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Abstract  The  current  study  examined  predictors  of  outcomes  across  two  school  clinician-
delivered treatments  (i.e.,  treatment  as  usual  [TAU]  or  modular  cognitive-behavioral
therapy [M-CBT])  for  youth  with  anxiety  disorders.  Predictors  reflected  two  broad  domains—
–therapist factors  (i.e.,  education,  years  of  experience,  therapeutic  orientation,  work
related stressors/barriers,  self-efficacy,  and  attitudes  towards  evidence-based  practices)  and
treatment-related  factors  (i.e.,  dosage,  child  compliance  with  treatment,  therapeutic  alliance,
therapeutic  nonspecifics,  and  proportion  and  quality  of  evidence-based  structure  elements).
One hundred  and  ninety-five  youth  (mean  age  10.98;  50.3%  female,  53.5%  non-Hispanic  Cau-
casian) and  54  therapists  (90.7%  female,  72.2%  non-Hispanic  Caucasian)  that  were  enrolled
and randomized  in  a  previous  study  (Ginsburg  et  al.,  2020)  participated.  Results  showed  that
incorporation  of  more  evidence-based  structure  elements  (e.g.,  agenda  setting,  assigning  home-
work) and  higher  child  compliance  with  treatment  significantly  increased  odds  of  response  to
treatment.  These  findings  provide  important  information  about  key  ingredients  to  success-

ful treatments,  regardless  of  tre
training and  implementation  of  
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Anxiety  disorders  are  common  in  youth,  with  a  worldwide
revalence  rate  of  6.5%  (Polanczyk,  Salum,  Sugaya,  Caye,

 Rohde,  2015).  Cognitive-behavioral  therapy  (CBT)  is  the
ost  strongly  supported  evidence-based  psychosocial  treat-
ent  for  pediatric  anxiety  (for  review,  see  Higa-McMillan,

rancis,  Rith-Najarian,  &  Chorpita,  2016),  and  youth  receiv-
ng  CBT  report  moderate  to  high  overall  levels  of  treatment
atisfaction  (for  review  see  Olsson  et  al.,  2021).  However,
he  evidence  base  for  CBT  for  pediatric  anxiety  comes  pri-
arily  from  clinic-based  randomized  controlled  trials  in
hich  CBT  is  compared  with  waitlist  control  conditions

James,  Reardon,  Soler,  James,  &  Creswell,  2020).  When
ompared  with  active  control  conditions,  meta-analytic
esults  are  mixed;  some  meta-analyses  found  that  CBT  led  to
reater  rates  of  full  recovery  than  treatment-as-usual  (TAU)
r  active  control  conditions  (Sigurvinsdóttir,  Jensínudóttir,
aldvinsdóttir,  Smárason,  &  Skarphedinsson,  2020;  Warwick
t  al.,  2017),  but  others  found  no  difference  between  CBT
nd  alternative  treatment  conditions  for  disorder  remission
r  symptom  reduction  in  youth  (James  et  al.,  2020).  Further,
hen  CBT  is  implemented  by  community-  and  school-based
linicians,  several  studies  failed  to  find  a  benefit  of  CBT  over
AU  for  youth  with  anxiety  (Barrington,  Prior,  Richardson,

 Allen,  2005;  Ginsburg,  Becker,  Drazdowski,  &  Tein,  2012;
outham-Gerow  et  al.,  2010).  An  illustration  of  this  is  a
ecent  comparison  of  a  modular  CBT  (M-CBT)  to  TAU  admin-
stered  by  school-based  clinicians  to  youth  with  an  anxiety
isorder  (Ginsburg,  Pella,  Pikulski,  Tein,  &  Drake,  2020).
t  posttreatment,  it  was  found  that  youth  in  both  the  M-
BT  and  TAU  conditions  responded  to  treatment  at  similar
ates  (42%  and  37%,  respectively),  with  no  significant  differ-
nces  between  conditions  aside  from  greater  improvement
n  parent  reports  of  child  anxiety  in  the  M-CBT  condition.
reatment  gains  were  maintained  at  the  12-month  follow-
p,  with  no  significant  differences  between  conditions.  This
s  especially  interesting  considering  that  the  M-CBT  and  TAU
onditions  were  sufficiently  differentiated,  with  clinicians
n  the  M-CBT  condition  utilizing  more  structural  elements
f  CBT  (77%)  than  did  clinicians  in  the  TAU  condition  (33%;
ee  Ginsburg  et  al.,  2020).  Additionally,  an  examination  of
ndependent-evaluator  ratings  of  TAU  session  audio  record-
ngs  revealed  low  use  of  cognitive-behavioral  approach  (14%;
insburg,  Muggeo,  Caron,  Souer,  &  Pikulski,  2019).  Clinicians
ithin  the  M-CBT  condition  also  exhibited  significant  ses-

ion  adherence,  with  an  across-session  average  of  74%  (see
insburg  et  al.,  2020).  While  these  findings  reflect  benefits
f  receiving  treatment  for  anxiety  in  a  school  setting,  they
lso  highlight  the  concerning  differences  in  response  rates
o  CBT  in  community  settings  versus  efficacy  trials.

Failure  to  find  superiority  of  evidence-based  practice
EBP)  in  community  settings  is  not  unique  to  CBT  (e.g.,
eisz,  Jensen-Doss,  &  Hawkley,  2006),  and  is  a  major

ssue  addressed  by  the  field  of  implementation  science.
dentification  of  factors  that  predict  community-based
reatment  outcomes,  particularly  those  separate  from  treat-
ent  modality,  could  allow  implementation  supports  (e.g.,

raining)  to  target  the  key  processes  linked  to  client  change
nd  could  facilitate  implementation  and  dissemination  of

BPs  (Fixen,  Naoom,  Blase,  Friedman,  &  Wallace,  2005;
endall  &  Beidas,  2007).  Potential  predictors  of  outcomes
re  both  therapist-related  (e.g.,  experience,  therapeutic
rientation,  attitudes  towards  EBPs)  and  treatment-related
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e.g.,  alliance,  child  compliance  with  treatment,  use  of
BP  elements);  the  current  study  examined  these  factors
o  identify  which  contribute  to  better  outcomes  for  youth
ith  anxiety  disorders,  regardless  of  treatment  modality.

herapist-related factors

heoretical  orientation

he  impact  of  theoretical  orientation  on  treatment  out-
ome  tends  to  be  minimal.  Although  one  study  found  that
herapists  with  CBT  orientations  reported  higher  levels
f  EBP  use  (Nelson  &  Steele,  2007),  studies  examin-
ng  child-focused  therapists  have  not  found  differences
etween  varying  therapeutic  orientations  on  child  outcomes
Nakamura,  Higa-McMillan,  Okamura,  &  Shimabukuro,  2011;
kamura,  Nakamura,  Mueller,  Hayashi,  &  Higa-McMillan,
014;  Okamura,  Hee,  Jackson,  &  Nakamura,  2018)  or  early
iscontinuation  of  (Lau  et  al.,  2020)  EBPs.  Still,  it  is  impor-
ant  to  replicate  these  findings  as  they  relate  to  treatment
f  youth  with  anxiety.

