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THE FUTURE OF THE QUARTERLY

We regret to announce this will be the last issue of the Children’s
Mental Health Research Quarterly — for now. The Child and Youth
Mental Health Policy Branch of the BC Ministry of Children and
Family Development was unable to renew our funding. But we

will seek other funding so we can continue to encourage the best
possible prevention and treatment programs for children in BC and
elsewhere. Thank you for sharing this commitment, for reading

the Quarterly and for being there for children’s mental health. Al
issues of the Quarterly and the Subject Index will remain accessible
on our website indefinitely, as a resource to assist all those working
with children and youth.

How to Cite the Quarterly

We encourage you to share the Quarterly with others and we welcome its use as a reference
(for example, in preparing educational materials for parents or community groups). Please cite
this issue as follows:
Schwartz C, White O, Barican J, Tang J, Waddell C, & Thomson K. (2025). Treating childhood anxiety
disorders. Children’s Mental Health Research Quarterly, 19(2), 1-16. Vancouver, BC: Children’s
Health Policy Centre, Faculty of Health Sciences, Simon Fraser University.

We celebrate the Indigenous Peoples whose traditional lands

Quarterly team members live and work on.
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(OVERVIEW |
When fears
interfere

Il children experience
anxiety. However, for

some, anxiety becomes

excessive and persistent, interfering
with well-being and development.
When children’s fears last for months
and reach a level that disrupts their
functioning at home, school or in

the community, an anxiety disorder

diagnosis may be warranted. An

diagnoses are appropriate for many
children, since these disorders are

the most common mental disorders

among young people.' In BC,

d such

approximately 42,000 children between the ages of four and 18 will meet criteria for

an anxiety disorder at any given
All anxiety disorders involve

time.!

excessive worries and avoidance of a feared situation.?

What distinguishes each disorder are the specific fears experienced, which can

include places, people or situations. Table 1 identifies the diagnostic features of seven

common childhood anxiety disorders, including the estimated prevalence for

\

Anxiety disorders are the most commonly experienced mental health issue faced
by children and youth.

Most children
successfully managed
challenges without
developing any of
the assessed anxiety

disorders.
each.?
Table 1. Common Childhood Anxiety Disorders
Diagnosis Main symptoms*? Estimated
prevalence (%)’
Separation anxiety disorder Extreme worries about being separated from an especially 1.6
important person, such as a parent
Selective mutism Persistent unwillingness to speak in specific social situations, Not available
such as with a teacher at school, despite speaking in other
situations
Specific phobia Marked fear of specific objects or situations, such as seeing 3.4
blood or being near a dog
Social anxiety disorder Excessive anxiety about interacting with peers, fearing negative 1.2
evaluations, such as being rejected
Panic disorder Recurrent, unexpected attacks involving abrupt surges of severe 0.1
anxiety coupled with symptoms such as sweating, trembling,
nausea and fear of dying
Agoraphaobia Intense fear of being in settings outside the home, such as 0.1
using public transportation or being in crowds
Generalized anxiety disorder | Many severe worries, such as receiving poor school grades, 0.9
accompanied by symptoms including muscle tension, sleep
problems and irritability
* Symptoms must be severe enough to cause clinically significant distress or impairment in functioning.
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The emergence of anxiety disorders

Young people undergo enormous changes over the course of development. But do their experiences with
anxiety disorders also change as they develop? Researchers set out to answer this question by following a large
group of Norwegian four-year-olds into adolescence.’ Researchers ensured participating children were typical
of their communities, so results could be applied more widely. Parents, and children when they reached age

eight, participated in diagnostic interviews every two years for a decade. The assessed

Regardless of when disorders included specific phobia as well as generalized, social and separation anxiety

a child develops an disorders.?
anxiety disorder, they The prevalence of these four disorders did change, with most showing increases as
need rapid access to children got older, as depicted in Figure 1.° For example, specific phobia rates rose slightly
effective treatments. every two years. As well, most disorders showed increases from age eight onwards. The

study authors suggested that these increases coincided with many children experiencing
increasing stressors, such as greater academic challenges. Even so, most children successfully managed
challenges without developing any of the assessed anxiety disorders.?

