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Evaluating the FRIENDS Program: A Cognitive-Behavioral Group

Treatment for Anxious Children and Their Parents

Alison L. Shortt, Paula M. Barrett, and Tara L. Fox
Department of Applied Psychology
Griffith University

Conducted the 1st randomized clinical trial evaluating the efficacy of the FRIENDS
program, a family-based group cognitive—behavioral treatment (FGCBT) for anxious
children. Children (n = 71) ranging from 6 to 10 years of age who fulfilled diagnostic
criteria for separation anxiety (SAD), generalized anxiety disorder (GAD), or social

phobia (SOP) were randomly allocated to FRIENDSor to a 10-week wait-list control

group. The effectiveness of the intervention was evaluated at posttreatment and 12-
month follow-up. Resultsindicated that 69% of children who completed FGCBT were
diagnosis-free, compared to 6% of children completing the wait-list condition. At 12-
month follow-up, 68% of children were diagnosis-free. Beneficial treatment effects
were also evident on the self-report measures completed by the children and their

mothers. Parents and children reported high treatment satisfaction. Results suggest
that FRIENDSis an effective treatment for clinically anxious children. Limitations of

this study and directions for future research are discussed.

Thereisincreasing datato suggest that psychosocial
treatments are effective for anxiety disorders in chil-
dren. A number of published studies provide evidence
that individual cognitive-behavioral treatment (CBT) is
more effective than a wait-list condition for reducing
anxiety (Barrett, Dadds, & Rapee, 1996; Kendall,
1994; Kendall, Flannery-Schroeder, Panichelli-
Mindel, Southam-Gerow, Henin, & Warman, 1997
Kingetal., 1998; Last, Hansen, & Franco, 1998). There
arealso asmall but growing number of studiesexamin-
ing theimpact of incorporating parentsin the therapeu-
tic process. Involving parents may be important
because factors such as high parental control, parental
anxiety, and parental reinforcement of avoidant coping
strategies have been implicated in the maintenance of
anxiety in children (Barrett, Rapee, Dadds, & Ryan,
1996; Cobham, Dadds, & Spence, 1998; Rapee, 1997;
Siqueland, Kendall, & Steinberg, 1996).

Howard and Kendall (1996) were the first to evalu-
ate the effectiveness of a cognitive—behavioral family
intervention. Using a multiple baseline design, they
studied six clinically anxious children ages 9 to 13
years. Four children showed positive changes in diag-
nostic status, standardized parent- and teacher-report
measures, and parent and child reports on specific mea-
sures of coping at posttreatment. These positive results
werereplicated in thefirst randomized, controlled trial

Requests for reprints should be sent to Paula Barrett, School of
Applied Psychology, Faculty of Health Science, Psychology Build-
ing Mt. Gravatt, Griffith University, Brisbane, Australia 4111. E-
mail: p.barrett@mailbox.gu.edu.au
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of CBT plus parent training by Barrett and colleagues
(1996). Barrett et a. randomly assigned 79 children
(ages 7 to 14 years) to either achild-only CBT, a child
CBT plus family anxiety management training
(CBT+FAM), or await-list control group. The family
intervention involved three phases: (a) parent skillsfor
managing child distressand avoidance, (b) parent skills
for managing their own anxiety, and (c) parental com-
muni cation and problemsskills. At posttreatment, 61%
of childrenin the CBT group no longer met aDiagnos-
ticand Satistical Manual of Mental Disorders(3rd ed.,
rev.; American Psychiatric Association, 1987) diagno-
sis compared with 88% in the combined treatment and
less than 30% in the wait-list control group. At 12-
month follow-up, the relative superiority of the
CBT+FAM was maintained. Interestingly, an investi-
gation of age effects on treatment outcome revealed
that younger children (7 to 10 years of age) who com-
pletedthe CBT+FAM weremorelikely to bediagnosis-
free than children who completed CBT alone. This ef-
fect was observed at posttreatment and at 12-monthfol-
low-up. A long-term follow-up, conducted 5 to 7 years
after completion of treatment, was conducted with 52
children from the origina study (Barrett, Duffy, &
Dadds, in press). Eighty-seven percent of children no
longer fulfilled diagnostic criteriafor any anxiety dis-
order. Inthelongterm, individual CBT and CBT+FAM
were equally effective, with 87% inthe CBT group and
86% in the CBT+FAM group diagnosis-free.

Cobham et al. (1998) examined the role of parental
anxiety in treatment outcome and tested whether train-
ing parentsto better managetheir own anxiety would al-
leviate poorer treatment outcome. Sixty-seven children



Downloaded by [Bond University] at 21:40 12 February 2013

SHORTT, BARRETT, FOX

ages 7 to 14 years were divided into two groups: child
anxiety only and child + parent anxiety. Children from
both groupswererandomly assigned to either thechild-
only CBT or the child CBT plus parental-anxiety man-
agement (CBT+PAM). Results indicated that high pa-
rental anxiety was a risk factor for poorer treatment
outcomesfor anxious children. Of the children who re-
ceivedchild-only CBT, 82% of childreninthechildanx-
iety only group were diagnosis-free at posttreatment,
compared to 39% of children in the child plus parental
anxiety group. Inthe CBT+PAM condition, 80% of the
child anxiety only group and 77% of the child + parent
anxiety groupwerediagnosis-free. Therefore, theinclu-
sionof CBT+PAM increased the efficacy of child CBT,
but only for children with anxious parents. At 12-month
follow-up, children without anxious parentswere more
likely to remain diagnosis-free. However, the differen-
tial treatment effects for CBT+PAM and child-only
CBT were no longer statistically significant.

