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AbstrACt
Anxiety disorders are highly prevalent among children and adolescents and frequently result in impairments across multiple domains of life. While 
psychosocial interventions, namely cognitive-behavioural therapy (CBT), have been found to be highly effective in treating these conditions, significant 
numbers of youth simply do not have access to these evidence-based interventions, and of those who do, a substantial proportion (up to 40%) fail to 
achieve remission. Thus, there is a pressing need for innovation in both the delivery of evidence-based treatments and efforts to enhance treatment 
outcomes for those who do not respond to standard care. This paper reviews current innovations attempting to address these issues, including 
evidence for brief, low-intensity approaches to treatment; internet delivered CBT and brief, high-intensity CBT. Moreover, we propose a model of 
stepped care delivery of evidence-based mental health interventions for children and youth with anxiety. In general, a stepped care approach begins 
with a lower intensity, evidence-based treatment that entails minimal therapist involvement (ie, brief, low-intensity self-help or internet delivered CBT) 
and then proceeds to more intensive treatments with greater therapist involvement (ie, brief high-intensity CBT), but only for those individuals who 
show a poor response at each step along the way. Future research is needed in order to evaluate such a model, and importantly, to identify predictors 
and moderators of response at each step, in order to inform an evidence-based, fully-integrated stepped care approach to service delivery.

IntroduCtIon
Anxiety disorders are common in childhood and adolescence, with up 
to 10% of children and 20% of adolescents meeting criteria for an 
anxiety disorder at any one point in time.1 Moreover, findings from 
the National Comorbidity Survey Replication–Adolescent Supplement2 
conducted in the USA revealed that 31.9% of the adolescents met a 
lifetime prevalence of any anxiety disorder. In the past 20–25 years, 
the efficacy of cognitive-behavioural therapy (CBT) for the treatment 
of these disorders in youth has been well documented (see 3, 4 for 
reviews). For the most part, this evidence has been accrued from 
‘standard’ CBT treatments typically consisting of 9–18 weekly sessions 
delivered on an outpatient basis in either individual or group format 
and with varying levels of parental involvement. Although effective for 
most youth, between 25% and 40% are not diagnosis free following 
treatment.3 4 Furthermore, a recent systematic review of long-term 
outcome studies spanning 2–19 years following treatment found that 
approximately 30% of children failed to achieve remission over time.5 
Thus, anxiety disorders continue to result in considerable impairment 
and distress for a significant number of youth even following evidence-
based psychosocial treatments.

In partial response to these less than optimal outcomes, the use of 
other interventions as supplements to ‘standard’ CBT treatments or 
as standalone treatments for child and adolescent anxiety disorders 
has evolved. In their recent book on improving access to care and 
enhancing treatment outcomes for the paediatric anxiety disorders, 
Farrell et al6 explored a number of developments each of which utilised 
the two primary components of standard CBT: cognitive challenges 
and graduated exposure.

Methods
Here, we highlight three of these developments: (1) brief, low-inten-
sity interventions; (2) internet and computer-based approaches and 
(3) brief, high-intensity interventions. Following brief review of these 
interventions, we propose a stepped care approach to service delivery 
for anxious youth. In general, stepped care models aim to provide 
effective yet cost-efficient interventions starting with evidence-
based, low-intensity treatments with minimal therapist involvement 
and proceeding to more intensive treatments with greater therapist 
involvement but only for those individuals who show a poor response.7

PresentAtIon
brief, low-intensity interventions
Within a stepped care approach, these brief interventions are designed to 
reach more families, to be more efficient and to be most cost-effective. 
Bennett-Levy and Farrand8 refer to the development of these brief, low-in-
tensity interventions as constituting a paradigm shift—one that consti-
tutes a revolution in the delivery of mental healthcare. A variety of such 
interventions exist, ranging from self-help books, 30 min advice clinics 
and brief interventions prescribed by family physicians and mental health 
professionals in primary care settings. Illustrating this latter approach, 
Strosahl and Robinson9 recently reviewed the evidence associated with 
brief 30 min interventions in primary care settings for a variety of mental 
health problems in adults; however, as noted by them, limited evidence for 
their efficacy with anxious youth exists at this time. The first randomised 
controlled trial of a parent-delivered self-help for child anxiety with 
minimal therapist guidance was undertaken by Rapee and colleagues.10 
This trial examined the relative efficacy of a self-help book written for 
parents (‘Helping Your Anxious Child’), to a face-to-face, clinic-based 
CBT programme and a waitlist control condition. Children with general-
ised anxiety disorder, separation anxiety disorder, social anxiety disorder 
and panic disorder were enrolled. The self-help book alone resulted in 
26% recovery rate, compared with 61% for those in the face-to-face 
intervention and 7% for those in the waitlist. Importantly, Lyneham and 
Rapee11 subsequently showed that when the self-help book was supple-
mented with direct support and guidance to the parents from a ther-
apist, the recovery rates increased substantially. Furthermore, Creswell 
and colleagues12 as well as Cobham et al13 have recently shown positive 
outcomes for parent-delivered CBT interventions when supplemented 
by therapist support. For example, while brief, guided parent-delivered 
CBT was not superior to brief solution-focused therapy for child anxiety 
(n=136, 5–12 years) across four community mental health clinics in the 
UK, findings did support cost-effectiveness of the brief, guided parent-de-
livered CBT, suggesting this approach may be an appropriate, effective 
first-line treatment in National Mental Health Services.

