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ABSTRACT
Objective: Therapeutic processes that occur within session have been identified as a
factor that may influence youth anxiety outcomes. The present study examined the
relationships between positive and negative youth involvement, therapist therapeutic and
nontherapeutic behaviors, and anxiety outcomes. Method: Sixty youth (aged 7-17)
received cognitive-behavioral therapy for an anxiety disorder. Weekly session videos
were rated by observers. Measures of anxiety severity were completed weekly and at
posttreatment. Regression analyses examined the association between therapeutic
processes and post-treatment outcomes. Univariate and bivariate latent difference score
(LDS) models evaluated whether changes in one factor were prospectively associated
with later changes in the same factor and in other factors. Results: Positive youth
involvement significantly predicted reduced anxiety severity, greater improvement, and
remission of principal anxiety disorder at posttreatment. Youth negative involvement
during psychoeducation sessions predicted a reduced likelihood of remission. Therapist
therapeutic behaviors during psychoeducation sessions predicted lower anxiety severity,
greater improvement, and treatment response. Nontherapeutic behaviors in
psychoeducation sessions were associated with increased anxiety severity, less
improvement, and a reduced likelihood of treatment response and remission of principal
anxiety disorder. When entered simultaneously, only nontherapeutic behaviors were
significantly associated with increased anxiety severity. LDS models resulted in poor
model fit, thus, the temporal sequence among involvement, therapist behaviors, and
anxiety severity was not established. Conclusions: Youth involvement and therapist
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behaviors are associated with beneficial outcomes. Therapist nontherapeutic behaviors
are strongly associated with poorer outcomes. Findings are discussed in relation to
previous findings and future directions are proposed.
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CHAPTER 1
INTRODUCTION
Approximately 10-20% of children and adolescents experience an anxiety
disorder, making it one of the most common mental health problems among youth (e.g.,
Kessler, Berglund, Demler, Jin, Merikangas, & Walters, 2005; Merikangas et al., 2010).
Anxiety disorders are associated with a range of impairment in functioning at school,
home, and with friends (e.g., Bögels & Brechman-Toussaint, 2006; Chansky & Kendall,
1997; King & Ollendick, 1989; Swan & Kendall, 2016). Untreated, these difficulties
persist into adulthood and are associated with a greater risk of other psychopathology,
including depression, suicidality, and substance abuse (e.g., Ferdinand & Verhulst,
1995; Kendall, Safford, Flannery-Schroeder, & Webb, 2004; Lopez, Turner, & Saavedra,
2005; Pine, Cohen, Gurley, Brook, & Ma, 1998; Rudd, Joiner, & Rumzek, 2004; Wolk,
Kendall, & Beidas, 2015; Woodward & Fergusson, 2001). Fortunately, efficacious
intervention exists that mitigates the risk of these negative outcomes. Cognitivebehavioral therapy (CBT) is an empirically supported treatment for youth anxiety
disorders (Hollon & Beck, 2013). Despite its well-established status, approximately a
third of youth experience only minimal improvements following a typical 12- to 16-week
course of CBT (e.g., James, James, Cowdrey, Soler, & Choke, 2013). In a recent metaanalysis of youth psychological interventions, Weisz and colleagues (2017) remarked that
substantial variance remains to be explained about treatment efficacy.
Recent research efforts have aimed to identify factors associated with differential
outcomes as well as those factors that interfere with the success of the intervention.
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Studies have examined the contribution of specific strategies (e.g., cognitive change;
exposure tasks) that are associated with improved outcomes (e.g., Peris et al., 2015).
Studies have also examined characteristics of the youth, parents, and therapist present
prior to the start of treatment (Fjermestad, McLeod, Tully, & Liber, 2016). Pre-treatment
factors that have been examined include youth age (e.g., Bodden et al., 2008), symptom
severity (e.g., Garcia et al., 2010), comorbidity (Ginsburg et al., 2011; Liber et al., 2010),
parental psychopathology (e.g., Berman, Weems, Silverman, & Kurtines, 2000; Kendall,
Gosch, Furr, & Sood, 2008), household makeup (Kendall & Sugarman, 1997), and
therapist personal and professional characteristics (e.g., Bohart, Elliot, Greenberg, &
Watson, 2002; McLeod, 2011). Findings have been mixed as to whether demographic
characteristics (e.g., age, gender) and youth symptom severity are associated with
outcome, whereas parental psychopathology and therapist characteristics have been
associated with outcomes (see Appendix C for expanded literature review).
Outside of therapy strategies and pre-treatment factors, treatment processes
present during the intervention have been found to play a role in youth outcomes. These
processes include the therapeutic alliance, youth involvement in therapy, and therapist
efforts to increase engagement (e.g., Fjermestad et al., 2016). Recent efforts identified
relationship building strategies that are empirically supported within these processes
(Norcross, 2002). The alliance is one process that is positively, though modestly, related
to therapy outcomes and widely regarded as necessary for successful intervention (e.g.,
Karver, Handelsman, Fields, & Bickman, 2006; McLeod, 2011; Shirk & Karver, 2003).
Effect sizes for the association between alliance and outcomes have ranged between .10
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and .24 (McLeod, 2011; Shirk & Karver, 2003; Shirk, Karver, & Brown, 2011).
However, several conceptual and methodological concerns with alliance have been
identified, including how alliance is defined in children and adolescents (e.g., Elvins &
Green, 2008; Karver et al., 2006) as well as how it has been measured across studies
(e.g., Kazdin & Nock, 2003; McLeod, 2011). Additionally, exclusively studying the
alliance may obscure the contribution of other processes. As such, the alliance may be a
necessary but insufficient therapeutic process to effect change in therapy outcomes. What
may be of greater importance is identifying how youth clients are involved within a
session as well as the actions therapists take that may enhance client involvement. These
behaviors have been shown to influence the alliance and outcomes Chiu, McLeod, Har, &
Wood, 2009; Creed & Kendall, 2005; McLeod et al., 2014; Shirk & Karver, 2006).
Appendix C contains an expanded literature review of the alliance and therapy processes.
Youth Involvement
Involvement, or the youth’s level of participation with therapeutic tasks within a
session (Fjermestad et al., 2016), may take two forms: behaviors may be positive (i.e.,
promote participation in therapy tasks) or negative (i.e., detract from therapy tasks).
Indicators of positive involvement include active participation, collaboration, and
cooperation in session (Creed & Kendall, 2005; Fjermestad et al., 2016; Karver,
Handelsman, Fields, & Bickman, 2005; Jackson-Gilfort Liddle, Tejada, & Dakof, 2001;
Tolan, Hanish, McKay, & Dickey, 2002). Youth involvement can also include how well a
youth demonstrates understanding and comprehension of the therapeutic material (Chu &
Kendall, 1999; Fjermestad et al., 2016), which can influence outcome (Bellg et al., 2004;
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Doss, 2004). The emotional state of youth in session is another characteristic of
involvement that can influence outcome (e.g., clients displaying positive affect may be
more willing to participate; Bohart, 2000; Hatcher & Barends, 1996; Karver et al., 2005;
Howe & Silvern, 1981). Positive affect may allow an individual to consider and acquire
new action patterns for a given situation (i.e., broaden and build theory of positive
emotions; Fredrickson, 1998), which may then lead to a greater sense of self-efficacy
(Bandura, Caprara, Barbaranelli, Gerbino, & Pastorelli, 2003) as youth may feel more
capable of coping with their difficulties (Weinberger, 1995). Behaviors indicative of
negative involvement include youth expressing hostility and showing resistance and
noncompliance (Colson et al., 1991, Karver et al., 2005). Additional indicators of
negative involvement include being avoidant, inhibited, and withdrawn in therapeutic
tasks (Chu & Kendall, 1999; Hedtke, Kendall, & Tiwari, 2009). Youth exhibiting
negative affect may have more difficulty engaging with therapy (Jungbluth & Shirk,
2009).
Youth involvement has been found to be associated with outcomes. In anxious
youth receiving CBT, greater observer-rated involvement in sessions prior to midtreatment (i.e., the start of exposure tasks) predicted the magnitude of improvement in
anxiety at posttreatment (Chu & Kendall, 2004; Crawford et al., 2018; Hudson et al.,
2014). The degree of youth involvement increases over the course of psychoeducation,
peaking around mid-treatment (before the start of exposures; Chu & Kendall, 2004, 2009;
Hudson et al., 2014). Additionally, youth who demonstrated greater involvement in these
early sessions were more likely to continue being involved at the start of exposure tasks
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(Chu & Kendall, 2009). Hudson and colleagues (2014) examined involvement throughout
CBT, including both psychoeducation and exposure sessions, and found that youth
involvement followed a quadratic progression, such that involvement increased during
the first portion of treatment, peaking around sessions 9 and 10, then reduced through the
end of therapy. Involvement in exposure sessions was more strongly associated with
outcomes than involvement during psychoeducation (Crawford et al., 2018). When
comparing symptoms and involvement per session in a sample of children with
oppositional defiant and conduct disorders, children rated by the therapist as more
engaged during a session had lower pre-session symptom severity at each session
(Lindhiem & Kolko, 2010).
Studies by Chu and Kendall (2004, 2009) and Hudson and colleagues (2014)
examined positive youth involvement behaviors (active participation) combined with
negative involvement behaviors (e.g., avoiding, withdrawing). The role of negative
involvement on its own has also been examined (Jungbluth & Shirk, 2009). For example,
client resistance (e.g., hostility, frustration, negative reactions to the therapist), among
depressed adolescents during the first session of CBT was associated with poorer
outcomes at posttreatment. In anxious youth receiving CBT alone or in combination with
medication, the presence of negative involvement during psychoeducation sessions
predicted poorer outcomes than the presence of these behaviors during exposure sessions
(Crawford et al., 2018). Additionally, the presence of youth safety-seeking behaviors
(i.e., avoidance, escape, reassurance seeking) during exposure predicted poorer youth
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outcomes (Hedtke et al., 2009). Chu and colleagues (2015) similarly found that youth
avoidance during exposure sessions was associated with more anxiety.
Despite the findings that positive involvement behaviors are associated with
greater outcomes and that negative involvement behaviors detract from them, it remains
unclear when in therapy these behaviors have the greatest impact. Additionally, analyses
have not examined the directionality of the association between youth involvement and
symptom improvement.
Therapist Behaviors
Youth are not the only participants that can influence how involved they are in
therapy and their subsequent outcomes: therapists play a role as the agent of treatment
delivery, both through the use of specific therapeutic procedures (e.g., exposure tasks)
and their interpersonal demeanor with the youth. Thus, therapist actions exert an
influence during the session. A meta-analysis found therapist behaviors to be among the
strongest process predictors of treatment outcomes (effect size = .40; Karver et al., 2006).
Therapist behaviors are typically intended to promote youth involvement and to build a
strong alliance (Fjermestad et al., 2016).
Much of the work on therapist behaviors has examined those that influence the
alliance. For example, therapists perceived as warm, empathic, respectful, and as having
positive regard for their clients have stronger alliances (Bohart et al., 2002; Karver et al.,
2005, 2006). Early therapist efforts to demonstrate warmth, empathy, and “synchrony”
with youth have been positively associated with youth engagement in CBT for anxietydisordered youth (Hudson et al., 2014). Moreover, therapists who approach therapy with

6

a collaborative style have better youth outcomes and stronger alliances (Creed & Kendall,
2005; Kazdin, Marciano, & Whitley, 2005; Podell et al., 2013; Shirk & Karver, 2003).
This collaborative “coach” style (Podell et al., 2013) can be defined as the therapist
acting as an ally of the youth working toward mutually agreed upon goals while also
showing flexibility, warmth, and empathy (Ackerman & Hilsenroth, 2003; Diamond,
Liddle, Hogue, & Dakof, 1999; Kendall, 2012; Podell et al., 2013).
On the other hand, therapists may engage in behaviors that detract from the
alliance and reduce outcomes. Therapists who display rigidity and who rely on didactics
have weaker alliances with their youth clients and poorer outcomes (Ackerman &
Hilsenroth, 2001; Crawford et al., 2018; Podell et al., 2013). Other therapist behaviors
that have been associated with poor alliance include “lapses” (e.g., Karver et al., 2008),
or instances of criticizing the youth, not understanding the youth, and not responding to
the youth’s emotions (Shirk & Karver, 2006; Karver et al., 2008). Other behaviors
identified with weaker alliances and outcomes include greater use of silence
(DiGiuseppe, Linscott, & Jilton, 1996), and “pushing” youth to discuss their feelings and
experiences (Creed & Kendall, 2005; DiGiuseppe et al., 1996; Karver et al., 2008).
Although general therapist style is important to youth outcomes, the interaction
between therapist actions and youth engagement offers a way to understand the
therapeutic process. As youth clients present in a variety of different ways (i.e., amount
and type of involvement), therapist influences are dependent on the client characteristics
as therapists adapt to the client (Karver et al., 2005). Therapist flexibility, or the ability to
adapt treatment to a client’s needs and/or abilities to keep them engaged, predicts greater
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youth involvement in session (Chu & Kendall, 2009; Friedberg & Wilt, 2010) and
positive outcomes (Hudson et al., 2014). Therapist efforts to act collaboratively and with
flexibility (therapist as coach; Kendall, 2012) have been shown to mitigate the impact of
youth negative involvement in therapy. Depressed adolescent participation in later
treatment sessions was predicted by a therapist’s use of exploring client motivation,
structuring a session less, and limiting the presentation of new content (Diamond et al.,
1999; Jungbluth & Shirk, 2009).
Current Study
Though the literature supports a link between youth involvement, therapist
relationship-building behaviors, and treatment outcomes, the relative impact of these
behaviors on outcomes has not been established. The present study examined the strength
of the relationship between youth involvement and therapist behaviors and posttreatment
outcomes in children and adolescents receiving CBT for an anxiety disorder. It is
hypothesized that greater positive youth involvement will be associated with reduced
anxiety severity and greater improvement at posttreatment whereas greater negative
involvement will be associated with more anxiety and less improvement. Further, it is
hypothesized that greater therapeutic behaviors will be associated with improved
outcomes and greater nontherapeutic behaviors will be associated with poorer outcomes.
Given previous findings that therapist behaviors are among the strongest predictors of
outcomes, it was hypothesized that therapist behaviors would be more strongly related to
posttreatment outcomes than youth involvement. As the temporal sequence of these insession processes and outcomes has not been established, exploratory analyses examined
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the directionality of weekly changes in youth involvement, therapist behaviors, and
anxiety symptoms during 16 weeks of CBT. Specifically, the study examined whether
observer-rated youth (a) positive and (b) negative involvement in-session predicted
subsequent observer-rated therapist therapeutic and nontherapeutic behaviors, as well as
the reverse (do therapist behaviors predict subsequent youth involvement?). Additionally,
the study examined whether (a) youth and (b) therapist behaviors predict subsequent
changes in anxiety symptoms according to youth and parent report and vice versa.
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CHAPTER 2
METHOD
Participants
Participants were 60 children and adolescents (7-17 years) who participated in
CBT (i.e., Coping Cat; Kendall & Hedtke, 2006) at the Child and Adolescent Anxiety
Disorders Clinic (CAADC) at Temple University (see Table 1 for demographics). Youth
were eligible for participation if they met diagnostic criteria for a principal anxiety
disorder of separation anxiety disorder (SEP), social anxiety disorder (SAD), generalized
anxiety disorder (GAD), specific phobia (SP), or other specified anxiety disorder
according to the DSM-5 (as determined by highest clinical severity rating [CSR] on the
Anxiety Disorders Interview Schedule for DSM-5 [ADIS-5]). Youth were excluded
based on parent or youth report of psychotic symptoms, autism spectrum disorder, or
active suicidality.
To be included, youth needed to attend therapy sessions and have tapes available
for coding. Participants did not have to complete all 16 sessions to be included. Of the 60
eligible youth, 47 completed all therapy sessions and the posttreatment assessment (13
terminated without completing posttreatment assessment).
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Table 1
Participant demographics by treatment completion status
Completers (n=47)

Total (n=60)

Mean Age in Years (SD)

11.50 (2.86)

11.70 (2.89)

Female

21 (44.68%)

29 (48.33%)

Caucasian

38 (80.85%)

48 (80.00%)

Black

5 (10.64%)

7 (11.67%)

Hispanic

1 (2.13%)

1 (1.67%)

Other

3 (6.38%)

4 (6.67%)

Over $80K

Over $80K

Generalized Anxiety Disorder

27

33

Social Anxiety Disorder

23

33

Specific Phobia

11

13

Separation Anxiety Disorder

4

4

Anxiety NOS

1

1

Mean Prinicipal CSR (SD)

5.23 (0.63)

5.25 (0.68)

