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Abstract Examined the efficacy of an Emotion-focused
Cognitive-Behavioral Therapy (ECBT) for six anxious
youths ages 7–13 years. All participants had a principal anxi-
ety disorder (generalized anxiety disorder, separation anxiety
disorder, or social phobia) based on the Anxiety Disorder In-
terview Schedule for Children—Child and Parent versions.
Children and parents reported on anxious symptomatol-
ogy using the Multidimensional Anxiety Scale for Children
(MASC). To assess emotion-related competencies, children
were administered the Kusche Affective Interview—Revised
and children and parents completed the Emotion Expression
Scale for Children (EESC) and Emotion Regulation Check-
list (ERC), respectively. Cases began treatment after base-
lines of 0, 2, or 3 weeks. At posttreatment, the majority
of children demonstrated improvements in anxious symp-
tomatology, emotion understanding and regulation skills, and
overall functioning. Such improvements in emotion-related
skills, in addition to anxiety, are significant given that emo-
tional competence is a crucial component in children’s adap-
tive social functioning and psychological adjustment. These
findings provide initial support for ECBT.

Keywords Child anxiety . Psychotherapy . Emotion
regulation

Using community populations, Costello, Mustillo, Erkanli,
Keeler, & Angold (2003) estimate a cumulative prevalence
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of anxiety disorders of approximately 8% for boys and 12%
for girls. Family and peer relationship difficulties as well
as academic troubles often accompany anxiety in youth
(e.g., Ialongo, Edelsohn, Werthamer-Larsson, Crockett,
& Kellam, 1995; Strauss, Frame, & Forehand, 1987).
Further, findings reported by Woodward and Fergusson
(2001) suggest that anxious youth are at increased risk for
psychopathology (e.g., anxiety, depression, drug addiction)
and educational underachievement as adults. Indeed, anxiety
disorders in youth are a significant public health concern and
researching effective treatments remains a valued priority.

The utilization of cognitive behavioral therapy (CBT) for
the treatment of anxiety has been an important contribution to
the field of child psychology. In general, CBT addresses the
physiological, cognitive, and behavioral components of anx-
iety through psychoeducation and the use of exposure tasks.
Children learn to recognize anxious feelings and somatic
reactions to anxiety, clarify cognition in anxiety-provoking
situations, develop a plan to cope with the situation (e.g.,
modify anxious self-talk into coping self-talk), evaluate per-
formance, and administer self-reinforcement as appropriate.
Behavioral training strategies with demonstrated efficacy
(e.g., modeling, exposure, role-play, problem solving,
relaxation training, contingent reinforcement) are utilized.
To maximize treatment benefits and facilitate generalization
from the therapy setting, children are encouraged to
practice the skills that are learned each week in real-life
anxiety-provoking situations that the child encounters.

Kendall and colleagues were among the first to evaluate
the efficacy of CBT in children (Kendall, 1994; Kendall et al.,
1997; Kendall, Safford, Flannery-Schroeder, & Webb, 2004;
Kendall & Southam-Gerow, 1996). In a randomized clinical
trial (RCT) Kendall (1994) evaluated CBT with 9-to-13 year-
old youth with a principal anxiety disorder of overanxious
disorder, separation anxiety disorder, or avoidant disorder
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compared to a waitlist condition. At posttreatment, 64% of
the treated children did not meet criteria for their principal
anxiety-disorder diagnosis. Treatment gains were maintained
at one-year (Kendall, 1994) and at an average of 3.35-years
posttreatment (Kendall & Southam-Gerow, 1996).

Other research teams have likewise reported empirical
support for CBT approaches (e.g., Barrett, 1998; Barrett,
Dadds, & Rapee, 1996; Flannery-Schroeder & Kendall,
2000; Manassis et al., 2002; Silverman et al., 1999). Using
the APA Task Force on the Promotion and Dissemination of
Psychological Procedures criteria for empirically-supported
treatments (APA Task Force, 1995), CBT for anxiety in youth
has met the “probably efficacious” criteria (Kazdin & Weisz,
1998; Ollendick & King, 2000).