Figure 1. Anxiety Disorder Prevalence *

Prevalence Rate (%)

| P

Age 4 Age 6 Age 8 Age 10 Age 12 Age 14

— Generalized anxiety disorder

Social anxiety disorder
Specific phobia

Separation anxiety disorder

Regardless of when a child develops an anxiety disorder, they need rapid access to effective treatments. In
the Review article that follows, we examine the latest research evidence on these treatments.

Children’s Mental Health Research Quarterly Vol. 19, No. 2 4 © 2025 Children’s Health Policy Centre, Simon Fraser University



Building on the
success of cognitive-
behavioural therapy

ognitive-behavioural therapy (CBT) has

long been the gold standard for treating

childhood anxiety disorders.? In fact, high-
quality evaluations documenting CBT’s success have
been accumulating for more than two decades.” We
previously summarized the benefits of this treatment
in a systematic review showing that significantly fewer
children met diagnostic criteria for an anxiety disorder
after receiving CBT.¢

Although CBT for anxiety disorders can vary, it

‘Ll y ‘:). ki AR
Helping youth face feared situations, such as public speaking, is
important when treating childhood anxiety disorders.

Facing fears to overcome them

BT has long been shown to be an effective treatment
for childhood anxiety disorders. But less is known

ZOH INVQ '657£L06v7 YDOLSDIG

about the impact of the specific techniques used in

this treatment. Researchers have addressed this gap by
examining findings from 75 studies of CBT.® They found
that exposing children to feared situations during therapy
sessions was associated with better outcomes, compared
with versions of CBT that did not include this technique.
As well, a dose effect was evident, with more in-session
exposure being linked to better outcomes.® These findings
highlight the importance of including exposure exercises
when treating anxious children.

typically involves
* educating children and parents about anxiety
* coaching children to reduce physical symptoms
of anxiety using techniques such as deep
breathing and/or progressive muscle relaxation

* teaching children to challenge unrealistic and

unhelpful anxious thinking, and supporting
children to practise being in fear-provoking
situations (commonly referred to as exposure
exercises; please see the sidebar above right for more on the importance of this technique)”

Given the considerable recent research on treating childhood anxiety disorders, we conducted a new
systematic review evaluating psychosocial treatments published since our most recent Quarterly issue on this
topic. (For information on medications used to treat childhood anxiety disorders, please see our previous
systematic review.) We used similar inclusion criteria as for our previous review, including requiring studies
to use randomized controlled trial (RCT) evaluation methods. We also accepted RCTs comparing CBT to
another treatment or comparing different forms of CBT — since this treatment has repeatedly shown success
compared to a control group.

After applying our inclusion criteria (detailed in the Methods), we accepted eight RCTs. All eight assessed

CBT, comparing it to either no

intervention, an educational

Does treating mothers’ anxiety help anxious children?

group of researchers set out to answer this question with seven-to-12-year-

olds who had anxiety disorders — by adding an intervention for their mothers
who also had anxiety disorders.® All children received eight individual CBT
sessions. Mothers received one of three treatments: CBT for their anxiety disorder,
Mother-Child Interaction therapy (focused on parenting to help children cope
with anxiety), or a brief healthy lifestyle intervention. None of the added maternal
treatments resulted in greater anxiety disorder remission rates for children. This
may have been due to success of the CBT provided to the children, most of
whom — 68.4% — no longer met criteria for their primary anxiety disorder one
year after completing treatment, regardless of the mothers’ treatments.®

intervention, another treatment
or another form of CBT. We
present the finding for the RCT
evaluating whether addressing
mothers” anxiety improved
outcomes when their children
had an anxiety disorder in the
accompanying sidebar, given

the uniqueness of this study.
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Answering new questions about CBT's effectiveness

Can parents effectively deliver CBT to preschoolers who are highly anxious? To answer this question, parents

participated in Cool Little Kids, a six-session group where they learned to deliver CBT to their children.

Children participated in separate group sessions focused on social skills.'” Families in the control group received

no intervention.'’

The study of FRIENDS evaluated whether this CBT program, with and without an added parenting

component, could reduce anxiety for children aged seven to 11 with symptoms that interfered with their

well-being.!" Children received either 11 group sessions of FRIENDS or no intervention. Parents of children

receiving FRIENDS participated in a nine-session group that included supporting children to use CBT

techniques, addressing their own anxiety and learning stress management skills. Parents in the control group

received no intervention.'!