Comorbid Anxiety Disorders

40

50

Comorbid Externaling Disorders

19

23

Comorbid Mood Disorders

0

1

Race/Ethnicity

Median Socioeconomic Status (SES)
Principal Anxiety Diagnosis

* Principal anxiety diagnoses include co-prinicipal as well as principal

11

Videotapes
A total of 738 youth sessions were completed. Of those, 21.95% (n=162) tapes
were excluded, resulting in 576 sessions that were coded. Tapes were excluded for the
following reasons: therapist error (e.g., recorded incorrect room, failed to record; 45.7%);
technical difficulties (i.e., system error, fragmentation of video; 40.7%), entire exposure
session occurred outside (9.9%), and less than 5 minutes of the session were available for
coding (3.7%). There were no significant differences between therapists in terms of the
percent of recording difficulties and session missingness was not significantly associated
with pretreatment anxiety severity.
Therapy
Youth were assigned to receive 16 weekly sessions of CBT. Age-appropriate CBT
protocols were used: Coping Cat (Kendall & Hedtke, 2006) for children ages 7 to 12 and
C.A.T. Project (Kendall, Choudhury, Hudson, & Webb, 2002) for adolescents ages 1317. Therapist discretion allowed for flexible use of the manual depending on the youth’s
cognitive development, such that some 12-year-olds could receive C.A.T. Project. The
content was the same for both manuals, although presented in a developmentally
appropriate manner. The first nine sessions focused on psychoeducation: identifying
emotions and somatic symptoms of anxiety, relaxation, challenging anxious self-talk and
developing coping thoughts (i.e., cognitive restructuring), problem-solving to cope with
anxiety, and self-evaluation and rewards. The remaining sessions were behavioral
exposure tasks in which youth approached feared situations rather than avoiding them.
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Both protocols included two parent sessions to explain the treatment to parents, address
parental concerns, and collaborate on the hierarchy.
Youth were assigned to therapists based on overlapping client and therapist
scheduling (availability for sessions). Therapists (n =17) were master’s level doctoral
students. Therapists saw between 1 and 8 clients (M=3.53, SD = 2.32 clients).
Measures
Anxiety Disorders Interview Schedule for DSM-5 – Child and Parent
Versions (ADIS-5-C/P; Albano & Silverman, 2016). The ADIS-5-C/P are semistructured clinical interviews that assess for the presence of anxiety and mood disorders
and screen for other disorders (e.g., ADHD, oppositional defiant disorder). Interviews
were conducted with youth and parents separately by reliable diagnosticians.
Diagnosticians provided ratings of severity and interference (i.e., clinical severity rating,
CSR) associated with symptoms for each diagnosis. CSRs range from 0 (no interference)
to 8 (extreme interference) with a score of 4 or higher indicating that the reported
symptoms meet diagnostic criteria. CSRs were created from the child and parent
interviews separately and composite CSRs were developed by carrying down the highest
CSR from the parent and child interviews; subclinical diagnoses were only carried down
if endorsed by both parent and child (Albano & Silverman, 2016). Principal diagnosis
was determined by the disorder with the highest composite CSR. The ADIS-IV
demonstrated strong psychometric properties with regard to concurrent validity (Wood,
Piacentini, Berman, McCracken, & Barrios, 2002) and retest reliability (r=.76; Silverman,
Saavedra, & Pina, 2001). It was found to be sensitive to treatment (e.g., Kendall et al.,
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1997; Silverman et al., 1999). Psychometric studies on the ADIS-5 have not yet been
conducted. Interrater reliability (ICC) in the present sample was .87 for the child
interview and .96 for the parent interview based on 16 case presentations (parent and
child).
Revised Child Anxiety and Depression Scale for Children– Short Version
(RCADS-C); Ebesutani et al., 2012). The RCADS-C is a 25-item self-report measure that
assesses youth-reported symptoms of anxiety (15 items) and depression (10 items). Items
are rated on a 4-point scale from 0 (never) to 3 (always). The RCADS-C can be divided
into anxiety and depressive symptom subscales. Raw scores were converted to T-scores
for the anxiety and depression subscales, and total score based on norms developed by
RCADS authors with a sample of 1,300 youth (Ebesutani et al., 2012). The RCADS-C
discriminates between youth with and without anxiety and depressive diagnoses
(Ebesutani et al., 2012). Youth completed this measure at pre- and post-treatment, as well
as at each therapy session. T-scores were used in all analyses.
Revised Child Anxiety and Depression Scale for Parents (RCADS-P). The
RCADS-P is a 47-item parent report measure of youth anxiety and depression symptoms.
The RCADS-P was adapted from the RCADS long-version for children and adolescents
(Chorpita, Yim, Moffitt, & Francis, 2000). Items are rated on a 4-point Likert scale from
0 (never) to 3 (always). The RCADS-P can be divided into anxiety and depressive
symptom subscales. Raw scores were converted to T-scores for the anxiety and
depression subscales, and total score. The RCADS-P has demonstrated convergent and

14

discriminant validity and good internal consistency (subscale ranges from α=.78 - .88;
Chorpita, Moffitt, & Gray, 2005). T-scores were used in all analyses.
Clinical Global Impression – Severity and Improvement (CGISeverity/Improvement; Guy, 1976). The CGI scales are single items rated by the
diagnostician on a 7-point Likert scale. The CGI-Severity rating assessed the overall
interference from anxiety on the youth’s functioning and was rated at pre- and posttreatment. Scores range from 1 (no illness) to 7 (extreme impairment). The CGIImprovement rating reflected the change in anxiety symptoms from the pre-treatment
assessment. Scores range from 1 (very much improved) to 7 (very much worse). Positive
treatment response required a score of 1 or 2. Both the CGI-Severity and CGIImprovement have been significantly associated with severity and changes in
diagnostician-rated and self-reported symptoms in adults (Zaider, Heimberg, Fresco,
Schneier, & Liebowitz, 2003).
Therapist post-session ratings. Following each therapy session, therapists
replied to questions about the youth in session. These items were rated on a 7-point Likert
scale. The questions included: (a) “how would you describe the quality of the therapeutic
relationship during the session with the child?” (1=very poor, 7=very good), (b) “how
engaged in today’s session was the child?” (1=very disengaged, 7=very engaged), (c)
“how well did the child master/understand the information/skill presented during the
session?” (1=no mastery/understanding, 7=excellent mastery/understanding).
Coding manual. A coding manual was used to rate youth and therapist behaviors.
Youth codes were identical to those used in Crawford et al (2018) and therapist codes
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were adapted from codes from Crawford et al. Initial therapist items used in Crawford et
al. demonstrated limited reliability so items were edited and expanded for the present
study. Appendices A and B contain the coding manual and response sheets.
Youth involvement. The youth positive involvement code consisted of three items
that assessed the degree to which youth (a) participated in session, (b) demonstrated “upbeatness” (e.g., enthusiasm), and (c) conveyed understanding and mastery of treatment
concepts (Crawford et al., 2018). The youth negative involvement code had three items
that assessed the degree to which youth (a) demonstrated avoidance behaviors (e.g.,
leaving the room, refusing to engage in a task, creating distractions), (b) sought
reassurance, and (c) demonstrated low affect (e.g., irritability, withdrawn, upset;
Crawford et al., 2018). Items for the positive and negative involvement scales were
developed based items used on the Child Involvement Rating Scale (CIRS; Chu &
Kendall, 2004) and the safety-seeking behaviors used by Hedtke and colleagues (2009).
Therapist factors. Therapist behavior codes were divided into therapeutic
behaviors and nontherapeutic behaviors. The therapeutic behavior code consisted of two
items that assessed the degree to which therapists were (a) validating and encouraging
(e.g., were warm, offered praise, and showed respect and understanding of the youth’s
thoughts, feelings, and behaviors) and (b) collaborative (e.g., presented self as an ally of
the youth, explored youth’s motivation, and includes youth in goal setting/task
agreement). The nontherapeutic behavior code was two items that assessed the degree to
which therapists (a) were critical or “pushy” when asking the child to talk (e.g., asking
many questions) and (b) were rigid and inflexible (e.g., being overly directive and

16

“teachy,” not making adaptations). Therapist behavior items were developed based on the
codes and findings from Creed and Kendall (2005), Karver and colleagues (2008),
Ackerman and Hilsenroth (2001), and DiGiuseppe and colleagues (1996).
All youth and therapist codes were rated on a 5-point Likert scale based on a
combination of the frequency and intensity of the behaviors; scores ranged from 0 (not or
rarely present) to 4 (a great deal). Item ratings were made every 10 minutes. Total scores
were created by averaging the segment ratings per item (i.e., 3 10-minute segments) and
averaging the item scores across involvement and behavior type. This resulted in four
total scores: positive involvement, negative involvement, therapeutic behaviors, and
nontherapeutic behaviors. Due to low frequency and distribution of the youth negative
involvement and the therapist nontherapeutic behavior ratings, these codes were
logarithmically transformed as well as converted to a dichotomous variable (i.e., present
or not present in a session).
Procedure
Informed consent/assent for the assessments, therapy, and videotaping were
obtained from all parents/youth, respectively. Youth and their parent(s) completed the
ADIS-5 interview at pre- and post-treatment. They also completed self- and parentreports at the pre- and post-treatments assessments as well as prior to each therapy
session. All available youth sessions were selected for coding (parent sessions 4 and 9
were not coded).
Observer training and rating. Nine undergraduate and one graduate student
coders were trained to reliability (ICC ≥ 0.75) prior to rating; tapes for training were
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selected from a previous treatment study (Walkup et al., 2008) and were not used in the
present study. Coders were trained together using the coding manual and a sample of
tapes. The coding group watched five tapes with the trainer and discussed how ratings are
made. Coders then participated in three phases of training with each phase followed by a
discussion of ratings with the trainer. In Phase 1, coders watched 10 tapes while looking
at the trainer’s ratings. In Phase 2, coders performed a self-test in which they watched
and made ratings on 10 new tapes, then compared their ratings to the trainer’s ratings. In
Phase 3, coders independently watched and made ratings on 10 new tapes. Reliability
between the coder’s and the trainer’s ratings was assessed. Phase 3 was repeated until
coders achieved reliability (r ≥0.75) on each code with the trainer. The mean reliability
(r) was as follows: (1) youth participation = 0.85, (2) youth upbeat = 0.90, (3) youth
understanding = 0.85, (4) youth avoidance = 0.95, (5) youth assurance seeking = 0.88, (6)
youth low mood = 0.97, (7) therapist validating/encouraging = 0.84, (8) therapist
collaboration = 0.78, (9) therapist “pushy” = 0.87, and (10) therapist rigid = 0.79.
Reliable coders were randomly assigned sessions across participants and coders
were blind to participant disorders, symptom severity, and treatment outcome. Ratings
were made when session content was being discussed. Ratings were not made when
therapists were “checking-in” with the client at the start of session, during “game time”,
or during check-ins with parents at the end of session. During exposure sessions, ratings
were made for the portion of the session leading up to and following the completion of an
exposure task, but not during the task itself (many exposures were conducted outside the
therapy room, we did not want to bias ratings by coding exposure tasks that occurred

18

inside of the room). Coders aimed to code a maximum of thirty minutes of each session.
The length of coded sessions ranged from 5 to 30 minutes (M = 23.76, SD=5.45).
Psychoeducation sessions ranged from 10 to 30 minutes (M=24.32, SD=3.77) and
exposure sessions ranged from 5 to 30 minutes (M=23.09, SD=7.50). Coders made
ratings every 10 minutes (or at the end of a shorter segment) for a total of up to 3 ratings
per session. A weighted average of each item for the session was calculated taking into
account the length of the segment. This procedure was done to achieve an overall rating
of the session and to prevent occurrences in one part of a session from biasing overall
ratings. Interrater reliability was determined by having the expert trainer separately, and
blind to the data, code a randomly selected subset (20%) of the coded tapes. Reliabilities
(ICC) were: (1) youth participation = .88, (2) youth upbeat = .79, (3) youth understanding
= .80, (4) youth avoidance = .94, (5) youth assurance seeking = .80, (6) youth low mood
= .95, (7) therapist validating/encouraging = .87, (8) therapist collaboration = .78, (9)
therapist “pushy” = .86, and (10) therapist rigid = .79.
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CHAPTER 3
RESULTS
Preliminary Analyses
Table 2 shows means and standard deviations for each predictor and outcome
measure for treatment completers (n=47) and the total sample (N=60). There were no
mean differences at the pre-treatment assessment between treatment completers and noncompleters on demographic information and anxiety severity. As expected, treatment
completers showed significant reduction in anxiety severity between the pre- and posttreatment assessments as measured by the RCADS parent and youth versions. Treatment
completers also demonstrated a significant reduction in depressive symptoms based on
youth and parent report on the RCADS. Fifty-five percent of youth (n=33) were rated as
treatment responders (CGI-Improvement of “much improved” or “very much
improved”). Moreover, 35% (n=21) of treatment completers experienced remission of
their principal anxiety disorder (ADIS CSR < 4) and 30% of treatment completers had
remission of all anxiety disorders (all anxiety ADIS CSRs < 4). Table 3 contains that
averages of weekly scores for youth positive and negative involvement, therapist
therapeutic and nontherapeutic behaviors, and anxiety severity ratings (RCADS-C &
RCADS-P). Table 4 contains the bivariate correlation matrix for predictor and outcome
variables.

20

Table 2
Anxiety and depressive symtpom severity pre- and post-treatment by treatment
completion status
Completers (n=47)

Non-completers
(n=13)

Pre-treatment
RCADS-P Anxiety (T-score)

94.97 (12.69)

93.55 (9.07)

RCADS-P Depression (T-score)

87.39 (13.06)

87.95 (14.79)

RCADS-C Anxiety (T-score)

69.32 (11.31)

69.93 (14.33)

RCADS-C Depression (T-score)

69.39 (11.99)

65.66 (14.80)

CGI-Severity

4.41 (0.50)

4.69 (0.75)

RCADS-P Anxiety (T-score)

86.95 (14.55)**

--

RCADS-P Depression (T-score)

81.70 (14.66)**

--

RCADS-C Anxiety (T-score)

64.33 (10.78)**

--

RCADS-C Depression (T-score)

63.99 (13.74)**

--

CGI-Severity

3.32 (0.94)***

--

CGI-Improvement Responder

55% (n=33)

--

Principal Anxiety Remission

35% (n=21)

--

All Anxiety Remission

30% (n=18)

--

Post-treament

**Difference between pre- and post-treatment assessment, p<.01
*** Difference between pre- and post-treatment assessment, p<.001
Note: RCADS-C/P = Revised Child Anxiety and Depression Scale – Parent/Child
Versions; CGI = Clinical Global Impression
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Table 3
Means and Standard Deviatons of Weekly Variables: Ratings and Anxiety Severity
Youth Codes

Therapist Codes

RCADS Anxiety (T-score)

Mean (SD)

Mean (SD)

Mean (SD)

Pos Invol

Neg Invol

Therap

Non-therap

Child

Parent

Sess 1

1.99 (0.84)

0.16 (0.51)

2.99 (0.79)

0.09 (0.18)

69.09 (12.26)

97.13 (10.94)

Sess 2

2.23 (0.65)

0.12 (0.24)

2.99 (0.64)

0.08 (0.17)

67.58 (11.82)

94.30 (13.86)

Sess 3

2.15 (0.86)

0.17 (0.47)

3.09 (0.74)

0.18 (0.34)

66.65 (10.64)

94.15 (13.06)

Sess 5

2.15 (0.88)

0.15 (0.45)

3.13 (0.69)

0.11 (0.22)

65.91 (10.90)

94.17 (14.12)

Sess 6

2.36 (0.85)

0.12 (0.30)

3.02 (0.76)

0.12 (0.18)

64.93 (11.06)

90.44 (12.12)

Sess 7

2.02 (0.84)

0.18 (0.37)

2.88 (0.79)

0.14 (0.25)

65.69 (11.48)

92.03 (12.96)

Sess 8

2.18 (0.87)

0.15 (0.34)

2.99 (0.72)

0.12 (0.25)

65.79 (11.91)

92.56 (13.10)

Sess 10

2.36 (0.79)

0.24 (0.46)

2.91 (0.68)

0.10 (0.23)

64.16 (10.78)

89.50 (12.11)

Sess 11

2.06 (0.71)

0.25 (0.41)

3.04 (0.75)

0.12 (0.22)

64.24 (10.22)

89.09 (12.75)
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Table 3, continued
Youth Codes

Therapist Codes

RCADS Anxiety (T-score)

Mean (SD)

Mean (SD)

Mean (SD)

Pos Invol

Neg Invol

Therap

Non-therap

Child

Parent

Sess 12

1.98 (0.80)

0.44 (0.64)

3.03 (0.70)

0.05 (0.10)

63.90 (10.16)

88.88 (12.94)

Sess 13

2.06 (0.88)

0.33 (0.39)

3.01 (0.78)

0.08 (0.21)

63.41 (10.36)

87.82 (11.36)

Sess 14

2.02 (0.79)

0.37 (0.53)

2.84 (0.69)

0.15 (0.33)

63.60 (9.95)

87.71 (13.13)

Sess 15

2.12 (0.87)

0.39 (0.57)

2.99 (0.74)

0.15 (0.28)

64.28 (10.74)

89.01 (13.83)

Sess 16

2.30 (0.96)

0.29 (0.45)

2.94 (0.81)

0.13 (0.23)

63.22 (9.44)

86.95 (13.82)

Note: RCADS = Revised Child Anxiety and Depression Scale; Pos Invol = Positive Involvement; Neg Invol = Negative Invovlement;
Therap = therapeutic behaviors; Non-therap = nontherapeutic behaviors; Sess = Session
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Table 4
Bivariate correlation matrix for predictors and outcomes with means and standard deviations.
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

1. PE Pos Inv

--

2. PE Neg Inv

-.45**

--

3. PE Therap

.55**

.02

--

4. PE Nonther

-.49**

.37**

-.63**

--

5. EX Pos Inv

.74**

-.32*

.49**

-.48**

--

6. EX Neg Inv

-.27

.40**

-.22

.32*

-.34*

--

7. EX Therap

.49**

-.21

.67**

-.52**

.59***

-.27

8. EX Nonther

-.47**

.29*

-.36**

.31*

-.51*** -.56*** -.45**

--

9. Post RCADSC Anx

-.06

-.06

-.14

.28

-.10

-.05

-.11

-.12

--

10. Post RCADSP Anx

-.09

.17

-.23

.48

-.01

-.003

-.13

-.20

.43**

--

11. Post CGI-S

-.42**

.27

-.42**

.58**

-.40**

.25

-.26

.27

.41**

.57***
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11.

--

--

12.

