use of covert and 

graduated modeling (Morris & Kratochwill, 1983, 2008), research is available regarding 

participant modeling. Participant modeling is similar to contact desensitization and some 

argue that the differences between the two are only a matter of semantics. Both processes 

emphasize the importance of a warm, positive child-therapist therapeutic relationship. 
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Summary 

There is a broad basis of empirical support for the use of many of the 

aforementioned interventions to reduce anxieties (Kendall & Sessa, 1993; Morris et al., 

2008; Weisz et al., 2004). However, additional research is recommended regarding the 

effectiveness of anxiety prevention and treatment programs in school settings and with 

participants that have comorbid emotional, behavioral, and/or learning problems (Morris 

& Kratochwill, 2008). Research into the long-term effectiveness of such programs is also 

important. Additionally, research that determines the usefulness of particular procedures 

with specific types of fears, phobias, and related anxieties and with various age and 

ethnic groups is described as valuable and needed. 
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CHAPTER 3: METHOD 

Participants 

 The participants for this study were 20 middle and high school students from a 

school district in central Pennsylvania approximately 20 miles outside of the capital, 

Harrisburg. This district contains both rural and suburban areas. There are an estimated 

15,000 individuals residing in this district and the district serves approximately 2,200 

students. The district has three buildings: K-4th
 
grades in the elementary building, 5th-8th 

grades in the middle school building, and Grades 5-12 in the high school building.  

The present study focused on students who were in the 5th through 12th grades during 

the 2006-2007 school year.  

 After receiving approval from the University of Arizona Institutional Review 

Board, the district superintendent, the school district’s school board, and building level 

principals (see Appendix A), an information letter regarding the study (including a 

nomination form, see Appendix B) was sent to approximately 1,466 parents and legal 

guardians. Additionally, teachers and staff members (such as guidance counselors, speech 

and language clinicians, social workers, and occupational therapists) were invited to 

nominate Grade 5-12 students who were thought to have difficulties with anxiety within 

the past 2 years. The researcher received 55 nominations, with 50 of the nominations 

submitted by parents and 5 returned by school personnel.  

 Of the 55 nominations, 26 students initially consented and were enrolled. Two 

parents contacted the investigator after the submission deadline and were allowed to have 

their children participate, since the treatment groups had not yet been randomly assigned. 
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This brought the initial participation to 28 students. During the intervention period, 6 

students either withdrew from the program or from school or became seriously ill and did 

not attend school. Therefore, 22 students participated in the program and completed the 

preintervention and postintervention assessments; however, 2 students were not available 

for the 6-week follow-up assessment. Therefore, the assessment measures for 7 students 

in the CBT group, 7 students in the relaxation group, and 6 students in the study skills 

group were used in the analysis of the data. 

Dependent Measures 

 The data gathered for this study consisted of scores on behavior-rating scales. The 

scales used for analysis included the Multidimensional Anxiety Scale for Children 

(MASC; March et al., 1997) and the Child Behavior Checklist (CBCL; Achenbach, 

2001). Each of the instruments is described below. 

The Multidimensional Anxiety Scale for Children 

 The MASC is a 39-item self-report instrument that screens for anxiety symptoms 

experienced by children and adolescents. This measure was normed on 2,698 children 

and adolescents and takes 15 minutes to administer. The scale includes four factor scores 

and an overall anxiety total. The total anxiety scale was used in the current study. The 

MASC includes an inconsistency index and the initial factor structure for the MASC has 

been replicated through confirmatory factor analysis in clinical and community samples 

(Morris & March, 2004).  

 Excellent internal consistency and satisfactory to excellent test-retest reliability (r 

= .60 - .93) has been reported across epidemiological samples (March et al., 1997). 
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Findings by March et al. also support the concurrent validity of the MASC with the 

Anxiety Disorder Index. Additionally, March, (1995, 1997) reported that “good 

discriminant validity has been found for the MASC (95% sensitivity) with the Anxiety 

Disorder Index discriminating between children with and without anxiety disorders using 

a gender-matched comparison group design” (p. 104). Also see March, Parker, Sullivan, 

Stallings, and Conners (1997) for additional information regarding the psychometric 

properties of the MASC. 

The Child Behavior Checklist 

 The CBCL has three forms–one each for students (self-report), parents (observer), 

and teachers (observer). The instruments have been used extensively in the child and 

adolescent psychology research literature (Kendall & Sessa, 1993; March, 1995, 1997). 

These measures provide self-report and observer formats that assess a broad range of 

internalizing and externalizing problems. Each scale yields a total behavior problem 

score, three empirically derived factor scores, and nine subscales (Achenbach & 

Rescorla, 2001). Three of these subscales were used in the current study–anxious/ 

depressed, anxiety problems, and internalizing problems.  

 The three forms of the CBCL are considered to be successful in discriminating 

between clinically referred and nonreferred samples (March, 2004). The CBCL 6-18 

(2001) has been revised twice (in 1991 and 2001) since the original 1983 version. It is a 

113-item problem behavior checklist that was normed on 2,368 children divided into two 

samples of children–youth in the general community and children who were receiving 

mental health services for behavioral disorders. The first sample was taken from across 
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the 48 continental states and was representative of various ethnic and religious 

backgrounds, socioeconomic levels, and urban and rural regions (Doll, 2003). The second 

group was taken from various clinics and behaviorally-disordered special education 

classrooms. This measure is considered to be efficient to give, as it takes around 15 

minutes to complete one scale and 60-90 minutes to fill out the entire form.  

 The CBCL 4-18 (1991) and CBCL 6-18 years have held up well in studies of 

various forms or stability and reliability, with internal consistencies of the externalizing 

and total problems scores falling in the .92 to .96 range and the reliability on the 

internalizing problem scale  at .88 to .92 (Doll, 2003). The anxious/depressed scale 

indices are reported as being .86 to .88 and are considered to be adequate, but not as 

strong as the externalizing scales (i.e., aggression = .92). Doll described the checklist as 

the standard against which the validity of other instruments is often measured. In the 

manual, Achenbach (2001) provided information that demonstrates high concurrent 

validity with related instruments, such as the Quay Problem Behavior Checklist and the 

Conners’ Parent Rating Scale. 

Procedure 

 All of the assessments and interventions for this study were administered by the 

researcher, a school psychology doctoral student with 4 years experience working as a 

certified school psychologist. After the nominations were returned to the researcher, the 

parents or guardians of the nominated child were then contacted and given information 

about the project (see Appendix C). If the parents were interested, they were sent 

additional information, a parent/guardian consent form (see Appendix D), and the Child 
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Behavior Checklist for ages 6-8 by mail. They were asked to return this information only 

if they were interested in having their child participate in the study.  

 The parents and student were informed that the student’s participation was 

voluntary and that the parent or student could choose to stop the student’s participation in 

the research project at any time. The parents and guardians were also encouraged to 

communicate with the researcher through phone calls or e-mail if they had any questions. 

After consent was obtained from the parents or legal guardians, the students were called 

individually into a room in the guidance office and details of the study were described to 

them (see Appendix E). If the students chose to participate, they were given an adolescent 

assent form (see Appendix F) to sign. After parental consent and student assent was 

obtained, the student was asked to complete the initial behavior checklists (the student 

version of the CBCL and the MASC). Additionally, one of the nominated student’s core 

curriculum teachers was asked to complete the teacher form of the CBCL. 

 Students were included in the study if they received a T-score of 60 or greater on 

any individual anxiety subscale or any overall anxiety scale of the MASC or the student, 

parent, or teacher form of the CBCL. Students who had limited cognitive/intellectual 

abilities (i.e., cognitive ability scores below a score of 75), and those with severe physical 

disabilities were excluded from the study. Students who were currently under the care of 

an outside psychologist, psychiatrist, social worker, or counselor were also excluded. 

Students who previously took medication for anxiety or previously participated in outside 

therapy for anxiety were allowed to participate if they met the entrance criteria for 

anxiety (T scores of 60 and above on the assessment measures). 
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 The participants were assigned an identification number so that their names and 

identifying features (gender, age, and teacher) remained anonymous. Only the researcher 

paired the names with the numbers. During the interventions, only the principal, assistant 

principal, and certain teachers knew which students participated in the groups. 

Group Session Procedures 

 Each group met for 30-40 minutes, 2 days per 6-day cycle period during the 

second semester of the 2006-2007 school year. The schools in the central Pennsylvania 

area operate on a 6-day cycle period instead of a weekly cycle. This means, for example, 

that the students may have gym on Cycle Days 2 and 6 and art or technology education, 1 

time per cycle period, instead of just once weekly. It is of note that the various groups 

always met on the same cycle days (for example, days 1 and 3 or 2 and 4) but the cycle 

days do not fall on the same days of the week each week (it might be Monday and 

Wednesday one week and Tuesday and Thursday the next week).  

