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Examined correlates of treatment responsein a clinic providing cognitive-behavioral
therapy for children with anxiety disorders. Youth (ages 7 to 15) with a primary Diag-
nostic and Satistical Manual of Mental Disorders (3rd ed., rev., or 4th ed.; American
Psychiatric Association, 1987, 1994) anxiety-disorder diagnosis (overanxious disor-
der, generalized anxiety disorder, separation anxiety disorder, social phobia, or
avoidant disorder) participated. After completing a full course of treatment and
posttreatment (n= 135) and 1-year follow-up (n= 107) assessments, participantswere
classified into 1 of 2 groups—poor treatment response and good treatment response—
using parent diagnostic reports. Discriminant function analyses indicated that higher
levels of maternal- and teacher-reported child-internalizing psychopathology at pre-
treatment, higher levelsof maternal self-reported depressive symptoms, and older-child
age were all associated with less favorabl e treatment response. Other factors, such as
child ethnicity, child sex, family income, family composition (i.e., dual parent vs. single
parent), child-reported symptomatology, and maternal-reported level of child-
externalizing behavior problemsdid not predict treatment response. Both practical and

conceptual implications of the findings are discussed.

Results from controlled clinical trials and meta-
analyses suggest that for many children with mental
health problems, psychotherapy can be beneficial
(Casey & Berman, 1985; Kazdin, Bass, Ayers, &
Rodgers, 1990; Weisz, Weiss, Han, & Granger, 1995).
However, these generally positiveresults are tempered
by less favorable outcomes for subsamples of children
who seek mental health services. For example, recent
research on treatment “ dropouts’ and work examining
poor outcome despite a full course of treatment has
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demonstrated that for some youth, treatment response
is minimal. Indeed, even in randomized clinical trials
that support the use of aparticular treatment, a portion
of the children who have compl eted treatment continue
to experience marked psychosocia impairment. For
example, Weisz et al. found that, on average, approxi-
mately 22% of treated youth fared worse than the aver-
age member of the no-treatment control groups. There
are both practical and conceptual reasonsto study poor
treatment response. Practically speaking, asour knowl-
edge of the factors associated with treatment response
for particular treatments increases, so does our ability
to assign children to appropriate treatment approaches
(i.e.,inan empirically prescriptive manner). For exam-
ple, onetreatment may prove most helpful in caseswith
high levels of comorbidity; whereas, for children with
fewer disorders, a less intensive approach may prove
sufficient. In addition, knowledge of the relevant re-
sponse-related factorswill inform decisions about sup-
plementing or modifying current treatment
approaches. For example, if parental psychopathology
is associated with poor treatment response (e.g.,
Patterson & Chamberlain, 1994), concurrent family
therapy or adjunctive individua therapy for the parent
may be indicated.
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From a more conceptual viewpoint, the study of
poor treatment response has the potential to strengthen
the field’ s understanding of psychopathology and psy-
chotherapy. Knowledge of variables that predict re-
sponse to a particular treatment may help define the
efficacy “boundaries’ of particular treatment ap-
proaches. For example, some have argued that acertain
level of cognitive development is considered integral
for cognitive therapy (CT) to be most beneficial (e.g.,
Durlak, Fuhrman, & Lampman, 1991; Weisz &
Weersing, 1998). If CT is less effective for younger
children than another therapy (e.g., behavior therapy),
then the proposed developmental boundary of CT re-
ceives empirical support.

To date, the majority of research on treatment re-
sponse hasbeen conducted in the areaof conduct disor-
dersinyouth (typically parent-training programs; e.g.,
Dumas, 1984; Patterson & Chamberlain, 1994; Web-
ster-Stratton, 1985). Several factorshave beenfoundto
be associated with the poorest outcomes: (a) older-
child age (e.g., Patterson & Chamberlain, 1994); (b)
higher levels of parenta psychopathology (e.g.,
Patterson & Chamberlain, 1994); (c) higher levels of
marital—parental-relational  discord (e.g., Dadds,
Schwartz, & Sanders, 1987); (d) lower levelsof family
socioeconomic status (e.g., Patterson & Chamberlain,
1994); (e) higher levels of parental socia isolation and
limited social support (i.e., the insular parent; see
Dumas & Wahler, 1983); (f) single-parent households
(e.g., Webster-Stratton, 1985); (g) lower levels of ther-
apist training and involvement (e.g., Bush, Glenwick,
& Stephens, 1986); (h) poorer treatment adherence or
fidelity (e.g., Henggeler, Melton, Brondino, Scherer, &
Hanley, 1997); and (i) lower levels of family invest-
ment in treatment (e.g., Nye, Zucker, & Fitzgerald,
1995). Patterson and colleagues al so found that failure
in their parent-training program was predicted by
chronic or intense parental resistance to treatment (see
Patterson & Chamberlain, 1994; Stoolmiller, Duncan,
Bank, & Patterson, 1993).

Empirical work on factors related to treatment re-
sponse for children with internalizing disorders has
been scanty. There were only three studies we found
that specifically examined predictors of poor treat-
ment response for children with internalizing prob-
lems, and all three focused on depressed adol escents.
Clarke et al. (1992) examined severa treatment—re-
sponse predictors (e.g., age, sex, components of ther-
apy, family composition) in a study of adolescents
treated with a cognitive-behavioral group approach.
Using a categorical definition of treatment response
(i.e., recovered vs. not recovered, based on adoles-
cent-reported diagnostic information), they found that
higher adolescent self-reported Beck Depression In-
ventory (BDI) scores, higher adolescent self-reported
state anxiety scores, lower adolescent self-reported
enjoyment of and frequency of pleasant activities,

and fewer adolescent self-reported rational thoughts
were associated with poorer outcomes.

Two recent studiesreported findingslargely consis-
tentwith Clarkeet al.” s(1992) findings. First, inastudy
of the treatment of depressed children and adol escents
(ages 10 to 17) using cognitive-behavioral therapy
(CBT), Jayson, Wood, Krall, Fraser, and Harrington
(1998) found that older child age and higher levels of
child self-reported depression severity predicted the
poorest outcomes asdefined categorically by remission
of major depressive disorder (reported by the youth on
the Schedule for Affective Disorders and Schizophre-
nia—School Age Version [K—SADS]). In a sample of
depressed teens treated with psychosocial treatments
(eg., CBT, systemic—behavioral family therapy),
Brent et al. (1998) examined predictors of three sepa-
rate categorical treatment-response indicators: (&) con-
tinued depressive episode (using K-SADS combined
parent—child report), (b) remission (using a cutoff on
adolescent-reported BDI scores), and (c) poor func-
tional status (using a cutoff score of clinician-rated
Children’s Global Assessment Scale scores). They
found that symptom severity across reporters (i.e.,
child, parent, interviewer) predicted poorest outcomes,
with clinical referral (vs. response to advertisements)
and higher levels of cognitive distortion and hopel ess-
ness predicting a continued episode, higher levels of
self-reported depression predicting remission, and
higher levels of interviewer-rated depression predict-
ing poor functional status. Overall, the evidence,
though sparse, indicates that symptom severity and
cognitivevariables(e.g., cognitivedistortion, fewer ra-
tional thoughts) are the most consistent predictors of
poor treatment response for depressed teens.

