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Thesis porDolio Abstract 

Background:  

In adults, Generalised Anxiety Disorder (GAD) has been widely conceptualised through 

disorder-specific models, with Cogni-ve Behavioural Therapy (CBT) recommended for its treatment 

in clinical prac-ce. The ICD-11 does not make any dis-nc-on in the diagnos-c criteria for GAD across 

age groups, yet the evidence base surrounding GAD in children and young people (CYP) is limited, 

leaving uncertainty over how It should be conceptualised and treated. 

Method:  

To provide insight into the applicability of adult models of GAD to youth, a systema-c review 

is presented in which evidence from 36 studies examining associa-ons between intolerance of 

uncertainty (IU), nega-ve problem orienta-on (NPO), cogni-ve avoidance (CA) and posi-ve and 

nega-ve beliefs about worry (P/NBW) and GAD in CYP was synthesised. An empirical study is also 

presented in which a vigneHe-based survey was used to examine clinicians’ iden-fica-on and 

treatment of GAD in CYP. 

Results:  

Significant pooled associa-ons with GAD in CYP were observed for each psychological 

process. Effect sizes ranged from small to large. The strongest associa-on was found for IU (r = .61, 

95% CI [.54, .66] and heterogeneity was substan-al across most analyses.  

Across 137 clinicians, GAD was rated as highly representa-ve of the presen-ng issue in the 

vigneHe (median = 90%), while CBT was strongly endorsed as a recommended treatment op-on 

(median = 100%). Clinicians rarely selected a single diagnosis or treatment in isola-on (GAD 

alignment: M = 51%, SD = 27.1; CBT alignment: M = 34.74%, SD = 23.1). Most clinicians reported a 

desire for addi-onal training in assessing (72.3%) and trea-ng GAD in CYP (83.2%). 

Conclusion: 
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 The results deepen our understanding of GAD in CYP, iden-fying possible treatment targets 

and providing a clearer picture of how it is being managed within services. Areas for future research 

and issues with the evidence base are also highlighted. 
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Introduc&on to the Thesis PorDolio 

This chapter provides an overview of how Generalised Anxiety Disorder (GAD) is defined, 

conceptualised, and treated in adult popula-ons. Given that much of our current understanding of 

GAD has been developed within adult research, this aims to provide context for the subsequent 

chapters in which GAD is examined in rela-on to children and young people (CYP). 

Diagnos&c criteria 

GAD first emerged as a diagnos-c category in the 3rd edi-on of the Interna-onal 

Classifica-on of Diseases (ICD), and the specificity of its diagnos-c criteria has become progressively 

more refined over -me (Crocq, 2017). In the most recent edi-on, the ICD-11 defines GAD as the 

experience of persistent and excessive anxiety or worry, occurring over several months, accompanied 

by physical and cogni-ve symptoms and resul-ng in significant distress or impairment (World Health 

Organiza-on [WHO], 2025). 

Prevalence and Impact 

GAD has one of the highest global life-me prevalence rates among anxiety disorders (Remes 

et al., 2016). In England, it has been reported to be the most prominent common mental health 

disorder in adults, with an es-mated prevalence of 7.5% (NHS England, 2025a). Further, it is 

es-mated to occur in 4 -7.9% of pa-ents presen-ng to NHS primary care (Na-onal Ins-tute for 

Health and Care Excellence [NICE], 2025a). 

Adults with GAD report a lower quality of life when compared to non-clinical popula-ons 

(Henning et al., 2007). It is also associated with financial burden owing to loss of work and reliance 

on medical resources and health services (Hoffman et al., 2008; WiHchen, 2002) and osen co-occurs 

alongside other mental health condi-ons (Brawman-Mintzer et al., 1993). Moreover, research 

suggests that GAD may represent a risk factor for subsequent depression in adults (Kessler, 2000) 
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and in some samples has been linked to elevated rates of suicidal idea-on and suicide aHempts 

(Kanwar et al., 2013; Sareen et al., 2005).   

Theore&cal models of GAD in adults 

Behar et al. (2009) provided a comprehensive review of the principal theore-cal models 

used to conceptualise GAD in adults. More recently, Freeston (2023) revisited this list and provided 

updates from the evidence base. A summary of the models highlighted in these reviews is provided 

below: 

• Avoidance model of worry/GAD (Borkovec, 1994; Borkovec et al., 2004). 

Under this model, GAD is maintained by the use of worry as a cogni-ve avoidance 

strategy (Sibrava & Borkovec, 2006). By replacing emo-onally ac-va-ng imagery of 

feared outcomes with verbal thought, worry func-ons to reduce short-term distress 

(Behar et al., 2009). This maintains anxiety by preven-ng emo-onal processing and fear 

ex-nc-on in the long-term (Stapinski et al., 2010). 

• Intolerance of uncertainty model (IoU model) (Dugas et al., 1998; Koerner & 

Dugas, 2006). The IoU model proposes that intolerance of uncertainty (IU) represents a 

central vulnerability in GAD, stemming from beliefs that uncertainty is threatening and 

should be avoided (Robichaud & Dugas, 2006). Chronic worry therefore emerges in the 

context of a heightened sensi-vity toward uncertainty. IU is also considered to 

perpetuate worry through its rela-onship with posi-ve beliefs about worry (PBW), 

cogni-ve avoidance (CA) and nega-ve problem orienta-on (NPO) (Behar et al., 2009; 

Koerner & Dugas, 2006). 

• Metacogni-ve Model (MCM) (Wells, 1995, 1999, 2006). The MCM 

dis-nguishes between two types of worry: Type 1 worry refers to concerns about 

everyday external events, whereas Type 2 worry, or meta-worry involves worrying about 

worrying (Wells, 1999). Within this model, triggers such as “what if” thoughts ac-vate 
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PBW, promp-ng individuals to engage in Type 1 worry as a coping strategy. In individuals 

with GAD, Type 1 worry persists over -me and gives rise to nega-ve beliefs about worry 

(NBW), whereby worry is appraised as dangerous or uncontrollable and resul-ng in 

increased levels of anxiety. 

• Emo-on Dysregula-on Model (Mennin et al., 2002, 2005; Mennin et al., 

2004). This model proposes that GAD is characterised by deficits in emo-on regula-on, 

which result in the use of worry as a cogni-ve strategy to suppress or control emo-onal 

experiences and avoid distress (Mennin et al., 2002). It argues that aHempts to avoid 

painful emo-ons, ul-mately impairs problem solving skills and increases arousal towards 

feared emo-ons (Mennin et al., 2002; Mennin et al., 2004). Moreover, individuals with 

GAD are hypothesised to have disposi-onal characteris-cs which make them more 

vulnerable to emo-onal dysregula-on (Behar et al., 2009). 

• Acceptance-Based Model of GAD (Hayes-Skelton et al., 2013; Roemer & 

Orsillo, 2002, 2005). Under this model, GAD is conceptualised within the behavioural 

learning framework. Worry is viewed as a habit that is nega-vely reinforced through 

avoidance of feared outcomes and subsequent reduc-ons in physiological arousal 

(Roemer & Orsillo, 2002). In the long-term, avoidance is viewed as restric-ve, with 

individuals becoming less physically and mentally engaged in ac-vi-es that they value 

which, ul-mately increases their distress (Behar et al., 2009). 

• Contrast Avoidance Model (Llera & Newman, 2014; Newman & Llera, 2011; 

Newman et al., 2014). The contrast avoidance model suggests that individuals with GAD 

have heightened emo-onal sensi-vity and are vulnerable to abrupt and overwhelming 

shiss in their emo-onal states or contrasts (Newman et al., 2014). As a result, worry is 

employed to maintain a baseline level of nega-ve affect and reduce the likelihood of 

abrupt emo-onal fluctua-ons (Newman & Llera, 2011). This nega-ve state allows 

individuals to remain vigilant to poten-al threats and may increase the salience of 



GAD in CYP: THEORY AND PRACTICE 

 13 

posi-ve emo-onal contrasts when outcomes are beHer than expected (Rashtbari & 

Saed, 2020).  

• Emo-on Focused Model (Timulak & McElvaney, 2016; Timulak et al., 2017). 

From this perspec-ve, GAD is rooted in unresolved emo-onal injuries and unmet 

psychological needs. Worry is viewed as a protec-ve strategy, which shields individuals 

from core emo-onal pain, but also prevents adap-ve emo-onal processing (Timulak & 

McElvaney, 2016). Addi-onally, aHempts to avoid emo-onal pain are osen only par-ally 

successful, leading to secondary emo-ons such as fa-gue, hopelessness and persistent 

anxiety (O'Brien et al., 2019; Timulak & McElvaney, 2016). 

• Cogni-ve Model of Pathological Worry (Hirsch et al., 2019; Hirsch & 

Mathews, 2012). Within this framework, the development and maintenance of 

pathological worry can be understood through cogni-ve factors such as biases in 

emo-onal processing and aHen-on (Hirsch & Mathews, 2012). Emo-onal processing 

biases orient individuals towards nega-ve informa-on, while verbal thinking styles cause 

worries to feel abstract or unresolved. In addi-on, limited aHen-onal control makes it 

harder for individuals to shis their aHen-on away from worry-related thoughts (Hirsch et 

al., 2019). 

