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Abstract
Dissemination and use of cognitive behavioral therapy (CBT), the primary evidence-based psychosocial treatment for pedi-
atric anxiety disorders, in school settings has been slow, occurring primarily in the context of randomized controlled trials 
(RCT). No data are available on the sustained use of CBT by school clinicians after research support ends. Filling this gap, 
the current study examined clinicians: (1) recall and attitudes toward a modular CBT (M-CBT), (2) sustained use of anxiety 
screening measures, (3) sustained use of M-CBT and modifications made, (4) perceived reasons and barriers to sustained 
use and (5) an exploratory examination of predictors of the sustained use of M-CBT. Participants included 43 school-based 
clinicians (77% of those originally trained in an RCT; 90% female, 73% White) who were contacted 3.43 years after their 
initial training to complete an online sustainability questionnaire. The results indicated that while most clinicians recalled 
and had positive attitudes about the M-CBT training (90%), 63% reported they continued to use M-CBT and a majority 
made modifications to the content, length and format. Predictors of the sustained use, based on 22 single predictor regres-
sion models, included greater perceived acceptability and benefits (for youth and clinicians) of the intervention and lower 
perceived difficulty of administering M-CBT components. Fewer administrative demands were also associated with greater 
sustained use. Findings suggest that additional efforts are needed to enhance the sustained use of M-CBT for anxiety in 
school settings. Targeting specific aspects of the intervention materials (difficulty, benefits) as well as lowering administra-
tive demands might facilitate the sustained use of M-CBT by school clinicians.
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Introduction

Pediatric anxiety disorders are common and are associated 
with significant impairment in functioning across social, 
academic and familial domains (Swan & Kendall, 2016). 
Fortunately, cognitive behavioral therapy (CBT) is an effec-
tive treatment for these disorders (Higa-McMillan, Francis, 
Rith-Najarian, & Chorpita, 2016). However, less than half 
of anxious youth receive this or any treatment (Merikangas 
et al., 2011). While under-treatment likely results from prac-
tical barriers to accessing treatment, such as transportation 
and costs, dissemination of CBT into settings where these 

barriers do not exist such as schools (treatment is provided 
free of charge, no need for transportation) has been slow and 
has occurred primarily in the context of randomized con-
trolled trials (RCTs; Mychailyszyn et al., 2011). Understand-
ing the reasons for the slow uptake of CBT in school settings 
is needed to improve the adoption of this evidence based-
treatment (EBT) and improve outcomes for students with 
anxiety. Understanding reasons for the lack of the sustained 
use of CBT in school settings could inform the allocation 
of funds for training to ensure the highest quality of care.

Theoretical models, such as the diffusion of innovations 
theory (DOI; Rogers, 2003) and exploration, preparation, 
implementation and sustainment (EPIS; Aarons, Hurlburt, 
& McCue Horwitz, 2011), propose intervention-specific fac-
tors that are likely to increase adoption of new interventions 
in community settings. For instance, clinician perceptions of 
the relative advantages/benefits of the new intervention, per-
ceptions that the new intervention is compatible with their 
own values (i.e., acceptability) and that the intervention is 
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easy to understand and/or low in complexity or difficulty to 
administer have all been linked with increased use. Studies 
examining these and other factors within the school setting 
specifically have identified clinician attitudes and school 
resources as important factors related to use of CBT. For 
example, Forman, Fagley, Chu and Walkup (2012) surveyed 
124 school psychologists in order to understand what factors 
(e.g., attitudes about a program and organizational factors) 
influence clinician willingness to implement interventions 
such as CBT. They found that acceptability (defined as “the 
extent to which individuals describe themselves as liking 
interventions and perceive an intervention to be fair, appro-
priate, and reasonable for an identified population”) and effi-
cacy beliefs about the intervention, as well as the perceived 
presence of organizational resources and administrator sup-
port, were predictive of clinician willingness to implement 
CBT in a school setting. These findings were similar to 
those of Elkins, McHugh, Santucci and Barlow (2011) who 
reviewed barriers to the uptake of CBT in schools and found 
that time constraints and financial concerns were common 
reasons indicated.

Data on the actual sustained use of CBT in community 
settings for pediatric anxiety disorders is still in its infancy, 
and no studies have examined the sustained use among 
school clinicians. Edmunds and colleagues (2014) recruited 
and trained a sample of community mental health clinicians 
in the Coping Cat, a CBT intervention for pediatric anxiety 
disorders. Two years after receiving the training, 44% of the 
original sample of clinicians completed follow-up question-
naires on their sustained use of CBT. The results indicated 
that 41% of clinicians re-contacted continued to use CBT 
and the most commonly used components were positive 
reinforcement, identification and management of somatic 
arousal, problem solving and cognitive restructuring; expo-
sure (thought to be the key CBT ingredient for anxiety 
reduction) was the component least likely to be used. Chu 
and colleagues (2015) also examined the uptake of CBT by 
interviewing community mental health clinicians (N = 23) 3 
to 5 years after they completed an intensive training in CBT 
as part of an RCT for anxiety (Coping Cat) or depression 
(Primary and Secondary Control Enhancement Therapy; 
PASCET). Findings relevant to the current study indicated 
that the majority of clinicians (78.5% for the Coping Cat) 
continued to use the Coping Cat but used only parts, rather 
than the entire treatment protocol. For youth with anxiety, 
the most frequently used CBT component was problem solv-
ing and the least used was exposure (45.9%). Consistent with 
DOI, one reason clinicians may not have implemented all 
treatment components could be due to higher perceived dif-
ficulty in implementation.

