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Abstract: Aim: To review the literature on randomized clinical trials for pediatric anxiety and depression, and evaluate
their quality using the criteria developed by the American Psychological Association. Method: Inclusion of randomized
controlled clinical trials in the medical and psychological literature. Results: Research evidence thus far suggests that CBT
is a probably efficacious treatment for depression in children. None of the CBT protocols for depressed adolescents (taken
independently) meet criteria for a well-established treatment, however, if the different protocols are taken as an aggregate,
then CBT meets well-established treatment criteria. In addition, IPT-A is a well-established treatment for adolescent de-
pression. CBT is the best established treatment for a number of child and adolescent anxiety disorders. Conclusion: While
there has been an increase in the number of clinical trials of psychotherapeutic interventions for depression and anxiety as
well as support for empirically-based treatments, the scope of these studies is still limited and research is still needed to
examine the transportability of these treatments to diverse community settings.

INTRODUCTION

Treatment research for pediatric mood and anxiety disor-
ders significantly lags behind its adult counterpart. It is
mostly in the last 2 decades that the majority of the clinical
trials of medication and psychotherapy for mood and anxiety
disorders in youth have been conducted. Unfortunately, this
increasing body of efficacy research is still a work in pro-
gress, with only a limited number of treatments scientifically
ready for broader community use. In addition, our under-
standing of barriers to access and effectiveness of treatment
in community settings has been fragmented due to the pau-
city of intervention research in the community (effectiveness
research). The recent debate on the efficacy and safety of
SSRIs for pediatric mood disorders increases the need to
provide the pediatric population with good treatment alterna-
tives such as efficacious psychotherapies. In this context, the
critical examination of the efficacy of existing psychothera-
pies for pediatric mood and anxiety disorders is of public
health significance.

The terms “evidence-based” and “empirically-supported”
therapies have been used interchangeably in the past [1]. The
latter term has been used in conjunction with the American
Psychological Association Division 12 criteria and is used in
this paper [2]. The current paper will review the empirical
support for psychotherapeutic prevention and intervention
for mood and anxiety disorders in children and adolescents.
Specifically, it aims to: 1) critically assess psychosocial em-
pirically-supported treatments (EST) for these 2 groups of
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psychiatric conditions, organized by disorder and by age
group; 2) review the educational and training background of
the therapists who participated in the studies, and its implica-
tions for transportability and dissemination; and 3) examine
the extent to which the definitional criteria developed by the
American Psychological Association (Division 12) for EST
apply to the psychotherapies reviewed.

Guidelines for Interpreting the Evidence

Empirically Supported Treatments: According to the
definition of the American Psychological Association (Divi-
sion 12) for EST, a “well-established” treatment meets 2
criteria [1-3]:

1. In at least 2 scientifically sound between-group stud-
ies with adequate sample sizes, it must either be supe-
rior (statistically significant) to pill, psychological
placebo, or another treatment, or be equivalent to an
already established treatment in studies with adequate
sample size. Alternatively, the treatment may demon-
strate efficacy in a large series of single-case design
studies (n>9) with good experimental methods and a
comparison group as described above.

2. Experiments must be conducted in accordance with a
treatment manual, sample characteristics must be de-
tailed, and at least 2 different research teams must
demonstrate intervention effects.

To be characterized as “probably efficacious” a treatment
must meet the above criteria with the exception of the crite-
rion of replication of efficacy findings by independent inves-
tigators OR be superior to a wait list condition in at least 2
studies (not necessarily by independent investigators) [1-3].
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Age Groups Included: The studies included in this review
have been conducted with children (ages 6-11 years) and
adolescents (12-18 years). Some studies have been con-
ducted with only one of these age groups and other studies
have included both. We classified the latter studies according
to the mean age of the participants or, if this information was
not available, according to the mean of the age range pro-
vided.

Disorders Included

1. Mood disorders: Studies are included in which the
child and adolescent participants were diagnosed with
Major Depressive Disorder, Depressive Disorder
NQOS, Dysthymic Disorder, Bipolar | Disorder, Bipo-

lar 1l Disorder, and/or subsyndromal depression
symptoms.
2. Anxiety disorders: Studies are included in which the

participants were diagnosed with Panic Disorder
and/or Agoraphobia, Social Phobia, Specific Phobia,
Obsessive Compulsive Disorder, Posttraumatic Stress
Disorder, Generalized Anxiety Disorder, and/or Sepa-
ration Anxiety Disorder. In addition, studies with
psychotherapies targeting subsyndromal conditions of
any of the above disorders have been included.

Studies Included: Eligible studies were identified through
searches using Medline and PsycINFO databases (years
1970-2005) applying the following terms: Major Depressive
Disorder, depression, anxiety disorders, Panic Disorder,
Agoraphobia, Social Phobia, Simple and Specific Phobia,
Obsessive Compulsive Disorder, Posttraumatic Stress Disor-
der, Generalized Anxiety Disorder, Separation Anxiety Dis-
order, child/adolescent/pediatric/juvenile, psychotherapy. In
order to be included in this review, studies were required to
be controlled clinical trials with treatment techniques speci-
fied in a manual, and whose design included a formal as-
sessment process with independent evaluators. In addition,
they were required to include age groups and disorders as
specified above. The results of this review are summarized in
tables representing each EST per disorder and age group.

There are 2 important issues to keep in mind when re-
viewing EST literature critically: publication bias and the
problem of inadequate control conditions. These issues are
significant because they can bias the public’s view of evi-
dence for treatments by limiting access to certain studies and
not setting up reasonable and valid comparison treatments.

Publication Bias: The major source of evidence for both
psychotherapy and psychopharmacology interventions is
provided by peer-reviewed publications of clinical trials.
However, studies with equivocal or negative findings for the
treatment of interest tend to be submitted less frequently [4,
5] and chosen for publication by editors less frequently than
those with positive results, leading readers to receive biased
information. Such biases in presenting negative results from
clinical trials severely threaten the validity of published re-
search [6].

Inadequate control conditions: Psychotherapy treatment
studies use the double blind randomized placebo control
condition design to control for the effects of common treat
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ment factors on treatment outcome. The assumption is that if
the target treatment produces better results than the placebo
control condition, these results are attributable to the specific
active and unique ingredients of the treatment of interest.
The goal is to emulate the role placebos play in the medical
model of testing drug efficacy. However, the selection of an
appropriate control condition for a psychosocial treatment is
a complicated issue and represents a key methodological
challenge in psychotherapy research [7]. Initial testing of a
psychotherapy usually involves comparison of the treatment
of interest to a wait list control condition or a minimal treat-
ment condition, in which some patients receive either very
minimal or no therapy contact. This is the most common
comparison of cognitive behavior therapy (CBT) trials for
depressed and anxious prepubertal and adolescent youth (see
Tables). However, many psychotherapy researchers consider
the comparison between an experimental treatment and a
wait list control meaningless, since a wide range of interven-
tions (including faith healing) may be more mobilizing than
no intervention.

Another approach selected to create a psychological pla-
cebo is the attention control condition which is used as a
comparison to address whether the techniques specific to a
particular treatment model are the active ingredients rather
than the non-specific factors. However, this control treat-
ment may not be equivalent to the active treatment in dos-
age, intensity, attention, and credibility. An extension of the
attention control approach is the use of supportive psycho-
therapy as the comparison treatment. This is usually charac-
terized in a brief manual that consists of guidelines prohibit-
ing advice-giving or the use of active ingredients of the
treatment of interest.