Thereisincreasing interest in the efficacy of using
CBT inagroup format. Group-format CBT hasthe ad-
vantages of increasing opportunities for positive mod-
eling, normalization, and reinforcement (Albano,
Marten, Holt, Heimberg, & Barlow, 1995; Heimberg et
al., 1990; Heimberg, Salzman, Holt, & Blendell, 1993).
Although group-format treatment for anxiety in chil-
dren has been used for some time (e.g., Kondas, 1967;
Ritter, 1968), it is only recently that group cognitive—
behavioral treatment (GCBT) has been investigated in
controlled clinical trials.

Barrett (1998) conducted the first study into the
efficacy of GCBT. Sixty anxious children ages 7 to 14
yearswererandomly assigned to threetreatment condi-
tions. GCBT, GCBT plus family management
(GCBT+FAM), and wait-list (WL). Children in the
GCBT worked through the Coping Koala Group work-
book (Barrett, 1995), which was an Australian adapta-
tion of Kendall’'s Coping Cat workbook (1990). At
posttreatment, both treatments were superior to the
WL, although there was no significant difference be-
tween GCBT and GCBT+FAM. At posttreatment, 65%
of childreninthe GCBT werediagnosis-free compared
to 25% of diagnosis-free children in the wait-list con-
trol group. At 12-month follow-up, 65% of childrenin
the GCBT+FAM condition were diagnosis-free, com-
pared to 85% of children in the GCBT condition. In
summary, it appeared group-format CBT was effective
for treating childhood anxiety disorders, but the find-
ings were mixed for including parents.

Silverman, Kurtines, Ginsburg, Weems, Lumpkin,
and Carmichael (1999) completed a second random-
izedclinical trial of GCBT with 56 children ages6to 16
years (M = 9.96 years). Consistent with the results ob-
tained by Barrett (1998), Silverman et a. found that
64% of the childreninthe GCBT werefree of their pri-
mary diagnosis at posttreatment, compared with 13%
in the wait-list condition. Similar improvements were
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observed for clinicians' ratings of severity and on child
and parent self-report measures. These gains were
maintained at 3-, 6-, and 12-month follow-up.

Mendlowitz, Manassis, Bradley, Scapillato,
Miezitis, and Shaw (1999) examined the effect of cog-
nitive-behavioral group intervention on anxiety and
coping strategies in anxious children and the effect of
parental involvement on treatment outcomes. Sixty-
two families with children ages 7 to 12 years were as-
signed randomly to one of three 12-week treatment
conditions: parent and child intervention, child-only in-
tervention, and parent-only intervention. The wait-list
group consisted of children who waited 2 to 6 months
for treatment. At posttreatment, children reported
fewer symptoms of anxiety. Familiesin the parent and
child intervention group reported using more active
coping than families in the parent-only or child-only
group. This study supports previous research suggest-
ing that GCBT is effective. However, it is limited by
lack of adiagnostic interview at posttreatment and by
lack of follow-up data.

The present study was designed to evaluate the effi-
cacy of the FRIENDS program for children (Barrett,
Lowry-Webster, & Turner, 2000a, 2000b, 2000c).
FRIENDSisafamily-based group cognitivebehavioral
treatment (FGCBT) for clinically anxiouschildren. The
program name FRIENDS is an acronym for the strate-
gies taught: 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 copenow. Theidea
of an acronym to help children remember the strategies
taught came from the Coping Cat program, which uses
the FEAR acronym (Kendall, 1990). The FRIENDS
program also encourages children to (a) think of their
body astheir friend becauseit tellsthem when they are
feeling worried or nervous by giving them clues; (b) be
their own friend and reward themselves when they try
hard; (c) makefriends, so that they can build their social
support networks; and finally (d) talk to their friends
when they arein difficult or worrying situations.

Although retaining the core components of CBT for
childhood anxiety (exposure, relaxation, cognitive
strategies, and contingency management), the
FRIENDS program has a number of unique features.
First, inrecognition of the devel opmental needs of chil-
dren at different ages (Kendall, 1994; Barrett, 2000),
FRIENDS has two paralel forms: one for children
(ages 6 to 11 years) and the other for youth (ages 12 to
16 years). Second, it incorporates a family-skills com-
ponent, which includes cognitive restructuring for par-
ents and partner-support training and encourages
families to build supportive social networks. Parents
and children are also encouraged to practice the skills
learnedin FRIENDSasafamily, onadaily basis. These
strategies are taught in addition to training parents in
appropriate use of reinforcement strategies (Barrett,
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1998; Silverman et ., 1999). Third, the FRIENDS
program emphasizes peer support and peer learning.
Children are encouraged to make friends and to build
their social networks. Parents are encouraged to facili-
tate children’s friendships. Children are also encour-
agedtolearnfrom each other’ sexperiences. Finaly, the
program includes attentional training for anxious chil-
dren and encourages children to make internal attribu-
tions about their accomplishments. These procedures
have been used in treatments with adults with anxiety
problems (Rapee & Sanderson, 1998; Wells, 1997).

This study aimed to (a) investigate the influence of
treatment on diagnostic statusand child and parent self-
report measures and (b) examine the acceptability of
the FRIENDS program from the perspective of the par-
ents and children involved.

Method
Participants

Seventy-one anxious children ages 6Y2 to 10 years
participated in the study. The mean age of the entire
samplewas 7.85 years. Twenty-nine of the participants
weremale (M = 7.48years, D = 1.24) and 42 werefe-
male (M =8.10years, SD = 1.32). Of these participants,
92% identified themselves as Australian, 7% as Euro-
pean, and 1% asAsian. Children with one or moreanxi-
ety disorders were referred from child mental health
centers (16%) or school guidance officers and parents
(84%) following media advertisements. To maximize
the number of participants availablefor treatment anal-
yses (posttreatment vs. post wait-list), participants
were randomly assigned to either the FGCBT or the
WL condition with an assignment ratio of 3to 1 (treat-
ment to control). There were 54 children in the treat-
ment group and 17 children in the wait-list.