Table 4, continued
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

12. Post CGI-I

-.32*

-.02

-.37*

.47**

-.35*

-.04

-.21

.13

.33*

.56***

.65***

--

M

2.48

0.14

3.02

0.11

2.11

0.32

2.97

0.11

64.32

86.73

3.33

2.20

SD

0.78

0.28

0.47

0.15

0.66

0.36

0.48

0.13

10.65

14.44

0.93

0.58

Note: PE = Psychoeducation; EX = Expsoure; Pos Inv = Positive Involvement; Neg Inv = Negative Involement; Therap = Therapeutic
behaviors; Nonther = Nontherapeutic behaviors; RCADSC/P Anx= Revised Child Anxiety and Depression Scale Child/Parent version,
Anxiety subscale; CGI-S/I = Clinical Global Impression – Severity/Improvement; M = mean; SD = standard deviation
*p<.05; **p<.01; ***p<.001
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To determine the independent association between each therapy process variable
(youth involvement and therapist behaviors) in psychoeducation and exposure sessions
and posttreatment outcomes (RCADS-C/P, primary ADIS CSR, CGI-Severity and
Improvement), a series of independent hierarchical linear regression analyses were
conducted. Each process factor was averaged across sessions within that component of
treatment. Because youth negative involvement and therapist nontherapeutic behaviors
demonstrated a non-normal distribution (i.e., low frequency behaviors across sessions),
the data were log transformed for all regression analyses. Control variables were included
in Step 1 of the regression models and the therapy process predictors included in Step 2.
Control variables included youth gender and pretreatment parent-reported severity
(RCADS-P) when the outcome was posttreatment RCADS-P anxiety severity. Age and
pretreatment youth-reported severity (RCADS-C) were control variables used in models
with posttreatment youth-reported anxiety severity (RCADS-C). Models with CGISeverity and CGI-Improvement did not include control variables as age, gender, and
pretreatment symptom severity were not associated with posttreatment scores. Logistic
regressions were conducted to evaluate the association between therapy process variables
and the likelihood of treatment response (CGI-Improvement of much or very much
improved) as well as remission of the principal anxiety disorder (ADIS CSR < 4).
Finally, hierarchical linear and logistic regressions were conducted by entering all
significant therapy process predictors simultaneously in Step 2 to determine the relative
predictive capacity of each.
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Youth Positive Involvement
Table 5 contains the results of the hierarchical linear regressions of youth positive
involvement predicting each outcome. Results revealed that greater youth positive
involvement during psychoeducation sessions was significantly associated with lower
post-treatment CGI-Severity (R2 change = 0.18) and CGI-Improvement scores (i.e., more
improved; R2 change = 0.16). Greater youth positive involvement in exposure sessions
was also significantly associated with lower post-treatment CGI-Severity (R2 change =
0.10) as well as greater CGI-Improvement (R2 change = 0.13). Youth positive
involvement was not significantly associated with youth-reported or parent-reported posttreatment outcomes (RCADS-C/P) after controlling for pretreatment youth and parent
reported severity and youth age and gender, respectively.
The logistic regressions indicated that youth positive involvement during
psychoeducation and exposure sessions was not associated with treatment response status
(CGI-Improvement). Greater youth positive involvement in psychoeducation session was
significantly associated with a 3.45-fold increased likelihood of having achieved
remission from the principal anxiety disorder (χ2(1) = 7.88, p=0.005, CI: 1.33 to 8.99,
p=0.01) and with a 4.50-fold greater likelihood when present in exposure sessions (χ2(1)
= 8.36, p=0.004, CI: 1.44 to 14.01, p=0.01).
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Table 5.
Regressions of youth positive involvement predicting to treatment outcomes.
SE



Psychoeducation -2.59

1.84

Exposure

-3.68

B

t

p

-0.18

-1.41

0.17

2.15

-0.21

-1.71

0.10

Psychoeducation -1.85

2.62

-0.10

-0.71

0.48

Exposure

-0.26

3.08

-0.01

-0.09

0.93

Psychoeducation -0.53

0.17

-0.42

-3.11

0.003

Exposure

-0.58

0.20

-0.40

-2.89

0.01

Psychoeducation -0.25

0.11

-0.32

-2.28

0.03

Exposure

0.13

-0.35

-2.54

0.02

RCADS-C

RCADS-P

CGI-Severity

CGI-Improvement

-0.32

Note: RCADS-C/P = Revised Children’s Anxiety and Depression Scale-Child/Parent
versions; CGI = Clinical Global Impression. Regressions for RCADS-C controlled for
youth age and youth-reported pretreatment severity (RCADS-C) in Step 1. Regressions
for RCADS-P controlled for youth gender and parent-reported pretreatment severity
(RCADS-P) Step 1. There were no control variables for CGI-Severity or CGIImprovement.
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Youth Negative Involvement
Table 6 contains the results of the hierarchical linear regressions of youth negative
involvement predicting to each outcome. Youth negative involvement in psychoeducation
and in exposure sessions was not significantly associated with post-treatment youthreported or parent-reported anxiety severity (RCADS-C/P). Youth negative involvement
in psychoeducation and exposure sessions was not significantly associated with posttreatment CGI-Severity or CGI-Improvement. The logistic regression model indicated
that youth negative involvement during psychoeducation and exposure sessions was not
associated with treatment response status (CGI-Improvement). However, the logistic
regression indicated that greater youth negative involvement in psychoeducation sessions
increased the likelihood of maintaining the principal anxiety disorder by 3.76 times (χ2(1)
= 6.62, p=0.01, CI: 1.27 to 11.11, p=0.02). Negative involvement during exposure
sessions was not associated with remission of the primary anxiety diagnosis.
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Table 6.
Regressions of youth negative involvement predicting to posttreatment outcomes.
B

SE



Psychoeducation

-0.33

2.05

Exposure

-0.66

Psychoeducation
Exposure

t

p

-0.02

-0.16

0.87

2.10

-0.04

-0.13

0.76

3.17

3.19

0.14

0.99

0.33

-1.59

3.59

-0.06

-0.44

0.66

Psychoeducation

0.41

0.22

0.27

1.89

0.07

Exposure

0.38

0.22

0.25

1.75

0.09

Psychoeducation

-0.02

0.14

-0.02

-0.13

0.90

Exposure

-0.05

0.14

-0.53

-0.35

0.73

RCADS-C

RCADS-P

CGI-Severity

CGI-Improvement

Note: RCADS-C/P = Revised Children’s Anxiety and Depression Scale-Child/Parent
versions; CGI = Clinical Global Impression. Regressions for RCADS-C controlled for
youth age and youth-reported pretreatment severity (RCADS-C) in Step 1. Regressions
for RCADS-P controlled for youth gender and parent-reported pretreatment severity
(RCADS-P) Step 1. There were no control variables for CGI-Severity or CGIImprovement.
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Therapist Therapeutic Behaviors
The results of the hierarchical linear regressions of therapist therapeutic behaviors
predicting to anxiety outcomes are listed in Table 7. Greater therapist therapeutic
behaviors during psychoeducation sessions were significantly associated with lower posttreatment CGI-Severity (R2 change = 0.15) and greater CGI-Improvement (R2 change =
0.08). Therapist therapeutic behaviors in exposure sessions were not significantly
associated with post-treatment CGI-Severity or CGI-Improvement. Therapist therapeutic
behaviors were not significantly associated with post-treatment parent-reported or youthreported anxiety severity (RCADS-C/P),
The logistic regressions indicated that youth who experienced greater therapist
therapeutic behaviors during psychoeducation sessions were 5.30 times more likely to be
treatment responders (CGI-Improvement) than youth who experienced less of these
behaviors (χ2(1) = 5.19, p=0.02, CI: 1.13 to 24.83, p=0.03). These behaviors during
exposure sessions were not significantly associated with response status. Therapist
therapeutic behaviors were also not significantly associated with remission of the
principal anxiety disorder.
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Table 7.
Regressions of therapist therapeutic behaviors predicting to posttreatment outcomes.
B

SE



Psychoeducation

-4.28

3.17

Exposure

-3.76

Psychoeducation
Exposure

t

p

-0.19

-1.35

0.18

2.77

-0.17

-1.36

0.18

-5.33

4.17

-0.17

-1.28

0.21

-4.60

4.24

-0.15

-1.09

0.29

Psychoeducation

-0.84

0.27

-0.42

-3.09

.003

Exposure

-0.53

0.29

-0.26

-1.80

0.08

Psychoeducation

-0.46

0.17

-0.37

-2.68

0.01

Exposure

-0.27

0.18

-0.21

-1.45

0.15

RCADS-C

RCADS-P

CGI-Severity

CGI-Improvement

Note: RCADS-C/P = Revised Children’s Anxiety and Depression Scale-Child/Parent
versions; CGI = Clinical Global Impression. Regressions for RCADS-C controlled for
youth age and youth-reported pretreatment severity (RCADS-C) in Step 1. Regressions
for RCADS-P controlled for youth gender and parent-reported pretreatment severity
(RCADS-P) Step 1. There were no control variables for CGI-Severity or CGIImprovement.

32

Therapist Nontherapeutic Behaviors
Table 8 contains the results of hierarchical linear regressions of therapist
nontherapeutic behaviors predicting to outcomes. Greater therapist nontherapeutic
behaviors during psychoeducation sessions were significantly associated with greater
post-treatment parent-reported anxiety severity (RCADS-P; (R2 change = 0.10). In
exposure sessions, therapist nontherapeutic behaviors were not significantly associated
with post-treatment parent-reported anxiety severity (RCADS-P). After controlling for
youth age and youth-reported pre-treatment severity, therapist nontherapeutic behaviors
were not significantly associated with youth-reported post-treatment anxiety severity
(RCADS-C) in psychoeducation or exposure sessions. Greater non-therapeutic therapist
behaviors during psychoeducation sessions predicted significantly higher post-treatment
CGI-Severity scores (R2 change = 0.32) as well as lower CGI-Improvement (R2 change =
0.15). These behaviors in exposure sessions were not significantly associated with posttreatment CGI-Severity or CGI-Improvement scores.
Logistic regressions indicated that youth who experienced greater therapist
nontherapeutic behaviors during psychoeducation sessions were 7.05 times more likely to
be treatment non-responders (CGI-Improvement) than youth who experienced less of
these behaviors (χ2(1) = 8.28, p=0.004, CI: 1.45 to 34.34, p=0.02). The magnitude of
these behaviors in exposure sessions was not significantly associated with treatment
response status. The magnitude of these behaviors in psychoeducation sessions increased
the likelihood of maintaining the principal anxiety disorder by 4.01 times (χ2(1) = 6.62,
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p=0.01, CI: 1.30 to 12.39, p=0.02) and by 3.48 times when present in exposure sessions
(χ2(1) = 4.63, p=0.03, CI: 1.06 to 11.45, p=0.04).
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Table 8.
Regressions of therapist nontherapeutic behaviors predicting to posttreatment outcomes.
B

SE



Psychoeducation

2.84

2.34

Exposure

1.04

Psychoeducation
Exposure

t

p

0.15

1.21

0.23

2.47

0.05

0.42

0.68

8.66

3.44

0.34

2.52

0.02

-2.62

3.81

-0.10

-0.69

0.50

Psychoeducation

0.93

0.20

0.58

4.76

<.001

Exposure

0.46

0.25

0.27

1.85

0.07

Psychoeducation

0.46

0.13

0.46

3.44

.001

Exposure

0.14

0.16

0.13

0.86

0.40

RCADS-C

RCADS-P

CGI-Severity

CGI-Improvement

Note: RCADS-C/P = Revised Children’s Anxiety and Depression Scale-Child/Parent
versions; CGI = Clinical Global Impression. Regressions for RCADS-C controlled for
youth age and youth-reported pretreatment severity (RCADS-C) in Step 1. Regressions
for RCADS-P controlled for youth gender and parent-reported pretreatment severity
(RCADS-P) Step 1. There were no control variables for CGI-Severity or CGIImprovement.
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Hierarchical Regressions Comparing Youth Involvement and Therapist Behaviors
To examine the relative strength of each of the therapy process factors in
predicting posttreatment outcomes, all significant therapy process factors from the
independent regressions were entered simultaneously into a hierarchical linear regression.
When positive youth involvement in psychoeducation and exposure sessions and
therapist therapeutic and nontherapeutic behaviors in psychoeducation sessions were
entered simultaneously into a hierarchical linear regression, only therapist nontherapeutic
behaviors during psychoeducation sessions remained a significant predictor of CGISeverity (B = 0.76, SE=0.27,  = 0.48, t=2.87, p=.006) and trended toward significance
with CGI-Improvement (B = 0.35, SE = 0.18, =0.36, t=1.98, p=.055). All other insession processes were nonsignificant.
When therapist therapeutic and nontherapeutic behaviors in psychoeducation
sessions were entered simultaneously into the logistic regression, neither process was
significantly associated with treatment response status. Similarly, when positive
involvement during psychoeducation and exposure sessions, negative involvement in
psychoeducation sessions, and nontherapeutic behaviors during psychoeducation and
exposure sessions were entered simultaneously into the logistic regression, no process
remained a significant predictor of remission.
Latent Difference Score Models
The weekly patterns of youth involvement, therapist behaviors, and anxiety
severity outcomes were modeled using latent difference score models (LDS). These
analyses allow for the examination of the relationship between recent changes in a
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variable on subsequent changes of the variable. Univariate LDS models were created and
model fit evaluated for each variable: youth positive and negative involvement, therapist
therapeutic and nontherapeutic behaviors, and anxiety severity (RCADS-C/P). Then, the
direction and magnitude of the relationship between two different variables can be
evaluated using bivariate latent difference score (BLDS) models (McArdle, 2009;
McArdle & Hamagami, 2001; McArdle et al., 2004; McArdle & Nesselroade, 1994).
BLDS allows for the examination of several types of changes over time, (a) additive
changes over time, or the change in growth in child involvement, therapist behaviors, and
RCADS, separately (), (b) multiplicative changes over time, or the simultaneous
modeling of growth in variables to demonstrate that they are correlated (), and (c)
modeling whether the initial score and/or change in score of one variable predicts latent
changes in another variable (). The relationship between weekly youth involvement and
anxiety symptoms (RCADS), between therapist behaviors and anxiety symptoms
(RCADS), and between youth involvement and therapist behaviors, was examined,
including the direction of the relationships between the variables.
LDS and BLDS models accommodate missing data (i.e., from missing session
data from treatment drop-outs) using full information maximum likelihood (FIML)
estimation procedures in MPlus. FIML estimation uses all data present in the sample to
estimate parameter values. Model fit was examined in several ways. First, absolute fit of
the model to the data was examined using chi-square test of model fit (p < .05 indicating
poor fit). Model fit was also examined using root mean square error of approximation
(RMSEA), which examines model fit by comparing the covariance patterns between the
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raw data and hypothesized model. Well-fitting models are indicated by RMSEA point
estimates of < 0.05 and the upper limit of the confidence interval < 0.10. Finally, fit was
also examined using the comparative fit index (CFI) and Tucker-Lewis index (TLI), with
values >0.90 indicating acceptable model fit. LDS and BLDS models have several
constraints imposed on the models with many model parameters fixed to 1 to allow for
succinct model interpretation (McArdle & Nesselroade, 1994). Only the mean for the first
measurement occasion was estimated, as all later means are a result of the three change
parameters (). Models were first tested using the most conservative estimates,
including constraints set to 1, residuals set to be equal across sessions, overall slope to be
equal across all sessions, and change parameters (latent variable on the latent difference
scores) set to be equal across sessions. When poor model fit was observed with these
constraints, further model fitting adjusted some of the constraints, including allowing the
residuals to be unconstrained, allowing different overall slopes between psychoeducation
and exposure sessions, as well as allowing differing strengths of the change parameters
(latent variables and latent different scores).
Univariate latent difference score models of anxiety symptoms (RCADS-C/P),
youth positive involvement, and therapist therapeutic behaviors over the course of
therapy did not reveal acceptable model fit according to ꭓ2, RMSEA, or CFI/TLI.
Additional model fitting (i.e., relaxing constraints) did not improve model fit.
Using the raw and logarithmically transformed values for youth negative
involvement and therapist nontherapeutic behaviors revealed similar difficulties with
model fit. However, when the models were conducted using the dichotomous variable
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(behavior present or not present within a session), the univariate models demonstrated
acceptable fit. Model fit for youth negative involvement was ꭓ2=106.84, p=0.28; RMSEA
estimate = 0.04, CI = 0.0 – 0.08; CFI = 0.95 and TLI = 0.96. For youth negative
involvement, the model using conservative constraints revealed a statistically significant
intercept (y0= -1.16, p<0.001). The overall slope (sy = 0.07) was non-significant as were
the latent scores and latent difference scores. The univariate model for therapist
nontherapeutic behaviors using conservative constraint also showed acceptable model fit:
ꭓ2=95.18, p=0.59; RMSEA estimate = 0.00, CI = 0.0 – 0.06; CFI = 1.0 and TLI = 1.26.
The intercept for therapist nontherapeutic behaviors was statistically significant (y0=0.55, p<.001), but the overall slope and latent variables were not statistically significant.
Because there were no significant findings related to patterns of change in the univariate
latent models, the BLDS models were not performed.
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CHAPTER 4
DISCUSSION
Youth involvement and therapist behaviors are significantly associated with
posttreatment outcomes after CBT for anxiety. As expected, youth positive involvement
during psychoeducation sessions and during exposure sessions was associated reduced
anxiety severity and improvement at posttreatment, as well as with an increased
likelihood of remission of the principal anxiety disorder. Additionally, youth negative
involvement during psychoeducation sessions was associated with a reduced likelihood
of remission of the principal anxiety disorder. These findings are consistent with previous
findings that indicated that more youth involvement bolsters outcomes (Chu & Kendall,
2004; Crawford et al., 2018; Hudson et al., 2014) and less involvement can interfere with
outcomes (Chu et al., 2015; Crawford et al, 2018; Hedtke et al., 2009; Jungbluth & Shirk,
2009). Therapists behaviors also play a role in youth outcomes. Therapists efforts to
collaborate and validate their clients (therapeutic behaviors), particularly in the
psychoeducation phase of treatment, are associated with better outcomes posttreatment—
findings that replicate prior work (Creed & Kendall, 2005; Diamond et al., 1999; Kazdin
et al., 2005; Podell et al., 2013). The present findings are also consistent with those
indicating that nontherapeutic behaviors have a negative influence on outcomes
(Ackerman & Hilsenroth, 2003; DiGiuseppe et al., 1996; Karver et al., 2008) and that
these nontherapeutic behaviors are more strongly associated with posttreatment severity
than youth involvement and therapist therapeutic behaviors.
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Youth involvement emerged as having an important role in therapy outcomes,
both behaviors that indicate active involvement and those indicative of resistance or
avoidance of therapy content. These findings together with previous studies of anxious
youth which have found that involvement increases until its peaks around mid-treatment
(Hudson et al., 2014) and that early involvement predicts involvement in in later sessions
(Chu & Kendall, 2004), have important implications for therapy. Youth who are more
involved with the various aspects of psychoeducation would seem to be better able to use
the skills taught and be better prepared to engage in anxiety provoking situations (i.e.,
exposures; Chu & Kendall, 2004; Crawford et al., 2018; Hudson et al., 2014).
Alternatively, youth who actively try to resist therapy tasks (i.e., avoidance, reassurance,
low affect) may limit their ability obtain maximum benefit from the skills (Jungbluth &
Shirk, 2009; Karver et al., 2006; O’Neil & Kendall, 2012). Youth involvement also
likely impacts the quality of the therapeutic alliance (Chiu, et al., 2009; Creed & Kendall,
2005; McLeod et al., 2014; Shirk & Karver, 2006), a construct that has been associated
with outcomes (e.g., McLeod, 2011). It has been posited that the strength of the alliance
may in part be related to a youth’s participation in session (Crawford, Frank, Palitz,
Davis, & Kendall, 2017). There seems to be a bidirectional relationship between
involvement and alliance, such that a positive change in alliance both predicts and is
predicted by a greater youth involvement (McLeod et al., 2014). How involvement and
alliance impact one another may remain unclear, but these variables and their relationship
are ultimately related to beneficial treatment outcomes.
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Therapist behaviors in session also matter. The finding that therapist therapeutic
behaviors such as collaboration and validating (during psychoeducation sessions but not
exposure sessions) are associated with positive outcomes can be interpreted in several
ways. For instance, early validation, encouragement, and collaboration can foster a
stronger alliance (e.g. Fjermestad et al., 2016) that supports the youth’s development of
new coping skills. Early therapist validation, encouragement, and collaboration may also
make the conceptual information and skills in the psychoeducation sessions more salient
and meaningful to youth, leading to a greater sense of self-efficacy in using the skills
(Ackerman & Hilsentroth, 2003, Beutler et al., 2001). This self-efficacy may be
particularly important during exposure tasks, as youth with a greater sense of selfefficacy may better engage with these tasks, which have been shown to be a key
component of CBT for anxiety (Peris et al., 2015).
Therapist nontherapeutic behaviors were associated with poorer outcomes and
were more strongly associated with outcomes than youth involvement and therapist
therapeutic behaviors. This finding is particularly meaningful given the low frequency of
these behaviors overall throughout therapy. Therapists who are more “teachy,” “pushy,”
and critical during psychoeducation, even if at a low rate, may create an environment that
is overly directive (Williams et al., 1997) and unsupportive (Ackerman & Hilsentroth,
2003; Creed & Kendall, 2005; Diamond et al., 1999; DiGiuseppe et al., 1996; Shirk &
Karver, 2006; Karver et al., 2008), or reduce youth engagement with therapy tasks
(Hudson et al., 2014; Jungbluth & Shirk, 2009), thus, interfering with positive outcomes
(Podell et al., 2013). Interestingly, being “pushy” and rigid/directive during exposure
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sessions was not associated with poorer outcomes. It may be the case that these behaviors
during exposure can be taken as encouragement to engage with the exposure task, and
better engagement with exposures predicts better outcomes (Benito & Walther, 2015;
Chu et al., 2015). Though therapist behavior/style seems to be important to youth
outcomes, the direction of the relationship between therapist behaviors, youth
involvement, and alliance remains to be examined.
The present study coded all youth sessions for youth and therapist behaviors
whereas previous studies examined only a selection of sessions (e.g., Chu & Kendall,
2004; Creed & Kendall, 2005; Jungbluth & Shirk, 2009). The present study also used
multi-methods to examine the process and outcome variables, including reliable observer
ratings, youth and parent self-report of anxiety severity, and diagnostician-report of
anxiety severity and functioning. The use of multimethod measurement is important in
light of findings that the strength of the relationship between in-session factors and
outcomes is strongest when assessed with the same method (e.g., parent report of alliance
and anxiety; McLeod, 2011).
Several limitations merit mentioning. First, exposure tasks, which often occurred
outside the office, were not coded for therapist behaviors or youth involvement.
Therefore, work is needed to determine how youth and therapist behaviors during this
element of treatment influence outcomes. That said, findings from previous research
allow us to hypothesize that therapists who firmly encourage clients to approach anxiety
provoking situations or who increase the level of the exposure by making statements or
altering the task have clients who respond better to treatment (e.g., Benito & Walther,
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2015; Chu et al., 2015). Collaboration before the exposure task allows the youth of have
some autonomy in the task they choose and collaborative efforts after the task help the
youth understand “in their own words” what took place and how to interpret it. Indeed,
post-event processing has been found to be related to positive outcomes (Tiwari, Kendall,
Hoff, Harrison, & Fizur, 2013). Additionally, therapists who do not tolerate safety
seeking behavior (attempts to reduce anxiety; reassurance; distraction, avoidance) during
exposure tasks have been associated with better outcomes (Benito & Walther, 2015;
Hedkte et al., 2009; Chu et al., 2015). Second, the generalizability of the findings is
limited to therapists who received training in evidence-based practices for anxiety and
participants from middle to high SES. Youth in community clinics have been found to
show less initial engagement and a greater decline in engagement over the course of
therapy than did the youth receiving treatment in a specialty clinic, who had higher initial
engagement that remained relatively constant throughout the intervention (Lindhiem &
Kolko, 2010). Additionally, when comparing CBT to nondirective supportive therapy
(NST) in depressed adolescents, greater client involvement was positively associated
with outcomes in CBT but not in NST (Karver et al., 2008).
Unfortunately, the temporal relationship between weekly in-session youth and
therapist behaviors and weekly anxiety severity could not be determined due to poor
model fit. Although several model constraints were relaxed or adjusted with the goal of
improving model fit (i.e., allowing different overall rates of change between
psychoeducation and exposure sessions; Peris et al., 2015), the models still did not
appropriately fit the data. Additionally, although some model constraints were relaxed,
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there are several constraints inherent to LDS models that could not be relaxed due to the
risk of not being able to interpret findings. Moreover, the small sample size (n=60) was
likely not robust enough to detect change relationships within and between variables.
Although tedious and time intensive to do so, future studies should code sessions from a
greater number of participants (i.e. n>100) to improve the ability to detect these
relationships, should they be present. As such, it continues to remain unclear the direction
of the relationship between in-session process factors and outcomes. Future studies
should look at the directionality of the relationships between youth involvement, therapist
behaviors, alliance, and outcomes to establish the impact of each of these on one another.
Based on the bidirectional relationships found in youth anxiety treatment between
alliance and changes in anxiety severity; (Marker et al., 2012) and between youth anxiety
severity and parent behaviors/anxiety (Settipani, O’Neil, Podell, Beidan, & Kendall,
2013; Silverman Kurtines, Jaccard, & Pina (2009)), we might assume a similar
bidirectional relationship between youth behaviors, therapist behaviors, and changes in
anxiety. Even if bidirectional, it remains useful to know what youth and therapist
behaviors predict changes in anxiety so that concrete actions can be taken that could
improve the therapeutic alliance as well as treatment outcomes within the context of an
empirically supported treatment for youth anxiety.
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APPENDIX A
CODEBOOK
Youth Involvement and Therapist Behavior Coding
Subject ID #: _____________
Session #: _________

