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Abstract 

Background: Methods to deliver empirically validated treatments for anxious youth that 

require fewer therapist resources (low intensity) are beginning to emerge. However, the 

relative efficacy of low intensity treatment for youth anxiety against standard face-to-face 

delivery has not been comprehensively evaluated.  

Methods: Young people aged 6-16 years with a primary anxiety disorder (N = 281) were 

randomly allocated to treatment delivered either face-to-face or in a low intensity format. 

Face-to-face treatment comprised 10, 60-minute sessions delivered by a qualified therapist. 

Low intensity comprised information delivered in either printed (to parents of children under 

13) or electronic (to adolescents aged 13+) format and was supported by up to 4 telephone 

sessions with a minimally qualified therapist.  

Results: Youth receiving face-to-face treatment were significantly more likely to remit from 

all anxiety disorders (66%) than youth receiving low intensity (49%). This difference was 

reflected in parents’ (but not child) reports of child’s anxiety symptoms and life interference. 

No significant moderators were identified. Low intensity delivery utilised significantly less 

total therapist time (175 min.) than face-to-face delivery (897 min.) and this was reflected in 

a large mean difference in therapy costs ($A735).  

Conclusions: Standard, face-to-face treatment for anxious youth is associated with 

significantly better outcomes than delivery of similar content using low intensity methods. 

However, the size of this difference was relatively small. In contrast, low intensity delivery 

requires markedly less time from therapists and subsequently lower treatment cost. Data 

provide valuable information for youth anxiety services.  

 

Keywords: child anxiety; stepped care; low intensity; adolescent; self-help 
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An extensive literature has described empirically validated treatments for anxious 

youth [1]. Evaluated interventions focus on training in anxiety management skills and have 

been delivered in either group or individual format. Meta-analyses indicate controlled effect 

sizes of around 0.6 to 0.8 [2,3]. Remission from anxiety is around 55-60% immediately 

following treatment [4].  

Following the development of efficacious treatments, more recent attention has 

focused on increasing the accessibility of these treatments and reducing costs of delivering 

empirically validated techniques in the community. Earlier methods utilised printed material 

(bibliotherapy) to reduce costs and increase access [5,6], while more recent delivery has 

commonly been over the internet (e-therapy) [7,8]. A growing evidence base has begun to 

demonstrate the efficacy of low intensity intervention for anxious youth [9,10]. However, the 

limited database and wide variability in methods mean that low intensity treatments for 

anxious youth can currently only be described as promising [10].    

The reduction of resources within low intensity interventions has most commonly 

been operationalised as a reduction in therapist time. Standard, face-to-face treatment for 

anxious youth typically requires around 10-15, 60-minute sessions of direct contact with a 

therapist. The duration of therapist involvement in low intensity interventions, on average, is 

less than used in standard face-to-face treatment. However, within current models of low 

intensity treatments, the involvement of therapists has been highly variable, ranging from no 

direct therapist contact (pure self-help) [5] to high involvement (eight sessions) [8,7]. Hence, 

in some cases, low-intensity, may represent quite limited reduction in resource requirements. 

Further, where low intensity intervention is augmented with some face-to-face contact [e.g., 

7], it fails to improve treatment accessibility. Therefore, in evaluating the value of low 

intensity interventions, it is important to take into account the extent of therapist involvement.  
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A key question in the acceptance and community utilisation of low intensity 

interventions is whether treatment efficacy is compromised by low intensity relative to 

traditional (face-to-face) treatment delivery. If treatment outcomes are not compromised 

within low intensity delivery, then there is little question that it would be a preferred model 

for public health. Even some reduction in efficacy might be acceptable if it were balanced 

against strong cost-savings, in turn allowing a greater spread of resources. Fully informed 

knowledge of relative treatment delivery costs and effects of different models of therapy 

delivery is vital to create the most cost-efficient mental health services.  