Only children with aprincipal diagnosisof GAD (n
=42), SAD (n=19), or SOP (n=10) wereincluded in
this study. The majority of children (72%) had
comorbid anxiety disorders. Thirty-eight percent were
comorbid with specific phobia, 20% with GAD, 16%
with SAD, 13% with SOPR, 3% with dysthymia, and 1%
with major depression. All children with intellectual or
severe physical impairment, or who were currently in-
volved in psychosocial or psychopharmacological in-
terventions, were referred elsewhere and were not
included in this study.

Treatment Materials

The FRIENDS program (Barrett, Lowry-Webster,
& Turner, 2000a, 2000b, 2000c, 2000d, 2000e,
2000f) is a family and peer group intervention. The
program originated with the development of the

Coping Koala Group Workbook (Barrett, 1995),
which was an Australian adaptation of Kendall’s
Coping Cat Workbook (Kendal, 1990). The
FRIENDS program was devel oped based on feedback
from parents and children who participated in
Barrett’s (1998) initial group treatment study. It was
specifically designed for school-age children in Aus-
tralia, and since its release approximately 7,000 chil-
dren’s workbooks have been sold in Austraia (S.
May, personal communication, October 26, 2000).
FRIENDS has also been translated and is being used
by therapists and researchers in Holland, Germany,
Belgium, Portugal, and the United States. A number
of controlled treatment and prevention trials using
FRIENDS are currently underway.

The FRIENDS program consists of 10 weekly ses-
sions and 2 booster sessions, which are conducted 1
month and 3 months following completion of treat-
ment. The booster sessions provide additional oppor-
tunities for children to practice the skills learned in
the previous sessions and to facilitate the generaliza-
tion of these skills to help them cope with situations
encountered in everyday life. The FRIENDS program
has a group leaders’ manual that describes the activi-
ties that therapists need to implement in each session.
Children work through a workbook, and parents have
a booklet detailing the strategies discussed in each
parent session. The manuals permit flexible imple-
mentation to allow for family individuality and the
needs of any specific group. The FRIENDS program
also incorporates a family skills component, which is
designed to run in agroup format for approximately 6
hr. It can be divided into four 1%-hr parent sessions
or 10 sessions (each approximately 40 min) with con-
tent matched to what the children’s sessions cover
each week. The later format was used in this study.
First, parents are taught to recognize and dea appro-
priately with their own anxiety. Second, parents are
trained in reinforcement strategies, including praise
and tangible rewards for gradually facing feared situ-
ations. Planned ignoring is used as a method for deal-
ing with excessive complaining. Parents role-play
contingency management strategies with examples of
their child’'s fearful behaviors. Participants are en-
couraged to learn from each other’s role-plays and
home experiences. Third, parents are taught cognitive
techniques to challenge unhelpful thoughts. Fourth,
parents receive brief training in communication, part-
ner support, and problem-solving skills. Finally, we
encourage the development of a support maintenance
network among parents. Group processes included
normalization of anxiety experiences, group exposure
through discussion and role-plays of common threat-
ening experiences, and peer learning through discus-
sion of success and difficulties. A detailed description
of the content of the parent sessions and parental par-
ticipation activities is provided in Table 1.
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Table 1. Content and Activities From the Parent Sessions of the FRIENDS Program for Children

Session Content and Participation Activities

Session Aims Activities
Session 1 Introduce participants and the » Psychoeducation about physiological, cognitive, and learned aspects of anxiety and
FRIENDS program. how strategies taught in the FRIENDS program target each of these.
Normalize the emotional state » Explanation of FRIENDS acronym and ideas behind the FRIENDS program (i.e., the
of anxiety during importance of making friends, being your own friend, etc).
childnood. * Parents discuss the physical symptoms they/their child experiences when anxious, and
Introduce Steps 1 (Feeling generate ideas to help their children tune into these body cues.
}/grr;t:;)) and 2 (Relax and * Parents practice deep breathing and progressive muscle relaxation.
' * Insmall groups, parents discuss activities their child could use to help them feel good
when anxious. Parents also discuss ways of creating calm time for themselves.
Session 2 Introduce Step 3 (Inner * Individually, parents describe their thoughts and feelings for three situations.
thoughts) and Step 4 « In the large group, parents practice changing alist of unhelpful thoughtsinto helpful
(explore plans). thoughts.

* Pairs activity (Thought Terminator). Parents use questions to help their child to combat
unhelpful thoughts. They a so generate alternative thoughts to help the child to
approach the task more confidently.

* Parentsrole play helping a child to challenge unhelpful thoughts.

 Parents complete experiential and paper-and-pencil activities applying the 6-Block
Problem Solving plan. Parents role play helping their child to problem solve.

» Working in small groups, parents are encouraged to design a step plan for afear of
spiders and to begin thinking about a suitable step plan for their child.

Session 3 Introduce Step 5 (Nice work, » The concepts of observational learning, reinforcement, praise, and planned ignoring are
so reward yourself!). discussed.
Teach parents operant » Theimportance of (a) rewarding children for approaching difficult situations, and (b)
principles to encourage learning to evaluate performance in terms of partial success and to set reasonable
desirable behaviors. achievable goals are emphasized.

Parents work in small groups to generate lists of rewards for their children.

Parents role play, giving specific praise/feedback to a child, and helping a child to view
adifficult situationsin terms of partial success.

Parents are encouraged to think about their own approaches to difficult situations (Do
they approach or avoid?). Parents are encouraged to think through the consequences
this behavior has for themselves and their child.

In groups, parents discuss ways of being a positive role model for their child. They
discuss strategies they can use to encourage their children to approach difficult
situations. They then role play using these strategies.