The Coping Cat study compared this CBT program with Child-Centred Therapy among young people aged

nine to 14 with anxiety disorders."> Young people received 14 individual sessions of either treatment. Children

participating in Child-Centred Therapy received non-directive support and encouragement to discuss their

feelings. For both treatments, parents or other caregivers participated in two sessions.'?

The fourth study evaluated the effectiveness of Therapist-Guided Internet-Delivered CBT for young people

aged 10 to 17 with social anxiety disorder.’*"* Young people completed the 10-module online program, which

was augmented by three video sessions with a therapist.'* Parents received a five-module program detailing how

to support their child, including avoiding accommodation of children’s anxiety. The comparison condition

included a 10-module internet program for young people, which provided general support and information on

social anxiety, sleep and nutrition. Their parents received a five-module program covering similar content.'*
The fifth study evaluated whether Skills for Academic and Social Success (SASS) could be successfully
delivered by school counsellors to youth with social anxiety disorder.” SASS included 14 group and two

brief individual sessions as well as four social events for youth. Parents attended two sessions, which provided

information about social anxiety and helping their child cope.’>'® SASS was delivered by either school

counsellors or psychologists. Both deliveries were also compared to a group educational program.” Table 2

summarizes these five RCTs.

Table 2. Cognitive-Behavioural Therapy (CBT) vs. Control/Comparison Intervention Studies

Success '>'®
Social anxiety disorder

sessions + 4 social events
Parents: 2 group sessions!

Program name Components Sample | Child ages/grades
Anxiety diagnoses size (country)

Cool Little Kids + social skills training'® | Parents: 6 group sessions teaching parents | 72 3 -5 years
Specific phobia, generalized anxiety or | to deliver CBT to their children (Australia)
social anxiety disorder Children: 6 group social skills sessions

FRIENDS Children: 11 group sessions 61 7-11 years
FRIENDS + parenting group ' 7-18 Children: as above (United States)
Specific phobia, separation anxiety or Parents: 9 group sessions'

generalized anxiety disorder*

Coping Cat 2 Children: 14 individual sessions 133 9-14 years
Separation anxiety, generalized anxiety | Parents: 2 individual sessions' (United States)
or social anxiety disorder

Therapist-Guided Internet-Delivered Children: 10 internet-based modules 103 10-17 years
CBT augmented by 3 video calls with a therapist (Sweden)
Social anxiety disorder Parents: 5 internet-based modulest

Skills for Academic and Social Children: 14 group sessions, 2 individual 138 Grades 9-11

(United States)

*  All children had symptoms of these disorders that interfered with functioning and 75.4% also met diagnostic criteria for at least one of them.
t  These sessions focused on helping parents support their children, including by providing information about the intervention.
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REVIEW

CBT’s ongoing success

Cool Little Kids plus social skills training resulted in multiple benefits for children. Gains included children
being significantly less likely to have an anxiety disorder and having fewer anxiety diagnoses than those in
the control group at three-month follow-up.'® These children also experienced less severe anxiety by clinician
rating and fewer anxiety symptoms according to two maternal ratings but not by either paternal rating."
FRIENDS, whether supplemented with a parenting group or not, failed to produce any gains over the
control condition at three-month follow-up.'” At that point, most children no longer met criteria for their

primary anxiety disorder and most had not developed a new anxiety disorder, regardless

of which group they were assigned to. At 23%-year follow-up, there were no statistically CBT can be effectively
significant differences between the groups for most outcomes. The exception was symptom delivered by a variety
severity ratings, which were lower for children who participated in FRIENDS according to of practitioners —
parent report only.'® including school
Coping Cat resulted in significantly fewer children being diagnosed with social, counsellors,
separation or generalized anxiety disorders compared with Child-Centred Therapy at psychologists and
one-year follow-up.'” In fact, Coping Cat led to more than triple the odds of recovering social workers.

from an anxiety disorder. As well, a significantly higher proportion of young people who
participated in Coping Cat achieved a 35% or greater reduction in anxiety severity. The only anxiety outcome
that was not significantly different between the treatments was anxiety symptoms.'