To date, only a handful of controlled trials has empirically compared efficacy for the 

treatment of childhood anxiety disorders using low intensity intervention against therapist-

delivered, face-to-face treatment [11,7,8,5]. Methodological limitations in all trials make 

conclusions about this question currently impossible to draw. The earliest trial compared 

standard CBT group treatment (10 sessions) for clinically anxious children (6-12 years, 

N=90) against pure bibliotherapy (N = 90) in which parents helped their own child with no 

assistance from a therapist [5]. Remission assessed as loss of all anxiety disorders was 

strongest following face-to-face treatment (49% remission from all anxiety disorders) with 

significantly weaker outcome from pure bibliotherapy (18% remission), although this was 

significantly better than waitlist (6% remission). While this remains the largest trial to date, 

the use of a low intensity treatment that included no therapist support has limited applicability 

for most health services. Three more recent low intensity trials included varying degrees of 

input from therapists within the context of electronic treatment delivery. Two of these trials 

included very small samples (within-group N’s ranging from 16 to 27) [7,8], limiting the 

conclusions that can be drawn when comparing two active treatments. As mentioned above, 

the use of moderately high levels of therapist contact (up to eight face-to-face sessions) 

within these low intensity conditions, also limits the extent to which this paradigm increases 
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treatment accessibility and the cost-savings compared to standard, face-to-face treatment. 

Perhaps not surprisingly, given the low power, neither study demonstrated significant 

differences in outcomes between face-to-face and their low intensity treatments. A larger trial 

compared the efficacy of face-to-face treatment with treatment delivered over the internet in 

clinically anxious adolescents (N = 44 per condition) [11]. In this trial, therapist input within 

the internet treatment was quite low – one, 15-minute telephone call plus weekly emails. No 

significant differences between conditions in remission of the primary anxiety disorder were 

demonstrated. However, the face-to-face treatment program used in this trial was not one that 

had previously been empirically validated and remission of the primary anxiety disorder was 

surprisingly low (30%). Therefore, it remains possible that the lack of difference in outcome 

may have been due to weaker than expected results from the face-to-face intervention, rather 

than strong benefits from low intensity.  

The aim of the current study was to compare the efficacy of low intensity and 

traditional, face-to-face delivery of standard, cognitive behavioural intervention for anxious 

youth. The analyses made use of a larger study of the value of stepped care for anxious youth 

in which participants were randomly allocated to either standard cognitive behavioural 

treatment for anxious youth, or to a stepped care model, where the first step involved low 

intensity delivery [12]. Hence the current paper reports only on the first section of the larger 

trial. Low intensity treatment included a moderate level of therapist support and therapists 

with lower qualifications, providing a cost-effective compromise  between no support [5] and 

relatively high levels of support [7,8]. The comparison, face-to-face treatment was an 

existing, empirically validated program [13]. In the absence of clear prior evidence on this 

issue and based on the results from our previous trial of bibliotherapy for child anxiety, we 

predicted that low intensity delivery would lead to less diagnostic remission than face-to-face 

intervention but would require considerably fewer therapist resources. 
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Method 

This parallel design, two-arm randomised (1:1) controlled efficacy trial was 

conducted within The Centre for Emotional Health at Macquarie University. The research 

was approved by the ethics committees of Macquarie University and Deakin University. 

Young people accessing the clinic for treatment of an anxiety disorder were initially screened 

via a semi-structured telephone interview to determine approximate suitability and then 

referred to an appointment with a clinician for semi-structured diagnostic interview. The 

primary caregiver of all participants signed informed consent prior to randomisation to either 

best practice therapist-delivered treatment or stepped care. Young people also provided assent 

for participation. Once inclusion criteria were ascertained, participants were randomly 

assigned to one of the two conditions. Randomisation was done by the project manager, 

based on an internet random number generator (using block size of 50) and sealed envelopes 

revealing the condition were created. Recruitment commenced in August 2012 and ended in 

May 2014. The current (secondary) report is based on data collected at baseline and again at 

12 weeks following baseline assessment. Participants were paid $A50 for return of 12-week 

data.   