ducation

 therapist’s  level  of  education  (i.e.,  whether  they  have
 Bachelor’s,  Master’s,  or  doctoral  degree)  is  a  relevant
emographic  variable  to  consider,  although  there  is  lim-
ted  evidence  that  education  has  an  impact  on  outcomes.
here  is  some  evidence  that  child  therapists  with  higher

evels  of  education  exhibit  greater  levels  of  knowledge
bout,  open  attitudes  towards,  and  familiarity  with  EBPs
Nakamura  et  al.,  2011;  Okamura  et  al.,  2018).  Specific  to
nxiety  treatment,  therapists  with  higher  levels  of  educa-
ion  (i.e.,  a  doctoral  or  Master’s  degree)  have  been  found
o  use  exposure  therapies  more  frequently  (but  not  with
reater  proficiency)  than  therapists  with  lower  levels  of  edu-
ation  (Harned,  Dimeff,  Woodcock,  &  Contreras,  2013).  That
aid,  it  is  unclear  if  these  differences  result  in  improved
reatment  outcomes.  As  such,  more  research  in  this  area  is
eeded.

ears  of  experience

hile  some  studies  have  not  found  any  association  between
ears  of  therapist  experience  and  treatment  outcomes  for
nxiety  in  children  (Thirlwall  et  al.,  2013),  others  found
egative  associations  between  experience  and  therapist
ffectiveness  with  children  (Beidas  et  al.,  2014;  Bjaastad
t  al.,  2018).  Specifically,  greater  clinical  experience  has
een  associated  with  lower  levels  of  therapist  competence
nd  adherence,  reduced  odds  for  diagnostic  recovery,  and
ess  posttreatment  symptom  change  (Beidas  et  al.,  2014;
jaastad  et  al.,  2018).  Although  another  study  found  that
rior  clinical  experience  in  general  predicted  better  youth
reatment  outcomes,  greater  clinical  experience  in  specifi-
ally  treating  anxiety  disorders  predicted  poorer  treatment

utcomes  (Podell  et  al.,  2013).  This  drop  in  effectiveness
ay  be  linked  to  experienced  therapists  dedicating  less

ime  to  maintaining  high  levels  of  therapeutic  skills  after
hey  complete  formalized  training  (Bjaastad  et  al.,  2018) or
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xhibiting  lower  treatment  adherence  (Podell  et  al.,  2013).
hus,  there  is  mixed  evidence  regarding  how  therapist  years
f  experience  impacts  the  delivery  and  effectiveness  of  EBPs
nd  more  research  is  needed.

herapist  work  barriers

herapist  stressors  and  barriers  to  treatment  delivery  may
lso  impact  treatment  outcomes.  Although  there  is  some
vidence  that  higher  therapist  caseloads  are  correlated  with
igher  posttreatment  levels  of  youth  anxiety  and  treatment
on-response  (Podell  et  al.,  2013),  and  organizational  barri-
rs  (e.g.,  being  unable  to  leave  the  office  to  do  exposures,
he  agency  not  being  supportive  of  exposure  therapies)  are
elated  to  lower  proficiency  in  exposure  therapies  (Harned
t  al.,  2013),  limited  investigation  has  been  done  in  this
rea.  More  work  is  needed  to  determine  the  impact  of  ther-
pist  barriers  on  treatment  outcomes.

ttitudes  towards  EBPs

herapist  attitudes  towards  the  adoption  of  EBPs  can  impact
he  use  and  delivery  of  EBPs  across  practitioners  (Nelson

 Steele,  2007).  Negative  attitudes  towards  exposure  ther-
pies  have  been  linked  with  less  proficiency  with  these
reatments  (Harned  et  al.,  2013),  and  therapist  attitudes
hat  EBPs  are  not  clinically  useful,  as  well  as  unfavorable
ttitudes  towards  a  specific  practice,  are  linked  with  dis-
ontinuing  the  use  of  that  practice  with  youth  populations
Lau  et  al.,  2020).  Organizational  openness  to  evidence-
ased  practices  can  increase  therapist  use  of  EBPs  (Nelson

 Steele,  2007),  whereas  the  perception  that  EBPs  are
equired  by  their  organization  can  decrease  adherence  and
kill  in  delivery  of  EBPs,  specifically  CBT  for  youth  with  anx-
ety  (Beidas  et  al.,  2014).  That  said,  it  is  unclear  whether
hese  behaviors  have  a  detrimental  impact  on  treatment
utcomes,  particularly  for  youth  with  anxiety.

elf-efficacy

inally,  a  therapist’s  degree  of  self-efficacy  is  often  investi-
ated  in  the  context  of  treatment  delivery.  There  is  ample
vidence  that  higher  therapist  self-efficacy  is  linked  with
spects  of  treatment  delivery,  including  greater  overall
nowledge  about  EBPs  for  youth  populations  (including  EBPs
or  anxiety;  Schiele  et  al.,  2014)  and  greater  use  of  exposure
herapies  (Harned  et  al.,  2013),  whereas  lower  levels  of  self-
fficacy  in  delivering  an  EBP  is  linked  with  increased  odds  of
iscontinuing  that  treatment  (Lau  et  al.,  2020).  Regarding
he  impact  of  self-efficacy  on  treatment  outcomes,  there
s  some  evidence  that  school-based  provider  self-efficacy  is
inked  with  a  higher  quality  of  services  delivered  (Schiele,
eist,  Youngstrom,  Stephan,  &  Lever,  2014).  In  addition,
ne  study  of  a  school  nurse-delivered  anxiety  treatment

ound  that  self-efficacy  was  linked  with  improved  treatment
utcomes,  but  only  for  nurses  implementing  a  CBT-based
ntervention  (Caron,  Drake,  Stewart,  Muggeo,  &  Ginsburg,
022).
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reatment-related factors

herapeutic  alliance

eta-analyses  have  found  that  the  impact  of  therapeu-
ic  alliance  on  treatment  outcomes  for  youth  is  small  in
eneral  (McLeod,  2011),  with  a  medium  effect  size  for  ado-
escents  specifically  (Murphy  &  Hutton,  2018).  The  impact  of
herapeutic  alliance  on  treatment  outcomes  for  youth  with
nxiety  is  mixed  in  the  literature.  Some  studies  have  found
n  association  between  alliance  and  outcomes  for  this  popu-
ation  (Hughes  &  Kendall,  2007;  Keeley,  Geffken,  Rickets,  &
cNamara,  2011),  and  there  is  some  evidence  that  improve-
ents  in  therapeutic  alliance  have  a  positive  impact  on

utcomes  (Chiu,  McLeod,  Har,  &  Wood,  2009;  Hudson  et  al.,
014).  Reciprocal  relationships  between  alliance  and  reduc-
ions  in  anxiety  are  likely,  with  early  measurements  of
lliance  predicting  later  outcomes,  and  reductions  in  anx-
ety  symptoms  resulting  in  improved  therapeutic  alliance
Marker,  Comer,  Abramova,  &  Kendall,  2013).  However,  some
nvestigations  on  alliance  and  treatment  outcomes  for  youth
ith  anxiety  found  mixed  results  (Chiu  et  al.,  2009;  Ginsburg
t  al.,  2012;  Liber  et  al.,  2010;  McLeod  et  al.,  2017),  while
thers  found  no  significant  relationship  for  this  population
Kendall,  1994;  Kendall  et  al.,  1997;  Southam-Gerow  et  al.,
021).  It  is  relevant  to  note  that  most  investigations  on
lliance  are  conducted  in  an  active  treatment  (i.e.,  CBT),
nd  not  in  a  TAU  context.  Cummings  et  al.  (2013)  found
hat  although  therapeutic  alliance  predicted  treatment  out-
omes  for  anxious  youth  receiving  CBT  only,  alliance  did  not
redict  outcomes  for  youth  in  other  treatment  conditions
including  receiving  a  placebo  medication,  sertraline,  or  a
ombination  of  sertraline  and  CBT).  Further,  as  some  work
uggests  that  alliance  is  weaker  in  community  practice  set-
ings  than  in  the  research  settings  in  which  efficacy  trials
ake  place  (McLeod  et  al.,  2016),  it  is  important  to  examine
lliance-outcome  associations  in  community  settings.