• Three-phase model (Chigwedere & Moran, 2022; Chigwedere & Wilson, 

2021). Building on the IoU model, this framework introduces a three-phase maintenance 

cycle of worry: (1) the fear phase, characterised by an ini-al fear response in which 

triggers are appraised as threatening; (2) an anxiety phase, in which individuals engage in 

worry to manage perceived threats or uncertainty, thereby sustaining apprehension; (3) 

the reinforcement phase, where worry-related behaviours are reinforced by short-term 

reduc-ons in arousal (Chigwedere & Wilson, 2021). 

Key psychological processes 
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Despite differences across these theore-cal models, many highlight common psychological 

processes thought to contribute to the development and maintenance of GAD in adults. These 

include nega-ve problem orienta-on (NPO), characterised by a tendency to appraise problems as 

threatening and one’s ability to cope with them as inadequate (D’Zurilla & Nezu, 2010); cogni-ve 

avoidance (CA), referring to the ac-ve aHempt to suppress distressing thoughts or images and push 

them out of awareness (Olatunji et al., 2010; Sibrava & Borkovec, 2006); posi-ve and nega-ve beliefs 

about worry (PBW/NBW) (Wells, 1995), i.e. beliefs that worry is useful or that worry is harmful; and 

Intolerance of uncertainty (IU) defined by perceptions of uncertainty as threatening or intolerable 

(Robichaud et al., 2019).  

Psychological treatment of GAD 

The Na-onal Ins-tute for Health Care Excellence (NICE) recommends the use of Cogni-ve 

Behavioural Therapy (CBT) or Applied Relaxa-on (AR) for the treatment of GAD in adults (NICE, 

2020). In line with this, a recent meta-analysis conducted by Papola et al. (2024) found moderate-

large treatment effects for CBT in adults with GAD. It was also highlighted that while, third-wave 

approaches were similarly effec-ve in the short term, long-term effec-veness was only reported for 

CBT (Papola et al., 2024).  

While guidelines do not prescribe a single manualised CBT protocol for GAD, interven-ons 

typically draw on the exis-ng theore-cal models. Moreover, research has indicated that key 

components of CBT for GAD include psychoeduca-on about worry, self-monitoring, relaxa-on 

training or applied relaxa-on, imagery training, behavioural experiments, imaginal exposure and 

cogni-ve restructuring (LeBlanc et al., 2021). 
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Present porDolio 

Newman and Przeworski (2018) described a misconcep-on surrounding the clinical severity 

of Generalised Anxiety Disorder (GAD), no-ng that other disorders appear to have received 

compara-vely greater aHen-on within research. This disparity may be par-cularly pronounced for 

children and young people (CYP) given that, despite the existence of mul-ple theore-cal models of 

GAD in adults and established treatment guidelines, no equivalent models or guidance exist for GAD 

in CYP.  

The present thesis seeks to address this gap by advancing our understanding of GAD in CYP 

across both theory and clinical prac-ce. The systema-c review and meta-analysis in Chapter 2 

assesses the extent to which key psychological processes, highlighted in adult models of GAD, are 

associated with GAD in CYP. The empirical study, presented in Chapter 4, examines how GAD in CYP is 

iden-fied and treated in clinical prac-ce. Chapter 3 serves as a bridge between the findings in 

Chapter 2 and the empirical study. Finally, Chapter 5 draws together the findings from both studies, 

providing a cri-cal evalua-on of the whole porlolio and outlining its theore-cal and clinical 

implica-ons.  
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Abstract  

Word count: 247 

Background 

Generalised Anxiety Disorder (GAD) is one of the most prevalent mental health conditions 

diagnosed in children and young people (CYP) and is linked to a broad range of difficulties. Several 

key processes are often highlighted as central to GAD in adulthood, including intolerance of 

uncertainty (IU), cognitive avoidance (CA), negative problem orientation (NPO), and positive and 

negative beliefs about worry (PBW/NBW). However, no systematic review has synthesised the 

evidence of the relationship between these processes and GAD in CYP within a single review. 

Method: 

A systematic search of five databases was undertaken to identify studies reporting a 

quantitative relationship between IU, CA, NPO, PBW OR NBW and GAD or GAD symptoms in CYP. 

Preferred Reporting Items for Systematic Reviews and Meta-analyses (PRISMA) guidelines were 

followed, and random-effects meta-analyses were performed for each psychological process. 

Results: 

Significant pooled associations were observed for all five psychological processes and GAD in 

CYP. The strongest association was found for IU (r = .61, 95% CI [.54, .66]), NPO (r = .58, 95% CI [.48, 

.67), and NBW (r = .57, 95% CI [.48, .64]). A large-moderate associa-ons was observed for CA (r=. 47, 

95% CI [.36, .57]), while a small-to-medium associa-on was found for PBW (r = .28, 95% CI [.23, .32]). 

Substantial heterogeneity was observed across analyses. 

Conclusion: 
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The key psychological processes observed in adults are also associated with GAD in younger 

populations. Future research is needed to determine the diagnostic specificity of these processes in 

GAD in CYP. 

Key Practitioner Message: 

What is known? 

• Generalised Anxiety Disorder (GAD) is a prevalent and debilitating mental health 

condition in children and young people (CYP) 

• In adults, GAD is associated with specific psychological processes including 

Intolerance of uncertainty (IU), negative and positive beliefs about worry (N/PBW), 

negative problem orientation (NPO) and Cognitive Avoidance (CA). 

What is new? 

• To our knowledge, this is the first review to synthesises evidence on the relationship 

between each of these key processes and GAD in CYP in one review. 

• Small to large, pooled effect sizes were identified between these processes and 

GAD, however heterogeneity was high and the evidence base for some processes 

was limited. 

What is significant for clinical practice? 

• Findings suggest that key psychological processes represented in adult models of 

GAD are also relevant in CYP. 

• IU, CA, NPO, PBW, NBW may be promising treatment targets for younger 

populations with GAD. 
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• Further research is needed to provide clarity on the diagnostic specificity of these 

processes in youth. 

Keywords: Generalised Anxiety Disorder; Child; Adolescent; Worry; Psychological processes; 

Metacognition. 
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Introduction 

Generalised anxiety disorder (GAD) is a common and impairing mental health condition, 

characterised by persistent anxiety and excessive worry about a range of everyday situations, 

accompanied by symptoms such as muscle tension, sleep disturbance and difficulties concentrating 

(World Health Organization [WHO], 2025). It is also among the most prevalent anxiety disorders in 

childhood and adolescence (Vizard, Pearce & Davis, 2018; WHO, 2025). 

In children and young people (CYP), GAD and excessive worry are associated with a range of 

impairments. These include academic and social difficulties (Kajastus et al., 2024), poorer 

functioning at home and at school (Alfano, 2012; Mychailyszyn, Mendez & Kendall, 2010) and high 

rates of co-occurring depression (Masi et al., 2004). In adolescence GAD has been associated with 

more frequent alcohol use and a greater risk of harmful drinking in early adulthood (Dyer et al., 

2019). Evidence has also suggested that childhood GAD may predict poorer social, financial and 

health comes in young adulthood compared to individuals (Copeland et al., 2014). Therefore, 

developing a robust theoretical understanding of GAD in CYP that can inform effective interventions 

should be considered a priority. 

Freeston (2023) questioned “What if we have too many models of worry?”, highlighting the 

saturated evidence base of models used to conceptualise adult GAD. In contrast, research into 

disorder specific models for childhood anxiety disorders remains limited with transdiagnostic 

approaches to treatment often guiding clinical practice (Hill, Wait & Creswell, 2017; Ship et al., 

2025).  

According to Behar et al. (2009), the principal models of GAD in adults include the Avoidance 

Model of Worry and GAD (Borkovec, Alcaine & Behar, 2004); the Intolerance of Uncertainty Model 

(Dugas et al., 1998); The Meta-cognitive Model (Wells, 1995, 1999); The Emotion Dysregulation 

Model (Mennin et al., 2002, 2005); The Acceptance-Based Model of GAD (Roemer & Orsillo, 2002). 
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All of which recognise, a common set of psychological processes theorised to underpin the 

development and maintenance of GAD: negative problem orientation (NPO) (D’Zurilla & Nezu, 2010; 

Robichaud & Dugas, 2005); cognitive avoidance (CA) (Olatunji, Mortez & Zlomke, 2010; Sibrava & 

Borkovec, 2006); positive and negative beliefs about worry (P/NBW) (Wells, 1995) and intolerance of 

uncertainty (IU) (Robichaud, Koerner & Dugas, 2019). 

While the relationship between these processes and GAD in adulthood has been well 

established (Sexton & Dugas, 2009; Gentes & Rucio, 2011; Penney, Mazmanian & Rudanycz, 2013), 

supporting the development of disorder specific interventions, historically, less attention has been 

given to their relevance in younger populations. Moreover, where research has emerged, childhood 

anxiety disorders have frequently been examined under a broad “anxiety” category rather than at a 

disorder-specific level (Osmanağaoğlu, Creswell & Dodd, 2018).  