This study focused on predictors of treatment
responsel for children who received a full course of
treatment (i.e., at least 12 sessions) at achild and adoles-
cent anxiety disordersclinic. We operationalized treat-
ment response categorically, with poor response
defined by thepresenceof oneor moreanxiety disorders
at the posttreatment and 1-year foll ow-up assessments.
Because research has suggested that parent—child diag-
nostic agreement islow (e.g., Frick, Silverthorn, & Ev-
ans, 1994; Stanger & Lewis, 1993), we considered
dividing the sampletwice—once using parent-reported
diagnoses and once using child-reported diagnoses.

Wedid not consider factorsassociated with attrition from therapy
(forreview, see Armbruster & Kazdin, 1994) and thusdid not include
youth who left treatment prematurely. We made this choice because
dropout may be predicted by adifferent set of variablesthan thosere-
lated to treatment response after acomplete protocol. For example, an
earlier study in our lab (Kendall & Sugarman, 1997) found that eth-
nicity and family composition variableswererelated to attrition, with
non-Caucasian youth and single-parent families more likely to drop
out of treatment. Symptom severity was also related to attrition, but
those with the most severe symptoms remained in treatment.
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However, we rejected this course of action and relied
solely on parent-report diagnostic categories for two
reasons. First, parentsreferred all participating children
to our clinic. As such, parent perception of child prob-
lemswas, by definition, the primary reason for seeking
therapeuti c services, thereby representingthebestindex
for treatment response. A second and related point was
that a parent-reported child anxiety-disorder diagnosis
was the primary inclusion criterion for participants in
this study and in the clinical trials (see Kendall, 1994;
Kendall et al., 1997). Thus, focusing only on parent-re-
ported diagnoseswas deemed most appropriatefor pro-
ject aims and characteristics of this sample.2

We examined the association of several factorswith
treatment response. We included severa child symp-
tom variables: (a) severity of child psychopathology
(e.g., anxiety, depression, conduct problems) asjudged
by child, mother, and teacher; (b) cognitive symptoms
judged by child; and (c) number of comorbid diagno-
ses, along with three child characteristic variables—
age, gender, and ethnicity. In addition, we included a
number of context variables: (@) maternal
psychopathology (i.e., depression and anxiety); (b)
family income; and (c) family composition (i.e., single-
vs. dual-parent family). Finally, weincluded onetreat-
ment variable: therapeutic relationship, viewed by the
child. Although studies haveroutinely included parent-
and child-report variables, inclusion of the teacher’s
view on child adjustment has been rare. Because of the
scarcity of previousresearch, our hypotheseswereten-
tative. We expected that greater symptom severity pre-
treatment, higher levels of maternal psychopathology
symptoms, and fewer familial resources(e.g., lower in-
come, single-parent family) would be associated with
poor treatment response. We did not expect that sex,
ethnicity, or thechild sperception of thetherapeuticre-
|ationship would be associated with treatment response
(e.g., Kendall, 1994; Treadwell, Flannery-Schroeder,
& Kendall, 1995) but included them because of theim-
portant implications posed if they were related to treat-
ment response. We examined predictors of response at
posttreatment and 1-year follow-up separately to test
for robustness of relationships.

Method
Participants

Participants® were child clients who had completed
afull course of treatment (i.e., at least 12 sessions) at

2When analyses were conducted using youth-reported diagnostic
data, we found that only youth self-report of anxiety predicted treat-
ment response. Full results are available from the first author.

SAlthough outcome data for 85% of the participants in this re-
search has been examined in two separate previous articles (Kendall,
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the Child and Adolescent Anxiety Disorders Clinic at
TempleUniversity at least 1 year prior tothecurrentin-
vestigation. From aninitial pool of 188 youth, 53 were
eliminated because of incompletedata(i.e., at least one
missing datapoint inthefinal pool of predictorsfor the
posttreatment discriminant function analyses[DFAS]).
Using available demographic, child-symptom (e.g.,
Children’sDepression Inventory [CDI]), Child Behav-
ior Checklist [CBCL], Anxiety Disorders Interview
Schedule for Children [ADIS-C], Teacher’s Report
Form [TRF]), and parent-symptom (e.g., BDI, State—
Trait Anxiety Inventory [STAI]) data, no statistically
significant differences were found between those ex-
cluded (n =53) and included (n = 135) in this study.

The fina number of participants for the
posttreatment analyses (hereafter, the Post sample) was
135(82 boys, 53 girls, average age at intake 11.2 years,
D =1.4, range: 8.3t0 14.6). Regarding ethnicity, 86%
were European American, 5% were African American,
4% were Hispanic, 1% were Asian American, and the
remaining 4% were classified as “other.” The bulk of
the participants (81%) lived in atwo-parent family, al-
though a sizable minority lived with a single parent
(19%). Regarding annual family income level, 7% of
the sample earned less than $20,000; 48% earned be-
tween $20,000 and $49,999; 15% earned between
$50,000 and $69,999; and 30% earned more than
$70,000.

Twenty-eight of the youth in the Post sample (n =
135) did not complete the 1-year follow-up assessment
(i.e.,, n=107 in the follow-up sample). No statistically
significant differences between those who did or did
not complete the 1-year follow-up assessment were
found at pretreatment or posttreatment on any demo-
graphic child-symptom (e.g., CDI, CBCL, ADIS-C,
TRF) or parent-symptom (i.e., BDI, STAI) measure.

To summarize sample characteristics, the Post sam-
ple size was 135 and the follow-up sample size was
107. ThePost sampleincludesall of thefoll ow-up sam-
ple plus 28 additional youth who completed the
posttreatment but not the 1-year foll ow-up assessment.
Aswe discuss later, posttreatment analyses were con-
ducted twice, once using the Post sample (n = 135) and
once using the smaller follow-up sample (n = 107).

Y outhwereparent-referred totheclinic, oftenviaan
outside agency or a media advertisement. All referred
children and their parents completed an informed-con-
sent procedure and then received afull assessment, in-
cluding diagnostic interview and paper-and-pencil
measures. Parent-reported demographic information
and parent self-report of depression and anxiety symp-
tomswere completed viamail 1 week inadvanceof this

1994; Kendall et al., 1997), these analyses focus on different hypoth-
eses and include 15% additional “new” cases. The “new” and “old”
casesdid not differ on any measure at pretreatment, posttreatment, or
1-year follow-up.
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interview. After the pretreatment assessment, children
who received a primary diagnosis of a Diagnostic and
Satistical Manual of Mental Disorders (3rd ed., rev.,
or 4th ed. [DSVI-1I-R or DSM—V]; American Psychi-
atric Association, 1987, 1994) anxiety disorder (i.e.,
separation anxiety disorder [SAD], generalized anxiety
disorder [GAD], overanxious disorder [OAD], social
phobia [SOP], or avoidant disorder [AVD]) were ac-
cepted into the study and wererandomly assigned to re-
ceive treatment immediately or to be placed on an 8-
week waiting list. Youth were excluded if they dis-
played psychotic symptoms or were currently using
antianxiety medications. Although both parent- and
child-reported diagnoses were collected, a parent-re-
port diagnosis was used as the primary inclusion crite-
rion for theclinical trial (and this project).4 Only youth
who were accepted into theclinical trial and completed
afull courseof treatment (i.e., at least 12 sessions) par-
ticipated in this study.

