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ABSTRACT
Background: Anxiety and anxiety disorders are common among youth. Accommodation
refers to ways in which parents/teachers/schools modify their behavior to alleviate a
youth’s anxious distress. Although many anxious youths receive mental health services
through schools, limited research has examined accommodation in the school setting and
no study to date has examined the instruction of school-based mental health providers in
evidence-based practices (EBPs) around accommodation. The present study compared
two training conditions: problem-based learning (PBL) and training as usual (TAU) in
their ability to increase (a) knowledge of, (b) attitudes/beliefs towards and (c) intended
implementation of EBPs.
Methods: Graduate students in school psychology (N=110) were randomized to
workshops. Workshops used either PBL or didactic (TAU) strategies to educate trainees
about EBPs for youth anxiety as they relate to accommodation. Trainees attended a 4-
hour workshop and completed self-report measures assessing knowledge, attitudes and
intended EBP use immediately before training, immediately after training and at 3-month
follow-up.
Results: Linear Mixed Models examined changes in outcome measures both across time
and between training conditions. There were significant increases in workshop-specific
knowledge and in beliefs about and intentions to use EBP from pre- to post-training.
However, there were no significant differences between training conditions on outcome
measures other than overall knowledge of EBPs. Pretraining instruction in, or attitudes

about EBPs, did not significantly predict differential training outcomes.



Discussion: Findings suggest that workshops can successfully improve workshop-
specific knowledge, attitudes towards EBPs and intended use of EBPs in trainees seeking
to become school-based practitioners. Further, results indicate principle-based training
can successfully increase knowledge without being highly resource- or time-intensive.
Further research is needed to identify optimal training approaches in dissemination of

EBPs.
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CHAPTER 1
INTRODUCTION

Anxiety disorders are highly prevalent among youth, with estimates that 20%
meet diagnostic criteria (Cartwright-Hatton et al., 2006). Analysis of pooled data has
indicated that incidence has increased in the presence of the current COVID-19 pandemic
and associated precautions (e.g., lockdown; Courtney et al., 2020; Orgiles et al, 2020;
Racine et al., 2021). Without intervention, these disorders rarely remit and can lead to
long-term adverse sequelae, including educational underachievement, poor social
relationships, suicidality and increased substance use/abuse (Albano et al., 2003; Kendall
et al., 2004; Swan & Kendall, 2016; Wolk et al., 2015; Woodward & Fergusson, 2001).
Youth anxiety creates a public health burden and is associated with disability (Sareen et
al., 2006), loss of workforce productivity (Miller et al., 2004) and health care costs
(Coker, 2010). Anxiety is particularly impairing among school-age youth where students
with anxiety disorders often display difficulty with concentration, avoidance around
novel learning, less positive affect in the classroom, below grade-level academic
performance and interference with their motivation to succeed academically (Bernstein et
al., 2008; lalongo et al., 1995; Mychailyszyn et al., 2010; Wood, 2006).

There has been meaningful work to transport evidence-based practices (EBPs) for
youth anxiety to school settings. Cognitive-behavioral therapy (CBT) has been deemed
an empirically supported treatment for youth anxiety (e.g., Hollon & Beck, 2013),
achieving response rates of 60% in large trials (e.g., Kendall et al., 2008; Walkup et al.,
2008). Numerous EBPs have proven to be effective in school settings across a wide range

of treatment targets, including depressive symptoms (e.g., Mufson et al., 2004; Shirk et



al., 2009), anxiety symptoms (e.g., Masia-Warner et al., 2007) and behavioral difficulties
(e.g., Owens et al., 2005). In particular, studies demonstrate that EBP targeting youth
anxiety can be successfully implemented in schools (Mychailyszyn et al., 2011; Neil &
Christensen, 2009). Additionally, evidence-based CBT for youth anxiety can be
effectively delivered by school personnel without extensive formal CBT backgrounds
(Ginsburg et al, 2008; Mufson et al., 2004; Stein et al., 2003). Unfortunately, few of these
programs have been successfully maintained outside the context of controlled research
studies (Herschell et al., 2004; LoCurto et al., 2020; Reinke et al., 2010). In the case of
EBPs for anxiety, the limited success may be due to exposure tasks and addressing
accommodation (key ingredients of EBP for youth anxiety) remaining underutilized in
schools (Durlak et al., 2008; Mufson et al., 2004; Owens et al., 2014). In addition,
barriers to the maintenance of EBPs in school settings have been identified such as
difficulty implementing them with high fidelity (Fixsen et al., 2005) and the inherent
complexity of school environments among others (see Kratochwill, 2007; Shernoff et al.,
2003).
Accommaodation

One barrier to the sustainability of EBPs in school settings may be related to the
use of accommodation. Accommodation describes ways in which
parents/teachers/schools modify their behavior to try to alleviate a child’s anxious
distress (Calvocoressi et al., 1995). Accommodation (e.g., providing excessive
reassurance, modifying routines; Kagan et al., 2017; Lebowitz et al., 2013; Storch et al.,
2015) occurs in nearly all families with a child with an anxiety disorder (Benito et al.,

2015; Lebowitz et al., 2013; Lebowitz et al., 2014; Thompson-Hollands et al., 2014).



Accommodation acts similarly to avoidance behavior; it allows the child to physically or
mentally avoid a fear-inducing situation (be it worry around uncertainty or a tangible
object or situation). As a result, accommodation prevents opportunities for exposure and
the subsequent reduction of anxiety. Accommodation is negatively reinforcing
(maintains the avoidance by temporarily reducing distress) and increases a child’s
expectation of continued accommodation in the future (Abramowitz & Jacoby, 2014). In
anxiety disorders, accommodation has been linked to increased anxiety symptom
severity, functional impairment, caregiver burden and poorer treatment outcomes (Benito
et al., 2015; Kagan et al., 2016; Kagan et al., 2017; Lebowitz et al., 2013; Thompson-
Hollands et al., 2014). However, less is known about the accommodation of anxiety that
occurs in schools and how to address it.

In the context of education, the term “accommodation” often has a different
connotation (Green, et al., 2016) than when used in anxiety contexts. In schools,
accommodations provide adjustments or supports to improve access to educational
material, in line with federal and state regulations (Atkins et al., 2017; Green et al.,
2018). These accommodations are legally outlined and overseen through documents such
as Individualized Education Plans (IEP) and 504 Plans. Further, some accommodations
(or changes to requirements, the classroom setting, etc.) may occur outside of formalized
plans. Only a few studies have examined the nature of accommodations and supports in
schools or have characterized the types of formal school-based supports (SBS) received
by anxious students. In one study, Green and colleagues (2016) examined anxiety-related
SBS received by anxious youth in school via parent report. Most youth in this sample

were receiving at least one SBS (e.g., permission to leave the classroom when anxious).



Conroy et al. (2020) studied self-reported school staff usage of SBS, with 92.5% of
school staff surveyed reporting using at least one SBS rated by an expert panel as highly
avoidance oriented. In another study, Phillips et al. (under review) found
that SBS received by anxious youth seeking treatment in a specialty clinic varied
widely in type and quality (i.e., avoidance versus approach oriented). These findings
suggest a lack of education or training around anxiety and accommodation among school
staff tasked with creating such supports.
EBP Training

At present, no study has examined the potential of providing training to school-
based mental health professionals in EBPs regarding accommodation and anxiety.
However, research has characterized common trainings in intervention (such as CBT)
provided to school mental health professionals. The introduction and improvement of
EBPs in schools is widely supported, with use of EBPs recommended by professional
organizations (e.g., American Psychological Association (APA), National Association of
School Psychologists (NASP)) and required by federal legislation (e.g., Individuals with
Disabilities Education Improvement Act, 2004; Every Student Succeeds Act, 2015).
Despite this, most graduate students in school psychology still view the training they
receive in EBPs as inadequate (Dillman et al. 2009; Hicks et al., 2014; Shernoff et al.,
2003). Fortunately, the proportion of these students indicating adequate training in EBPs
has increased over time (Hicks et al., 2014) and 75% of school psychology training
programs provide coursework on EBPs (Reddy et al., 2017). Despite this, 89% of
Nationally Certified School Psychologists reported rarely or never adopting behavioral

EBPs (Hicks et al., 2014).



Research has addressed training mental health professionals in EBPs. In a recent
review of training in EBPs (Frank et al., 2019), the authors examined the questions of
what type of training improves both EBP (a) knowledge and (b) use. Consistent with
previous reviews (Beidas & Kendall, 2010; Herschell et al., 2010; Rakovshik &
McManus, 2010), Frank and colleagues found that therapist knowledge and attitudes
toward EBPs improve after attending a workshop, but workshops alone were unlikely to
increase actual EBP use. The passive learning strategies used in many trainings are not
ideal training methods (EI-Tannir, 2002; Miller et al. 2004). Conversely, active learning,
including modeling, practice opportunities and behavioral role plays (e.g., for suicide
prevention efforts; Cross et al. 2007, and motivational interviewing; Miller et al. 2004)
have been found to lead to improved knowledge and skill development. Experiential
training strategies (e.g., exposure to spiders during training in CBT for anxiety; Frank et
al., 2020) have been employed to increase EBP usage. Although findings showed
preliminary success, it is not clear that this strategy is effective enough to justify the time
and expense of enhanced training particularly in school settings with limited time and
resources. One less time consuming and less costly, active learning strategy is problem-
based learning.

Problem-based Learning

Problem-based learning (PBL) was developed in the late 1960s to better integrate
academic elements of curricula with placement experiences (Barrows & Tamblyn, 1980;
Barrows, 1996). PBL involves the central tenets of problem-solving, self-directed
learning and group interaction, with the fundamental principle being to equip students

with an investigative approach and foster a greater sense of responsibility for their own



learning (Wiggins et al., 2016). It is a student-centered pedagogical approach where a
central question, which may be presented as a puzzle, a scenario or a case study, is
investigated, discussed and analyzed (Barrett et al., 2011). In this approach there are no
fixed or ultimate solutions; rather, there are numerous ways to solve these problems. This
approach allows students to study the same problem and yield different solutions, thus
learning different things from their engagement with it (Wiggins et al., 2016).

PBL has been successfully implemented across diverse disciplines such as
professional education in social work, engineering, architecture, business, law,
economics, education and agriculture (Dunsmuir & Fredrickson, 2014). Numerous
evaluative studies over a range of domains have found that PBL is advantageous over
conventional (often didactic) programs regarding outcomes in critical thinking (Sendag &
Odabasi, 2009), self-directed learning (Blumberg, 2000), problem solving and
communication/teamwork (Koh et al., 2008; Wiggins et al., 2016). PBL has shown
excellent outcomes compared to conventional learning in long-term retention (Dochy et
al., 2003; Strobel & van Barneveld, 2009) and application of knowledge to practice
(Dunsmuir et al., 2017; Gijbels et al., 2005). Although conventional instruction is
associated with greater short-term knowledge retention, this effect appears to reverse over
time, with PBL proving to be superior in terms of long-term retention (Dochy et al.,
2003; Strobel & van Barneveld, 2009).