Therapist-Guided Internet-Delivered CBT resulted in many gains for youth, including significant
reductions in anxiety symptoms and symptom severity compared with the general support program at three-

month follow-up.'* Still, the program made no significant difference in the proportion of youth meeting

diagnostic criteria for social anxiety disorder relative to the general support program.'

;
a

o A

;;_

Parents can play an important role in supporting children when they practise being in fear-provoking situations.

BIGSTOCK, SEVENTYFOUR
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SASS resulted in multiple positive outcomes. Youth who had the program delivered by school counsellors
achieved remission from social anxiety disorder at significantly higher rates than youth in the education
group — with nearly five times the odds of having no diagnosis at three-month follow-up." In contrast,
no significant difference in diagnostic rates was found for youth who participated in SASS delivered by
psychologists compared with youth in the education group. SASS also reduced anxiety symptoms when school
counsellors delivered the program, based on one of two youth self-report measures and clinician ratings, but
not parent ratings. Psychologist delivery also reduced symptoms, based on youth self-report measures and
clinician ratings, but not parent ratings. Symptom severity was also significantly lower for youth who received
SASS from either school counsellors or psychologists compared with youth in the education group.'” Table 3

details the outcomes for all five studies that used control or comparison groups.

Table 3. CBT vs. Control/Comparison Study Results

Program Follow-up Anxiety outcomes
Cool Little Kids + social 3 months ¥ Any diagnosis (65.8% CBT vs. 100% no treatment)
skills training '° ¥ Number of diagnoses (1.3 CBT vs. 3.2 no treatment)

¥ Symptoms (2 of 4)
¥ Symptom severity

FRIENDS (with or without | 3 months NS Primary diagnoses (19.2% CBT vs. 40.0% no treatment)
parenting group) ' 17-18 NS New diagnoses (22.2% CBT vs. 29.4% no treatment)

23/s years NS Symptoms (3 of 3)
¥ Symptom severity (1 of 2; Cohen’s d [d] = 0.4)

Coping Cat'? 1 year ' Separation, social and/or generalized anxiety diagnoses
(17.8% CBT vs. 34.9% Child Centred Therapy; odds ratio
[OR] =3.3)

NS Symptoms (2 of 2)

¥ Symptom severity (OR = 2.6)

Therapist-Guided 3 months NS Social anxiety diagnoses (69.4% CBT vs. 82.0% general
Internet-Delivered CBT ' support)

¥ Symptoms (2 of 2)

¥ Symptom severity (d = 0.7)

Skills for Academic and 3 months School counsellor delivered
Social Success ' V¥ Social anxiety diagnoses (60.9% CBT vs. 88.4% education
group)

V¥ Social anxiety symptoms (2 of 4, d=0.4 and OR=16.2)

¥ Social anxiety symptom severity (d = 0.9)

Psychologist delivered

NS Social anxiety diagnoses (72.3% CBT vs. 88.4% education
group)

V¥ Social anxiety symptoms (3 of 4; d = 0.3-0.5 and OR = 7.6)

¥ Social anxiety symptom severity (d = 0.8)

\V Statistically significant benefits favouring intervention over control/comparison condition.
NS No significant difference between intervention and control/comparison condition.

How do different CBT formats compare?

The study of Coping Cat compared individual versus group delivery of the program among young people
aged seven to 13 with an anxiety disorder.”” In both deliveries, children received 12 CBT sessions and parents
received two sessions. Children receiving the group delivery participated in three individual sessions before the
nine group sessions."

The evaluation of Cool Kids compared the standard version to one with greater emphasis on social

anxiety for children and youth aged seven to 16 with social anxiety disorder.® While both versions included
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10 individual sessions, the modified version provided more training in social skills and on building realistic

self-concepts.?® Table 4 summarizes these two studies.

Table 4. Head-to-Head CBT Study Descriptions

Program name Approach Sample | Child ages

Anxiety diagnoses size (country)

Coping Cat — Individual delivery Children: 12 individual sessions 165 7-13
Parents: 2 individual sessions (Norway)

Coping Cat — Group delivery '° Children: 3 individual + 9 group sessions

Separation, generalized or social anxiety Parents: 2 individual sessions

Cool Kids — Standard version Children: 10 individual sessions 200 7-16

Cool Kids — Social anxiety version 2° Children: 10 individual sessions with a (Australia)

Social anxiety greater focus on social skills

Coping Cat performed equally well when delivered individually or in group format. At 13%-year follow-up,
the majority of children no longer met diagnostic criteria for their primary anxiety disorder."” As well, most
children did not meet diagnostic criteria for separation, generalized or social anxiety disorder. Similarly, both
formats improved anxiety symptoms equally well.”