Despite the advances made in treating anxiety in youth,
approximately 1/3 of those treated still meet criteria for an
anxiety disorder following treatment. The glass is “two-
thirds full,” but these statistics are especially noteworthy
because they reflect treatments that were conducted within
controlled research protocols with checks for treatment in-
tegrity. Treatment nonresponse rates in the community may
be higher given the less rigorous adherence to treatment pro-
tocols that typically occurs in nonresearch clinics. In combi-
nation with the potential negative sequelae of persistent anxi-
ety in youth, research efforts directed at improving treatment
outcomes for anxious youth are needed.

To date, studies have identified both cognitive distortion
and behavioral avoidance as factors associated with anxiety
in youth, and current psychosocial treatments (e.g., CBT) tar-
get these factors. However, CBT treatment programs have yet
to fully address the emotion-related deficits of anxious youth
identified through more recent research (e.g., Southam-
Gerow & Kendall, 2000; Suveg & Zeman, 2004; Zeman,
Shipman, & Suveg, 2002). For example, in one study that
compared anxiety-disordered and non-anxious youth (ages
7–14 yrs) on several components of emotion understanding,
it was found that anxious youth demonstrated less under-
standing of how to hide and how to change emotions than
did non-clinical youth (Southam-Gerow & Kendall, 2000).
Another study (Suveg & Zeman, 2004) compared emo-
tion regulation processes in anxious children to non-anxious
counterparts. All children completed self-report measures
that assessed the intensity of emotional experience, emo-
tional self-efficacy, and stylized ways of managing sadness,
anger, and worry situations. Parents also reported on their
children’s ability to manage emotional experiences. Results
indicated that children with anxiety disorders experienced
their emotions more intensely and perceived themselves as
less able to successfully manage emotionally provocative
situations than the non-clinical children. When particular
patterns of emotion management were examined, children
with anxiety disorders reported more dysregulated manage-
ment (i.e., culturally inappropriate emotional expression)

and less adaptive coping across all emotions (i.e., sadness,
anger, and worry) than did the non-clinical youth. Mothers of
anxiety-disordered children also perceived their children as
significantly more inflexible, labile, and emotionally nega-
tive than did mothers of non-clinical children. These findings
are commensurate with those reported by Southam-Gerow
and Kendall (2000) and suggest that anxious children have
difficulty with the regulation of emotional situations, beyond
those related to anxiety or worry.

Such emotion-related deficits are pertinent given that
a considerable body of research has identified emotional
competence as a crucial component in children’s adaptive
social functioning and psychological adjustment (e.g.,
Cicchetti, Ackerman, & Izard, 1995; Eisenberg & Fabes,
1992; Eisenberg, Fabes, & Losoya, 1997; Hubbard & Coie,
1994; Saarni, 1999). These emotion-related deficits should
be considered a meaningful correlate of the socioemotional
difficulties that children with an anxiety disorder experience
(e.g., Ialongo et al., 1995; Strauss et al., 1987). For example,
successful social interactions require appropriate reading of
each other’s emotional expressions and flexible modification
of one’s emotional reaction in response to the demands of the
particular social context. This in turn requires an understand-
ing of one’s own emotional experience, understanding of
strategies to manage the experience, and the skill to success-
fully implement the strategy. The difficulties that youth with
anxiety disorders have negotiating social interactions may,
at least in part, be related to their emotion-related deficits.

The literature of emotion understanding and emotion
regulation in anxiety-disordered youth suggests that an in-
creased attention in CBT to these emotion-related compe-
tencies may be worthwhile. Anxiety interventions to date
include some components that address emotion understand-
ing and regulation but in large part focus on anxiety. These
treatments might do well to include a more central role for
the building of emotion skills, beyond anxiety. Studies of
intervention programs for other childhood problems are sup-
portive of the inclusion of a focused emotion component
(e.g., Denham & Burton, 1996; Greenberg, Kusche, Cook,
& Quamma, 1995). The outcomes of these programs with an
emotion focused component have been associated with im-
proved self-control, an enhanced ability to tolerate frustra-
tion, and improved social skills as well as decreases in var-
ious internalizing (e.g., anxiety/depressive symptoms) and
externalizing (e.g., aggression) symptoms for a variety of
children in different settings.