More recently, the use of a treatment-as-usual (TAU)
comparison has gained acceptance in the transition from ef-
ficacy to effectiveness research. This comparison may ad-
dress whether the treatment of interest is superior to the care
usually delivered in that setting, but the 2 may not actually
be comparable in amount and intensity of treatment offered.
Another drawback to using a TAU comparison is that it may
be difficult to characterize the treatment techniques used in
TAU and thus difficult to explain the findings.

There are therefore several challenges facing psychoso-
cial researchers in selecting control conditions. Ideally, all
factors except those purported to be the active ingredients of
the target treatment must be made equivalent (i.e., structur-
ally indistinguishable from the target treatment); participants
and evaluators involved in the study should be blind to the
treatment conditions, which is near impossible; and the
credibility of the comparison treatment must be comparable
to the active treatment [8]. Very few studies meet these crite-
ria. It is important to review these aspects of the study de-
signs in order to best understand the implications of the re-
sults.

What follows is a review of the clinical trials literature on
pediatric depression and anxiety disorders. The review pre-
sents these studies in light of the limitations discussed above
and within the framework of the criteria for EST as it stands
currently [1-3]. The end result is an up-to-date snapshot of
the state of the art in psychotherapy research for children and
adolescents with depression and anxiety disorders.



Psychotherapies for Pediatric Mood and Anxiety Disorders

PEDIATRIC DEPRESSION

Depression affects a large portion of children and adoles-
cents in the United States: 2% of children and 8-10% of ado-
lescents suffer from a depressive disorder or clinically sig-
nificant depressive symptoms [9, 10]. Depression in youth
raises the risk for subsequent depression in adulthood, sui-
cide, substance use, and impairment in social and academic
life [11, 12]. Although early treatment of pediatric depres-
sion is imperative, the actual rate and amount of treatment
(pharmacologic as well as psychotherapeutic) provided in
outpatient community settings has been minimal. In the 4-
year (1996-1999) Medical Expenditure Panel survey of
treatment use by children and adolescents representing the
general population in the U.S., Olfson and colleagues
showed that only 1% of children and adolescents receive
treatment for depression; that substantially fewer African
American, Hispanic and uninsured youth received treatment;
and that the majority (79%) of the treated youth received
some form of psychotherapy whereas half of the youth re-
ceived antidepressant medication [13]. The average number
of psychotherapy sessions delivered for pediatric depression
treatment was approximately 8 per year. The authors noted
that medication was used much more frequently than ex-
pected based on practice guidelines.

When comparing the results of studies, it is important to
consider the criteria used to define presence of depression,
depression severity, and depression remission. The inclusion
criteria for all studies reviewed is depressive symptomatol-
ogy; however, this is assessed by different means including
clinician and self-report measures, with different cut-off
scores for severity. Not all studies require a DSM diagnosis
of major depression or dysthymia, thus varying the baseline
severity of the depression being treated. It is possible that
treatments found to be efficacious for less depressed partici-
pants may not be efficacious for more severely depressed
individuals. Similarly, studies use different methods to as-
sess outcome, including self-report and clinician-adminis-
tered measures of depressive symptomatology. The more
rigorous outcomes are characterized by percentage of par-
ticipants recovered from depression (defined either by ab-
sence of clinical diagnosis or by scores on depression scales,
below a certain cut-off maintained over a period of time).

Psychotherapy for Pediatric Depression

Although psychotherapy for the depressed pediatric
population constitutes the majority of outpatient treatment
[13], it is unclear what types of modalities and techniques
are practiced and to what degree they represent EST prac-
tices. It is known that the 3 professional groups conducting
most of the psychotherapy (psychiatrists, psychologists, and
social workers) tend not to receive education and supervision
in these EST during their training years [14].

The majority of psychotherapy studies for pediatric de-
pression include case studies and single participant designs.
Randomized clinical trials with well-characterized treatment
goals, strategies, and process (through the use of a psycho-
therapy manual), and well-specified design and participant
characteristics have only appeared relatively recently. The
psychotherapy studies reviewed for depressed children and
adolescents (Tables 1 to 5) are organized under the 2 psycho-
therapies that fulfill criteria for “probably efficacious” and
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“well established” treatments for pediatric depression,
namely Cognitive Behavior Therapy (CBT) and Interper-
sonal Psychotherapy (IPT). The majority of the trials are
based on a variant of CBT, with a small but increasing num-
ber of trials on IPT for depressed adolescents (IPT-A). Psy-
choanalytic/ psychodynamic psychotherapy was not included
since it has not been tested in randomized trials for depressed
children and adolescents. One of the reasons for this may be
the difficulties in manualizing psycho-analytic treatment.
Family therapy was also not included, due to the absence of
trials with clinical outcomes (although other outcomes such
as treatment adherence and improvement of family attitudes
about the disorder have been reported) [15, 16].

CBT and Variants

CBT is the psychotherapy with the largest number of
published studies in adult, adolescent, and childhood depres-
sion. CBT for depressed youth targets 2 central vulnerabili-
ties of this population: 1) deficits in behavioral skills for so-
cial involvement, support, and affect regulation, and 2) mal-
adaptive and distorted cognitions [17]. It has been shown
that depressed youth have difficulties participating in pleas-
urable activities and are more adversely affected by stressful
life events. They also tend to experience more negative and
hopeless thoughts and have lower levels of perceived compe-
tence compared to non-depressed adolescents [18, 19]. The
different CBT treatments typically involve combinations of
some or all of the following skill-building components
[21,34]:

Behavioral activation involves identification of an in-
crease in pleasurable and mastery activities. Mood and
event-scheduling charts are typically used to help the plan-
ning of these rewarding activities.

Cognitive restructuring focuses on identifying and trans-
forming cognitive distortions, which involve inaccurate
and/or unhelpful beliefs, rules, or cognitive schemata about
the depressogenic situation.

Problem solving involves the following stages: (1) identi-
fying the specific problem; (2) generating options for dealing
with the problem (at this stage one should not evaluate the
feasibility or desirability of these options); (3) evaluating
each option by exploring costs and benefits; (4) determining
and implementing one or a combination of the most feasi-
ble/useful options; and (5) evaluating the result.

Affect requlation involves the adaptive modulation of
affect expression and experience. Behaviorally, it is trans-
lated into the identification of different points in an escalat-
ing affective state (e.g., point of action, point of no re-
turn/boiling point) and the planning of adaptive action for
each one.

Communication skills/conflict resolution involves help-
ing the person refine interpersonal skills such as active lis-
tening, conveying empathy, making requests for change,
disagreeing while still maintaining the relationship, etc.