Rater: ________________

Parent Present: NO YES [If yes, Mother / Father]

Video segment start time: _____________
1

End time: ___________

Youth positive involvement
1.1

Youth Participates
Youth participant makes a treatment-relevant comment, suggestion, response (e.g.,
youth afraid of stairs says “let’s walk up the stairs outside the clinic;” also includes
youth engaging in treatment-relevant discussion) and/or initiates a treatmentrelevant topic or question for discussion (e.g., re: identifying emotions, youth says,
“What about when I’m alone, does that matter?”)
0
None

1.2

2
Somewhat /
Neutral

3
Often

4
A Lot

Youth is upbeat
Youth displays enthusiasm (verbal and/or nonverbal) and/or optimism (e.g., “yeah,
OK”; “I like that idea”; smiling )
0
None

1.3

1
A Little

1
A Little

2
Somewhat

3
Often

4
A Lot

Demonstrates understanding
Youth participant shows that he/she understands/understood the current/past
session content. Could include when reviewing STIC tasks. For example, thoughts
linked to emotions: “Oh, yeah, like when I was nervous before the game…I worried
about what would happen if I messed up.” Can also be a “yes” response to therapist
asking “does that make sense?” [Child’s clarification question would be coded in
Participates (1.1)]
0
None

1
A Little

2
Somewhat /
Neutral

66

3
Often

4
A Lot

2

Youth negative involvement
2.1

Avoidance [escape is removing a real negative condition, and is OK; avoidance is
thought to prevent a negative condition, and doesn’t, and is not OK] Avoidance
behavior is the opposite of approach behavior
Youth avoids…leaves session/room, backs down from a task, tries to distract
self/therapist from situation, refuses to answer questions. These are efforts to reduce
anxiety and to not face feared situations/stimuli.
0
None

2.2

2.3

1
A Little

2
Somewhat

3
Often

4
A Lot

Seeks assurance
Youth asks, from the therapist, parent, or other person, for assurance to reduce
anxious distress. Not tolerating “uncertainty” and repeated seeking for an answer.
0
1
2
3
4
None
A Little
Somewhat
Often
A Lot
(0 times)
(1-2 times)
(3-4 times)
(5-6 times)
(7+ times)
Youth exhibits low mood
Youth displays apathy/pessimism/disinterest (verbal and/or nonverbal) and/or
negative affect (e.g. irritation, hostility, crying, upset) during session (e.g., doesn’t
make appropriate eye contact, puts head on table during discussion, is unwilling to
answer, etc.)
0
None

1
A Little

2
Somewhat
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3
Often

4
A Lot

3

Therapist Therapeutic Behaviors
3.1

Validating and encouraging
Therapist displays warmth and respect toward the client. The therapist also offers
praise and encouragement for the youth. The therapist also shows understanding and
is validating of the youth’s thoughts, feelings, and behaviors (whether positively or
negative valenced).
0
None

3.2

4

1
A Little

2
Somewhat

3
Often

4
A Lot

Collaboration (not to be confused with youth efforts to collaborate)
Collaboration is defined as a “working together” attitude (contrast with “teacher-pupil
attitude) that is often evident in the use of words such as “we” “our” and in phrases
such as “what can we do”, “let’s try ___” etc. The therapist presents self as an ally of
the youth, explores the youth’s motivation for treatment, and includes youth when
developing treatment goals and carrying out therapy tasks (therapist tries to be
inclusive even if youth is refusing or otherwise disengaged/uninvolved). Therapist also
includes youth interests during session.

0
1
2
3
4
None
A Little
Somewhat
Often
A Lot
Therapist Nontherapeutic Behaviors negative (creating an unfavorable environment for
the youth; not for inappropriate deviation from the treatment manual)
4.1

Pushy when asking youth to talk / participate; critical
Therapists asks many questions of the youth when the youth appears uncomfortable
with, uninterested in, or resistant to the topic under discussion. Therapist may also
push youth the engage in therapy task when they are refusing / resistant in an
invalidating way (Note: therapist who is encouraging a youth to participate in a
challenging exposure in a collaborative / validating way would not be coded here. This
code is assessing difficulty with “reading the room”). Also in this code, the therapist
criticizes the youth (e.g., therapist says [in an unfriendly tone] “no, that’s not how you
do it” or “you can’t even do that?”).
0
None

4.2

1
A Little

2
Somewhat

3
Often

4
A Lot

Rigid and inflexible
Therapist is overly directive and “teachy” when teaching skills / explaining concepts.
Therapist also does not make appropriate adaptations to material for youth (e.g.,
explaining something at a developmentally inappropriate level).
0
None

1
A Little

2
Somewhat
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3
Often

4
A Lot

APPENDIX B
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APPENDIX C
EXPANDED LITERATURE REVIEW

Treatment for Anxious Youth:
A Review of Evidence-based Procedures and Processes
Preliminary Examination, July 2017

Anxiety disorders are among the most common mental health problems among
youth, impacting between 10-20% of children and adolescents (e.g., Costello, Egger, &
Angold, 2005; Kessler, Berglund, Demler, Jin, Merikangas, & Walters, 2005). Youth
who suffer from high levels of anxiety experience interference in their daily lives and
functioning. In youth, school performance and participation as well as friendship
formation and maintenance can be negatively influenced as youth may avoid or
experience substantial distress when interacting with peers, being apart from their
parents, or generally worrying about negative outcomes (e.g., Chansky & Kendall, 1997;
King & Ollendick, 1989; Swan & Kendall, 2016). Additionally, anxiety may interfere
inside the home as youth struggle to carry out tasks independently and families are faced
with the challenge of helping their child cope, which can often lead to accommodation
that interferes with overall family functioning (Bögels, & Brechman-Toussaint, 2006).
Left untreated, these difficulties can carry into adulthood and negatively affect
educational achievement, occupational performance, social interactions, and be
associated with other psychopathology (e.g., anxiety, depression, substance abuse,
suicidality; Copeland, Angold, Shanahan, & Costello, 2014; Ferdinand & Verhulst,
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1995; Kendall, Safford, Flannery-Schroeder, & Webb, 2004; Lopez, Turner, & Saavedra,
2005; Pine, Cohen, Gurley, Brook, & Ma, 1998; Rudd, Joiner, & Rumzek, 2004; Wolk,
Kendall, & Beidas, 2015; Woodward & Fergusson, 2001).
Fortunately, several interventions are available that have been found to be
effective in reducing the severity of anxiety and its associated interference. Those seeking
treatment for youth with anxiety may choose from specific psychological interventions
(e.g., cognitive behavioral therapy; CBT) and specific medications (e.g., selective
serotonin reuptake inhibitors; SSRIs), both of which have been found to be efficacious in
reducing anxiety severity (Walkup et al., 2008). Indeed, CBT is one psychological
treatment that has been deemed well-established as an empirically supported treatment
for youth anxiety disorders (Hollon & Beck, 2013). In a recent, large meta-analysis of
psychological interventions for youth disorders over the past 50 years, psychological
treatment for anxiety (most of the studies examined CBT) showed an effect size (ES) of
0.61 (Weisz et al., 2017). Although studies suggest that approximately two-thirds of
youth experience meaningful reductions in their anxiety symptoms following a course of
CBT, nearly a third of youth experience minimal improvements (e.g., James, James,
Cowdrey, Soler, & Choke, 2013). Weisz and colleagues (2017) noted that substantial
variance remains in explaining treatment efficacy; thus, there is a need to identify
predictors, mediators, and moderators that differentiate between treatment responders and
nonresponders. These characteristics can then be used within the therapeutic context to
better intervene with anxious youth presenting for treatment.
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The present paper reviews the most studied and evaluated intervention for anxiety
disorders in youth, CBT. First, this review will document the magnitude of the outcomes
achieved by anxious youth who have received a course of CBT. Second, consideration
will be given to the therapeutic procedures and client/family predictors, mediators, and
moderators that have been studied. Third, and the primary focus of the present paper, will
be an in-depth review of the predictors of outcomes that are present within therapy
sessions, otherwise referred to as therapeutic processes (in contrast to therapeutic
procedures which encompass the specific interventions as outlined in CBT manuals).
The therapeutic processes that will be considered include (a) the therapeutic alliance, (b)
child and parent involvement in treatment, and (c) therapist behaviors that influence each
of these. These in-session processes will be considered within psychological therapy in
general, across disorders (e.g., anxiety, depression, externalizing disorders), as well as
within CBT specifically. The present review also identifies and discusses the areas in
need of further investigation.
Cognitive Behavioral Therapy for Anxious Youth
The following sections overview the findings regarding CBT for anxious youth.
First, an overview of the efficacy of CBT will be presented. Second, a review of the
predictors, mediators, and moderators of these outcomes will be discussed. This will
include specific components of the intervention (i.e., the procedures) that have been
associated with change. Additionally, child and parent factors that have also
demonstrated associations with outcomes will be briefly discussed.
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Evidence on CBT in Youth Anxiety
CBT is established as an efficacious intervention youth anxiety disorders (Hollon
& Beck, 2013) and is associated with moderate effect sizes (ES=0.61; Weisz et al., 2017)
with principal anxiety diagnoses remitting in approximately 60% of youth (with ranges
from 49% to 79%; Silverman, Pina, & Viswesvaran, 2008). Additionally, meta-analyses
indicate that CBT consistently outperforms waitlist conditions and modestly outperforms
“usual care” (e.g., Silverman et al., 2008; Weisz et al., 2017). The efficacy of CBT
remains relatively consistent regardless of format; individual CBT shows response rates
similar to group CBT and family-based interventions (Silverman et al., 2008). Some
studies have compared CBT for anxious youth to other active treatments, although there
is a relative dearth in studies doing this (Silk et al., 2016; Silverman et al., 2008; James et
al., 2013). In comparison to a selective serotonin-reuptake inhibitor (SSRI), CBT
demonstrated similar response rates (55% and 60% respectively; Walkup et al., 2008).
When CBT and SSRI were combined, youth response rates were significantly greater
than each intervention on its own at 80% (Walkup et al., 2008). All three of these
conditions showed significantly greater response rates than the placebo condition (24%;
Walkup et al., 2008).
The Coping Cat program (Kendall & Hedtke, 2006) is one protocol for anxious
youth that has been evaluated in many randomized control trials (RCT) over the last three
decades since its development (Kane & Kendall, 1989). The Coping Cat version of CBT
has outperformed waitlist conditions (Kendall, 1994; Kendall et al., 1997), was
comparable to medication (sertraline; Walkup et al., 2008), and had better follow-up
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effects than a client centered approach (Silk et al., 2016). Treatment gains have been
maintained over a 1-year (Kendall, 1994; Kendall et al., 1997), 3.5-year (Kendall &
Southam-Gerow, 1996), 7.4-year (Kendall et al., 2004), and 16.2-year follow-ups
(Benjamin, Harrison, Settipani, Brodman, & Kendall, 2013). Long term follow-ups (from
7 to 19 years) also indicated that successfully treated youth experience less suicidal
ideation than those who do not respond to treatment (Wolk et al, 2015).
Therapeutic procedures associated with differential outcome
Research has identified treatment procedures that are predictive of favorable
outcomes in anxiety. Therapeutic procedures represent the skills, interventions, and
content described in a treatment manual that therapists aim to teach to and implement
with their clients that are purported to lead to improvements in their symptoms and
functioning (Fjermestad, McLeod, Tully, & Liber, 2016). In CBT for anxious youth,
these targeted skills generally include identification of emotions, implementing relaxation
skills, cognitive restructuring, problem solving, self-evaluation and rewards for effort,
and exposure tasks, which both provide an opportunity to practice newly learned coping
skills and test catastrophic hypotheses through behavioral experiments in anxietyprovoking situations.
Before describing the findings associated with these procedures, a brief overview of
each is warranted. In early therapy sessions, youth are typically taught to identify their
specific somatic symptoms of anxiety (e.g., heart racing, shaking/trembling, sweaty
palms) as an initial step to cue the implementation of a variety of coping strategies. One
such strategy is training in relaxation skills, which include deep breathing and
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progressive muscle relaxation, so that youth learn to reduce the intensity of their somatic
response. Additionally, youth are taught to recognize and challenge their anxious selftalk/thoughts (e.g., the catastrophic outcome). Youth then use this information to develop
a coping thought that, for example, more accurately reflects the likelihood of and/or
presents another possibility other than the initial feared outcome (i.e., cognitive
restructuring). Youth are also taught problem-solving skills to help them learn to think of
possible solutions when they are presented with anxiety-provoking situations. In many
protocols, youth are also taught self-evaluation and self-rewards, as anxious youth have a
tendency to judge themselves for only executing tasks “perfectly” rather than for their
effort in approaching them. After these skills are presented, youth then engage in
graduated exposure tasks. These tasks require youth to confront their feared situations
(e.g., speaking to unfamiliar people), beginning with situations that provoke mild anxiety
(e.g., smiling at a stranger) and gradually working their way up a “fear hierarchy” to
situations that provoke high levels of anxiety (e.g., speaking in front of a group of
strangers).
Few studies have examined the relative impact of each CBT procedure on anxiety
severity. In one such study (Peris et al., 2015), the trajectories of change in anxiety
symptoms after the introduction of relaxation training, cognitive restructuring, and
exposure tasks were examined in the 488 youth who participated in Child/Adolescent
Multimodal Study (CAMS; Walkup et al., 2008; youth who did not receive CBT (i.e.,
sertraline and placebo groups) were used as controls in the analyses). Findings indicated
that the introduction of (a) cognitive restructuring and (b) exposure tasks were associated
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with accelerated improvements in overall anxiety symptoms while the introduction of
relaxation training did not alter the trajectory of improvement. Other studies of the
importance of treatment procedures have primarily focused on exposure tasks. Overall,
exposure tasks are considered to be the key component associated with change in CBT
(e.g., Chorpita & Southam-Gerow, 2006; Davis & Ollendick, 2005; Kendall et al. 2005;
Peris et al., 2015). Exposure tasks have demonstrated the greatest efficacy when they
activate at least some fear in the client and when avoidance is discouraged. Two studies
(Kircanski & Peris, 2015; Waters, Potter, Jamesion, Bradley, & Mogg, 2015) found that
greater variability in distress during exposure tasks predicted better outcomes, as did the
use of exposures that incorporated stimuli targeting more than one anxiety symptom.
Hedtke, Kendall, and Tiwari (2009) found that youth safety-seeking behaviors (i.e.,
behaviors that promote avoidance and/or escape) during exposure tasks predicted poorer
outcomes. Similarly, Chu and colleagues (2015) found that youth avoidance (a treatment
interfering behavior) was associated with higher anxiety. Finally, how the client “makes
sense of” the experience following an exposure task is important to outcomes (Crawford,
Frank, Palitz, Davis, & Kendall, in press). Tiwari, Kendall, Hoff, Harrison, and Fizur
(2013) found the post-event processing, but not pre-event processing, was associated with
improved anxiety outcomes at posttreatment. They suggested that post-event processing
solidifies evidence against distorted thinking that occurred prior to the exposure. The
above findings are further supported by another study (Peris et al., under review) which
found that a greater “dose” of challenging exposure tasks, greater youth compliance with
the tasks, and greater youth mastery of the tasks are associated with improved outcomes.
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Findings have also supported the utility of cognitive restructuring as an important
aspect of CBT for anxious youth. In addition to being associated with an increased rate of
improvement in symptoms (Peris et al., 2015), changes to youth cognitions have also
been found to be a mediator of treatment outcome. For instance, changes to a youth’s
negative self-talk (i.e., anxious thoughts) significantly mediated anxiety improvement at
posttreatment, such that reductions in negative self-talk were related to lower anxiety at
posttreatment. Meanwhile, changes to positive self-talk did not mediate outcome
(Treadwell & Kendall, 1996; Kendall & Treadwell, 2007). Similarly, increases in a
youth’s sense of self-efficacy (e.g., confidence in ability to effectively manage anxiety)
has also been identified as a mediator of improvements following a course of treatment
(Kendall et al., 2016).
Other treatment components have not been found to lead to improvement.
Relaxation training has not predicted an increased rate of improvement in anxiety
symptoms (Peris et al., 2015). This is consistent with other studies which have not found
relaxation training to influence outcomes (e.g., Craske, Rowe, Lewin, & Noriega-Dimitri
, 1997; Piacentini et al., 2011; Norton, 2012). Indeed, some studies have examined the
efficacy of CBT when the psychoeducation portion of treatment is removed or shortened
and have found outcomes comparable to treatments that include psychoeducation (e.g.,
Baer & Garland, 2005; Gryczkowski et al., 2013; Vande Voort, Svecova, Jacobson, &
Whiteside, 2010). Though psychoeducation may, to some, seem unnecessary in treatment
for anxious youth, others have suggested that the inclusion of psychoeducation may help