Taken together, only a handful of studies have examined 
the sustained use of CBT for pediatric anxiety disorders in 
community settings and none have examined the sustained 

use of CBT for anxiety disorders among school-based cli-
nicians. As more youth are being treated in schools, data 
on the extent to which school-based clinicians continue to 
utilize all or some aspects of CBT after initial training are 
needed to inform areas for future training (e.g., whether 
adoption is facilitated by adjusting components of the inter-
vention or providing specific resources to clinicians in the 
form of organizational support). The current study builds 
upon this growing literature by examining the sustained use 
of a modular form of CBT (M-CBT) in a school setting for 
youth with anxiety disorders 3.4 years after initial training 
in the context of an RCT. Specifically, this study describes 
clinicians’ responses to a sustainability questionnaire and 
examined: (1) school-based clinicians’ recall and attitudes 
about training in the study specific M-CBT modules, (2) use 
of anxiety screening measures presented during the RCT, (3) 
sustained use of the M-CBT and modifications of use, (4) 
perceived reasons and barriers to use and (5) potential pre-
dictors of sustained use of M-CBT. Informed by the litera-
ture, three domains of potential predictors were examined: 
baseline clinician characteristics (e.g., years of experience, 
theoretical orientation), organizational characteristics (e.g., 
competing demands, use of additional M-CBT supervision) 
and characteristics of the intervention materials (i.e., accept-
ability, difficulty and benefits).

Method

Participants

Initial data were collected as part of a larger school-based 
treatment effectiveness study (i.e., the School-Based Treat-
ment for Anxiety Research Study (STARS)), which com-
pared a M-CBT intervention to treatment as usual (Ginsburg, 
Pella, Pikulski, Tein, & Drake, 2020). Sixty-five school-
based clinicians enrolled in STARS were randomized to be 
trained in M-CBT, 56 (86% out of the 65) completed the 
M-CBT training, and 43 (77% out of 56) completed the cur-
rent study (i.e., the sustainability questionnaire). On aver-
age, clinicians completed the sustainability questionnaire 
3.43 years following completion of their M-CBT training. 
Similar to the original sample of clinicians, those who com-
pleted the questionnaire were predominantly female (90%) 
and Caucasian (73%) and had professional degrees, includ-
ing LCSW (22%), Masters (e.g., MA, MS, MSW; 68%) and 
Ph.D. (10%). Clinicians also had a variety of professional 
specialties, including social work (41%), school psychology 
(54%) and counseling (5%). Prior to M-CBT training, clini-
cians had a mean (standard deviation) of 12.5 (10.8) years 
of clinical experience, of which 11.1 (9.7) years included 
working with children. Clinicians’ self-reported primary 
theoretical orientation was cognitive or cognitive behavioral 
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(42%), client centered/humanistic (24%), behavioral (20%), 
psychodynamic (5%) and other (e.g., family system, eclec-
tic, solution focus; 10%) before training. During STARS, 30 
(70%) of these 43 clinicians enrolled and treated one or more 
anxious youth (mean (SD) [median] number of youths = 4.5 
(3.8) [3]). Students were referred from school clinicians, 
other school personnel, their parents or self-referred. To be 
eligible, students needed to be between the ages of 6–18 and 
have a primary anxiety disorder. Students were recruited 
from elementary, middle and high schools. The University’s 
Institutional Review Board approved all study procedures. 
For a full description of STARS treatment and procedures, 
see Ginsburg et al. (2020).

Procedures

Clinicians were recruited for STARS via flyers sent by dis-
trict supervisors and word of mouth. All participants signed 
informed consent prior to completing any study tasks and 
indicated a willingness to be contacted for future research 
projects. After completing baseline study measures, clini-
cians were randomized to be trained in M-CBT or provide 
treatment as usual (TAU). Those randomized to M-CBT 
were offered a 1-day training, assigned a M-CBT clinical 
supervisor that they had the option of meeting with weekly 
(in person or by phone) and provided with treatment and 
study materials (e.g., handouts, treatment manual and semi-
structured diagnostic interview summary). Clinicians were 
also given and trained to use the Screen for Anxiety-Related 
Emotional Disorders (SCARED), a free screening question-
naire to use with potential students. Clinicians were notified 
to start treatment once a child was determined to be eligi-
ble by the study team (i.e., had a primary anxiety disorder). 
Clinicians were expected to complete 12 weekly treatment 
sessions with the child. For the current study, clinicians who 
had indicated their willingness to participate in future stud-
ies via the original STARS study consent form were called 
and/or emailed (N = 56). The email included an invitation to 
participate in the follow-up sustainability study. If clinicians 
indicated that they were willing to complete the sustainabil-
ity questionnaire, the questionnaire was sent to them through 
REDCap. Clinicians were compensated via a gift card for 
completing the questionnaire.