There are 2 main models for CBT for pediatric depres-
sion. The Lewinsohn and Clarke model that is the basis for
the Coping with Depression Course adheres to the principle
that depression results from learned maladaptive behaviors
and thinking patterns that interact with the person’s biologi-
cal diathesis for depression [20]. Therefore, the model fo-
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cuses on learning new, more adaptive skills that will replace
the maladaptive patterns through increased reinforcement for
the new positive skills. This is consistent with the social
learning model of depression [20]. Lewinsohn’s treatment
for depression has focused on helping adolescents to obtain
the needed positive reinforcement to break the depressive
feedback cycle by working to increase pleasurable activities,
teaching problem-solving and social skills, training asser-
tiveness, and teaching emotion regulation [21]. The model
also incorporates elements from Beck’s theory of depression
and its focus on negative and maladaptive schemas of self,
the world, and the future. In addition to addressing the rein-
forcement paradigm, the Coping with Depression course
focuses on exploring the validity and usefulness of depres-
sogenic beliefs that can lead individuals to interpret their
world negatively. The model promotes the idea that people
can get depressed through multiple, different pathways and
that an effective treatment must address all of these path-
ways including cognition, positive reinforcement, and skill
building to overcome depression and prevent possible future
episodes.

Another model of depression focuses on skill deficits and
habits that may lead to and prolong depression in youth.
These skill deficits and negative cognitions including learned
helplessness may lead to unsuccessful interpersonal situa-
tions that can result in depression symptoms. The model al-
lows for individual differences in whether skill deficits or
thoughts play a larger role in the person’s depression; the
treatment can be tailored accordingly. Weisz and colleagues
developed a treatment intervention called Primary and Sec-
ondary Control Enhancement Training (PASCET) based
upon this model. They identify primary control as efforts to
cope by changing the conditions to meet a person’s expecta-
tions. Secondary control is defined as the efforts made to
adjust oneself to fit more successfully with the objective
conditions. Consequently, the children learn to change con-
ditions that are modifiable (such as increasing one’s number
of friends and setting achievement goals) and change them-
selves in conditions that are not modifiable (such as parental
disputes/separation, family relocating, etc.) [22]. The skill
deficits fall into the primary control work and the dysfunc-
tional thoughts fall into the secondary control work. The
intervention teaches a multitude of primary and secondary
control coping strategies for change allowing the therapist
and patient to choose what would be most helpful for the
specific individual. PASCET is an approximately 15-session
treatment program for depressed youth ages 8-15 years.

CBT Evidence for Prepubertal Depression

The 6 randomized clinical trials examining CBT for de-
pressed children are listed in Table 1. The trials have small
sample sizes with only one trial including over 50 partici-
pants [23]. All studies were delivered in a group format and
were conducted in primary schools with treatment duration
ranging from 8 to 26 sessions. The children who participated
in these studies were 7 to 12 years old, and showed elevated
levels of depression in self-report measures, but did not nec-
essarily meet diagnostic criteria for depressive disorders.

Two of these trials used attention control conditions [24,
25], 3 others used wait list and no treatment control [23, 26,
27], and one compared CBT to counseling as usual [28]. The
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therapists who participated in these trials were either gradu-
ate psychology students or doctoral-level psychologists.

Five of these trials showed a statistically significant re-
duction of depression in the group CBT condition when
compared to the control condition [23, 24, 26-28]. The one
trial that was negative [25] included younger participants (7
year olds), raising the question of whether CBT is less effi-
cacious with younger children due to its cognitive skill re-
quirements. In the positive trials, therapeutic gains were re-
portedly maintained over a 2-month follow-up [27] and over
a 9-month follow-up [23]. In the Stark et al. study [28], al-
though, the therapeutic gains were maintained at 7 month
follow-up, the differences between groups disapp-eared. It
should be noted that all of these studies used completer (as
opposed to intent-to-treat) analyses, which tends to inflate
the therapeutic effect by excluding the drop-outs. The risk of
publication bias in the small size studies described above
also needs to be taken into account. At the same time, the
small size of these studies makes them more susceptible to
type Il error, and renders the detection of significance in the
results all the more noteworthy.

At this time, research evidence suggests that group CBT
is superior to wait list and traditional counseling for children
ages 8 to 12, however, evidence that it is superior to an atten-
tion control condition is equivocal [24, 25]. In addition, the
therapeutic gains only lasted for a few months. Group CBT,
as specified by Stark and colleagues [27,28], meets criteria
for a probably efficacious psychotherapy (as described
above) for depressed children since there were 2 trials (al-
though not by independent investigators), one involving an
active treatment and the other a wait list condition.

CBT Evidence for Adolescent Depression

Sixteen randomized clinical trials of CBT for depressed
adolescents have been identified (Table 2). These studies
include individual CBT (7 studies), group CBT (7 studies),
bibliotherapy (one study) [29], and a quality improvement
treatment for depression that incorporated CBT techniques
as warranted (one study) [30]. The number of sessions in the
reviewed CBT studies for depressed adolescents ranged from
5 to 21, but the majority of the studies were conducted
within 12 to 16 sessions. Compared to CBT trials for prepu-
bertal children, the majority of CBT trials for adolescents
have a larger sample size (12 have more than 50 participants)
and 5 include more than 100 participants [30-34]. The largest
study in pediatric psychiatric research so far, the TADS [34],
had the following 4 conditions: CBT alone, fluoxetine alone,
CBT and fluoxetine, and pill placebo.

Regarding the setting and population of the reviewed
trials, 6 were conducted in a community setting (2 in a
school, 3 in an HMO, 1 in a county juvenile justice depart-
ment) [30, 32, 35-38]. Two others involved community sam-
ples but were conducted in a university setting [21, 33]. Ex-
cluding the bibliotherapy study, the other 7 trials involved
clinical samples and were conducted in a university clinic
setting. These studies highlight that the origin of the sample
is important information for interpreting results because it
can reflect differences in severity and chronicity of illness as
well as motivation for recovery. Brent et al. found that par-
ticipants recruited through a clinic showed lower recovery
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Psychotherapies for Pediatric Mood and Anxiety Disorders

rates and higher likelihood of recurrence than those recruited
through advertisement in the community, thus raising the
question of comparability of these populations [31].

The majority of these studies included adolescents with
DSM-I1l, 111-R, and IV diagnosis of Major Depressive Dis-
order or Dysthymia, with strict exclusion criteria, thus limit-
ing comorbid conditions largely to anxiety disorders, espe-
cially GAD and Social Phobia. The Rohde et al. study in-
cluded adolescents with DSM-IV diagnoses of MDD and
comorbid Conduct Disorder and kept exclusion criteria to a
minimum [38]. Similarly, the TADS study recruited moder-
ate to severely depressed adolescents and allowed for a num-
ber of comorbid disorders to increase the generalizability of
their findings. The studies used various types of control con-
ditions: CBT was compared to wait list [21, 29, 33, 36, 37],
supportive/non-directive psychotherapy [31, 39, 40], relaxa-
tion [37, 41], art and imagery exercises [42], life skills/tutor-
ing [38], treatment as usual [30, 35], treatment as usual in-
cluding ongoing administration of an SSRI [35], and pill
placebo [34]. Other comparison conditions included family
therapy [31], IPT [43], self-modeling [36], and fluoxetine
(alone or in combination with CBT) [34]. With the exception
of a few studies [31, 34, 35, 41], most used completer analy-
ses. The therapists who conducted the trials were most often
graduate students in psychology and social work. The studies
also employed a number of social workers, child psychia-
trists, doctoral-level psychologists, and master’s level school
counselors, and, more rarely, psychiatric nurses and psychia-
try residents.