Session 4 Introduce Steps 6 (Don't  Parents are asked to make alist of things they like about themselves, things they do
forget to practice) and 7 well and accomplishments they have achieved. These are shared.
(Stay calm). e In pairs (husband and wife, or other) parents identify some good things that happen in
Promote positive family skills. their family. They discuss ideas for spending quality time, as well as discussing ways
Integrate the major that partners can help each other to build socia networks.

learnings from previous
sessions and outline
strategies to maintain gains.

In small groups, parents discuss ways of presenting a*“united front” when dealing with
children. Thisincludesideas for supporting other adults (e.g., partners, teachers) to
manage the child's anxiety more effectively.

Parents identify strategies for maintaining gains, discuss potential difficulties, and make
plans for continued practice of the FRIENDS strategies learned.

Diagnosis and Severity Ratings [DSM-1V]; American Psychiatric Association, 1994),
_ o . . _ and it has good reliability and discriminative validity
Children’s diagnostic status was determined using with anxiouschildren (Johnson, Barrett, Dadds, Fox, &

the Diagnostic Interview Schedule for Children, Ado- Shortt, 1999).1 The DISCAP uses a severity ratings
lescents and Parents! (DISCAP; Holland & Dadds,

1995). This interview was administered conjointly to

the child's parents. There W,ere no -cases of (_jlsagree- We were unableto usethe Anxiety Disorders|nterview Schedule
ment between parents. Thedi agnostlf: Categor_' esof the (ADIS) asinour previousresearch becausewewanted DSM-1V crite-
DISCAP correspond to those used in the Diagnostic ria, and the ADIS-IV: Parent Version (Silverman & Albano, 1996)
and Statistical Manual of Mental Disorders (4th ed. was not available when data collection commenced.
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scaleof 1 (low severity) to 6 (high severity), and arating
of 3 or aboveis considered to be in the clinical range.
Clinicians severity ratingsarebased on parents' ratings
of severity; how much theanxiety interfereswith home,
school, and peer relationship functioning; and the
child’slevel of distress. To ensurereliability of diagno-
ses, aclinician blind to the original interviewer’s diag-
noses reviewed 25% of the videotaped interviews and
made adiagnosis. In case of disagreement, the two cli-
nicians reviewed the videotape together, discussed the
case, and assigned a consensus diagnosis for research
purposes. Theoverall kappaagreement for the presence
of any anxiety disorder was .95, and the kappasfor spe-
cific anxiety disorder diagnoseswere .74 for GAD, .65
for SOP, and .79 for SAD. More detail s of the diagnos-
tic reliability procedures and results can be found in
Johnson et al. (1999). At posttreatment and follow-up,
diagnosticinterviewswere conducted by psychologists
naive to the child’s treatment condition or diagnostic
status. Pre- and posttreatment interviews were con-
ducted in person, whereas interviews were adminis-
tered over the phone at follow-up.

Child and Parent Self-Report
Measures

The Revised Children’s Manifest Anxiety Scale
(RCMAS; Reynolds & Richmond, 1978) measures a
child’strait anxiety. Thetotal anxiety scorewasused as
the child completed anxiety measure. The RCMAS has
high internal consistency, moderate retest reliability (r
= .68; Reynolds & Richmond, 1985), and reasonable
construct validity (RCMAS correlated .85 with the
State-Trait Anxiety Inventory for children, Trait Anxi-
ety Subscal€). Mothersand fathers compl eted the Child
Behavior Checklist (CBCL; Achenbach, 1991), which
was used to evaluate statistically significant change in
children’sinternalizing problems. The CBCL wasalso
used to evaluateclinically significant change using nor-
mative comparison (Kendall & Grove, 1988). The
CBCL has high retest reliability, interparent agree-
ment, and validity (Achenbach, 1991).

Treatment Satisfaction

At completion of treatment, children and parents
completed questionnairesindicating their level of satis-
faction with the FRIENDS program. These question-
naires were completed anonymously by 45 of the 60
(75%) families who completed treatment. Children
were asked to rate how much they would use the skills
(not at all, sometimes, or often) and how enjoyable the
FRIENDS program was (boring, OK, or fun). Parents
were asked to rate how useful each skill was for their
child ona5-point scale, ranging from 1 (not useful) to 5

(very useful). Parents were also asked to indicate the
usefulness of the parent session component using the
same 5-point scale. Parents were asked to give an over-
all evaluation of the program, ranging from 1 (poor) to
10 (excellent), and to indicate whether they would rec-
ommend the program to others, ranging from 1 (not
recommend) to 10 (highly recommend).

Procedure

Following referral, parents were contacted, and an
intake appointment was arranged. At this appointment,
parents compl eted a diagnostic interview, and the child
completed the RCMAS. Informed consent was
obtained in writing after al participating family
members had been informed of what the research
would involve and their rights during the study. Parents
were provided self-report measures and asked to return
them either at alater appointment or by post. Following
this, families were assigned to either FGCBT (n = 54)
or a 10-week WL condition (n = 17). Sixteen children
completed the WL condition, and 15 of these 16
children met criteriafor aDSM—V anxiety disorder at
post-wait assessment. These children were offered a
place in a treatment group and were assessed at
posttreatment and at follow-up.

A total of 10 treatment groups were run using the
child version of FRIENDS. There were between 5 and
13 children in each group. Each session began with a
10-min conjoint meeting with children and parents.
During this time, session content was outlined, home-
work activities were reviewed, and children and indi-
vidual families progress was monitored. Next, the
children’s session was conducted for 50 to 60 min. Par-
ents were invited back into the room at the end of the
child session, and families spent 5 min discussing ideas
for practicing the FRIENDS strategies at home over the
coming week. Following this, asession for parentswas
conducted for 30 to 40 min. At least one parent from
each family was required to attend each parent session.
In the majority of cases (75%), mothers attended the
parents group. In 25% of families, both parents at-
tended. Because work or other commitments prevented
both parentsfrom attending sessionsin many cases, the
therapists emphasized the importance of discussing
session content with partners who were unable to at-
tend. The program also emphasized that the coping
strategiestaught needed to be practiced asafamily ona
daily basis. Children could missup totwo sessions, pro-
vided missed sessionswere caught upindividually with
the therapist before the next group session. These
“catch up” sessions followed the same format as the
group sessions, and no extratime was spent on individ-
ual issues. Six of the familieswho completed treatment
(11%) missed one session, which was caught up indi-
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vidually. Two families missed two sessions, and no
family missed more than two sessions.