Measures

The STARS Sustainability Questionnaire was adapted from 
the Therapist Follow-up Coping-Cat interview (Chu et al., 
2015). The current questionnaire included 33 items and 
assessed clinicians sustained use (e.g., Do you currently 
use any of the STARS M-CBT materials with the anx-
ious students you treat?) and modifications to M-CBT use 
(e.g., Did you modify the session length, format and/or 

content?). Furthermore, clinicians were asked to report 
the frequency of using individual M-CBT modules (e.g., 
psychoeducation and exposure) on a ten-point Likert-type 
scale (0 = Never/Not at all, 9 = All the time/Every session). 
Additional questions also examined recall and attitudes 
about the training and intervention materials, reasons and/
or barriers of continued use of M-CBT (including organi-
zation resources) and use of anxiety assessment methods 
(see Tables for specific items). Two subscales were created 
for use in the current study and were examined as predic-
tors of sustained use of M-CBT: (1) Overall Perceived 
M-CBT Difficulty (defined as clinician’s appraisal regard-
ing whether each module in M-CBT was easy to under-
stand/low in complexity or difficult to administer using 
a ten-point Likert scale ranging from 0 = very easy to 
9 = very difficult). The M-CBT Difficulty scale was created 
by summing the seven difficulty items in Table 2; Cron-
bach alpha 0.90, and (2) Overall Perceived M-CBT Accept-
ability (defined as clinicians’ evaluation of the M-CBT 
strategies as realistic and practical, easy to implement, 
fun to teach and enjoyable for children to learn rated on a 
ten-point Likert scale ranging from 0 = strongly disagree 
to 9 = strongly agree). The M-CBT Acceptability scale was 
created by summing four items (strategies are realistic/
practical, easy to implement, fun to teach and children 
enjoy learning M-CBT strategies); Cronbach alpha 0.92.

The Therapist Background Questionnaire is a 22-item 
measure completed at the baseline assessment by clinicians 
that recorded their demographic characteristics (e.g., age, 
gender, race) and professional experience (e.g., years of 
experience, level of education, professional specialty, pri-
mary theoretical orientation and primary approach in treat-
ing anxious youth).

The Evidence-Based Practice Attitude Scale Openness 
subscale (EPBAS; Aarons, 2004) is a four-item subscale of 
the EPBAS that assesses clinicians’ pre-training (i.e., base-
line) attitudes toward the use of new therapies (e.g., I like to 
use new types of therapy/interventions to help my clients). 
Clinicians responded using a five-point Likert-type scale 
(not at all, to a slight extent, to a moderate extent, to a great 
extent and to a very great extent) for each item where higher 
scores reflect more openness to using an EBT; Cronbach 
alpha in this sample for the Openness subscale was 0.78.

The Texas Christian University Organizational Readi-
ness for Change-D4 Stress subscale (TCUORC; Lehman, 
Simpson, Knight, & Flynn, 2011) is four-item subscale of 
the TCUORC completed by clinicians at baseline. Clini-
cians responded on a five-point Likert-type scale (disagree 
strongly, disagree, uncertain, agree and agree strongly) 
indicating how strongly they agree or disagree with various 
statements (e.g., there is too much pressure at work, heavy 
staff workload reduces effectiveness, I am under too many 
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pressures to do my job effectively). Higher scores indicate 
higher stress levels; Cronbach alpha in this sample was 0.83.

Data Analysis

Preliminary analyses compared baseline measures between 
two sets of groups. Using Fisher’s exact test, χ2 and/or T tests 
as appropriate, the 43 trained and consented clinicians who 
completed the sustainability questionnaire were compared to 
the 13 trained and consented clinicians who did not consent 
to complete the questionnaire. Next, the 30 clinicians who 
enrolled at least one student during STARS were compared 
to the 13 who did not. Descriptive statistics were used to 
present responses to the individual items on the sustainabil-
ity questionnaire. Next, exploratory regression analyses, set 
to a nominal 5% level of significance, examined 22 single 
predictors of M-CBT use. Specifically, individual predic-
tors of clinician reported current M-CBT use (yes/no) were 
entered into a logistic regression separately. Since most of 
the analyses only involved examining relationships between 
two variables, pairwise deletion was used when there were 
missing data.