There is relatively little research addressing how effective PBL is for training in
school mental health services (see for example, Dunsmuir & Fredderickson, 2014;
Kiernan et al., 2008; Norman & Schmidt, 1992). Dunsmuir, Frederickson and Lang

(2017) reported a study addressing strengths and weaknesses of a national study in the



United Kingdom of 13 school psychology programs who used PBL. The results
suggested advantages, including increases in ability to handle uncertainty and
development of critical-thinking skills, as well as a weakness of logistical difficulties in
evaluating individual students’ contributions. Favorable reports, although limited in
scope (e.g., small sample sizes, qualitative study design) have been published reflecting
PBL used across various psychology graduate programs such as clinical psychology
(Kiernan et al., 2008; Nel et al., 2008; Stedmon et al., 2005; Wiggins, et al., 2016),
educational psychology (Bozic & Williams, 2011; Chernobilsky et al., 2004; Razzak,
2012) and forensic psychology (Hays & Vincent, 2004; Kiernan et al., 2008). These
studies represent both the potential of PBL in the graduate education of school mental
health workers, as well as the need for additional experimental research in the area. It has
been strongly suggested that graduate education in psychology needs to include both
didactic and competency training in the practical application of skills (McHugh &
Barlow, 2012). Graduates of school psychology graduate programs frequently report
inadequate preparation to implement interventions (Bramlett et al., 2002; Forman et al.,
2009; Hicks et al., 2014) and PBL represents an avenue through which to enhance
competency and readiness for intervention, or alternatively consultation around
accommodation, in the field.

The present study examined how PBL training and didactic training (training as
usual; TAU) in EBP for youth anxiety with a focus on accommodation differentially
affects a number of training targets in school psychology graduate students. The training
targets were: (a) knowledge (as measured by the Knowledge of Evidence-Based Services

Questionnaire [KESBQ); overall knowledge of EBPs] and Knowledge Test [knowledge



specific to the workshop]), (b) attitudes/beliefs (as measured by the Evidence-Based
Practice Attitude Scale; EBPAS) and (c) intended implementation of EBP strategies
pertaining to accommodation (as measured by the Evidence-Based Treatment Intentions
Scale; EBTI). Training targets were measured immediately following training and at a 3-
month follow-up. Further, it explored how pretraining trainee characteristics were
differentially related to posttraining outcomes.

It was hypothesized that although both training conditions would have a
significant impact on increasing overall and workshop-specific knowledge from
pretraining to post-training, trainees in the PBL condition would show greater overall and
workshop-specific knowledge at follow-up than trainees in the TAU condition. Second, it
was hypothesized that trainees in the PBL condition would show greater improvement in
(a) attitudes/beliefs about EBP and (b) intended use of EBP from pretraining to both
posttraining and follow-up, relative to trainees in the TAU condition (i.e., there would be
a significant interaction between time and condition). Finally, it was hypothesized that
attitudes and instruction in EBPs would be differentially related to increases in intention
to use and attitudes about EBPs at post training, with greater pretraining attitudes
predicting greater increases in intention and more pretraining instruction predicting

greater increases in posttraining attitudes.



CHAPTER 2

METHODS
Participants

Participants were 110 graduate students (hereafter referred to as trainees; Mage =

25.61, SD = 3.86 years; 102 females and 8 males). The sample was 74.55% White,
10.00% Black, 8.18% Asian, 1.82% Native/Pacific Islander and 3.64% Biracial or Other.
The sample was 12.72% Latinx and 86.36% other ethnicities. Participants were recruited
via email from National Association of School Psychology (NASP) accredited School
Psychology graduate programs in the United States. Current degree programs represented
in the sample were Master of Arts (MA; 55.45%), Doctor of Philosophy in School
Psychology (PhD; 23.64%), Doctor of Psychology (PsyD; 5.45%), Doctor of Education
(EdD; 10.00%) and Education Specialist (EdS; 4.55%). Trainees were eligible for
participation if they were willing to provide an email or mailing address to complete
study-related surveys, able to read and speak English, 21 years of age or older and had
not attended a prior workshop (>3.5 hours) on accommodation as it is related to youth

anxiety. Trainee demographics are presented in Table 1.



Table 1. Trainee Characteristics (N = 110)

10

PBL (h=55) TAU (n=55) Test Statistics Effect
Sizes
Mean SDor Mean SD Cohen’s
orn % orn or % Dorog
Age (M,SD) 2571 386 2551 540 F(2,108)=0.18,p=.671 .043
Gender (n, %) y2=0.54, p =.463 -.070
Male 5 9.09 3 5.55
Female 50 90.91 52 94.55
Other
Race (n, %) x2=3.50, p =.623 .180
Asian 4 7.27 5 9.09
Black 6 10.91 5 9.09
Native/Pacific 2 3.64 0 0
Islander
White 41 7455 41 7455
Biracial or 2 3.64 2 3.64
Other
Not reported 0 0 2 3.64
Ethnicity (n, x2=0.00,p =.971 -.004
%)
Hispanic 7 12.73 7 12.73
Non-Hispanic 48  87.72 47  85.45
Not reported 0 0 1 1.82
Degree v2=13.78, p =.008 356
Program (n,
%)
Ph.D. 10 18.18 16 29.6
M.A. 32 58.18 29 537
Psy.D. 0 0 6 10.91
Ed.S. 4 7.27 1 1.82
Ed.D. 9 16.36 2 3.64
Not reported 0 0 1 1.82
Doctoral v2=0.74,p =.391 .082
Program (n,
%)
Yes 20 36.36 24  43.64
No 35 6364 30 5455
Not reported 0 0 1 1.82

Note: TAU = Treatment as Usual Training Condition; PBL: Problem-Based
Learning Training Condition; Degree programs included in “Doctoral
Program” category include Ph.D., Psy.D. and Ed.D.
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Procedure

Trainees were randomized to PBL (n = 55) or TAU (n = 55) conditions. Trainees
attended a 4-hour training (including 30 minutes for the completion of pretraining and
posttraining questionnaires, respectively) on EBP for youth anxiety as is relevant to
school-based providers. Nine workshops were conducted with between eight and 21
trainees each (M= 14.22, SD= 4.58). One trainer, a doctoral candidate in clinical
psychology with a Master’s degree, conducted all workshops. The workshops addressed
youth anxiety from a consultative role (one of school-based providers’ three main roles).
Both training conditions covered four areas: psycho-education about youth anxiety,
identifying youth anxiety in the school setting, EBPs and appropriate referrals for youth
anxiety and accommodation as it applies to anxiety in schools. The first three areas
(psycho-education about youth anxiety, identifying youth anxiety in the school setting
and EBPs and appropriate referrals for youth anxiety) were taught using a didactic format
in both training conditions. All four areas were specifically tailored for school-based
mental health providers. Both training conditions additionally included the use of four
clinical vignettes. The vignettes provided trainees with details about hypothetical students
and prompted trainees to address presenting difficulties as they would in a consultative
role. The trainings occurred virtually, via Zoom, to ensure accessibility and trainee health
and safety in light of continuing COVID-19 restrictions. Measures regarding trainees’
knowledge about, attitudes toward and intended use of EBPs were administered prior to
and immediately after training. Further, trainees were asked to complete measures at 3-
month follow-up to observe how knowledge, attitudes and intended use changed over

time. All measures were completed via RedCap. Participants were entered in a lottery
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with the chance to win one of six $50 Amazon gift cards and winners were drawn after
follow-up data collection was completed for all participants. All trainees completed all
measures at pre- and post-training timepoints. At the follow-up timepoint, 69.09% of
trainees completed all follow-up measures (TAU n = 38, PBL n =38). No trainees
partially completed measures at any timepoint. All procedures were conducted under the
approval of Temple University’s Institutional Review Board.
Training Conditions

Training as Usual. The TAU condition comprised of a didactic workshop. The
trainer provided information and examples verbally and using PowerPoint slides.
Questions were addressed but there were no interactive learning activities. This
instruction style was used to address all four areas (psycho-education about youth
anxiety, identifying youth anxiety in the school setting, EBPs and appropriate referrals
for youth anxiety and accommodation as it applies to anxiety in schools). Trainees were
guided to engage in clinical vignettes following a traditional didactic approach.
Vignettes presented hypothetical situations involving student background information,
anxiety symptoms and accommodations currently being provided. The trainees were
prompted to build a plan to identify and implement appropriate accommodations as well
as remove accommodations that may be maintaining anxiety symptoms. The trainer
presented each vignette, prompted the group for suggestions and then presented the
correct answers with relevant theoretical rationale.

Problem-Based Learning. The PBL condition employed a didactic style, as in
TAU, to provide instruction in the following training areas: psycho-education about

youth anxiety, identifying youth anxiety in the school setting, EBPs and appropriate
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referrals for youth anxiety. Trainees were then guided to engage in clinical vignettes
using a PBL approach. Problem-solving, self-directed learning and group interaction are
fundamental principles of PBL. These principles were facilitated through break-out
groups and trainer’s guidance. The vignettes included the same content (and allotted
workshop time) as for the TAU condition and were presented as open ended with no
fixed or ultimate solutions provided. This approach allowed break-out groups (containing
three to four trainees each) to study the same problem and yield different solutions, thus
learning different things from their engagement with the vignette. Groups presented their
individual solutions to the entire groups following return from break-out groups. No
ultimate or correct responses were offered by the workshop leader. Break-out groups
were randomly assigned and changed with each vignette.

Measures

Evidence-Based Practice Attitude Scale -36 (EBPAS-36; Rye et al., 2017). The

EBPAS is 36-item self-report measure, adapted from the original Aarons et al. (2005)
measure that assesses therapists’ attitudes toward the adoption and implementation of
EBPs. It yields a total score (Cronbach’s a=.79; Rye et al., 2017) representing the
respondent’s global attitude towards EBP. This measure has displayed adequate
psychometric properties in both US and European samples, indicating cross-cultural
validity. Further, the original measure maintained in factor structure and convergent and
discriminant validity when examined in a sample of school-based mental health workers
(Cook et al., 2018). This measure was administered at pretraining, posttraining and 3-

month follow-up (present sample at pretraining, Cronbach’s o =0.85).
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Evidence Based Treatment Intentions Scale (EBTI; Williams, 2015). The EBTI is

a five-item measure developed to assess intent to utilize EBP amongst community mental
health clinicians. Each item is accompanied by a scale ranging from 1 (strongly disagree)
to 7 (strongly agree) or a scale ranging from 0 (strongly disagree) to 10 (strongly agree).
The measure displays excellent internal consistency (Cronbach’s a =0.92). It yielded
predictive validity with measures of later workshop attendance and EBP adoption.
Further, it displayed discriminant validity with a measure of climate functionality, stress
and clinician engagement (Williams, 2015). This measure was administered at
pretraining, posttraining and 3-month follow-up (present sample at pretraining,
Cronbach’s o =0.80).

The Knowledge of Evidence-Based Services Questionnaire (KESBQ: Stumpf et

al., 2009). The KESBQ is a 40-item self-report instrument where each item measures
knowledge of an EBP technique. Techniques include practice elements (e.g., exposure,
problem solving) that comprise evidence-based treatments for a given clinical
presentation. Items query whether each practice element is included in evidence-based
treatment protocols for any of the following clinical presentations (anxious/avoidant,
depressed/withdrawn, disruptive behavior, attention/hyperactivity, or none). Knowledge
is measured on a continuum from 0-160. Higher scores are indicative of more knowledge
of EBP. Psychometric data suggest temporal stability, discriminant validity and
sensitivity to training (Stumpf et al., 2009). As items are considered orthogonal, no
measure of internal consistency value was warranted (Stumpf et al., 2009). This measure

was administered at pretraining, posttraining and 3-month follow-up.
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Knowledge Test (Beidas et al., 2009). This measure is adapted from the original
version, which focused on CBT for anxious youth (Cronbach’s a = .76; Beidas et al.,
2009), but asks about the four areas included in both workshops: psycho-education about
youth anxiety, identifying youth anxiety in the school setting, EBPs and appropriate
referrals for youth anxiety and accommodation as it applies to anxiety in schools, with a
primary focus on accommodation in the context of youth anxiety. All items address
accommodation or closely related concepts (e.g., avoidance, approach). It contains a
similar format as the original (10 true/false; 10 multiple-choice questions). This measure
was administered at pretraining, posttraining and 3-month follow-up (present sample,
Cronbach’s o =0.68).