 

Participants 

Inclusion criteria were: age between 7 and 17 years, a diagnosed anxiety disorder as their 

primary (most interfering) disorder, and willingness to be randomised to one of the two 

conditions. Exclusion criteria were: Autism spectrum disorder or other major developmental 

disorder diagnosed by a relevant health professional, non-anxiety disorder as their primary 

presenting problem, recent commencement of pharmacotherapy for anxiety (within past three 

months), current psychotherapy for anxiety.  
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A total of 281 youth aged 6 to 16 years (M = 9.26, SD = 2.24) met inclusion criteria 

and were allocated to standard treatment (N = 142) or stepped care (low intensity first) (N = 

139). Based on a required power of 0.8, two-tailed tests, and two, within subjects assessment 

points, 281 participants provided sufficient power to detect a small effect size difference of 

around f<.2 (d~.3).  

 

Interventions 

Face-to-face intervention: Participants allocated to therapist-delivered CBT received 10, 60-

minute, individual sessions (over 12 weeks) with a therapist following a structured program 

for child anxiety. The program was the Cool Kids anxiety treatment [13] a skills-based 

intervention that has received repeated empirical validation [e.g., 5,14,15]. Key components 

include psychoeducation, cognitive restructuring, exposure, and social and problem-solving 

skills. Parents are included in all sessions for children under 13 and in fewer sessions for 

adolescents and are taught parenting skills plus some personal anxiety management. The 

program is supported by a structured manual for the therapist and workbooks for child and 

parents. In the current trial, the average number of sessions attended was 9.72 (SD = 0.81), 

with an average total treatment duration of 570.01 (SD = 69.65) minutes. 

Low Intensity: As noted, the current report derives from a larger trial of stepped care for 

youth anxiety. In the larger trial, stepped care comprised three steps and continued for up to 

12 months [see 12]. The first step, which included all allocated participants, was low intensity 

intervention and was delivered within the first 12 weeks.  

Low intensity materials followed two forms depending on the child’s age. For 

children aged below 13 years, we followed the parent-as-therapist model as reported in Rapee 

et al [5]. In brief, parents received a detailed book that described the strategies to help their 

child and the child received a workbook to guide exercises. Adolescents aged 13 and above 
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followed a self-help model as described in Wuthrich et al [16]. The adolescents received a 

CD-ROM that included multimedia materials describing therapeutic techniques and exercises 

and their parents received a handout summarising the techniques and ways in which they 

could support their teenager. For children, coaches provided their parents only with up to 

four, 30-minute sessions over the telephone that focussed on support, motivation, and 

guidance. Adolescent participants received up to 4, 40-minute calls from a coach as above, 

with the time divided between the young person and a parent. Average number of coach 

sessions was 3.64 (SD = 0.74) with an average treatment duration of 111.31 (SD = 40.67) 

minutes.  

 

Therapists: In order to minimise costs, low intensity coaches were undergraduate students or 

therapy trainees and thus represented a low-cost workforce who were required to follow 

highly structured guidelines. Therapists for the face-to-face treatment were all registered 

psychologists. Within the Australian context, these workers represent the modal therapist 

qualifications that would be found within public mental health services. All therapists (for 

both conditions) were trained on the standard intervention program during a one-day 

workshop and then observed a few sessions from a case utilizing the specific intervention 

they had been assigned to. Protocols were guided by therapist manuals or notes and therapists 

in both conditions received weekly supervision from a senior clinical psychologist with 

extensive experience with anxiety in youth. Supervision was primarily aimed at keeping 

therapists on task and problem-solving complications within the confines of each treatment 

manual. All therapy sessions were audiotaped and a graduate student in clinical psychology 

who was not affiliated with our treatment clinic, listened to 15% of sessions, selected at 

random. All sessions were found to focus primarily on manual-consistent material and all 
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therapy components were covered. Material inconsistent with the relevant manual was 

identified in .06% of the face-to-face program sessions and .02% of low intensity sessions. 