osage

he  length  of  treatment  (referred  to  here  as  ‘‘dosage’’  and
perationalized  as  number  of  treatment  hours)  may  have
n  impact  on  treatment  outcomes.  Meta-analyses  investi-
ating  treatment  for  youth  anxiety  have  found  that  number
f  therapeutic  hours  a  child  receives  is  positively  related
o  treatment  effect  size  (McGuire  et  al.,  2015;  Reynolds,
ilson,  Austin,  &  Hooper,  2012).  One  meta-analysis  found

onsignificant  effects  for  treatments  under  four  hours,  small
ut  significant  effects  for  treatments  between  five  and  eight
ours,  and  moderate  to  large  effect  sizes  for  treatments
ver  nine  hours  (Reynolds  et  al.,  2012).  That  said,  another
tudy  did  not  find  an  association  between  number  of  sessions
ttended  and  treatment  outcomes  (Lee  et  al.,  2019).

hild  compliance  with  treatment
he  child’s  compliance  with  treatment  may  also  impact
reatment  outcomes  for  youth  with  anxiety  disorders,
lthough  previous  studies  have  found  mixed  results.  Child
dherence  with  treatment  has  been  linked  with  decreased
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Table  1  Demographic  characteristics  of  students  and
therapists.

Student  demographics

Age  (M,  SD) 10.98  (3.32)
Gender (%  female)  50.3%
Race/ethnicity  (%)

Non-Hispanic  White  53.3%
Others 46.7%

Therapist  demographics

Age  (M,  SD) 43.49  (10.65)
Gender (%  female)  90.7%
Race/Ethnicity  (%)

Non-Hispanic  White  72.2%
Others  24.1%

Professional  specialty  (%)
Social  work  38.9%
School psychology  46.3%
Clinical  psychology  1.9%

b
p
a
p
(
e
a
d
t

M

P

P
c
r
w
f
g
o
d
I

c
c
d
o
t
3
l
T

ARTICLEBCT-445; No. of Pages 12

C.M.  Orlando,  E.B.  

nxiety  symptoms  and  overall  improved  functioning  follow-
ng  CBT  treatment  (Lee  et  al.,  2019).  It  should  be  noted
hat  adherence/compliance  with  treatment  extends  beyond
omework  completion;  although  homework  completion  has

 positive  effect  on  treatment  outcomes  across  populations
nd  presenting  issues  (see  Kazantzis,  Deane,  &  Ronan,  2000),
ome  studies  have  not  found  this  effect  in  treatment  of
outh  with  anxiety  disorders  specifically  (Hughes  &  Kendall,
007;  Lee  et  al.,  2019).  Indeed,  a  child’s  participation  in
reatment  consists  of  several  behaviors,  some  positive  and
ome  negative.  Positive  youth  involvement  in  treatment
e.g.,  participation  in  session)  and  in  exposure  sessions  has
een  linked  with  reductions  in  and  lower  anxiety  severity  at
osttreatment  (Chiappini  et  al.,  2020).

ession  structure  and  delivery

verall,  the  impact  of  EBP  adherence  and  competence  on
outh  treatment  outcomes  is  small  (for  review,  see  Collyer,
isler,  &  Woolgar,  2020).  Among  studies  of  CBT  for  youth
nxiety,  associations  between  adherence/competence  and
utcomes  have  been  mixed  (Bjaastad  et  al.,  2018;  Husabo
t  al.,  2022;  Liber  et  al.,  2010;  Southam-Gerow  et  al.,
021).  However,  additional  treatment  delivery  factors  across
herapeutic  modalities, such  as  therapeutic  nonspecifics
nd  inclusion  of  general  evidence-based  structural  ele-
ents,  have  been  understudied.  These  treatment  delivery

actors  may  be  relevant  given  some  evidence  that  treat-
ent  adherence  to  CBT  protocols  for  youth  anxiety  is  lower

n  community  versus  research  settings  (Cox  et  al.,  2020;
cLeod  et  al.,  2019),  yet  a  comparable  percentage  of  stu-
ents  no  longer  met  criteria  for  their  principal  diagnosis  in
rials  examining  both  settings  (i.e.,  Kendall  et  al.,  2008;
outham-Gerow  et  al.,  2010).

Regarding  evidence-based  structural  elements,  Ginsburg
t  al.  (2012)  found  that  greater  use  of  these  elements
e.g.,  agenda-setting,  reviewing  and  assigning  homework)
as  associated  with  decreased  youth  symptoms  of  anxiety
t  post-intervention  and  one-month  follow-up  across  a  CBT
nd  usual  care  condition.  In  the  area  of  therapeutic  non-
pecifics,  Podell  et  al.  (2013)  found  that  therapists  who
elivered  treatment  in  a  collaborative  ‘‘coaching’’  style  had
etter  youth  outcomes,  but  Ginsburg  et  al.  (2012)  found  no
ssociation  between  a  nonspecific  therapeutic  quality  scale
e.g.,  maintaining  a  positive  working  relationship,  regularly
ssessing  child  comprehension)  and  treatment  outcomes.  As
uch,  further  investigation  of  such  treatment  delivery  fac-
ors  is  needed  to  delineate  the  impact  of  these  structural
omponents  of  evidence-based  treatment.

urrent study

he  purpose  of  the  current  study  was  to  examine  therapist-
nd  therapy-related  predictors  of  treatment  outcomes  for
outh  with  anxiety,  regardless  of  treatment  modality,  using
ata  from  the  School-Based  Treatment  for  Anxiety  Research
tudy  (STARS;  Ginsburg  et  al.,  2020),  which  compared  M-

BT  to  TAU.  This  study  adds  to  the  treatment  effectiveness

iterature  by  examining  predictors  of  outcomes  in  school-
ased  treatment.  Identifying  predictors  across  treatments
s  needed  to  understand  the  active  ingredients  that  lead  to
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Counseling  3.7%
Other 5.6%

etter  student  outcomes  and  can  be  used  to  improve  thera-
ist  training  as  well  as  enhance  student  outcomes  for  youth
nxiety  disorders.  Toward  that  end,  this  study  examined
redictors  across  two  broad  domains  (1)  therapist  factors
i.e.,  theoretical  orientation,  level  of  education,  experi-
nce,  work  barriers,  attitudes  towards  EBPs,  self-efficacy)
nd  (2)  therapy-related  factors  (i.e.,  therapeutic  alliance,
osage,  child  compliance  with  treatment,  and  session  struc-
ure/delivery  components).

ethods

articipants

articipants  were  195  children  and  54  school-based  clini-
ians  who  participated  in  STARS  (Ginsburg  et  al.,  2020) and
eceived  at  least  one  treatment  session.  Child  participants
ere,  on  average,  11  years  old  (M  =  10.98,  SD  =  3.32),  50.3%

emale,  and  53.5%  non-Hispanic  Caucasian.  Youth  were  eli-
ible  to  participate  in  STARS  if  they  were  between  the  ages
f  6  and  18  and  met  DSM-IV  criteria  for  a  primary  anxiety
isorder,  which  was  assessed  using  the  Anxiety  Disorders
nterview  Schedule  (ADIS;  Silverman  &  Albano,  1996).