For Cool Kids, the standard and social anxiety versions produced similar results.?* Most children no longer
met diagnostic criteria for social anxiety disorder at six-month follow-up, regardless of which version they
participated in. The two versions also produced similar results on all six anxiety symptom measures.”’ There
was, however, one difference between the versions: significantly fewer children who received the social anxiety
version had any anxiety disorder diagnosis at six-month follow-up compared with the standard version.

Table 5 details the outcomes for both studies.

Table 5. Head-to-Head CBT Study Results

Programs Follow-up | Anxiety outcomes
Coping Cat: Individual vs. 13/2 years = Primary diagnoses (18% Individual vs. 9% Group)
Group Delivery ' = Separation, generalized or social anxiety disorder diagnoses

(28% Individual vs. 22% Group)
= Symptoms (2 of 2)

Cool Kids: Standard vs. 6 months = Social anxiety diagnoses (48.8% Standard vs. 31.2% Social Anxiety)
Social anxiety version ° L Any anxiety diagnosis (67.5% Standard vs. 47.5% Social Anxiety)
= Symptoms (6 of 6)

= Statistically significant improvements that were equivalent between the two treatments.
Vv Statistically significant improvements favouring Social Anxiety version over the standard version.

Learning from the new CBT studies

These new studies provide further evidence of CBT’s success in treating childhood anxiety. This includes

the finding that CBT is more effective in treating childhood anxiety disorders than other treatments such

as Child-Centred Therapy and that its impact can be enduring. This review also showed that CBT can be
effectively delivered by a variety of practitioners — including school counsellors, psychologists and social
workers.!” Beyond practitioners, parents of preschoolers can be taught to deliver CBT to their children. Youth
can also learn CBT on online and use it to reduce their anxiety symptoms and the severity of them. As well,
CBT can be successfully delivered to individuals or groups. This proven psychosocial intervention can also

address a variety of anxiety disorders — without needing adaptations for any specific disorder.
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Implications for practice and policy

Our findings lead to four recommendations for treating childhood anxiety disorders.

« CBT continues to be the gold standard for treating childhood anxiety. This means that
practitioners should consider it first when treating children with anxiety — from preschoolers to teens.
It also means that policy-makers need to ensure that this treatment is widely available throughout British
Columbia.

* Build on CBT's efficiency for practitioner training. Similar CBT treatments can be used to treat
a variety of anxiety disorders without need for adaptation for any specific disorder. In fact, across the

studies we reviewed, programs were typically used to treat children with one of three

different anxiety disorders. This means that investments in practitioner training can Increased investments
be eflicient, as practitioners will be able to use CBT to treat children regardless of the in prevention
specific anxiety disorder they are experiencing. programs are essential
* Consider the who and where of treatment delivery. Because parents and and can reduce the
school counsellors can successfully deliver CBT, treatment delivery does not need to numbers in need.

be limited to mental health clinics. Rather, it can occur in homes and schools. Not
only are these settings familiar for children, they are also ideal for creating situations in which children can
face their fears, a crucial component of CBT.
 Build on the success of CBT to reach more children. Because CBT can be successfully delivered
online, it can be offered to children in more remote communities with few or no practitioners. Providing
CBT in groups also makes it possible to reach more children.
Anxiety disorders are the most common mental health conditions that children face. These disorders
cause significant distress and impede healthy development. Increased investments in prevention programs are
essential and can reduce the numbers in need. But for children who do develop an anxiety disorder, CBT is by

far the best treatment — and should be readily available to every child in need.
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e use systematic review methods adapted from the Cochrane Collaboration. We build quality

assessment into our inclusion criteria to ensure that we report on the best available research

evidence, requiring that intervention studies use randomized controlled trial (RCT) evaluation

methods and meet additional quality indicators. For this review, we searched for RCTs on programs aimed at

treating anxiety disorders in children. Table 6 outlines our database search strategy.