 

Measures 

Initial entry to the trial was based on diagnosis using the Anxiety Disorders Interview 

Schedule for DSM-IV, Parent and Child versions [ADIS-IV-CP: 17]. The ADIS-IV-CP is a 

semi-structured clinical interview that assesses DSM-IV diagnostic criteria for a variety of 

mental disorders, focussing primarily on the anxiety disorders. Interviewing clinicians, who 

were blind to treatment condition, were trained to criteria based on standard procedures in our 

clinic and provided composite diagnoses based on separate interviews with the child and 

parent(s). For each disorder for which a child met diagnostic criteria, the clinician also rated 

the overall severity and life impact of symptoms based on a 0-8 scale (clinician severity 

rating: CSR). A score of 4 or above indicated a clinical level of severity and/or life impact. 

Where children met criteria for multiple disorders (comorbidity), the disorder with the 

highest CSR was considered the primary diagnosis. All interviews were recorded and a 

random sample of 96 (14%) interviews was coded by a clinician who was blind to initial 

diagnoses. Inter-rater agreement on the presence of the key anxiety disorders anywhere in the 

child’s profile was strong: separation anxiety disorder (kappa = .93); social anxiety disorder 

(kappa = .77); generalised anxiety disorder (kappa = .89); obsessive compulsive disorder 

(kappa = .85); specific phobias (kappa = .87).  

 

Youth Online Diagnostic Assessment (YODA): At both baseline and the 12-week post-

intervention point, diagnoses were also made based on an online diagnostic assessment tool 

developed in our Centre [18] and this was our primary outcome. A face-to-face interview 

using the ADIS-CP was not conducted at 12 weeks to reduce burden within the larger study. 
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Hence, this assessment was based on an online structured assessment that families completed 

at home. The YODA was completed by all primary caregivers and an additional YODA was 

completed by adolescents (13 years and above). The YODA comprised a series of questions 

assessing DSM-IV criteria for the core anxiety disorders summed by the computer, along 

with open-ended descriptions, which were read by blind assessors. DSM diagnoses were 

allocated by the assessor, guided by both the parent’s and adolescent’s (where relevant) 

responses to questions describing DSM criteria along with the open-ended descriptions 

providing detailed examples of the young person’s problems and interference. The YODA 

shows solid psychometric properties. Agreement between the YODA and ADIS-CP for 

recognition of any anxiety disorder is kappa = .70, and inter-rater reliability for diagnoses of 

specific anxiety disorders within the YODA range from kappas of .73 to .89 [18].    

 

Questionnaire measures: Symptoms of anxiety were assessed through self and parent report 

using the Spence Children’s Anxiety Scale, parent and child versions [SCAS-C; SCAS-P: 

19,20]. The impact and interference of anxiety on the child’s life was assessed by the Child 

Anxiety Life Interference Scale [CALIS: 21]. This self-report measure has versions for both 

the child (9 items) and the parent (16 items) to report on the impact of anxiety on the child’s 

life.  

 

Therapy time: Therapists kept records of all time (in minutes) that they spent engaged in 

therapy-related activities for each participant. This included preparation time, time spent in 

each therapy session, time spent on writing notes and associated correspondence or referrals, 

and all extra-therapy time with the participant such as emails or telephone calls. To provide 
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an approximate indication of direct therapy delivery costs, low intensity coaches’ time was 

costed at $A46.67 per hour and face-to-face therapists' were costed at $A58.26 per hour.1 

 

Data analysis 

Analyses were based on intent-to-treat whereby all participants who were randomised 

were asked to provide data and were included in analyses. Missing data at 12 weeks (6.8% 

lost to follow-up) were assumed to be missing at random. Multiple imputation was used to 

estimate missing data based on 20 imputations and results are based on the pooled effects. 

