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Longitudinal research has demonstrated that toddlers 
or young children showing high levels of these tempera-
ments (which we refer to as inhibition in this article) are 
at increased risk for later internalizing distress and, more 
specifi cally, anxiety disorders (12, 14, 15).

Environmental risk for anxiety has been considerably 
more diffi cult to identify. A number of authors have argued 
for the importance of parental factors in childhood anxiety 
both through the infl uence of the parents’ own anxiety and 
through parent-child interactions (16–18). Given the lim-
ited variance accounted for by shared environmental fac-
tors in anxiety disorders as well as the extensive evidence 
for the importance of the child’s temperament, most theo-
ries emphasize the role of reciprocal processes refl ected in 
temperament-environment correlations and interactions. 
It is generally believed that early inhibited behaviors in the 
child elicit overprotective and controlling parental behav-
ior (often augmented by the parents’ own anxiety), which 
enhances the child’s inhibition across development, ulti-
mately increasing risk for anxiety disorders (16, 17).

The elucidation of risk factors for anxiety disorders has 
begun to open prospects for early intervention and preven-
tion of this high-frequency group of mental disorders (19, 
20). Despite the high societal burden of anxiety disorders, 
few attempts have been made to develop selective preven-

Internalizing problems such as anxiety and depression 
account for considerable public and personal burden 
across the lifespan. Developmentally, the common pat-
tern is for anxiety to precede depression. Anxiety disorders 
are among the most common forms of mental disorder in 
early to middle childhood (1, 2), and depression shows a 
dramatic increase around middle adolescence (3, 4). Chil-
dren and adolescents with anxiety disorders are at mark-
edly elevated risk for the development of depression and 
other internalizing problems during adolescence and into 
early adulthood (5, 6).

Emerging evidence is beginning to identify several risk 
factors that may be involved in childhood anxiety (7). Twin 
studies point to a clear genetic risk in addition to contribu-
tions from shared and nonshared environmental factors 
(8). Although specifi c phenotypes have not been identi-
fi ed, some evidence has pointed to key roles for emo-
tional reactivity and arousal as basic processes that may 
increase risk for later disorder (9, 10). These early charac-
teristics are likely to increase risk for the emergence of cer-
tain temperaments that in turn predict later internalizing 
distress. Among the temperaments that have been most 
closely associated with anxiety disorders are a number of 
overlapping styles variously referred to as behavioral inhi-
bition, social withdrawal, inhibition, and shyness (11–13). 
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Objective: Increasing evidence for the 
importance of several risk factors for anxi-
ety disorders is beginning to point to the 
possibility of prevention. Early interven-
tions targeting known risk for anxiety have 
rarely been evaluated. The authors evalu-
ated the medium-term (3-year) effects of a 
parent-focused intervention for anxiety in 
inhibited preschool-age children.

Method: The study was a randomized 
controlled trial of a brief intervention pro-
gram provided to parents compared with 
a monitoring-only condition. Participants 
were 146 inhibited preschool-age chil-
dren and their parents; data from two or 
more assessment points were available at 
3 years for 121 children. Study inclusion 
was based on parent-reported screening 
plus laboratory-observed inhibition. The 

six-session group-based intervention in-
cluded parenting skills, cognitive restruc-
turing, and in vivo exposure. The main 
outcome measures were number and se-
verity of anxiety disorders, anxiety symp-
toms, and extent of inhibition.

Results: Children whose parents received 
the intervention showed lower frequency 
and severity of anxiety disorders and low-
er levels of anxiety symptoms according 
to maternal, paternal, and child report. 
Levels of inhibition did not differ signifi -
cantly based on either parent report or 
laboratory observation.

Conclusions: This brief, inexpensive inter-
vention shows promise in potentially alter-
ing the trajectory of anxiety and related 
disorders in young inhibited children.
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ratory assessment were included in the study (N=148, 82.2%); 
two families changed their minds and declined to participate in 
the program prior to randomization.