Manipulation Check. This questionnaire asks three questions to confirm that the
trainees in the PBL (experimental) and TAU (control) conditions received different
training strategies. The questions address the presence/absence of PBL strategies in both
training conditions. Each item response yields either 1 or 0 points, resulting in a total
score of 0, 1, 2, or 3 for each respondent. Average scores in each training condition were
calculated and t-tests were conducted to establish that average scores were significantly
different between training conditions. This measure was administered at posttraining.

Therapist Background Questionnaire (TBQ:; Higa-McMillan et al., 2015). The

original measure was developed for a study assessing the practices, knowledge and
beliefs of community-based mental health workers. This measure was adapted by the
author for use with students in school psychology graduate programs. Specifically, it was
edited to include items measuring coursework (both number of courses and total hours) in

EBP. Items retained from the original measure assess basic demographic information
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(age, gender, ethnicity/race, ethnic identity); training and experience information (degrees
earned, state license, professional specialty, theoretical orientation, years of clinical
training, years of clinical experience); and work setting information (agency name/type,
position, clinical setting, current caseload, hours of supervision per week). Variations of
the TBQ have been used in numerous research studies examining therapist attitudes and
behaviors (e.g., Higa-McMillan et al. 2015; Hill & Nakamura, 2020). This measure was
administered at pretraining.
Statistical Analyses

All analyses were conducted using SPSS Version 28 (International Business
Machines Corporation, 2021). Linear mixed-effects models (LMMSs) were used to test
changes in overall knowledge (KESBQ), workshop-specific knowledge (Knowledge
Test), attitudes about EBPs (EBPAS-36) and intended use of EBPs (EBTI) across time.
Specifically, changes in outcome variables were assessed from pre- to post-training and
from pre- to follow-up. LMMs were also employed to test moderators of change as a
function of training condition. Random intercepts were included in the models and
restricted maximum likelihood estimation was used to address missing data across time-
points so cases with missing data were not excluded. LMMs were used for these analyses,
rather than traditional regression techniques, because the observations were clustered
within individuals, and if this nesting was not accounted for, the probability of
committing a Type | error would increase and less efficient coefficients would be
estimated. LMM effect sizes were calculated as marginal pseudo R-squared (Nakagawa

etal., 2017).
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To ensure that assumptions of multiple regression were met, the independent
variables were examined for multicollinearity. Tolerance statistics below .1 and variance
inflation factor statistics above 10 may indicate problems with multicollinearity (Fields,
2005). Linear regression models tested whether (a) amount of training in EBP (hours of
instruction in EBP measured using the TBQ) at pretraining significantly predicted
attitudes towards EBP at posttraining, controlling for attitudes towards EBP (EBPAS-36)
at pretraining and (b) attitudes towards EBP (EBPAS-36) at pretraining significantly
predicted intended EBP use (EBTI) at posttraining, controlling for intended EBP use

(EBTI) at pretraining.
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CHAPTER 3
RESULTS

Descriptive analyses assessed the characteristics of participants in different
training conditions and found no significant between condition differences on age, race or
ethnicity (Table 1). Additionally, chi-square analyses tested if current degree programs of
trainees differed significantly between conditions. Although overall conditions differed
significantly by proportion of degree programs, there was no significant difference
between conditions on proportions of trainees in doctoral versus non-doctoral programs
(Table 1). Similarly, a manipulation check was employed to ensure training conditions
were sufficiently separable. Results indicated that 94.54% of participants in the PBL
condition and 80.01% of participants in the TAU condition answered three out of three
questions correctly on the MC, t(108) = -16.43, p < 0.001. Pretraining correlations between

outcome variables are presented in Table 2.

Table 2. Pretraining Correlations Between Outcome Variables

KT KBESQ  EBTI EBPAS
KT .
KBESQ  .41**
EBTI 20% 21* .
EBPAS .11 06 30%* —

Note. KT = Knowledge Test; KBESQ = Knowledge of Evidence
Based Services Questionnaires; EBTI: Evidence Based Treatment
Intention; EBPAS = Evidence Based Practices Attitudes Scale; * p
< .05, two-tailed. **p < .01, two-tailed.
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We examined whether participants in the PBL condition differed fromthose in the
TAU condition on the KESBQ, KT, EBPAS-36 and EBTI from pre- to post-training and
from pretraining to follow-up. To examine within- and between-condition changes across
time points, we ran LMMs with time (pretraining, posttraining and follow-up) and
condition (PBL and TAU) as the predictors. Following the models examining main
effects, identical models were estimated that also included the two-way interaction
between conditions and timepoints. When probing the effects of significant interactions,
timepoints were considered the focal predictors and conditions were considered the
moderator. Visual inspection of residual plots did not reveal any obvious deviations from
homoscedasticity or normality for any of the assessed measures (Singer & Willet, 2003).

Outcomes are summarized in Table 3.
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Table 3. Results of Linear Mixed Models for Training Outcomes Over Time

Dependent variable:

Overall Works_h op Attitudes  Intended use
knowledge ks pecifical about EBPs of EBPs
nowledge
B B B B
(SE) (SE) (SE) (SE)

PBL vs TAU Condition -3.09* -0.43 -0.30 -0.35

(1.41) (0.35) (0.06) (0.25)
Pretraining vs Posttraining -3.58** 2.24** 0.11** 0.81**

(0.94) (0.20) (0.03) (0.11)
Pretraining vs Follow-up 0.73 1.60** -0.01 0.39*

(1.06) (0.24) (0.025) (0.13)
Posttraining vs Follow-up 4.31** -0.63** -0.11** -0.42**

(1.06) (0.24) (0.03) (0.23)
Constant 93.98** 13.98** 3.10** 5.06**

(1.24) (0.29) (0.05) (0.20)
Observations 294 29 294 294
R2 (Marginal) 0.07 0.18 0.03 0.07
Random Effects Variance Components
Person Level, 75, 36.65 2.44 0.07 1.50
Observation Error, o2 47.42 2.29 0.04 0.64

Note. KT = Knowledge Test; KBESQ = Knowledge of Evidence Based Services
Questionnaires; EBTI: Evidence Based Treatment Intention; EBPAS = Evidence Based
Practices Attitudes Scale; TAU = Treatment as Usual Training Condition; PBL=
Problem-Based Learning Training Condition; Unstandardized coefficients are
presented with standard errors in parentheses from multilevel model

regressions. “p<0.05, **p<0.01 (according to profile confidence interval for t3,)

KT scores increased significantly from pre- to post-training, B = 2.24, SE = 0.20,
p <.001 and from pretraining to follow-up, B = 1.60, SE = 0.24, p <.001. KT scores
decreased significantly from posttraining to follow-up: B = -0.63, SE = 0.24, p = .008.
However, PBL scores were not significantly different than the TAU training condition’s

scores, B =-0.43, SE = 0.35, p =.22. The Time x Condition (PBL vs. TAU) interaction

was not significant, p = 0.21.
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Measures of overall knowledge of EBPs (measured by KESBQ scores) decreased
significantly from pre- to post-training, B = -3.58, SE = 0.94, p < .001. Scores did not
show a significant change from pretraining to follow-up, B = 0.73 SE = 1.06, p = 0.50.
However, KESBQ scores increased significantly from posttraining to follow-up, B =
4.31, SE = 1.06, p < .001. KESBQ differed significantly between training conditions, B =
-3.09, SE =1.41, p =.030, but the Time x Condition (PBL vs. TAU) interaction was not
significant, p = 0.14 (see Figure 1).

Figure 1. Overall knowledge of EBPs across timepoints.

=PBL

KESBQ Score

o0 o0
(@) oo

00
~

Pre-Training Post-Training Follow-up

Timepoint

Note. Y-axis begins at 84, rather than zero, to better visualize changes in KESBQ score
from pretraining to follow-up.

EBPAS-36 scores increased significantly from pre- to post-training, B = 0.11, SE
=0.03, p <.001, but not from pretraining to follow-up, B =-0.01, SE = 0.03, p = 0.98.

EBPAS-36 scores decreased significantly from posttraining to follow-up, B =-0.11, SE =
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0.03, p <.001. However, PBL scores were not significantly different than the TAU
training condition’s scores, B = -0.30, SE = 0.06, p = .58. The Time x Condition (PBL vs.
TAU) interaction was not significant, p = 0.77.

Finally, EBTI scores increased significantly from pretraining to posttraining, B =
0.81, SE =0.11, p <.001, and from pretraining to follow-up, B =0.39, SE=0.13,p =
.002. EBTI scores decreased significantly from posttraining to follow-up, B = 0.42, SE =
0.23, p <.001. However, PBL scores were not significantly different than the TAU
training condition’s scores, B = -0.35, SE = 0.25, p = .17. The Time x Condition (PBL vs.
TAU) interaction was not significant, p = 0.23.

An examination of the tolerance statistics and variance inflation factor statistics
indicated that there was not multicollinearity among predictor variables. Standardized
betas are reported. There was not a significant relationship between hours of training in
EBPs at pretraining and EBPAS-36 scores at posttraining (controlling for EPBAS-36
scores at pe-training; b=0.04, t(98)=0.59, p= .558). Similarly, attitudes about EBPs at
pretraining were not significantly related to intended use of EBPs at posttraining when

controlling for intended use as reported at pretraining; b=0.40, t(107)=1.36, p= 0.177.
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CHAPTER 4
DISCUSSION

This study is the first to examine the instruction of school-based mental health
providers in EBPs related to youth anxiety and accommodation. As hypothesized, both
training conditions resulted in significant increases in workshop-specific knowledge,
attitudes about EBPs and intention to utilize EBPs in future practice at posttraining.
However, significant increases in general knowledge about EBPs were not observed from
pre- to post-training and gains in attitudes about EBPs were not maintained at follow-up
(no significant difference between EBPAS scores from pretraining to follow-up).
Contrary to a priori hypotheses, outcomes did not significantly differ between training
conditions on measures of workshop-specific knowledge, attitudes or intended use, but
did differ significantly on measures of general knowledge of EBPs (although there was
not a significant interaction effect). Baseline trainee characteristics did not predict
differential changes in outcomes variables between trainees. Namely, more pretraining
instruction in EBPs was not differentially associated with increases in posttraining
attitudes about EBPs and more favorable attitudes towards EBPs at pretraining were not
differentially related to increases in posttraining intended use of EBPs.