The CBT Group 

 The Cognitive Behavioral Treatment of Anxious Adolescents (Kendall et al., 

2002a) is a cognitive-behavioral treatment program for anxious youth. It is a 16-session, 

manualized program that may be carried out in either a group or individual setting. The 

first session was educational. It focused on building rapport among the individuals and on 

the importance of keeping all of the information that was shared confidential. All of the 

sessions came directly from the workbook manual; however, additional information was 

scripted for the initial session regarding confidentiality (see Appendix E).  
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 Sessions 2 and 3 taught recognition of emotions and physiological reactions to 

stress. Session 4 taught relaxation and Sessions 5-8 were centered on identifying 

cognitions in anxiety-provoking situations. Some of the topics in Sessions 5-8 included 

(a) identifying and challenging (negative) self-talk (i.e., thinking, “Something bad 

happened once, it will happen again,” or “I better avoid this, it might be scary,” without 

trying it or investigating it first; (b) jumping to conclusions, missing “the good parts” and 

focusing only on potential problems or dangers; and (c) thinking in a pessimistic or 

catastrophic fashion (“This always turns out bad, I never do well”).  

 Coping and problem solving were also taught in these sessions. These included 

(a) identify when you are feeling frightened or anxious, relax and calm down using 

relaxation strategies; (b) ask, “What is my self-talk?”; (c) ask, “What coping thought can 

I have in this situation?”; and (d) ask, “What is the worst that can happen, if what I fear 

does happen? Will it really be as bad as I am thinking it will be?” Gather evidence to 

support or reject the thought(s). 

 The remaining sessions focused on practicing a coping plan using exposure 

techniques (i.e., a student was fearful of speaking to new people and they practiced the 

skill of introducing themselves and making small talk. They then applied the skill to a 

novel situation). Simple homework assignments were given throughout the program and 

the youth were taught relapse prevention as well. The students were also given their 

workbooks and they were encouraged to refer to them frequently during the sessions and 

in the future, until the learned processes were automatic.   
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 The final session was a reward party where the participants celebrated their 

efforts, successes, and progress. The party included partaking in pizza, soda/water, fruit, a 

veggie tray, chips, and snack cakes. They were invited to talk and socialize in an 

appropriate manner. After the party (a) they completed the same assessment measures 

they were given prior to participating in the program, and (b) a review of what they had 

learned was presented. The group meetings were limited to 16 sessions because the CAT 

program is a manualized program for which there are only 16 sessions designed. It is of 

note that the RT and SS groups were also given 16 sessions so that all participants in the 

study were presented with the same number of sessions. 

The Relaxation Group  

 The relaxation group also met for 16 sessions. This group received specific, 

detailed instruction in identifying the physiological signs of anxiety and on deep muscle 

relaxation. This therapeutic technique is based on the relaxation protocol listed by Morris 

and Kratochwill (1983; Morris et al., 2008) and the work of Jacobson in 1938. This 39-

step protocol takes the participant through a series of specific relaxation steps. For 

example, “Take a deep breath and hold it for about 10 seconds. Hold it . . . okay, let it 

out,” and so on. Each statement requests them to relax in a progressive manner (see 

Appendix G).  

 The first meeting of the relaxation group was similar to that of the CBT group. 

The focus of the meeting was on building rapport and on discussing the importance of 

confidentiality. The group also received information about the project and they received 

initial information about how the relaxation techniques work.  
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 At successive meetings (Sessions 2-5), relaxation was again discussed and the 

group was taken through several steps of the relaxation procedure per meeting, until they 

learned all of the relaxation procedures. Each student was given a compact disc (CD) 

with the relaxation procedure recorded on it. They were asked to listen to the CD, at 

minimum once daily, but they were encouraged to listen to it more often if they would 

like. At the beginning of each session, they were asked if they had practiced (done their 

homework) and this was noted along with attendance. The students were surprisingly 

compliant with the request to use the CD at home and almost every student reported that 

they liked using the CD.  

 During Sessions 6-9, the students used the relaxation CD as a group and also 

discussed the physiological signs of anxiety in order to help them quickly identify when 

they were beginning to feel anxious (i.e., tightness in their chest, heart racing, shortness 

of breath, a hyper-alert “panicky” feeling, tingling in body parts, etc.). It was noted that 

everyone’s signs were not the same and that all individuals may not always have the 

same signs every time. They were encouraged to note when, where, and to what level 

their signs of stress came about. This was also given as homework.  

 At each session, the relaxation CD was used together as a group. Additional 

topics were also included during Sessions 6-12. For example, the importance of deep 

breathing was stressed as an important part of the full relaxation training procedure, but 

also as a technique that could be used more discretely during more public times of high 

stress (for example, before giving a speech). They were also encouraged to try different 

physical exercise activities and report back to the group regarding which ones helped 
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them with feeling calmer or with feeling better in general. The students were also 

encouraged to report any stressful situations they were having that were aided by the use 

of the CD. At all of the sessions, the students were encouraged to ask questions or 

indicate any concerns.  

 The primary focus of Sessions 13-16 was to review the previously learned topics 

and to continue practice of relaxation with the CD. At the end of the group sessions, the 

students completed the same assessment measures that they were given at the onset of the 

program. Like the CBT group, the relaxation group also had a reward party at the end of 

the 16 sessions. 

The Study Skills Group 

 The study skills group was given the same assessment measures at the onset of the 

program as the other two treatment groups. This group then received 16 sessions of 

instruction on specific study and organizational techniques. These techniques were taken 

directly from the Study Skills and Strategies Program by Mangrum and Strichart (2005a, 

2005b). Their sessions included information on time management (i.e., making a 

schedule and planning ahead for upcoming tests and projects through use of specific lists, 

charts, and calendars), techniques and instruction for highlighting, re-reading passages of 

text, note taking, and using graphic organizers.  

 The students were also asked to share with the group methods that were especially 

helpful to them. As with the other groups, the first sessions involved rapport building and 

an introduction to the materials. Many of the sessions involved simple homework 

assignments (i.e., use the given chart or calendar to show your schedule for the week, 
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note any projects or activities that are coming up, and allow time slots for these when 

making your schedule).  

 This group was also offered a reward party at the end that served as both a 

motivator for completing the sessions and as a celebration of their progress. At the end of 

their sessions, the students in the study skills group were given the same assessment 

measures that they received prior to participating in the group. They were then invited to 

participate in the CBT anxiety reduction program. The study skills group was offered the 

cognitive-behavioral treatment program instead of the relaxation training because the 

CBT program includes cognitive behavioral techniques as well as detailed instruction in 

the use of relaxation techniques. Therefore, through the use of the CBT program, the 

students were given tools for carrying out both cognitive-behavioral and relaxation types 

of anxiety reduction techniques. 

Administration of the Measurements 

 Table 1 lists the scales administered and at what time they were administered for 

each group. These measures were given to each of the three groups at preintervention and 

postintervention. The CBT and relaxation groups were also given the measurements at a 

6-week follow-up session. Based on prior research in which the wait-list or attention-

placebo control group was administered the treatment directly following the control 

group or wait time period (Shortt, Barrett, & Fox, 2001; Spence, Donovan, & Brechman-

Toussaint, 2000), the researcher gave the study skills group the anxiety-reduction 

intervention (the CBT program) directly following the completion of their study skills 
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program. Therefore, the study skills group did not receive a 6-week follow-up 

assessment.  

Table 1 

 

Scales Administered to Each Group and at Each Time 

Time of administration 

Pre  Post  Follow up 

Scale CBT Rel SS  CBT Rel SS  CBT Rel SS 

Total anxiety scale-MASC  Y Y Y  Y Y Y  Y Y N 

Child Behavior Checklist Y Y Y  Y Y Y  Y Y N 

Student scales            

Anxious/depressed Y Y Y  Y Y Y  Y Y N 

Anxiety problems Y Y Y  Y Y Y  Y Y N 

Internalizing problems Y Y Y  Y Y Y  Y Y N 

Parent scales            

Anxious/depressed Y Y Y  Y Y Y  Y Y N 

Anxiety problems Y Y Y  Y Y Y  Y Y N 

Internalizing problems Y Y Y  Y Y Y  Y Y N 

Teacher scales            

Anxious/depressed Y Y Y  Y Y Y  Y Y N 

Anxiety problems Y Y Y  Y Y Y  Y Y N 

Internalizing problems Y Y Y  Y Y Y  Y Y N 

 

Methods of Statistical Analysis 

 The Statistical Package for Social Sciences was used for the analysis of the data 

collected during this study. The data for each participant consisted of a total anxiety score 

from the MASC and three scale scores (anxious/depressed, anxiety problems, and 

internalizing problems) on each of the CBCL checklists (student, parent, and teacher). 