Youth in the clinic were al treated using the same
“probably efficacious’ (see Ollendick & King, 1998;
Southam-Gerow & Kendall, 2000) CBT program. The
interested reader isreferred to the treatment manual or
therandomized clinical trial reportsfor adescription of
the treatment program (Kendall, 1994; Kendall et al.,
1997; Kendall, Kane, Howard, & Siqueland, 1990; see
asoKendall, Chu, Gifford, Hayes, & Nauta, 1998). Af-
ter treatment, familieswere assessed two times: imme-
diately posttreatment and 1 year later. Interviews were
conducted by project staff (all clinical psychology doc-
toral students). It was not possibleto keep interviewers
naive to the time point of the interview (i.e., pretreat-
ment, posttreatment, 1-year follow-up).

Diagnostic M easures

ADIS-Parent Version for DSM-II-R and
ADISParent and Child Versonsfor DSM-V. The
ADIS-P (Silverman, 1991) and ADIS-C (Silverman
& Albano, 1996) are structured diagnostic interviews
administered to parents and children, respectively, to
determine the presence of DSM-II-R and DSM-1V
diagnoses in children and adolescents. Severity—im-
pairment (i.e,, “How much does the problem inter-
fere/mess things up for you?’) ratings for each
diagnosis meeting criteria were also collected. A 5-
point scale, ranging from O (not at all), 1 (a little), 2
(some), 3 (a lot), to 4 (very much), was used. Sup-
portive reliability data have been reported for the
DSM-II-R (ADISP. overal interrater kK .67

“Although we deviated from this practice one time in the second
randomized clinical trial (seeKendall et al., 1997), wedid notinclude
that youth in this study.

Silverman & Eisen, 1992; Silverman & Rabian,
1995; ADIS-C: overall interrater K .76; Silverman &
Eisen, 1992; Silverman & Rabian, 1995) and the
DSVI-1V (interrater ks ranging from .65 to .88 for the
ADIS-P and from .57 to .80 for the ADIS-C;
Silverman, Saavedra, & Pina, in press) versions.

Interrater reliability of project diagnostic interview-
ers was assessed and maintained for this study in four
ways. First, all new interviewers received detailed
training in the use of the ADIS-C and ADIS-P, includ-
ing participation in role plays and the observation of
liveand taped interviews conducted by experienced in-
terviewers. Second, a training period was maintained
for all new interviewers during which trainees rated
tapesindependently and kappa coefficientswere cal cu-
lated. Trainees became staff interviewers only after
their kappas for all diagnoses were > .80. The third
method of assuring interrater reliability involved reas-
sessing reliability for staff interviewers on an annual
basis (i.e., quality assurance). All interviewers rated
tapes of interviews independently and wererequired to
achievekappas=>.80for all diagnosesbeforethey could
resume their interviewing duties. Although pretreat-
ment interviews were generally used for these reliabil-
ity checks (because of the greater range of diagnoses
found pretreatment), posttreatment and follow-up in-
terviews were also used to ensure that these interviews
were conducted properly. Fourth, arandomly selected
sampleof all tapesfor eachinterviewer wasrated by the
lead diagnostic interviewer, and reliability was exam-
ined. Tapes were included in the data set only if
interrater reliability kappas of .80 or greater were
achieved for all diagnoses. In this sample, kappas
ranged from .80 to 1.00, with a mean of .87.

Youth Report Measures

Revised Children’s Manifest Anxiety Scale.  De-
signed to assess chronic anxiety in youth, the Revised
Children’s Manifest Anxiety Scale (RCMAYS) self-re-
port measure consists of 37 itemsto which children re-
spond “Yes” or “No” (Reynolds & Richmond, 1985).
Psychometric datafor the instrument suggest adequate
reliability and validity (Reynolds & Richmond, 1985).
The measure was included to determine the relation-
ship between self-reported childhood anxiety symp-
toms and treatment response.

Negative Affectivity Self-Statement Questionnaire.
The Negative Affectivity Self-Statement Question-
naire (NASSQ) includes self-statements that youth en-
dorse on a5-point scal e representing the frequency that
each statement occurred in the children’ sthoughts dur-
ing the past week (Ronan, Kendall, & Rowe, 1994).
Retest reliability, discriminative validity, concurrent
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validity, and internal consistency are all in an accept-
able range (Ronan et al., 1994). The measure was in-
cluded to determine the relationship between negative
self-talk and treatment response.

CDI. The 27-item self-report CDI (Kovacs,
1992) is“themost widely used and researched measure
of childhood depression” (Kendal, Cantwell, &
Kazdin, 1989, p. 121). In clinical samples, Cronbach’s
aphafor the CDI hasranged from .71 to .89 and retest
reliability coefficients haveranged from .50 to .87 (see
Kovacs, 1992). Themeasurewasincluded to determine
the relationship between childhood depressive symp-
toms and treatment response.

Child’ sPer ception of Therapeutic Relationship.
This 10-item questionnaire (Kendall, 1994) is com-
pleted by the youth independently after therapy (i.e., at
the posttreatment interview). Children rate their per-
ception of the quality of the youth—therapist relation-
ship. Fiveitemstap the child’s“liking,” “feeling close
to,” “feeling comfortable with,” “talking to,” and
“wanting to spend moretime with the therapist.” Other
itemsrefer to the quality and closeness of thejoint rela-
tionship. Cronbach’s apha in this sample (n = 135)
was .74, indicating good internal reliability for the
measure. The measure was included to determine the
relation between the therapeutic relationship (as per-
ceived by the child) and treatment response.

Maternal Report Measures

CBCL. The CBCL (Achenbach, 1991a) is a
widely used 118-item scal e that assesses parents’ view
of an array of behavioral problems and social compe-
tencies in their children. Available psychometric data
strongly support the measure’s reliability and validity
(Achenbach, 1991a). Aswewanted to identify specific
correlates of treatment response, we chose to use the
eight narrowband clinical scales (i.e., Withdrawn, So-
matic Complaints, Anxious/Depressed, Social Prob-
lems, Thought Problems, Attention Problems,
Delinquent Behavior, Aggressive Behavior) instead of
the three broadband clinical scales. Although these
narrowband scales intercorrelate moderately (e.g.,
from.16to.73inclinical samples; Achenbach, 1991a),
they represent various distinct problem types. The
CBCL was included to determine the relationship be-
tween maternal-reported child symptomatology and
treatment response.