The remaining children (N=146) were randomly allocated to 
either a parent intervention group (N=73) or a monitor group 
(N=73) based on a coin toss. The fi nal sample for this analysis 
constituted children who completed assessments at both base-
line and at least one other assessment period (N=121, 82.9%). A 
signifi cantly greater proportion of participants in the interven-
tion returned data at two or more points (N=65, 89%) than par-
ticipants in the monitoring condition (N=56, 77%) (χ2=3.91, df=1, 
p=0.048). Compared with participants who provided data at two 
or more assessment points, those who failed to do so and hence 
were lost to the study did not differ signifi cantly at baseline on 
any demographic, temperament, or clinical variable aside from 
gender; children whose parents failed to provide data on more 
than one occasion were more likely to be male (64.0% compared 
with 41.3%; χ2=4.30, df=1, p=0.038). The participant fl ow through 
the study is depicted in Figure 1.

Outcome Measures

Diagnostic interview. The Anxiety Disorders Interview Schedule 
for Children and Parents IV–Parent Version (27) was used to inter-
view mothers of the children about their child’s anxiety. Interviews 
were conducted by psychologists who were blind to group mem-
bership and were trained in the instrument by the fi rst author. In 
keeping with DSM criteria, anxiety diagnoses were made only if 
the mother reported signifi cant life interference for her child as a 
result of the reported symptoms. Interference was interpreted in 
keeping with the age—that is, relative to opportunities that might 
be expected in the absence of the symptoms. A second clinician 
scored 21% of the interviews from audiotape. Interrater agree-
ment (kappa) for anxiety diagnoses was good, ranging from 0.77 
to 0.86. Similarly strong interrater reliability of anxiety diagnoses 
in preschool-age children was reported in another study (28).

Two outcome measures are produced by the Anxiety Disorders 
Interview Schedule for Children and Parents IV–Parent Version: 
presence or absence of a disorder and a clinical severity rating 
of the disorder. The clinical severity rating is made by the clini-
cian on a 0–8 scale to refl ect both the intensity of the symptoms 
and associated life interference. A severity score of 4 or greater is 
required to assign a diagnosis to a set of symptoms. At follow-up 
assessments all anxiety disorders were coded for clinical sever-
ity, and those for which the child had met diagnostic criteria at 
baseline were included in the total severity score. Our sample 
included 82% with social phobia, 18% with generalized anxiety 
disorder, 38% with separation anxiety disorder, 54% with specifi c 
phobias, 3% with other anxiety disorders, and 45% with other 
psychiatric disorders (including selective mutism, oppositional 
disorder, and attention defi cit hyperactivity disorder).

Anxiety symptoms. A continuous measure of anxiety symp-
toms was based on the preschool version of the Spence Children’s 
Anxiety Scale (29). Given the ages of the children in the early 
phases of the trial, only mothers completed this measure in refer-
ence to their child’s anxiety symptoms. At the fi nal assessment, 
when children were around 7 years old, the regular version of the 
Spence Children’s Anxiety Scale (30) was used instead of the pre-
school version. To allow comparison between these disparate ver-
sions, scores across the sample at each time point were standard-
ized. At the fi nal assessment point, we felt that the children were 
old enough to provide data on their own experience of anxiety 
symptoms, so at that time children also completed the self-report 
version of the Spence Children’s Anxiety Scale.

Temperament. To provide a continuous measure of reported 
child inhibition, both parents completed the Temperament As-
sessment Battery for Children–Revised (31). This instrument 

tion programs. Selective interventions are those that reduce 
the risk of a disorder by targeting known risk factors (21). It 
is possible that the dearth of such interventions is a result 
of the fact that models of environmental risk for anxiety 
have been developed only recently. One early trial failed to 
produce a signifi cant reduction in temperamental inhibi-
tion after a 6-month intervention with preschool children 
and their parents, although the children’s social compe-
tence and maternal control were successfully improved 
(22). Slightly more promising fi ndings were reported in a 
later trial in which parents of highly inhibited young chil-
dren received a six-session intervention to help reduce 
their child’s anxiety (23). The intervention was designed to 
be brief and to be delivered in a group format to provide 
a minimally resource-intensive program with a real pos-
sibility for community application. Short-term effects at 
12 months indicated that children of parents who received 
the intervention had slightly but signifi cantly fewer anxi-
ety disorders than children whose parents did not receive 
the intervention. These promising results provided the fi rst 
indication that anxiety and other internalizing disorders 
might be preventable through early intervention.