Thirty-two  therapists  were  randomized  into  the  M-CBT
ondition  (59.3%)  and  22  were  randomized  into  the  TAU
ondition  (40.7%).  Therapists  saw  between  one  and  14  stu-
ents  throughout  the  duration  of  the  study,  with  an  average
f  just  under  four  students  each  (M  =  3.64,  SD  =  3.19).  Fif-
een  therapists  saw  one  student  (M-CBT  =  9,  TAU  =  6)  and
9  saw  two  or  more  (M-CBT  =  23,  TAU  =  16).  Therapists  were
argely  female  (90.7%)  and  non-Hispanic  Caucasian  (72.2%).
herapists  had  an  average  of  14.2  years  of  clinical  experi-

nce  following  graduation  (SD  =  9.9),  tended  to  identify  their
heoretical  orientation  as  behavioral  or  cognitive-behavioral
61.1%),  and  had  a  Master’s-level  education  (53.7%).  See
able  1  for  additional  demographic  information.
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rocedures

TARS  was  conducted  between  2012  and  2017  in  multiple
chool  districts  in  Connecticut  and  a  large  school  district
n  Maryland,  USA.  Clinicians  were  randomized  into  M-CBT
r  TAU  conditions  (for  descriptions  of  each  condition  and
linician  training,  see  Ginsburg  et  al.,  2020).  Students  were
ecruited  for  STARS  via  clinicians,  school  personnel,  or
arents.  Study  staff  conducted  phone  screenings  and  an  in-
erson  baseline  evaluation  to  determine  eligibility  for  the
tudy.  After  eligibility  was  determined,  students  received
he  intervention  (M-CBT  or  TAU)  from  their  school  clini-
ian.  Treatment  sessions  were  audio-recorded  for  Treatment
dherence  and  Therapist  Competence  (TATC)  rating  by  study
taff.  A  posttreatment  evaluation  was  conducted  approxi-
ately  12  weeks  after  baseline.  For  additional  information

bout  STARS,  see  Ginsburg  et  al.  (2020).
Measures  relevant  for  this  study  were  completed

t  baseline  (therapist  and  child  demographics,  barriers,
vidence-Based  Practice  Attitudes  Scale,  the  efficacy  sub-
cale  of  the  Texas  Christian  University  Organizational
eadiness  for  Change),  following  each  session  (dosage  and
ompliance),  and  post-intervention  (Child  Report  of  Ther-
peutic  Alliance).  Masked  evaluators  rated  anxiety  severity
CGI-S)  at  baseline  and  anxiety  improvement  (CGI-I)  at  post-
ntervention.  A  subset  (25%)  of  recorded  sessions  were  coded
ith  the  TATC  by  study  staff.  As  noted  above,  the  two
onditions  were  found  to  be  sufficiently  differentiated  and
dherence  to  M-CBT  was  acceptable  (see  Ginsburg  et  al.,
020).

easures

herapist-related  factors
herapist  Background  Questionnaire.  At  baseline,  clini-
ians  provided  information  regarding  their  demographics
e.g.,  age,  gender,  race/ethnicity)  and  professional  expe-
ience  (e.g.,  years  of  experience,  education/degree,
heoretical  orientation).  Dichotomous  variables  were  cre-
ted  for  therapist  education  (Master’s  level  versus  advanced
tudy  beyond  Master’s  degree)  and  theoretical  orientation
behavioral/cognitive-behavioral  versus  other  orientations).
linician’s  pretreatment  barriers.  Modified  from  Kazdin,
olland,  Crowley,  and  Breton’s  (1997)  Barriers  to  Treatment
articipation  Scale,  this  scale,  completed  by  clinicians  at
aseline,  assessed  perceived  barriers  to  delivering  treat-
ent  (e.g.,  large  caseloads,  administrative  demands).  This

cale  consisted  of  seven  items  rated  on  a  five-point  Lik-
rt  scale,  with  higher  scores  indicating  greater  barriers  to
reatment  delivery.  The  internal  consistency  was  �  =  .73.
vidence-Based  Practice  Attitudes  Scale  (EBPAS;  Aarons,
004,  2005).  The  EBPAS,  completed  by  clinicians  at
aseline,  measured  attitudes  towards  adoption  of  evidence-
ased  practices  on  a  five-point  Likert  scale.  In  the  current
tudy,  only  the  Openness  (e.g.,  ‘‘I  like  to  use  new  types  of
herapy/interventions  to  help  my  clients’’)  and  Divergence
e.g.,  ‘‘I  would  not  use  manualized  therapy/interventions’’)

ubscales  (eight  items  total)  were  used  to  create  a  total
core.  Items  were  recoded  so  that  higher  scores  indicated
reater  support  towards  the  use  of  evidence-based  prac-
ices.  Internal  consistency  was  �  =  .74.
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exas  Christian  University  Organizational  Readiness  for
hange  (TCUORC;  Lehman,  Greener,  &  Simpson,  2002).
he  efficacy  subscale  of  the  TCUORC  scale  was  used  to  assess
linicians’  baseline  levels  of  efficacy  conducting  counseling,
ccomplishing  tasks,  and  carrying  out  plans.  This  subscale
onsists  of  five  items  rated  on  a five-point  Likert  scale;
igher  scores  indicated  higher  levels  of  efficacy.  Internal
onsistency  was  �  =  .74.

reatment-related  factors
hild’s  Perception  of  Therapeutic  Relationship  (Kendall
t  al.,  1997).  This  measure  assesses  children’s  perceptions
f  their  relationship  with  their  clinician  (e.g.,  ‘‘How  much
o  you  like  your  school  counselor?’’).  The  measure  consists
f  seven  items  rated  on  a  five-point  Likert  scale;  higher
cores  represented  more  positive  attitudes  towards  their
linician.  This  measure  was  completed  by  each  student  at
osttreatment.  Internal  consistency  was  �  =  .84.
osage  and  Youth  Compliance  with  Treatment.  After  each
ession,  clinicians  recorded  information  related  to  the  ses-
ion  (e.g.,  duration)  and  a  single-item  rating  of  the  child’s
verall  compliance  with  treatment.  This  item  (‘‘Please  cir-
le  a  number  below  that  represents  the  child’s  overall
ompliance  with  treatment’’)  was  identical  across  con-
itions  and  was  rated  on  a  seven-point  Likert  scale;
igher  scores  indicated  higher  compliance.  An  average
ompliance  score  was  calculated  across  all  session  forms
eceived  for  each  child.  This  measure  was  also  used  to
alculate  dosage  of  treatment  (in  minutes)  each  child
eceived.
reatment  adherence  and  therapist  competence  (TATC;
insburg  et  al.,  2012).  The  TATC  was  modified  for  STARS
nd  measures  the  use  and  quality  of  session  structure  strate-
ies,  as  well  as  nonspecific  competence  (Ginsburg  et  al.,
019).  This  measure  is  completed  by  trained  study  staff  upon
eviewing  a  clinician’s  audio-recorded  session.  Twenty-five
ercent  of  each  child’s  available  recorded  sessions  were
ated  via  the  TATC,  and  15%  of  selected  sessions  were
ouble-rated  to  assess  inter-rater  reliability  (Ginsburg  et  al.,
020).  Children  had  between  one  and  four  sessions  coded;
he  majority  of  children  had  three  sessions  coded  (50.3%)
nd  twenty  percent  had  no  sessions  coded.  Three  varia-
les  included  in  the  TATC  were  utilized  in  this  study  and
re  explained  below—–EBP  Elements  (Proportion  and  Quality)
nd  Nonspecifics.