The present findings, similar to previous findings (Beidas & Kendall, 2010;
Herschell et al., 2010; Rakovshik & McManus, 2010) indicate that practitioners’
(workshop-specific) knowledge of, intended use of and attitudes toward EBPs improve
after attending a workshop (as indicated by the KT, EBPAS and EBTI). This finding is
particularly important in reference to the subject matter of accommodation and anxiety

given that accommodation is linked to numerous negative outcomes (Benito et al., 2015;
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Lebowitz et al., 2013; Thompson-Hollands et al., 2014) and school-based interventions
and supports may often serve to accommodate and subsequently maintain student anxiety
(Conroy et al., 2020; Green et al., 2017; Phillips et al., under review). Further, although
evidence-based interventions for youth anxiety can be effectively delivered by school
personnel (Ginsburg et al, 2008; Mufson et al., 2004; Stein et al., 2003), these programs
are frequently not sustained outside of the context of research (i.e., discontinue following
the conclusion of research protocols; Herschell et al., 2004; LoCurto, et al., 2020; Reinke
et al., 2010). The present findings are promising because the workshop provided
instruction in broadly applicable principles rather than a single intervention, which is
thought to be a less resource-intensive way to increase competency and possibly
sustainability (Beidas et al., 2011). The findings indicate that a principle-based workshop
can significantly increase knowledge of, intended use of and attitudes toward EBPs.
Although trainees in both training conditions displayed increases in workshop
specific knowledge, attitudes toward and intended use of EBPs at posttraining, these
gains were only maintained in the areas of workshop-specific knowledge and intended
use. Numerous training studies have yielded improvement in attitudes towards EBPs, this
change does not appear to be directly related to proficiency in or adoption of the target
treatment (e.g., Beidas et al. 2012b; Deacon et al. 2013; Lim et al. 2012). However,
research does suggest that intentions are an important determinant of implementation of
EBPs (Godin et al., 2008; Presseau et al., 2014) with models indicating that strong
intention is a necessary precursor for behavior change to occur (Williams & Glisson,

2014). This highlights the particular importance of present findings displaying significant
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improvement in intended EBP use, over attitudes toward EBPs, not only from pre- to
post-training but also from pretraining to follow-up.

Despite training successfully increasing workshop-specific knowledge, intended
use and attitudes, contrary to hypothesis the PBL condition did not differentially increase
trainees’ scores across these measures. This outcome is surprising in light of findings that
suggest that passive learning strategies are not ideal training methods (EI-Tannir, 2002;
Miller et al., 2004). However, a number of factors may explain the lack of between-
condition differences in trainee outcomes at posttraining and follow-up. It is possible that
the TAU condition was a more active training condition than didactic workshops
described in previous literature. Following prescribed PBL format (see Barrett et al.,
2011), the PBL condition presented a central question in the form of a clinical vignette
and allowed groups to come up with various unique solutions, without the presentation of
fixed or ultimate solutions from the workshop leader. However, the TAU condition
similarly used clinical vignettes as a training tool. This inclusion was in an effort to
maintain comparable content while modifying training approach (to prevent study
confound). Despite using different training styles as well as presenting the TAU trainees
with fixed solutions to the presented vignettes, it is possible that the discussion of said
solutions created a training environment that was similar to the PBL condition. These
similarities would not be identified in the Manipulation Check as they arose from organic
conversation and questioning in the TAU condition, rather than similarities between the
conditions in information presentation and solution analysis (which were probed in the
Manipulation Check). Future studies may be better able to test PBL’s potential value as a

training approach by limiting trainee discussion and collaborative problem solving in
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comparison training conditions. These features of the TAU condition may also explain
why, contrary to previous findings about the limitations of didactic training approaches,
the TAU condition was successful in improving training targets from pre- to post-
training.

Although training conditions did not differ across measures of workshop-specific
knowledge, attitudes towards EBPs and intentions to utilize EBPs, results did show
significant differences in overall knowledge of EBPs (as measured by the KBESQ)
between conditions. Namely, both conditions’ trainees displayed decreased overall
knowledge from pre- to post-training, but knowledge increased from posttraining to
follow-up. Further, trainees in the TAU condition saw a greater increase in overall
knowledge from pretraining to follow-up. This pattern may result from the nature of
discussion between the two training conditions. Given trainees in the PBL condition
worked in small groups it is possible their discussions were circumscribed to the scope of
the workshop, EBPs for youth anxiety. However, when TAU trainees were provided with
specific solutions and subsequently evidence-based explanations for the solutions when
probed, more broadly applicable principles (e.g., relevant to other areas of youth
psychopathology) may have arisen. Overall, decreases from pre- to post-training may be
explained by an increased awareness of which interventions are evidence-based and
which are not, or even an increase in discernment when considering the KBESQ’s
prompts. This may have led to a hesitance to label any intervention as evidence-based
without gathering further knowledge. Further, the subsequent increase in knowledge

might be explained by an increase in awareness of the importance of evidence based
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treatments and trainees independently increasing their knowledge (e.g., asking questions
of instructors, independent reading, seeking out additional training experiences).
Potential limitations merit consideration. First, it is possible that the virtual nature
of the trainings limited the generalizability of previous research to the present study, as
well as the generalizability of findings from the present study. However, due to
consistency between conditions (both were virtual) and COVID-19 restrictions, this was a
necessary step to ensure (a) the safety of the trainer and trainees and (b) recruitment
achieved the needed sample size. Second, the present sample had a significantly higher
proportion of doctoral-levels trainees (PhD, PsyD and EdD) than is present in the current
workforce (22.60% in the workforce versus 40.00% in the present study, p <0.001;
Goforth et al., 2021). It is likely that students who are enrolled in programs that
emphasize research may be more likely to participate in research. Future studies might
increase generalizability by specifically targeting more masters- and specialist-level
trainees in recruitment as they represent the largest proportion of school psychologists in
the workforce (8.8% and 68.6%, respectively; Goforth et al., 2021). Third, workshop-
specific knowledge was measured with the Knowledge Test, which was amended
specifically for the present study. Although it displayed reliability, further research is
warranted to examine its psychometric properties. Finally, use of trainees rather than
practicing school psychologists limited our ability to measure actual EBP use (versus
intended use). The use of passive assessment strategies (self-report measures) rather than
active assessment strategies limited our ability to measure understanding and ability

outside of rote knowledge. Future studies would benefit from using behavioral role plays
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as well as observational measures to quantify the effect of training on knowledge, skill
and actual implementation of EBPs.

Altogether the results of this study lend promising evidence to the body of
research concerning training in EBPs. The present findings suggest that workshops can
successfully improve workshop-specific knowledge, attitudes towards EBPs and intended
use of EBPs in trainees seeking to become school-based practitioners. Further, it lends
credence to idea that principle-based training (versus manual- or protocol-based
trainings) can successfully increase knowledge without being highly resource- or time-
intensive. Despite encouraging results, future research is warranted to more specifically
identify benefits of PBL strategies over more traditional training strategies. Additionally,
future studies would benefit from examining outcomes of skill and actual EBP use
through measurement strategies such as coding behavioral role plays and observational

data collection.
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APPENDIX A
EXPANDED LITERATURE REVIEW
Review of Research to Design an Accommodation-Focused Training
for School-Based Mental Health Providers
Preliminary Examination, July 2021
Anxiety disorders are highly prevalent among youth, with estimates that 20% meet
diagnostic criteria (Cartwright-Hatton et al., 2006). This incidence is predicted (both by
experts and initial findings) to increase in the presence of the current COVID-19
pandemic and associated precautions (e. g. lockdown; Courtney, et al., 2020; Orgiles, et
al, 2020). Without intervention, anxiety disorders rarely remit and have been found to
lead to long-term adverse sequelae, including educational underachievement, poor social
relationships, depression, suicidality, and increased substance use/abuse (Albano et al.,
2003; Kendall et al., 2004; Swan & Kendall, 2016; Wolk et al., 2015; Woodward &
Fergusson, 2001). Y outh anxiety creates a public health burden and is associated with
disability (Sareen, et al., 2006), loss of workforce productivity (Miller et al., 2004), and
health care costs (Coker, 2010).
Anxiety is particularly impairing among school-age youth where students with anxiety
disorders often display difficulty with concentration, avoidance around novel learning,
less positive affect in the classroom, below grade-level academic performance, and
interference with their motivation to succeed academically (Wood, 2006; lalongo, et al.,
1995; Mychailyszyn et al., 2010; Bernstein, et al., 2008). Studies have found that the
presence of anxiety symptoms in early elementary school predict poorer academic

performance in subsequent elementary grades (lalongo et al., 1995) in middle school
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(Grover et al., 2007) and in high school (Duchesne, et al., 2005; Swan & Kendall, 2016).
Research has also shown that decreases in anxiety are associated with improved school
performance and social functioning over the course of treatment (Wood, 2006),
improvement in overall school functioning (Nail et al., 2015), GPA (Weems et al., 2009)
and greater achievement on standardized tests (Keogh et al., 2006).

Fortunately, there has been meaningful work to transport evidence-based practices
(EBPs) for youth anxiety to school settings. Cognitive-behavioral therapy (CBT) has
been deemed an empirically supported treatment for youth anxiety (e.g., Hollon & Beck,
2013), achieving response rates of 60% in large trials (e.g., Kendall et al, 2008; Walkup
et al., 2008). However, high quality mental health care often does not reach the youth
who need it most (Blau,et al., 2010; Tang, et al., 2008). Of the approximately 15 million
children in the United States in need of mental health services, studies document that
only 21% of those children receive said services (Merikangas et al., 2010). Additionally,
when treatment is received, it is most often not an evidence-based approach (Garland, et
al., 2010; Weersing & Weisz, 2002) and generally underperforms existing, evidence-
based treatments (Weisz, et al., 2006).

Despite most mental health needs in youth going unmet, those who do receive mental
health treatment often receive these services in school settings. Schools represent the
largest mental health care provider in the United Stated, with more than half of youth
who are treated for mental illness receiving services through the school system (Farmer,
et al., 2003; Rones & Hoagwood, 2000). Altogether, one third of secondary students
receive mental health services through schools (Farmer et al., 2003; Bradley, et al.,

2004). Not only do schools represent the largest provider of mental care to youth, from an
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ecological contextual perspective (Bronfenbrenner, 1977), schools are an ideal place to
implement EBPs, as they are one of the most proximal environmental influences on a
youth’s life. Schools provide youth with the opportunity to practice skills in real world
settings, therefore increasing the likelihood of skill generalization (Evans, et al., 2003).
Because for many youth, school is the only environment in which they receive mental
health interventions, schools are also uniquely poised to reach youth who may not present
in other mental health settings (Hoagwood, et al., 2001, Hoagwood & Johnson, 2003).
Research findings indicate that although specialty mental health services are
underutilized by ethnic minority youth (Garland, et al., 2005), these discrepancies are not
observed across ethnic groups in school-based services (Costello et al., 2014; Lyon, et al.,
2013). Further, youth often prefer school-based mental health services over specialty
mental health services (Burns, et al., 1995) and these services are often viewed as more
acceptable to families (Alegria, et al., 2015; Farmer, et al., 2003; Aktins, et al., 2017). All
in all, the findings indicate that availability of school-based mental health services may
lead to less stigma around seeking mental health treatment and a subsequent reduction in
discrepancies in service provision (Mufson, et al., 2004).