Imputation was based on all dependent variables at baseline and 12-weeks in addition to age, 

sex, group allocation, number of sessions attended, and parent reported anxiety, depression, 

and stress. Primary outcome was diagnostic remission, which was compared between groups 

using odds ratio or a mixed model ANOVA to evaluate total number of diagnoses at baseline 

and 12 weeks. Chi-square and t-tests, as appropriate, were used to compare groups on 

demographic variables. Mixed model analyses using maximum likelihood estimates were 

used to compare groups across time on all continuous measures including total number of 

diagnoses, child anxiety symptoms reported by parent and child, and life interference due to 

anxiety reported by both parent and child. Costs associated with each treatment were 

estimated and compared between groups using a t-test. Post-hoc analyses using mixed model 

analyses examined the impact of several potential moderators on outcome.  

 

Results 

Participant characteristics 

The groups did not differ significantly in age, t(279) = 1.22,  p = .22; or gender, χ2(1, N = 

281) = 1.86,  p = .17; nor on several other demographic characteristics: family type, χ2(3, N = 

 
1 Based on Australian Medical Benefits Schedule, 2015/2016.  
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278) = 2.99, p = .39; primary parent education, χ2(6, N = 280) = 2.96, p = .81 (see Table 1). 

Importantly, the groups did not differ significantly on the type of primary anxiety disorder: 

χ2(6, N = 281) = 8.21, p = .22, nor on the mean primary diagnostic severity (CSR), t(279) = 

0.29,  p = .77. The sample had an average of 2.02 comorbid disorders (in addition to their 

primary), and the groups did not differ significantly on total number of disorders, t(279) = 

0.93, p = .70.  

  

Baseline comparisons 

One hundred and thirty nine participants were randomised to and received the low intensity 

intervention while 142 young people received face-to-face treatment. The groups did not 

differ significantly on any outcome measures at baseline (all p’s > .10: see Table 2).  

 

Overall treatment effects 

Primary outcome: At 12-weeks a significantly greater proportion of youth who were allocated 

to face-to-face treatment were remitted from all anxiety disorders assessed by the YODA 

(65.9%) than those allocated to low intensity (48.6%), OR = 2.05 (95% CI – 1.27 – 3.32). 

Based on only primary diagnoses, remission was face-to-face, 82.3%, vs low intensity, 

68.2%, OR = 2.17 (95% CI – 1.21 – 3.88). To provide a continuous measure of diagnostic 

change, the total number of anxiety diagnoses met by each child according to the YODA was 

analysed using mixed model ANOVA and showed a significant main effect reduction over 

time, F(1,558) = 14.59, p <.001, qualified by a significant group by time interaction, F(1,558) 

= 3.84, p = .050.  Mean data are presented in Table 2. 

  

Secondary outcomes: On the parent report of child’s anxiety symptoms (SCAS-P), mixed 

model ANOVA indicated a significant reduction in anxiety over time, F(1,558) = 55.50, p < 
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.001, and a group by time interaction that approached traditional levels of significance, 

F(1,558) = 3.72, p = .054. In contrast, the child’s report of anxiety symptoms (SCAS-C), 

demonstrated a significant main effect of time, F(1,558) = 16.65, p < .001; but no significant 

group by time interaction, F(1,558) = 1.77, p = .183. 

 A similar pattern was shown on the measures of life interference caused by anxiety 

(CALIS). Mixed model analysis of the parent report CALIS indicated a significant reduction 

over time, F(1,558) = 66.75, p < .001, along with a significant group by time interaction, 

F(1,558) = 8.64, p = .003. In contrast, the child’s report demonstrated a significant reduction 

in interference over time, F(1,558) = 14.42, p < .001; but no significant group by time 

interaction, F(1,558) = 1.06, p = .305. 