77

youth and parents “buy-in” to exposure tasks, thus, encouraging family involvement in
therapy (Crawford, EA et al., in press).
Although CBT teaches many different skills to help youth overcome anxiety,
some procedures have demonstrated greater efficacy than others. As noted, relaxation
training does not seem to be associated with greater symptom reduction whereas
cognitive restructuring and exposure tasks are associated with accelerated reductions in
anxiety symptoms. In particular, exposure tasks demonstrate the greatest efficacy when
they evoke anxiety, there is a greater “dose” of challenging tasks, and avoidance is
limited. Additionally, exposures tasks are further bolstered by reviewing the task after its
completion and when youth show greater compliance and mastery of the task.
Predictors, mediators and moderators of youth anxiety treatment
Despite the demonstrated efficacy of CBT, approximately one third of youth
remain symptomatic at the end of a typical 12- to 16-week course of treatment (James et
al., 2013). There is a plethora of research on the predictors associated with outcomes and
emerging research on the mediators and moderators of the outcomes. The following
section will review these predictors/risk factors as they have been studied in youth and
their parents/families. For the purposes of this paper, these predictors will be considered
in the framework proposed by Fjermestad and colleagues (2016) to describe the
relationship between client factors, treatment procedures, and therapeutic processes. The
authors describe pre-treatment “therapy inputs” as the characteristics of the youth, parents
and family, and therapist that are present prior to the start of therapy yet exert an
influence on the delivery of the treatment procedures or the therapeutic processes (e.g.,
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alliance, involvement, therapist actions). The therapy inputs include demographic factors,
personality/temperamental characteristics, psychological symptom severity, and
comorbid disorders. Parent/family characteristics are also important to consider as
parents maintain several roles in treatment, from providing information about the child
(e.g., background), collaborating with their child’s acquisition of new skills, and/or being
co-clients to learn how to better manage their own anxiety (Kendall, Crawford, Kagan,
Furr, & Podell, in press). The findings regarding youth and family pre-treatment
characteristics and outcomes in youth anxiety treatment will be reviewed.
Child predictors and mediators. Several child factors have been examined as
predictors and as possible mediators of outcomes. These have included demographic
variables, symptom severity, and comorbidity. Generally, demographic factors have not
been associated with differential outcomes in anxiety severity at posttreatment. For
example, gender has not predicted differential outcomes in CBT for anxious youth
(Kendall, Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008; Weisz et al., 2017).
Youth age has been associated with mixed findings: some studies have found that older
child age predicts lower response (Bodden et al., 2008; Ginsburg, et al., 2011; SouthamGerow, Kendall, & Weersing, 2001) whereas most other studies have not found age to be
a predictor (e.g., Alfano et al., 2009; Kendall & Peterman, 2015; Weisz et al., 2017).
Race has also not been found to predict or moderate treatment response (e.g., Compton et
al., 2014; Treadwell, Flannery-Schroeder, & Kendall, 1995; Southam-Gerow et al., 2001;
Wesiz et al., 2017), but it has been associated with differences in rates of treatment
completion, with ethnic minorities more likely to drop out of therapy early or to refuse
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treatment (Kendall & Sugarman, 1997). Youth living in single-parent households have
also been found to be more likely to drop out of treatment early (Kendall & Sugarman,
1997) but not to show differential outcomes (Southam-Gerow et al., 2001).
In examining pre-treatment severity of youth symptoms, findings have revealed
mixed relationships with outcome. Some studies have found that youth with higher
pretreatment anxiety are likely to continue to have greater anxiety severity at
posttreatment compared to youth with less severe anxiety (Garcia et al., 2010). On the
other hand, other studies have found that youth with more severe social anxiety at
pretreatment show greater reductions in anxiety by posttreatment than youth who are not
as anxious initially (Kley, Heinrichs, Bender, & Tuschen-Caffier, 2012). Still other
studies have found that youth with greater anxiety severity demonstrated similar
treatment gains at posttreatment as youth with less severe anxiety (Walkup et al., 2008).
With regard to dropping out, youth with lower anxiety severity at pretreatment tend to
terminate treatment early compared to youth with greater anxiety who are more likely to
complete a full course of CBT (Kendall & Sugarman, 1997).
Other symptoms that youth experience have been shown to influence treatment
outcome. Generally, youth with comorbid disorders are more likely to have greater
posttreatment anxiety than youth without one (Ginsburg et al., 2011; Liber, van
Widenfelt et al., 2010); however, this finding has not been consistent across the literature.
Some have found that anxious youth with comorbid ADHD demonstrate worse treatment
response and do not maintain their treatment gains as well as youth without comorbid
ADHD (Halldorsdottir et al., 2015). Nevertheless, other studies have found that youth