State-Trait Anxiety Inventory for Children—
M odification of Trait Version for Parents.  Strauss
(1987) modified the trait scale of the State-Trait
Anxiety Inventory for Children (STAIC; Spielberger,
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1973) to be used as a parent rating of youth trait anxi-
ety. The STAICP-T demonstrates adequate
psychometric ~ characteristics.  Southam-Gerow,
Flannery-Schroeder, and Kendall (2001) reported
Cronbach’s alpha of .84 and retest reliability correla-
tions of .62 for 8 weeks and .63 for 1 year. The mea-
sure also demonstrates concurrent and predictive
validity. The STAICP-T is highly correlated (.46
t0.69) with parental report of youth internalizing
symptomatology (e.g., CBCL Anxious/Depressed
scale), whereas correlations are in the low to medium
range with (a) child-report anxiety measures (e.g.,
RCMAS, .09 to .33) and (b) teacher-report child in-
ternalizing symptoms (e.g., TRF Anxious/Depressed
scale, .05 to .18). We included the STAICP-T to
test the relationship between treatment response and a
maternal-report measure of child anxiety.

STAl. The STAIl (Spielberger, Gorusch, &
Lushene, 1970) isawidely used two-part, 40-item mea-
sure that assesses an adult’s report of his or her own
state and trait anxiety symptoms. Reliability, validity,
and normative data support the utility of the measure
and factor analyses support the state-trait distinction
(e.g., Spielberger, 1973). Only thetrait (STAI-T) ver-
sionwasused inthisinvestigation. Themeasurewasin-
cluded to determine the relationship between maternal
anxiety traits and treatment response.

BDI. Awidely used 21-itemscale, theBDI (Beck
& Beamesderfer, 1974) assessesan adult’ sreport of his
or her own depressive symptoms. Supportive
psychometric data have been amassed (Beck, Steer, &
Garbin, 1988; Kendall, Hollon, Beck, Hammen, &
Ingram, 1987). Themeasure wasincluded to determine
the relationship between maternal depressive symp-
toms and treatment response.

Demographicinformation. In addition, demo-
graphic information (e.g., family income, family com-
position) was collected from the mother.

Teacher Report Measure

TRF. TheTRF (Achenbach, 1991b) parallelsthe
parent version of the CBCL, providing a picture of the
youth’ s classroom functioning. Achenbach (1991b) re-
ported good psychometric characteristics for the TRF,
including good retest reliability and good
discriminativevalidity. Aswiththe CBCL, wechoseto
use the eight narrowband scales instead of the three
broadband scales. The TRF wasincluded to determine
the relationship between teacher-reported childhood
symptomatology and treatment response.
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Results
Diagnostic Profilesat Pretreatment

Pretreatment diagnostic data for the Post sample (n
=135) indicated that, accordingto ADIS—P(i.e., parent
report),> 59% of participating youth were diagnosed
with primary OAD or GAD; 24% with aprimary diag-
nosis of SAD; and 17% with a primary diagnosis of
SOP or AVD. Comorbidity was extremely common in
the sample; the mean number of parent-reported diag-
noseswas?2.7. Only 12% of the participantsmet criteria
for asingle diagnosis. Thirty-two percent of the youth
had two diagnoses, 32% met criteriafor three, and 24%
met criteria for four or more diagnoses. Other anxiety
disorders were frequently co-occurring as secondary
diagnoses, with 50% of youth meeting criteriafor sim-
ple phobia, 29% for OAD or GAD, 29% for AVD or
SOP, 15% for SAD, and 2% for obsessive-compulsive
disorder. Other secondary diagnoses included 14% at-
tention deficit hyperactivity disorder, 8% oppositional
defiant disorder, 4% functional enuresis, 5%
dysthymia, 4% major depressive disorder, and 2% con-
duct disorder.

Treatment Response Categories

The sample was divided into two groups. good
treatment response versus poor treatment response,
based on whether the youth met criteria for any of the
intervention-targeted DSM-I[1-Rand DSV V anxiety
disorders(i.e., OAD, GAD, SOP, AVD, SAD) by par-
ent report at posttreatment (and 1-year follow-up). Di-
agnoses were considered present if the requisite DSVI—
I11-R or DSV symptoms were endorsed (using the
ADIS-P) and aseverity—impairment rating of at least 2
was endorsed on the 0 to 4 scale described previously.
Those who did not meet criteriafor any anxiety disor-
der (i.e, insufficient symptoms or insufficient symp-
tom impairment) were placed in the good treatment
response group, whereas those with at least one of the
aforementioned anxiety disorders present at
posttreatment (or 1-year follow-up) were placed in the
poor treatment response group.

Therewere 77 youth (57%) in the poor treatment re-
sponse group at posttreatment, using the Post sample (n
= 135); whereas for the follow-up sample (n = 107),
there were 63 youth (59%) classified in the poor treat-
ment response group at posttreatment. At the 1-year
follow-up point, 42 of 107 youth (39%) wereclassified
in the poor treatment response group. Considering sta-
bility of treatment response and focusing only on the

5Child-report diagnostic information is available from the first
author.

follow-up sample, wefound that 74 of 107 youth (69%)
exhibited a stable treatment-response pattern (i.e.,
youth were classified in the same treatment-response
category at both time points). Seventy-four of these,
(49%, n = 36) exhibited stable poor response, and 51%
(n = 38) exhibited stable good response. Thirty-one
percent of youth (n = 33) exhibited an unstable treat-
ment response. Of these* unstableresponders,” thevast
majority (n = 27; 87%) evidenced eventual good treat-
ment response, whereas only 6 youth (13%) evidenced
a deterioration in response (i.e., from good to poor)
from posttreatment to follow-up. Stated differently,
43% of youth in the poor treatment response group at
posttreatment were classified as good treatment re-
sponders at 1-year follow-up, whereas only 14% of
youth with agood treatment response at posttreatment
were classified as poor treatment responders at 1-year
follow-up.

Variable Selection for Predictor
Analyses

From past research, several categories of possible
predictors were considered: (a) child symptom mea-
sures, (b) parent symptom measures, (c) child charac-
teristic measures, (d) family context measures, and (€) a
therapeutic relationship measure. Accordingly, wein-
cluded a broad range of child symptom measures (i.e.,
ADIS-P/C, CBCL, STAIC, ADIS-C, CDI, NASSQ,
RCMAS, TRF) from three separate reporters® (i.e.,
mother, child, teacher). In addition, weincluded mater-
nal self-report measures (i.e., STAI, BDI). Several de-
mographic variables (i.e., youth ethnicity, youth age,
youth sex, family income, and family composition)
werealsoincluded. All of these possible predictor vari-
ableswere collected pretreatment. Finally, weincluded
one measure of the therapeutic relationship, viewed
from the child's perspective and collected at the
posttreatment interview.