 The amount of time therapists were engaged in therapy-related activities was summed 

across all sources of time (e.g., direct therapy time, preparation, report-writing) in minutes 

and compared between groups using a t-test. Therapists spent significantly less total time 

engaged in low intensity treatment (174.6 min., SD = 56.9) compared with face-to-face 

treatment (897.1 min., SD = 147.3), t(11341) = 54.45, p < .001, d = 6.47. The difference 

remained even when the time engaged in direct therapeutic contact was removed (low 

intensity – 63.9 min, SD = 39-7; face-to-face – 327.1 min, SD = 180.7; t(275) = 16.54, p < 

.001, d = 2.01. When converted into  therapist costs, the total therapist time reflected an 

average, per child, therapist fee of $871.17 (s.d. =  $202.59) for face-to-face treatment and 

$136.29 (s.d. = $50.04) for low intensity, Mean difference $734.88, 95% CI $744.32 - 

$724.74. 

 

Post-hoc analyses 

A critical question in the low intensity literature is whether any moderators of 

treatment response can be identified that differentiate response to low and high intensity 
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interventions. In order to explore this question, we ran several post-hoc comparisons to 

determine whether any logical variables may have moderated the difference in response to 

low intensity and high intensity. Variables chosen were baseline measures that theoretically 

may predict differential response to the two modes of treatment. Hence the relevant statistic 

is the three-way interaction between group, time, and moderator. In order to limit analyses 

and provide the best chance of identifying any possible significant moderators, analyses are 

reported on the parent’s report of child life interference from anxiety (CALISp), which 

showed the largest differences between conditions2.  

 In brief, no significant moderators were identified. Mixed model ANOVAs failed to 

show significant three-way interactions between group, time, and age group, F(1,554) = 0.24, 

p=.621; gender, F(1,554) = 2.30, p=.254, parent education, F(1,552) = 0.01, p=.926, presence 

of a mood disorder, F(1,550) = 0.20, p=.652, or severity of baseline primary diagnosis, 

F(1,554) = 2.14, p=.144.  

 

 

Discussion 

 The current paper reported results from the initial component of a larger trial of 

stepped care for anxious youth and therefore was restricted by some key limitations. Most 

critically, diagnoses at this interim outcome were unable to be based on full clinical interview 

and cost-efficacy could not be assessed on the basis of a complete economic analysis. In fact, 

diagnostic remission was somewhat higher than typically reported in the literature on 

treatment of child anxiety and this is likely to be a result of using an online diagnostic tool 

that is heavily influenced by parent report. With these limitations in mind, the current 

analyses compared outcomes for anxious young people following either an empirically-

 
2 In fact, the same pattern of results was shown across all dependent variables.  
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validated, face-to-face treatment package or the same content delivered via home-based, low-

intensity treatment. Face-to-face treatment involved up to 10, 60-minute sessions with a 

registered psychologist, whereas low intensity treatment involved a maximum of four, 30-40-

minute sessions with a less qualified “coach” over the telephone. Results mostly indicated 

stronger improvement in the face-to-face program than in low intensity, although significance 

was not demonstrated on all variables. Of greatest clinical relevance, face-to-face treatment 

resulted in 66% of youth being free from all assessed anxiety disorders compared with 49% 

of youth who received low intensity treatment. This equates to a number needed to treat of 

6.2, meaning that for every 6 young people receiving face-to-face treatment, one additional 

child will be free of their anxiety disorders relative to those receiving low intensity.  

 On the surface, these results appear to be inconsistent with the few studies that have 

previously evaluated this question among anxious youth. However, as noted in the 

introduction, methodological limitations may be responsible for these apparent differences. 

At least two of the previous studies have included small samples [7,8], providing very limited 

power to show significant differences between two active treatments. The third study [11] 

demonstrated surprisingly low remission from their face-to-face intervention (30% free of 

their primary disorder only compared with around 60% remission across the literature [4]). 

Therefore, there may be reason to believe that the current results provide a more 

representative perspective of the relative efficacies of these forms of intervention.  

