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This investigation compared the preliminary efficacy of prescriptive and nonprescrip-
tive cognitive-behavioral interventions (i.e., cognitive therapy/exposure or relaxation
training/exposure) for problematic response classes (cognitive or somatic symptoms)
of 4 overanxious children (8 to 12 years) using a multiple baseline design across sub-
jects. Participants also met DSM-IV criteria for generalized anxiety disorder. All chil-
dren improved on pre-post child and parent self-report measures, independent cli-
nician ratings, and physiologic recordings. Treatment gains were generally
maintained at 6-month follow-up. Although both treatments were effective, only pre-
scriptive treatments produced sufficient improvement for participants to meet posi-
tive end-state criteria. Implications for the prescriptive treatment of anxiety dis-
orders in children are discussed.

The nature of generalized anxiety in children is continuing to change. In
the third edition of the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-III-R; American Psychiatric Association, 1987), overanxious
disorder (OAD) was characterized by the presence of excessive worries, so-
matic complaints, and self-consciousness. In the fourth edition of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM-1V; American Psy-
chiatric Association, 1994), OAD was subsumed under the category of
generalized anxiety disorder (GAD). In this system, the frequency and con-
trollability of worry became cardinal features, whereas the experience of
physical symptoms was relegated to a lesser role. This conceptual shift has
created a new research agenda that requires an examination of individuals
with GAD across the lifespan (Kendall, MacDonald, & Treadwell, 1995).

Epidemiological data examining children with generalized anxiety are
limited to studies employing children with OAD. Data suggest that OAD com-
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prises 3% to 4% of the general population (Anderson, Williams, McGee, &
Silva, 1987; Bowen, Offord, & Boyle, 1990) and 24% to 29% of specialty
clinics for childhood anxiety disorders (Last, Hersen, Kazdin, Finkelstein,
& Strauss, 1987; Mattison, Bagnato, & Brubaker, 1988). Despite OAD’s
prevalence in community and clinical settings, treatment research has lagged
behind the study of specific fears and phobias (Silverman & Eisen, 1993; Sil-
verman & Rabian, 1993). Recently, however, OAD treatment investigations
are beginning to emerge (Eisen & Silverman, 1993; Kane & Kendall, 1989;
Kendall, 1994; Kendall et al., 1997).

Kane and Kendall (1989) examined the effectiveness of an integrated treat-
ment protocol with 4 overanxious children (aged 9 to 13) using a multiple
baseline design across participants. The treatment protocol included cogni-
tive (self-monitoring, self-evaluation, and self-reinforcement) and behavioral
(in vivo exposures, relaxation training, modeling, contingency management)
strategies. The results indicated that all 4 children experienced improvements
on child, parent, and clinician ratings that were generally maintained at
6-month follow-up.

In a controlled clinical trials design, Kendall (1994) further examined the
effectiveness of the integrated treatment protocol in a sample of 47 children
meeting DSM-III-R criteria for anxiety disorders. Sixty-four percent of the
sample (n = 30) received a primary diagnosis of OAD. The results indicated
that 64% and 5% of the treatment and control groups, respectively, no longer
warranted a diagnosis at posttreatment. Treatment gains were generally main-
tained at l-year follow-up.

In a second randomized clinical trial, Kendall et al. (1997) administered
the integrated treatment protocol to a larger sample of 94 children (aged 9
to 13 years) meeting DSM-III-R criteria for anxiety disorders. Fifty-nine per-
cent of the sample (n = 55) received a primary diagnosis of OAD. The results
indicated that 53% and 6% of the treatment and control groups, respectively,
no longer warranted a primary diagnosis at posttreatment. Treatment gains
were generally maintained at l-year follow-up. Overall, the findings from
these studies are impressive. However, the specific ingredients responsible
for behavior change are difficult to determine due to the combination of cog-
nitive and behavioral procedures employed.