Here we describe the medium-term results of this early 
intervention program. The sample has now been assessed 
3 years after the end of the program, as the children begin 
to enter middle childhood.

Method

Participants

Participants for the study were 146 inhibited children 36 to 
59 months old (mean age=46.5 months [SD=4.8]) and their par-
ents. At 3 years, data from two or more assessment points were 
available for 121 children. Participants were recruited between 
June 1998 and June 2000, primarily through 5,609 screening 
packets that were distributed to parents across 95 preschools. 
A total of 1,647 (29.4%) packets were returned, and an addi-
tional 73 parents contacted the program following word of 
mouth. Mothers of all children (N=1,720) completed the screen-
ing questionnaire, the Short Temperament Scale for Children, 
an abbreviated version of the Childhood Temperament Ques-
tionnaire (Australian version) (24, 25). The approach subscale 
refl ects social approach versus withdrawal, with higher scores 
refl ecting greater withdrawal. Children who scored above 30 on 
the approach subscale (approximately 1.15 standard deviations 
above the age-adjusted norm) were invited in for further test-
ing (N=285), and a total of 180 (63.2%) attended. All participants 
(mother and child) then engaged in a laboratory assessment 
for behavioral inhibition. The child was observed engaging in 
a series of tasks designed to elicit shy and inhibited behaviors. 
Tasks included interacting with a research assistant, interact-
ing with a cloaked stranger, interacting with a same-age peer, 
and access to a novel toy; children were scored on the total time 
spent talking, time spent within arm’s length of the mother, 
duration of staring at the peer, and frequency of approach to the 
stranger and the peer (11, 23, 26). Children who scored above 
predetermined cutoffs on three of these fi ve behaviors were 
defi ned as behaviorally inhibited and eligible for the study; fur-
ther details are provided in our previous report (23). Only chil-
dren who scored above 30 on the Short Temperament Scale for 
Children and who met criteria for behavioral inhibition on labo-
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own worries. In session 6, continued application was discussed 
together with the importance of high-risk periods, such as the 
commencement of school. Parents were also encouraged to begin 
to apply cognitive techniques to their child as he or she matured. 
(More details are presented in the data supplement that accom-
panies the online edition of this article.)

Monitoring-only condition. Parents in the monitoring-only 
condition did not receive any intervention and were simply con-
tacted for follow-up assessments. They were told that we had no 
information at this stage on whether the program would be effec-
tive, and hence we would monitor their child at yearly intervals to 
determine whether intervention was necessary. If required, chil-
dren were eligible for enrollment in our standard child anxiety 
program once they reached age 7.

Procedure

Mothers whose child scored above 30 on the Short Temperament 
Scale for Children made appointments for attendance at the labora-
tory assessment and diagnostic interviews. Parents were informed 
of the random allocation requirement at fi rst telephone contact, 
but randomization to conditions occurred only after the comple-
tion of baseline assessments. Diagnostic interviews and question-
naire measures (aside from child self-report) were repeated at 12, 
24, and 36 months. Because of restricted resources, laboratory 
observations were repeated only at 12 and 24 months. All proce-
dures were approved by the Macquarie University Human Research 
Ethics Committee, and parents provided written informed consent 
after receiving a complete description of the study.

Statistical Analysis

Variables assessed across the four assessment points (three for 
laboratory observations) were analyzed with mixed-model analyses 
using SPSS, version 17.0 (SPSS, Chicago). Analyses were based on 
completer data, and hence missing data were not imputed. How-
ever, an advantage of mixed models is that they can better handle 
missing data by not excluding participants on a casewise basis. All 
analyses compared the two groups over time; hence the principal 
interest was in the group-by-time interactions. Signifi cant interac-
tions were followed by post hoc estimates of fi xed effects with base-
line assessment as the reference point. The difference between the 
groups on the child’s self-reported anxiety symptoms was only col-
lected at 36 months and hence was compared using a t test.