One way of examining these studies is to look at them in
regard to the dosage of therapy delivered within the trial. We
defined low dosage CBT as 5-8 sessions and high dosage
CBT as 10 or more sessions. Results of the 4 low-dosage
CBT trials (all involving individual CBT) did not show a
consistent advantage of CBT over the control conditions
(which included active conditions as well as wait list only)
[30, 40-42]. One study showed positive results [41] but the
other 3 did not show any significant difference between CBT
and the active comparison conditions on the primary out-
come measures. Even in the positive trial [41], the gains
were not maintained after 6 months. One trial of CBT biblio-
therapy, involving the assignment of Burn’s book “Feeling
Good”, showed promise in treating mildly depressed adoles-
cents [29]. On the whole, low- dosage CBT does not meet
criteria for probable or well-established efficacy; the evi-
dence does, however, meet criteria for possibly efficacious
treatment.

Trials with higher dose CBT yielded mixed results. Three
trials (2 group and one individual) were negative [34, 35,
39]. One trial showed positive results for group CBT when
compared to wait list but did not show any difference from
the active comparison condition (relaxation training) [37].
The remaining 6 trials (4 group and 2 individual) were posi-
tive [21, 31, 33, 36, 38, 43]. The sample sizes of these 6
studies were considerable (ranging from 59 to 123 partici-
pants), but their most frequent control condition was wait
list.

The current challenge is how to integrate the above study
findings with those of the TADS. Before the publication of
the TADS, the conclusion was that higher dosage CBT has
demonstrated efficacy for the treatment of adolescent depres-
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sion. In particular, Lewinsohn’s coping skills group CBT
meets criteria for a probably efficacious psychotherapy: 2
studies were conducted by the same investigator showing
superiority of group CBT over wait list (as described above)
[21, 33]. None of the CBT protocols for adolescents (taken
independently) meet criteria for well-established, since,
among other things, results have not been replicated by inde-
pendent investigator teams. However, if one views the dif-
ferent manuals as an aggregate CBT approach, then the CBT
approach to depression in adolescents does meet criteria for
well-established.

The recent publication of the TADS trial has cast some
doubt on the efficacy of CBT for depressed teens, since CBT
alone failed to show superiority to pill placebo; fluoxetine
was superior to both at the end of the acute phase [34]. A
number of issues should be kept in mind, however, when
reviewing the TADS results. First, the CBT manual was for
individual therapy and had a specific format that is not nec-
essarily generalizable to all CBT manuals. The adolescent
participants had more severe depression in order to justify
the use of medication. Thus, the TADS results should be
generalized to only that nosological subgroup. Finally, these
results represent the first 12 weeks (acute phase) of treat-
ment. A number of adolescent participants (partial respond-
ers) continued to week 18 for the acute phase and it is still
unknown whether they responded at that point. From the
current analyses, it is unclear whether there is any delayed
effect for CBT. There is a precedent for such an effect in
Brent et al.’s trial [31], in which two-thirds of the remissions
occurred after the end of the acute trial during 2 additional
months following termination. Thus, it remains to be seen
whether the difference between CBT, medication, and pill
placebo lies in the efficacy or speed of recovery of the active
conditions. Future analyses of longer term outcome results
from the TADS trial will illuminate some unanswered issues,
especially concerning response predictors such as comorbid-
ity, the adolescent’s cognitive level, therapist adherence to
the manual, overall therapist competence, and patient-
therapist alliance.

Findings regarding the long-term efficacy of CBT are
equivocal, with some studies showing loss of the therapeutic
advantage of CBT over the period of 2 years post-treatment
[31, 38, 41, 45] and others maintaining it over that same pe-
riod [21, 46]. Clarke and colleagues [33] found that low-
dosage (every 4 months) booster sessions did not reduce the
recurrence rate in the adolescents who recovered during the
acute phase, but this was difficult to evaluate properly due to
poor attendance. They suggested that booster sessions might
serve better as a continuation treatment for partial responders
rather than as a treatment to maintain therapeutic gains.
Brent and colleagues [31] specified a number of predictors
of poor response to CBT (defined as lack of recovery and
high recurrence rates) that included severe baseline depres-
sion, recruitment from the clinic versus an advertisement,
parent-child conflict, comorbid anxiety, and high levels of
hopelessness. When they controlled for the number of ad-
verse predictors, CBT fared better than supportive and fam-
ily therapy. The authors concluded that CBT maintained its
efficacy under these hard to treat conditions.

The intervention studies of CBT for depression have for
the most part been efficacy studies. That is, they were con-
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ducted under tightly controlled conditions, typically in uni-
versity hospital settings, with many inclusion and exclusion
criteria. Consequently, the studies are often criticized for the
lack of generalizability of their findings to the populations
that clinicians treat in community mental health clinics or
their private offices. The samples tend to have fewer and less
complicated comorbid disorders and are treated by expert
clinicians with extensive training in the treatment modality
being tested. These criticisms have resulted in a new empha-
sis on taking these treatments out of the academic setting and
into the community to see if they are similarly effective for
less homogenous populations and when delivered by com-
munity clinicians with varying levels of training and exper-
tise. For example, Rohde and colleagues [38] investigated
CBT for depressed adolescents with comorbid conduct dis-
order in a county juvenile justice department. There were no
diagnostic exclusion criteria; comordid diagnoses were
common, with an average of 4 diagnoses per participant at
intake. The study found that CBT, compared to a life
skills/tutoring control group, significantly reduced depres-
sion severity at treatment termination, though these gains
were not maintained at 6- and 12-month follow-up. Addi-
tionally, some studies with modified CBT approaches have
been conducted in the community. They have so far yielded
mixed results [30, 32, 35], and more studies are needed.

CBT Evidence for the Prevention of Depression

Prevention strategies aim to reduce the impact of factors
that put children and adolescents at risk for depression
and/or build skills to increase their ability to cope with these
factors. There are 3 primary prevention strategies: 1) Univer-
sal, which target an entire population not identified on the
basis of risk; 2) Selective, which target a sub-group with a
higher than average risk of developing a disorder; and 3)
Indicated, which target individuals at high-risk for a disorder
because of subsyndromal symptoms [47]. The current paper
will focus on mood disorder symptoms therefore including
only selective and indicated preventions.

CBT for prevention of depression in children: Table 3
presents the only prevention study published thus far for
children at risk for depression. It represents a prospective
study organized by the PENN Prevention Program for group
CBT with 10-13 year old school children who had elevated
symptoms of depression (but did not meet criteria for a dis-
order) and parental conflict. The therapists for this trial were
graduate-level psychology students. Study results suggested
that the CBT intervention resulted in significantly lower lev-
els of self-reported depressive symptoms compared to the
matched controlled condition; these results were maintained
in the 6-month follow-up. Differences between the groups
persisted for 2 years. Results on the CBCL did not discrimi-
nate between the groups. The prophylactic effect of CBT for
depression was mediated by changes in the participants’ ex-
planatory style [48].

This is an important first step towards the understanding
of preventive interventions in children, although the study
has severe limitations. The assignment to treatment condi-
tions was not random, the control group received no treat-
ment, and the main positive outcome was based on self-
reports. Since it has been conducted with older children, its
results cannot be generalized to groups with younger chil-
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dren. Thus, there is not yet conclusive evidence that this in-
dicated group CBT has a preventive effect for children at
risk for depression. It does not yet meet criteria for any level
of efficacy. A randomized trial of the PENN program is un-
derway.