Table 6. Search Strategy

Sources

Campbell Systematic Reviews, CENTRAL, Cochrane Database of Systematic
Reviews, CINAHL, ERIC, Medline and PsycINFO

Search Terms

Anxiety, anxiety disorder, agoraphobia, generalized anxiety disorder, panic disorder,
phobic disorder, selective mutism, social phobia, specific phobia, separation anxiety
disorder or social anxiety disorder and prevention, intervention, treatment or
therapy

Limits

Published in English between 2018* and 2024 in a peer-reviewed journal
Reported on children aged 18 years or younger
Used systematic review, meta-analysis or RCT methods

*  Searches were conducted building on our prior systematic review® with search dates from database inception to 2018. We
also hand-searched assessed studies published between 2016 and 2018.

To identify additional RCTs, we also hand-searched the reference lists from relevant systematic reviews and

previous issues of the Quarterly. Using this approach, we identified 240 articles describing 154 studies. Two

team members then independently assessed each article, applying the inclusion criteria outlined in Table 7.

Table 7. Inclusion Criteria for RCTs

« Participants were randomly assigned to intervention and comparison groups (i.e., no-treatment,
treatment-as-usual or active control)

« For head-to-head comparison trials, at least one intervention was already established as being
effective in an RCT

«  Study authors provided clear descriptions of participant characteristics, settings and intervention

* Interventions were evaluated in high-income countries for comparability to Canadian settings

» Interventions were psychosocial treatments aimed to treat childhood anxiety disorders

At study outset, most participants had anxiety disorder diagnoses

+ Follow-up was three months or more (from the end of the intervention)

*  Attrition rates were 20% or less at final assessment and/or intention-to-treat analysis was used

« Child outcome indicators included diagnoses of anxiety disorders

+ Child anxiety disorder diagnoses were assessed at follow-up using two or more informant sources
* Reliability and validity were documented for primary outcome measures

» Statistical significance was reported for primary outcome measures

+ Studies were excluded where authors indicated insufficient statistical power or no power analysis
was conducted

Eight RCTs met all of our inclusion criteria. Figure 2 depicts our search process, adapted from Preferred

Reporting Items for Systematic Reviews and Meta-Analyses.?' Data from these studies were then extracted,

summarized and verified by two or more team members. Throughout our process, any differences among team

members were resolved by consensus.

For more information on our research methods, please contact

Jen Barican, chpc_quarterly@sfu.ca

Children’s Health Policy Centre, Faculty of Health Sciences
Simon Fraser University, Room 2435, 515 West Hastings St., Vancouver, BC V6B 5K3
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Figure 2. Search Process for RCTs
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RESEARCH TERMS EXPLAINED

dentifying the best available research evidence on how well interventions work for children is crucial in

guiding public policy and practice decisions and investments. Randomized controlled trials (RCTs)

are an important standard in the health sciences for assessing intervention effectiveness. RCTs involve
randomly assigning participants to a given group (e.g., intervention or no intervention). The randomization
process ensures that every young person enrolled in the study has an equal chance of being assigned to any
of the groups. The goal is to create conditions that are fully comparable other than the interventions being
evaluated.

To determine how well an intervention works, researchers then analyze relevant child and youth outcomes.
Analyses include assessing whether group differences are statistically significant. This process gives more
certainty that any differences favouring a given intervention were not due to chance. In the studies we
reviewed, researchers used the typical convention of having at least 95% confidence that observed results
reflected the intervention’s real impact.

Beyond determining whether outcomes are statistically significant, it is important to evaluate how much
meaningful difference an intervention makes to the young person’s well-being — or the intervention’s “real
life” impact. This outcome, called an effect size, is a quantitative description of the strength of the relationship
between the intervention and the outcome. Among those we report on in this issue, Cohen’s d effect sizes are
quantified as small (0.20), medium (0.50) or large (0.80). In contrast, odds ratio describes the probability
of an event occurring, for example, having triple the odds of not meeting criteria for an anxiety disorder after
completing cognitive-behavioural therapy compared with Child-Centred Therapy. ¥

r
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By using interventions backed by high-quality research evidence, practitioners and policy-makers can have greater
confidence that children will benefit from them.
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BC government staff can access original articles from BC’s Health and Human Services Library. Articles
marked with * include randomized controlled trial data that was featured in our Review article.
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