Results

Preliminary Comparisons on Baseline Clinician 
Characteristics

Table 1 displays baseline clinician characteristics among 
those who completed the sustainability questionnaire ver-
sus those who did not. The 43 clinicians who completed the 
sustainability questionnaire were more likely to be female 
(90%; Fisher’s exact test p < 0.05) and reported CBT as their 
primary approach for treating anxious youth (Fisher’s exact 
test p < 0.05). There were no differences on any other demo-
graphic variables or the EPBAS Openness or TCUORC 
stress subscales.

Clinicians who did not enroll a child during the STARS 
study were compared to clinicians who enrolled at least one 
child. The 30 clinicians who enrolled a child during STARS 
were more likely to think M-CBT had a positive impact 
on their own clinical skills (T test p = 0.026) and used the 
changing thoughts, psychoeducation and exposure modules 
more frequently (T test p = 0.015, 0.000 and 0.011, respec-
tively). There were no other differences between groups.

Aim 1: Clinician Recall and Attitudes Toward M‑CBT

Every clinician (100%) recalled being trained in some 
component of the study treatment modules, though this 
varied by module ranging from 100% for psychoeducation 

Table 1   Comparison of 
clinician characteristics

Percents are based on non-missing data
a Fisher’s exact test
b Equal variance T test
c Evidence-based practice attitude—openness subscale
d Texas Christian University Organizational Readiness for Change Questionnaire

Variable Completed sustainability (n = 43) Did not complete sustainability (n = 13) p value

Mean (SD)
 Age 41.0 (11.2) 46.5 (13.9) 0.178b

 Years of experience 12.5 (10.8) 16.6 (11.0) 0.254b

 EBPAS—openness scalec 3.2 (0.6) 3.1 (0.6) 0.569b

 TCUORC stress subscaled 31.7 (8.8) 31.5 (7.6) 0.935b

N (%)
 Female 38 (90%) 7 (58%) 0.019a

 White 30 (73%) 5 (42%) 0.080a

 Doctoral degree 4 (10%) 2 (17%) 0.608a

 Professional specialty
  Social work 17 (41%) 4 (33%) 0.887a

  Psychology 20 (49%) 7 (58%)
CBT theoretical orientation 23 (56%) 8 (67%) 0.740a

CBT for anxiety as treatment 
approach

31 (78%) 4 (33%) 0.011a
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to 63% for the parent psychoeducation module (see 
Table 2). With respect to perceived difficulty of imple-
menting the M-CBT modules (see Table 2) exposure was 
rated the most difficult and psychoeducation the least 
difficult.

Over 90% agreed that the M-CBT training was ben-
eficial and worthwhile. Specifically, clinicians reported 
M-CBT had positive impacts on their anxious students 
(94%) and the training improved their own clinical skills 
(95%). Overwhelmingly, clinicians reported they would 
recommend the training to other school-based clinicians 
(95%).

Aim 2: Sustained Use of Anxiety Screening Measures

Sixty-five percent of clinicians reported assessing for 
anxiety in some fashion, though the frequency of using 
assessments was low (see Table 3). The most common 
assessment methods used were direct observation (81%), 
and the least common was rating scales/questionnaires 
(67%). Among the standardized anxiety assessment 
instruments taught during the M-CBT training, the Screen 
for Anxiety-Related Emotional Disorders (SCARED) was 
the most commonly used (33%).

Aim 3: Sustained Use and Modifications of M‑CBT

Sixty-three percent of clinicians reported they continue to 
use M-CBT materials to treat students with anxiety and 
56% used M-CBT to treat youth with other mental health 
or behavioral problems (see Table 4). The majority of clini-
cians administered M-CBT with modifications. The most 
common modifications reported (endorsed by 74%) were 
“administer only selected modules” and “conducted sessions 
without assigning homework every session.”

The most frequently used modules were changing 
thoughts and psychoeducation, with mean (SD) rating of 
5.9 (2.4) and 5.7 (2.3), respectively (rating scale: 0 = Never/
Not at all, 4 = Sometimes/Occasionally and 9 = All the time/
At every session). The least frequently used module was 
parent psychoeducation (see Table 4).

Aim 4: Perceived Barriers and Facilitators 
of Sustained M‑CBT Use

The descriptive results of clinicians’ responses regarding 
reasons for, and barriers to, their sustained use of M-CBT 
appear in Table 5. The top reasons for their sustained use 
reflected the acceptability of the intervention. The top 

Table 2   Clinician recall and attitudes toward M-CBT

a Rating scale ranged from 0 = very easy to 9 = very difficult
b Rating scale ranged from 0 = strongly disagree to 9 = strongly agree

Recall of training of M-CBT N (% yes)

Psychoeducation 43 (100%)
Exposure 40 (93%)
Changing thoughts 39 (90.7%)
Relaxation 37 (86.1%)
Problem solving 34 (79.1%)
Relapse prevention 30 (69.8%)
Parent psychoeducation 27 (62.8%)