Results

The two groups that constituted the fi nal sample did not 
differ signifi cantly on any of the assessed demographic 
baseline measures, including the child’s age and gender; 
the parents’ ages, country of birth, and education level; 
and the number of children in the family. Descriptive sam-
ple data are presented in Table 1. There were also no sig-
nifi cant differences on baseline clinical measures, such as 
anxiety symptoms, inhibition, and number of disorders.

Diagnoses

Mixed-model analysis comparing the total number of 
anxiety disorder diagnoses across time between groups 
showed a signifi cant main effect of time (F=44.45, df=3, 
270.5, p<0.001) but no signifi cant main effect of group. 
Notably, the group-by-time interaction was signifi cant 
(F=2.97, df=3, 270.5, p=0.032). Follow-up comparisons of 
the interaction contrasts indicated a signifi cant group-by-
time effect from baseline to 12 months (t=2.16, df=254.3, 
p=0.032), from baseline to 24 months (t=2.22, df=272.8, 

includes fi ve subscales of temperament, and the social inhibition 
subscale was used as an outcome measure.

The laboratory observation that was used to determine inhi-
bition status at baseline was also repeated at 12 and 24 months. 
As described above, the child was observed under several condi-
tions. Measures used included total time spent talking, time spent 
referring to the mother, number of approaches to the peer and 
masked stranger, and time spent smiling. We converted these 
measures to standard scores and summed them to create a mea-
sure of observed inhibition. To allow for child maturation across 
time, the laboratory assessment was slightly modifi ed at each 
assessment point. Hence to compare across time, these summed 
standard scores were also standardized.

Treatments

Parent intervention program. The intervention provided to 
parents was conducted in groups of around six sets of parents. 
Both fathers and mothers were urged to attend, although mothers 
were most likely to attend. The program consisted of six 90-min-
ute sessions; the fi rst four were held weekly, the fi fth was 2 weeks 
after that, and the fi nal session was 1 month after that. Sessions 
were conducted by clinical psychologists with experience in run-
ning treatments for anxious children.

Session 1 began with a discussion of the nature of anxiety and 
its development, with the aim of increasing motivation among 
parents for the intervention. Session 2 covered basic principles 
of parent management techniques and especially the important 
effect of overprotection in maintaining anxiety. Sessions 3 to 5 
covered the principles and application of exposure hierarchies as 
well as the application of cognitive restructuring to the parents’ 

FIGURE 1. Participant Flow in a Randomized Controlled 
Trial of a Parent-Focused Early Intervention for Anxiety in 
Children
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p=0.027), and from baseline to 36 months (t=2.55, df=279.3, 
p=0.011). Estimated marginal means and standard devia-
tions are presented in Table 2. To provide a more clinically 
relevant indication, Table S1 in the online data supple-
ment shows the percentage of children in each group who 
met criteria for the main anxiety disorders across time.

A similar analysis examining the average clinical sever-
ity of anxiety disorders indicated a signifi cant main effect 
of time (F=16.06, df=3, 294.4, p<0.001) and a signifi cant 
main effect of group (F=8.07, df=1, 121.7, p=0.005), which 
were qualifi ed by a signifi cant group-by-time interaction 
(F=5.17, df=3, 294.4, p=0.002). Follow-up comparisons 
indicated no signifi cant group-by-time interaction con-
trast from baseline to 12 months but a signifi cant group-
by-time contrast from baseline to 24 months (t=3.83, 
df=297.3, p<0.001) and from baseline to 36 months (t=2.24, 
df=305.2, p=0.026).

Anxiety Symptoms

Mixed-model analyses comparing the groups over time 
on the mothers’ reports of anxiety symptoms failed to 
demonstrate a signifi cant main effect for group, although 
there was a signifi cant group-by-time interaction (F=3.65, 
df=3, 246.5, p=0.013; the main effect for time was not rel-
evant since scores were converted to standard scores at 
each assessment point). Follow-up comparisons indi-
cated no signifi cant group-by-time interaction contrast 
from baseline to 12 months, nor from baseline to 24 
months, but a signifi cant group-by-time effect from base-
line to 36 months (t=2.66, df=247.9, p=0.008). To provide 
a more interpretable indication of the scores, nonstan-
dardized scores are reported in Table S2 in the online data 
supplement.

