This poster presents the findings from a Inclusion Criteria (see also Weisz et al., 1995): Symptoms of the Primary Diagnosis
current meta-analysis of childhood anxiety 1. Interventions met the definition of psychotherapy; Of the various effect sizes, calculated, we reported
treatment outcome studies, reflecting 2. The study was published between 1970 and 2007; the most conservative, Glass’ corrected delta (see
advancements in methodology and 3. The participants were diagnosed with an anxiety disorder using DSM criteria; accompanying summary for more information). The
reporting. Included in this study are 25 4. The focus of the study was the treatment of anxiety disorders in children; mean effect sizes for each study ranged from 0.43 to
primary outcome studies (N = 1, 725) and 5. The participants were randomly assigned to groups; 4.00 (see Figure 2). The overall weighted mean
six follow-up studies. Previous 6. The design included a comparison control group; effect size cnmnarinn cantral and treatment groups
researchers (e.g., In-Albon & Schneider, 7. Measures were administered at pretreatment and posttreatment; & post-treatm — the primary
2007; Ishikawa, Okajima, Matsuoka, & 8. Statistics were reported from which effect sizes could be calculated. diagnoses v 95% C1 0.79 — 1.05,
Sakano, 2007; Soler & Weatherall, 2007) p <.001).
have recently conducted meta-analyses Search Outcome
examining the efficacy of treatments for Thirty-one studies were identified for this meta-analysis.7 Twenty-five of the 31 studies
childhood anxiety disorders. The current were treatment outcome studies and six were long-term follow-up studies. Given
meta-analysis was done to reflect some that these follow-up studies related to earlier studies, though they were included, the
advances in methodology that were not sample was considered to be N = 25. See Table 1 and 2 for a summary of the
apparent across all of these studies (e.g., participant and study characteristics, respectively. <00 2000 0000 2000 4000
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Figure 2: Forrest plot of effect sizes for all studies on Symptoms.
of unconventional effect sizes, insufficient Outcomes of Interest. of the Primary Diagnosis
descriptive statistics). Furthermore, this Three primary outcomes were assessed Additional Analyses Carried Out:
study used both conventional and updated f§l 1. Diagnosis Outcome 1. File Drawer Analysis
strategies for conducting meta-analyses, 2. Symptoms of the Primary Diagnosis 2. Homogeneity Analysis
reflecting and extending research in the 3. Comorbid Symptoms 3. Moderator Analysis To reduce this effect to a medium size (.50) and a
child depression area (Weisz, McCarty, & 4. Clinical Significance Evaluation small size (.20), 20 and 86 studies with an effect
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- .66, p <.001). This result was maintained over the
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across different meta-analyses examining Characteridio Pearcemage I Fange A homogeneity analysis revealed that there was
2003) and the treatment of other Caucasian 65.55% 86.47, p <.001. The following moderator variables
depression (e.g., Weisz et al., 2006). In Asian 0.24% There was an overall completion rate
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Valeri, 2006). One purposse was to size of zero would be needed, respectively.
facilitate more accurate comparisons
Table 1: Sumnmary of study participants
the treatment of anxiety disorders for both [l 7 1ze 7T T6.6762% more variation amongst effect sizes than would have
children and adults (e.g., Ghahramanlou, ghemmy 418 been expected by sampling error alone, Q (23) =
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gender, age, homogeneity of the sample, treatment
addition to presenting both traditional and Other 236% - A
- A of 83.07%. This was significantl " 4
updated between group effect sizes, a Toil cbnse minorily 34394 9 Y recruitment type. However, none of these variables
number of othlerleffect sizes were also :ocxallph;béa ?g;gj assigned to an active treatment was found to account for a significant proportion of
calculated: within-group effect sizes, b epnen b
follow-u_p effect sizes, ar_\d proportional 13.80% condition (86.45%). distribution.
effect sizes (for diagnosis outcome). 10.20%
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within the sample of studies, a number of PTED 139%
Panic disorder 0.35% ranged from 0.62 to 5.35 (see Figure
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size comparing control and treatment
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1.68-2.26, p <.001). The overall weighted mean effect size comparing
control and treatment groups post-treatment on
.58 - .90, p <.001). This result continued to improve
over the follow-up periods.
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