Although randomizing treatment across participants is an excellent experi-
mental mechanism to evaluate treatment effectiveness, clinical researchers
are beginning to recognize the importance of matching or prescribing treat-
ment to specific patient characteristics (e.g., Beutler, 1991; Kazdin, 1993;
Kearney & Silverman, 1990; Ost, Jerremalm, & Johansson, 1981; Ost,
Johansson, & Jerremalm, 1982). It is generally believed that an idiographic
approach to treatment is a more effective strategy in producing positive treat-
ment outcomes than a nomothetic, statistically based approach (e.g., Barlow,
Hayes, & Nelson, 1984). Regarding generalized anxiety, Eisen and Sil-
verman (1993) provided preliminary evidence suggesting that such a strategy
may be useful.
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Eisen and Silverman (1993) evaluated the effectiveness of cognitive therapy
(CT), relaxation training (RT), and their combination with 4 overanxious chil-
dren, 6 to 15 years of age, using a muitiple baseline design across subjects.
Each intervention contained an exposure component equalized across treat-
ments. Participants received both RT and CT (counterbalanced), followed by
a combined treatment that incorporated elements of the two previous treat-
ments. The results suggested that interventions were most effective when they
appeared prescribed to specific child symptoms. For example, children with
primary symptoms of worry responded most favorably to CT, whereas chil-
dren with primary symptoms of somatic complaints responded most favor-
ably to RT.

The present study extends the Eisen and Silverman (1993) investigation by
systematically prescribing specific cognitive-behavioral interventions (CT
and RT) to different problematic response classes (cognitive and somatic) in
children with generalized anxiety. It was hypothesized that treatments that
were administered (CT and RT) irrespective of the child’s response class
would nonetheless be effective in alleviating generalized anxiety symptoms,
but that interventions that were prescribed on the basis of response class (CT
for cognitive symptoms; RT for somatic symptoms) would result in enhanced
treatment effectiveness. These results were expected because each interven-
tion contained essential ingredients necessary to facilitate behavior change
in anxious children. However, the prescribed interventions would lead to
improvements substantial enough to satisfy positive end-state functioning
criteria (outlined in the method section) as specific response class deficits
were taken into account.

Method
Farticipants

Participants were 4 children aged 8 to 12 years (mean age = 10 years, 7
months), who received principal diagnoses of DSM-III-R overanxious dis-
order with at least moderate impairment (received a 4 or more on a 0-to-8
clinician rating scale) using the Anxiety Disorders Interview Schedule for
Children (described below). Diagnoses were assigned based on severity of
disorder and the extent to which the disorder led to interference in func-
tioning. In addition, participants had a history of significant overanxious con-
cerns for at least 3 years. Participants were referred to the Child Anxiety and
Phobia Program (CAPP) at Florida International University (FIU) in Miami
from multiple community agencies throughout the greater Miami area. Exclu-
sionary criteria included receiving an OAD diagnosis secondary to other dis-
orders or undergoing current pharmacological/other treatment for presenting
problems. Further descriptive information on each participant is presented
below and can be seen in Table 1.

Participant 1 (P1) was an 8-year-old Hispanic male (fluent in English,
as were his parents) in the second grade. His primary complaints included
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TABLE 1

DEMOGRAPHIC AND TREATMENT CHARACTERISTICS FOR EACH PARTICIPANT
Partici-
pant® Age Response Class Diagnosis® Treatment®
1 8 Somatic OAD, SOC, ADHD, ODD, SP, SP SRCT?
2 12 Cognitive OAD, SOC, SP, SP, SP CRCT?
3 11 Cognitive OAD, ADHD, SAD, SP, SP SRCT®, CRCT¢
4 12 Somatic OAD, SOC, SP CRCT®, SRCTY

2 All children are boys.

b Diagnoses: OAD = Overanxious Disorder; SOC = Social Phobia; ADHD = Attention-
Deficit Hyperactivity Disorder; ODD = Oppositional-Defiant Disorder; SAD = Separation
Anxiety Disorder; SP = Simple Phobia.

¢ Treatments: CRCT = Cognitive Response Class Treatment; SRCT = Somatic Response
Class Treatment.

9 Prescriptive treatment.

¢ Nonprescriptive treatment.

multiple somatic symptoms (e.g., stomachaches, headaches, tension, nausea)
that were associated with taking tests, schoolwork, being alone, noises, and
being teased. He also presented with several moderately severe comorbid dis-
orders including social phobia, attention-deficit/hyperactivity disorder,
oppositional-defiant disorder, and specific phobias (e.g., being alone, blood,
dark).