Although low-intensity interventions, such as self-help interventions 
(without therapist support), may be less effective than face-to-face clin-
ic-based treatments, Bennett-Levy and Farrand8 note that these inter-
ventions allow for patient choice as some individuals prefer and feel 
more comfortable with such approaches over longer one-to-one therapy 
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sessions as delivered in the standard format and in mental health outpa-
tient clinics. Of course, such approaches also allow greater access to 
services, especially so in areas that do not have trained professionals 
readily available; indeed, it is unlikely that there will ever be a sufficiently 
large mental health workforce to meet the needs of youth and their fami-
lies in our societies. Finally, Bennett-Levy and Farrand8 indicate that CBT, 
given its evidentiary support and its sound underlying therapeutic prin-
ciples, is uniquely positioned to be in the foreground of this revolution. 
Although much work remains to be done,14 these approaches, especially 
when augmented with minimal therapist input (eg, 12), appear prom-
ising as a ‘first-line’ approach to reaching the many youth with anxiety 
disorders.

Internet and computer-based approaches
Computer, mobile and internet delivery methods are a second way of 
increasing access to mental health treatment for children and adoles-
cents.15 The majority of children in most Western societies now have 
access to the internet via a computer or a mobile device and they tend 
to be highly skilled in the use of such technologies. Moreover, Spence 
and colleagues15 report the internet as being a key source through which 
adolescents seek information about their mental health concerns. Of 
course, CBT is also well suited for online and computerised delivery since 
it is highly structured and typically involves a series of clearly specified 
therapy components or elements that can be implemented in a systematic 
and sequential fashion. A relatively large amount of research documents 
the effectiveness of this approach for adults with anxiety disorders.16 17

As noted by Hollis and colleagues18 and Spence and colleagues,15 
a limited number of studies support the efficacy of this approach 
with children and adolescents. More specifically, the percent of youth 
free from pretreatment anxiety diagnoses tends to be higher in those 
studies which include therapist contact during the delivery of the online 
programmes: the percent free of anxiety diagnosis is between 56% and 
80% when a therapist actively participates in the treatment, whereas 
it is around 20%–40% at post-treatment when there is minimal or 
no therapist involvement in these studies. Although the effects for 
the minimal therapist involvement were relatively small in these 
studies, they were significantly greater than that obtained in wait list 
control conditions in several studies (<10%). Moreover, at long-term 
follow-up, the number of youth free from their pretreatment diagnoses 
increased for both online conditions. The recent work of Vigerland and 
colleagues demonstrates both the immediate and lasting effects in an 
internet-based intervention that targets parents and their anxious chil-
dren.19 20 Thus, it appears that internet-delivered interventions, with at 
least some therapist involvement can result in significant reductions in 
anxiety both at post-treatment and long-term follow-up. Importantly, 
internet-delivered interventions have the potential to reach a signifi-
cant minority of youth who might not have access to standard, weekly 
face-to-face treatments.21 From a stepped care public health perspec-
tive, such findings are most important ones. However, as with self-help 
approaches, it will be necessary to replicate and extend these findings 
in future research and determine for whom these approaches are most 
likely to be effective through studies of predictors and moderators of 
treatment outcome.

brief, high-intensity interventions
In general, brief high-intensity approaches have modified more tradi-
tional or conventional CBT approaches by reducing either the number of 
sessions or the time period over which the sessions are delivered. High, 
intensive CBT treatments, like traditional CBT, is typically delivered face-
to-face and in a clinical setting—in contrast to many of the self-help and 
internet-based interventions. In a sense, and not unlike low-intensity CBT, 
these approaches also constitute a revolution in delivery of mental health 
services in that they provide psychotherapy in a non-traditional format 

outside the typical ‘therapy hour’ and in fewer than the 9–18 sessions 
that characterise traditional CBT.22–25