Numerous EBPs have been examined in school settings across a wide range of treatment
targets, including depressive symptoms (e.g. Mufson et al., 2004; Shirk, et al., 2009),
anxiety symptoms (e.g. Masia Warner, et al., 2007), and behavioral difficulties (e.g.
Owens, et al., 2005). Unfortunately, few of these programs have been successfully
maintained outside the context of controlled research studies (Reinke, et al., 2010;

Herschell, et al., 2004; LoCurto, et al., 2020). A contributing factor to this is the roles that
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mental health providers play in the school setting — namely that these professionals
devote little time to individual and group intervention.

Despite limited research on the topic of consultation, consultation presents an
opportunity to address factors that contribute to youth anxiety within the existing
structures of school-based mental health providers’ roles in schools. Consultation
describes the practice of collaboration with parents, teachers, and other professionals to
provide educational and mental health support to students. Although assessment
consumes the largest portion of school psychologists working time, these providers spend
more time in consultation than in direct or group intervention (Lacayo et al., 1981; Smith
& Lyon, 1985; Bramlett, et al., 2002). Numerous responsibilities such as assessing
students for a range of learning, developmental and psychological disorders, creating
reports, serving on teams that create [EP’s and 504 Plans, crisis management and
collaborating with educators and parents may contribute to limited sustainability of
evidence-based interventions in schools. However, school-based providers who focus on
consultation see this process as key in the dissemination of non-intervention EBPs.
Accommodation describes ways in which parents, teachers or schools modify their
behavior in an effort to try to alleviate a youth’s anxious distress (Calvocoressi et al.,
1995). Accommodation includes actions such as providing excessive reassurance,
modifying routines or reducing expectations (Kagan et al., 2017; Lebowitz et al., 2013;
Storch et al., 2015) and occurs in nearly all families with a child with an anxiety disorder
(Benito et al., 2015; Lebowitz et al., 2013; Thompson-Hollands et al., 2014; Lebowitz et
al., 2014). Accommodation acts similarly to avoidance behavior; it allows the child to

physically or mentally avoid a fear-inducing situation (be it worry around uncertainty or a
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tangible object or situation). As a result, accommodation prevents opportunities for
exposure, and the subsequent reduction of anxiety. Accommodation is negatively
reinforcing (maintains the avoidance by temporarily reducing distress) and increases a
youth’s expectation of continued accommodation in the future (Abramowitz & Jacoby,
2014). In the context of education, the term “accommodation” often has a different
connotation (Green, et al., 2016) than when used in anxiety contexts. In schools,
accommodations and modifications provide adjustments or supports to improve access to
educational material, in line with federal and state regulations (Atkins, et al., 2017; Green
et al., 2018). These accommodations are legally outlined and overseen through
documents such as Individualized Education Plans (IEP) and 504 Plans. Further, some
accommodations (or changes to requirements, the classroom setting, etc.) may occur
outside of formalized plans. Few studies have examined school-based accommodations
and modifications in relation to youth anxiety and no research to date has addressed the
degree to which these interventions may alleviate a child’s anxious distress or maintain
avoidance and reduce opportunities for mastery of anxiety through exposure. However,
there are established EBPs that address the reduction of accommodation for anxious
youth.

At present, no study has examined the potential of providing training in EBP to
school-based mental health providers with regard to the provision of accommodation as it
relates to youth anxiety. The introduction and improvement of EBPs in schools is widely
supported, with use of EBPs recommended by professional organizations (e.g., American
Psychological Association [APA], National Association of School Psychologists

[NASP]) and required by federal legislation (e.g., Individuals with Disabilities Education
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Improvement Act, 2004; Every Student Succeeds Act, 2015). Despite this, the majority of
graduate students in school psychology still view the training they receive in EBP’s as
inadequate (Shernoff, et al., 2003; Hicks, et al., 2014). Fortunately, the proportion of
these students indicating adequate training in EBP’s has increased over time (Hicks, et
al., 2014). However, training in its current form may not serve as a silver bullet, given
that although 75% of school psychology training programs provide coursework on EBPs
(Reddy, et al., 2017), only 89% of Nationally Certified School Psychologists
reported rarely or never adopting behavioral EBPs (Hicks,et al., 2014). This review
examines the extant literature in the areas of (a) accommodation and youth anxiety, (b)
training of community and school-based providers in EBPs and (c) school-based
interventions for youth anxiety. The findings considered in this review inform a
foundation for the development of a training intervention to educate school-based mental
health providers in the provision of EBPs as they pertain to accommodation and youth
anxiety.
Accommodation

The most recent review on the subject of youth anxiety and accommodation
examined the extant literature on the nature of accommodation as it occurs within
families with anxious youth and its relationships to youth, family and treatment outcome
factors (Kagan, et al., 2017). A number of conclusions regarding accommodation in
youth anxiety were drawn. For example, accommodation is highly prevalent in families
including anxious youth, with the vast majority of families endorsing participating a wide
range of accommodating behaviors (Benito et al., 2015; Lebowitz et al., 2013;

Thompson-Hollands, et al., 2014) with high frequency (Flessner, et al., 2011; Futh, et al.,
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2012; Peris, et al., 2008). A similar majority of parents of anxious youth reported
experiencing distress when accommodating, and associated impairment at home and in
school (Lebowitz et al., 2013). Further, accommodation was found to be positively
correlated with symptom severity in anxious youth (Benito et al., 2015; Lebowitz et al.,
2013; Lebowitz et al. 2014).

Research has shown mixed finding about the prevalence of accommodation across
different anxiety disorders (Thompson-Hollands, et al., 2014, Benito et al. 2015) with no
particular diagnosis being consistently associated with greater accommodation. However,
comorbid internalizing problems (e.g., depressive disorders) are associated with higher
levels of accommodation (Benito et al., 2015). Similarly mixed findings arise when
examining the relationship between accommodation and age (Lebowitz et al., 2014;
Thompson-Hollands, et al., 2014). When examining parental factors, a review of the
research established that parent anxiety and avoidance are associated with higher rates of
accommodation (Flessner, et al., 2011; Storch, et al., 2008; Lebowitz, et al., 2012).
Further, accommodation is positively associated with maternal distress (as well as youth
distress) in treatment- seeking samples (Thompson-Hollands, et al., 2014; Settipani &
Kendall, 2013).

Although research has explored a number of factors in relation to accommodation in
anxious youth, nearly all studies have been limited to the home and treatment
environments. Although important, this research misses the opportunity to examine how
accommodation may occur in another salient environment, school. By the age of 18,
youth have spent more than 13% of their waking hours in a school setting. This time is

punctuated by frequent interactions with adults, all of which can possibly act as
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accommodation. It follows, that given the pervasiveness of accommodation in the homes
of anxious youth, that school staff may act in similarly accommodating ways when
interacting with anxious students. An emerging body of research has sought to quantify
and characterize the presence of accommodation of anxious youth in the school
environment.

A study by Green and colleagues (2017) explored the types of SBSs received by anxious
youth, relying on maternal- and self-report. The study examined reports of school
functioning and school-based supports and accommodations among a sample of 51
anxious youth and their mothers seeking treatment at an outpatient clinic. Mothers
reported that 56.9% of children received services through an IEP or 504 Plan. This report
showed that more than half of mothers and students reported receiving SBSs, however
the SBSsreported were frequently different between mother and child. Additionally, 82%
percent of youth with an IEP or 504 Plan reported receiving at least one anxiety-related
SBS at school compared with 39.3% of youth without an 1EP or 504 Plan. The number of
SBSs children reported they received was significantly associated with increased reports
of social and academic impairment in school. Further, number of SBSs reported by
mothers was significantly associated with scores on the Child Behavior Checklist
(CBCL; Achenbach, 1999) Anxiety subscale. Of note, “paired” supports were noted
where youth, for whom there were self- or mother-reported specific fears (e.g. taking
tests), were more likely to report associated SBSs (e.g. extra time on tests) than youth,
where the youth and mothers did not endorse anxiety in that area (e.g. not worried about

taking tests).
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A recent study (Conroy et al., 2020) surveyed a subset of school staff (elementary,
middle and high school) who reported student anxiety as a primary concern (N=134).
They answered questions about their use of 23 anxiety-focused school-based supports
(SBSs) as well as their own mental health literacy and emotional exhaustion. A panel of
youth anxiety experts (N=28) separately rated each of the 23 SBSs on separate scales
indicating the degree to which the SBS promoted student avoidance of anxiety
(avoidance-oriented) and promoted student approach toward anxiety-provoking situations
(approach-oriented). This study characterized the types of SBSs endorsed by school staff
by bench-marking each of the 23 SBSs against the expert ratings — yielding both an
approach-promoting and an avoidance-promoting rating for each SBS. Findings indicated
that school-staff endorsed a wide range of anxiety-focused SBSs. Overall, high
avoidance-oriented SBSs were less frequently endorsed than high approach-oriented SBS
(with 99.3% of school staff endorsing at least one high approach-oriented SBS versus
92.5% endorsing at least one high avoidance-oriented SBS) and the two most-frequently
endorsed SBSs (“Provided more positive reinforcement” and “Had a conversation with
the student to learn more about what was going on’’) were among the top five most
approach-oriented SBS as rated by the expert panel. However, the fourth and the fifth
most frequently endorsed SBSs (“Asked the student to take a break [e.g., go for a walk,
go to the library]” and “Reduced the required work for the student”), were among the
most highly rated as avoidance-oriented. Also, nearly half of respondents endorsed using
the most highly avoidance-oriented rated SBS (e.g. letting anxious students just sit and
not participate). Altogether, 99.3% of school staff reported engaging in at least one high

approach- oriented SBS, but 92.5% of school staff participants nonetheless reported using
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at least one high avoidance-oriented SBS. Additionally, higher levels of emotional
exhaustion significantly predicted the endorsement of a greater number of high
avoidance-oriented SBSs and higher levels of mental health literacy significantly
predicted the endorsement of a greater number of high approach-oriented supports.
Altogether this study highlights the variable nature of SBS assignment in schools.

A subsequent study by Phillips and colleagues (in preparation) used the same expert
panel to characterize the types of SBSs received by youth seeking treatment for an
anxiety disorder in an anxiety specialty clinic and identify potential correlates to SBS
receipt. The study, using school documents (e.g. IEPs and 504 Plans), examined and
quantified the types of SBSs being provided to youth (N = 76) diagnosed with an anxiety
disorder. The study used an expert panel to rate 54 common SBSs on how much the
support could promote avoidance of anxiety in the school setting and how much the
support could promote approach towards anxiety-provoking situations or experiences in
the school setting, yielding an average approach and avoidance rating for each SBS (see
Conroy, et al., 2020). School documents were coded for the presence of SBSs and each
received a total approach and a total avoidance score. Analyses revealed that approach-
promoting and avoidance-promoting SBSs were differentially associated with diagnostic
status: youth with a diagnosis of social anxiety disorder were more likely to receive SBSs
promoting of avoidance and youth with a diagnosis of specific phobia were more likely to
receive SBSs promoting of approach. Analyses also revealed, for a subset of participants
who completed 16-weeks of CBT for youth anxiety (N=36), that higher SBS approach

scores were significantly related to an increased likelihood of response to CBT. The
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results indicted the presence of variability in the number, type and quality of SBSs
received by youth with anxiety disorders.