Participant 2 (P2) was a 12-year-old Caucasian male in the sixth grade.
His primary complaints included multiple worries regarding personal harm,
family, being alone, hospitals, noises, and being teased. He also presented
with several severe comorbid disorders that included social and specific pho-
bias (e.g., dark, blood, cats).

Participant 3 (P3) was an 1l-year-old Hispanic male (fluent in English, as
were his parents) in the fifth grade. His primary complaints included multiple
worries regarding his health, personal harm, being alone, noises, social con-
cerns, and future events. He also presented with several moderately severe
comorbid disorders including attention-deficit/hyperactivity disorder, separa-
tion anxiety disorder, and specific phobias (e.g., being alone, dark).

Participant 4 (P4) was a 12-year-old Caucasian male in the sixth grade.
His primary complaints included multiple somatic symptoms (e.g., stomach-
aches, headaches, tension, nausea, body pains, and constipation) that were
associated with taking tests, schoolwork, waking up at night, and novel
situations. He also presented with mildly severe social and specific phobias
(e.g., planes).

Measures

Structured interviews were used to determine principal diagnoses. Child
and parent versions of the Anxiety Disorders Interview Schedule for DSM-
III-R (ADIS-C and ADIS-P; Silverman & Nelles, 1988) were used to permit
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differential diagnoses among the DSM-III-R anxiety disorders. Diagnoses
were based on a composite from the ADIS-C and ADIS-P (see Silverman,
1991, for deriving composite diagnoses). The ADIS-C and ADIS-P have been
shown to possess both adequate interrater (Silverman & Nelles) and test-
retest (Silverman & Eisen, 1992) reliabilities. Interrater reliability for OAD
for the current study was satisfactory (kappa = .73). Clinician ratings (0 to
8 scale; 0 = none, 8 = very severely disturbing) from the ADIS-C and
ADIS-P were used to determine the severity of the composite diagnoses. The
reliability of the clinician ratings has been found to be satisfactory (Silverman
& Eisen; Silverman & Nelles).

Because the current study spanned two diagnostic systems (DSM-III-R and
DSM-1V), GAD diagnoses were verified at a later date. Each participant met
DSM-1V criteria for GAD using the ADIS-C and ADIS-P for DSM-1V (Sil-
verman & Albano, 1996). This finding further supports the compatibility of
DSM-III-R and DSM-IV for diagnosing generalized anxiety (Kendall &
Warman, 1996).

In addition to interviews, several child-completed measures were adminis-
tered. Each of the measures is widely used to assess childhood anxiety. The
Revised Children’s Manifest Anxiety Scale (RCMAS; Reynolds & Richman,
1978) is a child self-report measure of general anxiety with 37 items (e.g.,
I worry a lot of the time) rated on a yes-no basis. The scale was designed
to measure physiological anxiety, worry/oversensitivity, and fear/concentra-
tion. The RCMAS possesses established test-tetest reliability, internal con-
sistency (Reynolds & Paget, 1983; Wisniewski, Mulick, Genshaft, & Coury,
1987), and construct validity (Mattison et al., 1988). For purposes of the
present study, the worry/oversensitivity index (containing 10 items) was used
to assess treatment outcome and to place a participant in the cognitive
response class. Criteria for inclusion in the cognitive response class required
a cutoff score greater than two standard deviations above the normative mean
(M =404, SD = 284).

The Children’s Negative Cognitive Error Questionnaire (CNCEQ); Leiten-
berg, Yost, & Carroll-Wilson, 1986) is a 24-item self-report measure that
evaluates four different types of cognitive errors associated with anxiety and
depression (e.g., catastrophizing: I probably won't be able to keep up and
people will make fun of me) rated on a 5-point scale: 1 = not at all like 1
would think; 5 = almost exactly like I would think. The CNCEQ possesses
established test-retest reliability, internal consistency, and construct validity
(Leitenberg et al., 1986). For purposes of the present study, the CNCEQ was
used to assess treatment outcome and to place a participant in the cognitive
response class. Criteria for inclusion in the cognitive response class required
a clinical cutoff score of 66.71 (normative M = 5701, from Leitenberg et al.).