Perceived difficulty of each modulea M (SD)

Exposure 4.45 (2.18)
Parent psychoeducation 4.36 (2.33)
Relapse prevention 4.19 (2.04)
Problem solving 3.31 (1.73)
Changing thoughts 3.08 (1.91)
Relaxation 2.33 (1.77)
Psychoeducation 1.93 (1.86)

Perceived value of M-CBT

M-CBT had a positive impact on my studentsb 6.91 (1.70)
M-CBT had a positive impact on my own clinical skillsb 7.32 (1.71)
Would you recommend M-CBT training for school—based clinicians 40 (95.2%)
Is it worth spending added time and effort to learn and deliver M-CBT 39 (95.1%)
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barriers were competing demands at school, caseload too 
large and not enough time in their day (see Table 5).

Aim 5: Regression Results: Predictors of M‑CBT Use

Twenty-two individual regressions were conducted, the 
results appear in Table 6. Five of the 22 variables were sta-
tistically significant predictors of sustained use. These were: 
M-CBT Acceptability scale, M-CBT Difficulty scale, per-
ceived benefits for students, perceived benefits for clinicians’ 
skills and administrative demands.

Discussion

This study explored the sustained use of evidence-based 
assessments and treatment (M-CBT) for pediatric anxiety by 
school-based clinicians an average of 3.43 years after initial 
training that occurred in the context of an RCT. Specifically, 
several aims were examined including school-based clini-
cians’ recall and attitudes toward M-CBT, their sustained use 

of anxiety screening measures and M-CBT (as well as any 
modifications to use) and whether predictors of sustained 
use of M-CBT could be identified. The results indicated that 
the majority of clinicians recalled and had positive attitudes 
about M-CBT (e.g., reported benefits for their own skills 
and for their students) and continued to use M-CBT, but 
with modifications. Several predictors of M-CBT use were 
identified, including organizational and intervention-related 
factors, which provide information that can be used to guide 
future dissemination efforts.

Clinician Recall and Attitudes Toward M‑CBT

While all clinicians recalled being trained in M-CBT, recall 
varied depending on the specific module. For example, all of 
the clinicians who completed the sustainability questionnaire 
recalled  being trained on the psychoeducation module (used 
in session one of treatment); however, only 63% of clinicians 
recalled being trained on the parent module. Reasons for this 
variability may be related to use (few clinicians met with 
parents in the RCT), perceived difficulty of implementing 

Table 3   Clinician reports of assessing for anxiety (N %)

a Screen for anxiety-related emotional disorders
b Clinician global assessment scale
c Clinician global impressions scale—severity
d Clinician global impressions scale—improvement

Do you assess for anxiety in your students? N = 37

Yes—screen whole school 2 (5.4%)
Yes—screen all referred kids 1 (2.7%)
Yes—screen selected kids only 21 (56.8%)
No 7 (18.9%)
Other 6 (16.2%)

How often do you assess for anxiety? N = 23

Before and after treatment 5 (21.7%)
Every 1–2 sessions 1 (4.3%)
Every month 2 (8.7%)
Every 90 days 5 (21.7%)
Other (i.e., as-needed basis/varies throughout the year) 10 (43.5%)

Which assessment methods do you use? N = 43

Direct observation of youth behavior 35 (81.4%)
Clinical interviews 30 (69.8%)
Rating scales or questionnaires 29 (67.4%)

Do you use… N = 36

SCAREDa 12 (33.3%)
CGASb 4 (10.8%)
CGI-Sc 2 (5.4%)
CGI-Id 2 (5.4%)
Clinician anxiety tracking form 3 (8.1%)
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the module (psychoeducation was recalled most and rated 
as the least difficult to implement) or perceived benefits 
of that specific module. Regardless of recall, attitudes 
toward M-CBT were extremely positive, with the majority 
(over 90%) of clinicians reporting that training in M-CBT 
improved their own clinical skills and led to improvements 
in their students. Further, almost all clinicians found the 
training to be valuable and would recommend it to other 
school-based clinicians. These findings are encouraging and 
consistent with other studies evaluating perceived benefits of 
training in CBT for anxiety (Woodbridge et al., 2014; Chu 
et al., 2015), and suggest that school-based clinicians found 
value in this EBT years after being trained.

We note, however, that selection bias may have inflated 
these results as clinicians enrolled in the current study were 
more likely to endorse having a CBT approach to treating 
youth with anxiety compared to clinicians who volunteered 
in the original RCT and thus, may not be representative of 
the general population of school clinicians. However, there 
was no difference between clinicians who completed the cur-
rent study and those who did not when it came to their theo-
retical orientation, differentiating clinician-reported beliefs 
(i.e., orientation) versus clinician-reported behaviors (i.e., 

approach to pediatric anxiety). This discrepancy in beliefs 
versus behaviors could mean that the two are unrelated, indi-
cating that subscribing to a CBT orientation does not mean 
that a clinician engages in CBT skills when treating pediatric 
anxiety (Creed, Benjamin Wolk, Feinberg, Evans, & Beck, 
2016; Ginsburg et al., 2020).