80

with comorbid externalizing disorders do not differ from their non-externalizing disorder
counterparts with regard to treatment gains (Rapee, 2003). In examining the association
between symptoms of autism spectrum disorders and anxiety, it has been found that
youth with moderate levels of ASD symptoms do not respond as well to individual CBT
as youth who do not display these symptoms, but this difference was not present when
looking at youth who participated in family CBT (Puleo & Kendall, 2011). Differences in
findings for anxious youth with depression have been noted. For instance, youth
depressive symptoms in treatment have been significantly associated with worse
outcomes following CBT (Berman, Weems, Silverman, & Kurtines, 2000; O’Neil &
Kendall, 2012); however, a diagnosis of depression was not associated with differential
treatment response (O’Neil & Kendall, 2012).
Parent and family predictors. Although individual youth treatments primarily
focus on working with the youth, parents remain an integral part of treatment; thus,
parent and family factors influence outcome in youth anxiety treatment. The pretreatment characteristics that have been examined include parent psychopathology,
parenting behaviors, and family stressors (Fjermestad et al., 2016).
Parent demographic factors, such as socioeconomic status and level of parental
education, have not been shown to be predictors of early treatment termination (Kendall
& Sugarman, 1997). Similarly, these demographic factors have also not been associated
with differential treatment outcome (Southam-Gerow et al., 2001). Variables associated
with the whole family unit have also been identified as predictors of treatment outcomes.
For example, poorer treatment response has been associated with families experiencing
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greater dysfunction as well as greater parental stress and frustration (e.g., Crawford, A &
Manassis, 2001; Victor, Bernat, Berstien & Layne, 2007). Fortunately, family
dysfunction has been found to improve over the course of the CBT, although it was not
identified as a moderator of youth outcome (Compton et al., 2014).
Parental psychopathology has been implicated in youth treatment outcomes. For
example, greater maternal depressive symptoms have predicted lower youth response
rates (Berman et al., 2000; Southam-Gerow et al., 2001). Similarly, parental anxiety has
also predicted lower youth response rates in CBT (Bodden et al., 2008; Kendall, Hudson,
et al., 2008). Parent’s own anxiety symptoms may serve to inadvertently maintain their
child’s anxiety and to interfere with the success of treatment (Barmish & Kendall, 2005).
It is thought that anxious parents of anxious youth may employ less successful parenting
strategies, such as modeling anxious coping and accommodating their children’s anxiety
(e.g., including giving reassurance, helping youth avoid anxiety-provoking situations;
Kagan, Frank, & Kendall, in press; Kendall et al., in press; Whaley, Pinto, & Sigman,
1999).
There is some evidence that parental anxiety may have a differential influence on
outcome depending on the age of the child. As youth become more autonomous in
adolescence, family influences become less potent as peer influences start to increase
(Hudson, Kendall, Coles, Robin, & Webb, 2002). Parent anxiety symptoms may have a
greater influence in younger children compared to adolescents, such that parental anxiety
symptoms do not appear to influence adolescent outcomes, but greater parental anxiety
reduces child outcomes (Bodden et al., 2008; Berman et al., 2000). When examining
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differences in parent involvement during CBT, younger children (7-10 years) have
demonstrated greater improvements following CBT that incorporated parental
involvement than CBT alone, whereas older children did not demonstrate a difference
between treatments (Barrett, Dadds, & Rapee, 1996).
In sum, youth and parent pre-treatment characteristics can be associated with
therapeutic outcomes. Demographic factors, such as gender, race, and SES, do not appear
to predict outcome in youth who complete a full course of CBT, although race and
household composition predict likelihood of early treatment termination. Comorbid
conditions have generally been associated with poorer outcomes. Findings regarding
severity of a youth’s anxiety have been mixed, and sometimes conflicting. Parent
characteristics have also been shown to impact treatment success rates. For instance,
greater parent psychopathology (e.g., anxiety and depressive symptoms) is associated
with reduced maintenance of gains, particularly for younger children compared to
adolescents. Further research is required to establish the nuances of these relationships
with outcome as differences in findings may be attributed to other factors, such as those
that occur within therapy.
Therapeutic Processes
Given the findings that certain therapeutic procedures predict better outcomes
(i.e., cognitive restructuring and exposure tasks) and the findings that youth clients and
their parents present with a variety of pre-treatment characteristics that may interfere with
outcomes, there is a need to identify strategies that help clients engage with therapy.
There are factors that have an influence during the intervention itself, which can broadly
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be referred to as therapeutic processes occurring within and across sessions. The
processes include (a) the therapeutic alliance, (b) youth involvement with therapy, (c)
parent involvement, and (d) therapist behaviors. In the following sections, each of these
processes will be considered in treatment-seeking youth, with and without anxiety
disorders. Additionally, the process findings will be reviewed across treatment modalities
(i.e., not limited to CBT).
The predominant therapeutic process studied in the literature, the alliance,
including a discussion of its definition, components, and empirical findings, will be
considered first. However, as there is great variability both in how the alliance is
conceptualized in youth as well as the manner in which it is studied, there will also be a
discussion of the conceptual and methodological concerns involved in studying this
construct. Following this, therapeutic processes related to involvement in therapy will be
presented at an alternate/supplement to the study of alliance. These topics will encompass
youth and parent involvement behaviors in session that are associated with outcomes.
Then, therapist behaviors that encourage (or discourage) involvement will be discussed.
Alliance
The most widely studied therapeutic process variable is the alliance and it is
considered an important aspect of any intervention for change to occur (Knepley, Frank,
& Kendall, in press). Indeed, in a survey of over 1,000 child mental health practitioners,
90% of the practitioners reported that they believed the relationship between the therapist
and the youth to be “very much” or “extremely” related to change in therapy (Kazdin,
Siegel, & Bass, 1990), a far greater percentage than those who saw therapy procedures to
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be important for change (DiGiuseppe, Linscott, & Jilton, 1996; Kazdin et al., 1990).
From a client perspective, youth commonly recalled the therapeutic relationship as one of
the memorable treatment aspects three years following completion of an anxiety
intervention (Kendall & Southam-Gerow, 1996). In the subsequent sections, a discussion
of how alliance has been conceptualized in the youth literature will be presented.
Following the description of alliance, the findings between alliance and outcome will be
reviewed, including the pattern of alliance over the course of therapy and predictors of
alliance quality. As will become apparent, there are many inconsistencies in the alliance
literature; thus, the section will end with a thorough discussion of the conceptual and
methodological concerns related to studying alliance in youth.
Youth Alliance: Conceptualized. Despite the perceived importance of the
alliance, researchers have yet to conclusively define alliance in youth samples. According
to Bordin (1979), the alliance consists of the affective and collaborative aspects of the
relationship between the client and therapist. He posits a three-factor model of alliance as
containing: (a) the affective bond between client and therapist, (b) agreement on therapy
goals, and (c) agreement and collaboration on therapeutic tasks. Although it appears to be
a three-factor construct in adults, the alliance has also been considered to be a singlefactor construct in youth (Johnson, Hogue, Diamond, Leckrone, & Liddle, 1998; Hogue,
Dauber, Stambaugh, Cecero, & Liddle, 2006; DiGiuseppe et al., 1996; Florsheim,
Shotorbani, Guest-Warnick, Barratt, & Hwang, 2000). The single-factor perspective has
arisen because, when considering youth development, youth may not have the cognitive
maturity to discern between the different aspects of the alliance (e.g., the ability to
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separate the affective components from task/goal agreement; Elvins & Green, 2008). It
may also be the case that if one aspect of the alliance is not established in youth therapy,
then the alliance as a whole may suffer or fail to become firmly established (DiGiuseppe
et al., 1996). Yet another model of alliance has proposed a two-factor model consisting of
the personal alliance (e.g., the interpersonal relationship between the client and therapist)
and task alliance (e.g., the relationship to the tasks of therapy; Elvins & Green, 2008;
Green, 2006; Hougaard, 1994). However, this model has received little attention in the
literature generally and has not been examined in youth (Elvins & Green, 2008).
Regardless of the model, the bond component has been argued to be particularly
important for a strong alliance in youth therapy (e.g., Shirk & Saiz, 1992).
Regardless of how alliance is defined in youth, it is thought to be a necessary,
though insufficient, component of youth therapy (e.g., Karver, Handelsman, Fields, &
Bickman, 2006) and may serve as a mediator between patient characteristics (i.e., child
and parent characteristics) at the start of treatment and outcome in youth interventions
(Howard, Turner, Olkin, & Mohr, 2006). However, it has been suggested that forming an
alliance with children and adolescents may be more difficult than with adults (e.g., Shirk
& Saiz, 1992). The primary reason identified for this supposition is that youth clients
rarely refer themselves to treatment (e.g., DiGiuseppe et al., 1996; Shirk & Saiz, 1992);
thus, they may not be as “willing” to participate as adult clients who themselves may seek
therapy. The problem of alliance formation can be considered within the “stages of
change” framework (Prochaska & DiClemente, 1992). Briefly, the stages of change
include: (a) the precontemplation stage, when the client does not have a desire to change,
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(b) the contemplative stage, when the client acknowledges that a problem exists and
considers alternatives, (c) the preparation stage in which the client intends to take action
to overcome the problem, (d) the action stage, when the client takes identifiable steps to
make changes, and (e) the maintenance stage, when the client begins to consolidate the
changes they have made to prevent relapse. Adults typically enter therapy once they have
entered the contemplative, preparation, and/or action stage of change, as indicated by
their decision to reach out to a provider for help. With youth, however, the decision to
begin therapy is often, though not always, made by an adult in the youth’s life, such as a
primary caregiver (i.e., parent), rather than having made the decision of their own accord
(Chu et al., 2005; Karver, Handelsman, Fields, & Bickman, 2005; 2006). Thus, many
children and adolescents may begin therapy in the precontemplative stage and may not
view their emotions and behaviors as problematic (DiGiuseppe et al., 1996). Being in the
precontemplative stage may interfere with a youth’s motivation to participate in therapy
and may be associated with limited insight about their behavior and emotions. These
difficulties may lead to youth resistance to treatment, which then limits their ability to
form a strong alliance as there may be a low affective bond with the therapist and little
agreement on the goals/tasks of therapy (Karver et al., 2006; Shirk & Karver, 2003). As
will be reviewed below, the difficulty in forming a strong alliance may impact the
success of treatment overall.
Relationship between alliance and therapeutic outcomes. Research has
generally supported an association between alliance and outcome in youth treatment (e.g.,
Chiu, McLeod, Har, & Wood, 2009; Hawley & Weisz, 2005; Hudson et al., 2014;
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Marker, Comer, Abramova, & Kendall, 2013; McLeod & Weisz, 2005; Liber, McLeod,
et al., 2010; Rapee, Schniering, & Hudson, 2009), although the magnitude of the
association has been modest with effect sizes (ES) between .20 and .24 (Shirk & Karver,
2003; Shirk, Karver, & Brown, 2011). The therapeutic relationship has also been found to
be associated with better treatment response for anxious youth receiving CBT alone
compared to youth receiving CBT and a concurrent SSRI (Cummings et al., 2013).
Problems in the therapeutic relationship have been found to be associated with early
treatment termination in youth clients (Garcia & Weisz, 2002). For example, among
youth with a variety of presenting problems in a community clinic, one of the reasons for
ending treatment prematurely was that the family simply did not like the therapist (Garcia
& Weisz, 2002). Indeed, stronger alliance has been found to be associated with greater
overall treatment satisfaction (Hawley & Weisz, 2005). Nevertheless, some studies did
not find a significant association between alliance and outcome in youth anxiety
treatment (Kendall, 1994; Kendall et al., 1997; Liber, McLeod, et al., 2010).
Evidence also suggests that the magnitude of the effect size (ES) of the allianceoutcome association differs depending on the presenting problems of the youth. In a
meta-analysis (McLeod, 2011), the alliance in youth with externalizing or mixed
problems showed the greatest effect size in predicting outcome (ES = .22 and .24,
respectively), which was significantly greater than the ES in youth with internalizing
(.10) and substance use (.07) disorders. Relatedly, the effect size of the relationship of the
alliance to outcome association seems to differ according to which informant is reporting
on the alliance between the youth and therapist (McLeod, 2011). Parent report shows the
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largest ES (.28), followed by therapists (.18), children (.14), then observers (.06).
McLeod (2011) also found that timing of alliance measurement to have differential effect
sizes in predicting outcomes. The effect size was largest when alliance was measured late
in treatment (.34), followed by an average effect size across sessions (.20), middle of
treatment (.19), post treatment (.16), and then early in treatment (.06).
Despite the variability in findings, it may be that the pattern of alliance is a better
predictor of outcome than alliance measured at any one time (Chiu et al., 2009; Hudson
et al., 2014). Having a strong alliance appears to be most beneficial to therapy when
present in early sessions. Among anxious youth receiving CBT, having a stronger
alliance early in treatment has predicted greater improvement in anxiety symptoms at
mid-treatment, (Chiu et al., 2009) and at post-treatment (Hudson et al., 2014).
Conversely, alliance measured in later sessions has not been associated with treatment
outcome (Hudson et al., 2014). Liber, McLeod, and colleagues (2010) found that the
effect size between alliance and post-treatment outcome is greater when alliance is
assessed early in treatment than when assessed in later sessions. It has been proposed that
a strong, early alliance promotes a youth’s involvement in treatment (McLeod et al.,
2014) which may allow youth to maximize the benefits of the intervention. In the context
of community clinics, findings have indicated that approximately 25-85% of clients may
terminate treatment prematurely (Connor-Smith & Weisz, 2003; Karver et al., 2005) and
may not receive a sufficient dose of the active ingredients in treatment (Karver et al.,
2005). In the realm of anxiety treatment for youth, it has been found that a third to a half
of clients drop out of treatment before receiving exposure tasks or receive few exposure
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sessions (Southam-Gerow, et al., 2010). As such, a strong early alliance may permit
clients to remain in treatment for longer while also helping them to be better engaged
with the tasks of therapy.
The pattern of the alliance throughout a course of treatment has been examined.
Studies have been consistent in finding that the alliance does not appear to be static;
rather, it fluctuates throughout therapy. However, studies have differed on how the
alliance fluctuates during therapy. Some evidence suggests that alliance between a youth
and therapist improves throughout treatment. Shirk and Karver (2003) posited that this
finding may reflect two separate, rather than mutually exclusive, possibilities. On one
hand, the alliance may be perceived as improving as symptom improvement occurs. On
the other hand, youth may require more time to develop a positive alliance with their
therapist. Another perspective is that alliance may follow a high-low-high pattern or one
of an alliance rupture followed by alliance repairing (Horvath & Luborsky, 1993;
Kivlighan & Shaughnessy 2000; Safran, Crocker, McMain, & Murray, 1990). Another
study has found alliance to increase in early sessions and reach asymptote (level-off) just
before mid-treatment (Kendall et al., 2009). Yet, another study found child-rated alliance
during youth anxiety treatment to decrease from the initial session to final session,
although the magnitude of the change was small (Hudson et al., 2014).
Despite these different findings in the trajectory of alliance, few studies have
examined the direction of the relationship between alliance and outcome (Rapee et al.,
2009): does strong alliance formation precede improvements in symptoms and/or
functioning or vice versa? Creed and Kendall (2005) suggested that treatment gains may
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be associated with changes in the strength of the alliance. One study examined the
direction of the relationship between alliance and symptom improvements in anxious
youth receiving family-based treatment (Marker et al., 2013). Results indicated a
reciprocal relationship between alliance and anxiety improvement, although findings
differed depending on who reported the alliance (e.g., youth, mothers, fathers, or
therapists). Therapist- and mother-rated child-therapist alliance showed a medium effect
when prospectively predicting child-reported anxiety reduction later in therapy. However,
reduction in the youth’s report of anxiety symptoms had a small-medium effect when
predicting later therapist- and father-rated child-therapist alliance (Marker et al., 2013).
This study did not find child-rated alliance and symptom improvement to have a
significant relationship with each other in either direction.
Taken together, alliance appears to be a relevant and important construct in youth
therapy that is associated with outcomes. Based on the modest magnitudes of the
associations, it can be argued that the alliance is a necessary but insufficient factor.
Additionally, the alliance demonstrates that greatest relationship with outcomes when
strongest in early sessions compared to later sessions. Studies have also generally found
the alliance to level off or even reduce slightly over the course of the treatment. However,
there has been great variability in findings that may limit conclusions that can be drawn.
Moreover, few studies have examined the direction the relationship between alliance and
outcome. Evidence suggests that it may be a reciprocal relationship with improvements in
symptoms predicting increases in alliance and vice versa.
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Factors associated with alliance. A variety of factors have been examined in
relation to alliance, including interventions and characteristics of the client and therapist.
Importantly, alliance has not been found to differ across treatment types (e.g., individual
or family), orientations (e.g., CBT, psychodynamic, etc.), level of care (i.e., inpatient vs.
outpatient), length of therapy, or use of a treatment manual (see McLeod, 2011). This last
finding is important in the context of evidence-based treatments because some clinicians
incorrectly believe that following a treatment manual may hinder the formation of
alliance (Connor-Smith & Weisz, 2003). This belief is particularly relevant when
considering the use of exposure tasks in CBT for anxiety which require therapists to
encourage youth to confront anxiety-provoking situations, likely perceived as challenging
and emotionally demanding (Kendall & Ollendick, 2004). It has been posited that the use
of exposures may provide an opportunity for an alliance rupture (Kendall et al., 2009).
However, in a study of anxious youth randomly assigned to receive family CBT with
exposure tasks or a family support condition, the trajectory of alliance did not differ
between the groups following the onset of exposure, indicating that the tasks were not
associated with a rupture in the alliance (Kendall et al., 2009).
Client factors associated with the strength of the alliance have also been
examined. The alliance does not seem to be influenced by adolescent demographic
characteristics (e.g., gender, race, SES; e.g., Garner, Godly, & Funk, 2008). The strength
of alliance has differed depending on the age of the client and the ease of alliance
formation may differ depending on the age of the youth. It has been suggested that
alliance may be more difficult to form with adolescents as they are becoming more
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independent and may not be as cooperative in therapy (Hudson et al., 2002). Supporting
this hypothesis, a meta-analyses by McLeod (2011) found that the alliance-outcome
relationship was stronger in children (ES=.20) than in adolescents (ES=.10).
Like youth characteristics, therapist characteristics have been studied as
influences on the alliance with youth clients. Therapist demographic characteristics have
been relatively understudied (Fjermestad et al., 2016). One study examined therapist
gender and did not find it to predict the strength of the alliance (Garner et al., 2008);
however, no other studies have examined demographic characteristics. Therapist
professional characteristics, including training, adherence to the treatment protocol, and
type of clinician (e.g., professional, graduate student, or researcher) have been examined
and have also not been found to be associated with alliance (McLeod & Weisz, 2005;
McLeod, 2011). Therapist interpersonal characteristics have received attention and
appear to be associated with the youth-therapist alliance (Fjermestad et al., 2016; Karver
et al., 2005). Therapists who are warm, empathic, show positive regard for their clients,
and are genuine have clients who seem to have better alliance and outcomes in therapy
(Karver et al., 2005, 2006). It has been posited that these characteristics help to promote a
client’s growth within the therapeutic context (Cormier & Nurius, 2003). Showing
warmth, respect, and unconditional positive regard are key characteristics that show a
therapist’s concern and caring for a client (e.g., Bohart, Elliott, Greenberg, & Watson,
2002; Rogers, 1957, 2007). This then leads the client to perceive the therapist as
trustworthy, dependable, honest, genuine, and empathic. These perceptions together serve
to further a client’s feelings of validation and of having value, thus supporting a positive
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bond and a strong alliance (Karver et al., 2005). On the other hand, therapists who “push”
youth clients to talk to soon or who are overly formal when interacting with youth have
been shown to have weaker alliances (Creed & Kendall, 2005).
In sum, the alliance does not appear to be influenced by the type or orientation of
treatment children and adolescents receive. Despite its touted necessity, there has been a
relative dearth of factors that predict a strong alliance. It appears that youth demographic
factors are not associated with quality of alliance, but there has been a limited work on
other youth characteristics that may be associated with alliance formation (e.g., symptom
severity, comorbidity). Age has been identified as one youth factor to predict the strength
of alliance, with adolescents demonstrating weaker alliances than children. As the other
equally important participant of the therapeutic relationship, therapist characteristics have
also been examined. Few studies have examined the association between therapist
demographic characteristics and alliance. The focus has primarily been on therapist
interpersonal characteristics. In this area, findings have been consistent that therapists
who are warm, empathic, and have positive regard for their clients tend to have stronger
alliances and better youth outcomes.
Conceptual and methodological concerns with alliance. Although alliance
appears to be an important factor in youth therapy, there has been great variability in
findings that have limited the conclusions that can be drawn. The variability in findings
may be attributed to a lack of clarity in the conceptualization of alliance in youth. Of
note, much of the work in alliance has been adapted down from the adult literature rather
than defining how alliance should be examined from the perspective of youth (e.g.,
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Elvins & Green, 2008). As such, it is not clear whether (a) alliance for children and
adolescents should be defined as it is in adults (i.e., a three-factor model) and (b) whether
youth have the cognitive ability to distinguish between different components of the
alliance. Even within the cohort of “youth,” alliance likely takes different forms for
young children and adolescents. Furthermore, this conceptual concern has both created
and is exacerbated by methodological inconsistencies in the measurement of alliance
across studies and populations. These concerns will be further discussed in the
subsequent section.
One of the major concerns regarding alliance in youth therapy is the lack of a
clear, well-defined construct (e.g., McLeod, 2011; Karver et al., 2006)—a situation that
has likely contributed to the mixed findings. Adding to the concern, few studies in the
youth literature have measured the validity of the youth scales used to measure alliance
(Elvins & Green, 2008). This is problematic when considering that work on alliance has
not come to the clear conclusion of whether alliance in youth is a single-factor construct
or if is better conceptualized as a three-factor construct, as it is in adults (bond, goals, and
tasks). Although arguments have been made in favor of each, the available research has
not yet allowed for a succinct answer to this question. From a developmental perspective,
it has been argued that youth may not have the cognitive capacity to distinguish between
the different components of alliance, making careful assessment of the individual
components difficult (Shirk et al., 2011). On the other hand, it may be the case that the
different components may vary in their importance depending on the developmental level
of the client. For example, younger children who are not as cognitively advanced may
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require a secure bond with their therapist, whereas it may be more important for
adolescents to have collaborative goals and agreement on therapeutic tasks with their
therapist. Studies that have examined children and adolescents together may have
confounded this potential difference.
Many measures of alliance focus primarily on the bond component, without as
much emphasis on the agreement of tasks and goals. Combined with findings that
alliance tends to be stronger in children compared to adolescents (McLeod, 2011), studies
using measures with a primary focus on the affective bond may be overlooking an
important aspect of alliance for older youth; thus findings may not be as robust as they
would be if the task/goal agreement component were consistently measured in this age
group. Indeed, there has been relatively little research devoted to determining the