These brief interventions, like standard CBT, rely on cognitive change 
and exposure as critical components of treatment. Based on learning 
theory, Bouton26 early on showed that original feared associations 
(CS-US pairings) that characterise anxiety can be inhibited by newly 
formed CS-non-US pairings. Although fear memories are not erased, 
they are inhibited and ‘contextualised’ by the newly acquired pairings. 
Craske and colleagues27 suggest that for feared associations to change 
and for exposure to be maximally effective, treatment should be delivered 
in sessions that are close in proximity and that involve multiple situations 
for the new pairings to be formed. Thus, we believe that brief, intensive 
CBT approaches provide the necessary therapeutic context to maximise 
exposure therapy outcomes.

In a recent meta-analysis of 23 brief, high-intensity treatments across 
the anxiety disorders, Öst and Ollendick23 documented that these treat-
ments resulted in lower attrition rates (2.3%) than standard CBT (6.5%). 
They also noted the effect sizes (ES) for comparison of these treatments 
with wait-list (1.47) and placebo (0.91) conditions were significant, 
whereas the ES for comparison with standard CBT (0.01) was not. 
Positive outcomes on remission rates were evident at post-treatment 
and follow-up for these treatments (54%/64%) which were equiva-
lent to standard clinic-based CBT (57%/63%) and superior to placebo 
(26%/35%) and waitlist control conditions (7%/9%). These 23 studies 
included youth with specific phobia, separation anxiety disorder, social 
anxiety disorder and panic disorder. From a stepped-care perspective, 
these brief high-intensity interventions represent an alternative, equally 
effective but more efficient approach to standard weekly CBT (ie, 9–18 
sessions).

Implications for a stepped care approach
Given the high prevalence of anxiety disorders in youth, the fact that 
many children and adolescents do not receive the best evidence-based 
treatments that are available and that a significant minority (up to 40%) 
are not diagnosis free following use of these evidence-based interven-
tions,6 the need to develop, evaluate and disseminate interventions that 
are more readily available, accessible, promote adherence and evidence-
based is evident. Here, we highlighted three interventions that show 
considerable promise as standalone treatments for youth with varying 
levels of anxiety and its disorders. They range from low-intensity self-help 
strategies (eg, bibliotherapy) to internet/computer-based interventions to 
brief high-intensity interventions. These interventions vary considerably 
with the amount of therapist involvement: minimal therapist involvement 
in the self-help interventions, modest involvement in the internet-based 
interventions and greatest involvement with the brief intensive CBT inter-
ventions. In general, a stepped care approach begins with a low-intensity, 
evidence-based treatment that entails minimal therapist involvement 
and then proceeds to more intensive treatments with greater therapist 
involvement but only for those individuals who show a poor response at 
each step along the way.6

Recently, Rapee et al28 published the first RCT of a stepped care 
treatment for child anxiety. In this trial, 281 youth with anxiety disorders 
(6–17 years of age) were randomly allocated to receive either empirically 
validated CBT (standard care) or stepped care involving the following: 
(1) low-intensity (guided self-help); (2) standard CBT (~10 sessions 
CBT); and (3) individually tailored treatment (~10 sessions tailored 
CBT). Results revealed no significant differences across the treatment 
conditions on any outcomes; however, the stepped care model resulted 
in significantly less therapist time, providing evidence for cost-effective-
ness. This RCT provides preliminary empirical support for one approach to 
stepped care for youth with anxiety disorders and highlights the potential 
cost benefits and efficiencies of such a model.
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dIsCussIon
In order for the field to advance, additional research is needed regarding the 
efficacy of alternate models of stepped care, as well as evidence to inform 
whom these treatments work best. For example, stepped care models are 
unlikely to be an efficient model of service delivery for children with severe 
and comorbid conditions, whereby low-intensity steps may result in undue 
delays in accessing an adequate dose of intervention. For example, given 
that pretreatment severity of child anxiety is one known predictor of both 
short–term and long-term outcomes,5 children with subclinical and mild 
anxiety disorders may be prime candidates for lower intensity interventions, 
whereas children of moderate severity may be more efficiently and effec-
tively treated by commencing with a brief, but high-intensity intervention 
in the first step of care. Although such an integrated approach to care has 
been attempted with adults with anxiety disorders,29 it has not yet been 
attempted in the paediatric anxiety area. Moreover, research is needed to 
compare the efficacy of low-intensity treatments (step 1), relative to an inte-
grated stepped care model, and treatment-as-usual; in order to determine 
the efficacy and cost-effectiveness of stepped care, relative to more a single 
dose of low-intensity treatments.