To reducethe pool of predictorsprior to performing
our classification analyses, we conducted chi-sguare
tests and t tests to examine group (i.e., poor vs. good
treatment response) differences for all variables in-
cluded. We retained all variables for which a statisti-
cally significant difference was found between the two
treatment-response groups. Although this involved a
largenumber of teststhat typically wouldrequiretheuse
of the Bonferroni procedure (or some similar technique
to reduce Type | error), we maintained a significance
level of .05for tworeasons. First, becausethestudy was
preliminary and exploratory, wefeltit best toincludeall

SWe did not include father-report data because the relatively
smaller sampleof fatherswho participated inthe study (n=91) would
have greatly reduced our statistical power.
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potential predictivevariablesinthepool tobeusedinthe child’s perception of the therapeutic relationship are
following classification analyses. Second, we believed presented in Tables 1 and 2. For the posttreatment tests

themoreconservativemethod of variablesel ectionused of differences between the two treatment response
during the DFAs would compensate for possible con- groups, effect sizes for maternal report of child symp-
cerns of this preliminary data-reduction procedure. toms ranged from small to medium (.07 to .55), child

Chi-sguare tests for demographic variables (i.e., self-report effect sizes were al small (.01 to .14), and
child sex, family composition [single parent, dual par- teacher report of child symptom-effect sizesweresmall
ent], annual family income, and child ethnicity) were tomedium (.06t0.38). At follow-up, maternal report of
conducted, comparing the treatment-response catego- child symptom-effect sizes ranged from small to me-

ries at both posttreatment and follow-up; all tests were dium (.04 to .72), child self-report effect sizeswere all
nonsignificant. Means, standard deviations, test statis- small (.04t0.25), and teacher report of child symptom-
tics, and effect-size estimates for the child symptom effect sizes ranged from small to medium (.07 to .57).
measures, maternal symptom measures, child age, and Maternal self-report effect sizes were medium (.37) at

Table 1. Descriptive and Test Statistics of Participant Measures: Treatment Response Posttreatment

Poor Response Good Response
M SD M SD t df Cohen’sd
Demographic
Child Age (in Months) 137.22 17.95 130.00 13.81 2.55* 133 0.44
Parent Report (T Scores Unless | ndicated)
No. Parent-Report dx¢ 2.78 1.25 2.69 0.96 0.45 133 0.08
CBCL-1 67.78 8.95 62.57 9.98 3.19* 133 0.55
CBCL-2 65.81 10.43 67.21 9.77 -0.79 133 0.14
CBCL-3 72.84 9.09 70.29 9.98 155 133 0.27
CBCLH4 65.03 11.59 61.79 9.39 1.74 133 0.30
CBCL-5 59.70 8.07 60.79 9.31 -0.73 133 0.13
CBCL-6 63.00 9.23 61.41 9.37 0.98 133 0.17
CBCL—7 53.43 5.45 53.19 477 0.27 133 0.05
CBCL-8 55.77 6.70 54.76 6.57 0.87 133 0.15
STAIC-P-Ta 54.13 8.00 53.71 7.62 0.30 130 0.05
BDla 41.01 9.72 37.43 9.23 2.18* 133 0.37
STAI-Ta 41.01 9.72 3743 9.23 2.17* 133 0.37
Teacher-Report (T Scores)
TRF-1 62.71 11.18 59.52 9.00 1.79 133 0.31
TRF-2 58.12 10.35 56.66 9.06 0.86 133 0.15
TRF-3 65.77 10.95 62.19 9.23 2.01* 133 0.35
TRF4 60.06 8.72 57.36 8.10 1.84 133 0.32
TRF-5 58.06 9.36 59.66 9.31 -0.98 133 0.17
TRF-6 55.97 7.36 55.43 6.62 0.44 133 0.08
TRF-7 52.55 4.10 52.45 4.46 0.13 133 0.02
TRF-8 54.05 5.88 53.22 5.04 0.86 133 0.15
Y outh-Report (Raw Scores Unless Indicated)
No. Child-Report dx¢ 1.86 1.32 153 1.30 142 133 0.24
RCMASb 54.56 10.85 53.74 9.48 0.46 133 0.08
NASSQ 61.64 27.88 61.88 25.23 -0.05 132 0.01
STAIC-T 52.92 12.97 51.00 12.79 0.86 133 0.15
CDI 11.43 7.81 10.64 8.41 0.57 132 0.10
CPTR 23.12 5.39 23.78 5.16 -0.67 115 0.12

Note: All scores reported were from the measures collected pretreatment except the CPTR. CBCL-1 = Child Behavior Checklist—Withdrawn
subscale; CBCL-2 = Child Behavior Checklist—-Somatic Problems subscal e; CBCL—3 = Child Behavior Checklist—Anxious/Depressed subscale;
CBCL—4 = Child Behavior Checklist—Social Problems subscale; CBCL-5 = Child Behavior Checklist-Thought Problems subscale; CBCL—6 =
Child Behavior Checklist—Attention Problems subscale; CBCL—7 = Child Behavior Checklist—-Delinquent Behavior subscale; CBCL—-8 = Child
Behavior Checklist—Aggressive Behavior subscale; STAIC-P-Trait = State-Trait Anxiety Inventory for Children—Parent version; BDI = Beck
Depression Inventory; STAI-T: State-Trait Anxiety Inventory—Trait version; TRF-1 = Teacher Report Form, Withdrawn subscale; TRF-2 =
Teacher Report Form, Somatic Problems subscale TRF—3 = Teacher Report Form, Anxious/Depressed subscale; TRF—4 = Teacher Report Form,
Socia Problems subscale; TRF-5 = Teacher Report Form, Thought Problems subscale; TRF—6 = Teacher Report Form, Attention Problems
subscale TRF-7 = Teacher Report Form, Delinquent Behavior subscale; TRF—8= Teacher Report Form, Aggressive Behavior subscale; RCMAS
= Revised Clinical Manifest Anxiety Scale-Anxiety scale; NASSQ = Negative Affectivity Self-Statement Questionnaire; STAIC-T = State—
Trait Anxiety Inventory for Children—Trait version; CDI = Children’s Depression Inventory; CPTR = Child’'s Perception of Therapeutic
Relationship.

aRaw scores reported. PT scores reported. CFrequencies reported.