CBT for prevention of depression in adolescents: Table 4
presents 2 preventive intervention studies with adolescents,
both conducted by Clarke and colleagues [49, 50]. The ado-
lescent participants in both studies were selected on the basis
of elevated depression scores on the CES-D without meeting
criteria for Major Depressive Disorder. The studies were
conducted in a high school setting [49] and an HMO [50].
The therapists were master’s level community clinicians.
Results in both trials suggested that the group CBT indicated
preventive interventions were successful in lowering sub-
syndromal symptomatology and preventing depressive dis-
orders for up to a year following the termination. After that
period, the gains of the intervention began to fade. Thus, it
appears that group CBT indicated intervention as specified
by Clarke [49, 50] meets criteria for a probably efficacious
intervention for adolescents at risk for depression. This ap-
proach needs to be replicated by a different team in order to
meet criteria for a well-established treatment.

Meta-Analysis of CBT for Adolescents and Children

Three meta-analytic studies on the efficacy of CBT for
pediatric depression have been conducted [51-53]. In Har-
rington’s meta-analysis [51], 6 trials were included. Remis-
sion rates in the CBT group were calculated as 62% whereas
the control group (mostly wait lists) was about 36%, yielding
an odds ratio of 3.2. Lewinsohn and Clarke [52] conducted a
meta-analysis of 12 studies and calculated an effect size of
1.27 for CBT. Recovery rates following CBT were estimated
at 63%. Finally, Reinecke and colleagues [53] included 14
CBT trials in their meta-analysis and calculated an effect size
of 1.02 by termination of the acute treatment. These studies
did not include any of the most recent studies of CBT.

Interpersonal Psychotherapy (IPT-A)

IPT is based on the principle that triggers (as opposed to
causes) of depression occur in an interpersonal context and
involve grief, interpersonal role disputes, role transitions,
and/or interpersonal deficits [54, 55]. IPT has been tested
and found efficacious for both mood and non-mood disor-
ders in a number of randomized clinical trials with depressed
adults [55]. It also has been adapted for use with depressed
adolescents (IPT-A) by Mufson and colleagues [56, 57].
IPT-A targets interpersonal conflicts and deficits in interper-
sonal skills that have shown a strong association with higher
risk for adolescent depression [46]. It addresses developmen-
tal issues of adolescence such as separation from parents,
involvement in romantic relationships, first experience with
sexuality, initial experiences with death of family or friends,
and interactions with peers. Its goal is to reduce depressive
symptomatology and improve interpersonal functioning.
IPT-A accomplishes this by helping adolescents to link
mood symptoms with interpersonal problems, to understand
how their depression symptoms are affected by these inter-
personal events and vice versa, and to devise constructive
ways of communicating feelings and solving interpersonal
problems. In IPT-A, the therapists meets individually with
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the adolescent and the adolescent’s parents in addition to
conjoint sessions on occasion to review the adolescent’s
symptoms, consult on ways to help the adolescent feel and
function better, and to address specific problems in the par-
ent-child relationship.

IPT Evidence for Adolescent Depression

To date, there have been several studies on the use of
Interpersonal Psychotherapy for depressed adolescents: 2
efficacy studies [43, 57], and one effectiveness study [56].
This review focuses on the 3 randomized controlled clinical
trials (listed in Table 5). These trials have medium-sized
samples of between 50 and 80 adolescents. They all deliver
the treatment as an individual psychotherapy. The 2 efficacy
studies were conducted in university hospital outpatient set-
tings with Latino adolescents, as a native majority popula-
tion in Rossell6 and Bernal’s study [43] and as an immigrant
minority population in Mufson and colleagues study [57].
Adolescents who participated, ages 12-18 years, typically
received 12 weeks of treatment consisting of between 12-15
sessions. The adolescents were eligible to participate if they
met criteria for major depression according to a semi-
structured interview [57] or self-report instrument [43]. Muf-
son and colleagues [57] used a clinical management/minimal
treatment control condition and Rossellé and Bernal [43]
compared IPT to CBT and a wait list condition. Mufson et
al. [57] found IPT-A to be significantly better than clinical
management in decreasing depression symptoms and im-
proving global and social functioning. Rossellé and Bernal
[43] found that both IPT and CBT were superior to wait list
but that the effect size for IPT was .72 compared to .43 for
CBT. In addition, they found that 82% of those adolescents
treated with IPT fell into the functional range on self-reports
at the end of treatment compared to 59% of those treated
with CBT. Interpretation of the findings in the Rossell6 and
Bernal study [43] are limited because of their reliance on
self-report measures and their lack of a post-treatment diag-
nostic interview or assessment. In addition, it must be noted
that they used a different adaptation of the adult IPT manual
[55] than Mufson [57]. Despite these limitations, the study
provides additional support for the efficacy of the interper-
sonal approach to depression in adolescents.

The therapists in Mufson et al.’s study [57] included
child psychiatrists, psychologists, and advanced graduate
students in clinical psychology who participated in weekly
IPT-A supervision with the principal investigator and devel-
oper of the treatment manual. In the Rossell6 and Bernal
study [43], the therapy was delivered by advanced graduate
students in clinical psychology with an average of 3 years of
clinical experience who were supervised in weekly meetings
by doctoral level psychologists with expertise in the 2 thera-
peutic approaches. These 2 studies were efficacy studies in
that they were conducted with strict exclusion criteria limit-
ing the comorbid disorders largely to anxiety, used expert
clinicians, and were conducted in tightly controlled univer-
sity settings.

IPT-A is unique in that there has been an additional study
conducted to assess its transportability from the university
setting into a community setting. The effectiveness study of
IPT-A compared to treatment as usual (TAU) in school-
based health clinics was conducted in both middle schools
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and high schools in the New York metropolitan area [56],
TAU was characterized as largely supportive psychotherapy.
This study addresses some of the potential limitations of
more traditional efficacy trials including a lack of gener-
alizability and use by community clinicians. The treating
clinicians were largely social workers and several psycholo-
gists who were already employed in the school-based clinics
rather than the investigator’s favorite expert clinicians. Their
years of experience as therapists ranged from 2 to 40 and
they received one day of didactics on IPT-A followed by one
hour of weekly supervision for the duration of the study.
They were rated by the IPT-A supervisors as competent IPT-
A therapists based on supervision notes due to the inability
to audio or videotape in the school setting. Students were
included if they had a diagnosis of MDD, Dysthymia,
DDNOS, or Adjustment Disorder with depressed mood. Ex-
clusion criteria were limited to 1) active suicidality, 2) evi-
dence of psychosis, 3) substance abuse/dependence disorder
and 4) in concurrent treatment for the same disorder. The
treatment protocol offered the therapists some flexibility in
delivering the 12 sessions of therapy. They conducted 8 con-
secutive weekly sessions followed by 4 additional sessions
that could be conducted over the next 8 weeks, enabling the
therapists to tailor session frequency to the perceived clinical
needs and progress of the adolescent.

The results demonstrate the effectiveness of IPT-A as
compared to TAU for the treatment of adolescent depression
in school-based health clinics in impoverished urban com-
munities in New York City [56]. Adolescents treated with
IPT-A showed significant reductions in depression symp-
toms and improvements in functioning by both clinician rat-
ings, independent evaluator ratings, and self-report. The cur-
rent findings extend treatment effects observed in carefully
controlled clinical trials with depressed adolescents to treat-
ment in school-based health clinics of students with a more
varied diagnostic profile and delivered by real world clini-
cians after a streamlined training experience.