EBP  Elements.  Eleven  items  on  the  TATC  allow  study
taff  to  assess  common  treatment  elements  generally
ssociated  with  evidence-based  treatments  for  anxiety
e.g.,  agenda-setting;  reviewing  previously-assigned  home-
ork;  teaching,  modeling,  and  practicing  a  skill;  using
andouts/materials;  and  reviewing  progress),  referred  to
ereafter  as  ‘‘EBP  structural  elements.’’  The  proportion  of
herapist  use  of  these  EBP  structural  elements  (with  a  con-
inuous  proportion  score  ranging  from  0.0  to  1.0,  with  higher
umbers  indicating  a  higher  proportion  of  elements  utilized)
s  well  as  the  quality  of  their  implementation  of  the  EBP
tructural  elements  (rated  on  a  1  to  4  scale,  with  higher

cores  indicating  higher  quality  of  implementation)  were
sed  as  two  separate  predictors.  The  ICC  for  these  varia-
les  were  .76  (for  proportion  of  EBP  structural  elements)
nd  .70  (quality  of  EBP  structural  elements).
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Nonspecifics.  An  additional  11  items  on  the  TATC  allow
tudy  staff  to  assess  nonspecific  therapist  behaviors  that
re  process/relational  in  nature  and  are  thought  to  bolster
he  quality  of  the  treatment  implemented  (e.g.,  generat-
ng  excitement  about  the  intervention,  assessing  the  child’s
omprehension,  using  a  collaborative  style,  generalizing
aterial  to  new  situations,  adjusting  to  the  age/emotional

tate  of  the  child).  For  each  item,  study  staff  rated  the
uality  of  the  behavior  in  question  on  a  four-point  scale,
ith  higher  scores  indicating  greater  levels  of  therapeu-

ic  competence.  The  ICC  for  this  variable  (referred  to  as
‘nonspecifics’’)  was  .63.

utcome  and  baseline  control  measures
linical  Global  Impression—Improvement  (CGI-I)  and  Sever-

ty  (CGI-S)  Scales  (Guy,  1976).  The  CGI-I  provides  a  global
ating  of  improvement  in  anxiety  symptoms  (CGI-I).  This
cale  ranges  from  1  to  7,  with  higher  numbers  reflecting

 worsening  of  anxiety.  Ratings  of  1  to  3  indicate  symptoms
ave  improved,  a  rating  of  a  4  indicates  anxiety  symptoms
ave  not  changed,  and  ratings  of  5  to  7  indicate  symptoms
ave  worsened.  This  measure  was  completed  at  posttreat-
ent  by  trained  study  staff  and  informed  by  reports  on

he  ADIS.  The  primary  outcome  of  both  this  study  and  the
riginal  study  (Ginsburg  et  al.,  2020)  was  treatment  respon-
er  status  via  the  CGI-I;  youth  who  received  a  CGI-I  score
f  1  or  2  (indicating  ‘‘very  much  improved’’  and  ‘‘much
mproved,’’  respectively)  were  considered  ‘‘responders.’’
his  method  has  been  utilized  in  other  studies  examining
reatment  of  anxiety  (e.g.,  Walkup  et  al.,  2008).  The  CGI-

 (Guy,  1976)  was  utilized  as  a  baseline  control  variable;
his  measure  provides  a  global  rating  of  anxiety  severity
n  a  scale  of  1  to  7;  higher  numbers  reflect  more  severe
ymptoms.  This  measure  was  completed  at  each  timepoint,
nformed  by  reports  on  the  ADIS.  Inter-rater  agreement  for
he  CGI-I  and  CGI-S  was  92%  and  98%,  respectively  (Ginsburg
t  al.,  2020).

tudy  inclusion  measure
nxiety  Disorders  Interview  Schedule  for  DSM-IV  (ADIS;
ilverman  &  Albano,  1996).  The  ADIS  is  a  structured  inter-
iew  for  anxiety  disorders  in  children  and  adolescents;  this
easure  was  used  to  determine  eligibility  in  STARS  (i.e.,
eeting  diagnostic  criteria  for  a  primary  anxiety  disorder).

ee  Ginsburg  et  al.  (2020)  for  information  regarding  diagno-
is/CSR  determination  and  inter-rater  reliability.

dditional  demographic  measures
hild  Demographic  Questionnaire.  Primary  caregivers  pro-
ided  demographic  information  about  their  child  (e.g.,  age,
ender,  race/ethnicity)  at  baseline.

ata  analytic  plan

ll  analyses  were  conducted  using  IBM  SPSS  (Version  27;
BM  Corp.,  2020)  predictive  analytics  software.  Prelimi-
ary  analyses  were  conducted  to  determine  if  demographic

ariables  (child  age,  gender,  and  ethnicity,  clinician  eth-
icity,  and  study  site)  correlated  with  treatment  outcomes
nd  should  be  considered  as  covariates.  Number  of  stu-
ents  each  therapist  saw  was  examined  as  correlate  of
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redictor  and  outcome  variables  (a  continuous  variable
or  therapist-related  variables  and  a  binary  variable  for
reatment-related  and  outcome  variables)  to  determine
mpact  of  total  students  seen  on  predictor  variables  and
utcome.  Chi2 analyses  were  also  conducted  to  determine
f  number  of  students  seen  varied  by  treatment  condition.
or  final  analyses,  a two-level  multi-level  modeling  strategy
as  utilized  to  account  for  data  nested  within  clinicians,
hich  accounts  for  the  varying  number  of  cases  seen  by
ach  clinician,  and  the  fact  that  cases  seen  by  the  same
herapist  are  likely  to  be  more  similar  to  each  other  than  to
ases  seen  by  other  clinicians.  Using  this  model,  a  series  of
inary  logistic  regressions  were  conducted  using  response  to
reatment  (responder/non-responder)  as  a  dependent  vari-
ble.  Missing  data  was  handled  via  listwise  deletion.  Each
redictor  was  run  in  a  separate  analysis  initially,  with  base-
ine  anxiety  severity  and  treatment  condition  included  as
ontrol  variables.  All  significant  predictors  were  included
n  the  final  model.  In  the  event  that  the  random  effect
ould  not  be  estimated  (i.e.,  the  slope  was  zero,  indicating

 lack  of  substantially  different  slopes  for  different  clin-
cians),  analyses  were  re-run  using  a  non-nested  model;
his  strategy  was  utilized  for  the  pretreatment  barriers,
ttitudes  towards  EBPs,  alliance,  and  self-efficacy  predic-
ors.

esults

reliminary  analyses

s  noted  above,  preliminary  analyses  were  conducted  to
etermine  if  demographic  variables  for  children  and  clin-
cians,  as  well  as  study  site,  correlated  with  treatment
utcomes;  no  significant  correlations  were  found.  Number
f  students  seen  was  not  found  to  significantly  correlate
ith  any  therapist-related  predictors.  There  was  a  signifi-
ant  correlation  between  clinicians  who  saw  more  than  one
tudent  and  session  length  [r(193)  =  .24,  p  =  .001]  and  ther-
peutic  alliance  [r(118)  =  .24,  p  =  .008],  but  there  was  no
elationship  between  this  variable  and  any  other  therapy-
elated  predictors,  including  treatment  response.  A  Chi2 test
evealed  no  significant  differences  between  treatment  con-
itions  for  therapists  who  saw  one  versus  therapists  who
aw  multiple  students.  Little’s  test  of  missing  completely  at
andom  (Little,  1988) was  not  significant  (�2 =  1.97,  DF  =  4,

 =  .74).  Overall  response  to  treatment  in  the  current  sam-
le  (i.e.,  a  CGI-I  score  indicating  ‘‘very  much  improved’’
nd  ‘‘much  improved’’)  was  35.9%.  Descriptive  information,
ates  of  missing  data,  and  expanded  details  about  results  can
e  found  in  Table  2.

herapist-related  factors
o  therapist  characteristics  (education,  years  of  experi-
nce,  therapeutic  orientation,  self-efficacy,  pretreatment
tressors/barriers,  attitudes  towards  EBPs)  significantly  pre-
icted  treatment  response.
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Table  2  Means,  standard  deviations,  percent  missing,  and  results  for  predictors  and  dependent  variables.

