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Abstract 
 

The objective of the study was to evaluate the effectiveness of cognitive behavior therapy 

(CBT) for the children suffering from anxiety disorders. For conducting the study 109 children and 

adolescents aging 717 with primary diagnosis of anxiety disorders from five government and non

government institutions were randomly allocated to CBT based treatment group (TG) or a waitlist   

group (WLG). CBT based Cool Kids Anxiety Program was used for intervention purpose. 

Assessment data during preintervention, postintervention (2 and ½ months from preintervention) 

and followup(1 month from postintervention) were collected from both of the groups. It was found 

that the symptoms and comorbid other internalizing (depression, cognitive bias) and externalizing 

problems (negative behavior) decreased significantly in the CBT group or TG after the intervention 

according to both child and parent report when there was no significant change in symptoms in the 

waitlist group. The study contributes to the evidence base for using CBT as an effective intervention 

process in treating the anxiety disorders of the young population of our country. 
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  Mental health problems are very common in children. One in five children suffers from a 

mental health problem and 80% of chronic mental disorders begin in childhood (Merikangas 

et.al.,2010). It has also been found that untreated mental health problems of childhood are highly 

relatedin developing different mental health problems in later life. Low and middle income 

countries have higher burden of mental disorders than economically developed countries (Bass 

et.al.,2012; Hock et.al.,2012). The national survey conducted between 2003 and 2005 illustrated 

the high (16.1%) burden of mental disorders in Bangladesh (Islam & Biswas, 2015). Overall 

prevalence of child and adolescent psychiatric disorders varied from 11% to 22.9% among young 

people ( Hossain, Ahmed, Chowdhury, & Niessen, 2014; Mullick & Goodman, 2000; Mullick 

&Goodman, 2005) that constitute around 5 million children and adolescents of the countryhave 

psychiatric disorders (Mullick &Goodman, 2005).  

 A considerable amount of internalizing (e.g., anxiety, depression, somatic complaints etc) 

and externalizing (e.g., aggression, delinquency, etc) behavior problems of childhood have been 

seen to persist into adulthood if remain untreated (Narusyte, Ropponen, Alexanderson, & 

Svedberg, 2017; Hofstra, van der Ende & Verhulst, 2002; Rutter,1995).Association has been 

found between mental health problems in childhood and work disability in adulthood (Kim

Cohen et.al., 2003; Copeland et.al., 2009). Again, untreated childhood internalizing behavioral 

problems were suggested to have homotypic continuity (i.e., predicts the same disorder over 

time), whereas externalizing behavior problems demonstrated heterotypic (i.e., predicts another 

disorder over time) prediction of psychopathology in adulthood (Hofstra et.al., 2002; KimCohen 

et.al. 2003; Copeland et.al, 2009).Statistics shows that 50% of all psychiatric illness occurs 

before the age of 14 and 75 percent by the age of 24 (Kessler, Berglund, Demler, Jin, & Walters, 

2005). So,to ensure healthy development of a fully functional individual to his/her adulthood, it 
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is very important to identify and treat the mental health problems early in childhood. 

Among various types of internalizing disorders, anxiety disorders are the most common 

forms of psychiatric problems in children and adolescents (Arendt,Thastum,&Hougaard, 2016; 

Child Mind Institute, 2015; Pine & Klein, 2008; Ford, Goodman & Meitzer, 2003). During last 

decade, the health care providers have recognized an increase of anxiety in young people (Belfer, 

2008; WHO, 2001)and in a recent study a 17% increase in anxiety disorders diagnoses has been 

identified (Bitsko et.al., 2018). It has also been found that anxiety disorders co occur frequently 

with numerous other psychiatric disorders (Essau, Conradt, Ollendick, & Tech, 2012) and can 

become chronic with a negative outcome if it begins early in life keeping untreated (Keller et al., 

1992; Ollendick & King, 1994). So, for identifying the disorders in an early stage of life it is 

very necessary to understand the nature and management of the problems properly.  

 Anxiety disorders are a group of mental disorders characterized by significant feelings 

of excessive fear, anxiety and related behaviors, whereas fear is the emotional response to real or 

perceived imminent threat and anxiety is anticipation of future threat (American Psychiatric 

Association, 2013). Sometimes these fears or stressors prove too much to handle for a child, and 

the normal comforts that adults can provide don’t quite seem to be enough. In these cases, a child 

may have a diagnosable anxiety disorder (Smith, 2019). 

 The anxiety disorders differ from one another in the types of objects or situations that 

induce fear, anxiety, or avoidance behavior, and the associated cognitive ideation. If the 

persistence of stressinduced anxiety or fear last for 6 months or more, then it can be considered 

as one of the anxiety disorders. Although the criterion for duration is intended as a general guide, 

there are allowance for some degree of flexibility and sometimes it is shorter duration in children 

(as in separation anxiety disorder and selective mutism; APA, 2013). 
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 According to DSM5 there are different types of anxiety disorders that are common in 

children too (APA, 2013). These are separation anxiety disorder, selective mutism, specific 

phobia, social anxiety disorder (social phobia), panic disorder, panic attacks, agoraphobia, 

generalized anxiety disorder, substance/medicationinduced anxiety disorder. But a number of 

key changes are now found in the DSM5 from DSM4 in anxiety disorders (Roberts and Louie, 

2014).Some DSM4 disorders have been removed from and some others are added to the anxiety 

disorders’ diagnostic class in DSM5. For instance obsessive–compulsive disorder (OCD), post

traumatic stress disorder (PTSD) and acute stress disorder have been moved into separate 

diagnostic classes when separation anxiety disorder and selective mutism have been moved into 

the DSM5 anxiety disorders class (formerly under the chapter on, ‘disorders usually first 

diagnosed in infancy, childhood or adolescence) (Murphy & Hallahan, 2016). Though OCD 

PTSD have components of anxiety in them, these will also be considered as anxiety disorders in 

the present study. The definition and some relevant information about these disorders are given 

below. 

 Separation  anxiety disorder is characterized by excessive fear or anxiety concerning 

separation from home or attachment figures. Children with this disorder may be unable to stay or 

go in a room by themselves and may display "clinging" behavior, staying close to or 

"shadowing" the parent around the house, or requiring someone to be with them when going to 

another room in the house. They have persistent reluctance or refusal to go to sleep without 

being near a major attachment figure or to sleep away from home. When separated from major 

attachment figures, children with separation anxiety disorder may exhibit social withdrawal, 

apathy, sadness, or difficulty concentrating on work or play.  
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 Selective mutism is characterized by consistent failure to speak in specific social 

situations in which there is an expectation for speaking (e.g., at school) despite speaking in other 

situations. When encountering other individuals in social interactions, children with selective 

mutism do not initiate speech or reciprocally respond when spoken to by others. They will speak 

in their home in the presence of immediate family members but often not even in front of close 

friends or seconddegree relatives, such as grandparents or cousins. This disorder may include 

excessive shyness, fear of social embarrassment, social isolation and withdrawal (Carbon et al. 

2010; Cohan et al.2008), clinging, compulsive traits, negativism, temper tantrums, or mild 

oppositional behavior (Cohan et al. 2008). Although children with this disorder generally have 

normal language skills, there may occasionally be an associated communication disorder, 

although no particular association with a specific communication disorder has been identified 

(Manassis et al. 2007). 

 Specific Phobia is characterized by marked fear or anxiety about a specific object or 

situation which is termed as phobic stimulus (e.g., flying, heights, animals, receiving an 

injection, seeing blood). Animal (e.g., spiders, insects, dogs), natural environment (e.g., heights, 

storms, water), blood injection injury (e.g., needles, invasive medical procedures), situation 

(e.g., airplanes, elevators, enclosed places), or others (e.g., situations that may lead to choking or 

vomiting: in children, e.g., loud sounds or costumed characters) are considered as phobic 

stimulus.  In children, the fear or anxiety of the phobic stimulus may be expressed by crying, 

tantrums, freezing, or clinging (DSMV).  

 Social Anxiety Disorder previously known as Social Phobia is characterized by marked, 

or intense, fear or anxiety of social situations in which the individual may be scrutinized by 

others. In children the fear or anxiety occurs in peer settings and not just during interactions with 
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adults. The individual fears that he or she will be negatively evaluated. Children may express the 

fear or anxiety by crying, tantrums, freezing, clinging, or shrinking in social situations. He or she 

will often avoid the feared social situations. Avoidance can be extensive (e.g., not going to 

parties, refusing school) or subtle (e.g., over preparing the text of a speech, diverting attention to 

others, limiting eye contact). 

 Panic Disorder is characterized by recurrent unexpected panic attacks. A panic attack is 

an abrupt surge of intense fear or intense discomfort that reaches a peak within minutes, and 

during which time different physical (e.g. palpitations, pounding heart, or accelerated heart rate; 

sweating; trembling or shaking; sensations of shortness of breath or smothering; feelings of 

choking; chest pain or discomfort; nausea or abdominal distress; feeling dizzy, unsteady, light

headed, or fain) and cognitive symptoms (e.g. depersonalization, fear of losing control or “going 

crazy.” fear of dying) occur. In addition to worry about panic attacks and their consequences, 

many individuals with panic disorder report constant or intermittent feelings of anxiety that are 

more broadly related to health and mental health concerns. 

 Agoraphobia is characterized by marked, or intense, fear or anxiety triggered by the real 

or anticipated exposure to a wide range of situations. The symptoms can occur in different type 

of situations like using public transportation, such as automobiles, buses, trains, ships, or planes; 

being in open spaces, such as parking lots, marketplaces, or bridges; being in enclosed spaces, 

such as shops, theaters, or cinemas; standing in line or being in a crowd; or being outside of the 

home alone (Wittchen et al. 2010). When experiencing fear and anxiety, individuals frequently 

believe that escape from such situations might be difficult (e.g., "can't get out of here") or that 

help might be unavailable (e.g., "there is nobody to help me") when paniclike symptoms or 

other incapacitating or embarrassing symptoms occur (5th ed.; DSM5). 
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 Generalized Anxiety Disorder (GAD) is characterized by excessive anxiety and worry 

(apprehensive expectation) about a number of events or activities. Children with generalized 

anxiety disorder tend to worry excessively about their competence or the quality of their 

performance. During the course of the disorder, the focus of worry may shift from one concern to 

another. One of the distinguishing features of GAD from nonpathological anxiety is that the 

worries associated with GAD are excessive and typically interfere significantly with 

psychosocial functioning, whereas the worries of everyday life are not excessive and are 

perceived as more manageable and may be put off when more pressing matters arise (DSMV). 