Children’s self-reports of anxiety symptoms on the 
Spence Children’s Anxiety Scale at 36 months showed 
lower levels of reported anxiety symptoms in the inter-
vention group relative to the monitoring group, although 
the difference fell short of statistical signifi cance (t=1.99, 
df=63, p=0.051).

Temperament

Comparison of mothers’ reports of the child’s inhibi-
tion showed a signifi cant main effect reduction over time 
(F=78.42, df=3, 272.1, p<0.001), but neither the group main 
effect nor the group-by-time interaction was signifi cant. 
Similarly, fathers’ reports of their child’s inhibition showed 
a signifi cant main effect reduction over time (F=34.20, 
df=3, 223.6, p<0.001), but neither the group main effect 
nor the group-by-time interaction was signifi cant.

Comparison of total observed inhibition based on the 
laboratory observations failed to show a signifi cant main 
effect of group or group-by-time interaction (the main 
effect for time was not relevant since scores were con-
verted to standard scores at each assessment point).

Discussion

By the time they reached middle childhood, at-risk 
children whose parents had received a brief intervention 
when the children were at preschool age were signifi cantly 
less likely to display anxiety disorders or report symptoms 
of anxiety than similar children whose parents had not 
received the intervention. These data constitute the fi rst 
evidence that it is possible to produce lasting changes 
in children’s anxiety symptoms after a simple interven-
tion early in the child’s life. The fact that the intervention 

TABLE 1. Baseline Demographic Characteristics of Participants in a Randomized Controlled Trial of a Parent-Focused Early 
Intervention for Anxiety in Children

Characteristic Intervention Group (N=65) Monitoring-Only Group (N=56)

Mean SD Mean SD
Child’s age (months) 47.2 5.1 45.7 4.3
Number of children in family 2.1 0.6 2.1 0.6
Mother’s age (years) 34.9 5.4 34.9 4.4
Father’s age (years) 38.1 5.1 36.9 4.7

N % N %
Female 40 61.5 31 55.4
Mother’s education 
 Did not complete high school 5 7.7 5 8.9
 At least some university 28 43.0 36 64.3
Father’s education 
 Did not complete high school 8 12.3 7 12.5
 At least some university 28 47.1 32 57.1
Mother’s ethnicity
 Anglo-Saxon 40 74.1 36 67.9
 Other European 10 18.5 4 7.6
 Chinese 2 3.7 7 13.2
Father’s ethnicity
 Anglo-Saxon 47 83.9 38 71.7
 Other European 6 10.7 6 11.3
 Chinese 2 3.6 7 13.2
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rating of clinical severity, which showed a clear reduction 
over time. However, in a later study, life interference from 
symptoms was shown to demonstrate marked reductions 
after a similar parent intervention (28). Clearly, both the-
ory and refi nement of prevention programs would benefi t 
from greater understanding of the mechanisms respon-
sible for these effects.

The nature of the assessment of inhibition was focused 
primarily on social fears. In line with this bias, the major-
ity of children met criteria for social phobia. The effects 
of the intervention also appeared strongest for social pho-
bia and, to a lesser extent, generalized anxiety disorder. 
Little difference between groups was noted on separation 
anxiety or specifi c phobias, although this might be due to 
marked natural reductions over time on these disorders 
in this population. Future research might evaluate inter-
vention effects on children selected on the basis of a more 
even balance of social and physical threat concerns.

It has been suggested that inhibited children head 
along a life trajectory of increasing risk for development 
of anxiety and related disorders (19, 34). Genetic risk 
contributes to temperamental risk, which correlates and 
interacts with a variety of other risk factors, including par-
enting styles, parent psychopathology, peer interactions, 
and negative life events (17, 34, 35). Consequently, it has 
been suggested that reducing risk to even a relatively small 
degree early in life may set the child on a new trajectory of 
reduced risk (19). Despite the fact that it is unclear which 
risk factors were altered in the present study, the data are 

was brief and conducted across groups of parents makes 
the results especially impressive. The format of the pro-
gram is such that it allows relatively low-cost delivery in 
a variety of community settings, including preschools, 
parent-child centers, and health clinics. As a result, these 
data suggest that the program holds major public health 
implications.