M  (SD)  or  %  %  missing  Coefficient  SE  OR  95%  CI  for  OR  p

Therapist-related  predictors
Education  (%  advanced  beyond  MA)  35.2%  11.1  −.09  .37  .92  [.44—1.89]  .81
Years of  experience  14.17  (9.92)  3.7  −.01  .02  .99  [.96—1.03]  .54
Therapeutic orientation  (%  behavioral)  61.1%  3.7  .48  .37  1.62  [.79—3.33]  .19
Pretreatment  stressors/barriers  15.20  (5.27)  5.6  .03  .04  1.04  [.97—1.11]  .32
Attitudes towards  EBPs  3.21  (.44)  5.6  −.56  .33  .57  [.30—1.10]  .09
Self-efficacy 41.89  (4.20)  5.6  .07  .05  1.07  [.98—1.17]  .14

Therapy-related  predictors
Therapeutic  alliance 24.91  (5.87) 38.5  −.01 .03  .99  [.93—1.06]  .86
Dosage 290.82  (114.79) 0  .001  .002  1.00  [.99—1.00] .61
Child compliance  with  treatment 5.37  (1.02) 0  .43  .17  1.54  [1.10—2.17] .01
Nonspecifics 2.79  (.73)  20  .37  .29  1.45  [.82—2.56]  .20
EBP structural  elements  .67  (.23)  20  2.57  1.25  13.03  [1.10—154.04]  .04
EBP structure  quality  2.17  (.73)  20  .64  .33  1.89  [.98—3.66]  .06
Response to  treatment  (%  responders)  35.9%  12.3
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EBP: evidence-based practice.

herapy-related  factors

hild  compliance  significantly  predicted  treatment  response
B  =  .43,  SE  =  .172,  t  =  2.52,  p  =  .013);  as  ratings  of  child
ompliance  with  treatment  increased  one  point  (on  a  seven-
oint  scale)  correspond  to  a  54%  odds  increase  that  the  child
ill  respond  to  treatment  (OR  =  1.54).

The  proportion  of  common  EBP  structural  elements  uti-
ized  by  the  therapist  significantly  predicted  treatment
esponse  (B  =  2.57,  SE  =  1.25,  t  =  2.06,  p  =  .042).  As  clini-
ians  delivered  a  higher  proportion  of  these  EBP  structural
lements,  the  odds  of  the  student  responding  to  treat-
ent  increased  significantly  (OR  =  13.03).  Quality  of  these

BP  structural  elements  approached  significance  (B  =  .64,
E  =  .33,  t  =  1.90,  p  =  .059),  indicating  that  as  a  clinician’s
uality  of  delivery  of  the  EBP  structural  elements  increased,
he  student’s  odds  of  responding  to  treatment  increased
s  well  (OR  =  1.89).  Therapist  nonspecifics,  dosage,  or  child
erception  of  therapeutic  alliance  did  not  significantly  pre-
ict  outcomes.

ull  model  with  all  significant  predictors

 final  analysis  was  run,  including  all  significant  predictors
child  compliance  with  treatment  and  use  of  common  EBP
tructural  elements).  No  predictors  were  significant  in  this
odel,  although  use  of  EBP  structural  elements  trended

owards  significance  (B  =  2.26,  SE  =  1.30,  t  =  1.75,  p  =  .08),
uggesting  that  as  therapist  use  of  CBT  treatment  elements
ncreased,  the  odds  of  their  student  responding  to  treatment
ncreased  (OR  =  9.61).

iscussion
he  current  study  examined  the  impact  of  several  therapist-
nd  therapy-related  factors  on  student  outcomes  across
chool-based  M-CBT  and  TAU  for  anxiety  disorders.  When
xamined  individually,  use  of  EBP  structural  elements  and
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hild  compliance  with  treatment  significantly  predicted
esponse  to  treatment.  Implications  are  discussed  below.

Among  the  therapy-related  factors,  the  use  of  EBP  struc-
ural  elements  was  linked  with  treatment  response.  This
ndicates  that  incorporating  many  common  structural  ele-
ents  of  EBPs  (e.g.,  setting  an  agenda,  teaching/practicing

 skill,  assigning  homework)  can  notably  increase  a  youth’s
esponse  to  treatment.  CBT  is  well-established  as  an
ffective  treatment  for  childhood  anxiety  disorders  (e.g.,
iga-McMillan  et  al.,  2016),  but  there  has  been  little  focus
n  the  use  of  broader  elements  of  EBPs  aside  from  the  skills
aught  and  practiced  to  the  child  during  treatment.  The  cur-
ent  study  provides  support  that  incorporation  of  even  the
tructural  elements  of  EBPs  (often  found  in  but  not  exclu-
ive  to  CBT)  are  linked  with  increased  odds  of  treatment
esponse,  regardless  of  whether  or  not  CBT  was  the  primary
reatment  modality  utilized.  This  is  generally  in  keeping
ith  previous  research  (Bjaastad  et  al.,  2018;  Ginsburg
t  al.,  2012).  It  makes  sense  that  utilization  of  these  struc-
ural  elements  is  associated  with  treatment  response,  as
everal  of  these  elements  ensure  that  the  child  is  learning

 helpful  skill  that  may  directly  apply  to  their  presenting
ssue  (e.g.,  teaching/modeling  a  skill,  having  the  child  prac-
ice  the  skill),  take  steps  to  ensure  out-of-session  practice  or
ession-by-session  continuity  (e.g.,  assigning  out-of-session
asks,  reviewing  previously-assigned  homework,  reviewing
revious  session  and/or  progress),  and  that  the  child  is  work-
ng  towards  a  treatment  goal.  It  stands  to  reason  that  these
lements  facilitate  learning  and  therapeutic  work,  can  pos-
ibly  increase  the  overall  response  rate  to  treatment,  and
an  be  easily  incorporated  into  many  treatment  modalities.
ecommendations  are  provided  below.

In  contrast  to  expectations,  nonspecific  therapeutic
tyle  (e.g.,  generating  excitement  about  the  intervention,
hecking  in  for  child  understanding/answering  questions,
eneralizing  material  to  new  situations)  was  not  significan-
ly  associated  with  outcomes.  This  is  consistent  with  findings

rom  a  prior  study  (Ginsburg  et  al.,  2012).  Based  on  the  find-
ngs  of  the  current  study,  it  is  possible  that  these  therapeutic
‘nonspecifics’’  have  less  of  a notable  impact  on  treatment
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utcomes  than  does  incorporating  EBP  structural  elements.
t  is  possible  that  these  therapeutic  styles  relate  to  change
n  other  important  aspects  of  treatment  (e.g.,  child  buy-
n  and/or  motivation  for  treatment),  but  more  research  is
eeded  in  this  area.