It is reasonable that an intervention for anxious youth that
maintains the demonstrated efficacies of CBT but further
addresses anxious youth’s emotion-related deficits could
result in improved psychosocial functioning overall (see
Southam-Gerow & Kendall, 2002). There is also reasoned
scientific justification for the design and implementation
of developmentally sensitive treatment programs that
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consider all aspects of the child’s functioning—including
emotional domains. This study is consistent with this
notion—ECBT targets the developmental deficits evidenced
in AD children’s emotional functioning. Finally, this study
directly addresses the call from the National Advisory
Mental Health Council’s Behavioral Science Workgroup
(2000) to use basic research to inform the development of
prevention and treatment programs.

The present study examined an Emotion-focused CBT
(ECBT) in 7- to 13-year-old children with a principal anxiety
disorder of generalized anxiety disorder (GAD), separation
anxiety disorder (SAD), and/or social phobia (SoP). Children
ages 7–13 were included given that the studies that have eval-
uated CBT have included children in this age group. We only
included children if they had one of the three aforementioned
principal diagnoses given that these disorders frequently co-
occur and have been found to respond similarly to CBT
(Gould, Buckminster, Pollack, Otto, & Yap, 1997; Gould,
Otto, Pollack, & Yap, 1997). It was hypothesized that there
would be no meaningful changes across the various baseline
periods but that from pre- to post-treatment, treated children
would: (a) experience a decrease in anxiety symptoms; (b)
exhibit an increase in the use of emotion-related language; (c)
endorse greater understanding of emotion regulation strate-
gies; and (d) demonstrate more adaptive emotion regulation
strategies.

Method

Design

A multiple-baseline design was implemented, with cases be-
ginning treatment after baselines of 0, 2, or 3 weeks. This
design helps to ensure that the symptoms of participants
are not transient, and changes are not associated with the
seeking of treatment or with the assessment process. Assess-
ments subsequent to baseline were conducted at pre- and
post-treatment.

Participants

Participants were an ethnically diverse sample of 6 youth
(4 females, 2 males) meeting criteria for a principal diag-
nosis of SAD, GAD, or SoP (determined via a structured
diagnostic interview) and their parents. Participating fami-
lies sought treatment for their child’s anxiety at the Child and
Adolescent Anxiety Disorders Clinic (CAADC). To maxi-
mize external validity, youth presenting with other diagnoses
(e.g., ODD) of less clinical severity than their principal di-
agnosis were included. Criteria for exclusion were very few:
SAD, GAD, or SoP was not the principal diagnosis, use of an
anti-anxiety medication, the child had an IQ below 80, and/or
presence of psychotic symptoms. The mean age of partici-

pating youth in the sample was 9.3 years; participants rep-
resented Caucasian, African–American, and Hispanic ethnic
backgrounds.

Measures

Anxiety Disorders Interview Schedule for DSM-IV, Child
(ADIS-C) and Parent (ADIS-P) Versions (ADIS-C/P;
Silverman & Albano, 1996). The ADIS-C/P is a semi-
structured diagnostic interview that assesses child psy-
chopathology in accordance with the Diagnostic and
Statistical Manual of Mental Disorders DSM-IV criteria
(4th-ed., 1994, American Psychiatric Association). Data
from the child and parents are integrated to yield a com-
posite diagnosis for each child using the “or rule” (i.e.,
diagnosis is present if either the child or the parent report
meets criteria and the diagnostician assigns a clinician
severity rating (CSR) of 4 or greater on an 8-point scale;
Albano & Silverman, 1996). The psychometric properties
of ADIS-IV have been established (Silverman & Eisen,
1992; Silverman, Saavedra, & Pina, 2001; Wood, Piacentini,
Bergen, McCracken, & Barrios, 2002).