 An alternate possibility is that the low intensity intervention used in this trial may 

have been less efficacious than others in the literature. The majority of the current sample 

were less than 13 years of age and therefore were guided through intervention by their 

parents who followed printed materials. There is little reason to assume that printed materials 

will be less efficacious than electronic delivery [22] and the current program has received 

previous empirical validation [23,5]. Further the effects appear to be of similar size to those 
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reported in the extant literature. Adolescents in the current trial did receive an electronic self-

help program and age did not moderate results. Nonetheless, future comparison of face-to-

face treatment against a low-intensity program delivered over the internet might be 

warranted. It will also be important for future research to evaluate long-term benefits of the 

two forms of treatment delivery.  

 Despite the relatively large sample, we did not have sufficient power to thoroughly 

evaluate moderators of outcome. Thus, not surprisingly, exploratory analyses failed to 

identify any significant moderators. The sample also comprised primarily middle to upper 

class and educated participants and hence the results cannot be generalised to lower socio-

economic status or parents with limited education. Stepped care models of treatment delivery 

that are rapidly gaining popularity [24,25,22] usually argue that certain “high-risk” 

participants should be “fast-tracked” to skip initial (low-intensity) steps and move 

immediately to higher intensity delivery. This argument is based on the assumption that such 

high risk populations will respond especially poorly to lower intensity intervention. For this 

reason, empirically identifying variables that predict which people will respond less to lower-

intensity and better to higher-intensity is extremely important. The current study did not 

suggest any obvious moderators and in fact, this is consistent with a lack of evidence that low 

intensity interventions fail to work for high risk participants [26]. Nonetheless, due to the 

methodological limitations noted above, future studies with considerably larger power and a 

more population-representative sample will be needed to address this issue.  

 Despite the slightly lower efficacy of the low-intensity intervention, coach time to 

deliver this treatment was significantly and dramatically less than required for face-to-face 

intervention. In fact, a low-intensity coach could help five participants in the time required by 

a high-intensity therapist to treat one. This translates to a direct therapist payment difference 

of over $A700 per child. From a public health perspective, this represents a major resource 
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saving and allows the existing mental health workforce to treat a far greater number of 

anxious youth.  

 In summary, the results of the current study suggest different conclusions depending 

on the perspective taken. If the aim for a mental health service is to provide the very best 

outcomes for every anxious young person, then manualised, face-to-face treatment appears to 

be the gold standard. But if a treatment service needs to provide an intervention that utilises 

the least therapist resources and cost, while still retaining solid outcomes, low intensity 

delivery using self-help materials guided by brief therapist contacts, appears to provide a 

clear alternative. One method that has been proposed to balance these alternatives is stepped 

care [27]. In our larger trial, we showed that one particular model of stepped care delivery for 

anxious youth produced similar outcomes to manualised, “gold standard” treatment [12], with 

some indication of cost saving [28]. The wide variety of possible combinations of treatment 

delivery will require substantial empirical work to identify the best combination for each 

disorder within a given society.  
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Figure 1: Flow chart showing participant allocation and movement through trial.  
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Table 1: Mean (Standard deviation) and frequency scores reporting demographic 

characteristics of the two treatment groups at baseline.  

 Face-to-face 

N = 142 

Low intensity 

N = 139 

Age (years) 

Age group < 13 years (%) 

9.10 (2.19) 

89.4 

9.42 (2.28) 

88.5 

Females (%) 57.0 48.9 

Living with two biological 
parents (%) 

88.0 92.6 

Primary caregiver highest 
education (% university) 

58.5 56.6 

Primary anxiety disorder 

   Separation anxiety disorder 

   Social anxiety disorder 

   Generalised anxiety disorder 

   Specific phobia 

   Other 

 

15.5 

21.8 

44.4 

9.9 

8.4 

 

11.5 

28.8 

48.9 

5.8 

5.1 

Primary diagnosis CSR 

Primary diagnosis CSR group – 
(% severe – 6-8) 

5.91 (0.91) 

71.1 

5.88 (0.88) 

72.7 
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Table 2: Mean (Standard deviation) scores in the two treatment groups at baseline and 12-

weeks on continuous measures.  