Different  types of somatic symptoms like sweating, nausea, diarrhea, accelerated heart rate, 

shortness of breath, dizziness, irritable bowel syndrome, headaches etc are found for the 

excessive stress experienced in this disorder (5th ed.; DSM-5). 

  Obsessive-compulsive disorder (OCD) is a mental disorder in which children 

have unwanted and repeated thoughts, feelings, ideas, sensations (obsessions), and behaviors that 

drive them to do something over and over (compulsions) (APA, 2013). 

 Posttraumatic stress disorder (PTSD) is a psychiatric disorder that can occur in 

children who have experienced or witnessed a traumatic event such as a natural disaster, a 

serious accident, a terrorist act, war/combat, rape or other violent personal assault. People with 

PTSD have intense, disturbing thoughts and feelings related to their experience that last long 

after the traumatic event has ended (APA, 2013). 

 Prevalence studies on childhood mental disorders show that anxiety disorders are 

affecting around 10% of children and adolescents (Mcloone, Hudson, & Rapee, 2006; Frod et.al., 

2003). A recent metaanalysis found the mean estimate of prevalence for any anxiety disorder to 

be 12.3% in children (age 6–12) and 11.0% in adolescents (age 13–18) (Costello, Egger, 
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Copeland, Erkanli & Angold, 2011; Kessler et. al., 2005). According to the summarized 

epidemiological studies on children and adolescents by GrillsTaquechel and Ollendick (2013) it 

was found that the prevalence for any anxiety disorder ranged from 8% to 19%, whereas the 3

month prevalence ranged from 2% to 9%. It was also found that As many as one child in any 

regular school class is likely to suffer from an anxiety disorder (CartwrightHatton, McNi col, & 

Doubleday, 2006). In another study Kessler et al. (2012) found that 24.9% adolescents of 13–17 

years old suffered from at least one anxiety disorder during the past 12 months. Teens and their 

parents are now recognizing that anxiety disorders can be serious and they are beginning to 

advocate for treatment at a level that far surpasses careseeking a generation ago. Anxiety is 

considered to be  the number one cause for concern at college counseling services (LeViness, 

Bershad, & Gorman, 2017). 

 Although there is a high perevelance rate of anxiety disorders among young population, 

according to multiple experts who treat children with it suggest that the disorders are still 

woefully underdiagnosed (Weir, 2017). Golda Ginsburg, PhD, a psychologist and professor at 

the University of Connecticut Health said that The majority of children with anxiety never 

receive treatment. One reason for that might be that anxiety symptoms are so variable. Kids with 

generalized anxiety often feel overwhelmed with worry, and some have physical symptoms such 

as headaches or stomachaches. Others have intense anxiety that prevent them from doing things 

like going to birthday parties or participating in extracurricular activities. Some have specific 

phobias—fear of the dark or of dogs, for instance—while still others experience obsessive

compulsive disorder (Weir, 2017).Often parents, teachers and even some healthcare 

professionals don't realize the severity of a child's anxiety or recognize that it should be treated, 

says psychologist Wendy Silverman, PhD, director of the Yale Child Study Center Program for 
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Anxiety Disorders at Yale School of Medicine.  

Anxiety disorders has many short term (Kendall et al. 2004;Costello et. al., 2003; 

Connolly et al., 2007) and long term consequences. They not only cause distress, but is also 

related to higher rates of negative impact on academic, depression, attention and concentration 

difficulties, poor selfesteem, physical problems and increased difficulty developing peer 

relationships  andsocial performance ( Kendall et al. 2004; Costello, Mustillo, Erkanli, Keeler, 

&Angold, 2003; Ialongo, Edelsohn, Werthamer Larsson, Crockett, &Kellam, 1996; Strauss, 

Frame, & Forehand, 1987). According to Bennett et al. (2013) anxiety disorders are associated 

with debilitating consequences like poor school performance, disrupted relationships with peers 

and adults, and diminished participation in the normal activities of childhood and adolescence 

(Connolly et al., 2007).In addition, anxiety disorders are often fairly chronic and anxiety that 

begins before age 18 often persists into adulthood (Pine et al., 1998; Woodward et al., 2001; 

KimCohen et al., 2003; Kessler et al., 2005). And if the disorder remain untreated, they predict 

future psychopathology in adolescence and early adulthood (Pine, Cohen, Gurley, Brook, & Ma, 

1998) and are associated with depression, suicidal ideation, suicide attempts, and alcohol or 

substance abuse (Gould et al., 1998; Low, Lee, Johnson, Williams, & Harris, 2008). It can also 

cause a lifetime of diminished life quality characterized by failed adult relationships, decrements 

in role functioning, poor labor market participation, loss of worker productivity and reduced 

income, increased need for social welfare assistance and decreased social role functioning, poor 

physical functioning. (Bennett et. at., 2013; Comer et al., 2011, Mendlowicz & Stein, 2000; 

Kessler & Frank, 1997). According to Comer et al. (2011) anxiety disorders may increase the 

risk of developing or maintaining some general medical disorders in vulnerable individuals. It 

was found that compared to respondents without anxiety disorders, higher proportions of 
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respondents diagnosed with each of the 12month DSMIV anxiety disorders reported being 

diagnosed with hypertension, angina pectoris, tachycardia, stomach ulcer, gastritis, and arthritis. 

It was also found that gastric secretions associated with chronic worry in GAD may promote 

peptic ulceration (Goodwin & Stein, 2002). Unfortunately it is seen that that86% of those with 

anxiety disorders either do not seek treatment, or use treatments (National Institute of Mental 

Health: Mental Health facts and statistics, 2013) and 60% of all individuals with an anxiety 

disorder seek help with a mean delay of 8 years(Christiana, Gilman, Guardino, Mickelson, 

Morselli, Olfson & Kessler, 2000; Simon & Bögels, 2009). 

 As the symptoms of anxiety disorders begin to develop from early childhood (5th ed.; 

DSM-5) it is very important to develop and evaluate effective treatment alternatives for children 

suffering from these disorders. (Thulin, Svirsky, Serlachius, Andersson, & Öst, 2014). 

Psychological interventions for children adolescents face special challenges often due to the 

nature of problems shown in anxiety disorders and in youth these problems are often over 

looked (e.g. aggression, shyness) (Chavira, Stein, Bailey, & Stein, 2004; Mehta & Sagar, 2015). 

As a result a great number of children and adolescents carry their anxiety disorder on into 

adulthood (Keller et al., 1992), where it has been found to be a precursor of comorbid depression 

(Roza, Hofstra, van der Ende, & Verhulst, 2003), substance abuse (Bennett et. al., 2013; 

Manassis et. al.,2004; Costello et al., 2003), and other anxiety disorders (KimCohen et al., 2003; 

Pine, Cohen, Gurley, Brook, & Ma, 1998). So, early identification and intervention of childhood 

anxiety disorders is important. 

 It has been found that child and adolescent mental health services are limited throughout 

the globe. A Recent data from the WHO Mental Health Atlas (2005) showed that the need for 

child and adolescent mental health services are not fully met anywhere in the world. The 
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situation is comparatively worse in developing countries, including Bangladesh, and a significant 

gap has been noticed between the need and service provision (Jesmin, Muhammad, Rahman, & 

Muntasir, 2016).  

 Bangladesh is a developing country with the total population of about 150 million and the 

5–14 years age group constitutes 26% of the population (Bangladesh Bureau of Statistics, 2010). 

The reports of current global epidemiological data have constantly indicated that up to 20% of 

children and adolescents suffer from a disabling mental illness, and 50% of all adult mental 

disorders have their onset in adolescence (Belfer, 2008). According to data from the Institute of 

Mental Health and Research obtained in 1990 it was found that childhood mental disorders in the 

outpatient department (OPD) were 9% (Mullick, Khanom & Islam, 1995). The first child and 

adolescent mental health screening study in Bangladesh reported a predictive prevalence of 

mental health problems of 17.9% using the selfreported Strengths and Difficulties 

Questionnaire. Of this, emotional disorder was 10.5%, any conduct disorder (CD) was 5.6%, and 

any hyperkinesis was 3.1% (Mullick & Goodman, 2001). largescale community survey showed 

that the psychiatric morbidity among 5 to 17 year old children was 18% (Rabbani et al., 2009). 

Consistent with the previous studies a recent study has also found that the overall proportion of 

psychiatric disorders among children and adolescents attending pediatric outpatient department 

(OPD) is 18% among which  behavioral disorders were 9% of the overall disorders and 

emotional disorders were 15%. The study also showed that the overall proportion of emotional 

disorder was the highest (15%) among all psychiatric disorders. Specially anxiety disorders alone 

cover a large area in this proportion such as,  Separation anxiety disorder (1.7%), Phobic anxiety 

disorders (1.7%), Social anxiety disorder (1.3%), Panic attack (0.8%), Generalized anxiety 

disorder (0.4%), Obsessive compulsive disorder (2.5%). Again it is well reported that anxiety 
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disorders are highly comorbid with other emotional disorders. Recently in a national daily 

newspaper it was reported that about 69 lakh people suffer from anxiety disorders in Bangladesh 

and the ranking of the disorder is the highest among the WHO's South East Asia Region in our 

country(The Daily Star, February 27, 2017). In Global health statistics of Health Grove (2013) it 

was also showed that anxiety disorders in Bangladesh has increased by 11.5% since 1990. 

Considering these facts it is very important to immediately address the childhood anxiety 

disorders in Bangladeshi children. 

 Though the mentioned prevalence rate studies suggest that anxiety disorders are very 

common in the children and adolescents of our country, no study on the prevalence rate of 

anxiety disorders among the school going Bangladeshi children has yet been done. But from a 

study among school going adolescents in an urban area of South India it was found that about 

54.7% participants had one or the other type of anxiety and 60% of the participants having 

depression had one or other type of anxiety (Jayashree, Mithra, Nair, Unnikrishnan, & Pai, 

2018). In another review study conducted on Iranian children and adolescents it was found that 

all anxiety disorders were mostly investigated with the prevalence rates ranging from 6.8% to 

85%  in different cities of Iran (Zarafshan, Mohammadi & Salmanian, 2015). In this situation it 

is very necessary to take necessary steps for assessing the rate of  anxiety disorders in the 

children and adolescents of our country and preventing the problem. But in the context of 

Bangladesh, children and adolescents and their caretakers hesitate to seek help from mental 

health professionals; rather they prefer pediatric medical settings for treatment and support 

(Jesmin, Muhammad, Rahman, & Muntasir, 2016). Moreover in emotional disorders specially in 

anxiety disorders children may express their psychological distress through somatize symptoms 

like irritability, restlessness, aggressiveness, isolation, carelessness with personal hygiene and 
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selfcare, hypersensitivity with social withdrawal etc (DSM5). Other studies also support that 

child psychiatric disorders often present in the context of somatic symptoms  and are more 

common in children with chronic and acute pediatric disorders (Jezzard,1995; Gledhill et al., 

2000; Judge et al., 2002). So, proper awareness and intervention should be initiated in the 

context of Bangladesh in this regard. 