Multidimensional Anxiety Scale for Children (MASC;
March, Parker, Sullivan, Stallings, & Conners, 1997). The
MASC is a 39-item self-report scale that yields an over-
all anxiety score and four subscale scores: physical symp-
toms, social anxiety, harm avoidance, and separation anxi-
ety. The scale demonstrates solid psychometric properties
(March & Albano, 1998; March et al., 1997; March &
Sullivan, 1999; Wood et al., 2002). For the present study,
the overall anxiety score was used. As utilized in other
studies (e.g., Wood et al., 2002), a parallel version for par-
ents to report on their child’s anxiety symptoms was also
administered.

Kusche Affective Interview—Revised (KAI-R; Greenberg
et al., 1995). The KAI-R interview assesses emotional
development, and consists of a series of open-ended
questions that are recorded and subsequently coded for
developmental level of response. Several components of
emotionally competent functioning are assessed including
the ability to discuss emotion-related experiences (e.g.,
“Tell me about a time when you felt sad.”), recognition of
emotions in self and others (e.g., How do you know when
other people are feeling jealous?”), and understanding of
how emotional experiences can change (e.g., “Suppose you
were feeling upset, could your feelings change?” and if
so, “Tell me what would happen.”). For the present study,
the Feelings Vocabulary and the Understanding Issues in
the Regulation of Emotion components (see Greenberg
et al., 1995) were used. The KAI has been used exten-
sively in both developmental and clinical research (e.g.,
Bohnert, Crnic, & Lim, 2003; Southam-Gerow & Kendall,
2000). The interview’s coding system demonstrates high
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inter-rater reliability estimates (Cook, Greenberg, &
Kusche, 1994; Greenberg et al., 1995), and has demon-
strated sensitivity to treatment change (e.g., Greenberg et al.,
1995).

Positive and Negative Affectivity Scale for Children
(PANAS-C; Laurent et al., 1999). The PANAS-C is a 30-
item self-report scale that measures the frequency with which
children have experienced various emotions in the past few
weeks on a 5-point Likert-type scale (1 = very slightly or
not at all, 5 = extremely). Designed for use with school-aged
children, the PANAS-C yields two subscales: (a) Negative
Affect (NA) that assesses frequency of negatively valenced
emotions (e.g., ashamed, tired, miserable) and (b) Posi-
tive Affect (PA), which examines frequency of positively-
valenced emotions (e.g., interested, proud, cheerful).
Psychometric evaluation of the scale reveals acceptable reli-
ability and validity (Laurent et al., 1999).

Emotion Expressivity Scale for Children (EESC;
Penza-Clyve & Zeman, 2002). The EESC is a 16-item self-
report questionnaire that measures aspects of deficient emo-
tional expression on a 5-point Likert-style scale (1 = not at
all true, 5 = extrememly true). The scale is comprised of 2
subscales: (a) Poor Awareness, which measures difficulty in
labeling internal emotional experience and (b) Expressive
Reluctance that measures a lack of motivation or willing-
ness to communicate negative emotional states to others.
Evaluation of the scale using school-aged children indicates
adequate psychometric properties (Penza-Clyve & Zeman,
2002). The Poor Awareness score was used for the present
study.

Emotion Regulation Checklist (ERC; Shields &
Chicchetti, 1997). The ERC is a 24-item adult-report mea-
sure (4-point Likert scale) of children’s typical methods
of managing emotional experiences. The checklist has two
subscales: (a) Emotion Regulation, which measures appro-
priate emotional expression, empathy, and emotional self-
awareness (e.g., “Can modulate excitement in emotionally
arousing situations”) and (b) Lability/Negativity that as-
sesses inflexibility, lability, and dysregulated negative affect
(e.g., “Exhibits wide mood swings.”). Psychometrics of the
ERC reveal adequate reliability and validity (Shields & Cic-
chetti, 1997).