*p<.05.
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Table 2. Descriptive and Test Statistics of Participant Measures: Treatment Response 1-Year Follow-Up

Poor Response Good Response
M SD M SD t df Cohen’sd
Demographic
Child Age (in Months) 134.19 16.75 133.34 16.67 0.26 105 0.05
Parent-Report (T Scores Unless Indicated)
No. Parent-Report dx¢ 2.83 1.10 2.69 1.18 0.62 105 0.12
CBCL-1 69.79 8.59 63.68 9.53 3.36* 105 0.66
CBCL-2 65.67 10.64 66.55 10.40 -0.43 105 0.08
CBCL-3 74.79 8.63 70.71 10.37 2.12* 105 0.42
CBCLH4 65.83 12.19 63.00 9.88 1.32 105 0.26
CBCL-5 60.14 7.91 59.35 9.32 0.45 105 0.09
CBCL-6 64.38 9.70 61.14 9.17 1.75 105 0.34
CBCL-7 54.21 5.86 53.11 4.95 1.05 105 0.20
CBCL-8 56.24 7.19 55.08 6.95 0.83 105 0.16
STAICP-Ta 55.05 6.27 53.28 8.70 111 99 0.22
BDla 11.24 9.66 6.88 4.70 3.12* 105 0.61
STAI-Ta 41.98 10.55 37.92 9.00 2.13* 105 0.42
Teacher-Report (T Scores)
TRF-1 63.98 11.32 61.08 10.22 1.37 105 0.27
TRF-2 59.14 10.77 57.05 9.67 1.05 105 0.20
TRF-3 68.00 10.58 62.40 9.58 2.83* 105 0.56
TRF4 62.12 9.40 57.12 6.92 3.10* 105 0.62
TRF5 59.64 9.76 57.55 9.04 113 105 0.22
TRF-6 56.98 8.15 55.71 6.85 0.87 105 0.17
TRF-7 52.79 4.30 52.58 459 0.23 105 0.05
TRF-8 55.38 6.24 52.98 4.85 2.23* 105 0.44
Y outh-Report (Raw Scores Unless | ndicated)
No. Child-Report dx¢ 1.98 1.26 1.63 1.38 131 105 0.26
RCMASh 55.26 12.25 53.34 8.95 0.94 105 0.18
NASSQ 65.88 34.75 62.54 21.40 0.61 104 0.12
STAIC-T 53.05 13.35 51.29 13.00 0.68 105 0.13
CDI 12.85 9.46 10.63 7.63 1.33 104 0.26
CPTR 23.08 4.89 23.72 553 -0.56 87 0.12

Note: All scores reported were from the measures collected pretreatment except the CPTR. CBCL-1 = Child Behavior Checklist—Withdrawn
subscale; CBCL—2 = Child Behavior Checklist—Somatic Problems subscale; CBCL -3 = Child Behavior Checklist—Anxious/Depressed subscale;
CBCL—4 = Child Behavior Checklist—Social Problems subscale; CBCL-5 = Child Behavior Checklist-Thought Problems subscale; CBCL—6 =
Child Behavior Checklist—Attention Problems subscale; CBCL—7 = Child Behavior Checklist—Delinquent Behavior subscale; CBCL-8 = Child
Behavior Checklist—Aggressive Behavior subscale; STAIC-P-Trait = State-Trait Anxiety Inventory for Children—Parent version; BDI = Beck
Depression Inventory; STAI-T = State-Trait Anxiety Inventory—trait version; TRF—1 = Teacher Report Form, Withdrawn subscale; TRF-2 =
Teacher Report Form, Somatic Problems subscale TRF-3 = Teacher Report Form, Anxious/Depressed subscale; TRF—4 = Teacher Report Form,
Social Problems subscale; TRF5 = Teacher Report Form, Thought Problems subscale; TRF—6 = Teacher Report Form, Attention Problems
subscale TRF-7 = Teacher Report Form, Delinquent Behavior subscale; TRF—8= Teacher Report Form, Aggressive Behavior subscale; RCMAS
= Revised Clinical Manifest Anxiety Scale-Anxiety scale; NASSQ = Negative Affectivity Self-Statement Questionnaire; STAIC-T = State—
Trait Anxiety Inventory for Children—Trait version; CDI = Children’s Depression Inventory; CPTR = Child's Perception of Therapeutic
Relationship.

aRaw scores reported. PT scores reported. SFrequencies reported.

*p<.05.

posttreatment and medium (.42 to .61) at follow-up. the 1-year follow-up analysis, the following variables
The effect size for child age was medium at were included: maternal BDI, maternal STAI trait,
posttreatment (.47) and small at follow-up (.10). CBCL Withdrawn subscale, CBCL Anxious/De-
Finally, the effect size for the treatment relationship pressed subscale, TRF Anxious/Depressed subscale,
variable was small at both the posttreatment (.12) and TRF Socia Problems subscale, and TRF Aggressive

1-year follow-up (.12) assessment point. Behavior subscale.
All variables for which asignificant difference was
found between the treatment response categories were DFA
retained for the DFA. Thus, for the posttreatment anal -
ysis, the following variables were included: child age, Two DFAs were conducted—one for treatment re-

maternal BDI, maternal STAI trait, CBCL Withdrawn sponse at posttreatment and one for treatment response
subscale, and TRF Anxious/Depressed subscale. For at follow-up. Both analyses were conducted stepwise,
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in order of the reduction of Wilks's lambda. Prelimi-
narily, nothreat to these multivariate analyseswasindi-
cated when assumptions were evaluated. Table 3
provides the results of the two analyses. For treatment
response at posttreatment (n = 135), three variablesre-
mained in the equation, entered in the following order:
(a) CBCL Withdrawn narrowband scale, (b) youth age,
and (¢) TRF Anxious/Depressed narrowband scale.
Higher scores on the CBCL Withdrawn narrowband
scale and TRF Anxious/Depressed narrowband scale
and older-youth age were associated with poor treat-
ment response. A second DFA was conducted for treat-
ment responseat posttreatment, including only youthin
the smaller follow-up sample (n = 107). Results, re-
ported in Table 3, were consistent with those found
with the larger Post sample (n = 135). The same three
variablesremained in the equation, entered in the same
order (i.e., CBCL Withdrawn narrowband scale, youth
age, and TRF Anxious/Depressed narrowband scale).

Using a jacknifed classification, for treatment re-
sponseat 1-year follow-up (n=107), threevariablesre-
mained in the discriminant equation, entered in the
following order: (a) CBCL Withdrawn narrowband
scale, (b) maternal BDI, and (c) TRF Anxious/De-
pressed narrowband scale. Higher scores on the CBCL
Withdrawn narrowband scale, TRF Anxious/De-
pressed narrowband scale, and maternal BDI were as-
sociated with poor treatment response. Using a
jackknifed classification procedure, we found that the
threefunctionscorrectly classified 68%, 71%, and 72%
of participants. Using the procedure recommended by
Tabachnick and Fidell (1996), these statistics were
both considerably greater than would be expected by
chancewhen correcting for prior probabilitiesand con-
sidering the unequal sample sizes (51%, 52%, and
52%, respectively).

