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A B S T R A C T

Exposure therapy is a highly effective, evidence-based treatment technique for children and adolescents with
anxiety disorders. Regardless, therapists in the community are reported to use exposure relatively rarely com-
pared with other approaches. The goal of the present study was to identify how practicing clinicians treat youth
with anxiety disorders across the United States and what factors contribute to their use of exposure therapy.
Recruited from public directories, 257 private practice therapists who treat anxious youth were surveyed. Non-
exposure cognitive-behavioral techniques like cognitive restructuring and relaxation techniques were used
significantly more frequently than exposure. Providers with more training in exposure therapy and fewer ne-
gative beliefs about this approach reported using exposure significantly more in the treatment of youth with
social anxiety, obsessive-compulsive, and panic disorders. Self-identification as an anxiety disorder specialist
significantly predicted exposure use for youth with posttraumatic stress disorder. Most therapists in private
practice have minimal training in exposure therapy, perceive a lack of training options, and believe there would
be a benefit to acquiring more training. The implications of these findings are discussed, including how to
optimally design training opportunities in exposure therapy.

1. Introduction

Anxiety disorders are among the most common mental health dis-
orders in children and adolescents, with over 31% of youth in the
United States estimated to meet criteria for an anxiety disorder by the
age of 18 (Merikangas et al., 2010). When left untreated, anxiety dis-
orders often run a chronic course (Keller et al., 1992; Perkonigg et al.,
2014) and are associated with the development of other mental health
problems, such as substance abuse (Woodward & Fergusson, 2001).
Fortunately, a substantial amount of evidence supports cognitive-be-
havioral therapy (CBT) as an efficacious intervention for youth with
anxiety disorders (e.g., Chorpita et al., 2011; Higa-McMillan, Kotte,
Jackson, & Daleiden, 2016; Hofmann, Asnaani, Vonk, Sawyer, & Fang,
2012; Jordan, Reid, Mariaskin, Augusto, & Sulkowski, 2012).

Exposure therapy has been shown to be the key ingredient in CBT
for anxiety (Ale, McCarthy, Rothschild, & Whiteside, 2015; Olatunji,
Cisler, & Deacon, 2010; Peris et al., 2015, 2017; Voort, Svecova,
Jacobson, & Whiteside, 2010; Whiteside et al., 2015), though commu-
nity providers report using exposure relatively infrequently to treat
adults with anxiety disorders (Becker, Zayfert, & Anderson, 2004; Cook,
Biyanova, Elhai, Schnurr, & Coyne, 2010; van Minnen, Hendriks, & Olff,
2010; Whiteside, Deacon, Benito, & Stewart, 2016; Wolitzky-Taylor,
Zimmermann, Arch, De Guzman, & Lagomasino, 2015), particularly
when compared with other CBT techniques like relaxation or cognitive
restructuring (Hipol & Deacon, 2013; Whiteside et al., 2016). Some
recent literature has begun to explore how practicing clinicians treat
anxious children and adolescents as well. A survey of clinicians in a
Hawaiian community mental health system showed that therapists used
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exposure therapy with fewer than 25% of trauma-exposed youth
(Borntrager, Chorpita, Higa-McMillan, Daleiden, & Starace, 2013) and
with fewer than 15% of youth with anxiety disorders (Higa-McMillan
et al., 2016). This pattern was also recently observed in a sample of
practicing clinicians in Minnesota who treat youth with various anxiety
disorders (Whiteside et al., 2016). The present study sought to extend
the emerging literature on barriers to exposure therapy use by sur-
veying therapists around the entire United States about their treatment
practices for youth with anxiety disorders. This survey focused on
therapists in private practice, who make up a large portion of the
psychology workforce and may be especially expected to use evidence-
based techniques like exposure as they are often perceived as experts,
but have not been adequately studied by previous surveys of exposure
use (American Psychological Association, 2009; Whitaker, Weismiller,
& Clark, 2006).

Towards the goal of building a practice-to-research bridge where
feedback from practicing clinicians can be used to inform future dis-
semination and implementation (DI) efforts, it is important to identify
factors that explain why some clinicians underutilize exposure techni-
ques. This aim is particularly pertinent considering that exposure
therapy use tends to wane more over time than other CBT techniques
(Chu et al., 2015; Edmunds et al., 2014; Southam-Gerow et al., 2010).
Several theoretical models of DI (e.g., Beidas & Kendall, 2010;
Southam-Gerow, Rodríguez, Chorpita, & Daleiden, 2012) underscore
the importance of client/family, provider, intervention, and organiza-
tional/systems factors that may influence the implementation of evi-
denced-based practices to treat youth with anxiety. Clinician-specific
factors may be a particularly important barrier to the DI of exposure-
based practices, as therapists often hold negative beliefs towards ex-
posure therapy (e.g., that patients will decompensate or drop out of
treatment if they participate in exposure therapy; Deacon et al., 2013;
Olatunji, Deacon, & Abramowitz, 2009) and report concern for their
own emotional reactions to exposure (Harned, Dimeff, Woodcock, &
Contreras, 2013; Zoellner et al., 2011). Therefore, in order to guide
future DI efforts, this study sought to investigate several potential
provider-specific barriers, specifically those related to provider demo-
graphics, training history, emotional sensitivities, and beliefs about
exposure therapy.

With regard to demographics, two studies suggested that females
may be less likely to implement trauma-related exposure (Devilly &
Huther, 2008; van Minnen et al., 2010), although it is unknown if
gender impacts the utilization of non-trauma-related exposure. An aim
of the current study is to determine whether female therapists use ex-
posure less with children with various anxiety and related disorders.

A much larger amount of research, however, has investigated how
training history and education impact exposure utilization. These stu-
dies suggest practicing clinicians with higher self-reported education or
specialization in treating anxiety may be more likely to use exposure
(Harned et al., 2013; Higa-McMillan, Francis, Rith-Najarian, &
Chorpita, 2015; Higa-McMillan, Nakamura, Morris, Jackson, & Slavin,
2015; Hipol & Deacon, 2013; Jacobson, Newman, & Goldfried, 2016;
Whiteside et al., 2016). However, it remains unclear how critical spe-
cific training in exposure therapy is for sustained implementation,
compared to obtaining a higher level of education or developing a self-
reported specialization. Consistent with three studies focused on post-
traumatic stress disorder (PTSD; Becker et al., 2004; Russell & Silver,
2007; van Minnen et al., 2010), one study conducted with Dutch
therapists found that higher levels of self-reported specialized training
in exposure therapy was associated with higher exposure therapy uti-
lization (Sars & van Minnen, 2015). Though training appears critical to
exposure implementation, there is a lack of data on how receptive
practicing clinicians who treat youth with anxiety disorders are to re-
ceiving more exposure-specific training or how they would prefer to
receive this additional training.

Clinicians’ emotional sensitivities may also contribute to the poor DI
of exposure therapy, as clinicians with higher anxiety sensitivity appear

to be more hesitant about the implementation of exposure (Harned
et al., 2013). For example, a clinician who is less tolerant of experi-
encing physical manifestations of anxiety may be less likely to model
and use interoceptive exposure with adolescents with panic disorder.
Similarly, novice therapists may fear that they would not be able to
handle watching their patient endure situations that cause them to re-
experience a traumatic event (Zoellner et al., 2011). Disgust sensitivity
could also leave practitioners more hesitant to conduct disgust-pro-
voking exposure such as those that target obsessions related to harm,
sexuality, or contamination. Taken together, practitioners’ emotional
sensitivities have received little attention in the literature, yet may be
significant barriers to using exposure.

In addition to therapists’ emotional sensitivities, their beliefs about
exposure therapy are another important factor that may determine their
implementation of this treatment. Clinicians are often dubious of evi-
dence-based practices more broadly, and as a result, they are less likely
to implement these approaches (e.g., Borntrager, Chorpita, Higa-
McMillan, & Weisz, 2015; Brookman-Frazee, Haine, Baker-Ericzén,
Zoffness, & Garland, 2010; Lilienfeld, Ritschel, Lynn, Cautin, &
Latzman, 2013). Much less research has studied attitudes towards
specific techniques such as exposure. A few studies have described
several common negative beliefs that have been associated with less
exposure utilization by practicing clinicians (Whiteside et al., 2016)
and suboptimal exposure delivery (Deacon et al., 2013; Harned et al.,
2013). Emerging research suggests that younger children are less likely
to receive evidence-based treatments (Borntrager et al., 2013;
Brookman-Frazee et al., 2010; Higa-McMillan et al., 2016). While this
could be due to a variety of factors, it is plausible that clinicians may
have negative beliefs about the use of exposure therapy with youth that
deter them from using these techniques (Meyer, Farrell, Kemp, Blakey,
& Deacon, 2014; Ringle et al., 2015; Southam-Gerow et al., 2012;
Whiteside et al., 2016). For example, clinicians may believe that youth
are more likely to drop out from exposure-based treatment or that ex-
posure exercises will hinder alliance with children or parents, though
there is a lack of data to support either of these fears (Imel, Laska,
Jakupcak, & Simpson, 2013; Kendall et al., 2009; Ormhaug & Jensen,
2018; Öst, Havnen, Hansen, & Kvale, 2015; Reid, Bolshakova et al.,
2017).