LoCurto and colleagues (2020) examined parent-report of the use of eight school
services and supports (e.g., seen a school counselor for a mental health reason, placement
in a special class for a behavior or emotional difficulty) and predictors of service
utilization. Participants included anxious youth (N= 208) between ages 6 to 18 years who
were enrolled in a school-based randomized controlled trial for anxiety treatment.
Services and supports included “formal” services offered in schools (e.g., referred for
special education) as well as “informal” supports a child might utilize (e.g., talking to a
teacher about feelings and behaviors). Approximately two thirds of parents reported their
children using some kind of school service or support. Poor global functioning
(Children’s Global Assessment Scale; Shaffer et al., 1983 [CGAS]), higher youth anxiety
(Clinical Global Impression Scale — Severity; Guy, 1976 [CGI-S], Child Anxiety Impact
Scale - Parent Version; Langley, et al., 2004 [CAIS-P], Revised Child Anxiety and
Depression Scale; Chorpita, et al., 2000 [RCADS]), higher scores on measures of
internalizing and externalizing (CBCL), higher caregiver strain, and greater overall parent
psychological distress (as measured by the Brief Symptom Inventory [BSI]; Derogatis &
Melisaratos, 1983) predicted using more school services and supports.

Allen and Lerman (2018) conducted a study based in the United Kingdom to evaluate a
new measure, the Teacher Responses to Anxiety in Children (TRAC) in elementary
school teachers (N=74). Findings indicated that the TRAC assesses three factors:
Autonomy-Promoting, Anxiety-Promoting and Reward responses. The authors also

explored teacher and student correlates to types of responses employed. Overall findings
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indicated male teachers were significantly more likely than female teachers to use
Anxiety-Promoting responses. Further, more experienced teachers (i.e. greater number of
years teaching) reported significantly more reinforcement of anxious avoidance than less
experienced teachers, and teaching assistants reported significantly fewer overprotective
responses. Teaching staff reported significantly more Autonomy-Promoting responses in
social anxiety or generalized anxiety/worry scenarios compared to separation anxiety
scenarios.

Conclusions Regarding Accommodation

The findings on the relationship between youth anxiety and accommodation in the school
setting are mixed and paint an incomplete picture. Results are consistent in that anxious
youth frequently receive SBS in schools (Phillips, et al. in preparation; Green et al., 2017;
LoCurto, et al., 2020). Results also support that schools use a wide range of SBSs when
approaching anxious students that vary in quality (Phillips, et al. in preparation; Green et
al., 2017; Conroy, et al., 2020). Per parent report, direct document analysis and teacher
report, anxious students commonly receive SBSs that encourage both approach and
avoidance (Phillips, et al. in preparation; Green et al., 2017; Conroy, et al., 2020).
Consistent with existing literature highlighting approach in the form of exposure as a
“key” ingredient in the treatment of anxiety (e.g., Higa-McMillan et al., 2015, Kendall et
al., 2005) one study found receipt of approach-oriented SBSs to be positively correlated
with response to CBT, however more research is needed (Phillips, et al., in preparation).
A contrasting picture appears concerning youth correlates to SBS receipt with conflicting
findings regarding diagnosis and receipt of approach- or avoidance-oriented SBS.

However, there was consistency in teacher and staff correlates to SBS determination.
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Conroy and colleagues (2020) found that emotional exhaustion significantly predicted the
endorsement of a greater number of high avoidance-oriented SBSs while Allen and
Lerman (2018) found that more experienced teachers reported significantly more
reinforcement of anxious avoidance. These findings suggest that experience alone may
not lead to better decision-making regarding SBS for anxious students and in fact
associated burn-out may lead to more accommodating SBSs. However, the finding that
teaching assistants reported significantly fewer overprotective responses (Allen &
Lerman, 2018) in concert with Conroy and colleagues (2020) finding relating higher
mental health literacy with approach-oriented SBSs is promising. This promising
perspective suggests that early career educators may not be initially prone to
accommodating anxious students and that increases in mental health training may be
effective in preventing a shift towards promoting avoidance.

Research Limitations and Future Directions

Due to the limited scope of the existing literature on avoidance and anxious youth in the
school setting, it is imperative that researchers continue to explore this avenue. One
major limitation to the above research is reporter status. Many studies relied on teacher
endorsement or parent-report (Allen & Lerman, 2018, Conroy et al., 2020, Green et al.,
2017). Even studies that used primary information (e.g., Phillips, et al., in preparation;
LoCurto, et al., 2020), relied on documents that show which SBSs were assigned but not
which were implemented (Phillips et al., in preparation) or were not specific in
characterizing the SBSs received (LoCurto, et al., 2020). Further, given the large number
of SBSs endorsed on average per youth (Phillips, et al., in preparation) it is unlikely that

youth regularly receive all of the SBSs outlined on formal or information accommodation
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documents. As such it is important that future research is able to characterize the SBSs
received by each student (not just included in a plan) in the school environment and
quantify the frequency of receipt. This information in concert with severity of anxiety and
the presence or absence of an anxiety diagnosis (and the specific type of diagnosis) would
add meaningfully to the literature. Also needed are studies that establish temporal
precedence between accommodations, diagnosis, development of symptoms, and
treatment onset and completion. Longitudinal work would allow for conclusions
regarding the relationship between accommodation that occurs in school and the course
of anxiety in youth.

Training

Despite a large body of research on the training of providers in EBPs, little work has been
done exploring the training of school-based mental health providers in EBPs that apply to
youth psychopathology. The most recent review on the subject of training therapists in
EBPs examined the extant literature on a variety of training approaches specifically
intended to train community-based therapists (Frank, et al., 2020). Previous research led
to the conclusion that self-study is generally ineffective in increasing EBP use (Fixsen, et
al., 2005), whereas in-person and online training approaches are slightly more effective in
increasing provider knowledge, but not in changing provider behavior or client outcome
(e.g., Dimeff et al., 2009; McHugh & Barlow, 2010). Further, a previous review of the
literature on training (Beidas & Kendall, 2010) established that active training strategies,
such as behavioral rehearsal (role play), are the most effective in increasing adherence to
and skill in EBPs. However, the same review found that these strategies do not always

lead to meaningful behavior change in clinical practices. The review by Frank and
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colleagues (2020) focused on 76 studies that examined various strategies, including in-
person workshop only (n = 9), in-person workshop plus consultation (n = 21), online
workshop (n = 20), train-the-trainer model (n = 4), and intensive (n = 22) training
approaches, aimed at increasing knowledge and use of EBPs among community-based
therapists. Outcomes were consistent with conclusions from prior reviews, indicating
that therapists” knowledge and attitudes toward EBPs improve after attending a
workshop; yet workshops alone are unlikely to increase EBP use. In particular, this
systematic review suggested that online training strategies may be sufficient for training
therapists in a single EBP, whereas the training of several components or more nuanced
applications (e.g. Wolk et al., 2019) may benefit from using in-person strategies.
Although intensive training strategies emerged as effective in increasing competence and
use of EBPs, authors acknowledged the drawbacks (require many resources, high
provider turnover) inherent to this approach (Beidas et al., 2016; Okamura et al., 2018).
Further, review findings suggested that training is more effective at improving EBP
competence and use when combined with consultation — highlighting the need for further
research on effective training strategies that do not require significant on-going resources.
The body of research surrounding training of community-based therapists is important to
consider when considering training approaches for school-based mental health providers.
Altogether the most recent review of training strategies (Frank et al., 2020) suggests
mixed findings in terms of what factors contribute to successful increases in knowledge
and use of EBPs. Although extant reviews focus on the training of primarily community-
based therapists, many of the limitations and future directions highlighted in these

outcomes are applicable to the school setting and school-based mental health providers.
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Similar to providers in school settings, community clinicians come to training with a
wide variety of educational and training backgrounds. Additionally, community mental
health settings are similarly under-resourced (compared to schools) and frequently
require providers to wear multiple hats (akin common expectations of school-based
providers). Primarily, findings indicate that intensive trainings and those paired with
consultation are most effective in increasing knowledge and use of EBPs. However, these
types of trainings require extensive means such as time and financial resources. These
findings highlight the need for further research identifying what types of EBPs school-
based providers can be successful trained in and what types of training modalities
increase EBP knowledge and uptake within the confines of resources available to
schools. Limited research has examined the training of school-based mental health
providers in EBPs. This small body of research is examined next.

One effort to train school-based mental health providers in EBPs examined training 25
therapists in Cognitive Therapy (CT; Creed et al., 2013). This project targeted
participants who were employed by agencies contracted to provide mental health services
at public schools in an urban center. Participants represented a variety of professional
backgrounds with the majority (n =23, 92%) of the sample possessing a master’s degree.
Participants are reported backgrounds in a variety of fields including counseling (n = 10,
40%), education (n = 1, 4%), psychiatry, (n = 1, 4%), psychology (n = 3, 12%), and
social work (n = 10, 40%). A subset of the sample (n = 13), responded to optional
questions regarding prior experience with CBT, resulting in the finding that all rated their
familiarity with CBT as “only the basics” or less and only two identified their theoretical

orientation as “behavioral” or “cognitive behavioral,” (other reported orientations were
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not reported). Training included 22 hours of workshop over four to five weekly sessions
and six months of weekly 2-hour, small-group consultation, transitioning to a peer-led
consultation group with periodic support from study instructors. Training materials
emphasized embracing the flexibility inherent to CT, rather than modifying practices for
the school setting. Specifically, training addressed collaboration with teachers,
collaborative goal-setting, as an alternative to deficits-based service assignments, and
case conceptualization using information from the school setting. No further details about
training strategies were provided. The findings from this study provide evidence that
school-based mental health providers with limited baseline knowledge of CT can be
successfully trained to competently implement these EBPs. Findings indicated that 72%
of participants achieved competency in CT by six months post-workshop (as evidenced
by a score of 40 or above on the Cognitive Therapy Rating Scale; Young & Beck, 1980).
Further, a subset of participants (n = 16) who completed the CT Knowledge Quiz (Corso,
et al., 2010) at the beginning and end of training in CT demonstrated a statistically
significant increase in their knowledge of CT, representing a large effect (Cohen’s d = -
0.69).

Another study investigated the relationship between provider-level variables and training
and implementation of CBT for youth anxiety among school mental health providers
(Beidas et al., 2012a). Participants were 17 school mental health providers who reported
the following job titles: school psychologist, guidance counselor, school social worker,
and school psychiatrist. These individuals represented a subset of school-based mental
health providers who participated in a larger training study of CBT for youth anxiety.

Participants were randomized to one of three training conditions, which included didactic
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training (6-hour workshop including PowerPoint slides and example videos), computer
training (6-hour self-guided online training including videos of treatment sessions,
therapist tips, and links to research articles) and active learning training arms. The active
learning arm consisted of a 6-hour workshop which incorporated behavioral role play of
clinical skills with trainer feedback and interteaching, which is a strategy where trainees
engage in small-group discussion with guided questions. However, given that no
significant differences between the three conditions were identified on measures therapist
adherence, skill, or knowledge at posttraining and follow-up, study authors collapsed
across training conditions in their analyses (Beidas, et al., 2012b). All participants were
provided weekly consultation for three months following the initial 1-day workshop.
Analyses indicated that knowledge and adherence to CBT significantly improved after
receiving the training and consultation package, but that skill (measured by independent
coders observing behavioral role plays) did not. However, adherence was positively
correlated with the pre-workshop attitudinal variables including appeal (the extent to
which a therapist will adopt a new practice if it is intuitively appealing), openness (the
extent to which a therapist is generally receptive to using new interventions), and
divergence (the extent to which a therapist perceives research-based treatments as lacking
clinical utility) measured using the Evidence Based Practice Attitude Scale (EBPAS;
Aarons, 2005)

Koschmann, et al. (2019) enrolled 19 high-school level school-based mental health
providers in a training program including didactic CBT training (1-day training workshop
and two subsequent 2-hour seminars) paired with weekly coaching (12-16 weeks).