The Childhood Anxiety Sensitivity Index (CASI; Silverman, Fleisig,
Rabian, & Peterson, 1991) is an 18-item self-report measure that evaluates
how aversively children view somatic forms of anxiety (e.g., It scares me
when my heart beats fast), rated on a 3-point scale (1 = none; 3 = a lof).
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The CASI possesses established test-retest reliability, internal consistency,
and construct validity (Silverman et al., 1991). For purposes of the present
study, the CASI was used to assess treatment outcome and to place a partici-
pant in the somatic response class. Criteria for inclusion in the somatic
response class required a cutoff score greater than two SDs above the nor-
mative mean (M = 23.9, SD = 4.2).

Finally, participants were asked to complete daily diaries (DD), in which
they recorded anxiety-provoking situations, degree of anxiety (0 to 4 scale;
0 = none, 4 = very much), avoidance behavior, and accompanying cogni-
tions. Two psychology graduate students, who were uninformed as to both
participant characteristics and treatment conditions, coded cognitions from
the DD according to Prins’s (1986) categories of self-speech (i.e., positive,
neutral, negative). Twenty-five percent of the DD were randomly selected
(across participants and treatment conditions) and rated for the presence/
absence of negative cognitions. Interrater agreement was found to be satisfac-
tory (kappa = .84). For purposes of the present study, the DD was used as
a treatment outcome measure and to place a participant in the cognitive
response class. Criteria for inclusion in the cognitive response class required
a clinical cutoff score greater than 1 SD from the current sample (M = 2.5,
SD = .36).

Parents were also administered a series of measures. The Child Behavior
Checklist (CBCL; Achenbach, 1991) is a parent measure of children’s in-
ternalizing (e.g., worrying) and externalizing (e.g., impulsive) behavior prob-
lems (118 behavior problem items), rated on a 3-point scale (0 = not true;
2 = very true or often true). The CBCL is well standardized, possesses
satisfactory test-retest reliability, internal consistency, and construct validity,
and has a national normative base (Achenbach). For purposes of the present
study, the somatic complaints subscale was used to assess treatment outcome
and to place a participant in the somatic response class. Criteria for inclu-
sion in the somatic response class required a T score of 70 (M = 53.8,
SD = 6.2).

In addition, parents completed weekly Parent Ratings of Severity (PROS),
a measure that required parents to rate the degree of impairment of their
child’s anxiety (0 to 8 scale; 0 = none, 8 = very severely disturbing). The
PROS, designed by the authors, afforded an examination of each participant’s
generalized anxiety from both clinician and parent perspectives.

The final phase of the multimethod-multisource assessment consisted of
an in-vivo measurement of heart rate (HR) in a situation that was typically
found to be anxiety-provoking for the participant. For purposes of the present
study, the HR assessment was used to assess treatment outcome and to place
a participant in the somatic response class. Criteria for inclusion in the
somatic response class required a HR change score of 15 beats per minute
(M = 10.25, SD = 78, from the current clinical sample). The use of HR
change scores has been previously validated with anxious children (Van
Hasselt, Hersen, Bellack, Rosenblum, & Lamparski, 1979).
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Procedure

Parents and children referred to the CAPP were first scheduled for an
assessment session. Following consent, the ADIS-C and ADIS-P were
administered separately to each relevant party. Interviews were administered
by the authors and advanced psychology graduate students. Interviewers were
trained to a criterion that consisted of first observing at least five parent-child
interviews, and then utlizing an interviewer-observer paradigm. Following
the observation period, each interviewer was required to match all of the
observer’s diagnoses and clinician ratings (0 to 8 scale) within one point on
five separate occasions. The posttreatment and 6-month follow-up interviews
were administered by an independent clinician who was uninformed as to the
participant’s treatment condition.

The child and parent interviews and questionnaires were administered at
pretreatment, posttreatment and at 6-month follow-up. Younger children
received assistance in completing questionnaires from graduate and under-
graduate psychology students. At a later date (within 1 week), each family
was scheduled for a consultation session. Following a discussion of the assess-
ment findings and after obtaining treatment consent, participants received
careful training in the DD to ensure accuracy. Although the primary respon-
sibility for self-monitoring rested on the child, parents assisted in thought
identification and recording. In addition, each child participated in an in-vivo
HR assessment.