 Psychological interventions for treating anxiety disorders in children and adolescents are 

of three types, therapeutic, preventive or focused on enhancing specific skills (Kendall 2006). 

Different types of psychological interventions are considered either well established or probably 

efficacious by several researchers. These include psychodynamic approach, behaviour 

modification, multi systemic therapy, functional family therapy, graduated exposure, modelling, 

cognitive behaviour therapy (CBT) for a variety of problems and parent management training 

(Ollendick & King 2004). More recently, in addition to CBT, dialectic behaviour therapy and 

interpersonal therapy have also been reported to show promising outcome (Ollendick & King 

2004; Report of the Children’s Evidence Based Practices Expert Panel 2005). 

 Among different types of treatment approaches  Cognitive Behavior therapy (CBT) is one 

the most effective evidencebased psychological interventions to overcome anxiety (Bennett et 

al., 2013; Kendall & Hedtke, 2006; Rapee & Abbott, & Lyneham, 2006; Waters, Ford, Wharton, 

& Cobham, 2009). Cognitive behavioral therapies are a group of therapies that include both 

cognitive and behavioral interventions and it is a timeoriented and problemfocused 

psychological therapy (Mehta & Sagar, 2015). In the past two decades an increasing number of 

studies have been done on CBT for youths with anxiety disorders. Previous summaries of 

outcome evaluations of cognitivebehavioral therapy (CBT) for anxious youth have concluded 

that the treatment is “Probably Efficacious” (APA Task Force on the Promotion and 
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Dissemination of Psychological Procedures, 1995; Ollendick & King, 2012; Silverman, Pina, & 

Viswesvaran, 2008). In a systematic review of 10 RCTs of CBT for anxious children it was also 

found that 56% no longer fulfilled the criteria for a diagnosis after treatment, a figure that 

increased to 63% at 6 to 12month follow up (CartwrightHatton, Roberts, Chitsabe san, 

Fothergill, & Harrington, 2004). Two recent metaanalyses have identified 48 (Reynolds et al., 

2012) and 41 (James et al., 2013) randomized controlled trials of CBT for youth anxiety and 

concluded that CBT is an efficacious intervention for youth anxiety disorders.  

 Generally CBT for anxious youth is typically comprised of (a) psychoeducation, (b) skill 

training, including the development of affect recognition, cognitive restructuring, relaxation, and 

problem solving, and (c) exposure to feared stimuli (Mehta & Sagar, 2015). Different CBT based 

intervention manuals are available for the psychological intervention of anxiety in children and 

adolescents. These are Cool Kids (7–17 years)  program (Rapee, Wignall, Hudson, & Schniering, 

2000; Rapee, Lyneham, Schniering, Wuthrich, Abbott, Hudson, & Wignall, 2006); Coping Cat 

(7–13 years) program (Kendall & Hedtke, 2006b); Modular cognitivebehavioral therapy for 

childhood anxiety disorders (Chorpita, 2007); Child anxiety disorders: A familybased treatment 

manual for practitioners (Wood & McLeod, 2008); From Timid to Tiger: A treatment manual for 

parenting the anxious child (CartwrightHatton, Laskey, Rust, & McNally, 2010). 

 Among the CBT based psychological intervention manuals, Cool Kids isof  the most 

effective and evidence based psychological treatment program that has been developed for 

helping the children and adolescents suffering from anxiety disorders. It teaches children and 

their parents how to better manage the child's anxiety (Rapee, 2018). It was developed at the 

Centre for Emotional Health, at Macquarie University, Australia(Arendt, Thastum, & Hougaard, 

2016). The latest version of Cool Kids ‘The Cool Kids Anxiety Program, 2nd Edition’ was 
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published from Centre for Emotional Health, Macquarie University, Sydney, Australia in 2018 

(Rapee, 2018). The program is aimed at neurotypical young people who are primarily 

experiencing difficulties with anxiety and involves a single, consistent series of skills that young 

people can use to reduce their anxiety (Rapee, Lyneham , Hudson et al., 2018). The program has 

been used in different countries and it’s materials are available in several languages like  English, 

Chinese, Danish, Finnish, Icelandic, Italian, Korean, Norwegian, Spanish, Swedish and Turkish 

(Rapee, 2018).  

  The “Cool Kids” is a CBT based anxiety management program and its target population 

is young people of 717 years. It is fully supported by manuals, and has slightly different 

versions for children and teenagers. The Cool Kids Anxiety Program (2nd Edition) has three 

separate  workbooks and a therapist manual. The workbooks are “Cool Kids: Childwork” 

designed for children of around 7 to 12 years of age;  “Chilled” for adolescents of approximately 

13 to 17 years of age and  “Cool kids and Chilled parent workbook” for parents of anxious 

children and adolescents. The two versions “Cool kids” and “Chilled” differ mainly in the 

examples used to illustrate skills as the two versions are focused on two different age groups. 

And the “Cool kids and Chilled parent workbook” focuses on parents role in treatment; for 

children, parents are encouraged to actively help their child through the program, while for 

adolescents, parents take more of a supportive rather than active role. Though the anxiety 

management skills and basic principles are the same irrespective of the setting or format in the 

workbooks of  child, adolescents and parents, the therapist manual allows a therapist to choose 

the most suitable option for their client. 

 According to Rapee, Lyneham , Hudson et. al. (2018) the Cool Kids anxiety program can 

be delivered in community, clinical and school settings. It can also be delivered in individual 
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format (one family) or in group format. Usually the program is delivered in approximately 10, 

facetoface sessions across for approximately 12 weeks. But depending on practical constraints 

(such as school interruptions) and individual progress, some flexibility is permitted in delivering 

the sessions. Cognitive Behavior therapy based Cool Kids Anxiety Program contains the 

components of psychoeducation, cognitive restructuring, gradual exposure, response prevention, 

parent management, and skills training in areas such as assertiveness, problem solving, and 

relaxation throughout the sessions for addressing the key factors responsible for maintaining 

problematic anxiety suggested by research findings. 

 The Cool Kids Anxiety Program is supported and empirically validated by a number of 

scientific research. In a careful, randomized, controlled trials it was found that young people 

treated with Cool Kids have significantly better outcomes than children who receive no treatment 

(waitlist) in both clinic and school settings (Mifsud & Rapee, 2006; Rapee et al., 2006; 2017) 

and in another study the result was also compared against children receiving placebo treatment 

(equivalent therapist time, support, and education, but without the specific skills training) where 

the same result was found (Hudson et al., 2009). It was shown that the full Cool Kids treatment 

is better than selfhelp or low intensity treatment (Rapee et al., 2006), but the lowintensity 

treatment was still found to result in significant reductions in anxiety and life interference 

(Lyneham & Rapee, 2006). According Rapee et al. (2017) the reductions in anxiety symptom 

and diagnostic change after applying “Cool Kids” have been shown to last for about at least one 

year later. Effective results for the anxiety management program have also been found by 

researchers outside of Australia (Arendt et al., 2015;Chavira et al., 2014; Kapçı et al 2012). 

Overall, it was shown that following facetoface treatment with Cool Kids, around 60% of 

young people will be free of their main presenting anxiety disorder at the end of treatment and 
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this figure increases to around 75% one year later. After 12 months, around 50% of young people 

receiving Cool Kids will be free of all mental disorders (Rapee et al., 2017).   

 In our present study we are going see the effectiveness of Cognitive Behavior Therapy 

(CBT) based Cool Kids program on the young population of Bangladesh. In a systematic review 

of mental disorders in Bangladesh it was suggested that data on mental disorders among 

Bangladeshi children are quite insufficient (Hossain, Ahmed, Chowdhury, & Niessen, 2014). At 

the same time there is a vast gap between actual need and available services required because 

only a handful of child mental health professionals with specialized training are working with the 

problem which is very insufficient comparing to the total population (Mullick & Goodman, 

2005). Moreover, although most of the psychotropic medications are available in Bangladesh, 

yet psychotherapy is hardly available for most of the general population of the country (Hossain 

et al., 2014). In this situation introducing an internally recognized psychological intervention 

process for youth anxiety disorders for Bangladeshi children is very important and time effective. 

Besides, there are CBT practitioners in our country who can use such type of intervention 

process more effectively and serve the young population of our culture in a more effective way. 

 After the establishment of Department of Clinical Psychology, University of Dhaka in 

1997, rigorous training on CBT has been provided to students of the departmental students. They 

are producing qualified CBT practitioners who are providing CBT based psychological 

interventions for mental disorders in different hospitals and institutions of Bangladesh. But there 

is no published research on the effectiveness of CBT for children with anxiety disorders of 

Bangladesh. At the same time there is no available structured CBT based intervention manual for 

treating the anxiety disorders in children and adolescents of  Bangladesh. For this, we are going 

to use the CBT based “Cool Kids Anxiety Program” (2nd edition) in our study. 
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Objectives 

 Considering the importance of developing positive perspectives of self, others, and the 

future to reduce the experience of anxiety disorders with comorbid internalizing or externalizing 

problems in children and  the promising potential of the CBT based intervention for treating such 

type of disorders in young population, we decided to examine the efficacy of a CBT based 

intervention for Bangladeshi children and adolescents. The present study involved two primary 

objectives: 1) to explore the efficacy of CBT for children with anxiety disorders and 2) to 

replicate the efficacy of the CBT based intervention manual (Cool Kids) for children with 

anxiety disorders of our country. The study was conducted by comparing the intervention (CBT) 

group and waitlist (WL) group which allowed an experimental comparison between the two 

groups. 
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Participants:  

The participants of the study were109 children and adolescents aging 7 to 17 (Mean 

age=11.54 years; SD=2.73) who met criteria of any anxiety disorders (i.e., separation anxiety, 

social anxiety disorder, generalized anxiety disorder, specific phobia, panic disorder, obsessive

compulsive disorder or OCD and post traumatic stress disorder or PTSD)as per. The participants 

were assessed for a primary diagnosis of anxiety disorders by the psychiatrists. Those who were 

having mild to moderate level of anxiety were included for the present study so that no 

participant was taking any psychiatric medication during the study time. The level of anxiety was 

measured by the referring psychiatrist on a 010 points subjective rating scale, where 0=lowest, 

10=highest level of anxiety. Children with severe learning difficulties, intellectual disability, 

medication for a psychological disorder, those attending any psychotherapy services, high 

symptom severity levels (severity rating of 5 or higher, as measured by the referring 

psychiatrist), if comorbid with of other primary emotional or behavioral disorders, primary 

diagnosis of Attention Deficit Hyperactivity Disorder(ADHD, combined or hyperactive types), 

conduct disorder, oppositional defiant disorder. Participants of having prior experience of taking 

psychotherapy within the last 6 months were also excluded from the study because of its possible 

influence on the present study findings. At the same time if the therapist observed that the 

participant needed immediate psychiatric medication for an increased severity level of the 

disorder during any point of the data collection procedure then the participant would be 

immediately referred to the psychiatrist and he/she would be excluded from the study.  
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Sampling procedure: 

 To meet the purpose of the study randomized control trial (RCT) based experimental 

design was used. The following formula was used to determine sample size 

2σ2 (zα+  zβ)
 2 

n =   
(µ1 + µ2)

2 
 Here, µ1=expected control group mean; µ2 = expected experimental group mean; σ= 

Standard Deviation (SD) of control group or pooled SD of two groups ; zα = z value of standard 

normal distribution (SND) at a given level of significance (e.g. 1.96, at 95% confidence interval); 

zβ= z value of SND at a given power (e.g. 1.28, at 90% power). Using the formula the 

calculated sample size was found  as 107. Depending on the availability of sample (±5) was 

added to the calculated sample size. After calculation the range of sample size was 102 to 112 

(107±5).  