All treatment sessions were videotaped, and a dou-
ble treatment integrity check was conducted to ensure
adherence to the treatment manuals. Twenty-five per-
cent of the tapes were randomly selected and observed
by two independent clinicians. Thetapeswererated us-
ing achecklist to indicate compliance with the manual
content for each session. The integrity checks showed
95% and 97% concordance between session and man-
ual content. Interrater agreement on session content
was high (kappa, 96% agreement).

Therapists

All groups were conducted by two clinical masters
trained doctoral candidates. Dr. Barrett trained thether-
apistsin how to treat groups using the FRIENDS pro-
gram. In addition, she conducted ongoing supervision
sessions (1 hr aweek) to address difficulties in imple-
menting the program.

Results

Pretreatment

Table 2 displays sociodemographic and diagnostic
information for families in the treatment and WL
groups at pretreatment. T tests and chi-square tests
were performed to ensure that the groups were compa-
rable. No significant differences were found on any of

the sociodemographic or pretreatment outcome
Measures.

No significant differences were found between the
proportion of children with GAD, SAD, or SOP in the
FGCBT and WL group, x2 (2, N=71) =2.95, ns. Simi-
larly, no significant differenceswerefound between the
proportion of children with comorbid specific phobia,
GAD, SAD, or SOP, or any comorbid disorder, x2 (2, N
=71)=2.97,ns. Nosignificant differenceintypeof pri-
mary diagnosis (GAD, SAD, or SOP), presence of
comorbid disorders, or severity of diagnosiswasfound
for sex or age of child.

Six families did not complete treatment, and one
family dropped out of the WL group. Consequently,
90% completed the conditions (FGCBT and WL) and
10% did not. T tests and chi-sguare comparisons were
used to test for pretreatment differences between treat-
ment completers and noncompl eters. A significant dif-
ference was found for fathers' age, t(57) = —2.51, p <
.05. The fathers of noncompleters were younger (M =
33.8 years) than the fathers of completers (M =
39.6years). No significant differences were found on
any other sociodemographic or outcome measures.

Posttreatment

According to parents’ DISCAP report, 69% (n = 33)
of childrenwho completed the FGCBT werediagnosis-
free at posttreatment, compared to 6% (n = 1) of chil-
dren at post-wait in the WL condition. This difference
was statistically significant, x2(1, N=64) =18.82,p<
.001. At posttreatment, seven children in the FGCBT
were diagnosed with GAD, five with specific phobia,

Table 2. Sociodemographic and Diagnostic Information for FGCBT and WL Group

FGCBTa wLb

Age 7.83 years (1.33) 7.88 years (1.32)
Percentage of girls 57 65
Age of mother 36.63 (4.70) 36.06 (3.15)
Mother’s occupation® 6.41 (3.49) 7.06 (2.97)
Age of father 39.25 (5.38) 38.62 (4.56)
Father’ occupation® 3.39(1.73) 3.62(1.71)
Percent primary diagnosis GAD 61 53
Percent primary diagnosis SAD 22 41
Percent primary diagnosis social phobia 17 6
Severity rating for primary diagnosis? 4.76 (0.93) 4.65 (0.93)
Percent comorbid specific phobia 37 41
Percent comorbid GAD 17 29
Percent comorbid SAD 15 18
Percent comorbid social phobia 11 18
RCMAS (total anxiety score) 13.65 (6.57) 11.00 (6.32)
CBCL internalizing T score (mother) 68.57 (6.70) 66.47 (8.55)
CBCL internalizing T score (father) 62.98 (8.26) 66.11 (6.90)

Note: FGCBT = family-based group cognitive behavioral treatment; WL = wait list; GAD = generalized anxiety disorder; SAD = separation anxi-
ety disorder; RCMAS = Revised Children’s Manifest Anxiety Scale; CBCL = Child Behavior Checklist.
an="54.bn=17. “Occupation =1 (high skilled) to 10 (low skilled). 9Severity rating = 1 (low) to 6 (high). (Rating of 3 or greater considered clinically

significant.)
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two with SOP, and one with SAD. With regard to
comorbidity, 63% (n = 10) of childreninthe WL group
were diagnosed with comorbid disorders post-wait,
compared to 10% (n = 5) of children in the
posttreatment condition. This difference was statisti-
caly significant, x2(1, N=64) = 18.14, p <.001. Intent
to treat analyses were also conducted using pretreat-
ment measures as substitutes for noncompleters miss-
ing data at post.2 Compared to children in the WL
group, children assigned to the treatment group (com-
pletersand noncompleters) werelesslikely toreceivea
diagnosisat post assessment, x2(1, N=71) =15.80, p<
.001.

Chi-sguare analyses were used to examine the ef-
fectsof sex, comorbid status, and group size(5to 8 chil-
dren and 9 to 13 children) on treatment outcome at
posttreatment, using rates of being diagnosisfreeasthe
dependent measure. No significant effects for gender,
X2(1,N=48)=0.62, ns, groupsize, x3(1,N=48)=1.37,
ns, or comorbid status, x2(1, N=48) =3.26, ns, werede-
tected. Chi-square analyses were also used to deter-
mine whether type of diagnosis at pretreatment (GAD,
SAD, SOP) was associated with differential treatment
effects. No significant difference was found between
the diagnostic groups at posttreatment, x2(2, N =48) =
0.90, ns, with 71% of the GAD group, 73% of the SAD
group, and 56% of the SOP group diagnosis-free.