In summary, practicing therapists in the United States often treat
youth with clinical anxiety, yet there is limited research about how
often exposure therapy is utilized by these clinicians. This study ad-
dresses current gaps in the literature by focusing on the treatment of
youth with anxiety rather than adults, recruiting private practitioners
rather than general community-based clinicians, and assessing multiple
clinician-specific factors that may inhibit exposure therapy im-
plementation. Less is known about how often exposure is used for youth
with anxiety, though children may be particularly less likely to see a
therapist who uses exposure (Higa-McMillan et al., 2016). To date, only
two studies have surveyed child and adolescent therapists, each in
specific states in the United States. We sought to survey a nationally
representative sample of therapists to enhance the generalizability of
findings to date. We also specifically assessed private practitioners, a
rarely studied group who make up a large portion of practicing thera-
pists (American Psychological Association, 2009; Whitaker et al.,
2006), as most studies have focused on community clinicians more
broadly, despite private practitioners often being advertised as experts.
This study also used psychometrically validated measures of clinician-
specific factors that may inhibit exposure implementation, including
provider disgust sensitivity, anxiety sensitivity, training in exposure
therapy, and provider beliefs about exposure. The few studies that have
compared the frequency of exposure with other techniques have not
included several third-wave approaches that are growing in popularity
(e.g., values-based action, cognitive defusion), and thus we also in-
cluded these practices to accurately compare exposure therapy utili-
zation with other common techniques.

The first aim of the current study was to survey therapists to
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determine how often they use different treatments with anxious youth.
We expected exposure to be used less frequently than other CBT tech-
niques, and for suboptimal exposure techniques (i.e., self-directed ex-
posure) to be used more frequently than optimal exposure techniques
(i.e., therapist-assisted in vivo exposure). The second aim of our study
sought to investigate potential barriers to the implementation of ex-
posure therapy for youth with anxiety disorders, hypothesizing that
clinician demographics and training (i.e., female gender, less specific
training in exposure therapy, more years in practice, and non-identifi-
cation as an anxiety specialist), emotional sensitivities (i.e., higher
anxiety and disgust sensitivity), and negative beliefs about exposure-
based techniques would all predict less exposure utilization. The third
aim was descriptive and sought to illuminate the most common nega-
tive beliefs about exposure therapy among providers who treat anxious
youth and their perspectives on future training in exposure therapy.

2. Materials and methods

2.1. Participants

The final sample included 257 private practice therapists (age: M =
49.20, SD = 12.00). Clinicians were eligible to participate if they had
treated at least one child or adolescent (ages 7–17) with obsessive-
compulsive disorder (OCD), PTSD, panic disorder (PD), or social an-
xiety disorder (SAD) within the last year. These four disorders were
selected based on consideration of three factors: prevalence in youth,
likelihood they lead treatment-seeking, and frequency of severe cases
(Green, McGinnity, Meltzer, Ford, & Goodman, 2005; Merikangas et al.,
2010, 2011; Piacentini, Bergman, Keller, & McCracken, 2003; Ruscio,
Stein, Chiu, & Kessler, 2010). Though OCD and PTSD are no longer
classified as anxiety disorders, they were also included due to their
historical cognitive-behavioral conceptualization as anxiety disorders
and their first-line CBT treatments that emphasize exposure therapy
(Freeman et al., 2014; Silverman et al., 2008). Among the final 257
respondents, 179 clinicians reported treating youth with OCD
(M=6.88 patients, SD=9.32), 179 reported treating youth with PTSD
(M=8.16 patients, SD=8.48), 144 reported treating youth with PD
(M=5.08 patients, SD=8.48), and 173 reported treating youth with
SAD (M=8.37 patients, SD=7.94) in the last year. Clinicians self-
identified as psychologists (42%), clinical social workers (31%), mas-
ter’s level counselors (20%), nurse practitioners (3%), marriage and
family therapists (1%), and “other” (3%). The majority of the therapists
were female (75%) and Caucasian (90%). Other racial/ethnic back-
grounds included Hispanic/Latino (4%), Black/African American (2%),
Asian (2%), Native American (1%), and Pacific Islander/Hawaiian
(< 1%). Respondents had been working as treatment providers for
youth with anxiety disorders for an average of 16.64 years
(SD=10.58). Over a third of the sample self-identified as pediatric
anxiety specialists (39%). The regional distribution of participants re-
cruited via convenience sampling was approximately equal to that of
the 2010 United States Census (Mackun & Wilson, 2011).

2.2. Procedures

Using publicly accessible mental health directories of providers in
the United States, therapists were contacted by phone (if no email was
listed) or e-mail to participate in the present study by completing a brief
survey. The following directories were used: American Psychological
Association, Psychology Today, Network Therapy, Help Pro, and
Wellness. In order to ensure enough self-identified specialists were re-
cruited, refined searches were made requesting providers who indicated
that they treat youth with anxiety. The investigating University’s
Institutional Review Board approved the recruitment strategy and
consenting procedure. A description of study recruitment and response
rates is provided in Fig. 1. To avoid social desirability bias and to
prevent priming participants toward a less favorable view of exposure

therapy, we included an assessment of general practice patterns early in
the survey and questionnaires with items specifically about exposure
therapy later.

2.3. Measures

2.3.1. Treatment utilization rates
We adapted a self-report measure from Hipol and Deacon (2013) to

assess how frequently clinicians used different therapeutic techniques
with youth with OCD, PTSD, PD, and SAD within the past year. Every
participant was asked, “In the past year, how often did you use the
following therapeutic techniques to treat pediatric [disorder] (0–100%
of the time)?” If respondents had treated children with the specific
disorder, they gave estimations of what percent of the time they used 30
assorted therapeutic practices, including five exposure techniques (see
Table 1 for a full list of techniques). The measure for this study added
eleven techniques to the list used by Hipol and Deacon (2013), many of
which were specific to youth (e.g., play therapy, family systems
therapy) or emerging third-wave cognitive-behavioral techniques (e.g.,
cognitive defusion).

2.3.2. Exposure training assessment
Due to the lack of a psychometrically validated questionnaire that

assesses exposure therapy training, the research team created a measure
of this nature called the Exposure Training Assessment (ETA; complete
measure and detailed psychometric information available upon re-
quest). The 15-item measure asks participants how much they received
training in exposure therapy during and after graduate school through
various modalities, such as online training (e.g., “Completed online
exposure therapy training modules”) or conducting supervised clinical
care, (e.g., “Conducted supervised exposure therapy in an anxiety fo-
cused specialty clinic”) with a nine-point Likert scale (e.g., 1 = never, 9
= always). The ETA produces a total score that represents total training
history in exposure-based techniques and had high internal consistency
for the present sample (α= .84). It also demonstrated good convergent
validity with the Therapist Beliefs about Exposure Scale (TBES, de-
scribed below) and self-reported behaviors during an exposure therapy
case vignette described by Deacon et al. (2013), as well as discriminant
validity as it was not significantly associated with more use of four
selected non-CBT techniques (i.e., psychodynamic therapy, family sys-
tems therapy, interpersonal therapy, and non-directive supportive
therapy).

2.3.3. Anxiety sensitivity index
The Anxiety Sensitivity Index-3 (ASI-3; Taylor et al., 2007) mea-

sures the fear of anxiety-related body sensations based on beliefs about
their harmful physical, social, and cognitive consequences. The ASI-3
yields a total score that has good psychometrics in clinical and non-
clinical samples and is broadly associated with various anxiety dis-
orders (Taylor et al., 2007; Wheaton, Deacon, McGrath, Berman, &
Abramowitz, 2012). Cronbach’s alpha for this total score was 0.79.

2.3.4. Disgust scale-revised
The Disgust Scale-Revised (DS-R; Olatunji et al., 2007) was used to

measure disgust sensitivity, which is the predisposition to experience
disgust in response to a wide array of aversive stimuli or situations. The
DS-R is a 25-item measure that creates a three-factor solution (Core
Disgust, Animal Reminder Disgust, Contamination-Based Disgust) that
can be combined to create a total disgust sensitivity score. Cronbach’s
alpha for this total score was 0.80.

2.3.5. Therapist beliefs about exposure scale
The TBES (Deacon et al., 2013) is a 21-item, self-report measure of

negative beliefs about exposure therapy. The rating scale was devel-
oped from a literature review that identified common reservations
about exposure therapy, including beliefs that it is intolerable,
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unethical, harmful, and leads to dropout. Higher scores indicate more
negative beliefs about exposure therapy. The TBES has demonstrated a
single-factor structure and strong psychometric properties, including
excellent internal consistency, test-retest reliability, and construct va-
lidity (Deacon et al., 2013). Cronbach’s alpha for this total score was
0.93.

2.3.6. Opinions and preferences about training in exposure therapy
In order to assess opinions about the availability of training op-

portunities in exposure therapy, participants were asked, “How much
do you feel like there is a lack of training in exposure therapy?” Four
answer options were provided, ranging from No lack of training oppor-
tunities in exposure therapy to Severe lack of training opportunities in ex-
posure therapy. As a measure of the perceived benefit of acquiring
training, participants were also asked, “How much do you feel like you
would benefit as a clinician from training in exposure therapy?” Four
responses were available to participants, ranging from No benefit from
attending training in exposure therapy to Extreme benefit from attending
training in exposure therapy. Finally, participants were asked, “What
would be your preferred mechanism for a short-term training in ex-
posure therapy?” Participants could choose from online training,
mailed readings and video lessons, a training seminar held at a national

conference, or a one-day intensive training held at a location in the
United States.