These data were collected at three points in time for the CBT and relaxation groups 
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(preintervention, postintervention, and at a follow up 6 weeks after completion of the 

program) and at two points in time for the study skills group (preintervention and 

postintervention). All analyses were evaluated at the .05 alpha level. When significant 

time x group interactions were found for preintervention to postintervention, the 

differences between the CBT and relaxation groups were analyzed at pre- post-, and 6-

week follow-up times for those measures. Data analyses were conducted for each of the 

following research questions. 

Research Question 1 

There will be a significant difference over time between the cognitive-behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores on the total 

anxiety scale of the MASC. 

Research Question 1 was analyzed using the MASC total anxiety scale for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) ANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variable was the total anxiety scale score of the MASC.  

Research Question 2 

There will be a significant difference over time between the cognitive-behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores of the 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the student form of the CBCL.  
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 Research Question 2 was analyzed using the three student scale scores for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) MANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variables were the student CBCL anxious/depressed, anxiety problems, and internalizing 

problem scale scores.  

Research Question 3 

There will be a significant difference over time between the cognitive behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores of the individual 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the parent form of the CBCL.  

Research Question 3 was analyzed using the three parent scale scores for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) MANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variables were the parent CBCL anxious/depressed, anxiety problems, and internalizing 

problem scale scores.  

Research Question 4 

There will be a significant difference over time between the cognitive behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores of the individual 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the teacher form of the CBCL.  
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Research Question 4 was analyzed using the three teacher scale scores for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) MANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variables were the teacher CBCL anxious/depressed, anxiety problems, and internalizing 

problem scale scores.  
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CHAPTER 4: RESULTS 

 This study compared the effectiveness of two group treatment procedures in 

reducing adolescent anxiety in a school setting. Participants were students in Grades 5-12 

who were parent, teacher, or school personnel nominated. Data from 20 participants were 

used in the analyses. 

Description of the Participants 

 Table 2 contains information about the gender and ages of the participants in each 

treatment group and a control group that participated in a study skills course. Males 

predominated in the CBT treatment (71%) and relaxation groups (67%), while the study 

skills group participants were equally distributed between males and females. A larger 

percentage of students between 10 and 12 were in the CBT group (71%) and the 

relaxation group (71%) than in the study skills group (17%).  

Analysis of the Data 

 The research questions were analyzed using the data from 20 participants in the 

three groups. Tables 3, 4, and 5 contain the means and standard deviations of the 10 

measures at preintervention, postintervention, and follow up. A series of analyses of 

variances (ANOVAs) were conducted to compare the three groups on each set of 

measures at preintervention. There were no significant differences between the three 

groups on any of the 10 measures at the preintervention data collection point. 
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Table 2 

Gender and Age of Participants by Group 

CBT 

(n = 7)  

Relaxation 

(n = 7)  

Study Skills 

(n = 6) 

Characteristic n %  n %  n % 

Gender         

Male  5 71.4   4 67.1  3 50.0 

Female  2 28.6   3 42.9  3 50.0 

Age         

10  2 28.6       

11  2 28.6   2 28.6    

12  1 14.3   3 42.9   1 16.7 

13         1 16.7 

14  1 14.3       1 16.7 

15         1 16.7 

16  1 14.3   2 28.6    

17        1 16.7 

18        1 16.7 
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Table 3 

Means and Standard Deviations: MASC and Student CBCL Scales–Pretest, Posttest, and 

Follow Up 

CBT 

(n = 7)  

Relaxation 

(n = 7)  

Study Skills 

(n = 6) 

Measure M SD  M SD  M SD 

MASC-total anxiety 

scale        

Pretest 53.00 11.43 54.29 8.58 53.83 9.22 

Posttest 46.57 11.91 48.86 5.34 50.50 9.48 

Follow up 47.14 9.52 48.71 7.41   

Anxious/depressed       

Pretest 58.43 12.12 61.86 3.85 61.83 7.22 

Posttest 56.14 6.87 64.00 7.92 61.50 6.66 

Follow up 56.71 6.75 56.43 5.91   

Anxiety problems       

Pretest 55.86 9.17 59.29 6.29 61.17 7.31 

Posttest 54.43 6.48 60.43 7.21 59.67 6.56 

Follow up 55.43 6.43 53.57 2.30   

Internalizing problems       

Pretest 56.71 14.19 62.43 4.86 61.67 9.20 

Posttest 55.57 13.38 64.86 7.71 59.83 11.27 

Follow up 53.43 11.22 57.71 5.65   
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Table 4 

 

Means and Standard Deviations: Parent CBCL Scales–Pretest, Posttest, and Follow Up 

CBT 

(n = 7)  

Relaxation 

(n = 7)  

Study Skills 

(n = 6) 

Measure M SD  M SD  M SD 

Anxious/depressed       

Pretest 68.43 6.32 65.71 8.38 69.83 6.85 

Posttest 58.14 4.14 61.29 8.40 70.33 11.29 

Follow up 55.43 6.35 60.29 8.34   

Anxiety problems       

Pretest 66.29 4.75 62.57 7.61 71.33 5.24 

Posttest 58.29 5.47 58.29 4.65 66.67 7.74 

Follow up 54.86 4.63 58.29 7.41   

Internalizing problems       

Pretest 67.00 8.45 64.86 8.88 69.83 6.62 

Posttest 59.57 6.21 60.29 7.85 68.33 10.56 

Follow up 54.57 9.93 58.43 10.16   
 

Research Question 1 

There will be a significant difference over time between the cognitive-behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores on the total 

anxiety scale of the MASC. 

Research Question 1 was analyzed using the MASC total anxiety scale for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) ANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variable was the total anxiety scale score of the MASC. A general linear (repeated 
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measures) model was used to measure the effect of time and group on the total anxiety 

score of the MASC.  

A nonsignificant interaction (F[2, 17] = .42, p = .66, η² = .05) between group and 

time and a nonsignificant main effect of group (F[2,17] = .12, p = .88, η²  = .01) was 

found. However, there was a significant main effect of time (F[1, 17] = 13.58, p < .01, η² 

= .44). This indicated that the total anxiety scale score of the MASC decreased 

significantly from pretest to posttest across the sample. 

Table 5 

Means and Standard Deviations: Teacher CBCL Scales–Pretest, Posttest, and Follow Up 

CBT 

(n = 7)  

Relaxation 

(n = 7)  

Study Skills 

(n = 6) 

Measure M SD  M SD  M SD 

Anxious/depressed       

Pretest 57.57 10.15 56.1 3.50 57.83 6.18 

Posttest 55.71 7.02 55.43 5.59 60.67 7.17 

Follow up 54.29 6.02 54.14 4.45   

Anxiety problems       

Pretest 58.86 9.28 58.14 5.11 59.50 8.78 

Posttest 55.00 5.20 54.71 4.86 63.33 9.25 

Follow up 52.29 4.07 54.00 6.63   

Internalizing problems       

Pretest 54.57 13.40 54.29 7.89 57.67 10.65 

Posttest 54.29 8.83 49.86 12.13 58.50 10.41 

Follow up 50.29 10.39 49.57 6.53   
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Research Question 2 

There will be a significant difference over time between the cognitive-behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores of the 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the student form of the CBCL.  

 Research Question 2 was analyzed using the three student scale scores for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) MANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variables were the student CBCL anxious/depressed, anxiety problems, and internalizing 

problem scale scores (see Appendix H, Figures 2, 3, and 4). 

The multivariate results showed no significant findings. A nonsignificant 

interaction (F[6, 30] = .54, p = .78, η² = .10) between group and time, a nonsignificant 

main effect of group (F[6, 30] = .65, p = .69, η² = .12), and a nonsignificant main effect 

of time (F[3, 15] = .08, p = .97, η² = .02) was found. This indicated that the three student 

scale scores did not change significantly over time for any group. 

Research Question 3 

There will be a significant difference over time between the cognitive behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores of the individual 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the parent form of the CBCL.  
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Research Question 3 was analyzed using the three parent scale scores for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) MANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variables were the parent CBCL anxious/depressed, anxiety problems, and internalizing 

problem scale scores (see Appendix H, Figures 5, 6, and 7).  