Condition x Time x Moderator analyses of variance
(ANOVAS) revealed nointeractionsthat would indicate
a moderating role for age, sex, or comorbid status on
clinicians' severity ratings or the self-report measures.
A 2 (Condition: FGCBT vs. WL) x 2 (Time: Pretreat-
ment vs. Posttreatment/Post-Wait) repeated measures
ANOVA of clinicians' severity ratings revealed a sig-
nificant main effect for time, F(1, 62) =84.21, p<.001,
n2=0.58, power = 1.00, treatment condition, F(1, 62) =
21.48, p<.001, n2=0.26, power = 1.00, and asignifi-
cant Timex Conditioninteraction, F(1,62) =52.42, p<
.001, n2=0.46, power = 1.00. Simpleeffect analysesin-
dicated a significant reduction in severity ratingsin the
FGCBT condition, t(62) = 6.51, p <.001, from pre- (M
=4.77, D = .13) to posttreatment (M = 1.06, SD = .24).
In comparison, children in the WL group showed no
significant change from pre- (M = 4.56, D = .23) to
post-wait (M = 4.13, SD = .41).

The means and standard deviations for the self-re-
port measures are presented in Table 3. The 2
(condition: FGCBT vs. WL) x 2 (time: pre- vs. post-)
repeated measures ANOVA on the RCMAS revealed a
significant Time x Condition interaction, F(1, 56) =

2Intent to treat analyses, using pretreatment data points as substi-
tutes for subsequent missing data points, were conducted for each
analysisof treatment effects (pre- to posttest). Hereafter, theresultsof
intent to treat analysis are only reported when they differed signifi-
cantly fromthetreatment compl etersversusWL group comparisons.

5.94, p < .05, n2 = 0.10, power = .67 . Simple effect
analyses to examine the Time x Condition interaction
indicated that children inthe FGCBT showed asignifi-
cant reduction in internalizing symptoms from pre- (M
=13.21) to post- (M = 8.62), compared to those in the
WL group whose scores did not change significantly.
Unfortunately, there was a low return rate of parents
CBClLs at post-wait—only 9 of the 16 families who
completed the WL condition returned their question-
naires. A repeated measures ANOVA on the fathers
CBCL internalizing scale found a significant effect for
time only, F(1, 29) =5.63, p < .05, 2 =0.16, power =
.63. Participantsin boththe FGCBT and WL groupsre-
ported areduction ininternalizing symptomsfrom pre-
topost-. Analysisof mothers' CBCL internalizing scale
revealed a significant main effect for time, F(1, 47) =
15.33,p<.001, n2=0.25, power = .97, and asignificant
Time x Condition interaction, F(1, 47) = 11.59, p <
.001, n2=0.20. power = .92. Simple effect analysesto
examine the Time x Condition interaction, indicated
that childreninthe FGCBT showed asignificant reduc-
tionininternalizing symptomsfrom pre- (M = 69.53) to
post- (M = 58.38), t(45) = 8.74, p < .001.

The CBCL was used to evauate clinicaly signifi-
cant change using normative comparison (Kendall &
Grove, 1988). Of the 48 children who completed
treatment, 20 had t scores in the clinical range (t
scores of 70 or above), 23 scored in the borderline
clinical range (t scores of 60 or above), and 4 werein
the normal range on the internalizing scale of moth-
ers CBCL at pretreatment. One family did not return
their CBCL. At posttreatment, 8 children moved from
the clinical to nonclinical range, 10 children moved
from the borderline to nonclinical range, and 9 chil-
dren moved from the clinic to borderline range. Un-
fortunately, 3 children moved from the borderline
range at pretreatment to the clinical range
posttreatment. Ten children remained in the border-
line range, and 3 of these 10 children dropped out of
treatment prematurely. Three children remained in
the clinical range at posttreatment. Only 1 of these
children had completed treatment; the other 2 had
dropped out of treatment prematurely. There was
missing CBCL data for five families at posttreatment.
Of the 17 children assigned to the WL condition, 6
were in the clinical range on mother’'s CBCL inter-
nalizing scale, 6 were in the borderline range, 3 were
in the normal range, and 2 families failed to return
their questionnaires at pretreatment. Post-wait, 4 chil-
dren remained in the clinical range, 3 remained in the
borderline range, and 2 remained in the nonclinical
range. Seven families did not return their CBCL post-
wait, and 1 family dropped out of the WL condition.
A chi-square indicated that a greater proportion of
children in FGCBT showed clinically significant im-
provement from pre- to posttreatment than children in
the WL condition, x2(1) = 16.62, p < .001.
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Table 3. CBCL and RCMAS Scores for the FGCBT and WL Group at Pretreatment, Posttreatment/Post-Wait, and 12-Month

Follow-Up
CBCL Internalizing T Score
Mother Father RCMAS

Condition M SD M SD M SD
Pretreatment

FGCBT 69.53 (n = 53) 111 63.77 (n = 40) 1.39 13.21 (n=54) 0.95

WL 67.56 (n = 15) 2.34 66.80 (n=19) 3.16 9.27 (n=16) 1.96
Posttreatment/post-wait

FGCBT 58.38 (n = 46) 134 58.15 (n = 30) 1.66 8.62 (n=53) 0.97

WL 66.78 (n=19) 2.83 62.00 (n=5) 3.66 9.82(n=12) 2.00
12-month follow-up

FGCBT and WL combined 54.39 (n=32) 2.68 52.86 (n=22) 157 9.13(n=32) 124

Note: CBCL = Child Behavior Checklist; RCMAS= Revised Children’sManifest Anxiety Scale; FCGBT = family-based group cognitive behav-

ioral treatment; WL = wait list.