 Face-to-face 

N=142 

Low Intensity 

N=139 

 Baseline 12-week d1 Baseline 12-week d 

Total number of anxiety 

disorders (YODA) 

2.15 

(1.89) 

0.77 

(1.69) 

0.77 1.87 

(1.84) 

1.07 

(1.67) 

0.46 

Parent reported child 

anxiety (SCAS-p) 

36.51 

(13.04) 

20.50 

(13.16) 

1.22 34.41 

(13.05) 

22.69 

(13.17) 

0.89 

Child reported child 

anxiety (SCAS-c) 

39.87 

(17.56) 

27.03 

(18.24) 

0.72 37.78 

(17.57) 

29.01 

(18.27) 

0.49 

Child Anxiety Life 

Interference - parent 

26.25 

(10.71) 

10.26 

(10.89) 

1.48 24.77 

(10.75) 

14.17 

(10.88) 

0.98 

Child Anxiety Life 

Interference - child 

13.25 

(7.48) 

8.39 

(7.77) 

0.64 12.57 

(7.49) 

9.03 

(7.85) 

0.46 

 

Note: 1. Cohen’s d denotes effect size of change from baseline to 12 weeks within each 

group. YODA – Online Diagnostic Assessment; SCAS-p – Spence Children’s Anxiety Scale 

(parent report); SCAS-c – Spence Children’s Anxiety Scale (child report). 
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Table 3: Mean (Standard deviation) scores in the two treatment groups at baseline and 12-

weeks on parent’s report of interference in the child’s life from anxiety, broken down by 

potential moderators.  

Moderators Face-to-face 

N=142 

Low Intensity 

N=139 

 Baseline 12-week d1 Baseline 12-week d 

Age group 

- Child (< 13 yr) 

- Adolescent (13+ yr) 

 

26.58 (10.72) 

23.47 (10.71) 

 

10.56 (10.91) 

7.73 (10.71) 

 

1.48 

1.47 

 

24.56 (10.75) 

26.44 (10.72) 

 

13.72 (10.88) 

17.61 (10.90) 

 

1.00 

0.82 

Gender 

- Boys 

- Girls 

 

24.18 (10.66) 

27.80 (10.66) 

 

8.06 (10.77) 

11.92 (10.85) 

 

1.50 

1.48 

 

25.28 (10.66) 

24.24 (10.73) 

 

13.24 (10.84) 

15.14 (10.77) 

 

1.12 

0.85 

Parent education 

- Non-University 

- University 

 

27.00 (10.67) 

25.76 (10.66) 

 

9.95 (10.97) 

10.46 (10.78) 

 

1.58 

1.43 

 

22.37 (10.67) 

26.52 (10.67) 

 

11.90 (10.87) 

15.81 (10.78) 

 

0.97 

1.00 

Mood disorder 

- No 

- Yes 

 

26.27 (10.55) 

23.67 (10.55) 

 

10.08 (10.74) 

12.00 (10.55) 

 

1.52 

1.11 

 

23.98 (10.59) 

33.80 (10.55) 

 

13.28 (10.66) 

25.33 (10.81) 

 

1.01 

0.79 

Severity 

- Low (4-5) 

- High (6-8) 

 

20.56 (10.24) 

28.55 (10.25) 

 

7.54 (10.37) 

11.37 (10.45) 

 

1.26 

1.66 

 

20.55 (10.23) 

26.36 (10.25) 

 

7.01 (10.29) 

16.87 (10.45) 

 

1.32 

0.92 

 

Note: 1. Cohen’s d denotes effect size of change from baseline to 12 weeks within each 

group.  

 