Some empirical studies have begun investigating these processes in CYP and evaluating their 

applicability in younger populations (Ellis & Hudson, 2010; Fialko, Bolton & Perrin, 2012). A shift 

which may reflect broader calls for more disorder specific research practices in children and 

adolescent mental health (Creswell, Waite & Hudson, 2020; Ship et al.,2025). However, these studies 

are often variable in their design and methodology, making findings difficult to compare and 

interpret. To our knowledge, no review has attempted to systematically synthesise the existing 

evidence, so that the relationships between each of these psychological processes and GAD in CYP 

can be critically examined. 

Therefore, the present review aimed to synthesis this evidence and quantify the 

relationships between CA, NPO, IU, PBW, NBW and IU, and GAD symptoms or diagnosis in CYP. In 

doing so, we were guided by the following research objectives: 

1. To assess the relationship between GAD-related psychological processes and GAD 

symptoms or diagnosis in CYP. 
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2. Where sufficient data are available, to examine poten-al sources of heterogeneity in 

these rela-onships. 

Method 

This review was conducted in accordance with the Preferred Reporting Items for Systematic 

Reviews and Meta-analyses (PRISMA) guidelines (Page et al., 2021) and registered prospectively in 

PROSPERO (CRD420251136992). See Appendix B for the PRISMA checklist. 

Search strategy 

Online databases searches were conducted in CINAHL, Scopus, Child and Development and 

Adolescents studies (via EBSCO), PsycINFO and PubMed. Additional searches were carried out using 

Google Scholar and ProQuest to identify relevant grey literature. Search terms relating to each 

psychological process of interest (IU, NPO, PBW/NBW and CA), GAD or GAD symptoms and CYP were 

combined using the Boolean operator “AND”. Where available, database filters were applied to 

restrict results by age (≤21 years) and language (English). All searches were completed by the 

primary author (EB) between October and December 2025. See Appendix C for the full search 

strategy.   

Inclusion criteria and study selection 

Studies were included if: (a) the sample consisted of children or young people under the age 

of 21, or data for this age range could be extracted separately; (b) the study included a standardised 

measure of at least one psychological process of interest (e.g. IU, PBW/NBW, NPO or CA); and (c) the 

study reported a quantitative effect size describing the relationship between at least one 

psychological process and GAD, where GAD was defined either by diagnostic criteria or by a 

dimensional measure of GAD symptoms. Where effect sizes were not directly reported, studies were 

included if sufficient data was provided to allow calculation of an effect size. Studies reporting a 

transdiagnostic measure of anxiety without separately reported GAD-specific subscale data were not 
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considered eligible for inclusion. The same was applied to papers that assessed beliefs about worry 

but did not report positive and negative beliefs as separate subscales.  

Qualitative studies, books, book chapters, conference papers, review articles, and meta-

analyses were excluded. Studies not published in English were also excluded, as well as longitudinal 

studies and randomised controlled trials unless relevant baseline data were reported. 

All studies were screened against the predefined inclusion criteria in two phases. In Phase 

one, titles and abstracts of all papers identified through the searches were screened by EB. In Phase 

two, all studies deemed eligible underwent full-text retrieval and were assessed for final inclusion.  

HC also independently screened 20% of all records at both stages, with a procedure in place to 

resolve any disagreements. Inter-reviewer agreement was high with no discrepancies identified. 

Quality assessment 

Methodological quality and risk of bias, for all included studies, was assessed using the 

Joanna Briggs Institute (JBI) critical appraisal tools for systematic reviews. The JBI checklists for 

analytical cross-sectional and case–control studies were selected (Moola et al., 2020) as these were 

the most commons study designs included. Two longitudinal studies were included; however, as only 

baseline data were extracted and analysed, these were appraised using the cross-sectional checklist.  

Check-list items assessed key methodological domains, including sample selection, validity 

and reliability of measurement, management of confounding factors and statistical analysis. Each 

study was rated as “yes”, “no” or “unclear” for each checklist item by EB. A random sample of 20%, 

for each checklist, was also independently assessed by HC. No discrepancies were noted between 

reviewers.  

Consistent with previous reviews, the percentage of checklist items rated as “yes” was then 

used to categorise each study as low (0–33%), medium (34–66%), or high (≥67%) risk of bias, with 
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items marked as “not applicable” excluded from the total (Niño-de-Guzman Quispe et al., 2023). As 

JBI advised against numerical scoring, these groupings were only used to support sensitivity analysis. 

Data extraction  

Data from the included studies were extracted into a standardised extraction sheet by EB. 

Extracted information included study design, sample characteristics (e.g., sample type, age range 

and percentage female), psychological processes (IU, NPO, CA, PBW, or NBW) and their 

corresponding measurement tools, assessment of GAD (dimensional or diagnostic), and statistical 

outcomes. 

All effect sizes were converted to a common metric to enable synthesis. Pearson’s 

correlation coefficient (r) was selected, as it was expected to be the most frequently reported effect 

size. Where only means and standard deviations (SDs) were provided, Cohen’s d values were 

calculated and then converted to r. When only standardised regression coefficients were reported, 

these were converted to Pearson’s r using the approximation method described by (Peterson & 

Brown, 2005). Partial correlations were retained as estimates of associations between psychological 

processes and GAD. In studies reporting between-group comparisons across multiple groups, mean 

differences between GAD samples and non-clinical control groups were prioritised to ensure 

consistency in extracted effect sizes.  

Data analysis 

Individual random-effects meta-analyses were conducted for each psychological process in R 

(version 4.5.2) using packages such as “metafor” (version 4.8-0) (Viechtbauer, 2010) and “dmetar” 

(version 0.1.0) (Harrer et al., 2019). The random effects model was selected to account for expected 

heterogeneity between studies due to differences in samples and study designs (Dettori, Norvell & 

Chapman, 2022).  
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Effect sizes were transformed to Fisher’s Z for meta-analysis by R and converted back to r for 

reporting and interpretation. Pooled correlational coefficients with 95% confidence intervals were 

reported and presented in forest plots. The magnitude of pooled effect sizes was interpreted using 

Cohen’s (1992) conventions (r = .10 “small”, .30 “medium”, .50 “large”). 

Between-study heterogeneity was assessed using Cochran’s Q statistic (with p < .05 

indicating heterogeneity) and the Higgins and Thompson’s I2 statistic, with values of 25%, 50%, and 

75% representing low, moderate, and substantial heterogeneity, respectively (Higgins & Thompson, 

2002). The 95% prediction intervals (95% PI) were also reported for each analyses, to examine the 

expected range of effects in future studies (IntHout et al., 2016). Where analyses included fewer 

than 10 studies, pooled effects and heterogeneity statistics were interpreted with caution due a 

potential reduction in reliability (Hoaglin, 2016; Ioannidis, 2008; von Hippel, 2015). Subgroup 

analyses were conducted only when meta-analyses included at least ten studies and each subgroup 

contained a minimum of four studies (Schwarzer et al., 2019).  

Sensitivity analyses were conducted to examine the influence of outliers using the 

confidence-interval overlap approach described by Viechtbauer & Cheung, 2010. Studies were 

classified as outliers if their 95% confidence intervals did not overlap with the 95% confidence 

interval of the pooled effect. Where outliers were identified, meta-analyses were re-run with these 

studies excluded.  

Funnel plots and Egger’s regression test  were used to assess potential publication bias when 

at least ten studies were included in a meta-analysis (Egger et al., 1997).  A statistically significant 

Egger’s test (p < .05) was interpreted as evidence of possible funnel plot asymmetry and therefore 

potential publication bias.  
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Results 

An adapted PRISMA flow diagram (Page et al., 2021) of study inclusion is presented in Figure 

1.The initial search yielded 984 references, with 834 remaining after the duplicates were removed. 

Title and abstract screening resulted in the exclusion of 757 records, and full-text retrieval was 

conducted for the remaining 77 reports. Of these, 29 studies were assessed as eligible for final 

inclusion. Grey literature searches of Google Scholar and ProQuest yielded a further 23 reports, of 

which seven met eligibility criteria. In total, 36 studies were included for review.
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Figure 1. PRISMA 2020 flow diagram of study selection process 

 

 

 

 

 

 

 

 

 

a One report (Esbjørn et al., 2015b) contained two independent studies with separate samples and extractable data. Both studies were included (n= 36). 



GAD in CYP: THEORY AND PRACTICE 

 29 

Study characteristics 

The 36 included studies were published between 2003 and 2025, with sample sizes ranging 

from 12 to 36,180 participants. Across studies, participants were aged between 3–20 years old, and 

the proportion of females ranged from 31% to 80.4%. Most studies were conducted in the United 

States (n= 14), used cross-sectional designs (n = 25), and recruited participants from the community 

(n= 27). Pearson’s r was the most reported effect size (n = 27). 

Most studies measured GAD dimensionally in relation to symptoms (n= 32), while four used 

diagnostic status. IU was the most frequently examined psychological process (n = 26) and CA was 

the least (n = 7). Measures used to assess both GAD and the psychological processes varied 

considerably across studies. A summary of the study characteristics is provided in Table 1, with full 

details, including each instruments used to measure each process available in Appendix D.