The HR assessment consisted of four standardized periods: adaptation (5
minutes), resting baseline (5 minutes), in vivo situation (10 minutes), and
post-resting baseline (5 minutes). Graduate students uninformed as to the
experimental conditions of this investigation conducted the pre-, post-, and
follow-up assessments. Training consisted of three observations and three to
five supervised administrations. HR was measured continuously in beats per
minute (bpm) using a Computer Instruments Corporation Uniq Heart Watch
(model 8799) and was scored via a computer program. HR change scores
were computed by subtracting the postbaseline phase from the performance
phase of the HR assessment.

Because of the diffuse nature of each child’s anxious apprehension, HR
assessments were selected based on significant anxiety elicitors. For
example, participants 1 and 4 were administered the block design subtest of
the WISC-R at the CAPP as they both experienced excessive test anxiety.
The HR assessments were conducted at the homes of P2 and P3 as they were
both experiencing anxious apprehension during the evening with respect to
being alone. For these scenarios, participants were observed from a haliway
in an unobstrusive manner.

The results of the self-report measures, DD and in vivo HR assessments
determined the treatment condition to which each participant was assigned.
Cognitive response class measures included the worry/oversensitivity index
of the RCMAS, CNCEQ), and the DD (negative cognitions). Somatic response
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class measures included the CASI, CBCL (somatic complaints subscale),
and HR assessment. Cutoff scores for each measure were defined as two SDs
above normative means and/or established indices of clinical severity (e.g.,
CBCL T score of 70). For measures where normative or clinical data were
unavailable (i.e., DD), cutoff scores were defined as one SD above the mean
for the current clinical sample. To be classified as having a specific response
class, participants needed to exceed cutoff scores for at least two of the mea-
sures associated with that response class (and not the other response class
on at least two).

Interventions

Both treatment interventions were conducted according to a written treat-
ment manual (Silverman, 1989). The first author served as the therapist for
both experimental and control conditions. Cognitive response class treatment
(CRCT) involved the identification and modification of worrisome thoughts.
To accomplish this task, cognitive therapy and self-control techniques were
employed. Cognitive therapy techniques (“What is the evidence” and “What
if” techniques; Beck & Emery, 1986) were used to identify evidence for
and against distorted beliefs and to decatastrophize worrisome thoughts. To
teach children self-control skills (i.e., self-monitoring, self-evaluation, self-
reinforcement), the STOP acronym (Silverman) was employed. The STOP
acronym stands for the following: Scared, Thoughts (worrisome in nature),
Other thoughts (coping in nature), and Praise (self-evaluation). Cartoons
with empty thought bubbles were used to identify anxious and coping self-
talk (Kendall, 1990).

Somatic response class treatment (SRCT) involved the identification and
modification of somatic symptoms. To accomplish this task, an 11-body-part
(e.g., hands, arms, shoulders) progressive muscle relaxation script (Ollen-
dick & Cerny, 1981) was administered. Participants were taught to notice
the difference between tensing and relaxing each body-part and to practice the
skill twice per day with and without an audiotape.

Each treatment intervention consisted of 10 individualized sessions (2 per
week). Sessions consisted of meeting with the child for 45 minutes, the
parents for 30 minutes, and both parties for 15 minutes. Any missed sessions
were made up within 1 week. The format for the sessions was as follows:
Administration of PROS (parent session), homework (HW) and DD review,
didactic lesson, in-session practice, and planning HW. Sessions 1 to 3
focused on skills building (e.g., constructing hierarchy, teaching of cognitive
or relaxation exercises), sessions 4 to 9 involved practicing the skills (i.e.,
imaginal exposures in session, in vivo exposures out of session), sessions 7
to 9 additionally addressed relapse prevention (e.g., emphasizing the need
for continued practice), and sessions 9 to 10 examined termination issues.
The format for both treatment interventions (CRCT and SRCT) was exactly
the same with the exception of the active treatment ingredients (i.e., cognitive
or relaxation exercises).
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Design

The 4 overanxious children were assigned to a multiple baseline design
across participants. Participants were randomly selected to experimental and
control conditions. Experimental participants received 5 weeks of prescrip-
tive treatment (i.e., CRCT for cognitive symptoms and SRCT for somatic
symptoms). Control participants first received 5 weeks of nonprescriptive
treatment (i.e., CRCT for somatic symptoms or SRCT for cognitive symp-
toms), which was followed by another 5 weeks of prescriptive treatment.