2.4. Analyses

Descriptive statistics for each treatment technique were calculated
and are presented in Table 1. For statistical analyses, various ther-
apeutic techniques were then averaged to create an “exposure” cate-
gory, a “non-exposure CBT” category, and a “third wave CBT” category.
Therapist-assisted in vivo exposure, client self-directed in vivo exposure,
and imaginal exposure were combined to create an “exposure” category
for OCD and SAD. Trauma-focused narrative was also included in the
exposure category for PTSD and interoceptive exposure was included in
the exposure category for PD (e.g., Deblinger, Mannarino, Cohen,
Runyon, & Steer, 2011; Pincus, May, Whitton, Mattis, & Barlow, 2010).
Cognitive restructuring, breathing retraining, progressive muscle re-
laxation, thought stopping techniques, elimination of avoidance and
safety-seeking behaviors, and elimination of family accommodation
were combined to create a “non-exposure CBT” category. The latter two
were not included in the exposure category in order to estimate how
often prescribed, distinct exposure occurs separate from response pre-
vention strategies that often are implemented without specific exposure

Fig. 1. Flow chart summarizing sample recruitment and retention.
Note: OCD=Obsessive-compulsive disorder; PTSD=Post-traumatic stress disorder; PD=Panic disorder; SAD=Social anxiety disorder. RR=Response rate (i.e.,
percent who responded to our phone or email outreach and thus heard about the study); PR=Participation rate (percent who consented to participate out of those
we successfully reached); PC=Phone campaign; EC=Email campaign. RR for PC was calculated by dividing 638/1670. RR for the EC=2662/4483. PR for
PC+EC=455/3300.
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exercises. Frequencies of dialectical behavior therapy, mindfulness
techniques, acceptance, meditation, motivational interviewing, cogni-
tive defusion, committed action, and self-as-context were combined to
create a “third-wave CBT” category. To maximize interpretability,
psychodynamic therapy was selected to represent an “other” category
in this analysis, as it was one of the original treatments described for
youth with anxiety and thus serves as a meaningful benchmark for how
much exposure techniques have been disseminated.

A within-subjects analysis of variance (ANOVA) was used to com-
pare how frequently practitioners reported using exposure techniques,
non-exposure CBT techniques, third-wave CBT techniques, and psy-
chodynamic therapy for OCD, PTSD, PD, and SAD, with simple post-hoc
comparisons used to compare each therapeutic technique with ex-
posure. For all omnibus effects, Greenhouse-Geisser corrections were
made to account for unequal variances across treatment techniques.
Effect sizes were determined using a partial eta squared (η2) estimate
and the following cut-offs: 0.01 = small, .13 = medium, and .26 =
large (Cohen, 1992). Within-subjects t-tests were also used to compare
the utilization rate of therapist-assisted in vivo exposure (optimal ex-
posure delivery) versus client self-directed in vivo exposure (sub-op-
timal exposure delivery) for each diagnosis. An additional analysis was
run to compare the use of interoceptive exposure (optimal) to imaginal
exposure (sub-optimal) for PD. Each p-value was Bonferroni corrected
to account for family-wise error and effect sizes were determined with

Cohen’s D, with the following cut-offs: .2 = small, .5 = medium, .8 =
large (Cohen, 1992).

Finally, a step-wise linear regression was implemented to in-
vestigate potential barriers to using therapist-assisted in vivo exposure.
Therapist-assisted in vivo exposure was selected as a dependent variable
due to research with OCD populations suggesting its superiority over
other forms of exposure (Abramowitz, 1996; Tolin et al., 2007) and
because therapist-assisted in vivo exposure is the primary delivery style
emphasized in leading CBT manuals for various anxiety disorders (e.g.,
Beidel, Turner, & American Psychological Association, 2007; Foa,
Chrestman, & Gilboa-Schechtman, 2008). Step one included gender (0
= Male, 1 = Female), self-reported education (0 = Two years or less of
graduate school, 1 = More than two years of graduate school), per-
ceived specialization in anxiety (0 = Non-specialist, 1 = Specialist),
and exposure-specific training history as measured by the ETA. Step
two included variables related to emotional sensitivities as measured by
the DS-R and ASI-3 and step three included provider beliefs about ex-
posure as measured by the TBES.

3. Results

3.1. Frequency of therapeutic technique utilization

Practitioners were asked to provide information about what percent

Table 1
Percent of Time That Treatments are Utilized for Anxiety Disorders in Youth.

Technique Frequency % (SD)

OCD
(n=179)

PTSD
(n=179)

PD
(n=144)

SAD
(n=173)

Overall
(n=257)

Non-exposure CBT techniques
Cognitive Restructuring 56% (35) 50% (35) 64% (34) 65% (32) 57% (31)
Breathing Retraining 49% (36) 52% (36) 65% (36) 53% (38) 53% (34)
Progressive Muscle Relaxation 46% (36) 47% (37) 58% (36) 48% (37) 47% (34)
Elimination of Avoidance and Safety-Seeking Behaviors 52% (38) 36% (33) 54% (36) 54% (37) 46% (33)
Thought Stopping Techniques 38% (38) 33% (35) 36% (37) 31% (35) 33% (33)
Elimination of Family Accommodation 35% (39) 13% (27) 24% (34) 29% (36) 24% (30)

Exposure techniques
Therapist-Assisted In Vivo Exposure 30% (36) 11% (23) 21% (30) 21% (34) 19% (27)
Client Self-Directed In Vivo Exposure 26% (31) 18% (27) 37% (37) 38% (38) 30% (31)
Imaginal Exposure 40% (33) 31% (33) 42% (36) 41% (35) 36% (29)
Trauma-Focused Narrative 13% (23) 37% (36) 14% (26) 10% (24) 18% (25)
Interoceptive Exposure 5% (15) 4% (14) 10% (28) 4% (15) 4% (13)

Third-wave techniques
Mindfulness Techniques 47% (35) 53% (35) 59% (35) 51% (36) 50% (32)
Acceptance 32% (36) 31% (35) 30% (38) 27% (36) 29% (32)
Meditation 26% (32) 28% (32) 32% (37) 24% (32) 25% (30)
Motivational Interviewing 22% (33) 18% (29) 20% (33) 24% (35) 21% (30)
Dialectical Behavior Therapy 14% (24) 15% (26) 12% (25) 10% (24) 12% (22)
Cognitive Defusion 9% (22) 9% (22) 9% (23) 11% (25) 9% (20)
Committed Action 7% (20) 8% (22) 9% (25) 11% (27) 8% (21)
Self-as-context 4% (14) 7% (21) 6% (20) 4% (17) 5% (15)

Other
Family Systems Therapy 29% (32) 35% (34) 30% (35) 29% (34) 30% (31)
Non-Directive Supportive Psychotherapy 22% (30) 33% (33) 27% (33) 32% (35) 29% (30)
Play Therapy 19% (30) 33% (36) 20% (32) 21% (32) 24% (31)
Interpersonal Therapy 17% (28) 21% (32) 17% (30) 21% (32) 20% (27)
Art Therapy 14% (25) 24% (32) 17% (30) 14% (26) 17% (36)
Psychodynamic Therapy 12% (25) 17% (29) 16% (28) 14% (27) 15% (27%)
Eye Movement Desensitization and Reprocessing 11% (25) 18% (33) 11% (26) 7% (22) 11% (25)
Hypnosis 5% (17) 6% (20) 8% (24) 7% (21) 6% (19)
Applied Behavior Analysis 5% (15) 6% (19) 6% (20) 6% (19) 6% (16)
Gestalt Therapy 2% (11) 4% (13) 5% (18) 4% (16) 4% (12)
Thought Field Therapy 1% (7) 2% (9) 1% (7) 1% (5) 1% (7)

Note: CBT: cognitive-behavioral Therapy; OCD: obsessive-compulsive disorder; PTSD: post-traumatic stress disorder; PD: panic Disorder; SAD: social anxiety disorder.
The “Overall” column was calculated by averaging each participant’s response across the four disorders. Therapeutic techniques are divided into categories for ease of
interpretation. For each diagnosis, participants were asked, “In the past year, how often did you use the following therapeutic techniques to treat pediatric [disorder]
(0–100% of the time)?”.
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of the time they used various treatment techniques to treat youth with
OCD, PTSD, PD, and SAD. Overall, therapist-assisted in vivo exposure
was used 19% of the time, while cognitive restructuring and breathing
retraining were used 57% and 53% of the time, respectively. Clinicians
also described using mindfulness frequently, as they endorsed using this
technique 50% of the time. Treatment utilization patterns for all as-
sessed techniques are displayed in Table 1.

3.1.1. Comparison of exposure utilization with other techniques
Significant differences between treatment techniques were found

across diagnoses; OCD, F(3)= 88.24, p<0.001, partial η2 = 0.33;
PTSD, F(3)= 42.69, p<0.001, partial η2 = 0.19; PD, F(3)= 66.67,
p<0.001, partial η2 = 0.32; and SAD, F(3)= 78.53, p<0.001, partial
η2 = 0.31.