The participants were assigned to two groups following the methods of other randomized control 

trials with coolkids(Rapee, Abbott, & Lyneham, 2006; Spence, Caroline & Toussaint, 2000). 

Simple randomization procedure was followed. As the total number of participants was 

(N=107±5) a total number of 112 envelops were taken and for randomly allocating (N=n1+n2) 

or (112= 56+56) participants to two treatment conditions (CBT based Treatment Group, TG and 

WaitList Group, WLG). Each of the 56 or n1 envelops contained an identifier for TG and the 

other 56 or n2 envelops contained an  identifier for WLG. Then all the envelops were shuffled 

and the order of the shuffled envelopes determined the allocation of participants to the two 

groups(Schulz & Grimes, 2002). All the participants were collected from Dhaka City. 
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Figure 1. Consort flowchart for participants of the study. 
 
 
To collect the sample  nine  Government and NonGovernment organizations (hospitals, 

educational institutions and NGOs having mental health professional) were approached for 
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permission of conducting the research activities and referral of participants (See permission letter 

format in appendix3) . Among them five  organizations permitted for data collection and agreed 

to work collaboratively (approved permission letters are attached in appendix7). Awareness 

programs were conducted for making the populations aware of child mental health and childhood 

anxiety disorders (See the poster for awareness program in apprndix16). A total of 124 

participants were referred from those organizations for eligibility testing (see, Figure 1). Among 

them eight participants were excluded for not meeting the inclusion criteria of the study. Another 

seven participants were excluded as they declined to  participate after learning about the whole 

procedure of the study. At last, there were 109 participants (demographic characteristics of the 

participants are shown in Table1 ) left who met all the inclusion criteria of the study and agreed 

to go through the study procedure. Finally those participants were randomly allocated to two 

groups (TG and WLG) (see, Figure 1) following the  simple random sampling technique 

mentioned earlier. 

 A total of 7 participants (6.42%) failed to return followup data or postassessment data.  

Among these participants, 5 (9.26%) were from WL group, and 14 (15.6%) were from TG. Only 

2 (3.64%)  participants didn’t return the followup data in TG.After the eligibility testing 15 

(5.64%) of families declined to enter into interventions and only about 3% withdrew once the 

treatment had actually begun where there were no dropout before the posttreatment assessment 

in the CBT based TG (see flow chart in Figure 1). 

Therapists  

Five therapists were females, including three school psychologists (four of them were 

master’s degree holder whose designation were Assistant Clinical Psychologist and one of them 

was an M.Phil Degree holder that is, a Clinical Psychologist). All of the therapists had 
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professional training on CBT and were professional CBT practitioner.  Therapists ranged in 

experience from 3 to 11 years. Of the four therapists none of them reported any prior experience 

on CoolKids manual (Rapee,Lyneham, Schniering, et al.2006). The therapists were randomly 

assigned to the participants of the TG . The therapists also received a) a study orientation and 

b)training on Cool Kids manual.  

Measures: 

 Children and one of their biological parents were administered with the assessment tools 

at 3time points in the TG and WLG (see, Figure 1). There was a 8week interval between the 

baseline and post assessment and 4week interval between the post and followup assessment. 

Children completed three selfreport measures (cognition, anxiety and depression symptoms) and 

parents reported on children's anxiety, depression and their behavioral strength and difficulty. A 

personal information questionnaire was also administered for collecting the demographic data 

which was completed by the parent. The measurement tools are described below. 

 Demographic and personal information questionnaire was used to collect 

demographic data of participants that included the participants’ age, gender, educational status, 

parental educational qualifications, parental occupation, family type, number of siblings, number 

of family members, religion and monthly family income. For collecting information on 

participant’s diagnostic characteristics questionnaire on duration of anxiety, history of 

consumption of medication or other services for mental health problems, primary and comorbid 

diagnosis were also taken (see, Appendix8). 

Child-report measures 

 Spence Children’s Anxiety Scale-20(SCAS20); (Deeba &Rapee, 2014):  It is a simple, 

brief selfreport questionnaire to assess symptoms of anxiety (see, Appendix9). The SCAS20 is 
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a short form of the more commonly used 38item SCAS (Spence, 1998). Items are rated on a 4

point Likerttype scale as 0 (never), 1 (sometimes), 2 (often) and 3 (always) and summed to 

obtain a total score where higher scores indicate higher levels of anxiety. Items for the short 

version were selected from factor analyses of the full version of SCAS (Spence, 1998; Spence, 

Barrett & Turner, 2003). Although the psychometric properties of the short version have not yet 

been published, an unpublished evaluation of the SCAS20 demonstrated strong internal 

consistency of .89 (Coysh, 2011). The psychometric properties of the SCAS20 among a group 

of Bangladeshi children and adolescents showed good internal consistency (Cronbach’s alpha 

.84) and satisfactory construct validity for the scale ( Deeba, Rapee& Prvan, 2014, unpublished 

data). For the present study the Cronbach’s alpha was .92. 

 Short Moods and Feelings Questionnaire(SMFQ);(Deeba &Rapee, 2014): It 

wasdeveloped to identify DSMIVbased signs and symptoms of depressive disorders in children 

and adolescents aged 6–17 years (see, Appendix11). The scale consists of 13 items and 

eachitem is scored on a 3point Likerttype response scale 0 (Never); 1 (Sometimes true) and 2 

(Always true). The total score is the sum of all items providing possible scores ranging from 0 to 

26 with higher scores reflecting lower mood and risk of clinical level depression. The SMFQ has 

been shown to comprise a single factor and has good criterionrelated validity and discriminant 

validity to identify clinical levels of depression in children and adolescents (Angold et al., 1995; 

Thapar& McGuffin, 1998). Cronbach’s alpha for the SMFQ has been reported ranging from .87 

to .90 (Angold et al., 1995). For the Bangladeshi children and adolescents, Cronbach’s alpha was 

strong at .80 (Deeba, Rapee& Prvan, 2014, unpublished data). For the present study the 

Cronbach’s alpha was .90. 
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 Children’s Automatic Thoughts Scale(CATS);(Schniering&Rapee, 2002): It was 

completed children to measure their negative thoughts and beliefs (see, Appendix13). The scale 

consists of 40 items and eachitem is scored on a 5point Likerttype response scale 0 (Not at all); 

1 (Sometimes ); 2 (Fairly often); 3 (Often); 4 (All the time). This measure has a total of 40 items 

with a range from 0 to 160. The measure contains four subscales: social threat (α= .85), physical 

threat (α= .92), failure and loss (α=.92), and hostility (α= .85). The measure also has good retest 

reliability over 3 months (.68 –.77), and the various subscales each discriminate between relevant 

forms of child psychopathology (Schniering & Rapee, 2002). For the present study, total scores 

were used to provide a measure of general negative thinking and the cronbach alpha of the scale 

was 0.97. 

 After receiving permission from the original authors of the English version of the 

Children’s Automatic Thoughts Scale(CATS), it was translated according to accepted guidelines 

for the translation of instruments (Widenfelt, Treffers, Beurs, Siebelink, &Koudijs, 2005). 

Translation was done by the investigators of the study and then another professional Clinical 

Psychologist (who did not see the original English versions of the scales) translated them back to 

English. Differences in the original and back translated versions were checked by the original 

author of the scale. Identified differences were discussed and resolved by the researchers. Then 

the final Bangali form of the scale was prepared. For the present study the Cronbach’s alpha of 

the scale was .90. 
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Figure 2. Procedure of CATS scale adaptation
 

Parent-report measures 

 Spence Children's Anxiety Scale
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Procedure of CATS scale adaptation 

Spence Children's Anxiety Scale- parent version (SCASp);(Nauta et al.,2004): To 

measure symptoms of anxiety in children as observed by the caregivers, the 38item SCAS

10). Items are rated on a 4point Likerttype scale ranging from 0 

(never) to 3 (always) and higher scores reflect stronger symptoms of anxiety. The parent version 

p shows satisfactory to good psychometric properties with high internal consistency 

(.89) and satisfactory convergent and discriminant validity (Nauta et al., 2004). In a study with 

matized children theCronbach's alpha was .87 for the caregivers during using 

(Deeba & Rapee, 2015).For the present study the Cronbach alpha of the scale was 0.96 

Short Moods and Feelings Questionnaire-parent version (SMFQp);(Deeba &Ra

2014): The SMFQp comprises13 items to assess depression in children as reported by caregivers 

12). Items are rated on a 3point scale, with higher scores indicating more 

symptomatology. The unifactorial measure has high internal consistency (Cronbach's alpha=.87) 

and test retest reliability with satisfactory construct validity (Rhew et al., 2010). In  a study with 

Bangladeshi traumatized children the Cronbach's alpha for the caregiver was .70 

nt study the Cronbach's alpha of the scale was 0.90. 
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 Strengths and Difficulties Questionnaire (SDQ);(Mullick& Goodman, 2000):  The 

SDQ (Goodman, 1997; Goodman et.al.,1998; Goodman, 1999; Goodman et.al. 2000) is a brief 

behavioral screening questionnaire that asks about 25 attributes, some positive and some 

negative (see, Appendix14).Items are rated on a 3point Likerttype scale as 0 (not true), 1 

(somewhat true) and 2 (certainly true) and summed to obtain a total score where higher scores 

indicate higher levels of behavioral problems. The items, which were selected on the basis of 

contemporary diagnostic criteria as well as factor analyzes, are divided between five scales of 

five items each, generating scores for emotional symptoms, con duct problems, hyperactivity, 

peer problems, and prosocial behaviors. All items contributing to the first four subscales are 

summed to generate a Total Difficulties Score. The same questionnaire can be completed in 

about 5 minutes by parents or teachers of children aged 4–17. There is also a selfreport version 

(Goodman et.al., 1998) for those aged 11 and above. An extended version assesses the impact of 

any psychiatric symptoms in terms of resultant distress, social impairment, or burden for others 

(Goodman, 1995). Different versions of the SDQ were translated into Bangla and validated by 

Mullick and Goodman (2000). In the present study, only parent version of Bangla SDQ was 

administered for all subjects. The Cronbach alpha of the scale was found 0.85 for the current 

study. 