Positive End-State Functioning

Children were classified as having reached high end-state functioning if
they scored within 1 SD of normative means and/or 1 $D below clinical cutoff
scores on at least two specific response class measures (above normal limits
at pretreatment or following nonprescriptive treatment). Cognitive response
class measures included the CNCEQ, RCMAS and DD and somatic response
class measures included the CASI, CBCL (somatic complaints subscale),
and HR assessment. In addition, participants needed to receive a clinician
rating of O to 3 (subclinical) from the ADIS at posttreatment (Kendall &
Grove, 1988).

Treatment Credibility and Integrity

Following the description of each treatment procedure, participants were
asked to rate the credibility of a given treatment (Silverman modification of
Borkovec & Nau, 1972). Participants were asked to rate four questions (e.g.,
How sure are you that this treatment will help you to become less anxious?)
on a 3-point scale (0 = nor at all; 2 = very much). Both prescriptive and
nonprescriptive treatments were rated as equally credible (2). Regarding treat-
ment integrity, two psychology students independently reviewed 25% of ran-
domly selected treatment session audiotapes. Both students indicated that the
experimenter adhered to treatment protocols 100% of the time.

Results

Indices of improvement were examined in three ways: (a) specific problem-
atic response classes, (b) clinician and parent ratings, and (c) daily ratings
of anxiety and negaiive cognitions.

Specific Problematic Response Classes

In general, based on self-report, DD, and HR measures, prescriptive treat-
ments produced greater improvements than nonprescriptive treatments (see
Tables 2 and 3). Three of 4 participants met high end-state functioning cri-
teria by scoring within normal limits on logically related response class mea-
sures following prescriptive treatment (P1: CBCL, HR; P3: RCMAS, DD;
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TABLE 2
PRESCRIPTIVE AND NONPRESCRIPTIVE COGNITIVE RESPONSE CLASS TREATMENT
Prescrip-
Measure Response Class Pre  N-Prescriptive tive Follow-up
CNCEQ
P1 Somatic 53 - 85 85
P2 Cognitive 86 - 70 70
P3 Cognitive 71 56+ 52 52
P4 Somatic 58 64 53+ 24
RCMAS
P1 Somatic 6 - 6 5
P2 Cognitive 10 - 6+ 2
P3 Cognitive 10 8 4+ 3
P4 Somatic 6 8 3+ 2
Negative cognitions
P1 Somatic 3.0 - 1.0+ 0
P2 Cognitive 2.2 - 1.8 2
P3 Cognitive 2.6 2.3 9+ 0
P4 Somatic 2.3 2.1 .5 1

Note. Pre = Pretreatment; Prescriptive = Post-Prescriptive Treatment; N-Prescriptive =
Post-Nonprescriptive Treatment.
CNCEQ = Children’s Negative Cognitive Error Questionnaire; RCMAS = Revised
Children’s Manifest Anxiety Scale—Worry/Oversensitivity Index.
Clinically significant = +

P4: CASI, HR). Treatment gains were generally maintained at 6-month
follow-up.

Alternatively, nonprescriptive treatments failed to produce sufficient
changes for participants to satisfy high end-state functioning criteria. In fact,
P3 (cognitive response class) and P4 (somatic response class) worsened on
logically related response-class measures following nonprescriptive treat-
ment. For example, following nonprescriptive SRCT, P3 experienced clini-
cally significant levels of distress on the CASI (from 26 to 34) and CBCL
(from 63 to 70). P4 worsened on the CNCEQ (from 58 to 64) and RCMAS
(from 6 to 8) following nonprescriptive CRCT.

Prescriptive and nonprescriptive treatments did not solely affect the logi-
cally related response classes. Positive and negative changes also occurred
in logically unrelated response classes. Regarding prescriptive treatments, P1
and P4 (somatic response class) scored within normal limits on a number
of cognitive response class measures following prescriptive SRCT (P1: DD;
P4: CNCEQ, RCMAS, DD). However, P1 did experience clinically sig-
nificant levels of distress on the CNCEQ (from 53 to 85) following prescrip-
tive SRCT. Alternatively, P2 and P3 (cognitive response class) experienced
clinically significant levels of distress on several somatic response class mea-
sures following prescriptive CRCT (P2: CASI, CBCL; P3: CASI, CBCL).