Clinical Global Impression—Severity and Improvement
Scales (CGI-S; CGI-I; Guy, 1976). The CGI-S and CGI-I as-
sess severity and improvement of child’s anxiety on a 7-point
scale, with lower scores indicating less severity and more
improvement, respectively. The CGI-S and CGI-I are com-
pleted by diagnosticians or therapists. The scales have been
used successfully in a number of randomized clinical trials
for child psychopathology (March, Franklin, Nelson, & Foa,
2001). For the present study, diagnosticians who conducted
the pre- and post-treatment ADIS interviews completed these
measures.

Procedure

Participating families were referred to the CAADC for child
anxiety problems via media- and school-based outreach ef-
forts. Potential participants were screened by phone prior to
the scheduling of a baseline assessment to review their child’s
appropriateness for the study. For those treatment-seeking
families who met initial criteria, a baseline assessment was
scheduled. At the baseline assessment, the child and par-
ent ADIS interviews were conducted by reliable (κ ≥ .80)
doctoral students in clinical psychology (interrater reliabil-
ity among diagnosticians was established during the training
phase of another study; see Comer & Kendall, 2004 for a full
description of this training procedure).

At pretreatment, the sections of the ADIS-C/P for which
the child met diagnostic criteria at the baseline period(s) were
readministered. Also, KAI-R interviews were conducted
by trained interviewers, children completed the MASC,
PANAS-C, and the EESC, and the mothers completed the
MASC-P and the ERC. The assessments given at pretreat-
ment were again administered at posttreatment. The diagnos-
tician who conducted the pre- and post-treatment assessment
assigned a pre- and post-treatment CGI-S and CGI-I score.
Four children were randomized to begin treatment immedi-
ately after their initial baseline assessment; for these families
all pretreatment measures were administered at the initial
baseline assessment. Between pre- and post-treatment as-
sessments, participating children completed the ECBT pro-
gram for anxious youth (Kendall & Suveg, 2005) outlined
below. Assessments were conducted by diagnosticians who
were blind to treatment-related data (e.g., therapist’s im-
pressions; child’s compliance). Both pre- and post-treatment
audio recordings of the KAI-R interviews were coded after
all posttreatment evaluations in accordance with Greenberg
et al. (1995) by a doctoral-level student who was blind to
assessment point (i.e., pre- or post-treatment).

Intervention

Children received an average of 16 individual sessions as
specified in an ECBT manual (Kendall & Suveg, 2005).
The ECBT manual was modified from Kendall’s Coping
Cat treatment manual (Kendall, 2000). All treatment was
conducted by either a Ph.D.-level therapist or an advanced
doctoral student in clinical psychology.

Akin to CBT for anxious youth, ECBT uses role-plays,
modeling, relaxation, cognitive restructuring, contingent re-
inforcement, homework assignments, and imaginal and in-
vivo exposure tasks. The format of ECBT is also commen-
surate with CBT (first half is skills building; the last half
is for practicing the skills in emotionally-provoking situa-
tions). The fundamental difference between ICBT and ECBT
is the systematic integration of emotion-related concepts in
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ECBT in an effort to facilitate the development of both emo-
tion understanding and emotion regulation skills, beyond the
experience of anxiety. Whereas CBT includes one session
on emotion understanding, every session in ECBT includes
emotion understanding content. For example, to promote
emotion understanding, each session in ECBT begins with
the therapist and child choosing the emotion that they are
currently feeling from a large felt board. During this activity,
the therapist discusses how she knows she is feeling a par-
ticular emotion and why she is feeling that way. The child
is then encouraged to do the same. This activity facilitates
children’s understanding of emotional experiences, normal-
izes the experience of having emotions, and models for the
child ways to talk about emotions.