Intervention tool : 

 For providing intervention to the treatment group CBT based Cool Kids manual for 

anxiety disorder of children and adolescents were used. In the present study the “Cool Kids Child 

Only session plan” was used (see, Figure3). The session plan is designed for individual or group 

implementation in schools, residential, or other settings where regular parent involvement is not 

possible. It is also appropriate for older teens who are developmentally ready to have minimal  
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SESSION CHILD PARENT 
1 — Welcome 

— Psychoeducation 

— Goals 

— Worry Scale 

— Linking Thoughts & Feelings 

— Home Practice Task: Linking Thoughts & Feelings 
                                       + Rewards Menu 

— Welcome 

— Psychoeducation 

— Rewarding 

— Realistic Thinking 

— Stepladders 

— Home Practice: Fears & Worries 
List 

2 — Home Practice Task Review 

— Two Types of Thoughts 

— Realistic Thinking 

— Home Practice Task: Realistic Thinking  

 

3 — Home Practice Task Review 

— Adding Evidence to Realistic Thinking 

— Intro to Stepladders 

— Home Practice Task: Realistic Thinking 

— Progress Review 

— Stepladder design 

— Parenting Traps& Strategies 

— Home Practice: Parent Action Plan 

4 — Home Practice Task Review 

— Creating Stepladders  

— Stepladder 1 design 

— Home Practice Task: Fighting Fear by Facing Fear 

 

5 — Home Practice Task Review 

— Creative Stepladders 

— Stepladder 2 design 

— Small Step First 

— Home Practice Task: Fighting Fear by Facing Fear 

— Individual Parent Consultation 

6 — Home Practice Task Review 

— In your mind Realistic Thinking 

— In Session Exposure 

— Home Practice Task: Fighting Fear by Facing Fear 

 

7 — Home Practice Task Review 

— In Session Exposure 

— Additional Skill 

— Revise Stepladders  

— Home Practice Task: Fighting Fear by Facing Fear 

— Individual Parent Consultation 

8 — Home Practice Task Review 

— Troubleshooting 

— In Session Exposure 

— Additional Skill 

— Home Practice Task: Fighting Fear by Facing Fear 

 

9 — Home Practice Task Review 

— Help Others 

— In Session Exposure 

— Additional Skill 

— Home Practice Task: Fighting Fear by Facing Fear 

 

10 — Home Practice Task Review 

— Goal Achievement 

— Future fears and worries 

— Facing a big challenge 

 

 
Figure 3.Cool Kids school/child only (individual/group) session plan  
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parent involvement in therapy.  

 Cool Kids Child Only is implemented during ten, approximately 1hour child sessions. 

Ideally, this is supplemented by 2 parent information sessions (12 hours each) in the first weeks 

of the program and 2 individual consultations (approximately 30 minutes per family) with 

parents midway through the program. The child sessions were conducted on a weekly basis for 

sessions 1 through 8,followed by a twoweek break prior to session 9 and another break of at 

least two weeks before session 10. The parent information sessions should correspond with 

sessions 1 and 3, with the individual parent consultations occurring at approximately sessions 5 

and 7. The full session plan is mentioned in Figure2. 

 For getting permission of using the “Cool Kids” manual as intervention tool in the study, 

a sequence of activities had been done by the researcher.  At first contact was made with one of 

the authors of the manual. According to his consent, communication was made with Cool kids 

committee of Access Macquarie Limited, Macquarie University, Australia for getting permission 

to use the “Cool Kids” material in the present study. After that the committee discussed about the 

request and decided to give permission to use the manual in our present study. At the same time 

the committee also took decision that the materials that were going to be used in the study would 

be translated in Bengali language before using the manual in Bangladeshi context and the 

translated version would be handover to the Access Macquarie Limited, Macquarie University, 

Australia after the research activity has been done. But for conducting the translation activities 

an authorized translator was required as the researcher did not had any international 

authorization for translation activity. Though the supervisor of the study has a NATI membership 

from Macquarie University in 2016 and agreed to work collaboratively with the researcher for 

translation of the “Cool Kids” manual, the committee agreed to send the full material to 
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researcher for using the Cool Kids Material for translation and using it in a Bangladeshi research. 

According to the decision a licence agreement paper (see, Appendix15 ) was send for translation 

of the material from Access Macquarie Limited and the agreement was made between Access 

Macquarie Limited and Department of Clinical Psychology, University of Dhaka.  A witness and 

an authorized officer signed the agreement paper from both of the institutions. Professor Dr. 

MahmudurRahman and Associate Professor Dr. Farah Deeba (supervisor of the study) of 

Department of Clinical Psychology, University of Dhaka signed as a witness and authorized 

officer respectively on behalf of Department of Clinical Psychology, University of Dhaka. After 

completing the agreement activity the full “Cool Kids” material was send to the researcher from 

Access Macquarie Limited, Macquarie University, Australia. Then the translation work of the 

manual started and the Bengali version of the manual was prepared for using the manual as an 

intervention tool in the present study. At the same time the researcher was provided with an ID 

and password for getting access to the “Cool Kids Anxiety Program  eTraining” form Access 

Macquarie Limited. With the ID and password the researcher could get access to the online 

course of Cool Kids Anxiety Program by visiting the address https://m.openmq.com.au/.  As the 

researcher didn’t had any prior experience of using the Cool Kids Anxiety Program, the online 

course helped to get proper training of the material. 

Procedure: 

The procedure of the study was divided into two phases, phase1 and phase2 (see, Figure1). In 

phase1 preparatory work for data collection and in phase 2 intervention related activities and 

main data collection were conducted. Under phase1 at first ethical permission was taken for 

conducting the study. The procedure followed in the study was approved by the ethical review 

committee of Department of Clinical Psychology, University of Dhaka (project number of  
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MP180202)(see, Appendix1) and the ethical review committee of the Faculty of Biological 

Science, University of Dhaka (the reference no. of48/Biol.Scs./2017-2018)(see, Appendix2).  

 After completing the translation work and online training of the materials and Cool Kids 

Anxiety program,the therapists who worked as assistants in the study, were given training on the 

program for the intervention purpose. Other assistants were also given training on data collection 

procedure. At that time 3 hospitals and 4 institutions were approached for getting referral and 

conducting research work. Different 7 awareness programs were conducted in the institutions for 

making people aware of mental health and childhood anxiety disorders. Of the 5 institutions 

which permitted to work collaboratively in the research activity, the psychologists, psychiatrists 

or other mental health related professionals of those institutions were provided letters for 

referring clients (the format of letters for assistance to the mental health professionals are 

attached in appendix4).Children with anxiety disorders were referred by psychiatrists, school 

psychologists, by other practitioners or parents. The recruitment process began in 11th  April 

2018, and all followups were completed by 30th June 2019. 124 participants were referred from 

the interested organizations for eligibility testing and recruitment in the study.  Consent from a 

psychiatrist working with child mental health from National Institute of Mental Health (NIMH), 

ShereBangla Nagar, Dhaka was taken to work collaboratively for assisting in the necessary 

diagnosis related activities. The diagnosis and severity level of the participants were confirmed 

by the psychiatrist. 

 In phase2 as noted in the CONSORT flowchart (see Figure 1), 109 of 124 children were 

finally selected for the study. The participants were randomly allocated to the treatment group 

(TG) and the waitlist group (WLG). Written informed and verbal consent (see the consent form 

in appendix5) was taken for each children from one of the parents, and written and verbal assent 
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(see the assent form in appendix6) was taken from each children (protocol approved by 

Department of Clinical Psychology Ethics Committee, University of Dhaka). The eligibility of 

discontinuing the study at any point of the participants was also confirmed. Measures of 

confidentiality were strictly maintained during the study and participants were informed about 

that. During the study time the participants were free to quit at any point. As the WLG group 

were kept without any psychological intervention, they were provided with proper information 

about the psychological service centers (see, Appendix17) from where they were able take 

treatment at any point if they felt any necessity. In that case they would discontinue the study 

process. The participants from both of the groups completed the baseline assessment. After the 

baseline assessment the TG began to get intervention according to the “Cool Kids Anxiety 

Program” form the trained therapists and the WLG remained without intervention or any sort 

medication during this period. Then after 2 and 1/2 months postassessment was conducted on 

both of the groups. The interval for each session of the TG was 57 days. After the collection  

data for the 2nd time followup data was collected from the participants for the 3rd time after 1 

month. By the time when data collection procedure were completed the participants of WLG 

were provided with the intervention according to their demand.   

Statistical analysis: 

 The study contained two groups (TG and WLG). The participants were allocated 

randomly for comparing treatment effectiveness between the two groups. Such studies have been 

referred to as either experimentally staged introduction trials, or a stepped wedge design (Cook, 

Campbell, & Day, 1979; Group, 1987).Since the main purpose of the study was to evaluate the 

intervention and thereby improve distress levels, analyses were made on participants who had 

completed all assessments and intervention initially (completers) and then with all the 
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participants who enrolled in the study (intent to treat). Last observation carried forward (LOCF) 

was used to handle missing data. Continuous measures were analyzed using mixed model 

ANOVAs (Hussey & Hughes, 2007).Results of analyses of data based on these two methods 

were almost identical, hence only intenttotreat analyses are reported in tabular format. Some of 

the demographic variables that differed significantly between groups (child educational 

qualification, parental educational qualifications, parental occupation, type of family, number of 

siblings, family monthly income, duration of anxiety problems for the participants, history of 

taking other services for anxiety) were included as covariates. Baseline comparisons between the 

two conditions were carried out using independent samples ttests or chisquare tests as 

appropriate.In the models, group was a fixed factor, time was included as a repeated measure and 

covariates were unstructured(Deeba & Rapee, 2015). Therefore results on intervention (treatment 

or CBT group X waitlist group), time (Time 1 X Time 2) and interaction of intervention and 

time (Group X time) were checked. Analyses were done using simple comparison tests for 

showing the treatment effectiveness from time1 to time2, time2 to time3 and time1 to time3.To 

denote the variances between groups within each time point, effect sizes are presented as partial 

eta squared(η2). All statistical analyses were carried out using Statistical Product and Service 

Solutions (SPSS) version 20. 
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Baseline comparison between groups 

 Of 109 participants 55 were allocated to CBT treatment group and 54 to waitlist (WL) 

group. Participants allocated to the two experimental groups were compared on both 

demographic variables and pretreatment measures of psychopathology (see Table 1). Group 

comparison based on demographic variables and related descriptive statistics are presented in 

Table 1. There were no significant differences between groups based on some of the 

demographic variables, those are, child’s age, gender, number of family members and religion 

(all ps> .05). But the groups differed significantly (all ps< .01) on child’s educational status, 

parental educational qualifications, parental occupation, family type, number of family members 

and family monthly income. On measures of psychopathology, there were no significant 

difference between groups on their principal diagnosis, number of comorbid diagnoses or 

history of consumption medication for anxiety (all ps> .05, see Table 2), but significant 

difference was found for the duration and history of service seeking for participant’s anxiety. 