Sustained Use of Anxiety Screening

The majority of clinicians (65%) reported assessing stu-
dents for anxiety. However, the primary means of assessing 
whether a child was excessively anxious was through direct 
observation, rather than the use of a standardized assess-
ment tool such as the SCARED. Moreover, the frequency of 
assessing for anxiety was low—only 21% reported assessing 
for anxiety before and after treatment and only 4% reported 
assessing for anxiety at each session. Among the standard-
ized assessment measures, school clinicians were trained to 
use in the RCT, the rates of use were also low and ranged 
from 33% (SCARED) to 5% (CGI-S/I).

The lack of adoption of validated assessment tools is 
concerning and identifies an opportunity for training that 
may enhance clinical care. Utilizing validated screeners 

Table 4   Clinician reports of sustained use of M-CBT

a Rating scale ranged from 0 = never/not at all, 4 = sometimes/occasionally and 9 = used during every session

Sustained use n/N (% yes)

Do you currently use M-CBT materials with anxious youth 27/43 (62.8%)
Do you use with other mental/behavioral health 23/41 (56.1%)
I use M-CBT with modifications 19/32 (59.4%)
I use M-CBT exactly as trained 13/32 (40.6%)

Modifications to use N = 19

Administered only select modules 14 (73.7%)
Conduct sessions without assigning homework every session 14 (73.7%)
Administered without using the STAR plan 9 (47.4%)
Conduct sessions without setting an agenda 8 (42.1%)
Administered without in-session practice at every meeting 7 (36.8%)
Shorter sessions (i.e., less than 20–30 min) 7 (36.8%)
Use in group format 5 (26.3%)
Changed handouts 3 (15.8%)
Administered different anxiety thermometers/assessment systems 2 (10.5%)
Longer sessions (i.e., more than 30 min) 2 (10.5%)

Frequency of module use with anxious children (n = 36) M (SD)a

Changing thoughts 5.89 (2.38)
Psychoeducation 5.67 (2.34)
Problem solving 5.37 (2.47)
Relaxation 5.23 (2.47)
Exposure 4.33 (3.02)
Relapse prevention 3.65 (2.71)
Parent psychoeducation 2.35 (1.94)
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leads to more accurate identification of youth with mental 
health concerns, is more effective than clinician perception 
alone (Scott et al., 2009) and may result in more appropri-
ate treatment referrals. As noted, the majority of students 
with anxiety are neither identified nor treated. The broad 
use of screeners for anxiety such as the SCARED would 
help close this gap. Moreover, the use of evidence-based 
assessments–including assessment methods that incorporate 
progress monitoring and feedback for clinicians regarding 
the therapeutic alliance and child symptoms has been shown 
to improve clinician competence and child clinical outcomes 
(Bickman, Kelley, Breda, de Andrade, & Riemer, 2011).

Sustained Use and Modifications of M‑CBT

The majority of clinicians (63%) reported they continued 
to use M-CBT with anxious students on their caseload but 
also reported using it with modifications. This finding is 

consistent with those reported by Chu and colleagues (2015) 
who found that while 79% of community mental health clini-
cians were voluntarily using some components of the Coping 
Cat treatment manual with current anxiety cases 3–4 years 
after being trained, only 7.5% of their cases received the 
entire protocol.

In the current study, the two most common modifica-
tions, reported by 74% of clinicians, were administering 
only select modules and not assigning homework between 
sessions. An examination of which modules were regularly 
administered revealed that exposure, relapse prevention and 
the parent psychoeducation were administered least often. 
These findings also replicate those reported by community 
mental health clinicians (Chu et al., 2015; Edmunds et al., 
2014) and may be related to findings that clinicians find con-
ducting exposures difficult. Clinicians who do not feel effi-
cacious in their ability to use exposures with their students 
may refrain from using this strategy. This interpretation was 

Table 5   Clinician reports of reasons, barriers and resources needed for sustained use of M-CBT

a Scale ranged from 0 = strongly disagree to 9 = strongly agree
b Scale ranged from 0 = not at all important to 9 = very important

Reasons for sustained usea (n = 41) M (SD)

The intervention strategies are realistic, practical and have sound rationale 6.98 (1.54)
M-CBT modules are easy to implement 6.93 (1.58)
M-CBT is consistent with my theoretical orientation 6.76 (1.89)
Children benefit from M-CBT strategies 6.74 (1.73)
M-CBT strategies are fun to teach 6.33 (2.11)
Handouts are age appropriate for the students in my school 6.23 (2.28)
Children enjoy learning the M-CBT strategies 6.09 (1.96)
Exposure to M-CBT changed my theoretical orientation 4.47 (2.70)

Barriers to sustained usea (n = 40)