Non-exposure CBT techniques were used significantly more than
exposure techniques in the treatment of youth with all four disorders.
All four of these comparisons had a large effect size. In contrast, pro-
viders reported using exposure more often than third-wave and psy-
chodynamic techniques to treat youth with OCD, PD, and SAD, but
there was no difference between utilization rates for these treatments
for youth with PTSD. A summary of these results can be found in
Table 2.

3.1.2. Comparison of optimal and suboptimal exposure techniques
In general, optimal exposure techniques were used significantly less

often than suboptimal exposure techniques. Therapist-assisted in vivo
exposure (optimal) was used significantly less often than client self-
directed in vivo exposure (suboptimal) in the treatment of youth with
OCD, mean difference= 7%, t(178)= 2.91, p = 0.04, d = 0.22, PTSD,
mean difference=7%, t(178) = 3.31, p = 0.001, d = .28 PD, mean
difference=16%, t(143) = 5.38, p<0.001, d = 0.50, and SAD, mean
difference=16%, t(172) = 5.87, p<0.001, d =0.48. The effect sizes
for these comparisons ranged from small to medium. For PD, inter-
oceptive exposure was utilized significantly less often than imaginal
exposure, mean difference= 32%, t(143) =8.66, p<0.001, d= .73,
suggesting a medium-to-large difference.

3.2. Predictors of optimal exposure use

The stepwise linear regression that investigated the predictors of
utilization of therapist-assisted in vivo exposure for youth with each
disorder is displayed in Table 3. In summary, practitioner demographic
and training variables (step 1) and attitudes and beliefs about exposure
therapy (step 3) were significantly associated with exposure use for
youth with OCD, PD, and SAD, while provider emotional sensitivities
(step 2) were not significantly associated with use of exposure for any of
the disorders.1

When evaluating the specific predictors, practitioner training

history in exposure therapy was a significant predictor of therapist-as-
sisted in vivo exposure use across OCD, PD, and SAD. Practitioner an-
xiety and disgust sensitivity were not significantly associated with use
for any of the disorders. Across OCD, PD, and SAD, negative beliefs
about exposure therapy were the strongest predictor of therapist-as-
sisted in vivo exposure use. Self-identification as an anxiety specialist
was the only significant predictor in the model predicting therapist-
assisted in vivo exposure for youth with PTSD. Identifying as an anxiety
specialist also predicted exposure utilization for children with OCD and
SAD, though it became a non-significant predictor in the SAD model
when controlling for therapist beliefs.

Table 2
Mean Comparison of Exposure, Non-Exposure CBT, Third-Wave CBT, and Psychodynamic Utilization Rates.

Other technique: Non-Exposure CBT Third-Wave Psychodynamic

Mean difference F η2partial Mean difference F η2partial Mean difference F η2partial

Exposure:
OCD 18% 96.22*** .34 −8% 16.71*** .09 −16% 33.40*** .16
PTSD 18% 142.14*** .44 1% 0.71 .004 −3% 1.49 .008
PD 23% 126.35*** .47 −5% 6.40* .04 −12% 12.32*** .08
SAD 21% 166.10*** .49 −5% 8.28* .05 −12% 17.05*** .09

Note: CBT: cognitive-behavioral therapy; OCD: obsessive-compulsive disorder; PTSD: post-traumatic stress disorder; PD: panic disorder; SAD: social anxiety disorder.
Mean differences are calculated as the mean of the column group minus the mean of row group. *p<0.05, **p<0.01, ***p<0.001.

Table 3
Predictors of Therapist Assisted In Vivo Exposure for Panic Disorder.

ß R2 Change R2 Change F

Step 1. Demographics .18 .18 6.55***
Gendera .02
Educationb .16
Specialistc .10
ETAd .31**

Step 2. Temperament .18 .00 0.02
Gender .02
Education .16
Specialist .10
ETA .31**
DSe .02
ASI-3f −.006

Step 3. Attitudes and
Beliefs

.37 .19 33.64***

Gender .11
Education .03
Specialist −.02
ETA .20*
DS −.06
ASI-3 .17
TBESg −.52***

Note: Only participants with complete data who treated panic disorder were
included for this analysis (n= 122).
*p< .05, **p< .01, ***p< .001.

a Participants’ self-reported gender (0 = Male, 1 = Female).
b Participants’ self-reported education was categorized into two groups (0 =

Those who obtained one to two years of graduate education; 1 = Those who
obtained more than two years of graduate education).

c Participants self-reported if they viewed themselves as an anxiety disorder
specialist (0 = Non-specialist, 1 = Specialist).

d Continuous self-report measure of training in exposure-based techniques
during and/or after graduate school.

e Continuous self-report measure of disgust sensitivity.
f Continuous self-report measure of anxiety sensitivity.
g Continuous self-report measure of practitioner negative attitudes and be-

liefs about exposure-based techniques.

1 Time spent working with anxious youth was considered as another potential predictor
of exposure use during one stage of the revision process of this manuscript. This variable
was not found to be a significant predictor of exposure implementation for any disorder.
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3.3. Top negative attitudes and beliefs about exposure

An item level analysis of TBES revealed that the top three negative
beliefs held by practitioners who treat youth with anxiety disorders are:
1) “Arousal reduction strategies, such as relaxation or controlled
breathing, are often necessary for clients to tolerate the distress ex-
posure therapy evokes” (M=3.01, SD=1.11; 32% “agree,” 31%
“strongly agree”), 2) “Clients are at risk of decompensating (i.e., losing
mental and/or behavioral control) during highly anxiety-provoking
exposure therapy sessions” (M=3.20, SD=1.09; 37% “agree,” 4%
“strongly agree”), and 3) “Most clients have difficulty tolerating the
distress exposure therapy evokes (M=3.18, SD=1.06; 37% “agree,”
4% “strongly agree”).

3.4. Training in exposure techniques

3.4.1. Training history
The average score on the ETA was 26.93 (SD=20.33) and the

average response on the ETA was between “Never” and “Rarely.” The
three most commonly cited sources of training in exposure-based
techniques during graduate school were related to reading research
articles or treatment manuals (M=4.56, SD=3.09), teachings in
academic classes (M=3.64, SD=2.77), and conference workshops or
seminars (M=2.77, SD=2.45). The most commonly cited sources of
training in exposure-based techniques post-graduate school were con-
ference workshops or seminars (M=4.22, SD=2.57), and non-con-
ference workshops or seminars (M=3. 328, SD=2.69).

3.4.2. Access to training opportunities
In terms of opportunities to obtain more training in exposure-based

techniques, five percent reported that they believed there is No lack of
training opportunities, 22% selected that there is Some lack of training
opportunities, 45% reported there is Moderate lack of training opportu-
nities, and 28% indicated that there is Extreme lack of training opportu-
nities.

3.4.3. Benefit of training opportunities
In terms of perceived benefit of attending a training in exposure-

based techniques, eight percent of participants reported that they be-
lieved there would be No benefit, 32% selected that there would be Some
benefit, 32% reported there would be Moderate benefit, and 28% stated
that there would be Extreme benefit.

3.4.4. Preferred training mechanism
Nine percent of participants indicated they prefer training at a na-

tional conference, 17% reported a preference for reading materials and
video recordings to be mailed to them, 36% indicated a preference for
training at a one-day seminar held in the United States, and 37% stated
that they prefer online training materials.

4. Discussion

In this sample of private practitioners from around the United
States, exposure therapy was used less often than other CBT techniques
in the treatment of anxious youth, but more often than third-wave
behavioral strategies and psychodynamic therapy. These findings were
largely consistent regardless of the disorder being treated, with the
exception of youth with PTSD, with whom exposure therapy was par-
ticularly underused. These results suggest that although clinicians often
use cognitive-behavioral strategies with anxious youth, they more
heavily rely on cognitive therapy and anxiety management strategies
than exposure therapy despite the well-documented efficacy of this
technique. Self-reported training in exposure therapy and positive be-
liefs about exposure appeared to be the most consistent predictors of
exposure implementation, and thus future DI efforts should continue to
emphasize effective training in exposure therapy that engenders

positive beliefs towards this therapy.
Consistent with the treatment of other diagnoses, non-exposure CBT

techniques were the most common therapeutic strategies used to treat
youth with PTSD. Unlike the other diagnoses, psychodynamic therapy
and third-wave techniques were used just as frequently as exposure
techniques. Therapists indicated that they only conducted therapist-
assisted in-session exposure 11% of the time, though it is worth noting
trauma-focused narrative was reported to be used 37% of the time by
respondents. It may be that private practice therapists conceptualize
childhood trauma as fundamentally different than anxiety and thus do
not consider traditional exposure an effective approach, or that ex-
posure may re-traumatize youth with PTSD, leading them to seek other
approaches. Other fears about exposure may be more prevalent when
treating youth with PTSD due to the sensitive nature of trauma, such as
concerns about dropout from treatment. Additionally, practitioners
may find imaginal exposure more important than in-vivo practice, ea-
sier to conduct, or a more comfortable treatment to implement. Future
research should more thoroughly investigate practitioner perspectives
on the treatment of PTSD, as this appears to be an area of particular
opposition to evidence-based practice.