Among the participants it was found that 81.7% of the participants had comorbid other disorders 

with primary diagnosis of an anxiety disorder. The variables that differed significantly between 

the two groups were entered as covariates during analysis. A series of ttests comparing the two 

groups on the baseline measures revealed that the CBT based TG scored significantly higher on 

the SCAS20, t(109)= 7.65, p< .001; SCASp, t(109)=7.47, p< .001, and SMFQ, t(109)=6.97, 

p<.001; SMFQp, t(109)= 7.65, p < .001; CATS, t(109)=8.16; p< .001; SDQp, t(109)=4.16, 

p<.01, compared to the WL group. 
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Table 1 

Group comparison based on demographic variables and related descriptive statistics 

Demographic   Variables TG (n=55) WLG 

(n=54) 

Statistics 

Child mean age in 

yearsM(SD) 

11.72 (2.16) 11.35(2.21) t(109)=.702 , p=.484                       

Gender (N, % of total ) χ²(1, N=109)= .008, p=0.927 

Male 29 (26.6) 28 (25.7)  

Female 26 (23.9) 26 (23.9)  

Educational status of child (N, %) χ²(4, N=109)= 11.69, p=.020  

Class 13 12 (11.0) 17 (15.6)  

Class 45 25 (22.9)                       13 (11.9)  

Class 68 9 (8.3) 15 (13.8)  

Class 9S.S.C 7 (6.4) 2 (1.8)  

H.S.C 2 (1.8)                            7 (6.4)  

Educational qualification of  

mothers/fathers (N, % of total) 

F: χ²(4, N=109)= 74.28, p<.001 

M:  χ²(4, N=109)= 58.04, 

p<.001 

Masters or above 8/ 6 (7.3/5.5)                    33/49(30.3/

45.0) 

 

Hons Higher secondery 9/10 (8.3/9.2) 21/ 5 

(19.3/4.6) 

 

Secondary 24/21(22.1/19.2)   
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Illiterate 14/18(12.8/16.5)   

Occupation of father 

 (N, % in total) 

χ²(3, N=109)= 14.656, p=.002 

Service holder 19(17.4) 23(21.1)  

Businessman 20(18.3)                          26(23.9)  

Living abroad 3(2.8) 5 (4.6)  

Unemployed 13(11.9)   

Occupation of mother 

 (N, % in total) 

χ²(1, N=109)= 21.647, p<.001 

Housewife 26 (23.9)                             48 (44.0)  

Service holder 29 (26.6) 6 (5.5)  

Family type  

(N, % in total) 

χ²(2, N=109)= 10.445, p=.005 

Nuclear 44 (40.4)                              40 (36.7)  

Extended 5 (4.6)                                14 (12.8)  

Other (divorced or seperated) 6 (5.5)                                  0 (0.0)  

Number of siblings M(SD) 2.89(1.706)                   1.70 (.702)   t(109)=4.289 , p=.003 

Number of family members 

M(SD) 

4.98(1.649)           5.12(2.442)   t(109)=.371 , p=.711 

Religion (N, % in total) χ²(1, N=109)= 1.00, p=.317 

Islam 52 (47.7) 53 (48.6)  

Hindu 3 (2.8) 2 (0.9)  

Family monthly income (%) χ²(2, N=109)= 59.624, p<.001 
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<15,000  BDT 33 (30.3)                            0 (0.0)  

15,00130,000 BDT 6 (5.5)                              0 (0.0)  

> 30,000 BD 16 (14.7)                          54 (49.5)  

 

Comparison between two conditions 

To compare changes between the two groups across baseline or preintervention (Time 1), 

post intervention (Time 2) assessments after 10weeks and followup (Time 3) assessments after 

1 months form post assessment on measures were compared using a mixed model ANOVA in 

the study. The means and standard deviations are presented in Table 3. 

Symptoms of Anxiety 

 When comparing the groups on symptoms of Anxiety measured with the SCAS20 at 

baseline and postintervention, there were significant main effects for intervention, F(1, 

107)=16.34, p<.001,  ηp
2=.13 the two groups;  time, F(2, 214)=264.72, p<.38, ηp

2=.71and there 

was a significant time by group interaction, F(2, 214)=194.98, p<.001, ηp
2=.65. The result 

indicates that significant difference was found for child reported anxiety symptoms between TG 

and  WLG for the CBT based intervention. The result also suggest that there were significant 

difference  for child reported anxiety symptoms over the three time period (pre, post, followup) 

between TG and  WLG for intervention. 

Analyses showed that children in the WLG failed to change significantly, t(107)=1.63, 

p=.11, from Time 1to Time 2 and also from Time 2 to Time 3, t(107)=1.63, p=.12 , when mean 

scores on the SCAS20 decreased significantly among children in the TG from Time 1 to Time 2 

, t(107)=34.14, p<.0001, but did not change  significantly from Time 2 to Time 3, t(107)= 0.93, 

p= 0.36. The scores suggest that there no change in childreported anxiety symptoms among 
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participants of WLG over the three time period. On the contrary, symptoms of TG reduced 

significantly from Time 1 to Time 2 which indicates that the intervention was effective in 

reducing the symptoms of anxiety but there was no significant difference between Time 2 to 

Time 3 which indicates that the reduction of symptoms were maintained from posttreatment to 

followup.  

Again when comparing the groups on symptoms of Anxiety measured with the parent 

report measure SCASp at baseline, postintervention and followup, there were significant main 

effects for intervention, F(1, 107)=16.34, p<.001,  ηp
2=.13 between the two groups, time, F(2, 

214 )=264.72, p<.38, ηp
2=.71and there was a significant time by group interaction, F(2, 

214)=194.98, p<.001, ηp
2=.65. The result indicates that significant difference was found for 

parent reported anxiety symptoms between TG and  WLG for the CBT based intervention. The 

result also suggest that there were significant difference for parent reported anxiety symptoms 

over the three time period (pre, post, followup) between TG and  WLG for intervention. 

Analyses showed that parent reported observed anxiety in children of the WLG failed to change 

significantly t(106)= 0.931, p = 0.3539 from Time 1to Time 2 and also t(107)= 1.139,  p= 

0.2574  from Time 2 to Time 3 but mean scores on the SCASp decreased significantly, t(107)= 

18.866, p< 0.0001, among children in the CBT group from Time 1 to Time 2  but did not change  

significantly t (107)= 1.329, P = 0.1867, from Time 2 to Time 3. The scores suggest that there 

no change in parentreported anxiety symptoms among participants of WLG over the three time 

period. On the contrary, symptoms of TG reduced significantly from Time 1 to Time 2 which 

indicates that the intervention was effective in reducing the symptoms of anxiety but there  was  

 



CBT FOR CHILDREN WITH ANXIETY DISORDERS       
 

41 
  

 

Table 2 

Diagnostic characteristics and differences in the scores of the measures used at the baseline 

level. 

Variables                                                             TG (n=53) WLG (n=51) Statistics 

Duration of anxiety for participants(N, % in total) χ²(3, N=109) = 21.105   

p<.001 

Last 6 months                                                       18 (16.5)                                7(6.4)  

6 months12 months                                              28 (25.7) 16 (14.7)  

< 12 months to 6 years                                           9 (8.3) 27(24.8)  

More than 6 years                                                   0 (0.0) 4 (3.7)  

History of consumption of medication for anxiety      χ²(1, N=109) =.351   p=.553 

Yes                                                                       16 (14.7) 13 (11.9)  

No                                                                        39 (35.8) 41(37.6)  

Primary Diagnosis (N, % of total)                               χ²(8, N=109) =3.038   p=.932 

GAD                                                                    12 (11.0)                                     8 (7.3)  

SoAD 5 (4.6)                                       7 (6.4)  

SAD                                                                       5 (4.6) 8 (7.3)  

SP                                                                         13 (11.9) 13 (11.9)  

PD                                                                           5 (4.6) 3 (2.8)  

AP                                                                           3 (2.8)                                     2 (1.8)  
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no significant difference between Time 2 to Time 3 which indicates that the reduction of 

symptoms or the effect of intervention was maintained from posttreatment to followup. 