Research evidence thus far suggests that IPT-A is a well-
established treatment for adolescent depression. It has been
demonstrated as efficacious by 2 different teams of investi-
gators, it has a well-delineated treatment manual, and it has
been compared to a minimal treatment comparison as well as
to another active treatment. The studies were of relatively
good sample sizes with detailed sample characteristics. The
main limitation for IPT-A is that there is little follow-up data
available to evaluate its longer term effects. However, it is
one of the few treatments that has demonstrated transport-
ability and continued effectiveness when delivered by com-
munity clinicians in a real world setting.

PEDIATRIC ANXIETY

Anxiety disorders are the most common psychiatric diag-
noses in children and adolescents [58]. It is estimated that 10
to 21% of U.S youth have at some point suffered from an
anxiety disorder [59, 60]. Although fears in childhood are
part of normal development and tend to decrease in fre-
quency and intensity with age [61], clinical anxiety is persis-
tent and impairing: children’s social and academic function-
ing become seriously affected with important consequences
for family and peer relationships [62, 63]. As they enter late
adolescence and adulthood, anxious individuals continue to
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struggle with anxiety [64] and are at elevated risk for mood
disorders and substance use, reduced access to resources and
social support, and underemployment [65].

Psychotherapy for Pediatric Anxiety

Two national surveys representative of the U.S. popula-
tion found that, between 1987 and 1999, there was an in-
crease in the outpatient treatment of adult anxiety disorders,
characterized by increased use of antidepressants [16]. How-
ever, analysis from a national database on privately insured
children and adolescents showed that there were significant
reductions in the use of inpatient and outpatient services,
affecting to a large extent children with anxiety and mood
disorders [66]. Angold and colleagues [67] showed that
youths’ use of treatment services for psychiatric problems
appear to be mediated by the amount of burden parents expe-
rience as a result of the problem. Anxiety disorders, although
very distressing to the individual, are not as burdensome to
the parents compared to externalizing disorders, and thus
result in underutilization of treatment services [67, 68]. Nev-
ertheless, the past decade has seen an increase in research on
psychotherapy for youth anxiety disorders [68].

COGNITIVE BEHAVIOR THERAPY AND BEHAV-
IOR THERAPY FOR CHILD AND ADOLESCENT
ANXIETY DISORDERS

In contrast to the literature on pediatric depression, the
randomized controlled trials of psychotherapy for anxious
children and adolescents reported to date represent mainly
CBT and Behavior Therapy (BT) strategies and techniques.
The majority of the intervention studies have been conducted
in university and/or hospital outpatient clinics with a minor-
ity conducted in school settings. Those conducted in schools
tend to be prevention studies.

Interventions for anxious children and adolescents typi-
cally include a psycho-educational component, followed by
behavioral and/or cognitive strategies. A relapse prevention
phase is usually included at termination. During the psycho-
education component, the child, and in many instances the
parent, are taught the signs and symptoms of anxiety condi-
tions, the theoretical framework for the development and
maintenance of symptoms, and the framework for symptom
treatment. Psycho-educational materials including brochures
and books are distributed.

The behavioral and cognitive strategies administered in
the trials included in this review are the following:

Behavioral Strategies

Exposure involves confrontation of the feared situation,
either in imagery or in vivo, gradually (graded exposure) or
all at once (flooding). It also includes exposure to anxiety-
provoking bodily sensations (i.e., interoceptive exposure,
used in the treatment of panic disorder).

Modeling involves the presentation of appropriate han-
dling of the feared stimulus by another individual. The pres-
entation can be direct (live modeling) or indirect, involving
use of films or pictures (symbolic modeling).

Desensitization involves the association of the feared
situation with a state incompatible with fear (i.e., relaxation).
It can be conducted in imagery or in vivo.
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Contingency management focuses on administering a
reward following the successful interaction with the feared
stimulus, or withholding a reward following avoidance.

Self-management involves instructions and monitoring of
accurate perceptions of a feared situation and adaptive reac-
tions to it. It includes management of somatic symptoms,
such as breathing retraining, relaxation, and mindfulness
training.

Cognitive Strategies

Coagnitive restructuring involves the identification of in-
accurate and/or not useful automatic thoughts and the articu-
lation and routine use of realistic counter-thoughts.

Problem solving, as defined in the section on treatment
for depression, above.

Finally, during the relapse prevention phase, the child
and therapist discuss the upcoming termination of the treat-
ment, the possibility of a maintenance plan or of manage-
ment of a relapse, and articulate the therapeutic gains.

These strategies have been combined in various ways by
different investigators culminating in multiple CBT manuals
for anxiety disorders, in both individual and group modali-
ties and targeting both single and mixed anxiety disorders.
The psychotherapy randomized controlled trials for anxious
children and adolescents are presented in Tables 6 to 8 and
discussed below. They are organized by age group and by
anxiety disorder.

CBT EVIDENCE FOR PREPUBERTAL ANXIETY
Specific Phobia in Children

Two RCTs examining individual CBT for children with
specific phobias are listed in Table 6a. A study by Menzies
and Clarke involved comparison of different types of expo-
sure (in vivo, vicarious, and their combination) to an assess-
ment only control group for water phobia in young children
(preschool and the first years of elementary school) [69]. The
other trial, by Cornwall and colleagues, involved a variant of
desensitization compared to a wait list control for the treat-
ment of fear of darkness with 7 to 10 year olds [70]. The
therapists conducting the treatment in these trials were un-
dergraduate students and master’s level psychologists. In
both, all active treatments except vicarious exposure resulted
in significant symptomatic reduction, although their long-
term benefits are unclear as both had very short follow-up
periods. However, since neither was compared against an
active psychological placebo group, they are classified in
this review as promising, possibly efficacious (a step below
probably efficacious) treatments.

Social Phobia in Children

Table 6b shows the 2 RCTs reviewed for children with
Social Phobia [71, 72]. Both studies had a considerable sam-
ple size (n=67 in Beidel, Turner, and Morris’s study [72];
n=50 in Spence, Donovan, and Brechman-Toussaint’s study
[71]). CBT treatments in both were conducted in a group
format, although in Beidel et al. [72] individual sessions
were included as well. Spence et al. [71] used wait list as a
control condition. Beidel et al. [72] used a psychological
placebo, “Testhusters”, which provided test-taking strategies,
since test anxiety is a common complaint in socially phobic



Psychotherapies for Pediatric Mood and Anxiety Disorders

children. The clinicians who conducted the studies were doc-
torate level [72] or qualified clinicians [71].

Both group CBT treatments were superior to the control
interventions, with gains maintained for up to one year fol-
lowing termination. Group CBT as specified by Beidel and
colleagues [72] meets criteria for probably efficacious treat-
ment for social phobia in children, since it used a psycho-
logical placebo control group, whereas Spence et al.’s group
CBT [71], although promising, is a possibly efficacious
treatment because there is just one study of its manual.
Spence’s study additionally attempts to answer the important
question of whether parental involvement in the child’s
treatment can augment the therapeutic gains. Results from
this trial did not support this interesting hypothesis.