GAD in CYP: THEORY AND PRACTICE 

 30 

Table 1.  

Summary of study characteris>cs 

Author/Year Country Study 
Design 

N Age 
range/Mean 

(years) 

% female Sample 
type 

GAD 
outcome 

GAD 
measure 

Psychological 
process 

Effect Size 
Reported 

Allred 
(2019) 

US Cross-
sec-onal 

143 11 60.8% Community Dimensional RCADS/ GAD NBW; PBW 

 

Pearson's 
Correla-on (r) 

Bacow 
(2009) 

US Case-
control 

98 Clinical 
sample: 

11.9; 
Community 

sample: 12.4 

Clinical 
sample: 
62.8%; 

Community 
sample: 

65% 

Mixed Dimensional PSWQ-C NBW; PBW 

 

Par-al 
Correla-on (r, 
controlled for 
covariates) 

Boelen 
(2010) 

Netherlands Cross-
sec-onal 

191 16.1 51% Community Dimensional PSWQ-C IU Pearson's 
Correla-on (r) 

Comer 
(2009) 

US Case-
control 

197 11.6 50.8% Mixed Dimensional PSWQ-C IU Pearson's 
Correla-on (r) 

Cowie 
(2018) 

US Case-
control 

98 9.1 49% Mixed Dimensional PSWQ-C IU Pearson's 
Correla-on (r) 

Donovan 
(2016) 

Australia Case-
control 

GAD:25; 
Control: 

25 

9.9 GAD: 60%; 
Control: 

60% 

Clinical Diagnosis ADIS-IV-C/P IU; CA; NPO; 
NBW; PBW 

F sta-s-c 
(group 
comparison) 
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Donovan 
(2017) 

Australia Cross-
sec-onal 

114 9.9 50.9% Community Dimensional PSWQ-C IU; CA; NPO; 
NBW; PBW 

Pearson's 
Correla-on (r) 

Dugas 
(2012) 

Canada Longitudinal Time 1: 
282 

NA NA Community Dimensional PSWQ-C IU Pearson's 
Correla-on (r) 

Ellis (2011) Australia Case-
control 

123 12 –17 NA Mixed Dimensional SCAS/GAD NBW; PBW 

 

Pearson's 
Correla-on (r) 

Esbjørn 
2013) 

Denmark Cross-
sec-onal 

974 9 –17 55.2% Mixed Dimensional PSWQ-C NBW; PBW 

 

Pearson's 
Correla-on (r) 

Esbjørn 
(2015) Study 
1 

Denmark Cross-
sec-onal 

587 Ages 9–12:  
11; Ages 13–

17: 14 

 

Ages 9-12:  
55%; Ages 
13-17: 55% 

Mixed Dimensional PSWQ-C NBW; PBW 

 

Standardised 
regression 
coefficient (β) 

Esbjørn 
(2015) Study 
2 

Denmark Case-
control 

GAD: 
22; 

Control: 
sa43 

7–13 NA Mixed Diagnosis ADIS-IV-C/P NBW; PBW 

 

Group means 
and SDs 

Fialko (2012) UK Cross-
sec-onal 

515 7–19 53% Community Dimensional PSWQ-C IU; CA; PBW Pearson's 
Correla-on (r) 
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Fisak (2014) US Cross-
sec-onal 

175 13.9 66.3% Community Dimensional PSWQ-C NBW; PBW 

 

Standardised 
regression 
coefficient (β) 

Geronimi 
(2019) 

US Cross-
sec-onal 

47 10.4 61.7% Community Dimensional PSWQ-C IU; NPO; 
NBW; PBW 

 

Pearson's 
Correla-on (r) 

Gini (2019) Italy Cross-
sec-onal 

1169 15.8 47.7% Community Dimensional GAD-7 NBW; PBW 

 

Pearson's 
Correla-on (r) 

Gosselin 
(2007) 

Canada Cross-
sec-onal 

777 14.9 49.7% Community Dimensional PSWQ-C CA Pearson's 
Correla-on (r) 

Hearn 
(2017) 

Australia Case-
control 

GAD: 
20; 

Control: 
20 

8-12 GAD: 
42.9%; 

Control: 
42.9% 

Community Diagnosis ADIS-IV-C/P IU; CA; NPO; 
NBW; PBW 

Group means 
and SDs 

Kertz (2013) US Cross-
sec-onal 

80 9.6 71% Community Dimensional PSWQ-C IU; NPO; 
NBW; PBW 

 

Par-al 
Correla-on (r, 
controlled for 
covariates) 

Krain (2006) US Cross-
sec-onal 

12 16.4 41.7% Community Dimensional PSWQ-C IU Pearson's 
Correla-on (r) 
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Laugesen 
(2003) 

Canada Cross-
sec-onal 

528 15.6 49.1% Community Dimensional PSWQ-C IU; CA; NPO 

 

 

 

 

Par-al 
Correla-on (r, 
controlled for 
covariates) 

Lee (2018) US Cross-
sec-onal 

76 9.7 50% Community Dimensional PSWQ-C IU; NPO 

 

Pearson's 
Correla-on (r) 

Mar-nez-
Snyder 
(2022) 

US Cross-
sec-onal 

305 17.1 71.% Community Dimensional SCARED/GAD IU 

 

 

Pearson's 
Correla-on (r) 

Poh (2021) Singapore Cross-
sec-onal 

385 12.5 58.9% Community Dimensional RCADS/GAD IU 

 

 

Pearson's 
Correla-on (r) 

Przeworski 
(2009) 

US Cross-
sec-onal 

34 10.4 47.4% Community Dimensional PSWQ-C IU 

 

 

Pearson's 
Correla-on (r) 
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Read (2013) US Case-
control 

GAD: 
46; 

SAD: 31 

7-17 Full 
sample: 
47.7% 

Community Diagnosis ADIS-IV-C/P IU 

 

 

Group means 
and SDs 

Ryan (2025) UK Longitudinal 180 4 Not 
reported 

Community Dimensional SCAS-P /GAD IU 

 

 

Pearson's 
Correla-on (r) 

Shen (2020) China Cross-
sec-onal 

591 10.5 51.3% Community Dimensional PSWQ-C IU 

 

 

Pearson's 
Correla-on (r) 

Thielsch 
(2015) 

Germany Cross-
sec-onal 

521 17.2 80.4% Community Dimensional PSWQ IU; NBW; 
PBW 

 

 

Pearson's 
Correla-on (r) 

WaHs 
(2021) 

UK Cross-
sec-onal 

326 13.2 48% Community Dimensional PSWQ-C IU; CA; NPO; 
PBW 

 

Pearson's 
Correla-on (r) 

White 
(2016) 

Australia Cross-
sec-onal 

187 10.6 31% Community Dimensional SCAS-P /GAD PBW; NBW Pearson's 
Correla-on (r) 

Whi-ng 
(2015) 

US Cross-
sec-onal 

105 15.6 67.6% Community Dimensional PSWQ-C IU Pearson's 
Correla-on (r) 
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Wong 
(2025) 

US Cross-
sec-onal 

647 6–17 NA Community Dimensional RCADS-P IU Pearson's 
Correla-on (r) 

Wright 
(2016) 

Canada Cross-
sec-onal 

128 12.7 49.2% Community Dimensional SCAS/GAD IU Pearson's 
Correla-on (r) 

Ye (2023) China Cross-
sec-onal 

36180 9 –19 NA Community Dimensional GAD-7 IU Pearson's 
Correla-on (r) 

Zemestani 
et al. 2022) 

Iran Case-
control 

683 14 58.1% Mixed Dimensional SCAS-C/GAD IU Pearson's 
Correla-on (r) 

Note. Age range was reported when mean sample age was not available. For group-comparison studies, sample characteristics are reported for both 

groups. Author name lists first author only. 

Abbreviations: NA, not available; GAD, Generalised Anxiety Disorder; SAD, Social Anxiety Disorder. 

Measures: SCAS-C/GAD, GAD subscale of the Spence Children’s Anxiety Scale – child version; RCADS/GAD, GAD subscale of the Revised Children’s Anxiety 

and Depression Scale (child and parent versions);PSWQ, Penn State Worry Questionnaire (adult and child versions); GAD-7, Generalized Anxiety Disorder-7; 

ADIS-IV-C/P, Anxiety Disorders Interview Schedule for DSM-IV – Child/Parent reports; SCARED/GAD, GAD subscale of the Screen for Child Anxiety Related 

Disorders.
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Quality assessment 

Quality assessments for included studies were summarised in traffic light plots generated 

using the online robvis tool (McGuinness & Higgins, 2021), see Appendix E. Study-level judgements 

were assessed across the appraisal ques-ons of the JBI cri-cal appraisal tools for cross-sec-onal and 

case–control studies (Appendix F). The overall risk of bias ra-ng reflected the propor-on of 

applicable ques-ons rated as “Yes” and was calculated to inform sensi-vity analyses. However, 

consistent with JBI guidance, these overall ra-ngs were not used to exclude studies. Over half of the 

studies were judged as “yes” for every appraisal item (n= 19). Thirteen studies received at least one 

“unclear” ra-ng across appraisal ques-ons, and eight received at least one “No” ra-ng. Most studies 

were categorised as low risk of bias (n= 35), with the excep-on of Przeworski (2009b) which was 

rated as moderate risk of bias. 