importance of agreement on goals and tasks in youth therapy. However, there is evidence
that suggests this may be an important area to examine. It has been suggested that
because youth may not have the same awareness and acknowledgement of their
behaviors/emotions as problematic as adult clients, youth clients may not agree on the
goals and tasks of therapy (DiGiuseppe, 1988; Kendall, 1991; Kazdin, 1988). However,
there has been a paucity of work on whether youth, their parents, and therapists agree on
treatment goals. In a study of community mental health treatment seeking families, more
than 60% of parent-child dyads disagreed on the primary referral problem (Yeh & Wiesz,
2001). When including the clinician in this relationship, nearly 75% of child-parenttherapist triads did not agree on a single target problem at the start of treatment, and
approximately half did not agree on a broadly defined target area (Hawley & Weisz,
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2003). Moreover, therapists tended to agree more with the parent’s emotional and
behavioral targets and goals for their child’s therapy than they did with the targets and
goals identified by the youth (Hawley & Weisz, 2003). Hawley and Weisz (2003)
suggested that this disagreement with youth may prevent strong alliance formation as
well as pose a challenge to establishing youth motivation to engage with and participate
in treatment, thus, negatively impacting the success of treatment. Indeed, a study of CBT
for anxious youth found that treatment outcome (as measured by youth self-report,
parent-report, and teacher-report) was moderated by the youth’s disclosure of their
anxiety (which was identified as problematic by parent and independent evaluators):
youth who did not disclose anxious distress (i.e., did not endorse having an anxiety
problem) did not make as much improvement as their disclosing counterparts (PanichelliMindel, Flannery-Schroeder, Kendall, & Angelosante, 2005). The authors posited that
youth who recognize and disclose more anxiety may be more open and willing to
participate in the intervention and discuss and learn to manage their distress, whereas low
disclosing youth may perceive that they are learning strategies in therapy that do not
apply to them and may require help to become self-aware (Panichelli-Mindel et al.,
2005). However, there has been no direct examination of whether problem and goal
(dis)agreement between parents, youth, and therapist impacts the alliance or other
processes of therapy.
Though there has been limited work overall on the specific components of
alliance that are most important in youth, this may be related to developmental concerns
of working with youth. A youth’s developmental level influences the way in which a
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youth engages in therapy (Grave & Blissett, 2004), and the role of alliance may change
over the course of development (DiGiuseppe et al., 1996; McLeod et al., 2014). Shirk and
Saiz (1992) proposed a developmental schema for alliance formation. They posited that
there are four aspects involved in the creation of a positive alliance with youth. These
include a youth’s ability to (a) have positive attachments, (b) evaluate their own
behavior/emotions, (c) form internal attributions of their behaviors, and (d) connect their
efforts to successful outcomes. DiGiuseppe et al. (1996) discussed the development of
self-evaluation abilities as a potential obstacle to a youth’s ability to have agreement with
goals in the context of alliance. Indeed, the ability to evaluate the self develops as youth
age and mature (Grave & Blissett, 2004). For instance, youth in early childhood are
unable to differentiate between wishful and actual self-schemas (e.g., Stipek, 1984),
whereas adolescents have this ability. Depending on a youth’s developmental stage, the
lack of this ability may be an obstacle to developing a strong alliance along the lines of
agreeing upon treatment goals and tasks (DiGiuseppe et al., 1996).
Attachment may also play a role in alliance (Elvins & Green, 2008; Green, 2006).
From a developmental perspective, it may be important to establish a “firm base” with
youth in therapy, in much the same way children do with parents early on in their social
and emotional development (Bowlby, 1988; Eagle, 2006). Given the different cognitive
developmental stage a youth may be in while in therapy, it may be the case that different
components of the alliance are the foundation of the “firm base.” For example, it may be
the case that a positive bond with the therapist may be necessary and sufficient for a
strong alliance in children, and agreement on the tasks and goals may not be as important
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(DiGiuseppe et al., 1996). Young children may benefit from having different play
components, special interests, and activities incorporated into their sessions to help with
alliance formation (Friedberg & Gorman, 2007). They may also need more parental
involvement to stay engaged with therapy (Knepley et al., in press). On the other hand,
adolescents may require agreement on goals and tasks, in addition to or over having a
positive bond (DiGiuseppe et al., 1996). Adolescents may also desire less involvement
from their parents (Knepley et al., in press) and parental involvement may hinder
treatment outcomes by interfering with development of the alliance between adolescent
and therapist (Karver et al., 2006; Kendall & Choudhury, 2003).
Another area not considered in the literature is whether the importance of
different alliance components changes during treatment. For example, it may be the case
that the bond component is most important early in treatment to initially establish the
relationship. However, agreement on tasks and/or goals of therapy may become more
important as once rapport is established and new skills are taught to the youth. This
seems relevant to work with anxious youth as, in most protocols, initial sessions are
geared toward developing the relationship while teaching some new skills. However,
these skills are not “put to the test” until the exposure phase of treatment begins. Kendall
and colleagues (2009) posited that implementing exposure tasks may require ongoing
collaboration between the therapist and youth. This collaboration would likely be difficult
without a positive bond between the two parties, as well as some agreement on the tasks
and goals of therapy.
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The conceptual concerns with alliance regarding its definition and developmental
considerations are compounded by concerns with the validity of findings thus far. Setting
aside the conceptual concerns that have likely had a substantial impact of the validity,
other concerns include the ecological validity and confounding variables that be present
in the relationship between alliance and outcomes. Kazdin (2006) questioned the
ecological validity of alliance findings because studies often find small variations in
alliance scores within a study. Additionally, several studies found uniformly high alliance
ratings, thus reducing the range of scores (Crawford, EA et al., in press). The restricted
variability in alliance scores reduces the ability of alliance to be differentially associated
with outcome. This has likely had the result of detracting from the magnitude of the
reported findings between alliance and outcomes. The restricted range on alliance
measures has limited the predictive ability of the construct and it is not clear whether the
small differences in scores signify clinically meaningful information that can be useful to
therapists.
In their meta-analysis, Elvins and Green (2008) argue that the concept of alliance,
as it currently stands in the literature, has suffered from remaining at the descriptive level
of the therapy participants’ (i.e., youth, parents, therapists, and observers) perception of
the alliance. This focus on the perception has likely obscured confounding variables that
influence the relationship between alliance and outcome (McLeod, 2011). These may
include client characteristics, the involvement of parents in the relationship, and other
process factors present during therapy. For instance, the literature has largely ignored
predictors of alliance outside of therapist interpersonal skills. Baseline characteristics of
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the youth participants, such as symptom severity, comorbidity, social and interpersonal
functioning, and interpersonal style, have rarely been examined as possible influences on
alliance quality (Kazdin, Whitley, & Marciano, 2006; Kivlighan, Patton, & Foote, 1998;
Couture et al., 2006). Another area largely neglected in the alliance literature is the
relationship between the parent and the child’s therapist (Elvins & Green, 2008).
Although many studies have examined the parent’s perception of the child’s alliance with
the therapist (e.g., Kendall et al., 2009; Marker et al., 2013), the parent’s alliance with the
therapist would seem an important relationship to examine as youth therapy would not be
possible without at least some involvement from parents. Parental involvement in
treatment ranges from being the ones to “nominate” their child for therapy, bringing them
to session each week, to needing to alter their own behaviors as part of the therapeutic
process for their children. Thus, parent alliance with the therapist (bond and agreement
on goals/tasks) may have an influential role in the youth’s treatment. This is particularly
important given that the parent’s and child’s alliance ratings often show weak
associations with each other (Green et al., 2001). Thus, the degree to which parents and
children agree or disagree with respect to the therapeutic alliance may also impact
outcomes.
The alliance literature also suffers from a lack of consistency in the methodology
used across studies (Elvins & Green, 2008). There has been a high degree of variability in
methods for measuring alliance, including the components of alliance that are measured,
who is reporting on the alliance, when it is measured, and how it is measured.
Additionally, there is notable method invariance within studies of alliance that may be
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influencing outcomes. In his meta-analysis, McLeod (2011) enumerated the variety in
child-report and parent-report measures of alliance. He identified 16 different
questionnaires for child-report and 10 for parent-report of alliance, each also having
variability in the number of items used to measure alliance. Upon examination of the
measures themselves, some examined one aspect of the alliance (typically bond), others
asked about two components (typically bond and task agreement), and others asked about
all three components (bond, task agreement, and goal agreement). Rarely have measures
represented all aspects of the alliance at once (Elvins & Green, 2008) and the measures
used differ from research group to group. Another serious concern is that factor analyses
of some of the measures have called into question their construct validity. Factors
generated from the subscales of the measures have not necessarily mapped onto expected
conceptual factors (Elvins & Green, 2008), again calling into question what is assessed
by these measures of “alliance” in youth.
In addition to problems with the measures themselves, there has also been little
consistency in who reports on the youth-therapist alliance in therapy. Studies have used
youth-report only, observer-report only, parent- and child-report, child- and therapistreport, and child- and observer-report (see McLeod, 2011 for review). Moreover, when
the same alliance informant is used across studies (e.g., youth-report), findings have
differed on the strength of the relationship between alliance and outcome. This may be
the result of the use of alternate measures between studies, which may be measuring
related, but slightly different alliance constructs/components (as described above).
Differences in findings may also be the result of variability in when in therapy alliance is
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measured. The majority of studies have examined alliance early in treatment (~53% of
studies; McLeod, 2011), whereas few have measured alliance in the middle or near the
end of treatment. The next most common time to measure alliance has been after
treatment completion (~14% of studies; McLeod, 2011), which potentially confounds
alliance ratings with response to treatment (i.e., improvement). This potential confound is
somewhat supported by McLeod’s (2011) meta-analysis that revealed that the ES of the
relationship between alliance and outcome is strongest when alliance is measured late in
treatment and smallest when measured early in treatment. Yet, another group of studies
has looked at the alliance averaged across treatment sessions which obscures changes in
alliance over the course of therapy. Fortunately, recent statistical methods have allowed
for the examination of trajectory of alliance as well as a comparison between changes in
alliance and in improvement (e.g., Kendall et al., 2009; Marker et al., 2013). As these
statistical methods are used more frequently, a more nuanced perspective of the allianceoutcome relationship can be uncovered.
The manner in which treatment outcomes and alliance are measured has also been
called in question. Kazdin and Nock (2003) identified concerns in the specific outcomes
that are measured, with some studies measuring symptom severity, while others examine
improvement in functioning, increase in coping skills, or reduction in distress (e.g.,
Karver et al., 2005; Salzer, Nixon, Schut, Karver, & Bickman, 1997). Many studies have
also used the same informant (e.g., child) and same method (e.g., self-report) to assess the
strength of the alliance and the outcomes (e.g., report of symptom severity). This method
invariance may bias results such that the relationship between alliance and outcome
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seems stronger than may be the case. This may also increase the likelihood of making a
type I error, or incorrectly rejecting the null hypothesis that alliance and outcome are not
associated with each other. The influence of method invariance is consistent with
findings from McLeod’s (2011) meta-analysis which found that when the same informant
rated the alliance and the outcome, the ES between the two was greater (.21) than when
different informants assessed the alliance and the outcome (.12). He posited that observer
ratings of alliance alleviate the problem of method invariance; however, observer ratings
also obscure the subjective experience of the alliance of the participants in the
relationship (McLeod, 2011).
Although the alliance is generally considered to be a necessary component of
youth therapy explaining a modest amount of variability in outcomes (ES ranging from
.12 to .22; e.g., McLeod, 2011), the conclusions drawn from the literature are limited by
several factors. First, and of greatest concern, the alliance construct itself has been poorly
conceptualized in youth therapy. Second, important areas have been underexamined,
including the possibility that important components of alliance may change over the
course of therapy and that parents have an important role in the youth’s treatment. There
has also been little work on predictors of alliance quality outside of therapist
interpersonal skills. Finally, variability in how alliance has been studied has likely
impacted the findings. There are a great variety of measures and studies have not
compared them. Moreover, there has been variability in who reports on the alliance and
the outcome, which has revealed different and/or inflated findings from study to study.
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These concerns together have led to a complicated and convoluted literature on the
importance and impact of alliance on youth treatment outcomes.
Involvement in Therapy
Given the limitations associated with the alliance, there is both reason and need
to examine other process relationships that influence the formation and maintenance of
the alliance and the achievement of outcome (Elvins & Green, 2008; Karver et al., 2006),
thus providing an opportunity to take evidence-based actions to improve the alliance.
When considering improving the alliance, there has been less work on what actions can
be taken to improve the perception of the relationship. These actions can generally be
referred to as involvement factors. Clients (youth and parents) are involved in therapy in
a particular way which can influence both the alliance as well as outcomes (Chiu et al.,
2009; McLeod et al., 2014; Shirk & Karver, 2006). Similarly, therapists also engage in
therapy in such a way to promote youth engagement so that youth are able to take
advantage of therapy for growth and improvement. As such, studying process factors
outside of alliance may be particularly important in youth therapy to ensure a stable,
accepting, and supportive environment for therapy, while reducing initial youth resistance
and encouraging engagement (Karver et al., 2005).
Whereas there is a dearth or research on the direct association between the
alliance and therapeutic engagement processes, many studies in youth have examined the
relationship between the process factors outside of alliance and treatment outcomes.
Karver and colleagues (2006) conducted a meta-analysis of the therapeutic process
variables that influence treatment outcome. Across the many domains of therapeutic
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processes (e.g., alliance, affect, interpersonal skills, participation, etc.), they found that
the average ES between all processes and outcome was .17, similar to the ES found by
McLeod (2011) when examining only alliance (ES = .14). The meta-analysis (Karver et
al., 2006) also examined the effect size of each process factor individually. They found
that the variables showing the largest effect sizes were therapist direct influence skills
(.40), counselor interpersonal skills (.35), the therapeutic relationship (primarily focusing
on the bond component of alliance (.37), and parent willingness (.31). Other important
variables were youth participation (.27), alliance with the family (.22), affect toward the
therapist (.21), and the therapeutic alliance (.21). Youth autonomy (.15) and the
therapeutic relationship with parents (.11) demonstrated small effect sizes, and therapist
self-disclosure did not show a significant relationship (Karver et al., 2006). These
findings emphasize the importance of examining process factors besides alliance to
ensure successful outcomes. Importantly, many of the processes identified, such as
direction influence skills and willingness, are processes that do not require improvements
in perceptions, but rather are modifiable by direct, concrete actions. The following
sections will review and discuss findings associated with these modifiable therapeutic
processes. Presented will be findings regarding processes in action prior to the first
session (e.g., youth/parent willingness and expectations) as well as those present within
and across therapy sessions (e.g., involvement, collaboration). These processes will be
reviewed as they relate to each therapy participant: (a) youth involvement factors, (b)
parent involvement factors, and (c) therapist behaviors influencing involvement.
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Youth involvement processes. In addition to their pre-treatment characteristics
(i.e., symptom severity, comorbid disorders), anxious youth also engage with therapy in a
variety of ways that can serve to support or hinder successful outcomes that can also be
addressed as a part of therapy. The processes that will be reviewed include beliefs of
youth prior to the start of treatment about how they will engage and how well therapy
will work for them. Youth also demonstrate a variety of behaviors during the sessions
that indicate how engaged with the therapeutic procedures they are. These processes that
may promote or inhibit treatment delivery will also be considered, including involvement
behaviors in session, comprehension of material, and affect during therapy.
Given that youth clients often do not come to therapy of their own accord and
may not have agreement with their therapist or parent(s) on the goals for treatment, they
may display an unwillingness to participate in the intervention (Karver et al., 2006).
Greater youth willingness to participate in treatment has been shown to be related to
greater participation in treatment as well as a reduced likelihood of terminating therapy
prematurely (Adelman, Kaser-Boyd, & Taylor, 1984; Kazdin, 2000; Karver et al., 2005).
Relatedly, a youth’s treatment expectations for the success or failure of treatment has also
been associated with outcomes (Karver et al., 2005). In samples of children and
adolescents with OCD (Lewin, Peris, Bergman, McCracken, & Piacentini, 2011) and
depression (Curry et al., 2006), youth with positive expectations for therapy demonstrated
better treatment outcomes, better homework compliance, and were less likely to drop out
of treatment prematurely.
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Though a youth’s willingness to participate and their expectations for treatment
are present prior to the first session, youth also engage in a variety of behaviors during
sessions. These behaviors can generally be referred to as a client’s involvement in
treatment. Involvement has been specifically defined as the youth’s level of participation
with therapeutic tasks within a session (Fjermestad et al., 2016). Indicators of
involvement consist of participation, effort, collaboration and cooperation, verbalizations,
on-task behavior, affect, and homework completion (Fjermestad et al., 2016; Karver et
al., 2005; Jackson-Gilfort, Liddle, Tejada, & Dakof, 2001; Tolan, Hanish, McKay, &
Dickey, 2002). Clients may also exhibit behaviors that detract from their involvement in
treatment, including behaviors that indicate hostility, inaccessibility of treatment, and
treatment difficulty (Colson et al., 1991). Other treatment undermining behaviors include
the distortion of information provided to the therapist by the client, expressing negativity,
and showing noncompliance with treatment requests (Karver et al., 2005).
Youth involvement in treatment has generally been shown to be associated with
outcomes (e.g., Braswell, Kendall, Braith, Carey, & Vye, 1985; Chu & Kendall, 2004;
Hudson et al., 2014), although like alliance, the direction of the relationship is not well
elucidated. Anxious children receiving CBT have demonstrated increasing observer-rated
involvement over the course of psychoeducation, peaking around mid-treatment (before
the start of exposures; Chu & Kendall, 2004, 2009). Additionally, youth who
demonstrated greater involvement early on were more likely to continue being involved
before the start of exposure tasks (Chu & Kendall, 2009). This finding has been
replicated by Hudson and colleagues (2014) who found that youth involvement followed
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a quadratic progression, such that involvement increased during the first portion of
treatment, peaking around sessions 9 and 10. Following this peak, youth became less
involved as they neared the end of treatment. The studies by Chu and Kendall (2004,
2009) and Hudson and colleagues (2014) examined positive youth involvement behaviors
(active participation) and negative involvement behaviors (e.g., avoiding, withdrawing)
combined. Crawford , EA et al. (under review) examined these positive and negative
involvement behaviors separately. Findings from this study indicated that the presence of
negative involvement behaviors during psychoeducation sessions predicted worse
outcomes, whereas positive involvement behaviors predicted positive outcomes
throughout treatment, but showed the strongest relationship when present during
exposure sessions. Additionally, concurrent SSRI use has been shown not to influence
youth involvement (Crawford, EA et al., under review).
Other studies have found differences in involvement depending on the setting or
treatment modality. In youth with behavior disorders (i.e., ODD and conduct disorder),
therapist-rated youth involvement was not found to change across therapy sessions
(Lindhiem & Kolko, 2010). However, engagement levels differed between youth in a
specialty clinic and those in a community clinic. Youth in community clinics showed less
initial engagement and a greater decline in engagement over the course of therapy than
did the youth receiving treatment in a specialty clinic, who had higher initial engagement
that remained relatively constant throughout the intervention (Lindhiem & Kolko, 2010).
This study also found that youth rated as more engaged during a session had lower
reported symptom severity at each session. When comparing treatments (CBT and
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nondirective supportive therapy [NST]) in depressed adolescents with a suicide attempt,
greater client involvement was positively associated with outcomes in CBT but not NST,
although this finding only trended toward significance (Karver et al., 2008). The authors
of this study noted that their small sample limited ability to find significant relationships,
as such, these results should be interpreted cautiously (Karver et al., 2008).
In addition to being involved in therapy, youth comprehension of the therapeutic
material is important to the treatment process. Fjermestad and colleagues (2016) defined
client comprehension as the youth’s demonstration of understanding of the skills and
lessons imparted through the specific interventions carried out by the therapist.
Comprehension of therapy material is important because a treatment or new strategy can
seem ineffective prematurely if efforts are not made to ensure the client has understood
what they were taught (Bellg et al., 2004). This may be particularly important with youth
clients who are in different developmental stages and may struggle to understand some
concepts or procedures (e.g., cognitive restructuring). However, concepts may be better
understood if presented in a developmentally appropriate manner, for example, through
the use of relevant metaphors (Friedberg & Wilt, 2010). Although youth comprehension
seems important to ensuring client understanding of therapeutic content (e.g., behaviors,
emotions; Doss, 2004), it is an area that has received little empirical attention in child
therapy.
Finally, youth affect or mood in session is another characteristic of involvement
that may influence the therapy. Research on affect is limited and has primarily been
examined within the bond component of alliance (Karver et al., 2005). However, a
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client’s affect in session has been shown to influence the intervention, both in the client’s
receptiveness to session material as well as in the therapist’s interaction with the youth
(Karver et al., 2006). It has been posited that clients displaying positive affect (indicating
that they feel better in session) may be more willing to participate in therapy and with the
therapist (Bohart, 2000; Hatcher & Barends, 1996; Karver et al., 2005; Howe & Silvern,
1981). Positive affect may also lead to a greater sense of self-efficacy (Bandura, Caprara,
Barbaranelli, Gerbino, & Pastorelli, 2003) as youth may feel more capable of coping with
their difficulties (Weinberger, 1995). Indeed, anxious youth who have had a positive
emotional state induced have reported lower state anxiety and are less likely to interpret
situations as threatening than youth in a “neutral” emotional state (Hughes & Kendall,
2007). On the other hand, youth exhibiting negative affect may have more difficulty
engaging with therapy. For example, in a study of anxious youth with depressive
symptoms, those who reported greater depressive symptoms had worse outcomes (O’Neil
& Kendall, 2012). O’Neil and Kendall (2012) posited that depressive symptoms may
interfere with a youth’s ability to engage with treatment. This is supported by findings
from a study of depressed adolescents (Jungbluth & Shirk, 2009). The authors reported
variability in the amount of resistance (e.g., hostility, frustration, negative reactions to the
therapist) shown by depressed adolescents during the first session of CBT and reported
that clients showing greater resistance during the first session tended to have worse
outcomes. Importantly, they also found that the client’s initial resistance influenced the
therapist’s response to them in session. Therapists who successfully navigated the client’s
resistance encouraged greater youth involvement in the subsequent session, which then