CBT for PTSD in Children

The 7 RCTs of CBT for PTSD in children are reviewed
in Table 6¢. Six of these concerned sexual trauma [73-78];
one concerned exposure to violence [79]. Most CBT inter-
ventions for sexual abuse were conducted in an individual
format with child and/or parent. One CBT intervention for
sexual abuse [77] and the intervention for exposure to vio-
lence [79] were conducted in a group format. The compari-
son groups used were treatment as usual [74, 76], wait list
[78, 79], supportive group therapy [77], child centered ther-
apy [75], and conventional sexual abuse therapy [73]. One
study addressed the question of whether the addition of a
behavioral strategy (stress inoculation) added to the thera-
peutic effects of a conventional treatment for sexual abuse
[73]. The clinicians who participated in these trials ranged
from licensed/registered psychologists to school clinicians
(bachelor’s or master’s level). There appear to be no differ-
ences in outcomes based upon the training level of the clini-
cians.

One group CBT study for exposure to violence showed
positive results compared to a wait list control [79]. Three
out of the 6 CBT treatments for sexually abused children
[74, 76, 78] showed a significant reduction in PTSD symp-
toms compared to the control condition (child centered ther-
apy, treatment as usual, and wait list, respectively). The
other 3 CBT treatments for sexually abused children [73, 74,
77] failed to differentiate from the control condition (con-
ventional sexual abuse treatment, supportive group therapy,
and treatment as usual). Three of the above trials, 2 individ-
ual [75, 76] and 1 group one [77] were based on Deblinger’s
treatment manual. The 2 individual ones had substantial
sample sizes (N=229 and 90 respectively), active control
groups (child centered therapy and treatment as usual) and
were both positive. The group CBT study had a smaller
sample size (N=44) and was negative. Deblinger’s individual
CBT for sexually abused children meets criteria for a well-
established treatment, since it was tested by 2 different re-
search teams [76, 77]. It should be noted that Deblinger her-
self was also involved in Cohen and colleagues 2004 study
[75].

The issue of whether parental participation contributed to
the therapeutic gains in children with PTSD remains unan-
swered: 2 studies found that parental participation increased
parenting skills and led to less depression in sexually abused
children [75, 76] but 2 other studies did not find any signifi-
cant benefits of parental participation [77, 78].
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CBT for OCD in Children

Table 6e presents 2 RCTs for CBT for childhood obses-
sive compulsive disorder (OCD) [80, 81]. The trial by Bar-
rett and colleagues [80] involved family CBT, whereas the
POTS study [81], a multi-site trial, involved individual CBT.
The clinicians in the Barrett et al. trial [80] were graduate
students in clinical psychology, whereas in the POTS study
clinicians’ credentials were not reported [81]. Both trials had
considerable sample sizes (N=77 and 112 respectively) and
used CBT techniques based on March’s manual [82]. In this
manual, psychoeducation focuses on separating the child
from the illness, by referring to OCD as a “bully” who
“messes up” the child’s life, and needs to be confronted. Ex-
posure and response prevention techniques were used but
exposure was graded. Although 2 different teams found this
psychotherapy efficacious, technically it does not meet the
full criteria of a well-established treatment because it was
tested in 2 different modalities (in Barrett et al.’s trial as a
family therapy [80] and in the POTS trial [81] as an individ-
ual one). The individual CBT as specified in the POTS study
manual met criteria for a probably efficacious treatment.
Also, it should be kept in mind that CBT combined with ser-
traline was superior to the monotherapies [81].

Mixed Anxiety Disorders in Children

The majority of RCTs in pediatric anxiety were con-
ducted with children with a variety of anxiety diagnoses. The
most frequent comorbid disorders in these trials, presented in
Table 6d, concern Separation Anxiety (SAD), Social Phobia
(SocP) and Generalized Anxiety Disorder (GAD). Velting
and colleagues [83] summarized the following reasons for
this: 1) these 3 disorders tend to occur comorbidly, both
cross-sectionally as well as longitudinally; 2) they share a
similar anxiety construct; 3) they show similar familial pat-
terns; and 4) they tend to respond to similar psychotherapeu-
tic and pharmacological treatments.

In Table 6d, the 16 RCTs for mixed anxiety disorders are
reviewed: 8 involve individual CBT [84-91], 5 involve group
CBT [92-96], and 3 involve group and individual CBT [97-
99]. The majority of the control conditions used involve a
wait list; 3 trials compared 2 active conditions and did not
involve a control group; 2 involved a non-treatment control;
and only 3 involved a psychological placebo group. The ma-
jority of therapists participating in these 16 trials were psy-
chologists, most frequently at the level of advanced graduate
students. Results of these trials do not seem to vary accord-
ing to training level of the clinicians.

For those trials involving a wait list, all except one [88]
showed superiority of CBT (individual and group) over the
control condition. Kendall and his team conducted 2 individ-
ual CBT studies [86, 87] involving relatively large samples
(n=47 and 94 respectively). His CBT package, the Coping
Cat, showed superiority to wait list on a number of symptom
and function measures. Moreover, these results were sus-
tained after a 2-5 year follow-up. Barrett, Dadds, and Rapee
[88] adapted Kendall’s Coping Cat program for use with
Australian children (Coping Koala) and found it superior to a
wait list in reducing self-report anxiety. An addition of a
Family Anxiety Management component increased response
for female participants on self-report and clinician measures
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of anxiety. Because of the nature of the control condition
(wait list) in the 3 studies, the Coping Cat/Coping Koala
individual CBT does not qualify as well-established treat-
ment, but rather meets criteria as a probably efficacious
treatment for comorbid SAD, GAD, and SocP. A multi-site
trial based on the Coping Cat manual is underway (Child and
Adolescent Anxiety Multimodal Treatment Study, CAMS).

Of the 2 trials involving psychological placebo control
conditions (emotional disclosure by Muris, Meesters, and
van Melick [94]; educational support by Silverman and col-
leagues [91]), only one found CBT to be superior to the con-
trol [94]. The positive finding is for a 12-session group CBT
model. Muris’s group CBT model fulfills criteria for proba-
bly efficacious treatment for a mixture of anxiety disorders
in children, since it involves a psychological placebo condi-
tion but only one study of the treatment.

Another interesting group of studies were conducted in
which there was a comparison of individual versus group
CBT [97-99]. In each of these studies, both treatments were
associated with significant improvements and there were no
advantages for either of the 2 conditions in symptomatic
relief and functioning.

CBT EVIDENCE FOR ANXIETY DISORDER IN
ADOLESCENTS

Social Phobia in Adolescents

Table 7a shows one RCT for Social Phobia in adoles-
cents [100], a study of group CBT for socially phobic female
teens compared to a no treatment control. The clinicians par-
ticipating in the study were clinical psychologists and child
psychiatrists. This trial showed that group CBT was success-
ful in reducing symptoms of social phobia compared to no
treatment. Therapeutic gains were lost after one year, how-
ever. Due to methodological limitations, Hayward’s group
CBT does not meet standards for a probably efficacious psy-
chotherapy for socially phobic adolescents and is best char-
acterized as a possibly efficacious treatment.