Meta-analyses: associa&ons between GAD and each psychological process. 

Intolerance of Uncertainty (IU) 

Across the 26 studies examining IU (n = 43,394), the meta-analysis showed a significant, large 

correla-on between IU and GAD symptoms, r = .61 (95% CI [.54, .66]), p < .001 (Figure 2). The 95% PI 

ranged from .22 to .83, indica-ng that effect sizes in future studies could range from small to large. A 

substan-al degree of heterogeneity was detected, Q (25) = 508.30, p < .05, I² = 95.1% (95% CI 

[93.8%, 96.1%]).  

Outliers’ analysis indicated the presence of seven outliers (Comer et al., 2009; Poh et al., 

2021; Read, Comer & Kendall, 2013; Ryan et al., 2025; Wong, 2025; Ye et al., 2023; Zemestani et al., 

2022). Once removed, the pooled correla-on for the remaining studies (k= 19) was significant and its 

size unchanged (r = .61, 95% CI [.58, .64], p > .05), 95% PI also narrowed [.52, .68]. The observed 

heterogeneity reduced from substan-al to a low-moderate (I2= 44%, 95% CI [0%, 66%]) but Cochran’s 
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Q remained significant (p < .05). Leave one out analysis also indicated that no single study had undue 

influence over the heterogeneity or pooled effect size (r= .60 – .62, I2 = .93, 95.). Notably, exclusion of 

the only study rated as moderate risk of bias (Przeworski, 2009a) did not meaningfully alter the 

pooled es-mate (r =.7) or heterogeneity (I2 = 95.3%). 

Egger’s test indicated evidence of funnel plot asymmetry (intercept = 2.7, 95% CI [0.94, 4.5], 

p < .05) sugges-ng possible presence of publica-on bias. Aser the removal of outliers (k= 19), this 

effect was no longer evident (intercept = 0.1, 95% CI [- 1.2, 1.4], p > .05), sugges-ng that the ini-al 

asymmetry could be, in part, explained by a small number of outliers.  

Sub-group analyses were not feasible for most study characteris-c due to the small number 

of studies within poten-al subgroup categories. However, an exploratory subgroup analysis by study 

design was conducted, with longitudinal studies excluded due to the limited number of studies in 

this category (k = 2). However, findings indicated there was no significant difference in pooled effect 

sizes between cross-sec-onal and case-control designs (Q (1) = .02, p = .89).  

Figure 2.  

Forest plot showing the pooled correla>on coefficients for the associa>on between IU and GAD. 
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Posi&ve beliefs about worry (PBW) 

Eighteen studies were included in the meta-analysis examining the associa-on between GAD 

and PBW (n = 5742). The random-effects pooled correla-on was r = .28, 95% CI [.23, .32], p < .01, 

indica-ng a significant, small- medium posi-ve associa-on (Figure 3). The 95% PI ranged from .15 to 

.39, sugges-ng future studies could be expected to observe an effect of similar magnitude. Moderate 

heterogeneity was observed, Q (17) = 32.77, p < .001, I² = 48% (95% CI [10%, 70%]). Egger’s test 

indicated no evidence of funnel plot asymmetry (intercept = 0.38, 95% CI [-1, 1.8], p = .54), 

sugges-ng the presence of publica-on bias was not detected. 

Outlier analysis iden-fied one influen-al study (Allred, 2019). When this study was excluded 

from the analysis, the pooled effect size remained small-to-medium (r = .28) and the PI was largely 

unchanged (95%PI [.17, .39]). Heterogeneity was reduced (I2 = 39.8%, 95% CI [0.0%, 66.2%]), 
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sugges-ng that a propor-on of the ini-al heterogeneity was some-what aHributable to this study.  

Leave-one-out analyses also indicated that removal of two addi-onal studies (Laugesen et al., 2003b; 

WaHs et al., 2021) reduced heterogeneity (I² = 38% and 40%, respec-vely), while pooled effect sizes 

remained unchanged (r = .27). 

Subgroup analysis by study design was not significant, (Q (1) = .57, p = .45), indica-ng that 

the pooled associa-on between PBW and GAD did not differ significantly between cross-sec-onal 

and case-control studies.  

Figure 3 

Forest plot showing the pooled correla>on coefficients for the associa>on between PBW and GAD.  

 

Nega&ve beliefs about Worry (NBW) 

The random-effects meta-analysis conducted to examine the associa-on between NBW and 

GAD (k = 15, n= 4373) indicated a significant, large posi-ve pooled correla-on (r = .57, 95% CI [.48, 

.64], p = < 0.01). The 95% PI was wide [.19, .80] and heterogeneity was substan-al (Q (14) = 202.56, p 
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< .001, I² = 93.1%, 95% CI [90.2%, 95.1%]), sugges-ng considerable between study variability.  Egger’s 

test was not significant (intercept = 1.7, 95% CI [ -2.1, -5.5], p = > 0.05), sugges-ng no evidence of 

funnel plot asymmetry. See Figure 4. 

Four outliers were iden-fied in the outlier analysis (Esbjørn et al., 2015a; Esbjørn et al., 2013; 

Fisak, Mentuccia, and Przeworski, 2014; Thielsch, Andor, and Ehring, 2015). The random-effects 

pooled correla-on with these outliers removed remained large (r = .61, 95% CI [ .54, .67], p < .01). 

Heterogeneity also reduced to a moderate level, I2 = 55.6%, 95% CI [12.6%, 77.4%] and the 95% 

predic-on interval narrowed [.41, .74], indica-ng more consistent effects across studies aser the 

removal of outliers. A leave-one analysis was also applied, and indicated that no study, alone, 

accounted for the observed heterogeneity (I2 range = 89% – 94%). Subgroup analysis by study design 

indicated that pooled effect sizes did not differ significantly between cross-sec-onal and case-control 

studies (Q (1) = 1.1, p = .29) 

Figure 4 

Forest plot showing the pooled correla>on coefficients for the associa>on between NBW and GAD.

 

Nega&ve Problem Orienta&on (NPO) 
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Eight studies examined the associa-on between GAD and NPO (n = 1261). The random-

effects pooled correla-on indicated a significant, large posi-ve effect (r = .58, 95% CI [.48, .67], p = < 

.01), with the 95% PI (.29 – .77) sugges-ng that future studies could expect to find a posi-ve 

moderate-to-large associa-on. Heterogeneity was substan-al (Q (7) = 34.73, p = < .01, I2 = 79.8%, 

95% CI [60.8%, 89.6%]). No outliers were detected. See figure 5. 

 Funnel plot examina-on and Egger’s test were not conducted as fewer than 10 studies were 

included in this meta-analysis, therefore power to detect publica-on bias would be limited (Sterne, 

Gavaghan and Egger, 2000). However, visual inspec-on of the forest plot did not suggest a clear 

paHern of small study effects. Study sample sizes ranged between 40 and 528, and effect sizes 

showed variability. Addi-onally, all included studies were rated “low” risk of bias.  

Figure 5 

Forest plot showing the pooled correla>on coefficients for the associa>on between NPO and GAD.  

Cogni&ve Avoidance (CA) 

Seven studies were included for the analysis, examining the associa-on between GAD and 

CA (n = 2375). The random-effects pooled correla-on indicated, a significant, moderate-large posi-ve 



GAD in CYP: THEORY AND PRACTICE 

 42 

associa-on (r=. 47, 95% CI [.36, .57], p = < 0.1). The 95% PI was wide, ranging from .16 to .7 and 

heterogeneity was substan-al (Q (6) = 38.22, p = < 0.01, I2 = 84.3%, 95% CI [ 69.4%, 92%]).  

One study was iden-fied as an outlier (Laugesen, Dugas, and Bukowski, 2003). When this 

study was omiHed from the analysis, the pooled effect size remained significant (r = .49, 95% CI [.45, 

.54], p = < .01). Notably, heterogeneity was largely reduced (I2 = 0%). However, the 95% confidence 

interval around I2 was wide (0% –74.6%) indica-ng uncertainty regarding the true degree of 

between-study heterogeneity that remained. A leave-one out analysis indicated that no other study 

appeared to have a large influence over heterogeneity (I2 range = 87%, 84%).  

As with NPO, this analysis included fewer than ten studies and therefore sta-s-cal tests for 

funnel plot asymmetry were not conducted. However, visual inspec-on of the forest plot did not 

show a paHern of smaller studies showing larger effect sizes (Figure 6). Effect sizes showed variability 

(r = .25 to .62) and sample sizes were between 50 and 777. All included studies were rated as “low” 

risk of bias. 

Figure 6. 

Forest plot showing the pooled correla>on coefficients for the associa>on between CA and GAD. 
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Discussion 

The current review aimed to synthesise quan-ta-ve evidence rela-ng to the rela-onship 

between GAD diagnosis or GAD symptoms and key psychological processes such as IU, NPO, CA, 

NBW and PBW. Across 36 studies, all five psychological processes were found to have significant 

posi-ve pooled correla-ons with GAD, with effect sizes ranging from small to large.  