The multivariate results showed a significant interaction (F[6, 30] = 2.79, p = .03, 

η² = .36) between group and time. The main effect of time was significant (F[3, 15] = 

6.75, p < .01, η² = .57). The main effect of group was insignificant (F[6, 30] = 1.50, p = 

.21, η² = .23). 

The significant interaction between group and time indicated that the levels of the 

first factor (time) changed from level to level of the second factor (group); for at least one 

parent group, the pattern of change of at least one measure over time was different from 

the other groups. Univariate tests of the interaction indicated a significant finding for the 

first measure, the anxious/depressed scale (F[2, 17] = 6.85, p < .01, η² = .45).  

A Tukey post hoc comparison test of the anxious/depressed scale for a 3 groups x 

2 times split plot design found that the parents of the participants in the CBT group rated 

their children significantly lower (p < .05) at posttest (M = 58.14) than at pretest (M = 

68.43). The parents of the participants in the relaxation group did not rate their children 

significantly lower (p > .05) at posttest (M = 61.29) than at pretest (M = 65.71). The same 

was true of the parents of the participants in the study skills group. They did not rate their 

children significantly lower (p > .05) at posttest (M = 70.33) than at pretest (M = 69.33). 
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Further pairwise comparisons showed that the CBT parents rated their children 

significantly lower (p < .05) at posttest than the parents of the relaxation and study skills 

rated their children at posttest. 

Research Question 4 

There will be a significant difference over time between the cognitive behavioral 

therapy, relaxation training, and study skills groups in reducing T-scores of the individual 

anxious/depressed problems scale, the anxiety problems scale, and the internalizing 

problems scale of the teacher form of the CBCL.  

Research Question 4 was analyzed using the three teacher scale scores for the 

three groups at preintervention and postintervention times in a 3 x 2 repeated measures 

(split-plot) MANOVA. The independent variables were time (preintervention and 

postintervention) and group (CBT, relaxation training, and study skills). The dependent 

variables were the teacher CBCL anxious/depressed, anxiety problems, and internalizing 

problem scale scores (see Appendix H, Figures 8, 9, and 10).  

The multivariate results showed no significant findings. A nonsignificant 

interaction (F[6, 30] = .55, p = .76, η² = .10) between group and time, a nonsignificant 

main effect of group (F[6, 30] = .56, p = .76, η² = .10), and a nonsignificant main effect 

of time (F[3, 15] = .75, p = .54, η² = .13) was found. This indicated that the three teacher 

scale scores did not change significantly over time for any group. 

Additional Analyses 

            The significant interaction of time and group between the pretest and posttest 

parent CBCL anxious/depressed scale score precipitated a further analysis; expanding the 
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factor of time to the follow-up measures. The results showed no significant interaction 

(F[2, 24] = 3.06, p = .07, η² = .20) between group and time. The main effect of time was 

significant (F[2, 24] = 18.44, p < .01, η² = .61); however, the main effect of group was 

insignificant (F[1, 12] = .28, p = .31, η² = .02). A Tukey post hoc comparison test of the 

anxious/depressed scale found that the entire sample (the CBT and relaxation training 

groups) was significantly lower (p < .05) at postintervention (M = 59.71) than at 

preintervention (M = 67.07). The sample was significantly lower (p < .05) at follow up 

(M = 57.86) than at preintervention; however, the sample was not significantly different 

from postintervention to follow up. 
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CHAPTER 5: DISCUSSION 

The purpose of the present study was to determine whether a group-manualized 

cognitive-behavioral therapy (CBT) program would successfully reduce the anxieties of 

adolescents in comparison to a relaxation training (RT) group and a study skills (SS) 

control group. This chapter provides a review of the findings as well as possible 

implications for applied practice and future research. The limitations of the study are 

addressed as well. 

Findings  

The CBT program was not found to be significantly more effective than either the 

group relaxation training or study skills control group on any of the dependent measures 

except for the parent rating’s on the CBCL anxious/depressed scale. The parents of 

students in the CBT group rated student anxious/depressed levels significantly lower at 

posttest than did the parents of the students in the other two groups. This effect was 

maintained at the six-week follow-up assessment. Other findings included a significant 

reduction in the student MASC scores for all groups from pretest to posttest. In other 

words, the CBT, RT and SS group scores were lower at posttest and there were no 

significant differences between the 3 groups. The only additional results were that both 

the CBT and RT groups exhibited statistically significant reductions in the parent ratings 

of the CBCL anxious/depressed scale when three assessment times were examined 

(preintervention, postintervention, and 6-week follow up).  
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Discussion of the Findings  

 It is not completely clear why there were few statistically significant differences 

found in the student and teacher ratings; however, there are several possible reasons. 

First, this may have been because there are generally low to moderate correlations found 

amongst various informants when evaluating child and adolescent behavior and 

emotional status (Achenbach & Rescorla, 2001; Epkins, 1996; Ledingham, Younger, 

Schwartzman, & Bergeron, 1982). This is a frequent finding in educational and 

psychological assessment research literature and researchers note that this is often due to 

reasons other than poor psychometric properties of measurement instruments (Achenbach 

& Rescorla, 2001; Renk, Donnelly, Klein, Oliveros, & Baksh, 2008).  

 Some of the reasons cited in the literature (Renk, 2005) pertaining to informant 

discrepancies on rating scales include the fact that informants see the child or adolescent 

in different contexts (the home versus the educational setting). For example, teachers see 

the student in an educational setting, usually as part of a group, and for a limited number 

of minutes a day (Ledingham et al., 1982). Parents frequently see different behaviors and 

emotions in the home setting and they generally see their student in more of a one-on-on 

context. Additionally, students are often more likely to express scared and worried 

feelings to their parent than to their friends due to embarrassment (Ledingham, 1982; 

Renk et al., 2008). This has been noted in studies examining self, peer, teacher, and 

parent ratings as well (Epkins, 1996). Parents may also see aspects of anxiety that are not 

present in the school setting, such as difficulties with falling asleep (Dollinger et al., 

1996).  
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 Regarding accuracy of ratings, student self-ratings have been found in the 

research literature to be questionable at times. For example, Renk (2005) noted that 

studies regarding the efficacy of child and adolescent self-reports show that it is common 

to have poor adult-student informant agreement, stating that, “the reliability of children’s 

own reports of their emotional and behavioral problems has been questioned, particularly 

with regard to young children, as a result of differences in cognitive-abilities and abilities 

to think about their own behaviors” (p. 458). However, it is not quite clear at what age 

maturity in this area is likely to occur and this likely varies somewhat from one 

individual to another.  

 Additionally, since anxiety and other internalizing disorders are not always as 

easily observable as externalizing difficulties, outside informant ratings may be lower 

while students reported levels of anxiety may be higher (Ledingham et al., 1982; Renk, 

2005; Velting et al., 2004). Also, the closeness of individual relationships is likely to 

differ and informants who are well acquainted with each are likely to know more about 

each others’ thoughts and feelings. This may explain why parents in the present study 

endorsed more changes in the anxiety levels of the students than did teachers. Renk also 

noted that prior research has shown that although raters who have similar relationships to 

the child (mothers and fathers) tend to have similar ratings (see also Rosenbaum & 

Ronen, 1997), mothers tend to report more overall problem behaviors than fathers. This 

study involved more female informants of student behaviors than males; perhaps these 

mothers rated the students as having more initial difficulties than a male caregiver would 

have (Renk).  
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 It is of note that the Velting et al. (2004) review of this literature noted that 

parents tend to be more reliable than children are in reporting details relating to the onset 

and duration of symptoms of anxiety. Despite the disagreement amongst raters that 

sometimes occurs, Achenbach and Rescorla (2001) strongly encouraged the preservation 

of the use of multiple informants for assessing emotional and behavioral functioning, as 

this adds to the overall assessment. Finally, as noted in the earlier assessment chapter of 

this paper, there are few scales that specifically examine anxiety, worries, and fears. The 

limited findings for parents and lack of noted improvement seen by teachers may be due 

to the fact that rating scales which measure a broad spectrum of behaviors (such as the 

CBCL) have fewer specific questions regarding anxiety than assessments designed for 

that specific purpose (i.e., the MASC) and measures with fewer items are generally not as 

sensitive at detecting the measured construct (Velting et al., 2004). 

 Lastly, regarding the statistically significant findings on the parent reports of the 

individual anxious/depressed scale of the CBCL, there may have been bias present in the 

parent ratings. Specifically, there may have been a halo effect present in which the 

parents may simply have wanted, or expected, to see improvements in their children’s 

functioning. The possibility exists as well that the parents may have wished to assist the 

researcher by rating the students as if they responded more favorably to the RT and CBT 

programs than they actually did (i.e., demand characteristics). 