This survey indicates that even when clinicians use exposure
therapy, they tend to favor less powerful exposure techniques like
imaginal exposure or client self-directed exposure compared with
therapist-lead exposure. Consistent with previous literature (Hipol &
Deacon, 2013; Whiteside et al., 2016), interoceptive exposure was used
significantly less often than imaginal exposure, a less effective form of
exposure for PD (see Boettcher, Brake, & Barlow, 2016, for a review).
Similarly, therapists reported instructing patients to conduct exposure
themselves more often than they engaged in exposure alongside their
patients, despite the literature suggesting that therapist-lead exposure is
more effective (Abramowitz, 1996; Tolin et al., 2007).

Behind cognitive restructuring and breathing retraining, mind-
fulness was the most frequently cited therapeutic technique used to
treat youth with anxiety disorders. The frequency of mindfulness as a
therapeutic practice speaks to its appeal to private practice therapists
and its rapidly growing empirical support for childhood internalizing
disorders (Semple & Lee, 2014; Zoogman, Goldberg, Hoyt, & Miller,
2015). Research should continue to investigate its efficacy among
children with anxiety disorders to determine whether the evidence for
this technique matches its popularity.

Negative beliefs about exposure therapy and less training in this
technique both appear to inhibit the implementation of exposure, while
therapist emotional sensitivities do not appear to be a barrier to im-
plementation. Future quantitative studies are needed to test other fac-
tors of interest that may influence exposure implementation, such as
financial barriers like limited session length to conduct exposure (Reid,
Bolshakova et al., 2017). More specific training in exposure therapy,
but not higher education, was consistently associated with higher use of
optimal exposure-based techniques. These findings further support the
recommendations made by the inter-organizational task force on cog-
nitive-behavioral psychology education that recommended additional
training in exposure therapy during graduate school (Klepac et al.,
2012). Fortunately, results of this study suggest that practicing clin-
icians are eager for additional training in exposure therapy, as 92% of
the sample perceived at least some benefit of more training opportu-
nities of this kind. These data also indicate that practicing clinicians
have a preference for online or one-day intensive training opportunities
over more traditional post-graduate training methods (e.g., conference
workshops). Improving graduate and post-graduate training in ex-
posure therapy appears to be one potential method to improve im-
plementation of exposure-based techniques in the community.

Yet, the current challenge facing DI researchers is to learn how to
design and implement a training intervention of this nature. It appears
that reading manuals or attending didactic lectures are ineffective
training modalities (Beidas & Kendall, 2010; Herschell, Kolko,
Baumann, & Davis, 2010; see Reid & McHugh, 2018, for a review) and
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that interventions at the systems level may be required for sustained
behavioral change in practicing clinicians (e.g., Beidas et al., 2015;
Higa-McMillan, Francis et al., 2015; Higa-McMillan, Nakamura et al.,
2015; Ringle et al., 2015). Within broader CBT training programs for
practicing clinicians, sustained implementation of exposure-based
techniques is relatively worse compared to other CBT techniques (Chu
et al., 2015; Edmunds et al., 2014; Southam-Gerow et al., 2010), so the
need for more effective training interventions in exposure therapy is
clear. Unfortunately, few training programs specific to exposure-based
techniques have been comprehensively evaluated (e.g., Harned et al.,
2014; Reese et al., 2016; Reid, Guzick et al., 2017; Ruzek et al., 2015).
Substantial research is needed to identify how to provide effective and
lasting training in exposure therapy to practicing clinicians that match
their preferences for one-day intensive or online exposure.

Some have argued that a “train-the-trainer” model may be an ef-
fective approach to disseminating evidence-based practices (McHugh &
Barlow, 2012) and that any effective training intervention will require
some form of consultation in order to be effective (Beidas, Edmunds,
Marcus, & Kendall, 2012; Edmunds, Beidas, & Kendall, 2013; Herschell
et al., 2010; see Reid & McHugh, 2018, for a review). In terms of
teaching exposure therapy to novice clinicians, key ingredients such as
in vivo practice, opportunity to articulate exposure therapy to others,
and on-going supervision have been proposed (Balkhi, Reid, Guzick,
Geffken, & McNamara, 2016; Farrell, Deacon, Dixon, & Lickel, 2013;
Harned et al., 2014). Based on the results of this and other studies,
another critical component of training may be addressing negative
beliefs about exposure-based techniques (Deacon et al., 2013; Harned
et al., 2014; Reid, Guzick et al., 2017). It will be important for training
efforts to provide evidence that directly counters the most frequently
endorsed negative beliefs identified in this study and by Deacon el al.
(2013), such as arousal reduction strategies can be counterproductive
during exposure, that patients do not decompensate during exposure,
and that patients are resilient and can handle the level of distress ex-
posure evokes. More broadly, training will likely need to address ne-
gative beliefs towards evidence-based practice (e.g., Borntrager et al.,
2015; Brookman-Frazee et al., 2010; Lilienfeld et al., 2013). Our results
match previous work that has found that specialists are more likely to
implement exposure therapy (Hipol & Deacon, 2013; Howard, 1999)
and deliver this treatment in an optimal manner (Harned et al., 2013;
Howard, 1999), although longitudinal research is needed to determine
the direction of causality in this association. Finally, considering how
the workplace setting in which a provider is employed can steer the
interventions they provide and alter their beliefs about evidence-based
practice (e.g., Beidas et al., 2015; Higa-McMillan, Francis et al., 2015;
Higa-McMillan, Nakamura et al., 2015; Ringle et al., 2015), systems
level interventions need to be developed and evaluated as well.

This study is not without limitations. First, the implications of our
study are limited to private practice therapists due to our sample of
clinicians who work in this setting, though as noted, practice patterns of
this group have been less systematically studied. A second limitation of
this study was the use of a convenience sample rather than a random
sample of practicing clinicians. However, our recruitment efforts suc-
cessfully obtained a sample that was approximately proportionate to
the geographic distribution of the United States population. Our sample
did have a higher proportion of psychologists than what is observed in
the community (Hamp, Stamm, Christidis, & Nigrinis, 2014), which
may have inflated estimates of evidence-based practices (e.g. Higa-
McMillan, Francis et al., 2015; Higa-McMillan, Nakamura et al., 2015).
Further, based on the design of our study, it is unclear which negative
beliefs affect exposure use the most, and whether these relationships
differ based on disorder (e.g., dropout concerns in youth with PTSD). A
fourth limitation is the lack of data collected on other common child-
hood anxiety disorders, such as specific phobia and separation anxiety
disorder, and future research should focus on these diagnoses as well.

Surveys can be prone to social desirability and recall biases and thus
future research of this nature should consider observational measures as

well (e.g., McLeod, Smith, Southam-Gerow, Weisz, & Kendall, 2015). To
reduce social desirability bias, measures that probed about exposure
were included at the end of the survey. More so, research suggests
online data collection may be more immune to social desirability bias
due to the privacy it provides (Rhodes, Bowie, & Hergenrather, 2003).
In order to reduce recall bias, participants were asked to provide data
on treatments utilized only within the past 12 months. Finally, con-
sidering the cross-sectional nature of this study, longitudinal rando-
mized-controlled trials are needed to better study barriers to the im-
plementation of exposure-based techniques.

5. Conclusion

The poor dissemination and implementation of evidenced-based
practices such as exposure therapy is a public health problem in the
United States. Practicing clinicians appear to underutilize highly potent
exposure techniques compared with other cognitive-behavioral ap-
proaches. That said, positive strides have been made over the past
decade in the United States, including the comprehensive and com-
mendable reform efforts made by Hawaii's Child and Adolescent Mental
Health Division (see Nakamura et al., 2014 for a review) and increasing
state mandates for evidence-based care (Cooper et al., 2008). Assess-
ment of training needs, such as the surveying of practicing clinicians
about their reasons for or against the implementation of specific evi-
denced-based practices, should help continue the development of tar-
geted training programs that lead to optimal training outcomes (Dimeff
et al., 2015). Regardless, as future programs are proposed to enhance
the DI of exposure-based techniques, it will be critical for them to
consider the guidelines provided by leaders in DI science to ensure a
maximum return on investment for the public (e.g., Glasgow et al.,
2012; Neta et al., 2015).

Funding

This study was funded by an internal grant from the University of
Florida College of Medicine.

Acknowledgements

We are grateful to the Division of Medical Psychology Research Lab
for their efforts in recruitment and data management. We also are ex-
tremely appreciative of the numerous practicing clinicians who took
time out of their busy schedules to complete the study surveys. We
would also like to thank Amanda Balkhi, Ph.D., for her help supervising
data collection for this study.

References

Abramowitz, J. S. (1996). Variants of exposure and response prevention in the treatment
of obsessive-compulsive disorder: A meta-analysis. Behavior Therapy, 27, 583–600.

Ale, C. M., McCarthy, D. M., Rothschild, L. M., & Whiteside, S. P. (2015). Components of
cognitive behavioral therapy related to outcome in childhood anxiety disorders.
Clinical Child and Family Psychology Review, 18, 1–12.