The large associa-on found between IU and GAD (r = .61, 95% CI [.54, .66]), p < .001) may be 

considered expected, given similar results have been found between IU and anxiety across all age 

groups (Gentes & Ruscio, 2011; Osmanağaoğlu et al., 2018; Yu et al., 2025).  The compara-vely 

weaker associa-ons of the other processes is also consistent with cogni-ve models of GAD that 

posi-on IU as a higher-order vulnerability, with NPO, PBW, and CA conceptualised as secondary 

processes (Koerner & Dugas, 2006). Further to this, these findings suggest that interven-ons 

targe-ng IU, such as cogni-ve behavioural therapy for intolerance of uncertainty (CBT-IU), which has 

been shown to reduce worry in adults (Wilson, AbboH & Norton, 2023), may also hold promise for 

CYP. 

Similarly, a strong posi-ve associa-on was observed between NBW and GAD (r= .57,  95% CI 

[.48, .64], p = < 0.01) which aligns with previous empirical findings in both adult (Koerner, Tallon & 

Kusec, 2021; Wells & Carter, 2001) and child samples (Köcher, Schneider & Chris-ansen, 2021). This 

finding is also consistent with meta-cogni-ve models of GAD, which highlight the role of NBW in the 

maintenance of worry (Wells, 1995).  

The pooled correla-ons for NPO (r = .58, 95% CI [.48, .67], p = < .01) and CA (r=. 47, 95% CI 

[.36, .57], p = < 0.1) indicate moderate-to-large associa-ons with GAD in CYP. For NPO, this mirrors 

findings reported in adult samples (Clarke et al., 2017) , sugges-ng, that it may be a stable 

psychological processes, which remains relevant to GAD from childhood to adulthood. For CA, the 

associa-on is consistent with the cogni-ve avoidance theory, which proposes that worry itself 
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func-ons as a form of CA and is therefore closely intertwined with GAD (Sibrava & Borkovec, 2006). 

However, the compara-vely smaller associa-on between CA and GAD, rela-ve to NBW, may also 

offer support for the metacogni-ve account in which CA strategies, such as thought suppression, are 

viewed as a downstream consequences of NBW (Wells, 2010). 

However, it should be noted that both of these meta-analyses included fewer than 10 studies 

and therefore effect size es-mates may be less precise. This may be reflected in the wide 95% PI 

reported for both processes (NPO = .29 to .77; CA = .16 to .70). Addi-onally, heterogeneity within 

these analyses was substan-al and remained unexplained due to insufficient power for subgroup 

analyses. 

A small to moderate pooled associa-on was found between PBW and GAD (r = .27, 95% CI [ 

.23, .32], p = < 0.01), sugges-ng that children and young people (CYP) with a diagnosis of GAD, or 

those repor-ng more GAD symptoms, also tended to report more PBW. The 95% PI also indicated 

that this effect size is likely to be replicable in future studies (95% PI [.15, .40]). Addi-onally, while 

the removal of outliers reduced heterogeneity, the pooled effect size remained stable. This aligns 

with cogni-ve models of GAD, which propose that posi-ve beliefs about the usefulness of worry, 

promote individuals to rely on worry as a coping strategy, thereby contribu-ng to the maintenance 

of their anxiety (Wells, 1999).  

However, compared to the other processes examined, PBW showed the smallest associa-on 

with GAD, which may indicate that it has a less central role in the development or maintenance of 

this disorder in CYP.  Although, a larger number of studies were included in the PBW analysis rela-ve 

to several other processes, which may have resulted in a more precise pooled es-mate.  

Alterna-vely, the smaller effect size may reflect the wide age range represented across included 

studies (7 – 19 years), with some research sugges-ng younger children may endorse beliefs about 
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worry, but that the impact of these beliefs on worry may not yet be fully established (Wilson & 

Hughes, 2011).  

Substan-al heterogeneity was observed for the majority of meta-analyses included in this 

review, sugges-ng that associa-ons between psychological process and GAD varied considerably 

across studies. However, where outliers were removed (IU, PBW, NBW, CA), effect sizes remained 

stable whilst heterogeneity reduced. This may suggest the observed associa-ons could be considered 

robust and that some variability was being driven by outliers in each analysis. Further, although 

subgroup analyses did not iden-fy study design as a significant moderator, other methodological and 

sample-related differences likely contributed to the remaining variance.  

Strengths and Limita&ons: 

To our knowledge, this review makes an original contribu-on to the evidence base by 

providing the first quan-ta-ve synthesis of research examining the rela-onships between all five 

psychological processes and GAD in CYP.  Examining each process, allowed comparison of their 

rela-ve strengths of associa-on to GAD, offering insight into which processes may be a priority in 

treatment models. Addi-onally, adherence to good prac-ce guidelines for meta-analysis, such as the 

inclusion of predic-on intervals (IntHout et al., 2016) and the use of sensi-vity analyses, strengthens 

the interpretability of the findings.  

Substan-al heterogeneity was expected due to the broad inclusion criteria, which allowed 

studies with varied designs, measurement approaches, age ranges, and sample types. As a result, the 

variability in how GAD was opera-onalised across studies may limit the specificity of our findings. 

Many studies relied on dimensional measures of worry (e.g., the PSWQ-C) rather than diagnos-c 

interviews. However, it is unclear to what extent each psychological process assessed can be 

considered separable from the process of worry itself. As such, we cannot be certain whether the 

magnitude of the observed associa-ons, par-cularly for IU, could be, in part, explained by a 
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conceptual overlap with worry, rather than reflec-ng dis-nct psychological processes that are 

uniquely related to GAD in CYP. Similarly, the pooled es-mates could be argued to reflect 

associa-ons with worry severity rather than GAD as a clinical diagnosis in CYP. 

Furthermore, most studies relied on self-report measures to assess both the psychological 

processes and GAD outcomes. These were typically self-administered (i.e. not by a parent or 

independent assessor) and completed at a single--me point. This raises the possibility of bias related 

to shared method variance, in which the pooled effect sizes observed may have been inflated by the 

repeated use of ques-onnaire methodology, across studies, to measure the correla-on between 

conceptually similar constructs.  

Limited data meant that these factors, alongside other poten-al areas of interest, such as 

age-related differences, could not be explored through sub-group analysis and therefore their 

poten-al impact on pooled effect sizes remain unknown. In addi-on, the small number of studies in 

some analyses (CA and NPO) may have reduced sta-s-cal power and therefore certainty around the 

precision of es-mates. 

Finally, while our findings highlight associa-ons between these psychological processes and 

GAD in CYP, they do not establish whether these associa-ons are specific to GAD. As this review did 

not compare the magnitude of these associa-ons across anxiety disorders, it remains unclear 

whether similar associa-ons would be observed in other diagnoses, such as social anxiety disorder 

(SAD). This may par-cularly be relevant to IU, which has been proposed as a transdiagnos-c 

processes which can be observed across childhood anxiety disorders (Wright, Lebell & Carleton, 

2016; Zemestani et al., 2023). Consequently, these findings may reflect the rela-onships that these 

psychological processes have with youth anxiety more broadly, leaving the necessity of GAD-specific 

cogni-ve models in CYP open to ques-on. 

Conclusion 
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This review examined five key psychological processes osen considered central to GAD in 

adults, and synthesised evidence of their rela-onships with GAD in younger popula-ons. Findings 

suggest that these processes are posi-vely associated with GAD in CYP, with the strongest 

rela-onship reported for IU.
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Bridging Chapter  

At present, no NICE guidelines exist for the treatment and management of GAD in CYP. This 

likely reflects, in part, the limited availability of developmentally informed theore-cal models of GAD 

in younger popula-ons, as well as an evidence base in which treatment outcomes are osen 

presented under the broader category of childhood anxiety disorders, rather than for GAD 

specifically (Shipp et al., 2025). In contrast, mul-ple theore-cal models have been developed for 

adult GAD (Chapter 1), which have informed the development of clinical guidance, with CBT 

recommended as the first-line psychological treatment (NICE, 2020) 

Freeston (2023) outlined that many of these models overlap in their conceptualisa-on of the 

key mechanisms and processes that underpin GAD. However, it remains unclear to what extent these 

models are applicable to CYP, and which, if any, of these core processes can be considered a priority 

when trea-ng GAD in youth.  

The proceeding chapter sought to begin closing this gap by synthesising evidence examining 

the rela-onship between five key psychological processes and GAD in CYP. The findings provided an 

empirical bridge between adult models of GAD and their relevance in younger popula-ons, with 

intolerance of uncertainty emerging as a par-cularly salient process in youth and therefore 

represen-ng a poten-ally promising target for treatment.  

However, given that this evidence is in its infancy, it is unclear how these theore-cal 

advances translate into clinical prac-ce. In the absence of clear guidance, there may be variability in 

how GAD is conceptualised and treated within CYP services. The empirical paper presented in the 

following chapter seeks to address this by examining the iden-fica-on and treatment of GAD in CYP 

by clinicians.
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Abstract 

Word count: 250 

Background 

Generalised Anxiety Disorder (GAD) is a common and enduring mental health condition. 