Participants included guidance counselors, social workers, and school psychologists.
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Following completion of CBT training, participants all led 10-12 session, CBT skills
groups at their respective schools while receiving study coaching. These groups were also
attended by a study coach who provided in-person, live support. These groups (led by
study participants) lasted an average of ten sessions with a mean group size of eight
students. Participant attitudes towards, perceptions of, confidence in and reported use of
CBT all significantly improved over the course of the coaching period. Further, students
attending the groups saw a significant reduction in anxiety and mood symptoms over the
course of group sessions, measured using the Patient Health Questionnaire-9, Modified
for Teens (PHQ-9T; Spitzer et al., 1999) and The General Anxiety Disorder-7 (GAD-7;
Spitzer et al., 2006).
Conclusions Regarding Training

Outcomes from the three reviewed studies indicate that school-based mental
health providers can be successfully trained in the EBPs for youth anxiety (Creed, et al.,
2013; Beidas, et al., 2012a; Koschmann, et al., 2019), when measured by increased
knowledge of EBPs.
Further, these studies yielded favorable results indicating didactic training strategies may
be sufficient in increasing knowledge of EBPs. Contrary to previous findings, Beidas and
colleagues (2012b; the only study to employ active learning strategies) saw no
differences in trainees’ outcomes across training intervention groups. However, despite
employing relatively low-resource didactic training strategies, all three studies included
regular consultation or coaching. Although this is in line with review findings that
consultation can help maintain competence gains over time (Frank, et al., 2020) these

types of training protocols can be cost-, resource- and time-intensive.
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It is difficult to isolate the active feature in training protocols that include both
didactic and consultation components. Further, despite leading to gains in knowledge,
knowledge does not necessarily lead to (a) increased use or (b) therapist skill. As
identified in Beidas and colleagues (2012a) although knowledge and adherence increased
following training, skill, when role plays were coded by experts, did not. Although
Beidas and colleagues (2012a) did not find increases in skill, both later studies did. Creed
and colleagues (2013) employed the Cognitive Therapy Rating Scale where trainees
submitted recorded therapy session to be assessed by expert coders. While Koschmann
and colleagues (2019) did not expressly evaluate skill, trainees’ intervention did lead to
significant reductions in student mood and anxiety symptoms, suggesting clinical
competence. Altogether, these findings suggest that school-based mental health providers
can be trained in EBPs, leading to increases in competence and positive clinical outcomes
(e.g. reduction in student anxiety).

Limitations and Future Directions

All three studies benefitted from behavioral coding of therapist competence or
clinical outcomes (student symptom measures), rather than relying exclusively on self-
report of knowledge, attitudes and intended use. However, due to all three study designs
integrating workshops and consultation or coaching, there are limitations when
interpreting outcomes. Although consultation models have been established as effective
in maintaining competence in EBPs (Frank, et al., 2020) they are not without limitation.
Consultation models are time- and resource-intensive. When used for the training of

school-based metal health providers they require employment of an expert trainer to
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conduct ongoing consultation, most-often requiring school districts to hire outside
consultants at a cost.

Further studies would benefit from balancing existing knowledge (consultation and
intensive training modalities lead to increased skill) with pragmatism (considering limited
resources and personnel of varying training backgrounds) when investigating training
strategies for school-based providers. This might include comparing less resource-
intensive models (didactic training only) to more resource-intensive models (such as on-
going consultation) to examine differential benefits in larger samples. Additionally,
further studies would benefit from using randomized control designs. Only one study
(Beidas, et al., 2012a) used randomization to different active conditions and an active
control condition (didactic) in their design. The absence of randomization limits the
conclusions that can be drawn about the relative effectiveness of the training strategies
employed. Future studies would also benefit from more specific description of training
strategies used during workshops to increase knowledge about the relative effectiveness
of different training approaches (e.g. behavioral role play, interteaching).

School-Based Interventions

The most recent review on the subject of school-based interventions for youth anxiety
examined the extant literature on a number of interventions (rather than prevention
programs) focused on addressing student symptoms of anxiety and depression in the
school setting (Gee, et al., 2020). For the purpose of this paper, conclusions regarding
interventions targeting anxiety are summarized below. Gee and colleagues (2020)
conducted a meta-analysis including 15 randomized control trials of anxiety interventions

in the school setting. Of those studies 10 included CBT interventions and 12 were
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conducted in a group (rather than individual) format. The Gee et al. analysis included
data from 1,075 youth, 528 of whom were randomized to receive a school-based
intervention. The school-based psychological interventions were found to be effective in
reducing anxiety symptoms in comparison to control conditions at posttreatment.
However, when subsets of the studies were assessed separately it was found that
interventions delivered by school-staff did not result in significant reductions in anxiety
symptoms postintervention. Although all included studies took place in the school
setting, the majority of interventions were implemented by non-school personnel —
namely researchers or graduate students in clinical psychology training programs. The
outcomes of these studies speak to the feasibility and effectiveness of implementing
interventions in the school setting, but they do not necessarily generalize to the feasibility
or effectiveness of more sustainable school staff-implemented programs and even support
the idea that there is still much to be done to elucidate how internal school-staff may
effectively implement anxiety interventions. Below we focus specifically on findings
from studies that examined the effectiveness of school-based interventions for youth
anxiety implemented by school staff (not outside study personnel).

Ginsburg and colleagues (2012; included in Gee, et al., 2020) compared treatment
outcomes following an in-school intervention implemented by school-based mental
health providers. Providers were 11 school employees, the majority of whom held a
Masters degree or higher, with various backgrounds including social work, counseling,
psychology, and art therapy. More than half characterized their theoretical orientation as
behavioral or cognitive behavioral (54.6%). The study enrolled 32 youth, who met

diagnostic criteria for an anxiety disorder. The study sought to compare clinical outcomes
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(using both self-report and semi-structured interview measures to assess anxiety
symptoms) of students randomly assigned to receive either 12 sessions of CBT or usual
care. Usual care represented the usual therapeutic practices for each individual provider,
however providers were instructed how to avoid several CBT components including
directly reinforcing approach behavior via a hierarchy and directly addressing fear-
evoking cognition. CBT session adherence was measured by independent evaluators
using the Treatment Adherence and Therapist Competence (TATC; Ginsburg, et al.,
2012) and it was determined that CBT content was delivered in 100% of CBT sessions,
compared to 55.6% of usual care sessions. No significant differences were found at
posttreatment between students enrolled in the two treatment groups. A majority of
students in both treatment groups were considered treatment responders at one-month
posttreatment and one half of students in the CBT groups did not meet for any anxiety
diagnoses immediately following treatment (versus 46.2% of youth in the usual care
condition). Last, youth in both groups saw significant improvement on an independent
evaluator completed measure of global functioning (CGAS; Shaffer et al. 1983) over the
course of treatment. Altogether, there were no significant between group differences on
measures of student anxiety at posttreatment.

Another study examined long-term outcomes, over the course of four years
following a school-based mental health provider conducted group CBT intervention for
anxiety (Hunt, et al., 2009; included in Gee, et al., 2020). This study, which took place in
Australia, sought to replicate findings indicating the FRIENDS CBT for youth anxiety
intervention/prevention program was effective when conducted by clinical psychologists

in a school setting, when implemented by school counselors aided by support teachers
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(Shortt, et al., 2001). The study randomized 260 youth aged 11-13 (M = 12.04 years) to
either an intervention or monitored control condition. Students were identified through a
multi-stage process that included indications of risk following the completion of the
Revised Children's Manifest Anxiety Scale (RCMAS; Reynolds & Richmond 1997, >1
SD above the mean score of a normative sample) and identification by teachers as a
student who displayed “interfering” anxiety symptoms in the classroom. Although
meeting diagnostic criteria for an anxiety disorder was not inclusion criteria for the study,
all participants completed the Schedule for Affective Disorders and Schizophrenia for
School-age Children (K-SADS-P/L; Kauffman et al., 1997) at pre-intervention. The were
no significant differences in the number of students meeting diagnostic criteria for an
anxiety disorder between the invention and control conditions (30.8% and 22.0%,
respectively) at preintervention. Students were randomized to an intervention or a
monitored control condition. The intervention condition received 10, 50-minute group
CBT sessions weekly, along with two booster sessions (at 1- and 3-months post group
completion) and 1-2 parent sessions. Material covered included awareness of symptoms
of anxiety, relaxation, challenging unhelpful thoughts, using graded exposure to
overcome avoidance, and problem solving. Group leaders attended a two-day workshop
ahead of beginning the intervention. Outcomes were assessed at 2- and 4-years post-
completion of the group. Controlling for preintervention scores, there were no significant
intervention effects at the 2-year follow-up on self-report measures of anxiety or
depression. However, at 4-year follow-up group outcomes differed significantly on the
RCMAS, indicating that students who participated in the intervention condition were

experiencing fewer symptoms of anxiety. There were no significant between-group
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differences in number of students who met diagnostic criteria for an anxiety disorder
within 12-months leading up to the 4-year follow-up, with neither condition showing
significant decreases in diagnostic status (i.e. comparable rates of anxiety disorder
diagnoses to pre-intervention).

Masia Warner and colleagues (2016; included in Gee, et al., 2020) compared
outcomes of a CBT intervention for youth with social anxiety disorder when
implemented by psychologists versus by school-based mental health providers, both in a
school setting. This study enrolled 138 students, in the ninth through eleventh grades (M
= 15.42 years) who met diagnostic criteria for social anxiety disorder as assessed by the
Anxiety Disorders Interview Schedule for DSM-1V: Parent and Child Versions (ADIS-
P/C; Silverman & Albano, 1996). Students were randomized to either one of two active
condition arms including a school-based CBT group intervention for social anxiety
disorder called Skills for Academic and Social Success (SASS; Masia et al., 1999)
conducted by a psychologist or a school-based counselor, or to a control condition with
matched time commitments described as a nonspecific, manualized group program
designed for school counselors. Both the psychologist-led and the counselor-led active
conditions included the SASS program in addition to two individual sessions and two
parent sessions (all conducted by the respective conditions’ group leader) for each
student. Counselors received a 5-hour workshop ahead of beginning the group
intervention, co-led a 12-week intervention group with a psychologist (prior to
implementing subsequent groups independently) and participated in continuous
consultation over the course of their independent 12-week group. Providers in active

conditions did not significantly differ in adherence or competence. Treatment response or
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remission rates did not significantly differ between active treatment groups (counselor-
implemented versus psychologist-implemented). Further, the counselor-implemented
active condition yielded significantly more treatment responders (defined as a CGl -
Improvement score of 3 or lower as compared by an independent evaluator; Klein, et al.,
1992) at both posttreatment and follow-up and significantly more remitters (remission
was defined as not meeting diagnostic criteria for social anxiety disorder as assessed
using the ADIS-C/P) than the control condition at follow-up. The results indicate that
school counselors can successfully implement a CBT-based group intervention for social
anxiety disorder.