American Psychological Association (2009). 2008 APA survey of psychology health service
providers. Retrieved March 14, 2018, from http://www.apa.org/workforce/publica-
tions/08-hsp/index.aspx.

Balkhi, A. M., Reid, A. M., Guzick, A. G., Geffken, G. R., & McNamara, J. P. (2016). The
progress cascading model: A scalable model for teaching and mentoring graduate
trainees in exposure therapy. Journal of Obsessive-Compulsive and Related Disorders, 9,
36–42.

Becker, C. B., Zayfert, C., & Anderson, E. (2004). A survey of psychologists’ attitudes
towards and utilization of exposure therapy for PTSD. Behaviour Research and
Therapy, 42, 277–292.

Beidas, R. S., & Kendall, P. C. (2010). Training therapists in evidence-based practice: A
critical review of studies from A systems-contextual perspective. Clinical Psychology:
Science and Practice, 17, 1–30.

Beidas, R. S., Edmunds, J. M., Marcus, S. C., & Kendall, P. C. (2012). Training and con-
sultation to promote implementation of an empirically supported treatment: A ran-
domized trial. Psychiatric Services, 63(7), 660–665.

Beidas, R. S., Marcus, S., Aarons, G. A., Hoagwood, K. E., Schoenwald, S., Evans, A. C., ...
Adams, D. R. (2015). Predictors of community therapists’ use of therapy techniques

A.M. Reid et al.

http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0005
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0005
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0010
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0010
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0010
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0015
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0015
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0015
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0020
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0020
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0020
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0020
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0025
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0025
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0025
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0030
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0030
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0030
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0035
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0035
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0035
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0040
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0040


in a large public mental health system. JAMA Pediatrics, 169, 374–382.
Beidel, D. C., Turner, S. M., & American Psychological Association (2007). Shy children,

phobic adults: Nature and treatment of social anxiety disorder. Washington, DC:
American Psychological Association.

Boettcher, H., Brake, C. A., & Barlow, D. H. (2016). Origins and outlook of interoceptive
exposure. Journal of Behavior Therapy and Experimental Psychiatry.

Borntrager, C., Chorpita, B. F., Higa-McMillan, C. K., Daleiden, E. L., & Starace, N. (2013).
Usual care for trauma-exposed youth: Are clinician-reported therapy techniques
evidence-based? Children and Youth Services Review, 35, 133–141.

Borntrager, C. F., Chorpita, B. F., Higa-McMillan, C., & Weisz, J. R. (2015). Provider
attitudes toward evidence-based practices: Are the concerns with the evidence or
with the manuals? Psychiatric Services, 60, 677–681.

Brookman-Frazee, L., Haine, R. A., Baker-Ericzén, M., Zoffness, R., & Garland, A. F.
(2010). Factors associated with use of evidence-based practice strategies in usual care
youth psychotherapy. Administration and Policy in Mental Health and Mental Health
Services Research, 37(3), 254–269.

Chorpita, B. F., Daleiden, E. L., Ebesutani, C., Young, J., Becker, K. D., Nakamura, B. J., ...
Smith, R. L. (2011). Evidence-based treatments for children and adolescents: An
updated review of indicators of efficacy and effectiveness. Clinical Psychology: Science
and Practice, 18, 154–172.

Chu, B. C., Talbott Crocco, S., Arnold, C. C., Brown, R., Southam-Gerow, M. A., & Weisz, J.
R. (2015). Sustained implementation of cognitive-behavioral therapy for youth an-
xiety and depression: Long-term effects of structured training and consultation on
therapist practice in the field. Professional Psychology: Research and Practice, 46, 70.

Cohen, J. (1992). Statistical power analysis for the behavioral sciences. Abingdon-on-Thames
(2nd ed.). U.K: Routledge.

Cook, J. M., Biyanova, T., Elhai, J., Schnurr, P. P., & Coyne, J. C. (2010). What do psy-
chotherapists really do in practice? An internet study of over 2,000 practitioners.
Psychotherapy: Theory, Research, Practice, Training, 47, 260.

Cooper, J. L., Aratani, Y., Knitzer, J., Douglas-hall, A., Masi, R., Banghart, P., & Dababnah,
S. (2008). Unclaimed children revisited: The status of children’s mental health policy in the
United States. Retrieved March 14, 2018, fromNational Center for Children in
Povertyhttp://www.nccp.org/publications/pub_853.html.

Deacon, B. J., Farrell, N. R., Kemp, J. J., Dixon, L. J., Sy, J. T., Zhang, A. R., ... McGrath, P.
B. (2013). Assessing therapist reservations about exposure therapy for anxiety dis-
orders: The therapist beliefs about exposure scale. Journal of Anxiety Disorders, 27,
772–780.

Deblinger, E., Mannarino, A. P., Cohen, J. A., Runyon, M. K., & Steer, R. A. (2011).
Trauma-focused cognitive behavioral therapy for children: Impact of the trauma
narrative and treatment length. Depression and Anxiety, 28, 67–75.

Devilly, G. J., & Huther, A. (2008). Perceived distress and endorsement for cognitive-or
exposure-based treatments following trauma. Australian Psychologist, 43(1), 7–14.

Dimeff, L. A., Harned, M. S., Woodcock, E. A., Skutch, J. M., Koerner, K., & Linehan, M. M.
(2015). Investigating bang for your training buck: A randomized controlled trial
comparing three methods of training clinicians in two core strategies of dialectical
behavior therapy. Behavior Therapy, 46, 283–295.

Edmunds, J. M., Beidas, R. S., & Kendall, P. C. (2013). Dissemination and implementation
of evidence–based practices: Training and consultation as implementation strategies.
Clinical Psychology: Science and Practice, 20, 152–165.

Edmunds, J. M., Read, K. L., Ringle, V. A., Brodman, D. M., Kendall, P. C., & Beidas, R. S.
(2014). Sustaining clinician penetration, attitudes and knowledge in cognitive-be-
havioral therapy for youth anxiety. Implementation Science, 9, 89.

Farrell, N. F., Deacon, B. J., Dixon, L. J., & Lickel, J. J. (2013). Theory-based training
strategies for modifying practitioner concerns about exposure therapy for anxiety.
Journal of Anxiety Disorders, 27, 781–787.

Foa, E. B., Chrestman, K. R., & Gilboa-Schechtman, E. (2008). Prolonged exposure therapy
for adolescents with PTSD emotional processing of traumatic experiences, therapist guide.
Oxford University Press.

Freeman, J., Garcia, A., Frank, H., Benito, K., Conelea, C., Walther, M., & Edmunds, J.
(2014). Evidence base update for psychosocial treatments for pediatric obsessive-
compulsive disorder. Journal of Clinical Child & Adolescent Psychology, 43(1), 7–26.

Glasgow, R. E., Vinson, C., Chambers, D., Khoury, M. J., Kaplan, R. M., & Hunter, C.
(2012). National institutes of health approaches to dissemination and implementa-
tion science: Current and future directions. American Journal of Public Health, 102,
1274–1281.

Green, H., McGinnity, A., Meltzer, H., Ford, T., & Goodman, R. (2005). Mental health of
children and young people in Great Britain, 2004. Basingstoke: Palgrave MacMillan.

Hamp, A., Stamm, K., Christidis, P., & Nigrinis, A. (2014). What proportion of the nation’s
behavioral health providers are psychologists? Monitor on Psychology, 45, 18.

Harned, M. S., Dimeff, L. A., Woodcock, E. A., & Contreras, I. (2013). Predicting adoption
of exposure therapy in a randomized controlled dissemination trial. Journal of Anxiety
Disorders, 27, 754–762.

Harned, M. S., Dimeff, L. A., Woodcock, E. A., Kelly, T., Zavertnik, J., Contreras, I., &
Danner, S. M. (2014). Exposing clinicians to exposure: A randomized controlled
dissemination trial of exposure therapy for anxiety disorders. Behavior Therapy, 45,
731–744.

Herschell, A. D., Kolko, D. J., Baumann, B. L., & Davis, A. C. (2010). The role of therapist
training in the implementation of psychosocial treatments: A review and critique
with recommendations. Clinical Psychology Review, 30, 448–466.

Higa-McMillan, C., Kotte, A., Jackson, D., & Daleiden, E. L. (2016). Overlapping and Non-
overlapping practices in usual and evidence-based care for youth anxiety. The Journal
of Behavioral Health Services and Research Advanced online publication.

Higa-McMillan, C. K., Francis, S. E., Rith-Najarian, L., & Chorpita, B. F. (2015). Evidence
base update: 50 years of research on treatment for child and adolescent anxiety.
Journal of Clinical Child and Adolescent Psychology, 45, 91–113.

Higa-McMillan, C. K., Nakamura, B. J., Morris, A., Jackson, D. S., & Slavin, L. (2015).

Predictors of use of evidence-based practices for children and adolescents in usual
care. Administration and Policy in Mental Health and Mental Health Services Research,
42, 373–383.

Hipol, L. J., & Deacon, B. J. (2013). Dissemination of evidence-based practices for anxiety
disorders in Wyoming: A survey of practicing psychotherapists. Behavior Modification,
37, 170–188.

Hofmann, S. G., Asnaani, A., Vonk, I. J., Sawyer, A. T., & Fang, A. (2012). The efficacy of
cognitive behavioral therapy: A review of meta-analyses. Cognitive Therapy and
Research, 36, 427–440.