Too many competing demands at school to use M-CBT 5.63 (2.40)
My caseload was too large to use M-CBT 4.63 (2.74)
Not enough time in the day to implement M-CBT 4.42 (2.56)
Administration demands prevented me from using M-CBT 3.30 (2.55)
M-CBT is not relevant for my students because they aren’t anxious 2.58 (2.80)
M-CBT does not meet the clinical needs of my anxious students 2.39 (2.49)
Insufficient training/supervision to use M-CBT 2.37 (2.16)
M-CBT strategies are too difficult or unpleasant for children 2.13 (1.93)
Modules or materials were not user-friendly/confusing 1.95 (1.99)
I use a different theoretical orientation to treatment 1.94 (2.10)
Lack of clinical improvement in students’ anxiety 1.78 (1.69)

Resources needed to implement M-CBTb (n = 42)

Private office 8.10 (1.41)
Protected time to see anxious youth 7.48 (1.80)
Smaller caseload 6.79 (1.96)
Supervision 6.69 (2.10)
Additional training 5.86 (2.08)
Money to buy therapy materials 5.40 (2.65)
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supported by Whiteside, Deacon, Benito and Stewart (2016) 
who found that clinicians who held more positive beliefs 
about exposure were more likely to use it. Other reasons 
for why clinicians might not engage in exposures include 
worries surrounding: clinician liability (Richard & Gloster, 
2007), client dropout (Gryczkowski et al., 2013), therapeu-
tic alliance (Kendall et al., 2009) and rigidity and unpleas-
antness (Bouchard, Mendlowitz, Coles, & Franklin, 2004). 
However, research has shown that engaging in exposures 
does not lead to any of these negative therapeutic outcomes. 
Given these concerns, it is important to communicate dur-
ing clinician training that conducting exposures does not 
negatively affect the therapeutic process, and introducing 
exposures is something that should be done gradually and 
can be done flexibly, tailored to the individual’s needs and 
level of readiness (Kendall & Beidas, 2007).

Regardless, in light of data showing that both homework 
(i.e., practice between sessions) and greater amounts of 
exposure are associated with better outcomes (David-Ferdon 
& Kaslow, 2008; Kendall et al., 2005), the current findings 
suggest these are key areas to target in future trainings and 
may also reflect one factor contributing to lower response 

rates found in the STARS RCT that compared M-CBT to 
treatment as usual for students with anxiety disorders (Gins-
burg et al., 2020).

Clinician Report of Reasons, Barriers and Resources 
Needed for Sustained Use of M‑CBT

When clinicians were asked the reasons for their continued 
use of M-CBT, the majority of responses related to charac-
teristics of the intervention—specifically that the M-CBT 
strategies were practical, easy to implement, fun to teach 
and resulted in benefits for the child. In contrast, when 
asked the reasons they did not continue to use M-CBT (i.e., 
perceived barriers to use), the most common reasons were 
related to organizational demands (i.e., too many compet-
ing demands at school, large caseloads, not enough time). 
Elkins and colleagues (Elkins, McHugh, Santucci, & Bar-
low, 2011) also noted that despite perceived benefits of 
implementing CBT in schools, organizational barriers are 
often perceived as preventing dissemination and uptake. 
Given that the allocation of time is often not determined 
by clinicians themselves, having administrative buy-in to 

Table 6   Predictors of sustained 
use of M-CBT

Predictor Wald χ2 (1) test statistic OR (95% CI) p value

Clinician characteristics
Age 0.88 1.03 (0.97, 1.10) 0.349
Years of experience 0.55 1.02 (0.96, 1.09) 0.458
Female 0.31 0.51 (0.05, 5.39) 0.576
White 3.59 4.08 (0.95, 17.50) 0.058
Doctoral degree 0.22 0.61 (0.08, 4.82) 0.638
CBT theoretical orientation 0.43 0.65 (0.18, 2.34) 0.510
CBT as treatment approach 0.21 0.69 (0.15, 3.29) 0.644

Organizational characteristics
Stress 1.94 0.95 (0.88, 1.02) 0.163
Total supervision hours received 2.45 1.17 (0.96, 1.41) 0.117
Protective time to see anxious youth 0.27 0.91 (0.63, 1.32) 0.606
Too many competing demands 2.3 0.78 (0.56, 1.08) 0.129
Caseload too large 1.53 0.85 (0.66, 1.10) 0.217
Administration demands 5.26 0.68 (0.50, 0.95) 0.022
Not enough time 3.09 0.77 (0.58, 1.03) 0.079
Private office 2.09 0.65 (0.36, 1.17) 0.149
Additional training 0.42 0.90 (0.66, 1.24) 0.518
Money to buy therapy materials 0.53 0.91 (0.72, 1.17) 0.468

Intervention–related
Enrolled at least one anxious student during 

STARS
0.063 1.71 (0.45, 6.47) 0.427

M-CBT acceptability scale 5.6 1.91 (1.12, 3.26) 0.018
M-CBT difficulty scale 5.05 0.43 (0.21, 0.90) 0.025
Positive impact on students 4.91 1.93 (1.08, 3.47) 0.027
Positive impact on own clinical skills 5.86 1.81 (1.12, 2.93) 0.016
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reduce these barriers when adopting an EBT is imperative. 
Of note, the least reported barriers were that M-CBT was 
not relevant for or did not meet the needs of students. This 
finding contradicts the myth that EBTs are not applicable 
for “real world” settings and client populations.