The precise components or mechanisms of the program 
responsible for the effects are not known. The program 
was developed on the basis of models that point to key 
factors in the development of anxiety disorders, including 
inhibited temperament, parent anxiety, and parent over-
protection (17, 32). Interestingly, one of the key risk fac-
tors, the child’s inhibition, was not specifi cally infl uenced 
by the intervention, although marked reductions were 
demonstrated in both groups. We previously showed that 
a slightly more intensive program applied with higher-risk 
children can produce reductions in inhibited tempera-
ment (28), perhaps suggesting that the lack of effects in 
the present study were due to the reductions reported in 
the monitoring-only group. Nevertheless, we were unable 
to demonstrate differences between groups in this study, 
and therefore it does not appear that the preventive effects 
of this program are mediated through reductions in inhi-
bition. Theoretically it has been suggested that one of the 
key distinctions between an inhibited temperament and 
anxiety disorder is the life interference associated with 
disorder (33). In the present study we did not include 
a measure of life interference aside from the similar 

TABLE 2. Estimated Marginal Means on Outcome Measures Across the Four Assessment Points in a Randomized Controlled 
Trial of a Parent-Focused Early Intervention for Anxiety in Children

Measure

Intervention Group Monitoring-Only Group

Baseline 
(N=65)

12 months 
(N=65)

24 months 
(N=45)

36 months 
(N=40)

Baseline 
(N=56)

12 months 
(N=54)

24 months 
(N=38)

36 months 
(N=36)

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD

Number of anxiety 
diagnoses 

2.06 0.97 0.79 0.97 0.63 1.01 0.57 1.01 1.84 0.97 1.05 1.03 0.97 0.99 1.03 1.02

Clinician-rated 
severity of anxiety 
diagnosesa

5.72 3.22 2.42 3.22 2.09 3.29 2.70 3.29 5.10 3.29 3.03 3.31 4.88 3.27 4.19 3.42

Child anxiety 
symptoms, based 
on maternal reportb 
(standard scores)

0.06 1.05 0.08 1.05 0.00 1.01 –0.14 0.95 –0.05 1.05 –0.11 1.03 0.14 0.99 0.32 0.96

Child anxiety 
symptoms, based 
on self-reportb

35.03 11.55 40.65 11.21

Maternal report of 
child inhibitionc

48.32 7.74 38.70 7.82 34.35 7.85 33.75 7.91 46.31 8.08 38.92 7.86 35.94 8.14 35.55 7.98

Paternal report of 
child inhibitionc

43.80 8.38 39.70 9.11 34.07 8.99 33.86 9.30 42.07 8.91 37.72 9.26 33.81 8.87 34.77 8.88

Laboratory-observed 
inhibition (standard 
scores)

–0.01 0.73 0.16 0.64 0.07 0.47 0.00 0.67 0.03 0.73 0.01 0.49

a The clinical severity rating on the Anxiety Disorders Interview Schedule for Children and Parents IV–Parent Version is made by the clinician 
to refl ect both the intensity of the symptoms and associated life interference; it is scored on a 0–8 scale.

b From the Spence Children’s Anxiety Scale, completed by the mothers at baseline and 12 and 24 months, and completed by the mothers as 
well as the children at 36 months.

c From the social inhibition subscale of the Temperament Assessment Battery for Children–Revised.
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ethnic groups is also essential. One major diffi culty of a 
population-representative selection method in this case 
lay in the use of laboratory observations as a selection 
method. However, less than 18% of children who met 
inclusion criteria according to their mothers’ reports 
of inhibition were ultimately excluded after laboratory 
observation. Hence larger studies could rely on maternal 
report for selection of participants without greatly sacri-
fi cing specifi city. Clearly, the use of maternal report rather 
than laboratory observation would have a far greater com-
munity application. A large proportion of the results were 
also heavily infl uenced by maternal report. The fact that 
the main outcome measure, diagnostic interview, was 
determined by clinicians provides some additional confi -
dence in the data, but the most powerful demonstration is 
the fact that by 36 months, the children themselves were 
reporting somewhat reduced anxiety symptoms. Never-
theless, future studies would benefi t by including teacher 
and peer reports of anxiousness.