Another difference between CBT and ECBT is that the
former is primarily focused on the regulation of anxiety-
related experiences whereas the latter includes any emotions
that the child has difficulty regulating (e.g., guilt, anger, sad-
ness). Several activities are used to encourage the devel-
opment of emotion regulation skills. For instance, ECBT
uses emotionally provocative vignettes, in which the protag-
onist is in a situation designed to elicit a particular emotion.
The child has to consider what emotion the protagonist is
most likely to feel (e.g., anger, guilt) in that situation, tell
why the protagonist would be likely to feel that way, how
the protagonist might know they are feeling that way (emo-
tion understanding), and generate ways that the protagonist
might be able to make him/herself feel better (emotion reg-
ulation). Through this activity, the child’s repertoire of reg-
ulation strategies is broadened through brainstorming and
problem solving about the consequences of using different
methods.

During the first eight sessions the child and therapist work
as a team to identify particular emotions that the child may
have difficulty understanding/regulating. During the last 8
sessions, these emotions, in addition to anxiety, are included
in the exposure tasks (in CBT, anxiety-related experiences
are in the exposure tasks). Similar to CBT, the exposure
tasks that are generated in ECBT are targeted to the indi-
vidual needs of the child (e.g., if a child has difficulty with
sadness, the exposure tasks would be designed to elicit sad-
ness). The rationale for exposure tasks remains the same as
in CBT—to provide the child an opportunity to practice the
newly acquired skills in real situations and develop a sense
of mastery in coping with various emotions.

Results

Diagnostic status

Table 1 presents the diagnostic status of the six participat-
ing youth at pre- and posttreatment. Treatment gains were
evident in diagnostic status changes across all participants.

Clinician severity ratings (indicating the extent of severity
and impairment associated with a given disorder) assigned to
the principal diagnosis improved for 100% of the children at
posttreatment. At posttreatment, four of the children (67%)
did not meet criteria for their pretreatment principal diag-
nosis. Also, CSR’s for five of the six secondary and tertiary
pretreatment diagnoses decreased (83.33%), indicating relief
in severity and impairment associated with disorders beyond
the principal diagnoses. Three of the secondary and tertiary
diagnoses assigned at pretreatment (50%) were completely
absent at posttreatment.

Anxious symptomatology

Table 1 presents parent- and child-report of anxious symp-
tomatology (MASC). According to parents, 5 of the 6 youth
evidenced substantial improvement in anxious symptoms af-
ter completing ECBT (mean reduction in MASC score was
18.8). Child-report MASC scores suggest improvement in
anxious symptomatology for 4 of the children (67%); mean
reduction in MASC score across all children was 22.7. Of
note, the 2 children whose self-report MASC scores did
not improve after treatment had reported substantially lower
symptomatology than their parents at pretreatment assess-
ment, providing less room for improvement.

Emotion understanding and regulation

Table 2 presents data on emotion awareness, use of emotion
language, and understanding of emotion regulation. EESC
scores indicate that five of the participating children
evidenced increased awareness of emotional experience.
Child-report PANAS scores indicate reduced frequency of
positive and negative affect following treatment in four and
three of the participants, respectively (see Table 2). With
respect to parent report of children’s emotion regulation,
ERC scores indicate that, although there was modest change
in appropriate emotional expression and empathy, all six
children evidenced substantial reduction in inflexibility
and dysregulated negative affect (see Table 2). The KAI-R
interview showed that 5 of the children (83%) evidenced
increases in their use of emotion-related language (mean
increase = 6.0). Pre- and post-treatment data regarding un-
derstanding of hiding and changing emotions were available
for five of the children; all five of these children (83% of
overall sample) evidenced improvement in understanding
of hiding and changing emotions (mean increase = 5.00).

Global treatment response

CGI-S scores at pre- and post-treatment indicate that 68%
of participants evidenced a decrease in global severity asso-
ciated with their anxiety (see Table 1). Comparison CGI-I
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scores indicate that all participating children improved with
respect to global functioning.

Discussion

CBT for child anxiety leaves approximately 1/3 of those
treated with unwanted levels of anxiety at posttreatment.
ECBT has potential to improve CBT protocols because it
builds upon the strength of the CBT framework without di-
luting its value. The field’s current shift from cognition to-
ward emotion parallels the shift from behavior to cognition
in the 1960’s and 1970’s. After that time, behavior therapy
adapted by attending to cognitive processes (e.g., attribu-
tions, schemas, self-talk), which were then integrated into
theoretical and treatment paradigms. CBT may benefit from
a more focused role for emotion, with the aim of better out-
comes.