PRESCRIPTIVE TREATMENT 115

TABLE 3
PRESCRIPTIVE AND NONPRESCRIPTIVE SOMATIC RESPONSE CLASS TREATMENT

Measure Response Class Pre N-Prescriptive Prescriptive Follow-up
CASI

P1 Somatic 51 — 30 32

P2 Cognitive 30 - 34 30

P3 Cognitive 26 34 40 35

P4 Somatic 40 32 18+ 20
CBCL

P1 Somatic 75 — 58+ 58

P2 Cognitive 68 - 77 75

P3 Cognitive 63 70 70 75

P4 Somatic 75 67 67 55+
HR

P1 Somatic +18 — +7+ +10

P2 Cognitive +3 - +6 +7

P3 Cognitive +4 0 +2 +12

P4 Somatic +16 +9 +2+ +4

Note. Pre = Pretreatment; Prescriptive = Post-Prescriptive Treatment; N-Prescriptive =
Post-Nonprescriptive Treatment.
CASI = Childhood Anxiety Sensitivity Index; CBCL = Child Behavior Checklist-
Somatic Complaints Subscale; HR = Heart rate change scores.
Clinically significant = +

With respect to nonprescriptive treatments, P3 (cognitive response class)
and P4 (somatic response class) experienced noticeable improvements on
logically unrelated response class measures. For example, P3 scored within
normal limits on the CNCEQ following nonprescriptive SRCT. P4 experi-
enced modest improvements on each of the somatic response class measures
following nonprescriptive CRCT.

Clinician and Parent Ratings

The specific response class measures were corroborated by favorable post-
treatment and follow-up clinician ratings (see Table 4). Each participant
failed to meet a DSM-III-R diagnosis of OAD after a prescriptive treatment
(P1 and P4) or at follow-up (P2 and P3), which reflected the continued
effectiveness of prescriptive treatments. Although P3 and P4 improved with
nonprescriptive interventions, both children were still experiencing moderate
levels of interference after these treatments. For example, P3 and P4 received
clinician ratings of 5 and 4 (0 to 8 scale), respectively, following nonprescrip-
tive interventions. For the most part, PROS and clinician ratings were sim-
ilar. However, at follow-up, PROS ratings were slightly higher than clinician
ratings.
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TABLE 4
PARENT RATINGS OF SEVERITY AND INDEPENDENT CLINICIAN’S RATINGS FOR
PRE-, PRESCRIPTIVE, N-PRESCRIPTIVE AND FOLLOW-UP ACROSS PARTICIPANTS

Parent Ratings (0-8) Clinical Ratings (0-8)
Partici- Prescrip- Prescrip-
pant Pre N-Prescriptive tive FU Pre N-Prescriptive tive FU
1 7 - 2 2 6 - 0 0
2 6 - 3 3 7 - 3 0
3 7 4 2 2 7 5 2 1
4 4 4 0 1 6 4 0 0

Note. Pre = Pretreatment; N-Prescriptive = Post-Nonprescriptive Treatment; Prescriptive =
Post-Prescriptive Treatment; FU = Follow-Up.

Daily Ratings of Anxiety and Negative Cognitions

With respect to daily ratings of anxiety, participants improved to a large
degree (i.e., approaching 100%) from baseline to posttreatment following pre-
scriptive treatment (CRCT or SRCT), which was maintained at follow-up
(see Figure 1). Alternatively, participants remained the same (P3) or
improved slightly (P4) following nonprescriptive treatment.

Regarding the second measure, 3 of 4 participants greatly reduced their
number of negative cognitions (i.e., approaching 100%) from baseline fol-
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follow-up. Each data point during baseline represents an average of 3 days.

lowing prescriptive treatment (CRCT or SRCT; see Figure 2). For the most
part, P2’s number of negative cognitions remained the same throughout treat-
ment. On the other hand, participants worsened slightly (P3) or remained
the same (P4) following nonprescriptive treatment.

Clinical Observations

Clinical observations and reports from each participant’s family supported
the overall results that prescriptive treatments were generally more effective
than nonprescriptive treatments. For example, at pretreatment, P3 was fright-
ened to be left alone in his room during the evening. Observed from the
hallway, he paced back and forth and screamed for his parents. Following
nonprescriptive SRCT, he displayed similar behaviors. However, following
prescriptive CRCT, he failed to display any “anxious” behaviors and indicated
that he could have easily stayed in his room for a longer period of time.