Child  perception  of  the  therapeutic  alliance,  although
ssociated  with  therapists  seeing  more  than  one  child,  was
nrelated  to  treatment  response,  which  contradicts  some
revious  outpatient  findings  (e.g.,  Chiu  et  al.,  2009;  Hudson
t  al.,  2014;  Hughes  &  Kendall,  2007;  Keeley  et  al.,  2011).
hat  said,  other  studies  have  not  found  this  link  (Kendall,
994;  Kendall  et  al.,  1997;  McLeod  et  al.,  2016;  Southam-
erow  et  al.,  2021),  particularly  in  community  settings

McLeod  et  al.,  2016),  and  the  impact  of  therapeutic  rela-
ionship  is  weaker  for  youth  overall  (McLeod,  2011;  Murphy

 Hutton,  2018).  As  such,  lack  of  relationship  between
lliance  and  treatment  outcome  may  not  be  particularly  sur-
rising.  Aspects  of  measurement  may  also  have  impacted
hese  results;  items  in  the  measure  utilized  reflected  a
esire  to  spend  more  time  with  one’s  school  counselor  (e.g.,
‘Would  you  like  to  spend  more  time  with  your  counselor
f  you  could?’’),  to  which  negative  responses  might  not
ecessarily  reflect  a  poor  relationship.  In  this  study,  only
hild  perception  of  alliance  was  measured  using  a  validated
cale,  whereas  clinician  and  supervisor  perceptions  were
ot.  Future  research  may  investigate  the  impact  of  clini-
ian  and/or  supervisor  perception  of  alliance  on  outcomes,
specially  utilizing  validated  measures.

Child  compliance  with  treatment  was  found  to  relate  to
reatment  response,  with  children  who  were  more  compliant
ith  treatment  1.5-times  more  likely  to  respond  to  treat-
ent.  This  is  in  keeping  with  literature  that  suggests  that

outh  participation  and  compliance  with  treatment,  beyond
imple  homework  completion,  is  associated  with  symptom
mprovement  (Chiappini  et  al.,  2020;  Chu  &  Kendall,  2004;
odal  et  al.,  2018;  Lee  et  al.,  2019;  Wergeland  et  al.,  2016).
hild  compliance  with  treatment  is  likely  essential  to  treat-
ent,  as  the  majority  of  therapeutic  change  occurs  outside

he  therapy  room,  with  children  practicing  and  applying
kills  learned  in  therapy  into  their  everyday  lives.  Children
ho  are  noncompliant  (e.g.,  defiant  in  session,  resistant  to

haring  or  learning  skills,  not  practicing  or  completing  out-
f-session  homework)  may  be  unlikely  to  fully  benefit  from
reatment.  As  such,  taking  steps  to  increase  child  compli-
nce  with  treatment  may  increase  the  overall  response  rate
o  treatment.  Ways  to  increase  child  compliance  with  treat-
ent  are  discussed  below.
None  of  the  therapist-related  factors  significantly  pre-

icted  treatment  response.  These  findings  are  consistent
ith  several  studies  that  found  no  relationship  between

evel  of  education  (Nelson  &  Steele,  2007;  Okamura  et  al.,
014,  2018)  and  therapeutic  orientation  (Harned  et  al.,
013;  Lau  et  al.,  2020;  Nakamura  et  al.,  2011;  Okamura
t  al.,  2014,  2018)  and  treatment  delivery/outcomes.  The
ack  of  significant  associations  between  positive  therapist
ttitudes  towards  EBPs  and  treatment  response  suggest  that,
hile  previous  research  linked  attitudes  with  aspects  of

reatment  utilization  and  delivery  (Harned  et  al.,  2013;  Lau

t  al.,  2020;  Nelson  &  Steele,  2007),  there  may  be  more
eaningful  contributors  to  student  outcomes  than  therapist

ttitudes  (e.g.,  incorporation  of  EBP  structural  elements).
lthough  the  lack  of  impact  of  therapist  barriers  on
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reatment  outcomes  is  somewhat  in  conflict  with  findings
n  the  literature  (Harned  et  al.,  2013;  Podell  et  al.,  2013),
t  should  be  noted  that  therapists  in  this  sample  tended  to
eport  low  levels  of  barriers  (average  score  of  a  15.56  on

 measure  with  a  range  of  7  to  35),  meaning  that  thera-
ists  tended  not  to  begin  treatment  with  a  large  number  of
arriers  in  general.

That  said,  these  nonsignificant  therapist-related  results
an  be  viewed  in  a  positive  light.  Therapist  characteristics
level  of  education,  years  of  experience,  therapeutic  orien-
ation,  and  confidence  in  implementation  of  EBPs),  as  well  as
umber  of  students  seen,  were  not  found  to  have  an  impact
n  whether  or  not  a  student  responded  to  treatment,  nor  did
he  pretreatment  barriers  that  many  therapists  experience
i.e.,  large  caseloads,  administrative  demands,  scheduling
onflicts).  Thus,  several  of  the  variables  that  are  difficult  for
herapists  to  change,  fortunately,  may  not  have  a  notewor-
hy  impact  on  a  youth’s  response  to  the  treatment  delivered.

It  should  be  noted  that  the  percentage  of  youth  who
esponded  to  treatment  was  relatively  lower  than  those
ound  in  other  clinical  samples—–36%  as  compared  to  60%  in
ther  studies  of  CBT  treatment  of  anxiety  (Walkup  et  al.,
008).  This  is  illustrative  of  the  decrease  in  responsive-
ess  often  found  in  community-based  studies  or  instances
here  treatment  is  provided  via  community  providers  (with
arying  training  in  evidence-based  treatments)  as  opposed
o  clinicians  trained  specifically  in  a  particular  treatment
Barrington  et  al.,  2005;  Ginsburg  et  al.,  2012;  Southam-
erow  et  al.,  2010) and  speaks  to  the  need  to  increase

raining  and  provide  resources  to  community-based  clini-
ians  to  improve  student  response  to  treatment.  It  should
lso  be  noted  that  the  criteria  for  ‘‘treatment  responders’’
as  stringent  in  nature,  and  when  Ginsburg  et  al.  (2020)  uti-

ized  a  more  liberal  criteria  (i.e.,  including  CGI-I  scores  of
,  2,  and  3  as  ‘‘responders’’),  the  response  rate  increased
o  82%  (M-CBT)  and  80%  (TAU).

The  results  of  this  study  have  many  implications  for  ther-
py  providers.  Most  notably,  these  results  provide  evidence
hat,  while  not  the  only  essential  component  of  treatment,
t  is  important  for  therapists  to  incorporate  basic  structural
lements  of  EBPs  into  each  session.  While  these  structural
omponents  are  often  found  in  CBT,  they  are  not  exclusive
o  this  treatment  modality  and  can  be  incorporated  into

 variety  of  treatments  and  presenting  issues.  Incorpora-
ion  of  these  elements  into  treatment  is  fairly  simple  and
ay  be  more  cost-effective  for  training:  instead  of  receiv-

ng  training  in  novel  interventions  for  each  presenting  issue,
herapists  may  benefit  from  incorporating  these  common
nd  effective  CBT  elements  into  the  majority  of  interven-
ions  (as  suggested  by  Ginsburg  et  al.,  2012).