A study by Miller and colleagues (2011; included in Gee, et al., 2020) compared a
CBT group intervention (the FRIENDS Program; Barrett, et al., 1992) delivered by a
teacher paired with a school-based mental health provider to an attention control group.
This study enrolled 191 students (M=10.1 years) who self-reported elevated anxiety (T-
score of 56 or higher on the Multidimensional Anxiety Scale for Children [MASC];
March, et al., 1997). Students randomized to the active condition (versus attention
control) participated in nine weekly, 50-minute, group sessions. Similar to Hunt et al.
(2009) this study used the FRIENDS protocol. The attention control condition consisted
of students attending time-matched read aloud time. Group leader training included a 6-
hour interactive workshop that focused on the behavioral manifestations of anxiety,
etiology of anxiety disorders, research support for psychological interventions, and
FRIENDS implementation. Findings suggested that there were no significant group
differences in postintervention and follow-up self-, parent- and teacher-report measures

(the MASC and Behavioral Assessment System for Children Parent and Teacher Report
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Forms [BASC]; Reynolds & Kamphaus, 1992) at 2.5- and 5-months following group
completion, with students in both conditions displaying similar patterns of anxiety
reduction over time.

The most recent study of school-based mental health providers implementing
CBT to students with anxiety examined the effectiveness of a brief school nurse-
administered intervention (Ginsburg, et al., 2021; not included in Gee, et al., 2020). This
study randomized 54 students (M=8.0 years) to receive either a CBT intervention or a
relaxation-based intervention, both implemented by school nurses. Both interventions
consisted of six modules delivered over eight weeks of brief (M=22.01 min) sessions (M
= 5.87 sessions received). Students with elevated anxiety symptoms were recruited and
assessed using the ADIS-C/P, although a clinical diagnosis of an anxiety disorder was not
required for study entry. Nurses received a one-day training workshop as well as
consultation as requested over the course of conducting the group intervention. Students
in both intervention groups showed a significant decrease in anxiety symptoms and
interference over the course of treatment (measured by the CGI- S, CAIS-C/P, Children’s
Somatization Inventory [CSI-24; Walker, et al., 2009] Children’s Automatic Thoughts
Scale [CATS; Schniering & Rapee, 2002]). However, there were no significant between
group differences at postintervention or 3-month follow-up. As such the results, indicate
that while the CBT-based intervention did not show improved outcomes over the
relaxation-based intervention, school nurses were successfully (as measured by decreased
student anxiety) able to implement interventions for youth anxiety.

Conclusions Regarding School-Based Interventions
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A close look at school-based intervention studies specifically implemented by
school personnel yields mixed results. Although, most programs resulted in reduced
student anxiety (Ginsburg, et al., 2012; Hunt, et al., 2009; Masia Warner, et al., 2016;
Ginsburg, et al., 2021), few school-staff implemented interventions emerged superior to
comparison non-school staff led conditions. A number of studies used active control
conditions where students received treatment as usual implemented by a school mental
health provider (Ginsburg, et al., 2012; Masia Warner, et al., 2016; Ginsburg, et al.,
2021) whereas one study used an attentional control (read aloud; Miller, et al., 2011) and
another used a monitored control (Hunt, et al., 2009). Of those studies using active
controls, only one showed significant group differences when compared to the control
condition (Masia Warner, et al., 2016). Additionally, Masia Warner and colleagues found
that counselor-lead intervention showed comparable student outcomes to the same
intervention led by psychologists. Of the studies reviewed, Masia Warner and colleagues
(2016) provided the school-based mental health providers with the most robust training
including a workshop, an opportunity to co-lead a group with a psychologist before
leading independently and on-going consultation. This suggests that although resource-
intensive, a multi-tiered training model may lead to greater competence among school-
based mental health professionals. Of the remaining studies no active condition showed
significant group differences when compared to the attentional or monitored control
condition, or treatment-as-usual conditions (Miller, et al., 2011; Hunt, et al., 2009;
Ginsburg, et al., 2012; Ginsburg, et al., 2021). Despite the lack of group differences, all
results suggested that school-based mental health providers can successfully implement

EBPs for youth anxiety in the school setting, when measured by reduction in student
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anxiety. Unfortunately, only study that looked at adherence, with Ginsburg and
colleagues (2012) finding that once trained, school-based mental health providers
included CBT strategies in 100% of their sessions. As such, the absence of differential
improvement in EBP conditions may be related to dose administered.
Limitations and Future Directions

Extant research investigating school-based mental health providers ability to
effectively implement EBP’s for youth anxiety raises a number of considerations. One
consideration is training. Although some studies included a robust training plan, most
other included minimal details as to what training strategies were used during
“workshops.” This lack of information denies us the opportunity to consider what types
of instructional strategies may be effective in training school-based mental health
providers in EBPs. It limits what conclusions can be drawn about training strategies as
they relate to a number of outcomes such as increased knowledge, competence and
intended and actual use. Further, review of these studies indicates that the study with the
most promising findings (no group differences between student outcomes in school staff-
led versus psychologist led interventions; Masia Warner, 2016) was the study with the
most resource- and time- intensive training plan. This suggests that multiple strategies
(e.g. didactic, co-leading, consultation) may be necessary to build competence for school-
based mental health providers. However, such approaches may not be feasible in schools,
specifically if they apply to an intervention that is viewed as non-generalizable (such as
CBT specifically for youth anxiety versus a transdiagnostic approach). Future research
would benefit from systematically comparing training components and training dose

(number of hours, amount of on-going consultation, etc.). In the vein of dose, findings
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from Ginsburg and colleagues (2012) raise an important question about necessary
intervention dose. Their findings indicate that CBT intervention groups and care as usual
(both implemented by school-based metal health providers) both significantly improved
student anxiety (no significant group differences at postintervention). However, despite
providing specific instruction as to how to avoid CBT strategies in the treatment-as-usual
condition, 55% of treatment-as-usual sessions included CBT strategies (versus 100% in
the CBT condition). Given the comparable student outcomes, these findings suggest that
an effective dose of CBT in the school setting may be far below 100%. It would be
beneficial for future studies to similarly code interventions for presence of EBPs to yield
more conclusive findings comparing active and control (or treatment-as-usual)
conditions. It is important to consider how findings about dose might effect training of
school-based mental health providers, who often come from non-CBT backgrounds
(Ginsburg, et al., 2012). Findings indicating that lower doses of EBP are effective in
reducing anxiety symptoms may lend credence to the idea of principle-based training
which suggests training practitioners in individual EBPs, rather than specific treatment
manuals, increase competency (Beidas et al., 2011). Further, this finding (indicating the
presence of CBT in the treatment-as-usual condition; Ginsburg, et al., 2012) is
encouraging in its reflection on the quality of intervention that is typical in the school-
setting.
Conclusion

For many years leading organizations in clinical and school psychology have
issued calls to establish research-practice partnerships to improve dissemination,

implementation, and continuous improvement of evidence-based mental health services.
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This review examined the literature in the areas of (a) accommodation and youth anxiety,
(b) training of community and school-based providers in EBPs and (c) school-based
interventions for youth anxiety in order to form a foundation for the development of a
training intervention to educate school-based mental health providers in the provision of
EBPs as they pertain to accommodation and youth anxiety. The primary findings of this
review are three-fold.

(@) A growing body of research indicates that accommodation is pervasive in households
that contain an anxious youth. This accommodation not only leads to increased caregiver
distress but also has negative implications for anxiety course and treatment response. A
smaller body of research substantiates that many anxious youth are receiving supports
and modifications in the school setting that are likely serving to accommodate their
anxiety. Across studies it is clear that SBSs can serve to encourage avoidance but also to
facilitate anxious students’ approach to anxiety-provoking stimuli. Findings also suggest
that increasing education in these areas, such as how accommodation functions in the
context of youth anxiety, may bolster school staffs’ ability to identify and implement
approach-oriented SBSs.

(b) Broad evidence suggests that a range of intervention strategies (e.g. didactic
workshops, online, consultation) are effective in increasing provider knowledge of EBPs,
but increases in knowledge don’t necessarily lead to increased skill
development/competence or intended and actual use of EBPs (Beidas & Kendall, 2010).
However, when individual skills or concepts are taught in isolation, didactic or
workshop-only instruction may be sufficient. Within the school context, evidence suggest

that school-based mental health providers can be successfully trained in EBPs related to
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youth anxiety (when measured by competence and decreases in student anxiety),
particularly when training includes both a workshop and a consultation or coaching
component. However, the active ingredient in such training regimes is not evident given
the limited research available.

(c) Robust evidence bears out that school-based interventions are effective at reducing
student anxiety. School-staff led interventions are similarly effective at reducing student
symptoms of anxiety but rarely out-perform control conditions. Those that do, consist of
resource- and time-intensive staff training protocols that may not be generalizable to all
districts where number of mental health providers and financial resources are frequently
limited.

In keeping with the aim of this review, we seek to synthesize the reviewed
literature to inform the design of an impactful training intervention, intended to instruct
school-based mental health providers in EBPs pertaining to accommodation in youth
anxiety. When making such design considerations, many factors must be considered. It is
prudent to balance pragmatism with thorough measurement and specific training
interventions to maximize generalizability. One must first consider the method of training
itself. Although consultation and coaching models have positive findings regarding
increasing competence and have been successfully used with school-based providers, this
model is time- and resource-intensive, thus limiting its generalizability to a wide range of
districts, particularly those with limited financial resources or small numbers of school-
based mental health providers. As such, focusing on individual concepts (such as
accommodation in youth anxiety) and related-EBPs, rather than more complex and broad

reaching protocols is both more relevant to school-based providers existing job
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responsibilities and yields a training concept that is better suited to a workshop-only
training approach.

Limiting the training to a workshop-only format also enhances generalizability. The
findings in this area are muddied by the combination of multiple approaches and poor
explication of training strategies used in workshops. Thorough research methods such as
indicating specific training strategies utilized in workshops and clearly delineating
differences in training strategies between active and control groups will help us to better
identify what the key ingredients are in training school-based mental health providers.
These types of research methods maximize the ability to draw specific conclusions and
add meaningfully to extant literature.

Mixed finding regarding the ability of school-based mental health providers to
successfully implement interventions for youth anxiety are likely due to a number of
factors. Namely most providers are expected to spend the majority of their time focusing
on areas that do not include direct intervention. This situation is reflected in such
professionals receiving limited training in intervention in graduate and continuing
education settings. As such, it would be sensible to explore different avenues through
which school-based mental health providers can be instrumental in reducing youth
anxiety symptoms. In training these providers in EBPs relating to accommodation, this
knowledge can be applied to consultation practices. Research suggests that SBS provided
via consultation vary in quality. By increasing school-based provider competence around
the concept of accommodation in youth anxiety, we can increase the likelihood of these
providers identifying and implementing high-quality, approach-oriented SBS, thus

reducing accommodation and leading to better student outcomes.
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The conclusions of this review suggest a next-needed study that is aligned with
the goals of establishing research that will both identify specific best-practices in training
school-based mental health providers and consider current research pertaining to roles
filled by such providers to create a program that is sustainable outside of an active
research study. This focus on sustainability, will subsequently increase both
dissemination and implementation of EBPs in the context of accommodation for youth
anxiety. The reviewed research suggests that research focused on specific training
strategies and individual components of EBP (e. g., accommodation in youth anxiety) has
the potential to lead to successful implementation of such practices and yield findings
that bring us closer to identifying what key ingredients are in the training of school-based

mental health providers.