From a stepped care vantage point, we suggest that a self-help-
based approach (including bibliotherapy with therapist guidance) as well 
as internet-based CBT (again with therapist assistance) constitute the 
first step in intervention, at least for those youth who experience mild 
forms of anxiety disorders. These approaches are widely available and 
can be supplemented by support from mental health professionals with 
varying degrees of training.30 For those youth who do not respond to this 
initial step or for youth with more severe presentations, we recommend 
advancing to or commencing treatment with brief, high-intensity CBT 
since these abbreviated treatments are equally effective with standard 
CBT approaches. They are more cost-efficient to the patient and the 
therapist time commitment is significantly less than that for standard 
weekly CBT approaches. With this step, another subset of youth is likely 
to respond. For the remainder of youth who are non-responsive at this 
step, we propose a second course of brief, high-intensity CBT or a trial 
of standard CBT. However, we must once again note that although each 
of these interventions has been shown to be effective for children with 
anxiety disorders, their utility within a stepped care framework such as 
we propose here has not yet been empirically tested.

Finally, for those youth who still do not respond, augmentation of CBT 
with a pharmacologic agent might be considered. A number of trials 
using the selective serotonin reuptake inhibitors (SSRIs) have shown the 
superiority of this agent over placebo in children with separation, social 
and generalised anxiety disorders. These preliminary studies culminated 
in the Child/Adolescent Anxiety Multimodal Study (CAMS).31 CAMS 
was the first large, multicentre, comparative efficacy study of 488 youth 
suffering from separation, social and generalised anxiety disorders and 
evaluated the efficacy of not only the SSRI, sertraline, but also CBT, their 
combination and a pill placebo control condition. This important study 
showed that sertraline was equivalent to standard CBT with both treat-
ments superior to a placebo control condition. It also showed that the 
combination of CBT with sertraline was far superior to either treatment 
alone, resulting in near 80% recovery rate at post-treatment. However, 
this difference was no longer present at 6 months or 6-year follow-up, as 
all treatments were equally effective. More recently, the serotonin norepi-
nephrine reuptake inhibitor (SNRI) duloxetine was shown to be more 
effective than a pill placebo in children and adolescents with generalised 
anxiety in a randomised control trial.32 Unfortunately, duloxetine was not 
compared with CBT in this trial nor was it explored as an augmentation 
agent to boost the effects of CBT, potentially resulting in even greater 
outcomes than when used alone. While considerable evidence supports 
the use of SSRIs over placebos for paediatric anxiety disorders, at least 
this one study by Strawn and colleagues32 demonstrates the efficacy of 
a SNRI, providing an additional avenue to explore if the SSRIs are not 
shown to be effective augmentation strategies. We exercise additional 

caution here however as a variety of symptoms including dizziness, 
lightheadedness, excessive sweating, irritability, dysphoria and insomnia 
have been reported when these medications are both administered and 
discontinued. In addition, assuming the SSRI or SNRI is effective, Avari 
and colleagues33 have recently recommended that the medication be 
continued for up to 1 year after remission to ensure that the child has 
the best chance to come off the medication without a return of symp-
toms. To us, the negative side effects and the necessity of prolonged 
administration of the drug even following remission suggest that these 
pharmacological agents be used only after at least two adequate courses 
of CBT have been attempted and only when they are used in combination 
with CBT to be maximally effective.

ConClusIons
In sum, we propose that more youth can be reached within a stepped care 
approach that includes evidence-based interventions at various levels of 
care. Stepped care approaches provide greater flexibility (accommodating 
for therapist and patient preferences), more efficient models of care and 
the possibility that more patients will achieve remission. Although the future 
of stepped care for youth with anxiety is drawing near, much research is 
desperately needed to establish the predictors and moderators of treatment 
response and remission rates at each level of care. As noted by Bower and 
Gilbody,7 the potential clinical and economic benefits of stepped care are 
likely dependent on underlying assumptions of equivalence in terms of clin-
ical outcomes at various levels of care, demonstrated efficiency in terms 
of resource use and costs, and the acceptability of what they refer to as 
‘minimal interventions’ to both patients and therapists. Furthermore, an 
empirically supported implementation framework must be developed to fully 
evaluate this stepped care approach.
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