PTSD in Adolescents

Table 7b includes one RCT of a group CBT/family ther-
apy intervention for PTSD for 150 adolescents with a history
of childhood cancer and their families [101]. Four sessions
were conducted over the course of one day. A wait list group
served as the control. This group intervention was successful
in reducing arousal PTSD symptoms in the adolescent cancer
survivors compared to the wait list group, however it did not
reduce intrusion or avoidance symptoms. This intervention
does not meet standards for a probably efficacious psycho-
therapy.

CBT for Mixed Anxiety Disorders in Adolescents

Table 7b shows an RCT for school-based group CBT for
adolescents with a number of anxiety disorders other than
OCD or PTSD [102]. The control condition (attention and
support group) fulfilled many of the requirements of a valid
psychological placebo group. This was a positive trial of
group CBT, which differentiated from the control condition
in regard to the decrease in anxiety symptoms at post-
treatment. No follow-up data were reported. The small sam-
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ple size of the trial (n=12), however, disqualifies this group
CBT model from meeting criteria as a probably efficacious
treatment for this population, despite its promising results.

CBT Evidence for the Prevention of Anxiety Disorders

The study of risk and protective factors for child anxiety
is a rapidly growing area. Risk factors that have the most
empirical support include parental anxiety and mood disor-
ders, insecure parent-child attachment, anxiogenic parenting
behaviors and aspects of the family environment, behavioral
inhibition in the child, subsyndromal anxiety in the child,
and stressful life events (disasters, divorce, school transi-
tions, etc.) [103-105]. Protective factors are likely to be in-
nate or developed in the child (e.g., specific skills or cogni-
tive abilities), family (positive parent-child interactions), or
school and community (e.g. low rates of violence) [105].
Additional research on both risk and protective factors will
be valuable for designing and enhancing potency of preven-
tive interventions.

One RCT of a preventive intervention for children at risk
for an anxiety disorder is presented in Table 8 [106]. As is
common for prevention programs it was conducted in a
school setting. The study by Dadds and colleagues included
group CBT for the child with the addition of a family-based
group intervention component. This intervention was used as
an indicated primary prevention for children with elevated
anxiety symptoms as well as a secondary/tertiary prevention
treatment for children with existing anxiety disorders to pre-
vent chronicity and impairment. With one of the longest fol-
low-up periods in pediatric anxiety disorders, the study
showed that at 6 and 24 months post-treatment (but curiously
not at 12 months), the rate of anxiety disorders was signifi-
cantly reduced for the group CBT condition compared to the
wait list. For those children who had only symptoms of anxi-
ety and not a full-blown disorder, group CBT with the parent
group component was successful in significantly preventing
the development of anxiety disorders. The clinicians in this
trial were either clinical psychologists or advanced level
graduate students in clinical psychology. Due to the nature of
the control condition involved (wait list) and the lack of a
second study, Dadds’ group CBT, although promising, can-
not qualify as a probably efficacious preventive treatment for
anxiety in youth and it is best characterized as possibly effi-
cacious.

Overall, the evidence for CBT as an evidence based
treatment for anxiety disorders suggests the following: 1)
CBT is a well-established treatment for PTSD in children; 2)
CBT is a probably efficacious treatment for the treatment of
social phobia, and mixed anxiety disorders in children; 3)
CBT does not meet criteria as a probably efficacious treat-
ment for the treatment of any anxiety disorder in adolescents
due to the small number of studies, few psychological com-
parison treatments, and small sample sizes in extant studies;
and 4) CBT does not meet criteria as a probably efficacious
treatment for prevention of anxiety due to methodological
limitations but appears to be promising. Parental involve-
ment does not appear to have significant added benefits to
the treatment of anxiety disorders in children. Long-term
follow-up data are limited but positive for Kendall’s Coping
Cat treatment, but more follow-up studies are needed.
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PEDIATRIC BIPOLAR DISORDER

One of the most controversial areas in child psychiatry
these days involves the diagnosis of bipolar disorder in
youth. Historically, pediatric bipolar disorder has been un-
derstudied, under-recognized, and, not infrequently, misdi-
agnosed. The center of the current controversy involves de-
velopmental differences in the presentation of symptoms of
mania and mixed episodes in children and adolescents versus
adults, with some but not all studies suggesting that adoles-
cent mania may present with relatively higher rates of irrita-
bility, affective lability, depression, and psychosis [107].
Diagnosis of manic episodes in prepubertal children is more
controversial. Recent reports of relatively high rates of bipo-
lar disorder being diagnosed in prepubertal, mostly male
samples of children with Attention-Deficit Hyperactivity
Disorder (ADHD) have conflicted with the long-held notion
that bipolar disorder rarely presents in this prepubertal age
period. As it stands now, there are no age-specific alterations
in the DSM-IV criteria for diagnosing manic episodes in
prepubertal children or adolescents, but the legitimacy of
such an approach to the classification of children with affec-
tive disorders, with or without co-morbid ADHD, remains an
empirical question.

In the last 10 years in adult bipolar studies, a number of
randomized clinical trials of CBT [108, 109], IPT plus a So-
cial Rhythm component (IPSRT) [110], and Family Focused
Treatment (FFT) [111] have shown that when combined with
medication, psychosocial interventions result in (1) higher
medication adherence, (2) fewer relapses and hospitaliza-
tions, and (3) better inter-episode functioning than medica-
tion alone. For pediatric bipolar disorder, 3 psychosocial
interventions combined with medication have been adapted
for this population and are in the process of being tested in
open trials: FFT adapted for adolescents by Miklowitz [112];
multi-family psycho-education groups for bipolar children
and adolescents by Fridstad [16]; and CBT with a family
component by Pavuluri and colleagues [113]. All 3 studies
have a psycho-education component (as do the bipolar adult
psychosocial interventions) to inform patients and family
about the symptoms in the different phases of the disorder, to
help them identify the first signs of relapse, to encourage
them to accept that they have an impairing illness that needs
long-term and carefully monitored pharmacological treat-
ment, and to assist them in finding resources and support to
handle efficiently education, health, and social issues. These
interventions will be tested in RCTs to understand their ef-
fects on medication adherence and symptomatic improve-
ment as well as on improvement in functioning. This focus is
important given that there is considerable functional impair-
ment in young bipolar patients. Even when symptoms sub-
side, improvement in functioning does not necessarily in-
crease [114]. Since no RCTs have been conducted with this
population, their evidence for efficacy cannot be assessed.

OVERALL CONCLUSION

Significant progress has been made recently in the testing
of treatments for depression and anxiety disorders in children
and adolescents. A database of evidence-based treatments is
developing, however, it is still quite limited due to the size of
studies and type of comparison conditions they include. As
such, many of the most promising treatments are still at the
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level of “probably efficacious,” with the exception of IPT-A
and some forms of CBT which meets criteria for “well-
established”. The challenge for the field is to be able to dis-
seminate these treatment models in studies with more valid
psychosocial and/or medication comparison treatments, with
bigger samples in community settings and delivered by
community clinicians. The TADS study was one such ven-
ture in including more valid comparison treatments with a
larger sample size. The CAMS study, currently underway, is
another. There is variability among the studies in the type of
clinician delivering the treatment although little attention has
been paid to this variable and its effect on outcome. The ef-
fect of the clinician’s adherence and competence is another
area in need of research in order eventually to be able to
transport and disseminate effectively psychotherapies that
have gained sufficient empirical support from randomized
controlled trials.
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