Symptoms of internalizing problems 

Depression 

According to scores of children on the SMFQ, there was significant main effect difference found 

OCD                                                                        6 (5.5) 7 (6.4)  

PTSD                                                          4 (3.7) 5 (4.6)  

ADNOS                                                      2 (1.8) 1 (0.9)  

Comorbid Diagnosis (N, % of total)                                                     χ²(4, N=109) =3.011; p=.556 

Other anxiety disorders 11 (10.1) 13 (11.9)  

Mood disorder                                            19 (17.4) 12 (11.0)  

Externalizing disorder 7 (6.4)   9 (8.3)  

No comorbidity                                             8 (7.3) 12 (11.0)  

Others                                                           10 (9.2) 8 (7.3)  

Note. GAD= Generalized Anxiety Disorder. SoAD= Social Anxiety Disorder SAD= Separation 

Anxiety Disorder. OCD= Obsessive Compulsive Disorder. SPEC= Specific Phobia. PD= Panic 

Disorder. PTSD= Post Traumatic Anxiety Disorder. ADNOS= Anxiety Disorder Not Otherwise 

Specified 

Other disorder include Selective Mutism. 
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for intervention between the two groups, F(1, 107)= 10.45, p<.01,ηp²=.089, significant main 

effect for reduction in symptoms of depression over time between the two groups, 

Table 3 

Mean pretreatment, posttreatment, and follow-up Data across the three conditions for all 

participants (intention to treat) with last data carried forward (SDs in parentheses) 

 Pre-test 

Mean (SD) 

Post –test 

Mean (SD) 

Follow-up 

Mean (SD) 

SCAS20 

CBT 44.56 (7.195) 6.56 (4.045) 5.82 (4.334) 

Wait list 29.61 (12.545) 25.55 (13.277) 21.61 (13.131) 

SCASP 

CBT 75.74 (22.505) 13.23 (9.867) 10.91 (8.385) 

Wait list 45.93 (18.968) 42.22 (22.306) 37.46 (21.12) 

SMFQC 

CBT 19.18 (3.81) 3.36 (1.47) 2.87 (1.754) 

Wait list 11.94 (6.671) 11.74 (7.204) 9.75 (6.198) 

SMFQp 

CBT 16.87 (6.325) 2.65 (1.468) 2.75 (1.946) 

Wait list 11.8 (5.903) 11.2 (4.868) 9.91 (5.594) 

CATS 

CBT 113.1 (23.145) 24.16 (6.59) 18.15 (6.75) 

Wait list 66.94 (34.839) 62.94 (37.74) 54.7 (39.857) 

SDQP 



CBT FOR CHILDREN WITH ANXIETY DISORDERS       
 

44 
  

CBT 32.8 (9.588) 26.38 (5.533) 27.61 (5.586) 

Wait list 26.74 (4.82) 25.69 (5.02) 24.64 (5.29968) 

Note. Pre= pretreatment; Post=posttreatment; SCAS = Spence Children’s Anxiety Scale; 

SCASP = Spence Children’s Anxiety Scale, Parent Version; SMFQ = Short Mood and 

Feeling Questionnaire;  SMFQp = Short Mood and Feeling Questionnaireparent version; 

CATS = Children’s Automatic Thoughts Scale;  SDQp = Strength and Difficulties 

Questionnaire parent version. 

F(2, 214)= 264.72, p<.001,ηp²=.712. There was a significant interaction between time and group, 

F(2, 214)= 194.98, p<.001,ηp²=.646. The result indicates that significant difference was found 

for child reported depressive symptoms between TG and  WLG for the CBT based intervention. 

The result also suggest that there were significant difference for child reported depressive 

symptoms over the three time period (pre, post, followup) between TG and  WLG for 

intervention. 

 Analyses found that level of depressive symptoms in children in the waitlist group did 

not change significantly from Time 1 to Time 2, t(107)= 0.150 , p = 0.88, and from Time 2 to 

Time 3, t(107)= 1.539, p = 0.13.But there was a significant reduction from Time 1 to Time 2 in 

the CBT group t(107)= 28.730, p< 0.0001 and no change from Time 2 to Time 3 t(107)= 1.588, 

p= 0.1867. The scores suggest that there no change in childreported depressive symptoms 

among participants of WLG over the three time period. On the contrary, symptoms of TG 

reduced significantly from Time 1 to Time 2 which indicates that the intervention was effective 

in reducing the symptoms of depression but there was no significant difference between Time 2 

to Time 3 which indicates that the reduction of symptoms or the effect of intervention was 
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maintained from posttreatment to followup. 

 According to scores of parent reported measure of children’s observed depression  

on the SMFQp, there was significant main effect difference found for intervention between the 

two groups, F(1, 107)= 23.05, p<.01,ηp²=.177, significant main effect for reduction in symptoms 

of depression over time between the two groups, F(2, 214)= 186.52, p<.001,ηp²=.625. There was 

also a significant interaction between time and groups, F(2, 214)= 131.47, p<.001,ηp²=.551. The 

result indicates that significant difference was found for parent  reported depressive symptoms 

between TG and  WLG for the CBT based intervention. The result also suggest that there were 

significant difference for parent reported depressive symptoms over the three time period (pre, 

post, followup) between TG and  WLG for intervention. 

 Analyses found that level of parent reported depressive symptoms in children of the 

WLG did not change significantly from Time 1 to Time 2, t(107)= 0.576 , p= 0.55, and  from 

Time 2 to Time 3, t(107)=1.278 , p= 0.2039. But there was a significant reduction of symptoms 

from Time 1 to Time 2 in the TG t(107)= 28.730,  p< 0.001 and no change from Time 2 to Time 

3 t(107)= 0.288 , p= 0.7735. The scores suggest that there no change in parentreported 

depressive symptoms among participants of WLG over the three time period. On the contrary, 

symptoms of TG reduced significantly from Time 1 to Time 2 which indicates that the 

intervention was effective in reducing the symptoms of depression but there was no significant 

difference between Time 2 to Time 3 which indicates that the reduction of depressive symptoms 

or the effect of intervention was maintained from posttreatment to followup according to parent 

report. 
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Changes in cognitions 

There was a significant main effect difference in negative cognitions as measured by the 

CATS betweengroups, F(1, 107)= 25.83, p<.001,ηp²=.196, and significant effect of time over 

changes in cognitions, F(2, 214)= 472.3, p<.001,ηp²=.815. These were confirmed by the 

significant interaction between time and group, F(2, 214)= 326.58, p<.001,ηp²=.753. The result 

indicates that significant difference was found for child reported cognitive bias between TG and  

WLG for the CBT based intervention. The result also suggest that there were significant 

difference for child reported cognitive bias over the three time period (pre, post, followup) 

between TG and  WLG for intervention. 

 Analyses showed that there was significant change in cognition from Time 1 to Time 2, 

t(107)=.847, p<001, and no change  from Time 2 to Time 3, t(107)= 1.058 , p= 0.2925, in the 

waitlist group. The mean scores on the CATS obtained by children in the CBT group showed 

significant reduction in child reported negative cognition from Time 1 to time 2, t(107)= 27.409, 

p< 0.0001, and from Time 2 to Time 3, t(107)= 4.725, p< 0.0001.The scores suggest that child

reported cognitive bias among participants of WLG had changed from pre to post assessment 

period but the symptoms did not change from post to followup assessment. On the contrary, 

symptoms of TG reduced significantly from Time 1 to Time 2 which indicates that the 

intervention was effective in reducing the symptoms of cognitive bias and helped in reducing 

symptoms from Time 2 to Time 3 also. 

Symptoms of externalizing problems 

Changes in Behavior 

According to scores of parent reported measure of children’s observed negative behaviors  
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on the SDQp, there was significant main effect difference found for intervention between the 

two groups, F(1, 107)= 10.31, p<.01,ηp²=.088, significant main effect for reduction in symptoms 

of depression over time,F(2, 214)= 31.13, p<.001,ηp²=.225. There was also a significant 

interaction between time and groups, F(2, 214)= 12.4, p<.001,ηp²=.104.The result indicates that 

significant difference with medium effect size was found for parent reported behavioral problems 

between TG and  WLG for the CBT based intervention. The result also suggest that there were 

significant difference for parent reported behavioral problems over the three time period (pre, 

post, followup) between TG and  WLG for intervention. 

 Analyses found that level of parent reported negative behavioral symptoms in children of 

the waitlist group did not change significantly from Time 1 to Time 2, t(107)=1.109, p= 

0.2701, and  from Time 2 to Time 3,t(107)= 1.058 , P = 0.3. But there was a significant 

reduction of symptoms from Time 1 to Time 2 in the TGt(107)= 4.301, P< 0.001 and no change 

from Time 2 to Time 3 t(107)= 1.60, P=0.25.The scores suggest that there no change in parent

reported behavioral problems among participants of WLG over the three time period. On the 

contrary, symptoms of TG reduced significantly from Time 1 to Time 2 which indicates that the 

intervention was effective in reducing the symptoms of behavioral problems but there was no 

significant difference between Time 2 to Time 3 which indicates that the change of behavioral 

problems or the effect of intervention was maintained from posttreatment to followup 

according to parent report. 
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Discussion 

 The study evaluated the effectiveness of cognitive behavior therapy for children with 

anxiety disorders in the context of Bangladesh. The translated Bengaliversion of CBT based 

Cool Kids Program was used for treating the anxiety disorders of the young population.It was the 

first evaluation of a CBT program for anxiety disorders of young people in Bangladesh, where 

there is inadequate care seeking as well as poor service delivery for mental health disorders and 

no health benefits for psychological treatment for such disorders  (Hossain et.al., 2014). 

The findings of the study are relatively straightforward and provide support for CBT based 

psychological interventions in treating youth with various anxiety disorders. The result of the 

current trial demonstrated that children who received CBT improved more than children in WL 

condition over times. Reductions in the treatment condition were significantly greater compared 

to the WLcondition  (with large effect sizes; i.e., η²> 0.14)(Arendt et al., 2016) across times in 

the outcome measures (i.e. SCAS20, SCASP, SMFQC, SMFQP and CATS). The 

improvement was maintained during 1month followup. This finding is consistent with other 

studies (Arendt et al., 2016; Rapee& Mifsud,2005; Wuthrich, Rapee, Cunningham, Lyneham, 

Hudson, &Schniering, 2012; Schuurmans et al., 2006). So, from the current result it can be 

indicated that CBT based  TG showed significant reduction in primary anxiety symptoms as well 

as other comorbid internalizing (mood, cognition) and externalizing (behavioral) symptoms. 