Discussion

Thisinvestigation identified correlates of treatment
response in aclinic using individual CBT for children
withanxiety disorders. Treatment responsefor children
who received afull course of treatment was eval uated
for parent report of child diagnoses (poor response =
any of five DSVI-1I-R and DSM-1V anxiety disorders
still present after treatment), separately, at two assess-
ment poi nts (posttreatment and 1-year follow-up) using
DFA. A number of treatment-response predictors
emerged, most of which were consistent with past re-
search. Poor treatment response was predicted by (@)
higher levels of specific youth symptoms (e.g., with-
drawal, anxiety or depression), as reported by two
sources(i.e., mother and teacher); (b) highlevelsof ma-
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ternal depressivesymptoms (at follow-up only); and (c)
older youth age (at posttreatment only). Many potential
correlates of parent-reported treatment response, such
as maternal - and teacher-reported externalizing symp-
toms (e.g., delinquent behavior, attention problems),
youth-reported symptoms (e.g., depressive symptoms,
anxiety symptoms), number of comorbid disorders,
and several demographic variables(i.e., ethnicity, fam-
ily income, family composition, and sex) were not sig-
nificantly related to treatment response accordingto the
DFA. Overall, the discriminant functions classified
youth much better than would be expected by chance,
and the classification statistics were comparable with
thefew other studiesof treatment response (e.g., Clarke
et a., 1992; Webster-Stratton, 1985).

Onapositivenote, responsetoafull courseof aCBT
program in this sample was not predicted by demo-
graphicfactorssuch asfamily income, family composi-
tion, or sex. Inaddition, level of noninternalizing youth
psychopathology symptoms (e.g., number of comorbid
disorders, CBCL, and TRF scales, such as delinquent
behavior and attention problems) also did not predict
treatment responsein our classificationanalyses. These
findings offer some support for the contention that the
treatment may be transportable to diverse clinical con-
texts (Southam-Gerow & Kendall, 2000; see also
Kendall & Southam-Gerow, 1995). However, because
therewasrelatively limited variability of externalizing
behavior problemsin the children treated at our clinic,
thisfinding should beinterpreted cautiously. Indeed, in
different clinical settings where children experience
higher levelsof externalizing behavior problems, treat-
ment response may not be as positive (for discussion,
see Weisz, 2000).

Oneof the correl ates associated with poor treatment
responsewas higher levelsof internalizing problemsas
reported by two separate reporters, indexed by the
CBCL Withdrawn scale (sample items. “Rather be
aone” “Shy,” “Sulks,”) and the TRF Anxious/De-
pressed scae (sample items. “Cries,” “Fearful,”
“Worries’). Severity of symptoms pretreatment has
been a consistent predictor of poor treatment response
for CBT acrossseveral studiesinvolving youthwith de-
pressivedisorders(e.g., Brentetal., 1998; Clarkeet dl.,
1992; Jayson et a., 1998), although methods in those
studies differed from the methods of this study (e.g.,
child report of symptomsvs. parent report of symptoms
predicting response). These results are quite robust be-
cause thefindingswere uniform acrosstwo time points
and two reporters. Possible adaptationsto the CBT pro-
gram are suggested by this finding. For example, the
“dose” of treatment may need to be increased (e.g.,
more sessions, booster sessions) for someyouth. In ad-
dition, inclusion of specific adjunctive-treatment com-
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ponents that address the moderators of treatment
response may help. For instance, social skills training
(e.g., Albano & Barlow, 1996; Beidel & Turner, 1998)
or activity-selection interventions (e.g., Lewinsohn,
Clarke, Rohde, & Hops, 1996) may addressthe specific
symptoms (e.g., social withdrawal) that predicted a
poor treatment response in this study.

Mothersof youth classified inthe poor treatment-re-
sponse group at follow-up reported high levels of self-
reported depressive symptoms at the intake. The rela-
tion of maternal psychopathology symptoms with
poorer outcome synergizes with current thought about
theroleof thefamily (particularly parents) in childhood
anxiety disorders (e.g., Chorpita & Barlow, 1998;
Ginsburg, Silverman, & Kurtines, 1995) and isconsis-
tent with past work on treatment response in conduct-
disordered youth (e.g., Patterson & Chamberlain,
1994). In addition, research on emotional development
suggeststhat children of depressed mothersare at high
risk for poor outcomes, particularly emotion-regulation
problems(e.g., Field, Pickens, Fox, Nawrocki, & Gon-
zalez, 1995; Goodman, Brogan, Lynch, & Fielding,
1993; Zahn-Waxler, Kochanska, Krupnick, &
McKnew, 1990; for review, see Southam-Gerow &
Kendall, in press). Thus, the mechanism behind the
poorer treatment response for these children may be
linked to parent—child relational factors, either long-
standing (e.g., delayed emotional devel opment) or more
proximal (e.g., depressed mothers may be less able to
ensure child treatment compliance). The finding sug-
geststhat theintegration of afamily component totreat-
ment may also be helpful to some youth. Family CBT
programshavebeen quite successful at hel ping anxiety-
disordered youth (e.g., Barrett, Dadds, & Rapee, 1996;
Cobham, Dadds, & Spence, 1998; Howard & Kendall,
1996; Silvermanetal., 1999). TheCobhametal. study is
particularly noteworthy becausethey found that the su-
periority of family CBT to individual CBT was most
pronounced when the level of maternal anxiety
symptomatology was high. Adjunctiveindividual ther-
apy for the parent may also prove helpful. Thus, in-
creased involvement of parents in treatment appears a
reasonable approach to enhance outcomes.

Older age was associated with less favorable treat-
ment response at posttreatment. There were a priori
reasonsto predict that increased agewould have aposi-
tive (e.g., older youth are better able to take advantage
of cognitive treatments; see Durlak et ., 1991; Weisz
& Weersing, 1998) or a negative (e.g., Jayson et al.,
1998; Patterson & Chamberlain, 1994) impact on out-
comes. Because initial severity of psychopathology
was not correlated with agein our sample, we can only
speculate about why older age was associated with
poorer treatment response. It may be that older youth
have amore chronic, intractable disorder, the extent of
which was not adequately tapped by our measurement
(e.g., duration of symptomswas not collected). In addi-
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tion, it is possible that highly anxious older youth may
be more “non-normative,” developmentally speaking,
and the problems associated with these disorders may
cause more interference for older youth as they navi-
gate the challenges associated with adolescence (e.g.,
increased autonomy). It is also conceivable that the
program is less agreeable or palatable to older youth,
who may view some of the exercises and assignments
as somewhat “childish.”” A more specul ative possibil-
ity is that a variant of the “early starter” model (e.g.,
Patterson, Capaldi, & Bank, 1991; see also Hinshaw,
Lahey, & Hart, 1993; Loeber, 1988; Moffitt, 1993) de-
scribed in the literature on antisocial youth may have
some application with anxiety disorders. For example,
there may have been ahigher proportion of older youth
in our sample whose anxiety disorders arose from a
combination of inhibited temperament (e.g., see
Biederman et al., 1993; Kagan, Reznick, & Snidman,
1988), early autonomy-constraining family environ-
ment (see Chorpita & Barlow, 1998; Ginsburg et al.,
1995), and delayed or constricted emotional develop-
ment (emotion dysregulation; e.g., Keenan, 2000;
Southam-Gerow & Kendall, in press). “Late-starter”
anxious youth may have developed the disorder less
from temperamental, familial, and emotion-regulation
risk factors and more from uncontrollable, acute anxi-
ety-producing environmental events (e.g., marital con-
flict, parental illness). Because this project did not
assessthese possibilities, futurework will benefit from
their consideration.