Early intervention for the prevention of anxiety and 
other internalizing disorders has lagged behind trials of 
prevention for externalizing disorders and social com-
petence (37, 38). Our data provide the fi rst evidence that 
early intervention through parent education can provide 
a medium-term protection from anxiety disorders in 
middle childhood. The intervention is brief and relatively 
inexpensive, providing marked opportunities for use in 
the community. Whether these promising fi ndings will 
translate to continued protection from anxiety later in the 

consistent with a picture of an altered trajectory. Differ-
ences between conditions were only minimally apparent 
at 12 months and appeared to show slightly larger effects 
with each passing year. Hence intervening at this par-
ticularly early key developmental period appears to have 
allowed a gradually increasing benefi t to emerge.

At the final follow-up point in this study, children 
were still relatively young (around age 7), and hence the 
focus of the study was specifically on anxiety disorders, 
which are common in this age group (2). The diagnostic 
interviews also assessed other internalizing disorders, 
such as depression and eating disorders, but the fre-
quency of these disorders at this age was too low to be 
relevant. It is expected that with further development, 
differences between conditions may start to be seen on 
some of these other disorders. In particular, possible 
benefits of the program on major depressive episodes 
may begin to be noticed by midadolescence (3, 4). If this 
occurs, it would add even more to the cost-benefit pro-
file of the program, given the particularly high burden of 
depression (36).

Applied studies always have a number of caveats and 
limitations, and several in the present study deserve con-
sideration. The study was small by public health stan-
dards, and selection of participants was by convenience 
rather than by stratifi ed population sampling. Our highly 
promising results now require replication in a larger 
representative sample of the population. Replication of 
the effects in disadvantaged populations and nonwhite 

“Jack,” age 3 years 11 months, was referred to the 

research program by his parents, who were concerned 

about his difficulty interacting with people outside the 

immediate family and participating in new activities. 

Despite attending the same preschool for 6 months, Jack 

was unable to initiate or reciprocate play with other 

children and spoke only to his main teacher. He tended to 

watch rather than participate in group activities. Jack’s 

parents had withdrawn him from group swimming classes 

because he cried if he thought anyone was looking at him. 

His parents also avoided most social engagements because 

Jack constantly clung to them and demanded to go home. 

Both parents described themselves as having been very 

shy as children and were keen for Jack to avoid this experi-

ence.

When Jack arrived at the laboratory for the behavioral 

inhibition assessment, he hid behind his mother when 

greeted and sat on his mother’s lap rather than at the 

table with the assessor. He did not respond verbally to the 

assessor for over 30 minutes, and when he did, his speech 

was soft and monosyllabic and he avoided eye contact. He 

reacted fearfully in the cloaked stranger interaction and 

returned to his mother’s lap. Jack did not approach the 

novel toy or interact with the other child in the peer 

interaction component.

Jack’s assessment showed that he met all criteria for 

behavioral inhibition, and he also met DSM-IV criteria for 

social phobia. His parents were randomly allocated to the 

6-week parent education program. In the program, Jack’s 

parents were encouraged to reduce their overprotective 

parenting style by not allowing Jack to avoid situations that 

made him anxious, such as attending parties and new 

activities. They were also encouraged to give Jack the 

opportunity to speak for himself rather than answering for 

him. Jack’s parents were assisted in developing a graded 

exposure hierarchy to previously feared situations. They 

began with reinforcing Jack’s efforts to reply when familiar 

people greeted him and gradually worked up to helping 

him to join in small group activities.

At his final follow-up assessment, at age 6 years 10 

months, Jack no longer met criteria for social phobia and 

was no longer as strongly inhibited. Jack’s mother reported 

that he was still reserved when he first met unfamiliar 

people and that she would still describe him as “shy.” 

However, he was participating with confidence in most 

school and extracurricular activities and he had a small 

group of close friends.

Patient Perspective
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developmental trajectory and whether they can general-
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possibilities.
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