Treatment Maintenance (12-Month
Follow-Up)

Follow-up data from the treated cases (n = 48) and
the WL cases after they were treated (n = 15) were
pooled.3 Follow-up datawere available for 47 of the 63
(75%) families who completed treatment. The
DISCAP interview with parent(s) found that 32 of the
47 treatment completers (68%) were diagnosis-free.
However, 2 children had subclinical symptoms of
GAD, and 1 had subclinical SOP. Chi-square analyses
found no effects for sex, x2(1) = 0.34, ns, or pretreat-
ment diagnosis, X2(2) = 1.25, ns, on diagnostic status at
12-month follow-up.

Repeated measures ANOVAswere used to examine
thedurability of treatment effectsfrom posttreatment to
follow-up. On clinicians severity ratings, no signifi-
cant effect for timewasfound, F(1, 46) =0.02, ns, indi-
cating that severity ratingsat follow-up (M =1.11, D =
.24) were similar to ratings given at posttreatment (M =
1.06, SD = .26). Similarly, no significant time effects
were detected on the mother’s internalizing CBCL
scores, F(1, 31) = 2.46, ns. However, asignificant time
effect was found on the RCMAS, F(1, 31) =9.22, p<
.01, n2=10.23, power = .84, and the fathers’ internaliz-
ing CBCL scores, F(1,21) = 11.26, p<.01, n2=0.36,
power =.89. Fathers' CBCL scoresat 12-month follow-
up (M =52.86) were significantly lower than scores at
posttreatment (M = 58.10). Similarly, children’s
RCMASscoresat 12-month follow-up (M =6.97) were
significantly lower than at posttreatment (M = 9.13).
With regard to clinically significant change, only 1
child remained in the clinical range onthe CBCL inter-
nalizing scale at follow-up.

SThispooling strategy hasbeen used in previous studies (Kendall,
1994; Kendall etal., 1997; Silverman et a., 1999). Separate analyses
that did not involve pooling were conducted and yiel ded the same pat-
tern of results.
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With regard to theanalyses previously discussed, at-
tendance rates at the booster sessions were very low.
Only four familiesin this study attended both sessions.
Consequently, there was insufficient power to analyze
differential treatment effects for booster attenders and
nonattenders at 12-month follow-up.

Treatment Satisfaction

The FRIENDS program received positive evalua-
tions from parents and children alike. On a 10-point
scale, the parents’ mean overall evaluation of the pro-
gramwas 9.07 (SD = 1.04). The mean rating of parents
recommendations of the program to others was 9.48
(SD =.88). According to child reports, 44% of children
would “often” use the FRIENDS strategies and 56%
would “sometimes’ use the strategies. With regard to
how enjoyable FRIENDS was, 83% of children rated
the program as “fun” and 17% rated the program as
“OK.” Parents' ratings of how useful each skill wasto
their child aredisplayed in Table 4. Parentsrated al the
skillstaught inthe child sessionsof FRIENDS asuseful
for their child; however, “rewards for approach behav-
ior” was identified as the most useful. Table 5 shows
parents’ ratings of the content of the parent sessions.
Parentsrated all the strategies taught in the parent ses-
sions and the participation of other parents as useful.
The cognitive strategies (identifying self-talk, chal-
lenging self-talk, and helpful thinking) were rated as
the most important skills for parents.

Discussion

Themain aim of this study was to eval uate the effi-
cacy of the FRIENDS program. On the diagnostic mea-
sures, the results suggested that anxious children who
completed FRIENDS showed greater improvement
than children in the WL group, suggesting atreatment
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Table 4. Parents Final Evaluation of FRIENDS? (N = 45)

Ratings by ParentsP

Skills Taught in FRIENDS Sessions M SD
Rewarding brave behavior 4.50 0.59
Thinking in more helpful ways 4.44 0.66
Identifying inner thoughts 4.47 0.66
Feel-good activities 4.29 0.66
Challenging unhelpful thoughts 4.38 0.72
Practicing skills taught 4.23 0.75
Deep breathing 4.20 0.88
Identify body cues of anxiety 4.16 0.81
Step plan (graded exposure) 413 0.99
Relaxation exercises 4.02 0.97
Problem solving skills 3.98 1.06

aResponseto, “Please indicate how useful these skills were for your child.” PRatings were made using a 5-point Likert scale ranging from 1 (not

useful) to 5 (very useful).

Table 5. Parents Final Evaluation of Parent Sessions? (N = 45)

Parents Ratinga

Content/Process of Parent Sessions M SD
Challenge inner thoughts 461 0.58
Think in more helpful ways 4.59 0.73
Identify inner thoughts 4.57 0.70
Explanation of FRIENDS program 451 0.82
Other parents’ participation (ideas and experiences shared in the group) 4.47 0.97
Information about anxiety 4.40 0.96
Rewarding brave behavior 4.30 0.85
Group activities and exercises 4.27 0.72
Deep breathing 4.26 0.90
Feel-good activities 4.19 0.88
Identify cues for feeling anxious 4,14 0.82
Graded exposure 4.07 101
Practicing anxiety management skills 4.05 1.09
Relaxation exercises 4.02 0.95
Problem solving skills 3.95 0.91

aResponsesto, “ Pleaseindicate how important these techniques and factorswerefor you asaparent.” PRatingswere made on a5-point Likert scale

ranging from 1 (not important) to 5 (very important).

effect rather than a time effect: 69% of children who
completed FGCBT were diagnosis-free, compared to
6% of children in the WL condition. Similar improve-
ment wasobserved for clinicians' ratingsof severity. As
expected, there was evidence that these improvements
were maintained at 12-month follow-up: 68% of chil-
dren were diagnosis-free at follow-up. Theseimprove-
ment rates were comparable with the results of other
GCBT trials(Barrett, 1998; Silvermanet al ., 1999). At-
trition from the assigned conditionswas only 10% (6 of
54 families assigned to treatment, 1 of 17 families as-
signed to WL). Previous clinical trials report
noncompletion rates ranging from 17% to 27%
(Barrett, 1998; Kendall, 1994; Kendall et al., 1997,
Silverman et al., 1999).