Implications for Applied Practice 

This research is considered to be of value for many reasons. First, anxiety is 

described as the “most commonly occurring class of psychiatric disorder in youth” (Stein 
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& Seedat, 2004, p. 329), with a reported prevalence rate ranging from 5% to 20% for 

adolescents (Mennuti et al., 2006). Although the occurrence of anxiety is normative, 

professional assistance is beneficial for anxiety that is significantly intense, frequent, 

enduring, or that interferes with everyday functioning (Morris et al., 2008). Additionally, 

anxiety in adolescents is associated with many detrimental effects, including higher rates 

of drug, alcohol, and nicotine use; increased rates of depression and suicide attempt; 

inability to work and incomplete educational attainment; and inability to maintain close 

relationships (Wittchen et al., 1999). In fact, these negative outcomes have prompted the 

National Institute on Drug Abuse to commence a continuation of studies and meta-

analyses that are intended to more closely examining the relationship between substance 

abuse and internalizing disorders such as anxiety (Compton et al., 2002). Furthermore, 

untreated anxiety is often pervasive and can cause difficulties well into adulthood (Pine et 

al., 1998; Verhulst, 2001).  

The study of ameliorating anxiety in children and adolescents is based on the 

success of CBT with adults (King & Ollendick, 1989) and has followed a progression. 

Early research described cognitive-behavioral treatment as a probably efficacious 

intervention for anxiety disorders with youth in clinical settings. Later, successes with 

individual CBT led to the investigation of the use of group formats, followed by studies 

designed to analyze CBT with supportive parent training (Compton et al., 2002; 

Flannery-Schroeder & Kendall, 2000; Society of Clinical Child and Adolescent 

Psychology, 2007; Spence et al., 2000). These promising findings have also led to studies 

that measure the effectiveness of group CBT for use with specific anxiety disorders such 
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as separation anxiety disorder and social anxiety disorder (Masia et al., 2001; Masi et al., 

2001) and with more diverse groups of youths such as Hispanics and African Americans 

(Ginsburg & Drake, 2002; Silverman et al., 1999). The success of these studies lends 

support to the generalizability of CBT with a variety of groups. 

 With this expansion in the use of CBT, recent studies have attempted to assess the 

effectiveness of CBT in school settings (Masia et al., 2001). Though school-based mental 

health providers and school psychologists are in a prime position to provide emotional 

and behavioral interventions that are scientifically based, they also require programs that 

are conducive to implementation in school settings (efficient and cost effective). A 

review of currently accepted, evidenced-based approaches to treating anxiety in 

educational settings reveals that there are still very few proven programs of intervention 

(Mennuti et al., 2006). As in previous studies, the results of the present study lend 

tentative support to the current research indicating that CBT is efficacious for use in 

school settings (Bernstein et al., 2005; Gosch & Flannery-Schroeder, 2006). Specifically, 

the statistically significant improvements found on the CBCL parent rating scale of 

anxious/depressed (on the 3 group by 2 assessment times analysis) and the reduction in 

anxiety scores for both CBT and RT groups (on the 2 group by 3 assessment times 

analysis) concur with previous studies and indicate that these programs can have a 

positive impact in the school settings.  

Limitations of the Study 

 It is of note that the results of the present study should be interpreted cautiously, 

as the overall study includes a small sample size of 20 students that participated in the 
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pretest, posttest and follow-up assessments (after the attrition of eight students). This 

limitation should be noted when making generalizations to the overall middle and high 

school student populations. Additional restrictions to the study include the lack of six-

week follow-up scores for the study skills group and the fact that the study was 

conducted in a semirural, primarily Caucasian community. Thus, the results may not be 

generalizable to urban or suburban settings or to individuals from ethnically and 

culturally diverse backgrounds.  

 Additionally, all of the students in the present study were considered to be at-risk 

for anxiety (with at least one T score of 60 or greater on initial assessment). It would be 

interesting to examine the treatment effects with groups that had anxiety scores that fell 

into the clinically significant range of impairment. Moreover, the anxiety levels of 

parents were not taken into consideration in this study. Anxiety levels of parents may 

contribute to worse outcomes for children at both postintervention and follow up 

(Compton et al., 2002; Kendall et al., 2008).  In addition, it is possible that the reduction 

of MASC scores at the posttest assessment for all three groups may have been because it 

was carried out close to the end of the school year. Students in all groups may simply 

have been less stressed and anxious as the summer break approached than when they 

were assessed during the middle of the year. 

Future Directions for Research 

 Future directions in this area include (a) studies in the school setting with 

significantly larger sample sizes, (b) studies within the school setting that include more 

demographic and socioeconomic status information, (c) studies that include parent and 
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school personnel involvement, as well as (d) plans at the onset of the study to secure 

permission to perform long-term follow-up studies (Barrett et al., 2001). Studies that 

examine the prevention of anxiety in the general school population also hold promise. 

Clinicians and researchers alike know the great value of preventing difficulties or, at the 

least, treating them in the early stages of development (Donovan & Spence, 2000; 

Gillham et al., 2006). Also, future research may wish to focus on organizational and 

contextual variables within the educational setting, including school activities, parent and 

family functioning, and the availability (or lack thereof) of mental health services. 

Finally, information regarding parent, teacher, student, and administrator treatment 

satisfaction would assist in making modifications and improvements to future programs 

that are provided in educational settings. Regarding qualitative comments from the 

parents and students, it was interesting that many parents and students inquired about the 

possibility of the students attending additional anxiety intervention sessions that would 

act as booster sessions.  

Summary 

 No significant differences were found for the student or teacher assessments of 

individual CBCL anxiety scale scores. The student MASC scores were reduced across the 

entire sample from preintervention to postintervention. It is of note that there were no 

statistically significant differences between the two treatment groups (CBT vs. relaxation 

training) at follow up; in other words, both treatment groups produced significant 

decreases in parent’s ratings of the anxious/depressed measure of anxiety. This study 

lends preliminary, positive support for the use of cognitive-behavioral interventions in the 
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school settings. Additionally, support for the use of relaxation training in the school 

setting was obtained as well. 
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APPENDIX A:  APPROVAL FORMS FOR STUDY 
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APPENDIX B: PARENT NOMINATION FORM
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Dear Susquenita Middle and High School Parents,  
 

I hope that you and your student(s) are enjoying the new school year!  I am Cristy Rice, 

one of the Susquenita School District’s School Psychologists, and this year I will be 

offering free sessions that are designed to assist middle and high school students who 

struggle with stress, worry, or anxiety issues. These sessions will begin in September-

October 2006, but nominations of individuals are being accepted immediately. Although 

this is a research project coordinated through the University of Arizona, Tucson, and is 

not a service provided by the school district, the Susquenita School board and 

Administrators have approved the project.  

 

What Does Anxiety Look Like? 

  

Though there are a variety of types of anxiety, students may show: general worry about a 

variety of situations or events, nervousness before tests, feelings of being “stressed out”, 

inability to interact effectively in social situations, fearfulness in the school environment 

(such as public speaking, test anxiety, math anxiety, discomfort in gym class, or fear that 

inhibits them from raising their hand/speaking in class). In certain situations, they may 

miss many days of school. 

 

Features Associated with Anxiety 
 

Why is it important for these kids to learn anxiety management techniques?  Research 

shows that anxiety can have negative effects on people. In some individuals, childhood or 

adolescent anxiety symptoms can continue into adulthood. Though anxiety is a quiet and 

often unnoticed problem, it can cause a lot of distress to the individual and their family. 

Studies show that anxiety can be related to: increased alcohol and nicotine use, greater 

difficulty with making and keeping friends, depression, inability to complete schooling, 

disturbances in school performance, difficulties developing or maintaining close 

relationships, and greater amounts of time spent in isolation.  

 

How Could a Program Offered at School Be Beneficial? 
 

Based on the current research in educational psychology, several programs have been 

designed to assist anxious adolescents with their thoughts and behaviors regarding 

anxiety. Previous research shows that these types of programs can be extremely helpful in 

providing adolescents and children with skills that help reduce anxiety. These programs 

also assist them with self-management of their fears, worry, or anxiety.  

 

As mentioned previously, Cristy Rice, a Pennsylvania Certified School Psychologist, will 

be providing these services to individuals that qualify, in order to fulfill the research 

requirements of her doctorate degree. This will involve 12-16 sessions that will be held 
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during the 2006 fall semester. All of the sessions will be held at the schools during school 

hours or right after school. The students will NOT miss any core curriculum classes (the 

sessions will be held during resource periods, during study halls, or after school). Parents 

and students who are nominated or who are interested in participating will be contacted 

and asked to fill out some forms and questionnaires. All provided information will be 

kept strictly confidential, however, principals and advisory teachers may know that your 

child is involved in the program. 