Howard, R. C. (1999). Treatment of anxiety disorders: Does specialty training help?
Professional Psychology: Research and Practice, 30, 470.

Imel, Z. E., Laska, K., Jakupcak, M., & Simpson, T. L. (2013). Meta-analysis of dropout in
treatments for posttraumatic stress disorder. Journal of Consulting and Clinical
Psychology, 81(3), 394.

Jacobson, N. C., Newman, M. G., & Goldfried, M. R. (2016). Clinical feedback about
empirically supported treatments for obsessive-compulsive disorder. Behavior
Therapy, 47, 75–90.

Jordan, C., Reid, A. M., Mariaskin, A., Augusto, B., & Sulkowski, M. L. (2012). First-line
treatment for pediatric obsessive–compulsive disorder. Journal of Contemporary
Psychotherapy, 42, 243–248.

Keller, M. B., Lavori, P. W., Wunder, J., Beardslee, W. R., Schwartz, C. E., & Roth, J.
(1992). Chronic course of anxiety disorders in children and adolescents. Journal of the
American Academy of Child and Adolescent Psychiatry, 31, 595–599.

Kendall, P. C., Comer, J. S., Marker, C. D., Creed, T. A., Puliafico, A. C., Hughes, A. A., ...
Hudson, J. (2009). In-session exposure tasks and therapeutic alliance across the
treatment of childhood anxiety disorders. Journal of Consulting and Clinical
Psychology, 77, 517.

Klepac, R. K., Ronan, G. F., Andrasik, F., Arnold, K. D., Belar, C. D., Berry, S. L., ...
Strauman, T. J. (2012). Guidelines for cognitive behavioral training within doctoral
psychology programs in the United States: Report of the inter-organizational task
force on cognitive and behavioral psychology doctoral education. Behavior Therapy,
43, 687–697.

Lilienfeld, S. O., Ritschel, L. A., Lynn, S. J., Cautin, R. L., & Latzman, R. D. (2013). Why
many clinical psychologists are resistant to evidence-based practice: Root causes and
constructive remedies. Clinical Psychology Review, 33, 883–900.

Mackun, P., & Wilson, S. (2011). Population distribution and change: 2000 to 2010. 2010
census briefs. Retrieved March 14, 2018, fromhttp://www.census.gov/prod/cen2010/
briefs/c2010br-01.pdf.

McHugh, R. K., & Barlow, D. H. (2012). Training in evidence-based psychological inter-
ventions. In R. K. McHugh, & D. H. Barlow (Eds.). Dissemination and implementation of
evidence-based psychological interventions (pp. 43–58). New York, NY: Oxford
University Press.

McLeod, B. D., Smith, M. M., Southam-Gerow, M. A., Weisz, J. R., & Kendall, P. C. (2015).
Measuring treatment differentiation for implementation research: The therapy pro-
cess observational coding system for child psychotherapy revised strategies scale.
Psychological Assessment, 27, 314.

Merikangas, K. R., He, J. P., Burstein, M., Swendsen, J., Avenevoli, S., Case, B., ... Olfson,
M. (2011). Service utilization for lifetime mental disorders in US adolescents: Results
of the national comorbidity Survey–Adolescent supplement (NCS-a). Journal of the
American Academy of Child and Adolescent Psychiatry, 50, 32–45.

Merikangas, K. R., He, J. P., Burstein, M., Swendson, S. A., Avenevoli, S., Cui, L., ...
Swendsen, J. (2010). Lifetime prevalence of mental disorders in US adolescents:
Results from the national comorbidity survey replication–adolescent supplement
(NCS-A). Journal of the American Academy of Child and Adolescent Psychiatry, 49,
980–989.

Meyer, J. M., Farrell, N. R., Kemp, J. J., Blakey, S. M., & Deacon, B. J. (2014). Why do
clinicians exclude anxious clients from exposure therapy? Behaviour Research and
Therapy, 54, 49–53.

Nakamura, B. J., Mueller, C. W., Higa-McMillan, C., Okamura, K. H., Chang, J. P., Slavin,
L., ... Shimabukuro, S. (2014). Engineering youth service system infrastructure:
Hawaii’s continued efforts at large-scale implementation through knowledge man-
agement strategies. Journal of Clinical Child and Adolescent Psychology, 43, 179–189.

Neta, G., Glasgow, R. E., Carpenter, C. R., Grimshaw, J. M., Rabin, B. A., Fernandez, M. E.,
& Brownson, R. C. (2015). A framework for enhancing the value of research for
dissemination and implementation. American Journal of Public Health, 105, 49–57.

Olatunji, B. O., Cisler, J. M., & Deacon, B. J. (2010). Efficacy of cognitive behavioral
therapy for anxiety disorders: A review of meta-analytic findings. Psychiatric Clinics of
North America, 33, 557–577.

Olatunji, B. O., Deacon, B. J., & Abramowitz, J. S. (2009). The cruelest cure? Ethical
issues in the implementation of exposure-based treatments. Cognitive and Behavioral
Practice, 16, 172–180.

Olatunji, B. O., Williams, N. L., Tolin, D. F., Abramowitz, J. S., Sawchuk, C. N., Lohr, J.
M., ... Elwood, L. S. (2007). The disgust scale: Item analysis, factor structure, and
suggestions for refinement. Psychological Assessment, 19, 281.

Ormhaug, S. M., & Jensen, T. K. (2018). Investigating treatment characteristics and first-
session relationship variables as predictors of dropout in the treatment of traumatized
youth. Psychotherapy Research, 28(2), 235–249.

Öst, L. G., Havnen, A., Hansen, B., & Kvale, G. (2015). Cognitive behavioral treatments of
obsessive–compulsive disorder. A systematic review and meta-analysis of studies
published 1993–2014. Clinical Psychology Review, 40, 156–169.

Peris, T. S., Compton, S. N., Kendall, P. C., Birmaher, B., Sherrill, J., March, J., ...
Piacentini, J. (2015). Trajectories of change in youth anxiety during
cognitive—Behavior therapy. Journal of Consulting and Clinical Psychology, 83, 239.

Peris, T. S., Caporino, N. E., O’Rourke, S., Kendall, P. C., Walkup, J. T., Albano, A. M., ...
Sakolsky, D. (2017). Therapist-reported features of exposure tasks that predict dif-
ferential treatment outcomes for youth with anxiety. Journal of the American Academy

A.M. Reid et al.

http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0040
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0045
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0045
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0045
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0050
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0050
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0055
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0055
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0055
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0060
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0060
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0060
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0065
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0065
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0065
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0065
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0070
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0070
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0070
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0070
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0075
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0075
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0075
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0075
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0080
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0080
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0085
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0085
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0085
http://www.nccp.org/publications/pub_853.html
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0095
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0095
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0095
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0095
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0100
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0100
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0100
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0105
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0105
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0110
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0110
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0110
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0110
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0115
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0115
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0115
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0120
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0120
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0120
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0125
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0125
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0125
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0130
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0130
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0130
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0135
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0135
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0135
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0140
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0140
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0140
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0140
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0145
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0145
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0150
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0150
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0155
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0155
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0155
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0160
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0160
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0160
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0160
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0165
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0165
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0165
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0170
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0170
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0170
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0175
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0175
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0175
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0180
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0180
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0180
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0180
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0185
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0185
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0185
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0190
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0190
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0190
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0195
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0195
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0200
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0200
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0200
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0205
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0205
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0205
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0210
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0210
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0210
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0215
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0215
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0215
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0220
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0220
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0220
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0220
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0225
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0225
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0225
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0225
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0225
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0230
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0230
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0230
http://www.census.gov/prod/cen2010/briefs/c2010br-01.pdf
http://www.census.gov/prod/cen2010/briefs/c2010br-01.pdf
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0240
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0240
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0240
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0240
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0245
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0245
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0245
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0245
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0250
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0250
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0250
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0250
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0255
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0255
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0255
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0255
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0255
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0260
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0260
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0260
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0265
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0265
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0265
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0265
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0270
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0270
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0270
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0275
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0275
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0275
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0280
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0280
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0280
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0285
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0285
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0285
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0290
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0290
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0290
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0295
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0295
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0295
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0300
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0300
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0300
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0305
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0305
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0305


of Child & Adolescent Psychiatry, 56(12), 1043–1052.
Perkonigg, A., Pfister, H., Stein, M. B., Höfler, M., Lieb, R., Maercker, A., & Wittchen, H.

U. (2014). Longitudinal course of posttraumatic stress disorder and posttraumatic
stress disorder symptoms in a community sample of adolescents and young adults.
The American Journal of Psychiatry, 162, 1320–1327.

Piacentini, J., Bergman, R. L., Keller, M., & McCracken, J. (2003). Functional impairment
in children and adolescents with obsessive-compulsive disorder. Journal of Child and
Adolescent Psychopharmacology, 13, 61–69.

Pincus, D. B., May, J. E., Whitton, S. W., Mattis, S. G., & Barlow, D. H. (2010). Cognitive-
behavioral treatment of panic disorder in adolescence. Journal of Clinical Child and
Adolescent Psychology, 39, 638–649.