Favorable treatment effects were also found on the
self-report measures. Significant Time x Condition in-
teractions were detected on the RCMAS and mothers

CBCL internalizing scale. Thefathers CBCL measure
showed a significant effect for time only with children
in both the treatment and WL conditions showing are-
duction in internalizing symptoms from pre- to
posttreatment/post-wait. The failure to find a signifi-
cant Condition x Timeinteraction on this measure may
be duetoinsufficient power giventhelow return rate of
fathers’ questionnaires. Thelow return rate of question-
naires post-wait may be explained in part, by WL fami-
lies starting treatment within aweek of their post-wait
assessment and not having sufficient time to complete
and return the CBCL. Future studies may benefit from
offering incentivesfor the return of questionnaire mea-
sures or by making acceptance into a free treatment
contingent on the return of questionnaires.

Before specul ating on our findingsand why thetreat-
ment appeared to work, it isimportant to consider the
limitations of this study and how future research might
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address them. First, diagnostic interviews were con-
ducted only with the parents. These interviews were
based on the parents’ subjective interpretation of their
child’s behavior and may be biased. It isgenerally rec-
ommended that multiplesourcesbeusedto assesschild-
hood anxiety. Second, reliability of diagnoseswasbased
onanindependent observer reviewing thevideotapes of
the diagnostic interviews. Although this procedure has
beenusedin previousstudies(e.g., Cobhametal., 1998;
Silverman et al., 1999), it may causeinflated reliability
becausetheobserver saw exactly what theoriginal inter-
viewer saw and was not given the opportunity to ask ad-
ditional questions. Third, this study did not use
measures of symptoms or functioning apart from anxi-
ety. Future research would benefit from inclusion of
measures to assess childhood depression, coping, and
quality of life. Moreover, studiessuch asthisone, which
assess programs incorporating parent sessions, should
aso include measures of parenting, relationships, and
family functioning. Fourth, because participantsin the
WL condition received treatment following post-wait
assessment, this study could not examine treatment—o
treatment effects at follow-up. Such analyses would
provide information about the course of anxiety disor-
ders over time and the persistence of treatment effects.
Finally, becausethe same pair of therapistsran all treat-
ment groups, itispossiblethat individual therapist char-
acteristics influenced the outcome.

Another important direction for futureresearchisto
determine the central active treatment components. In-
tegrated programs such as FRIENDS teach parentsand
children a wide variety of coping strategies. We can
only speculate asto which factors or strategies contrib-
uted to positive treatment outcomes. First, the group
context normalized anxiety and provided greater op-
portunitiesfor practice with other children and parents.
The group also provided more opportunities for posi-
tive modeling from peers and other families, aswell as
thetherapists. Second, the FRIENDS programincorpo-
rates enjoyable, experientia activities for children in
every session. Children appeared to enjoy learning new
coping skills, and these activities appeared to facilitate
relationships among children in the group. Third, pa-
rental involvement was helpful because parents sup-
ported children’s exposure and encouraged consistent
use of anxiety-management strategies. Asking families
to learn and practice the FRIENDS skills together was
aso likely to improve treatment maintenance. Finally,
FRIENDS covers the basic components of CBT for
childhood anxiety used with successin previousstudies
(eg., Barrett et a., 1996; Kendall, 1994; Kendall et al.,
1997; King et al., 1998; Last et a ., 1998). In this study,
parents reported that all the strategies taught in
FRIENDS were useful for their children and for them-
selvesasparents. Thesereportsweregiven at theend of
treatment, and parents’ perceptions may have been bi-
ased by treatment outcome. Clearly, a controlled com-
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parison of the effectiveness of behavioral, cognitive,
and relationship-oriented interventions with anxious
children of different agesisneeded. Further researchis
also needed to investigate specific group processes in
both child and parent sessions, which may help or hin-
der treatment outcome. Finally, thisstudy examined the
efficacy of thechild version of FRIENDS; astudy to ex-
amine the efficacy of the youth version (Barrett, Low-
ry-Webster, & Turner, 2000d, 2000e, 2000f) for
adolescentsis currently underway.

With regard to booster sessions, attendance rates
were unacceptably low. Reminder |etters were sent to
all families; therefore we can only speculate asto why
families did not attend the boosters. It may be that par-
ents viewed booster sessions as unnecessary because
their child was “recovered” at posttreatment. Alterna-
tively, the timing of the FRIENDS boosters (1 month
and 3 months after treatment) may not have been opti-
mal. Most treatment groups were conducted on week-
ends, and some families reported that after attending
treatment for 10 consecutive weeks, they welcomed
having their weekendsto themselves. Futureresearchis
needed to determine the benefits of booster sessionsin
FGCBT such as FRIENDS and to examine whether
booster sessionsincrease the maintenance of treatment
gainsinthelong term. It may bethat the FRIENDS em-
phasisoninvolving peersand family membersthrough-
out the program helped to facilitate generalization of
skillsfrom the clinic setting and therefore booster ses-
sionswere not needed. It may be more efficient to offer
booster sessionsto individual familieswho continueto
experience difficulties with maintenance or skill
generalization.

In conclusion, this study adds to a growing body of
datasuggesting that GCBT isan effective treatment for
childhood anxiety in the short term (Barrett, 1998;
Mendlowitz et a., 1999; Silverman et al., 1999). Ques-
tions of whether group treatment is as effective asindi-
vidual treatment in the long term (3 to 5 years after
treatment) and whether parental involvement in group
treatment improves long-term outcomes remain.
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