 

Please nominate any teens in Grades 5-12 that you think might benefit from such a 

program. Their parents will be contacted to determine interest in participating and 

possible eligibility for the program. Interested individuals will be provided with a packet 

of information. Please note: Your nomination does NOT mean that the student is required 

to participate. 

 

If you know of a student to nominate, please fill out and return your nomination form to 

the main office of your teen’s school (middle or high school) or to the address provided 

below. You may also give the nomination form to your child’s homeroom teacher. If you 

prefer, you may send it through the mail to the address below. 

  

Completed nomination forms and information packets may be sent to: 

Cristy Rice 

1725 Schoolhouse Road 

Duncannon, PA  17020 

 

(717) 957-6000, ext. 4  

(717) 838-2597 

E-mail: CRice@susq.k12.pa.us 

 

Please return the nomination(s) or call with any questions by October 6, 2006. 

 

If you have ANY questions, please do not hesitate to call me!  I am happy to discuss any 

aspect of this project with you!  

 

Please note, all materials and postage are paid by the researcher, Cristy Rice. No school 

funds or tax dollars are used for this project. 
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NOMINATION FORM FOR FAMILIES 

All Provided Information will be kept CONFIDENTIAL 

 

Student’s Name  

Child’s Parent/Guardians’ Name  

Student’s Age   Grade  

Homeroom and/or Study Hall Teacher and study hall period(s) (if known) 

  

Name of the individual nominating the child_________________________________  

Your relationship to the child (mother, father, guardian, etc.)   

Please note the best way to reach you (phone, e-mail, address, etc.). 

Phone  

Email  

Address  

Please name some reasons why you think the student may have a difficulty with anxiety  

  

  

  

Please return this paper to the school’s main office, your child’s homeroom teacher, or to 

Cristy Rice 

1725 Schoolhouse Road 

Duncannon, PA  17020 

Thank you sincerely for your help. Please call (717) 957-6000, ext. 4 or (717) 838-2597 

or e-mail, crice@susq.k12.pa.us, if you have any questions! 
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APPENDIX C: SCRIPT FOR CALLING PARENTS
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This occurred after teacher, staff, or parent had nominated child. 

 

Hello Mr./Mrs. ________. My name is Cristy Rice and I am carrying out a research 

project within the Susquenita School District. I received your nomination form showing 

that you were interested in _______ participating in the Coping with Anxiety for Teens 

program (or CAT program for short). [OR insert… I received a nomination from ____’s 

teacher recommending him/her as a possible student to participate in a group research 

project that I will be holding at his/her school. It is called the CAT project, which is short 

for Coping with Anxiety for Teens]. I just wanted to call and give you some information 

about the project. I also want to give you the chance to ask any questions you may have. 

You should know that I am available at any time to answer your questions and please just 

ask if you have any questions at any time during this call. 

 

I am already a Pennsylvania certified school psychologist, but I am currently trying to 

complete my Ph.D. in School Psychology. I have had all my classes but I am now doing a 

dissertation research project to complete the degree. I am very interested in helping 

children and teens to reduce their anxiety, so I chose to do project in this area. The 

program is going to last for up to 16 sessions and will meet twice during a six day cycle 

period (roughly twice a week). The sessions will be held during non-academic times such 

as resource period, study hall, and after school. 

 

In order to see if your child is eligible to participate, you would be asked to give your 

permission and then fill out what is called a behavior checklist about your son/daughter. 

It is just a questionnaire that asks about a variety of areas of behavior and emotional 

status. Your child and their teacher would also be asked to fill out a behavior checklist as 

well. If their scores show that they are anxious or at risk for anxiety, they will be invited 

to participate in the group sessions. Most of these groups will be held during the 

remainder or the year, but one will be held this summer. You will all be asked to fill out 

the questionnaires again at the end of the 16 sessions and one last time six weeks after the 

group sessions are over. This is so I can see if your child, and the groups as a whole, 

experienced lowered feelings of anxiety.  

 

This program does not affect your child’s education or grades in any way. They will also 

be asked if they would like to participate. Either you and/or your child can decide to stop 

participating in this program at any time if you would like. This will have no negative 

effects on your child, their grades or their educational status. 

 

This program focuses on helping kids to recognize stress and anxiety and how they 

respond to stress. It also focuses on helping them to change the way that they think and 

respond to anxiety. It does not pry into their past or family history; it is geared toward 

what is going on now. They will receive (workbooks, study guides, relaxation 

instruction---fill in according to the group they are randomly assigned to) that will help 

them with the group project. This and all other materials will be provided to you and your 

child for free. 
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Do you have any questions? (Allow time for discussion). 

 

As I mentioned, they may discontinue the project at any time and it costs nothing except 

their time and effort. They will be able to earn a reward party at the end, which will 

celebrate the progress that they have made. I will get pizza and drinks for the kids on that 

day. 

 

May I send you the questionnaires and consent forms so that you can look them over? 

Thanks and have a great day. Please call if you think of ANY more questions after 

reading over the information I am sending, my number is 838-2597. Thanks again and 

have a great day!  Bye 
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PARENT/GUARDIAN CONSENT FORM 

CAT PROJECT (COPING WITH ANXIETY FOR TEENS) 

 

You are being asked to read the following material to ensure that you are informed of the 

nature of this research study and of how your child will participate in it, if you consent 

for him/her to do so. Signing this form will indicate that you have been so informed and 

that you give your consent. Federal regulations require written informed consent prior to 

participation in this research study so that you can know the nature and risks of your 

child’s participation and can allow him/her to participate or not participate in a free and 

informed manner.  

  

Dear Susquenita Parent, 

 

My name is Cristy Rice and I am a school psychologist in the Susquenita School District. 

I am doing some research that will allow me to complete my degree in School 

Psychology at the University of Arizona. This research project is designed to help 

students that have, or are beginning to have, some difficulties with anxiety. The study is 

designed to help students learn to lower their levels of anxiety. The goal of this study is to 

help both the individual students and also help psychologists, social workers, guidance 

counselors and family counselors to know more about which methods work best in 

lowering the anxiety of adolescents. The School Board and Susquenita School District 

Administrators are allowing me to conduct this research project in the Susquenita School 

District, but this is NOT a therapy or treatment provided by the school district. You need 

not feel obligated to participate. Involvement in this study will not affect your child’s 

grades, discipline record, or educational status within the district in anyway. 

 

Purpose 

 

The research on reducing anxiety in children and adolescents shows that there are many 

ways to control anxiety and even reduce the negative effects of anxiety. This study will 

examine the use of some of these methods in order to see how well they work in the 

school setting. These anxiety groups are being held during the school day because it is 

convenient for parents and teens and because school is often the place where many teens 

experience anxiety. 

 

Selection Criteria 

 

Anxious students, and those who are considered to be “at-risk” for anxiety, who are in 

grades 5 through 12 in the Susquenita School District are being invited to participate in 

the CAT study. A student qualifies for the study if he or she receives an elevated score on 

either a self, teacher, or parent completed anxiety measure. These measures are simply 

questionnaires that are filled out with a pencil and usually take less than 30 minutes to 

complete. Any anxious students are invited to participate no matter their gender or 

background, and there is no limit to the number who may participate. You and your child 
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will be asked to fill out these forms before the start of the study and at the end of the 16 

sessions. You will be asked to fill them out one last time six weeks after the CAT 

program is over. This is done in order to compare the student’s anxiety at each of these 

times.  

 

Students who qualify will be randomly assigned to either: 1) a group in which they learn 

new ways to think about anxiety and new ways of behaving in response to anxiety (this is 

called a cognitive-behavioral therapy group, 2) a relaxation group treatment in which 

they are taught to relax the muscles in their body, 3) a study skills group that may reduce 

anxiety through learning about various study skills or 4) a wait-list group. Students who 

participate in the study skills group or those who are assigned to the wait list, will later be 

offered the treatment that was found to be the most effective in the school setting. As an 

alternative treatment, the student or family may request a referral to an outside therapist 

that can provide services. This alternative treatment referral would be made free of 

charge. 

 

Procedure 

 

This study involves four groups, as previously mentioned. The cognitive-behavioral 

therapy group will be given a free workbook and weekly instruction that teaches simple 

methods of reducing anxiety. The second group will be given step by step instruction on 

relaxation techniques. These instructions will be recorded on a tape or CD. The study 

skills group will be given instruction on improving study skills during each of their 

sessions. The last group will be placed on a wait list and they will be given the treatment 

that was considered to be the most effective at the end of the study.  