Reese, H. E., Pollard, C. A., Szymanski, J., Berman, N., Crowe, K., Rosenfield, E., ...
Wilhelm, S. (2016). The behavior therapy training institute for OCD: A preliminary
report. Journal of Obsessive-Compulsive and Related Disorders, 8, 79–85.

Reid, A. M., & McHugh, R. K. (2018). Going beyond didactic trainings: How to increase
utilization of cognitive-behavioral therapy in the community (in press) In K. S.
Dobson, & D. J. A. Dozois (Eds.). Handbook of cognitive-behavioral therapies (pp. XX).
New York: Guilford Press.

Reid, A. M., Bolshakova, M. I., Guzick, A. G., Fernandez, A. G., Striley, C. W., Geffken, G.
R., & McNamara, J. P. (2017). Common barriers to the dissemination of exposure
therapy for youth with anxiety disorders. Community Mental Health Journal, 53(4),
432–437.

Reid, A. M., Guzick, A. G., Balkhi, A. M., McBride, M., Geffken, G. R., & McNamara, J. P.
H. (2017). The progressive cascading model improves exposure delivery in trainee
therapists learning exposure therapy for obsessive-compulsive disorder. Training and
Education in Professional Psychology. http://dx.doi.org/10.1037/tep0000159Reid
Advance online publication.

Rhodes, S. D., Bowie, D. A., & Hergenrather, K. C. (2003). Collecting behavioural data
using the world wide web: Considerations for researchers. Journal of Epidemiology and
Community Health, 57, 68–73.

Ringle, V. A., Read, K. L., Edmunds, J. M., Brodman, D. M., Kendall, P. C., Barg, F., &
Beidas, R. S. (2015). Barriers to and facilitators in the implementation of cognitive-
behavioral therapy for youth anxiety in the community. Psychiatric Services, 66,
938–945.

Ruscio, A. M., Stein, D. J., Chiu, W. T., & Kessler, R. C. (2010). The epidemiology of
obsessive-compulsive disorder in the national comorbidity survey replication.
Molecular Psychiatry, 15, 53–63.

Russell, M., & Silver, S. M. (2007). Training needs for the treatment of combat-related
posttraumatic stress disorder: A survey of department of defense clinicians.
Traumatology, 13, 4–10.

Ruzek, J. I., Eftekhari, A., Rosen, C. S., Crowley, J. J., Kuhn, E., Foa, E. B., ... Karlin, B. E.
(2015). Effects of a comprehensive training program on clinician beliefs about and
intention to use prolonged exposure therapy for PTSD. Psychological Trauma: Theory,
Research, Practice, and Policy, 8, 348–355.

Sars, D., & van Minnen, A. (2015). On the use of exposure therapy in the treatment of
anxiety disorders: A survey among cognitive behavioural therapists in the
Netherlands. BMC Psychology, 3, 26.

Semple, R. J., & Lee, J. (2014). Mindfulness-based cognitive therapy for children. In R. A.
Baer (Ed.). 2nd Ed., Mindfulness-based treatment approaches(Second edition).
Cambridge, MA: Academic Press.

Silverman, W. K., Ortiz, C. D., Viswesvaran, C., Burns, B. J., Kolko, D. J., Putnam, F. W., ...
Amaya-Jackson, L. (2008). Evidence-based psychosocial treatments for children and
adolescents exposed to traumatic events. Journal of Clinical Child & Adolescent
Psychology, 37(1), 156–183.

Southam-Gerow, M. A., Rodríguez, A., Chorpita, B. F., & Daleiden, E. L. (2012).
Dissemination and implementation of evidence based treatments for youth:
Challenges and recommendations. Professional Psychology: Research and Practice, 43,
527.

Southam-Gerow, M. A., Weisz, J. R., Chu, B. C., McLeod, B. D., Gordis, E. B., & Connor-
Smith, J. K. (2010). Does cognitive behavioral therapy for youth anxiety outperform
usual care in community clinics? An initial effectiveness test. Journal of the American
Academy of Child and Adolescent Psychiatry, 49, 1043–1052.

Taylor, S., Zvolensky, M. J., Cox, B. J., Deacon, B., Heimberg, R. G., Ledley, D. R., ...
Cardenas, S. J. (2007). Robust dimensions of anxiety sensitivity: Development and
initial validation of the anxiety sensitivity index-3. Psychological Assessment, 19, 176.

Tolin, D. F., Hannan, S., Maltby, N., Diefenbach, G. J., Worhunsky, P., & Brady, R. E.
(2007). A randomized controlled trial of self-directed versus therapist-directed cog-
nitive-behavioral therapy for obsessive-compulsive disorder patients with prior
medication trials. Behavior Therapy, 38, 179–191.

van Minnen, A., Hendriks, L., & Olff, M. (2010). When do trauma experts choose exposure
therapy for PTSD patients? A controlled study of therapist and patient factors.
Behaviour Research and Therapy, 48, 312–320.

Voort, J. L. V., Svecova, J., Jacobson, A. B., & Whiteside, S. P. (2010). A retrospective
examination of the similarity between clinical practice and manualized treatment for
childhood anxiety disorders. Cognitive and Behavioral Practice, 17, 322–328.

Wheaton, M. G., Deacon, B. J., McGrath, P. B., Berman, N. C., & Abramowitz, J. S. (2012).
Dimensions of anxiety sensitivity in the anxiety disorders: Evaluation of the ASI-3.
Journal of Anxiety Disorders, 26, 401–408.

Whitaker, T., Weismiller, T., & Clark, E. J. (2006). Assuring the sufficiency of a frontline
workforce project. A national study of licensed social workers. Washington, DC: National
Association of Social Workers.

Whiteside, S. P., Ale, C. M., Young, B., Dammann, J. E., Tiede, M. S., & Biggs, B. K. (2015).
The feasibility of improving CBT for childhood anxiety disorders through a dis-
mantling study. Behaviour Research and Therapy, 73, 83–89.

Whiteside, S. P., Deacon, B. J., Benito, K., & Stewart, E. (2016). Factors associated with
practitioners’ use of exposure therapy for childhood anxiety disorders. Journal of
Anxiety Disorders, 40, 29–36.

Wolitzky-Taylor, K., Zimmermann, M., Arch, J. J., De Guzman, E., & Lagomasino, I.
(2015). Has evidence-based psychosocial treatment for anxiety disorders permeated
usual care in community mental health settings? Behaviour Research and Therapy, 72,
9–17.

Woodward, L. J., & Fergusson, D. M. (2001). Life course outcomes of young people with
anxiety disorders in adolescence. Journal of the American Academy of Child and
Adolescent Psychiatry, 40, 1086–1093.

Zoellner, L. A., Feeny, N. C., Bittinger, J. N., Bedard-Gilligan, M. A., Slagle, D. M., Post, L.
M., ... Chen, J. A. (2011). Teaching trauma-focused exposure therapy for PTSD:
Critical clinical lessons for novice exposure therapists. Psychological Trauma: Theory,
Research, Practice, and Policy, 3, 300–308.

Zoogman, S., Goldberg, S. B., Hoyt, W. T., & Miller, L. (2015). Mindfulness interventions
with youth: A meta-analysis. Mindfulness, 6(2), 290–302.

A.M. Reid et al.

View publication statsView publication stats

http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0305
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0310
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0310
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0310
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0310
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0315
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0315
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0315
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0320
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0320
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0320
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0325
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0325
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0325
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0330
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0330
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0330
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0330
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0335
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0335
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0335
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0335
http://dx.doi.org/10.1037/tep0000159Reid
http://dx.doi.org/10.1037/tep0000159Reid
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0345
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0345
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0345
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0350
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0350
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0350
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0350
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0355
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0355
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0355
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0360
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0360
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0360
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0365
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0365
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0365
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0365
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0370
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0370
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0370
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0375
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0375
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0375
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0380
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0380
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0380
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0380
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0385
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0385
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0385
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0385
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0390
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0390
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0390
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0390
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0395
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0395
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0395
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0400
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0400
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0400
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0400
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0405
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0405
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0405
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0410
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0410
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0410
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0415
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0415
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0415
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0420
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0420
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0420
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0425
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0425
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0425
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0430
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0430
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0430
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0435
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0435
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0435
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0435
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0440
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0440
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0440
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0445
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0445
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0445
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0445
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0450
http://refhub.elsevier.com/S0887-6185(18)30103-8/sbref0450
https://www.researchgate.net/publication/325930980

	Exposure therapy for youth with anxiety: Utilization rates and predictors of implementation in a sample of practicing clinicians from across the United States
	Introduction
	Materials and methods
	Participants
	Procedures
	Measures
	Treatment utilization rates
	Exposure training assessment
	Anxiety sensitivity index
	Disgust scale-revised
	Therapist beliefs about exposure scale
	Opinions and preferences about training in exposure therapy

	Analyses

	Results
	Frequency of therapeutic technique utilization
	Comparison of exposure utilization with other techniques
	Comparison of optimal and suboptimal exposure techniques

	Predictors of optimal exposure use
	Top negative attitudes and beliefs about exposure
	Training in exposure techniques
	Training history
	Access to training opportunities
	Benefit of training opportunities
	Preferred training mechanism


	Discussion
	Conclusion
	Funding
	Acknowledgements
	References