While, clinical guidelines recommend Cognitive Behavioural Therapy (CBT) for adults with GAD, no 

such guidance exists for children and young people (CYP). Consequently, it remains unclear how GAD 

in CYP is managed in clinical practice. This study sought to address this by examining clinicians’ 

identification and psychological treatment of GAD in CYP. 

Method 

Clinicians with experience of working with CYP in England were recruited to complete an 

online survey. Participants read a vignette depicting a young person with GAD and rated the 

applicability of different diagnoses and psychological treatments. Descriptive statistics examined 

patterns of diagnostic and treatment recommendations, and regression analyses examined whether 

professional role, years of experience, and self-rated confidence were associated with GAD 

recognition or endorsement of CBT relative to alternative options. 

Results: 

Among clinicians, GAD was typically rated highly representative of the presenting issue 

(median = 90%), and CBT was endorsed as a suitable treatment (median = 100%). Clinicians 

frequently distributed weight across multiple diagnoses and therapeutic approaches (GAD 

alignment: M = 51%, SD = 27.1; CBT alignment: M = 34.74%, SD = 23.1). Regression models 

predicting GAD and CBT alignment explained little variance, indicating that additional factors likely 

influence clinicians’ diagnostic and treatment decisions. Most clinicians wanted additional training 

for assessing (72.3%) and treating GAD (83.2%) in CYP. 
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Conclusion: 

Clinicians recognise GAD and recommend evidence-based interventions for its treatment. 

Further research evaluating effective treatments for in CYP is needed to inform clinical guidance. 

Key Practitioner Message: 

What is known? 

• GAD is a common and impairing disorder across age groups. 

• No disorder specific guidance exists for the treatment and management of GAD in CYP. 

What is new? 

• Clinicians can accurately recognise GAD in CYP and endorse CBT as a treatment approach. 

• Most clinicians feel they would benefit from additional training for GAD in CYP. 

What is significant for clinical practice? 

• In the absence of guidance for GAD in CYP, clinicians appear to draw on a range of diagnos-c 

and therapeu-c frameworks.  

• Empirical evaluation of GAD-specific interventions in CYP is needed to inform national 

guidance and work force training. 

 

Keywords: Generalised Anxiety Disorder; Child; Adolescent; Clinical practice. 
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Introduc&on 

Generalised anxiety disorder (GAD) is characterised by persistent anxiety and excessive 

worry across mul-ple domains (World Health Organiza-on [WHO], 2025). In children and young 

people (CYP) it is associated sleep disturbance, academic difficul-es and broader func-onal 

impairment (Alfano, 2012; Alfano, Ginsburg & Kingery, 2007; Nail et al., 2015, Kajastus et al., 2024), 

and is found to frequently co-occur with depression and other anxiety disorders (Masi et al., 2004). 

The symptoms of GAD are osen chronic and enduring (Robichaud, Koerner & Dugas, 2019), 

with longitudinal evidence indica-ng childhood GAD is associated with poorer psychosocial 

outcomes and increased risk of depression in adulthood (Copeland et al., 2014; Copeland et al., 

2009), as well as the  persistence of its diagnosis over -me (Newman, Shin & Zuellig, 2016). Given 

these findings and the economic burden associated with GAD in adulthood (Fineberg et al., 2013; 

WiHchen, 2002), the importance of the early iden-fica-on and interven-on for GAD in CYP is clear. 

Despite this, GAD is among one of the least recognised childhood mental health condi-ons 

(Burke et al., 2016). With diagnos-c challenges including, high comorbidity with other anxiety 

disorders (Franz et al., 2013; Masi et al., 2004), weak mul--informant agreement across assessment 

tools (Spence, 2018), and the misaHribu-on of soma-c symptoms to physical health condi-ons 

(Bandelow et al., 2013; Dillon-Nasolin, 2016).  

In terms of treatment, Cogni-ve Behavioural Therapy (CBT) is recommended for several 

anxiety disorders in CYP, including Social Anxiety Disorder and Obsessive–Compulsive Disorder (OCD) 

(Na-onal Ins-tute for Health Care Excellence [NICE], 2003, 2005) and as a first-line treatment for 

GAD in adults (NICE, 2020). However, no equivalent guidance has been developed for GAD in CYP.  

The CYP increasing access to psychological therapies (IAPT) curriculum, acknowledges this 

gap and advised clinicians to use the Coping Cat programme as a guide when working with GAD (NHS 

England, 2014) which targets youth anxiety across disorders (Beidas, Podell & Kendall, 2008; Kendall, 
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Aschenbrand & Hudson, 2003; Kendall & Hedtke, 2006) and has been found effec-ve in reducing 

symptoms (Ewing et al., 2015; Lenz, 2015). 

At the same -me, evidence suggests that core processes central to adult GAD models, such 

as intolerance of uncertainty, are also present in youth (Burt, Chiu & Crook, 2026; Osmanağaoğlu, 

Creswell & Dodd, 2018) and may therefore represent disorder-specific treatment targets. Consistent 

with this, preliminary findings indicate that disorder-specific interven-ons are acceptable and 

effec-ve in trea-ng GAD in CYP (Holmes et al., 2014; Perrin et al., 2019). 

 However, few studies have directly compared the effec-veness of disorder-specific to 

transdiagnos-c treatments for GAD in CYP (Oldham-Cooper & Loades, 2017) and a lack of disorder-

level outcome repor-ng has limited aHempts to synthesis the exis-ng evidence (Shipp et al., 2025). 

Therefore, conclusions regarding the op-mal treatment approach for GAD in CYP are limited.  

Moreover, the lack of guidance and the uncertainty within the evidence base raises 

ques-ons on how GAD CYP is being iden-fied and managed in rou-ne services. This is par-cularly 

relevant, in the context of findings that suggest access to evidence-based treatments among CYP 

with anxiety disorders is limited (Reardon, Harvey & Creswell, 2020).  

While previous research has examined clinicians’ recogni-on and treatment of panic 

disorder in CYP (Baker & Waite, 2020), no equivalent research has focused on GAD. The present 

study therefore surveyed clinicians with experience working with CYP to (a) assess their ability to 

iden-fy GAD from a clinical vigneHe and (b) examine their recommended treatment approaches. 

Associa-ons between clinician factors and GAD recogni-on and CBT alignment were also explored 

using regression analyses. 
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Method 

Design 

This study employed a cross-sec-onal self-report survey design. A bespoke ques-onnaire 

was developed in line with the research aims and completed by par-cipants online, between May 

and August 2025.  

Ethical considera&ons 

Ethical approval was obtained from the Faculty of Medicine and Health Sciences Research 

Ethics SubcommiHee at the University of East Anglia (ETH2425-2058) (Appendix G). 

Par&cipants 

Par-cipants were eligible if they worked in England and had experience delivering 

psychological therapies to CYP with mental health disorders. Of 138 respondents, one was excluded 

for not mee-ng eligibility criteria, resul-ng in a final sample of 137. Par-cipants were predominantly 

female (89.1%) and aged between 21–60 years (M = 33.25, SD = 8.87). Par-cipants from all regions 

of England were represented in the sample and worked across NHS, educa-on, private and voluntary 

sectors (see Table 1).  

Poten-al par-cipants were recruited via social media (Facebook, Instagram, and X) using 

posts shared by a study page created by EB (Appendix H). Posts were distributed within publicly 

accessible groups for mental health professionals, and paid Facebook adver-sements were used to 

increase their reach. 

Professional training courses affiliated with the University of East Anglia (UEA) were 

approached and gatekeeper permission was granted to circulate invita-ons to clinician’s enrolled on 

their programmes. These included the Educa-onal Mental Health Prac--oner PG Diploma training 

programme, the Clinical Psychology Doctoral Programme and the Clinical Associate in Psychology 
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Masters Appren-ceship. Invita-ons were also distributed via JISC email to local Clinical Psychologists 

listed in UEA’S internal directory. 

All recruitment materials included a study summary, a link to the informa-on sheet, online 

consent form and ques-onnaire. The specific focus on GAD was omiHed from recruitment materials, 

and the study was described broadly, as rela-ng to CYP mental health difficul-es. This allowed us to 

examine clinicians’ ability to recognise GAD without explicit cues. To support recruitment, 

par-cipants were offered the opportunity to enter a prize draw to win one of four £25 shopping 

vouchers. 