Empirical work has found that children with anxiety dis-
orders are less adept at emotion understanding and emo-
tion regulation than are children without psychopathology
(Southam-Gerow & Kendall, 2000; Suveg & Zeman, 2004;
Zeman et al., 2002). Along these lines, the present results
are promising—not only did participating youth evidence
gains in anxious symptomatology and diagnostic status, but
the participating youth also evidenced gains in emotion un-
derstanding and emotion regulation. Specifically, following
ECBT most children demonstrated improvements in their
ability to (a) identify emotional states, (b) discuss emotion-
related experiences, and (c) understand emotion regulation
strategies (e.g., changing emotions). The finding that chil-
dren were better able to identify their emotional states post-
treatment is particularly noteworthy given that correct identi-
fication of one’s emotional experience is a necessary first step
in managing emotional experiences. Regarding emotion reg-
ulation, some of the children demonstrated decreases in the
frequency with which they experienced both positive (n = 4)
and negative (n = 3) emotions. Although it may seem coun-
terintuitive that a child would experience positive emotions
with less frequency following treatment, the finding makes
sense in the context of the research literature. Specifically,
it is desirable for children to regulate emotionality (in gen-
eral) given that hyperarousal of emotional experiences may
interfere with the ability to adaptively respond in a situation
(e.g., Eisenberg, Cumberland, & Spinrad, 1998). In this way,
a decrease in both negative and positive emotional states
is consistent with improved emotion regulation. Convergent
evidence for improved emotion regulation skills is found in
the parental reports—all parents rated their children as less
inflexible, less labile, and less emotionally negative (i.e.,
ERC-Neg) following treatment. Few differences were found
between pre- and post-treatment scores regarding parents’
report of children’s appropriate emotional expression (see
Table 2). It could be that children simply did not experience

a positive change with respect to appropriate emotional ex-
pression in situations with parents, or, given that treatment
ended within a relatively short period of time (i.e., several
months) it may be that these effects were not yet evident.
Over time, after the children have had time to internalize the
skills learned and practice them across settings, parents may
notice such improvements.

A caveat to the pattern of findings discussed here regards
participant 4. Inspection of both the anxiety and emotion-
related data for this youth indicates higher overall scores
on all of the self-report measures—higher scores that reflect
improvement and higher scores that reflect increased symp-
toms. In short, it appears that this child may have reported
with global endorsement to questions that were asked. One
potential explanation for this could be that at pretreatment,
this participant met criteria for oppositional defiant disorder
(ODD) and was reportedly resistant to answering the ques-
tions that were asked of him. At posttreatment, however, this
participant was more amenable and less oppositional in the
assessment process. The higher scores on the self-report mea-
sures of both anxiety and emotion-related variables at post-
treatment may reflect this participant’s greater willingness to
disclose information at posttreatment or alternatively, may
reflect actual increases on all measures (favorable and unfa-
vorable). Of note, however, both the diagnostician and parent
independently reported improvements in anxious symptoms.

In general, the findings provide initial support for
an Emotion-focused CBT (ECBT) for anxious youth.
However, the present evaluation is not without limitations.
First, the data were multi-method (self- and other-report,
structured clinical interview) but we did not have behavioral
observation measures. Second, a multiple-baseline approach
precludes the ability to conduct statistical analyses. Finally,
we did not compare ECBT to CBT and to our knowledge,
no CBT program for anxious youth has directly assessed
emotion understanding and regulation skills at pre- and
post-treatment. Thus, it is not yet clear if emotion-related
improvements could be found with CBT. It remains to be
evaluated, but it is important to study the differential predic-
tors of favorable outcomes associated with CBT and ECBT,
and any long-term impact of ECBT on socioemotional
functioning. Future work using a randomized clinical trial
and a multi-method assessment would be of interest.
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