Although significant changes in behavioral problems were found in CBT condition compared to 

WL condition. Medium effect size (.05<η²<0.14) (Arendt et al., 2016) was found across time for 

the outcome measure (SDQP) where large effect size was found for other comorbid 

internalizing symptoms. The reason behind it is that the CBT based “Cool Kids Anxiety 

Program” is most commonly operationalised for meeting criteria for a principal diagnosis of any 
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anxiety disorder (Rapee et.al. 2018). Research shows that children with a range of anxiety 

disorders including obsessivecompulsive disorder demonstrate significant improvements 

following Cool Kids intervention (Hudson et al., 2015).But in cases of comorbid behavioral or 

oppositional problem a child may not be cooperative with their parents in practicing skills 

between sessions which can interfere will the effectiveness of the intervention. For this the 

reduction in symptoms in such participants may not be as significant as for children with other 

internalizing problems  (Rapee et.al. 2018).  It has been also shown that children with significant 

comorbidity which is secondary to anxiety, will respond very well to the Cool Kids program but 

may not improve quite as much as purely anxious children at the end of 10 sessions (Rapee et al., 

2013).In accordance to our current result there were significant reduction in anxiety as well as in 

the comorbid difficulties that were secondary to anxiety. It is also consistent with other research 

findings where successful completion of  CBT based Cool Kids program were not only related to 

the reduction of participants anxiety symptoms but also to the reduction of  nonanxiety 

symptoms like mood disorder, behavioral problems or cognitive bias (Rapee et al., 2013). In the 

preassessment for both TG and WL group significant comorbidity of depression, cognitive bias 

and behavioral problems were found with the primary diagnosis of anxiety. This  finding can 

provide some support to a recent study conducted by Mallik, Radwan and Binte (2018) where it 

was found that 77.8% of the children and adolescents with psychiatric disorders had low pro

social behavior, high peer problem andhighly significant relationship between them was (P > 

0.001). All of this problems are addressed through the intervention process of the study and 

significant reduction has been found. So, it can be indicated that our present intervention tools  

are not only effective for treating primary anxiety disorders of Bangladeshi children and 

adolescents but also the tools can be used in combination with other psychological treatment 
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processes. In the present study in both of the groups (CBT and WL) parents were involved and 

data were collected from both children and parents. It allowed us to collect measures from both 

sides. The measures showed that significant change in anxiety and other comorbid problems 

occurred from pre to post assessment in the CBT based TG and the change was maintained from 

post to followup assessment. Besides the WL group failed to show such type of change over 

time. Again parental involvement was assured during the intervention process which helped the 

TG to change more precisely over time and maintain the treatment outcome. The main reason 

behind this was that during intervention parents were introduced with psychoeducation, realistic 

thinking, parenting traps and strategies etc  (see Figure 3) which helped them to assist not only 

their child but also themselves. According to Rapee (2018) wherever possible primary careers or 

parents should be encouraged to attend sessions, in addition to the child because it allows them 

to learn strategies to support and coach their child during and after the intervention. It was also 

found that parental anxiety and attitude can influence a child’s anxiety and if they can be 

involved to the intervention process they can identify not only their child’s problem but also their 

own problems that are contributing to their child’s anxiety (Aydin, 2014, Rapee et.al., 2018). 

Through this parental involvement in the CBT based intervention can improve the treatment 

efficacy for anxious children which is consistent to out result.  It is alos consistent with other 

studies which indicate that parental involvement have increased the efficacy of the treatment in 

CBT based intervention during especially working with young children (Monga, Rosenbloom, 

Tanha, Owens, & Young , 2015) and having at least one anxious parent (Aydin, 2014). 

Moreover, parental involvement can help to maintain the treatment effect (Walczak, Esbjørn, 

Breinholst, & ReinholdtDunne, 2017) which can also be supported by our current study. 

Conducting  awareness program during conducting the study allowed the researcher to spread 
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awareness about the childhood anxiety symptoms among the population who participated in the 

study process. It can be considered as the initial step in resolving some of the issues that come 

out of some recent studies conducted on young population of Bangladesh. In a study by Jesmin 

et.al. (2006) it was found that generalized anxiety disorder was  underrepresented (0.4%) 

probably due to the lack of awareness and ignorance about mental health. They also found that 

the pattern of diagnosis for mental health problems in Bangladeshi children does not match up to 

an extent with the western studies due to culture variation and other factors like ignorance, lack 

of awareness, and social stigma. Mallik and Radwan (2018) also found that among the children 

with mental health problems 77.8% had low prosocial behavior and significant (P > 0.001) peer 

and relationship problem from children with no mental health problems. These type of symptoms 

are related to childhood anxiety disorders  (Connolly et al., 2007; Kendall et al. 2004; Costello, 

Mustillo, Erkanli, Keeler, &Angold, 2003). So, building awareness and involving parents in 

intervention process can be beneficial for improving awareness, reducing ignorance and stigma 

about childhood anxiety disorders among the general population. It will also help them to seek 

for proper diagnosis and mental health service in our cultural context. 

 The study has some limitation. First, All the participants were collected from Dhaka city 

which reduced the diversity of the participant group. Also, The treatment group was compared to 

waitlist group and not to an active control condition (Arendt et.al., 2016). Again, only 1month 

followup assessment was done to see the maintenance effect. Moreover, no assessment of 

therapist competence or adherence to protocol was conducted (Arendt et.al., 2016). With those 

limitations the study also has some strengths. The inclusion of control group (waitlist) group 

helped to compare the result in a more accurate way. Simple random sampling technique was 

used in the study. Again using a structured session plan was used for intervention which helped 
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the researcher to implement treatment on CBT group properly. 

 In future research in the areas of childhood and adolescent anxiety can be initiated based 

on the present study. Like controlled trials comparing medications, CBT, and their combination 

are needed to determine whether combined treatment provides an additive benefit in terms 

symptom reduction. Again, treatmentdismantling studies should be conducted to identify the 

relative contributions of specific CBT components to symptom reduction and treatment 

acceptability. Besides, Followup studies with adequate control groups can be conducted to 

evaluate the longterm benefit of CBT. Examining whether booster CBT sessions reduce relapse 

rates and whether intervening in childhood prevents the onset of adult psychiatric disorders are 

also necessary. Overall, studies with diverse patient populations should be conducted to evaluate 

the exportability and generalizability of currently available therapeutic interventions. 

The study has some practical implications. This include providing evidence of the 

effectiveness of CBT among the young population of our country; introducing an internationally 

renowned structured CBT based session plan with evidence to the therapist for managing anxiety 

of the children of Bangladesh; promoting awareness among parents and teachers of children 

about identifying the symptoms of anxiety; creating awareness concerning seeking for proper 

treatment as most of the people are unaware about the mental health services and the 

consequences of mental disorder (Hossain et.al., 2014). The study can also add a new step in 

introducing mental health services to the general population. It can also work as a baseline for 

initiating further research on effectiveness of psychological intervention in young people of 

Bangladesh. 
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Appendix-13 
 

CHILDREN’S AUTOMATIC THOUGHT SCALE (CATS) 
 

নামঃ........................      বয়সঃ.....................         িল�ঃ পু�ষ/নারী                           ��ণীঃ ........................ 

িনেদ�শনাঃ িনে�র তািলকািট হল িশ� ও িকেশারেদর ভাষ�মেত তােদর মাথায় উঁিক �দয়া িকছু িচ�া। দয়া কের �িতিট িচ�া সতক�তার সােথ পড়ুন এবং 

িস�া� িনন গত স�াহ জুেড় �িতিট িচ�া যিদ একবারও এেস থােক, কতটা ঘনঘন আপনার মাথায় উঁিক িদেয়েছ। আপনার উ�রিট িনে�া� উপােয় 

বৃ�াকার ক�ন 

০=এেকবােরই না, ১=মােঝ মােঝ, ২=�ায়ই, ৩=ঘনঘন, ৪= সবসময় 

 

িনেজেক বল “গত স�াহ জুেড় আিম যা �ভেবিছ” 
এেকবােরই 

না 

মােঝ 

মােঝ 

�ায়ই ঘনঘন সবসময় 

১।বা�ারা ভাবেব আিম �বাকা      

২।আমার অেন�র উপর �িতেশাধ �নয়ার অিধকার রেয়েছ    যিদ �স �সটার �যাগ� হয়      

৩।আিম �কান িকছুই সিঠকভােব করেত পাির না      

৪।আমার একিট �ঘ�টনা ঘটেত যাে�      

৫।অন� বা�ারা �বাকা      

৬।আিম িচি�ত �য অন�রা আমােক উত�� করেব      

৭।আিম পাগল হেয় যাি�      

৮।বা�ারা আমােক িনেয় হাসাহািস করেব      

৯।আিম মারা যাব      

১০।অিধকাংশ মানুষ আমার িবপে�      

১১।আিম অপদাথ�      

১২।আমার মা অথবা বাবা আঘাত পােব      

১৩।�কান িকছুই আর আমার জন� িঠকমত হয় না      

১৪।আমােক ত�ু �দখােব      

১৫।আমােক �কউ �খাঁচােল �ছেড় িদব না      

১৬।আমার িনয়�ণ হারােনার ভয় হয়      

১৭।আমার �দােষই শব ভুল হেয়েছ      

১৮।মানষু আমার স�েক� খারাপ িকছু ভাবেছ      

১৯।যিদ �কউ আমােক আঘাত কের আমার তােদর আঘাত করার অিধকার রেয়েছ      

২০।আিম আঘাত �পেত যাি�      

২১।অন� বা�ারা আমার স�েক�  িক ভাবেছ তা িনেয় আিম ভীত      

২২।িকছু �লাক �য �যমন �স �তমনটাই পায়      

২৩।আিম আমার জীবনটােক িবশ�ৃল বািনেয় িদেয়িছ      

২৪।ভয়াবহ িকছু ঘটেত যাে�      

২৫।আমােক �বাকার মত �দখায়      

২৬।আিম অন�েদর মত ভাল কখনই হেত পারব না      

২৭।সবসময় িবনা �দােষ আমােক �দাষােরাপ করা হয়      

২৮।আিম ব�থ�      

২৯।অন� বা�ারা আমােক িনেয় মজা করেছ      

৩০।�বেঁচ থাকা অথ�হীন      

৩১।সবাই আমার িদেক তািকেয় আেছ      

৩২।আিম ভীত �য আিম িনেজেক একটা �বাকায় পিরণত করব      

৩৩।আিম শি�ত �য সবাই হয়ত মারা যােব      

৩৪।আিম আমার সমস�া �থেক কখনও �বর হেয় আসেত পারব না      

৩৫।মানষু সবসময় আমােক িবপেদ �ফলেত �চ�া কের      
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৩৬।আমার িন�য়ই খুব বড় সমস�া আেছ      

৩৭।িকছু মানষু খারাপ      

৩৮।আিম িনেজেক ঘৃণা কির      

৩৯।আমার ি�য় কােরা িকছু ঘটেব      

৪০।খারাপ মানষুেদর শাি� �াপ�      

        Translated by Dr. Farah Deeba & Lutfun Nahar, Department of Clinical Psychology, University of Dhaka. 
© Centre for Emotional Health, Macquarie University, Sydney  

www.ceh.mq.edu.au 
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Appendix-16 

Is Your child Anxious? 
Want to work with a psychologist on your the Anxiety issues? 

 

Lets Know About Anxiety, it’s management  
& 

Help your Child to Be a Cool Kid 

 
Let’s Join the workshop on  
Anxiety &It’s Effect on Children 

Date: 
Facilitator: LutfunNahar,MPhil Researcher, Department of Clinical 

Psychology, University of Dhaka 
Mental Health Awareness Program on Anxiety 
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Are You Anxious? 
Want to work with a psychologist on your Anxiety issues? 

 

Lets Know About Anxiety, it’s management 
& 

Be a Cool Kid 

 
Let’s Join the workshop on  
Anxiety &It’s Effect on Children 

Date: 
Facilitator: LutfunNahar,MPhil Researcher, Department of Clinical 

Psychology, University of Dhaka 
Mental Health Awareness Program on Anxiety 
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