111

led to better outcomes compared to therapists who did not manage the resistance well
(Jungbluth & Shirk, 2009).
Youth involvement in therapy is an emerging area of study. Evidence indicates
that youth who are more willing to participate in therapy and who hold more positive
expectations for therapy prior to it start have better outcomes. Additionally, youth actions
in session have predicted treatment response. Of note, youth who are more actively
involved with the therapy material prior to mid-therapy have better outcomes. Similarly,
youth with positive affect within a session and better comprehension also tend to do
better. On the other hand, youth who are not as actively engaged with the material and
show greater resistance to therapy have worse outcomes.
Parent involvement factors. Like youth, parents hold beliefs and engage in
actions during their child’s therapy that can impact the success of the intervention beyond
their pre-treatment characteristics (i.e., psychopathology). For instance, a parent’s
willingness to participate in treatment is an important factor for youth outcomes for
several reasons. Parents are important for logistical aspects of their child’s treatment,
namely, being responsible for bringing their child to therapy each week (i.e., attendance;
Nock & Ferriter, 2005). Additionally, parent’s willingness to participate in therapy can
influence how openly parents share information about their child with the therapist
(Karver et al., 2005), how well their children adhere to treatment (e.g., homework
compliance, completion of exposure tasks; Crawford, EA et al., in press), as well as
engaging with new therapeutic material themselves (e.g., role plays, reducing
accommodation, trying new parenting strategies at home; Kagan et al., in press; Nock &
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Ferriter, 2005; Meichenbaum & Turk, 1987). A willingness to engage in new therapeutic
material may be particularly salient because parents may not realize or expect that they
will need to make changes themselves (i.e., altering parenting behaviors) to enhance their
child’s treatment outcomes (Nock & Kazdin, 2001). Indeed, it has been found the parents
who perceive treatments as too demanding are more likely to drop out of treatment
prematurely (Kazdin, Holland, & Crowley, 1997). Relatedly, a parent’s expectations for
treatment can impact outcomes (King, Currie, & Petersen, 2014; Morrissey-Kane &
Prinz, 1999). For example, poor parental expectancies for youth therapy have been
associated with lower attendance and greater premature termination (Nock & Kazdin,
2001).
Parental involvement in youth therapy has typically examined teaching a parent
strategies to help their child (i.e., encouraging bravery; Silk et al., 2013), reducing
accommodation in anxiety and OCD (Kagan et al., in press), and implementing
behavioral strategies in parent management training; e.g., Kazdin, 1993). Parental
involvement in session has been examined by evaluating the amount of time parents
spent in session with therapists (Dowell & Ogles, 2010; Haine-Schlagel, BrookmanFrazee, Fettes, Baker-Ericzen, & Garland, 2012). To our knowledge, no studies have
examined parent involvement with session content, such as the degree of active
participation, comprehension of material, or affect in session.
Therapist process factors. As the participant directing a session, therapists exert
influence on an intervention, through the specific procedures delivered as well as how
they are delivered. Therapist actions sway how clients perceive the therapist and the
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intervention. In this regard, it is important to understand the impact therapist
characteristics and actions have in youth therapy. Of note, many therapist influences are
dependent on client characteristics as the therapist will need to adapt to the characteristics
of each incoming youth and family (Karver et al., 2005) to “meet them where they are.”
Discussed in this section are several therapist characteristics and actions that can
influence the therapeutic process. The characteristics will include a therapist’s
interpersonal skills, attributions, and perceived credibility. Therapist actions will include
how therapists present the intervention, their therapeutic “style,” and actions that may
interfere with youth engagement.
As with alliance (discussed previously), therapist interpersonal skills interact with
client presentations. Skilled therapists are able to appropriately modify their approach
depending on the characteristics of the child (e.g., developmental, involvement level,
current distress; Friedberg & Gorman, 2007). For example, therapists would ideally take
a different approach for a client demonstrating poor insight and an unwillingness to
participate in treatment than for a client who expresses a desire to make changes.
Therapists with good interpersonal skills are better able to flexibly adapt their approaches
with clients when they are working together. For example, it has been found that
interpersonally skillful clinicians have different ways of relating to clients, including
altering their use of directive language and behavior, depending on the client’s initial
level of attachment to the therapist (Hardy, Stiles, Barkham, & Startup, 1998) and
depending on the developmental age of the client (Freidberg & Gorman, 2007). On the
other hand, therapists who are not as interpersonally skilled may not adapt their behavior
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appropriately given presenting client characteristics, which has been associated with
poorer outcomes in youth (Beutler, Rocco, Moleiro, & Tablebi, 2001).
Therapist’s perceptions, feelings, and subsequent reactions in situations can
influence the interaction with clients. From a social information processing perspective
(Crick & Dodge, 1994; Milner, 2003), a therapist’s personal characteristics influence
their perception of the client’s characteristics and the situations that present in therapy.
Based on the attributions the therapist has applied to the client’s behavior and/or situation
(e.g., explanation for why the youth is doing what they are doing, how to best engage the
client, and self-evaluation of the influences they are having on client), the therapist takes
certain actions toward and has certain reactions to the client (Karver et al., 2005). In line
with this perspective, a therapist’s own emotional reactions to the client or to situations
that arise in therapy (e.g., client distress) further serve to influence a therapist’s behaviors
in the session. Ackerman and Hilsenroth (2003) suggested that a therapist’s emotional
reactions may undermine their ability to effectively interact with and attend to their
clients. This may have the unwanted result of modifying the client’s perception of the
therapist’s characteristics, including how warm, trustworthy, interested in, and engaged in
the therapy the therapist is. This hypothesis has been supported by findings that indicate
that therapy trainees who demonstrated difficulty managing their own internal reactions
and emotions often engaged in negative and/or nontherapeutic behaviors, such as
showing annoyance in session or being overly directive with the client (Williams, Judge,
Hill, & Hoffman, 1997).
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The perceived therapist credibility is another characteristic that may impact the
therapy before any interventions are begun. It has been suggested that therapist credibility
is enhanced when clients perceive the therapist as trustworthy, attractive, and as having
expertise (Hoyt, 1996; Strong, 1968). The perception of credibility has been significantly
associated with increased client compliance in therapy as well as increased motivation for
change in cognitions and behavior (Hoyt, 1996). In the adult literature, credibility has
been strongly associated with positive expectations for therapy and improved outcomes,
but the importance of credibility has not been examined in youth samples (Karver et al.,
2005). Nevertheless, because youth come to therapy with their parents, it may also be
important that parents perceive their child’s therapist as credible to help with their
engagement throughout the intervention. Indeed, parents’ reasons for ending treatment
prematurely included that the therapist seemed incompetent, was not helping the child,
and did not explain the treatment enough to the family (Garcia & Weisz, 2002), actions
that seem to undermine the therapist’s credibility (i.e., having expertise, being
trustworthy).
The manner in which therapist explains and delivers the intervention can also
impact therapy. Therapist behaviors are typically intended to promote youth and/or parent
engagement and to build a strong alliance (Fjermestad et al., 2016). As reported in Karver
and colleague’s (2006) meta-analysis, therapist behaviors that assert direct influence in
the session are among the strongest predictors of positive outcomes in youth therapy.
With regard to therapeutic procedures, these actions include presenting information to
clients and their families in a clear and well-organized manner, with a well-defined
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rationale for interventions to be implemented, providing feedback and guidance to
families, and structuring sessions appropriately (Ackerman & Hilsenroth, 2003; Braswell
et al., 1985; McKay, Stoewe, McCadam, and Gonzales, 1998). Similarly, it has been
found that therapists who discuss causes of a child’s behavior and collaborate with goal
setting with parents have parents who are more engaged in treatment overall (Martinez,
Lau, Chorpita, & Weisz, 2015). Karver et al. (2006) posited that therapists who convey
this information well may promote the perception that they are competent clinicians,
which helps to create positive expectations for therapeutic outcomes. However, actions
such as being too directive within a session may diminish the youth’s perception of
autonomy in therapy, increase resistance to therapeutic tasks, interfere with the
development of a sense of self-efficacy with new coping skills, and lower perceptions of
the therapist’s interpersonal skills (Ackerman & Hilsenroth, 2003; Beutler et al., 2001).
Along with the therapist’s ability to present therapeutic material clearly, therapist
“style” has been associated with youth outcomes and alliance. One style, the
collaborative or “coach” style (Podell et al., 2013), has been shown to promote a positive
therapeutic alliance and to predict favorable outcomes following a course of therapy
(Kazdin, Marciano, & Whitley, 2005; Shirk & Karver, 2003). Consistent with the Bordin
(1979) model, the “coach” style can be defined as the therapist acting as an ally of the
youth working toward mutually agreed upon goals while also showing flexibility,
warmth, and empathy (Ackerman & Hilsenroth, 2003; Diamond, Liddle, Hogue, &
Dakof, 1999; Kendall, 2012; Podell et al., 2013). In anxious youth participating in CBT,
it has been found that greater supervisor-rated coach style predicted greater treatment
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response than a “teachy” style (Podell et al., 2013). Creed and Kendall (2005) also found
that observer-rated collaboration was a characteristic related to stronger child-rated
alliance with the therapist in CBT for youth anxiety.
In addition to being associated with a stronger therapeutic alliance, early efforts
on behalf of the therapist to demonstrate warmth, empathy, and “synchrony” with youth
have been significantly and positively associated with youth engagement behaviors in
CBT for anxiety-disordered youth (Hudson et al., 2014). Therapist collaborative efforts
have also been positively associated with youth engagement with therapy between
sessions, as indicated by better completion of homework tasks (Houlding, Schmidt, &
Walker, 2010). Therapist flexibility is defined as the adaptations made to a treatment
protocol to address a client’s needs and/or abilities within the boundaries of the treatment
protocol (i.e., “flexibility within fidelity;” Kendall & Beidas, 2007; Kendall & Chu,
2000; Kendall, Gosch, Furr, & Sood, 2008). While working with youth of different
developmental stages, this includes adapting therapeutic procedures to keep children and
adolescents engaged in the therapeutic process (e.g., metaphors for therapeutic tasks,
using youth interests in session; Friedberg & Wilt, 2010). Therapist flexibility is a skillset
that has been shown to be positively associated with outcome. Flexibility has been shown
to increase over the first portion of treatment for anxious youth, peaking around midtreatment (session 9-10), and then began to reduce toward the final session, although the
overall change in flexibility across sessions was small (Hudson et al., 2014). Flexibility
has also been associated with changes in youth involvement (Chu & Kendall, 2009;
Hudson et al., 2014). In another study, therapist flexibility was not found to predict
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treatment outcomes directly, but it was significantly associated with later child
involvement, which did predict outcomes (Chu & Kendall, 2009). Interestingly and
contrary to the authors’ hypotheses, therapists demonstrated greater flexibility with youth
who were more actively engaged in treatment early on than youth who were observed to
be disengaged. Additionally, findings revealed that child involvement and therapist
flexibility, as rated by observers, in sessions 1 and 2 were significantly associated with
treatment outcome when compared to these processes in later sessions.
Therapist efforts to act collaboratively and with flexibility have been shown to
mitigate the impact of youth negative involvement behaviors in therapy. In a study of
depressed adolescents participating in CBT (Jungbluth & Shirk, 2009), observer-rated
therapist engagement behaviors, such as exploring the youth’s motivation for treatment
and offering praise, were significantly correlated with initial client resistance during
session one (i.e., adolescents presenting as hostile/frustrated, impatient, defensive, and
reacting negatively to the therapist) such that the more resistance the adolescent showed,
the more likely therapists were to explore the youth’s motivation and offer praise during
the session. Subsequently, the therapist behaviors predicted the youth’s level of
involvement in treatment at a later session. The specific behaviors of greater exploration
of motivation and less structuring of the early sessions predicted significantly greater
client involvement later in therapy, explaining nearly 20% of the variance in client
involvement. These findings were echoed by those of Diamond and colleagues (1999)
who examined general therapeutic behaviors associated with alliance. They found that
attending to the adolescent’s experience, formulating meaningful goals with the
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adolescent, and presenting themselves as an ally of the adolescent were all actions that
seemed to improve the alliance. Additionally, exploring the adolescent’s experience and
motivation for treatment and limiting the introduction of new concepts in early sessions
predicted greater adolescent participation in later treatment sessions (Diamond et al.,
1999). This study did not examine whether these client and therapist behaviors or their
interaction were associated with outcome post-treatment.
Alternatively, therapists may unwittingly engage in behavior that may hurt the
therapeutic alliance and/or interfere with the youth’s involvement in therapeutic tasks.
Such a style has been portrayed as “teachy” and describes a therapist who displays
rigidity and relies on didactics to teach skills rather than imparting knowledge through
self-discovery (Podell et al., 2013). Other therapist behaviors that have been associated
with poor alliance in youth are described as “lapses” (e.g., Karver et al., 2008). These
lapses include criticizing the youth, not understanding the youth, and not responding to
the child’s emotions in session (Shirk & Karver, 2006; Karver et al., 2008). “Pushing”
youth to talk too soon and using overly formal language with youth have also been
associated with weaker youth-reported alliances in anxious youth receiving CBT (Creed
& Kendall, 2005). Other negative interpersonal behaviors (e.g., rigidity, being critical,
tense, and distracted) that therapists sometimes display have also been associated with
negative outcomes (Ackerman & Hilsenroth, 2001; Crawford, EA et al., under review).
Therapists’ own ratings of their behaviors in session found that greater use of silence,
asking more questions about feelings, and using transference interpretations were
negatively associated with the therapeutic alliance (DiGiuseppe et al., 1996). Such
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behaviors may discourage youth participation in session, preventing youth from engaging
with exposure tasks in session and at home, and lead to less improvement.
Some differences between treatment modalities and therapist behaviors have been
observed, but only one study has examined this. In depressed adolescents with a suicide
attempt who were randomized to CBT or NST, therapist rapport building was positively
associated with alliance in CBT, but not in NST (Karver et al., 2008). Additionally,
therapist “socialization” (e.g., explaining the treatment model) was positively associated
with youth-therapist alliance in CBT, but was negatively associated with alliance in the
NST group. Finally, therapist “lapses” was the factor most strongly associated with
alliance when controlling for the other therapist factors and it predicted a weaker alliance
(Karver et al., 2008). These results indicated that pushing an adolescent to share their
experience too soon or not being in tune with the adolescent’s emotional experience,
being critical, and not being careful to ensure understanding of the adolescent may lead to
an alliance rupture, thus hurting outcomes (Karver et al., 2008). This finding was
replicated by Creed and Kendall (2005) in anxious youth, who found that “pushing the
child to talk about anxiety too soon” was associated with a weaker alliance.
As a necessary participant in therapy, it is logical that therapists’ characteristics
and actions would exert an influence on youth therapy. In particular, therapist
interpersonal skills are not only associated with the alliance, but they also interact with
client presenting characteristics. Therapists who are able to appropriately navigate
incoming client and family characteristics have better alliances and client outcomes. Part
of this ability also involves managing the therapist’s own attributions, emotions, and
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reactions to the client as therapists who have difficulty with this skill are more likely to
take nontherapeutic approaches with their client. Similarly, perceived credibility relies on
both their interpersonal skills as well as their ability to communicate the treatment
rationale, goals, and child’s problems clearly with the family. Therapist “style” has also
been shown to influence the alliance and outcomes. Therapists demonstrating greater
collaboration and flexibility, and fewer behaviors that discourage youth involvement
(e.g., lapses, pushing youth), have clients who do better in therapy.
Conclusions
CBT has demonstrated efficacy in helping youth overcome debilitating anxiety.
Exposure tasks and cognitive structuring are the therapeutic procedures that have been
identified as the key components for therapeutic change and symptom improvement.
Despite the efficacy of these procedures, not all youth respond to treatment. Several
youth and family predictors have been identified as influencing treatment outcomes.
However, these predictors are unmodifiable prior to the start of treatment and they are
necessarily able to addressed in therapy (i.e., family composition). As such, there is a
need to better understand what can be done to increase participation in and engagement
with treatment so clients receive the most benefit from the intervention given their
personal characteristics.
Therapeutic processes have been identified as one potential solution to address the
gap in CBT efficacy. Although the literature has supported the youth-therapist alliance as
a process predictor of treatment outcome, the magnitude of the relationship is modest.
The literature is also riddled with a variety of conceptual and methodological concerns

122

that have likely impacted the robustness of the findings in youth. Additionally, it remains
unclear whether a positive alliance is necessary for youth therapy, or whether it is a
mediator between other processes, such as involvement and collaboration in therapy, and
successful outcomes. Client involvement and corresponding therapist behaviors may both
boost alliance formation and improve outcomes. However, the literature on involvement
and collaboration in session is emergent and there is much work to be done to examine
these constructs.
Future Directions
There is a need to explore actions and interventions that therapists can use to help
establish and improve the alliance with and involvement from their clients. These actions
have been aptly named empirically supported therapy relationship building strategies
(Norcross, 2002). These areas may be particularly important for youth anxiety treatment.
First, youth with anxiety may present as withdrawn and reluctant to engage with therapy
tasks that are viewed as emotionally demanding (e.g., exposure tasks; Bouchard,
Mendlowitz, Coles, & Franklin, 2004; Chiu et al., 2009; Kendall & Ollendick, 2004;
McLeod et al., 2014). Second, the ability to create a strong alliance and/or increase
engagement with therapy may help to encourage the youth’s internalization of the coping
skills learned in therapy (Chiu et al., 2009), thus bolstering outcomes.
Therefore, in addition to the therapeutic procedures that improve anxiety
outcomes, there is a need to identify specific interventions that can be implemented to
increase youth and parent involvement in therapy. This would first require being able to
reliably identify youth and/or parent behaviors that indicate to therapists that their clients
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are not fully involved in the treatment process. This may include identifying client
characteristics that predict poor involvement and alliance, as well as knowing client
expectations for treatment and how willing they are to participate. Thus far, no studies
have directly examined the client characteristics associated with youth involvement in
therapy and few have examined how they relate to alliance. Identifying these
relationships would help clinicians prepare for new clients and potentially mitigate the
risk factors of less involvement and/or early termination.
Given knowledge about impactful therapist factors, therapists could implement
evidence-based actions to help improve involvement and alliance. Although there is a
paucity of work that has examined actions to address poor willingness, expectations, low
involvement, and poor alliance, there are several options that would target each of these
concerns that future work should address. Indeed, several interventions already exist that
may assist in the process. First, youth and parents’ expectations for treatment could be
managed by clearly presenting information about the treatment and allowing space for
families to openly discussion questions and concerns they may have. Clinicians may wish
to obtain information about expectations for therapy prior to the first session in the form
of a self-report questionnaire. With this information, therapists would be able to
appropriately temper the family’s expectations for therapy (e.g., provide with a brief
review/summary of the outcomes from studies that examined the treatment protocol’s
efficacy, clearly outline what is required of the youth and parents). Second, to encourage
youth and parent willingness to participate in treatment, motivational interviewing
(Miller & Rollnick, 2002), or components of it, could be employed to help clients
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consider the benefits of changing which would allow them to better engage with therapy
(e.g., King et al., 2014). This may be a useful approach for clients who may be resistant
to therapy. Two studies have examined motivational interviewing in addition to CBT for
youth with anxiety and found that youth attended more sessions (Dean, Britt, Bell,
Stanley, & Collings, 2016) and required fewer sessions to achieve positive outcomes
(Merlo et al., 2010). To further address willingness, it may be important for therapists and
clients to collaboratively agree on the goals and tasks of therapy, especially working with
child clients to establish these, rather than primarily deciding with the parent. Similarly,
addressing parent expectations and willingness to participate in therapy by making
changes to their behavior may help to foster an environment that supports improved
youth outcomes (Karver et al., 2006). Discussing these features with parents would help
improve therapy attendance as well as encourage generalization of skills outside of the
therapy session.
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