The  importance  of  structural  elements  of  EBPs  (and,  to  a
esser  extent,  compliance  of  the  student  in  treatment)  may
lso  impact  the  response  rate  to  treatment,  which  was  found
o  be  low  in  this  study  and  other  similar  community-based
tudies.  It  is  possible  that  clinicians  working  in  schools  and
ommunities  become  less  purposeful  about  incorporating
hese  elements  into  treatment  with  anxious  youth.  Indeed,
t  is  important  to  note  that  the  overall  proportion  (.67)  and

uality  (2.17)  of  utilization  of  EBP  strategies  was  middling
ithin  this  population,  indicating  a  need  for  improvement
nd  possibly  informing  low  response  to  treatment.  Clini-
ians  may  also  experience  a  lack  of  insight  regarding  their
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elivery  of  EBPs.  Indeed,  a  separate  study  of  the  TAU  clini-
ians  of  this  study  found  that  while  the  majority  described
heir  primary  therapeutic  strategy  as  cognitive-behavioral
68%),  ratings  made  by  independent  evaluators  indicate  that
nly  a  minority  of  sessions  utilized  CBT  as  a  primary  strategy
14%;  Ginsburg  et  al.,  2019).  The  impact  of  utilizing  these
imple  strategies  speaks  to  the  need  for  increased  train-
ng  with  these  strategies.  Increased  proficiency  with  and
se  of  these  strategies  may  increase  the  effectiveness  of
ommunity-based  treatment  with  youth.

Therapists  should  also  be  mindful  of  child  compliance
ith  treatment,  which  has  an  impact  on  outcomes.  Ther-
pists  should  take  steps  to  facilitate  child  motivation  for
nd  compliance  with  treatment.  Indeed,  higher  youth  moti-
ation  for  anxiety  treatment  has  been  linked  to  increased
ymptom  improvement  and  odds  of  diagnostic  recovery  at  a
ne-year  follow-up  (Kodal  et  al.,  2018;  Wergeland  et  al.,
016).  Establishing  buy-in  early  on  in  treatment  may  be
ne  way  to  facilitate  motivation  and  compliance.  Youths
hould  be  aware  of  what  treatment  will  consist  of  and
hy  this  will  help  them  in  their  lives.  Therapists  should

egularly  check  in  on  child  understanding  of  all  treatment
omponents  and  answer  questions/clarify  information  as
eeded.  Implementing  reward  systems  for  compliance  (e.g.,
n-session  skill  practice,  homework  completion)  can  also
e  useful.  Parents  can  be  utilized  to  facilitate  compliance
ith  treatment  outside  of  the  session  (e.g.,  ensuring  home-
ork  completion,  assisting  with  out-of-session  tasks  such
s  skill  practice  and  exposures,  implementing  rewards).
dditionally,  therapists  should  assess  and  address  barri-
rs  to  compliance  as  much  as  possible.  Therapists  can  be
exible  in  their  delivery  of  treatment  to  address  barriers
e.g.,  minimizing  reading/writing  demands  for  a  child  with
earning  difficulties)  and  should  take  care  to  adapt  treat-
ent  to  the  developmental  status  and  any  special  needs

f  the  child  (Kendall  &  Beidas,  2007;  Kendall  &  Frank,
018).

These  results  provide  opportunities  for  future  research.
iven  the  importance  of  incorporating  aspects  of  EBPs

nto  treatment,  it  would  be  interesting  to  see  if  pur-
oseful  efforts  to  increase  therapist  implementation  of
hese  EBP  structural  elements  (i.e.,  through  training,
ncreased  education)  has  a  subsequent  impact  on  treat-
ent  response.  Of  note,  two  of  the  eleven  structural

lements  included  in  the  current  study  include  checking
n  on  the  child’s  mood/anxiety  and  reviewing  the  child’s
rogress;  these  elements  are  similar  to  strategies  uti-
ized  in  outcome  monitoring,  which  has  been  shown  to
mprove  outcomes  in  youth  (Dyason,  Shanley,  O’Donovan,

 Low-Choy,  2020).  Future  research  could  also  investi-
ate  specifically  which  EBP  structural  elements  have  the
iggest  impact  on  treatment  outcomes.  Further  inves-
igations  into  child  compliance  with  treatment  is  also
arranted;  assessing  compliance  as  a  multifaced  construct

e.g.,  compliance  both  in-  and  out-of-session,  compli-
nce  with  skill  practice/homework  completion)  may  be
seful,  as  well  as  factors  that  may  bolster  compliance.
inally,  while  this  study  focused  on  therapist-  and  therapy-

elated  factors  that  impact  treatment  outcomes,  there
re  more  factors  that  impact  the  outcomes,  including
hild-specific  (e.g.,  child  attitudes  towards  treatment,
otivation  to  change),  family-specific  (e.g.,  socioeconomic
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tatus,  openness  towards  discussion  and  treatment  of  men-
al  health  difficulties),  and  school/neighborhood  factors
e.g.,  school  resources  and  funding,  schoolwide  attitudes
owards  mental  wellness).  The  factors  that  predict  child
esponse  to  school-based  treatments  for  anxiety  are  vast
nd  nuanced,  and  this  study  reported  only  on  specific  com-
onents.

There  are  many  strengths  to  this  study.  First,  this  study
aptures  outcomes  of  treatment  conducted  by  commu-
ity  (i.e.,  school-based)  clinicians.  As  there  is  evidence
f  reduced  superiority  of  EBPs  over  control  conditions  in
ommunity-based  studies  (Barrington  et  al.,  2005;  Ginsburg
t  al.,  2012;  Southam-Gerow  et  al.,  2010),  it  is  important
hat  more  studies  investigate  both  EBPs  and  usual  care  in
ommunity  and  school  contexts  so  that  work  can  be  done  to
olster  treatment  effectiveness.  This  study  is  fairly  unique
n  examining  variables  that  predict  treatment  outcome  that
re  separate  from  the  specific  treatment  modality  and  can
e  generalized  across  treatments.  Additionally,  ratings  of
reatment  integrity  were  conducted  by  individuals  other
han  the  therapist  themselves,  which  may  provide  a  more
bjective  rating  of  treatment  competence  and  adherence
han  a  potentially  biased  self-report  measure.  Similarly,
hild  anxiety  was  assessed  by  independent  evaluators  rather
han  child-  or  parent-report,  which  lends  a  more  strin-
ent  and  reliable  and  less  biased  assessment  of  anxiety
everity  and  recovery  (incorporating  both  child  and  parent
erspectives  on  change).  Multi-method/multi-rater  associ-
tions  (e.g.,  therapist-rated  child  compliance  predicting
ndependent  evaluator-rated  child  response  to  treatment)
rovide  confidence  that  associations  are  not  due  to  shared
ethod  variance.
Several  limitations  are  worth  noting  to  contextualize

esults.  Some  of  the  therapist  measures  were  completed
t  baseline  and  might  have  changed  over  time  (e.g.,  self-
fficacy,  barriers,  therapeutic  orientation).  Additionally,
here  was  missing  data  on  some  post-intervention  measures
most  notably  therapeutic  alliance);  however,  these  data
ere  missing  at  random.  As  noted  above,  this  study  focused

pecifically  on  therapist  and  therapy  predictors  of  treatment
utcome,  and  there  are  several  other  relevant  factors  that
ay  also  impact  outcomes,  such  as  child,  family,  school,  and

ther  systemic  factors.  As  such,  while  this  study  captured
n  aspect  of  contributors  to  treatment  response,  there  are
any  contributing  factors  still  to  be  examined.
This  study  investigated  several  therapist-  and  therapy-

elated  predictors  that  may  impact  response  to  treatment
n  youth  with  anxiety  disorders,  regardless  of  treatment
odality  implemented.  Greater  use  of  EBP  structural  ele-
ents  and  greater  child  compliance  to  treatment  increased

dds  of  response.  These  findings  lend  support  to  the
ncorporation  of  evidence-based  structural  elements  to
reatments  for  youth  with  anxiety  disorders.  Additional
esearch  is  needed  to  learn  more  about  common  ele-
ents  of  treatments  that  bolster  treatment  response  for

outh.
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