Becauseolder youth fared lesswell, some modifica-
tions to a CBT program may augment outcomes for
them. First, more intensive treatment for older youth
may be indicated (e.g., longer course of treatment).
Second, for older youth thetreatment may need modifi-
cation to be more “teen-friendly” (e.g., use a college
notebook instead of the standard homework book, re-
duce didactic nature of some sessions). Finaly, there
may beaneed for early intervention and prevention asa
more proactive method for alleviating anxiety disor-
dersinyouth (e.g., Dadds et al., 1999; Dadds, Spence,
Holland, & Barrett, 1997).

The absence of an effect for the treatment relation-
ship deservessomediscussion. Theadult literature sug-
gests the importance of therapeutic relationship to
treatment outcome (e.g., Horvath & Luborsky, 1993;
Orlinsky & Howard, 1986). Similarly, children and
families have often reported the experience of a posi-
tive therapeutic relationship as the most important di-
mension of treatment (e.g., Kendall & Southam-
Gerow, 1996; Motta & Lynch, 1990). However, al-
though theimportance of thetherapeuticrelationshipto
child clients (and their families) seemsclear, the actual
effects of the relationship on outcome are lesswell es-

“Thanks to Bruce Compas for suggesting this possibility.
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tablished. For behavioral and cognitive—behavioral
treatments, parentsand children haverated therelation-
ship ascentral to change, but actual correlationsof ther-
apeutic relationship quality with positive outcome,
athough in the correct directions, were generally
nonsignificant (Kendall, 1994; Motta & Lynch, 1990;
Motta & Tobin, 1992; but see Eltz, Shirk, & Sarlin,
1995; Shirk, Saiz, & Sarlin, 1993, for data on the im-
portance of the treatment relationship in nonbehavioral
therapies). Although our results are in line with previ-
ous null findings on the effect of the therapeutic rela-
tionshipin CBT, thereareafew factorsof notethat may
haveimpacted our findings. First, child ratings of treat-
ment-rel ationship quality were near thetop of the scale
for the measure; thus correlations with outcome may
have been obscured by ceiling effects. Relatedly, had
we included youth who dropped out of treatment pre-
maturely, it is conceivable that different results would
have been found for the treatment-relationship vari-
able. Finally, we used only a single child-report mea-
sure of therelationship (and at only onetime point), the
validity of which isunknown. Itisour view that the re-
lationship is important but that these factors reduced
variability and precluded predictive relationships.

A few closing comments about judging poor and
good treatment response are in order. First, we remind
thereader that we chose quite stringent criteriain defin-
ing the treatment-response categories. Thus, a child
with four of the five target anxiety-disorder diagnoses
at pretreatment and only one at posttreatment would
still be categorized as a “poor” responder. We chose
this conservative method because it paralleled past re-
search and because we were interested in predictors of
optimal versus nonoptimal outcomes to inform further
treatment development. However, we emphasize our
hesitation about using terms such as poor treatment re-
sponse. Change and response in therapy are complex
processes, and our measurement, although typical, re-
mains imperfect. A child categorized as a poor treat-
ment responder, as indexed by our measures, may
believe he or she has experienced substantial improve-
ment in hisor her lifein ways that we do not or cannot
assess. Although our categorizations have empirical
grounding, “false positives’ remain a possibility. As
Kendall (1989) argued, some therapy research has
placed an unfortunate emphasison “cure” rates. It may
beirrational to expect an absence of psychopathology
after a course of psychotherapy. Instead, an increasing
sense of ability to manage one’ spsychological lifemay
be a more reasonable and attainable goa (Kendal,
1989; see aso Southam-Gerow & Kendall, 2000).

This project was not without its shortcomings. The
classification statistics, although better than would be
expected by chance and comparable to those achieved
by other investigators, wereonly inthe moderaterange.
Second, the function was not cross-validated with a
second sample. In addition, the study could have been

improved by a wider range of both measurements of
child psychopathol ogy and other possible factors asso-
ciated with treatment response (e.g., paternal
psychopathology, additional treatment-relationship
variables). Relatedly, although we assessed awide va-
riety of indexes of child functioning, some areas were
not measured (e.g., academic functioning, social rela-
tions). Inaddition, thelow participation of fathersinthe
assessments of our sample is a concern (e.g., Phares,
1996; Phares & Compas, 1992). Furthermore, other
nonspecific factors, such as client engagement, thera-
pist warmth, and therapist—parent cohesion may have
contributed to treatment response. Again, we did not
assess these dimensions and thus cannot draw conclu-
sionsabout their relativeimportance. Another potential
caveat regarding our pool of predictors was that our
sample did not include a full representation of several
ethnic groups to adequately test whether ethnicity was
related to treatment response. Finally, our sample size,
although relatively large, did not offer power to exam-
ine complex interactions between important predictors.
Future work with larger samples will need to address
such an important possibility.

Finally, therearetwo additional issuesfor readersto
consider whenintegrating thesefindingsinto thelitera-
ture. First, in addition to the categorical divisions used
in this study, we considered examining treatment re-
sponse, using adimensional model of psychopathology
(e.g., examining CBCL scores, cf. Clarke et al., 1992).
Although a dimensional model has merit, in this in-
stance, we chose acategorical approach for several rea-
sons. First, diagnostic datawere used as the sole mode
of entry into the clinic. Although categorical and di-
mensional datatend to correlate, no effort was madeto
assure this in the sample. With diagnostic data, the
starting point for all participants would be relatively
equivalent (i.e., at least oneanxiety-disorder diagnosis)
whereas for continuous measures, there would be no
such uniform starting point. Second, a categorical ap-
proachisconsistent with most other researchinthearea
(e.g., Brentetal., 1998; Jayson et al., 1998). Third, us-
ing diagnostic status as an indicator of treatment re-
sponse is in line with calls to focus on clinicaly
significant outcomes in psychotherapy research (e.g.,
Jacobson, Roberts, Berns, & McGlinchey, 1999).
However, using adimensional model may haveyielded
different results (see Clarke et ., 1992).

Our solereliance on parent report toindex treatment
responseisanother important issue to takeinto account
when considering these findings. Although we had
goodrationalefor focusing our projectinthisway (e.g.,
parent-report diagnosis was our primary inclusion cri-
terion; parents referred al children to the clinic), our
own exploratory analysesindicated that using child re-
port yielded different findings (e.g., only child-report
variables predicted treatment response). This result is
not surprising given past research documenting that
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parent and child reportson child symptomsand diagno-
ses are generally discrepant (e.g., Achenbach,
McConaughy, & Howell, 1987; Garber, Van Slyke, &
Walker, 1998; Rapee, Barrett, Dadds, & Evans, 1994).
The choice to emphasize parent report has important
consequences and provides only part of the picture.
Still, we believe our findings provide an important
glimpse into the predictors of treatment response for
children with anxiety disorders.
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