 

Each of the three treatment groups will meet for 16 sessions during study hall period 

(high school), resource period (middle school) or after school. In other words, each 

student can expect to spend about two cycle days per week (during their study hall or 

resource class) during most of the second semester of this school year. Every attempt will 

be made to choose the most convenient cycle day for the members participating in the 

group. The after school groups can expect to stay after school, once a week, for one hour 

or until the after school activity bus comes (if that is their mode of transportation). The 

students will be randomly assigned to their groups, using a method similar to flipping a 

coin or pulling names from a hat. 

 

Risks 

 

No specific risks are expected. Students may, at times, be asked to think about, or list, 

activities or situations that cause them stress or anxiety. This could possibly be 

uncomfortable, but the student will also be learning ways to reduce their anxious feelings. 

The possibility also exists that students who are placed on the wait list might possibly 

become more anxious before the start of their treatment sessions. If you notice that your 
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child’s difficulties with anxiety increase greatly while they are on the wait-list, please 

notify the investigator as soon as possible.  

 

Benefits 

 

The expected benefits of the two treatment groups are lowered levels of anxiety and 

better ability to handle new stressful situations in the future. There are many documented 

health benefits to reducing levels of anxiety. It is expected that students in the study skills 

group will benefit from the tips and techniques that will be taught. Lastly, the wait-list 

group will benefit because they will receive the most effect anxiety reduction group 

treatment. It is also possible that participants may experience no benefits from the 

sessions. 

 

Confidentiality 

 

Every attempt will be made to ensure a student’s privacy. Some of the efforts that will be 

made to maintain confidentiality include: explaining the importance of confidentiality to 

each group of students, allowing only certain teachers, administrators and staff to know 

which students are taking part in the groups, and assigning each student a code number so 

that their anxiety assessment forms do not have names, addresses or other identifying 

information on them. Only the main investigator, Cristy Rice, will have access to 

individual names of students and how the names pair with the assessment forms. The 

principal and certain teachers may know that your child is participating in the groups so 

that they know where the student is at during that period. 

 

Participation Costs and Subject Compensation 

 

The three CAT groups will only be held during a study hall or resource period so that the 

students do not miss any direct instruction. The students who participate will be able to 

earn a reward party at the end of the group’s sessions for participating. This will be a 

party where they will receive pizza, soda, and other snacks or desserts. The provided 

sessions do not cost the student anything but their time and effort. 

 

Please note that this program is not a service provided by the Susquenita School District. 

It is a research project conducted by an individual. Your child’s participation is strictly 

voluntary. Either you or your child may withdraw their participation at any time. Their 

decision to participate or decline participation will have no effect on their grades or 

school discipline record.  

 

Contact 

 

Please feel free to contact Cristy L. Rice, M.A., at ANY time if you have any questions or 

concerns!  Do not hesitate to contact me if you have any questions about the research, 

your rights, or the rights of your student. I welcome your input and information!   
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I may be reached at: 

(717)-991-8768  

(717)-838-2597 

CRice@susq.k12.pa.us 

MRiceC@comcast.net 

 

Please indicate your consent to allow your adolescent to participate by signing a copy of 

this letter and returning it to me. The other copy is for you to keep. 

 

I have read this letter and consent to my child’s participation. 

 

  

Signature of Parent or Guardian Date 

 

  

Signature of Principal Investigator Date 
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APPENDIX E: SCRIPT TO INTRODUCE CAT PROGRAM TO STUDENTS
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Hi, how are you doing today? (Pause - let them answer). My name is Cristy Rice and I 

am one of the school psychologists in the district. I am going to school, just like you, and 

I am working on a research project. I am very interested in the area of stress and anxiety 

and how students deal with these issues. I have been doing a lot of research to try and 

find out which programs work well in reducing the anxiety that students feel. Through 

this research, I have found a couple of different programs for reducing nervousness, 

stress, and anxiety. 

  

I would like to try these programs in the school setting and see how well they work. I 

asked the teachers and parents in the district to give me names of kids that they think 

might have a little bit of a tough time with stress or anxiety. I told them that these 

students don’t even have to be really super anxious, they just may experience enough 

anxiety that it gets in the way of doing things that they would like to do. Things like 

being nervous before taking a test, not feeling comfortable when talking to others, feeling 

stressed out a lot about school work and activities, and sometimes… kids may even have 

trouble falling asleep. Some of those things may apply to you and some may not. Your 

(teacher, mother, fill in as appropriate) gave me your name because they thought that the 

group project that I am doing just might help you. This doesn’t mean that you are always 

stressed or anxious, but you might just feel that way sometimes. 

 

I am talking to you today because I just want to tell you a little bit about my project. The 

school board and administrators have given me permission to do my project here at your 

school, but this is not a service provided by the school. The project is called the CAT 

project, which is short for Coping with Anxiety for Teens. For this project you would 

meet with other students and me in a group to learn new ways of thinking about and 

handling stress.  

 

You should know that you would not miss any of your main classes because the groups 

are going to be held during the resource period (or insert “study hall” or “after school”). 

We will be talking about anxious feelings and sometimes doing short homework 

assignments. I promise that these are not very hard, but they may make you stop and 

think about which things or situations are making you nervous. This program just takes a 

bit of time and effort from you, but I think that it will be fun and you could possibly learn 

a lot. At the end of the program we will have a party to celebrate all that the group has 

learned. We will have pizza and sodas at the party and we will review all of the group’s 

progress and success. 

 

It is important to let you know that you do not have to do this program. If you do 

participate, you may decide to stop the program at ANY time that you wish. You will not 

get in any trouble and it will not affect your grades if you stop. It is your right to decide 

whether to participate or not. 
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What questions do you have?  You may ask anything you would like. (Allow them to ask 

questions for as long as they like). I am wondering if you might like to be a part of this 

group project. You can let me know now or you can take some time to think it over.  

 

(Offer the assent form if they state that they would like to be a part of the project. Make it 

clear that they can think it over first if they need time to decide.)  
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APPENDIX F: ADOLESCENT CONSENT FORM
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COPING WITH ANXIETY FOR TEENS PROJECT  

 

Purpose 

 
The goal of the CAT project is to help teenagers who struggle with anxiety and stress to 

learn new methods of dealing with these issues. The research on reducing anxiety in 

children and adolescents shows that there are many ways to control anxiety and even 

reduce the negative effects of anxiety. This study will examine the use of some of these 

methods with groups in order to see how well they work in the school setting. These 

anxiety groups are being held during the school day because school is often the place 

where many teens experience anxiety. 

 

Selection Criteria 

 

Students that are at-risk for anxiety who are in grades 5 through 12 in the Susquenita 

School District are being invited to participate in the CAT project. You, your parents, and 

your teachers will be asked to fill out simple questionnaires that usually take less than 30 

minutes to complete. You will be asked to fill these out (a) before the group sessions 

begin, (b) at the end of the program (which lasts 12-16 sessions) and (c) six weeks after 

the program is over.  

 

Procedure 

 

Once you qualify to participate you will be assigned to one of four groups. The first 

group, the workbook group, will be given a free workbook and weekly instruction that 

teaches simple methods of reducing anxiety. The second group will be given step by step 

instruction on relaxation techniques. These instructions will be recorded on a tape or CD. 

The study skills group will be given instruction on improving study skills during each of 

their sessions. The last group will be placed on a waiting list and they will be given the 

treatment that was considered to be the most effective at the end of the study. Each of the 

three treatment groups will meet for 12 to 16 sessions during study hall period (high 

school), resource period (middle school) or after school. Students will be randomly 

assigned to their groups, using a method similar to flipping a coin or pulling names from 

a hat. 

 

This project is not a service provided by the Susquenita School District, it is a research 

project that is coordinated through the University of Arizona, Tucson. You are not, in any 

way, obligated to participate and you may choose to stop the project at any time. 

 

Risks 

 

There is no part of this study that is expected to be a risk to you. You may be asked, at 

times, to think about and list activities or situations that cause you stress or anxiety. This 

could possibly be uncomfortable, but you will also be learning ways to reduce your 
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anxious feelings. If you are a student that is placed on the wait list, please tell your parent 

and the researcher if you begin to feel more stress or worry than usual.  

 

Benefits 

 

The expected benefit of meeting with one of these groups is that you may experience 

lowered levels of anxiety and better ability to handle new stressful situations. There are 

many documented health benefits to reducing levels of anxiety, like reduced levels of 

stress hormones in your body and better ability to focus and concentrate. It is also 

possible that participants may experience no benefits from the sessions.  