Finally, clinicians reported on specific organizational 
resources that were important to have in order to continue 
use of M-CBT—among the most important resources 
were a private office, protected time, smaller caseloads 
and supervision. These needs align with the perceived bar-
riers and highlight modifiable organizational factors that 
can contribute to lack of sustained use of M-CBT.

Predictors of Sustained Use of M‑CBT

In an effort to identify predictors of sustained use, explor-
atory, individual regressions were utilized and included 
three broad domains (a total of 22 variables): clinician 
characteristics, organization factors and intervention 
characteristics (including perceived benefits). The strong-
est predictors (based on the magnitude of Odds Ratios) 
were clinicians’ perceptions of the intervention materials/
strategies and its perceived benefits. Specifically, clini-
cians who perceived the intervention materials as more 
acceptable (i.e., easy to use, realistic/practical and fun to 
teach) and less difficult to implement, were more likely 
to report continued use. In addition, clinicians with more 
positive beliefs that M-CBT improved their own clinical 
skills and their students’ outcomes, were more likely to 
continue to use the treatment. These findings are simi-
lar to Forman et al. (2012) who found that intervention 
acceptability and efficacy influenced implementation of 
evidence-based interventions in a school setting. This find-
ing is also consistent with components of the Diffusions of 
Innovations Theory (Rogers, 2003) which stipulates that 
clinicians are more likely to adopt an intervention that 
they perceive as beneficial (and better than what they are 
doing), consistent with their values, easy to understand 
and that provide the tangible results. Related, Chorpita and 
others (Chorpita, 2019; Reding, Chorpita, Lau, & Innes-
Gomberg, 2014) emphasize the importance of “packag-
ing” of interventions and propose that higher adoption may 
occur when interventions are packaged to match the skill 
level and preferences of the clinician being trained which 
can range from simple to complex (Becker, Park, Boustani, 
& Chorpita, 2019). Gauging clinician perception of the 
EBT along these dimensions early and consistently could 
thus be an important component when introducing new 
EBT’s in school settings in order to enhance its sustained 
use over time.

Limitations

Findings from the current study must be interpreted in the 
context of several methodological limitations. Clinicians 
who filled out the sustainability questionnaire were volun-
teers, more likely to be female and endorse a CBT approach 
than those that did not, reducing the generalizability of 
findings and potentially biasing responses. However, 33% 
of the sample that did not complete the questionnaire also 
reported  using a CBT approach, so additional research is 
needed to understand barriers to implementation and sus-
tainability of M-CBT; what clinicians say they use is not 
always what is implemented in a real-world setting (Gins-
burg, Muggeo, Caron, Souer, & Pikulski, 2019). The sam-
ple of clinicians was homogeneous which may explain the 
absence of relations between clinician characteristics and 
sustained use of M-CBT (alternatively, clinician character-
istics such as years of experience, gender, race, may not be 
associated with the likelihood of continuing to use M-CBT 
over time). The sustainability questionnaire was self-report 
which may not correspond with objective ratings of M-CBT 
use (Ginsburg et al., 2020) and was collected retrospectively. 
Future studies should track the sustained use of an EBT on 
an on-going basis and use observational methods to deter-
mine use and quality. The quality of M-CBT implementation 
and adherence and the relation between sustained use and 
child outcomes was not examined.

Conclusion

Despite these limitations, the current study extends the lit-
erature on the sustained use of an EBT by examining school 
clinicians (rather than community mental health clinicians) 
and a broad range of predictors of sustained use. Given the 
expansion of school mental health services, more data are 
needed on the sustained use within school settings. On the 
one hand, the low use of standardized assessments, which 
are of low cost, is discouraging and identifies a clear area 
for future training. On the other hand, it is encouraging that 
an average of 3.4 years after being trained, the majority of 
clinicians were still utilizing M-CBT (none had used these 
strategies prior). This supports the feasibility of implement-
ing M-CBT in a school setting despite reported barriers. Key 
reasons of continued use included clinicians’ perceptions 
that the intervention was acceptable (easy to use, fun), not 
difficult to implement and had clear benefits. The implica-
tion of these findings suggests that treatment developers (or 
trainers) would be wise to ensure that treatment materials 
are engaging and straightforward and not overly complex 
to implement. Finally, lowering administrative demands on 
school clinicians who are tasked to provide EBTs might also 
improve the adoption of these treatments.
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