Discussion

This investigation represents the first analysis of prescribing treatment to
problematic response classes of 4 overanxious children who also met DSM-
IV criteria for GAD. The results provide preliminary support for the
investigation’s hypotheses. First, both prescriptive and nonprescriptive treat-
ments led to an amelioration of the symptoms of generalized anxiety based
on self-report, parent report, and physiological measures. This was expected
because both CRCT and SRCT are potent, widely used interventions. Sec-
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ond, the prescriptive treatments, however, led to sufficient changes to satisfy
positive end-state functioning criteria.

Specifically, the results suggested improvements on logically related
response-class measures, parent and clinician ratings, daily ratings of anxiety
and negative cognitions, and clinical observations following prescriptive treat-
ment. Three of 4 participants met the criteria for high end-state functioning.
Although P2 failed to satisfy high end-state functioning, he was the only child
who experienced several highly severe comorbid disorders. Kane and Ken-
dall (1989) reported similar findings with overanxious children who experi-
enced severe comorbid disorders. Further research is needed to clarify the
relationship between the severity of additional disorders and treatment
response in children with generalized anxiety.

The two treatment interventions exerted differential effects on logically
unrelated response classes. For example, both prescriptive and nonprescrip-
tive SRCT produced clinically significant improvements on cognitive re-
sponse class measures. In fact, prescriptive SRCT reduced the number of
negative cognitions on the DD without any specific cognition targeting. Alter-
natively, nonprescriptive CRCT failed to reduce the number of negative cog-
nitions. These findings further support the therapeutic impact of eliminating
negative cognitions in children with anxiety disorders (Treadwell & Kendall,
1996).

In general, CRCT showed less promise on somatic response class mea-
sures. For example, prescriptive CRCT resulted in greater levels of distress,
whereas nonprescriptive CRCT resulted in only modest improvements on
somatic response class measures. Overall, these findings suggest that SRCT
may have been more successful than CRCT in deactivating anxious appre-
hension associated with the logically unrelated response class (Barlow, 1988).

Given the preliminary and anticipated support for prescribing treatment
to assessed response classes in children with generalized anxiety, there are
specific clinical and research implications. First, such an approach may help
to standardize assessment methods with anxious youth. For example, clini-
cians could use psychometrically sound measures in the form of semistruc-
tured interviews (e.g., ADIS-C and ADIS-P), cognitive/somatic symptom
rating scales (e.g., CASI, RCMAS), and physiological indices (e.g., HR).
Such an approach would highlight individual differences among children
with generalized anxiety regarding etiology, symptomatology, and treatment
response (e.g., Eisen & Kearney, 1995). In addition, dimensionalizing fea-
tures of generalized anxiety (e.g., worry, somatic complaints) on the basis
of frequency/intensity ratings is likely to enhance the ability to prescribe treat-
ments with problematic symptoms effectively. Kendall, Kortlander, Chansky,
and Brady (1992) suggest that interventions should be designed to target
specific symptoms rather than solely emphasize diagnostic categories.

The results of this investigation should be considered preliminary for sev-
eral reasons. Because this investigation employed only a small number of
participants, replication studies are needed to confirm the present findings.
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Although the treatments were introduced in a staggered fashion, and symp-
toms reduced with prescriptive treatments, experimental control was not
amply demonstrated. Furthermore, multiple treatment interference may have
been present for participants receiving more than one treatment condition.
That is, some participants did experience symptoms in the logically unrelated
response class. Thus, participant classification may not have been as distinct
as anticipated.

Additional research is necessary to test the utility of a prescriptive treat-
ment approach. For example, future group treatment comparison studies are
needed to contrast the efficacy of the current approach (e.g., specific re-
sponse class assessment) with placebo control conditions (e.g., to rule out
expectancy effects) and with treatment packages (e.g., treatment based on
diagnosis). In addition, because the treatment interventions were predomi-
nantly child focused, the parental role needs to be further examined in light
of prescriptive treatment strategies. Finally, research is also necessary to
extend this approach to related disorders in which cognitive and somatic
symptoms predominate (e.g., panic disorder) to determine under which con-
ditions each approach is most effective. The wave of the future calls for
increased clinical research that links assessment with treatment for specific
disorders (Beutler, 1991).
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