 

Confidentiality 

 

Every attempt will be made to protect your privacy. In your groups, you will hear an 

explanation about how important it is to keep the information that we discuss 

confidential. This means it is important that you not share information about kids in your 

group with friends or family. Also, only a few teachers, administrators, and staff 

members will know which students are taking part in the groups and a code number will 

be placed on your assessment sheets so that no one else will know which form belongs to 

which teen. I will be the only one with a list that matches your code number to your 

name. No one else will get to see this list and the list will be kept in a secure location. All 

of these steps are taken in order to protect your privacy. 

 

Participation Costs and Rewards 

 

Participation in this research study is voluntary. This is a study that is being carried out as 

a research project to complete my degree at the University of Arizona, Tucson and is not 

a service provided by the Susquenita School District.  

 

The students who participate and complete the program will be able to earn a reward 

party at the end of the group sessions for participating. To earn the party, students need to 

come to the sessions whenever possible and try to do the short practice homework that is 

given. The earned party will be a reward where we will celebrate your accomplishments. 

We will have pizza, soda, and/or other snacks or desserts that you can help choose. These 

sessions do not cost you anything but time (your study hall, resource period time, or after 

school time) and your effort. You are only being asked to participate during non-

instructional times so that you do not miss any of your main classes.  

 

It is important for you to know that you may stop your involvement with this study and 

the sessions at any time you would like. You will not be punished in any way if you stop 

and this will not cause you to get a lower grade, a discipline slip, or any other type of 

punishment. 
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Contact Information 

 

Please feel free to contact me, Cristy L. Rice, M.A., at ANY time if you have any 

questions or concerns! I welcome your input and information!  

 

 I may be reached at: 

(717) 957-6000, ext. 4 

(717) 991-8768 

Crice@susq.k12.pa.us 

MRiceC@comcast.net 

 

I thank you sincerely in advance for your help with this project! 

Cristy L. Rice, School Psychologist, Susquenita School District 

 

Please show that you agree to participate by signing a copy of this letter and returning it 

to me. The other copy is for you to keep. 
 
I have read this letter and I am agreeing to participate in the CAT (Coping with Anxiety 

for Teens) program.  

 

  

Signature of Student Date 

 

 

Signature of Principal Investigator Date  
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APPENDIX G: RELAXATION PROTOCOL
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1. Take a deep breath and hold it (for about10 seconds). Hold it. Okay, let it out. 

2. Raise both of your hands about halfway above the couch (or arms of the chair) 

and breathe normally. Now drop your hands to the couch (or arms). 

3. Now hold your arms out and make a tight fist. Really tight. Feel the tension in 

your hands. I am going to count to three and when I say “three” I want you to drop your 

hands. One…two…three. 

4. Raise your arms again and bend your fingers back the other way (toward your 

body). Now drop your hands and relax. 

5. Raise your arms. Now drop them and relax. 

6. Now raise your arms again, but this time “flap” your hands around. Okay, 

relax again. 

7. Raise your arms again. Now relax. 

8. Raise your arms above the couch (or chair) again and tense your biceps. 

Breathe normally and keep your hands loose. Relax your hands. (Notice you have a warm 

feeling of relaxation.) 

9. Now hold your arms out to your side and tense the triceps. Make sure that you 

breathe normally. Relax your arms. 

10. Now arch your shoulders back. Hold it. Make sure that your arms are relaxed. 

Now relax. 

11. Hunch your shoulders forward. Hold it and make sure that you breathe 

normally and keep your arms relaxed. Okay, relax. (Notice the feeling of relief from 

tensing and relaxing your muscles.)   

12. Now turn your head to the right and tense your neck. Relax and bring your 

head back into its natural position. Turn your head to the left and tense your neck. Relax 

and bring your head back again to its normal position. 

13. Turn your head to the left and tense your neck. Relax and bring your head 

back again to its natural position. 

14. Now bend your head back slightly, toward the chair. Hold it. Okay, now bring 

your head back slowly to its natural position.* 

15. This time bring your head down almost to your chest. Hold it. Now relax and 

let your head come back to its natural resting position. 

16. Now open your mouth as much as possible. A little wider. Okay, relax. 

(Mouth should be partly open afterwards.) 

17. Now tense your lips by closing your mouth. Okay, relax. 

18. Now put your tongue at the roof of your mouth. Press hard. (Pause.)  Relax 

and allow your tongue to come to a comfortable position in your mouth. 

19. Now put y our tongue at the bottom of your mouth. Press down hard. Relax 

and let your tongue come to a comfortable position in your mouth. 

20. Now just lie (sit) there and relax. Try not to think of anything. 

21. To control self-verbalizations I want you to go through the motions of singing 

a high note – not aloud. Okay, start singing to yourself. Hold that note. Okay, relax. (You 

are becoming more and more relaxed.) 

22. Now sing a medium tone and make your vocal cords tense again. Relax.  
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23. Now sing a low note and make your vocal cords tense again. Relax. (Your 

vocal apparatus should be relaxed now, relax your mouth.) 

24. Now close your eye. Squeeze them tight and breathe naturally. Notice the 

tension. Now relax. Notice how the pain goes away when you relax. 

25. Now let your eyes relax and keep your mouth open slightly. 

26. Open your eyes as much as possible. Hold it. Now relax your eyes. 

27. Now wrinkle your forehead as much as possible. Hold it. Okay, relax. 

28. Now take a deep breath and hold it. Relax.  

29. Now exhale. Breathe all the air out…all of it out, relax. (Notice the wondrous 

feeling of breathing again.) 

30. Imagine that there are weights pulling on all your muscles making them 

flaccid and relaxed…putting your arms and body down into the couch. 

31. Pull your stomach muscles together. Tighter. Okay, relax. 

32. Now extend your muscles as if you were a prizefighter. Make your stomach 

hard. Relax. (You are becoming more and more relaxed.) 

33. Now tense your buttocks. Tighter. Hold it. Now relax. 

34. Now search the upper part of your body and relax any part that is tense. First 

the facial muscles. (Pause 3 – 5 seconds)  Then the vocal muscles. (Pause 3-5 seconds)  

The neck region. (Pause 3 –5 seconds)  Your shoulders…  Relax any part that is tense. 

(Pause)  Now the arms and fingers. Relax these. Becoming very relaxed. 

35.   Maintaining this relaxation, raise both your legs (about a 45° angle). Now 

relax. Notice how this further relaxes you. 

36. Now bend your feet back so that your toes point toward your face. Relax your 

mouth. Bend them hard. Relax. 

37. Bend your feet the other way…away from the body. Not far. Notice the 

tension. Okay, relax. 

38. Relax. (Pause)  Now curl your toes together as hard as you can. Tighter. Okay, 

relax. (Quiet–silence for about 30 seconds) 

This completes the formal relaxation procedure. Now explore your body from your feet 

up. Make sure that every muscle is relaxed. Say slowly–first your toes, your feet, your 

legs, buttocks, stomach, shoulders, neck, eyes, and finally your forehead. You should be 

relaxed now. (Quiet–silence for about 10 seconds.)  Just lie there and feel very relaxed, 

noticing the warmness. (Pause)  I would like you to stay this way for about 1 minute, and 

then I’m going to count to 5. When I reach 5, I want you to open your eyes feeling very 

calm and refreshed. (Quiet–silence for about 1 minute.)  Okay, when I count to 5, I want 

you to open your eyes feeling very calm and relaxed. One…feeling very calm, …two, 

very calm…very refreshed: three…very refreshed: four…and five. 

*The child or adolescent should not be encouraged to bend his or her neck either all the 

way back or forward. 

 

Note: From Treating children’s fears and phobias: A behavioral approach by R. J. 

Morris and T. R. Kratochwill, 1983, p. 135. Copyright 1983 by Pergamon Press. 

Reprinted with permission. 
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APPENDIX H: ASSESSMENT MEASURES OVER TIME BY GROUP 
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Figure 1. Total anxiety score (MASC) over time by group. 
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Figure 2. Student CBCL anxiety/depression scale over time by group. 
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Figure 3. Student CBCL anxiety problems scale over time by group. 
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Figure 4. Student CBCL internalizing problems scale over time by group. 
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Figure 5. Parent CBCL anxiety/depression scale over time by group. 
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Figure 6. Parent CBCL anxiety scale over time by group. 
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Figure 7. Parent CBCL internalizing problems scale over time by group. 
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Figure 8. Teacher CBCL anxiety/depression scale over time by group. 



194 
 

 

50

52

54

56

58

60

62

64

Pretest Posttest Follow up

CBT Relaxation Study Skills
 

Figure 9. Teacher CBCL anxiety scale over time by group. 
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Figure 10. Teacher CBCL internalizing problems scale over time by group. 
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