Table 1 

 Summary of sample characteris>cs (N = 137) 

Sample Characteris-cs N (%) Mean (SD), Range 

Sex assigned at birth    

Female 

Male 

Prefer not to say 

122 (89.1%) 

14 (10.2%) 

1 (.7%) 

- 

- 

- 

Age   

21-30 

31-40 

41-50 

51-60 

72 (52.6%) 

34 (24.8%) 

24 (17.5%) 

7 (5.1%) 

 

- 

- 

- 

- 

Job Role   

Psychiatrist 2 (1.5%) - 

Clinical Psychologist 26 (19%) - 
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Cogni-ve Behavioural Therapist 12 (8.8%)  

Mental Health Nurse 6 (4.4%) - 

Nursing Associate 1 (.7%) - 

Social worker 1 (.7%) - 

Assistant Psychologist 22 (16.1%) - 

Psychotherapist 4 (2.9%) - 

Educa-onal Mental Health Prac--oner 12 (8.8%) - 

Psychological Well-being Prac--oner 12 (8.8%) - 

Clinical Associate in Psychology 3 (2.2%) - 

Mental Health Support Worker 2 (1.5%) - 

Health Psychologist 1 (0.7%) - 

Senior Well-being Prac--oner  2 (1.5%) - 

Counsellor 1 (0.7%) - 

Mental Health Prac--oner  1 (0.7%) - 

Child and Young Person’s Well-being 

Prac--oner 

6 (4.4%) - 

Cogni-ve Behavioural Therapy Assistant 1 (0.7%) - 

Therapeu-c Prac--oner  1 (0.7%) - 

Trainee a 21 (15.3%) - 

Service Context   

NHS  109 (80%)  

Educa-onal sector  

Private sector  

8 (5.8%) 

8 (5.8%) 

 

Voluntary sector 

Other b 

10 (7.3%) 

2 (1.5%) 
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Experience and training   

Addi-onal post-qualified training 71 (51.8%)  

Years of clinical experience - 4.8 (5.1), <1- 31 

a Trainees were training in/as Cogni-ve Behavioural Therapy (n = 2, 1.5%), Child and Young Person’s 

Well-being Prac--oner (n = 1, 0.7%), Clinical Psychology (n = 13, 9.5%), Educa-onal Mental Health 

Prac--oner (n = 4, 2.9%), Senior Well-being Prac--oner (n = 1, .7%). b other employment contexts 

were local authority (n =1, .7%) and social care (n = 1, .7%). NHS = primary, secondary and ter-ary 

mental health services and physical health hospitals.  

Procedure 

Upon accessing the link, par-cipants were first presented with the informa-on sheet and 

asked to complete the online consent form (Appendix I). Par-cipants were then directed to complete 

the ques-onnaire (Appendix J). Once completed, par-cipants were presented with the debrief form 

and given the op-on to follow a separate link where they could provide an email address to enter 

the prize draw (Appendix K).  

Measures 

Clinicians were first asked to provide demographic informa-on, as well as details of their 

professional role and experience working with CYP. Following this, par-cipants were instructed to 

read a clinical vigneHe describing a 15-year-old named “Sam,” whose symptoms met the ICD-11 

criteria for a diagnosis of GAD (WHO, 2025) and did not meet the full criteria for any other disorder. 

Based on the vigneHe, clinicians were presented with a list of common mental health diagnoses and 

asked to rate their level of agreement, with each one, as represen-ng Sam’s primary presen-ng 

issue. Each diagnosis could be given a ra-ng between 0 and 100%. To prevent clinicians being primed 

toward a GAD specific formula-on, the study’s focus on GAD was not disclosed in the recruitment 

materials, and clinicians were only directed to consider GAD un-l aser comple-ng the diagnos-c 

ra-ngs in response to the vigneHe. 
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The next sec-on asked clinicians to assume that GAD was Sam’s primary presen-ng issue 

and indicate their agreement with the suitability of a range of psychological interven-ons. Following 

this, clinicians were asked to assume that Sam would receive CBT and to indicate their preferred 

treatment approach, as well as to rate how likely they would be to include a range of treatment 

components. 

The final sec-on asked clinicians to rate their confidence in assessing and trea-ng GAD in 

CYP and whether they felt they would benefit from addi-onal training. Backward naviga-on between 

sec-ons was disabled to prevent retrospec-ve modifica-on of earlier responses, and free-text boxes 

were provided to allow clarifica-on when “other” was the selected response.  

All survey materials including the ques-onnaire and vigneHe were developed in 

collabora-on with psychologists within the research team who have clinical experience working with 

GAD in CYP. Feedback was also obtained from external researchers, whose prior work using similar 

methodology in the context of panic disorder, informed the conceptualisa-on and methodology of 

the present study (Baker & Waite, 2020).  

Data analysis 

Data from each sec-on of the survey was analysed using IBM SPSS (version 31). Descrip-ve 

sta-s-cs were used to summarise clinicians’ responses to the vigneHe, treatment-related ques-ons, 

self-reported confidence, and training needs. 

As par-cipants could assign ra-ngs of up to 100% for each diagnosis and treatment op-on 

independently, responses were not constrained to sum to 100% across op-ons. Therefore, to assess 

GAD recogni-on from the clinical vigneHe, we calculated a propor-onal GAD-alignment score for 

each par-cipant. This score represented the propor-on of total diagnos-c weight assigned to GAD 

across all selected diagnoses and was used to quan-fy how closely each par-cipant’s diagnos-c 
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judgement aligned with the predefined expert defini-on of GAD. For example, if a clinician assigned 

ra-ngs to four possible diagnoses summing to 120% and, within this, allocated 60% of that weight to 

GAD, the GAD-alignment score would be 50%. This allowed for the comparison of the rela-ve 

weigh-ng of GAD across clinicians. The same process was undertaken to analyse treatment selec-on, 

with a CBT-alignment score calculated to reflect the propor-on of total treatment endorsement 

clinicians devoted to CBT. 

Mul-ple linear regressions examined factors associated with GAD and CBT-alignment. In each 

model, the predicted variable was the respec-ve alignment score. Predictor variables included years 

of experience working with CYP, professional role, and self-rated confidence in assessing GAD (GAD 

model) or trea-ng GAD (CBT model). Categorical variables were dummy coded prior to analysis.  

For analysis, professional roles were grouped into three categories to reflect differences in 

UK training pathways and workforce structures within mental health services (Health Educa-on 

England, 2021, 2022): (1) clinicians with core training across a range of psychological models and 

diagnos-c frameworks as part of HCPC-regulated doctoral training or medical training (e.g., clinical 

psychologists and psychiatrists); (2) clinicians primarily trained in the delivery of psychological 

therapies, osen within NHS Talking Therapies (e.g., CBT therapists, psychological wellbeing 

prac--oners , clinical associates in psychology) and (3) other healthcare professionals (HCPs) not 

primarily trained in psychological therapies (e.g., mental health nurses, social workers, assistant 

psychologists). These groupings were consistent with those used in previous research (Baker & 

Waite, 2020). 

Exploratory analysis was conducted to examine sta-s-cal differences in clinicians’ confidence 

in assessing versus trea-ng GAD, using a paired-samples t-test on matched confidence ra-ngs for 

each par-cipant. 

An a priori power analysis for a mul-ple regression with seven predictors, reflec-ng the 

number of variables entered in the final model, was conducted using G*Power (version 3.1) (Faul et 
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al., 2009). This indicated an es-mated minimum sample of N = 103 was needed to detect a medium 

effect f2 = .15 (Cohen, 2013), α = .05, and power (1-β) = .80. This was consistent with Green’s (1991) 

recommenda-on of N ≥ 104 + k (k =7; N= 111) for mul-ple regression. The final sample size (n = 137) 

exceeded both thresholds.  

Results 

Iden&fica&on and Treatment of GAD 

Overall, 35% (n= 48) of par-cipants indicated 100% agreement that GAD was the primary 

presen-ng issue. Median aHribu-on to GAD was 90% (IQR = 0–100), while most other diagnoses had 

median ra-ngs of 0%. The mean GAD-alignment score was 51% (SD = 27.03), indica-ng that, on 

average, par-cipants aHributed approximately half of the diagnos-c weight to GAD rela-ve to 

alterna-ve diagnoses. 

When asked to rate the suitability of psychological treatments for Sam, over half of 

par-cipants assigned a ra-ng of 100% to CBT (56.9%, n= 78). CBT received a median ra-ng of 100% 

(IQR = 80–100) whereas the mean CBT-alignment score was 34.74% (SD = 23.1), indica-ng that 

par-cipants typically aHributed approximately one third of the treatment suitability to CBT rela-ve to 

alterna-ve approaches. Table 2 presents a summary of findings. 

Table 2 

Descrip>ve sta>s>cs for diagnos>c and treatment ra>ngs 

 Median % (IQR) Mean % (SD) 

Primary Presen-ng Issue 

 

  

Bipolar Affec-ve Disorder 0 (0 – 0) - 

Generalised Anxiety Disorder 90 (0 – 100) - 
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Adjustment Disorder 0 (0 – 0) - 

Ea-ng Disorder 0 (0 – 0) - 

Unspecified or Other Anxiety Disorder  0 (0 –30) - 

Anxiety secondary to a medical condi-on 0 (0 – 0) - 

Selec-ve Mu-sm 0 (0 – 0) - 

Obsessive Compulsive Disorder (OCD) 0 (0 – 10) - 

Separa-on Anxiety 0 (0 – 20) - 

Agoraphobia 0 (0 – 10) - 

Major Depressive Disorder 10 (0 – 30) - 

Panic Disorder 10 (0 – 30) - 

Social Anxiety Disorder 20 (0 – 40) - 

Other a 

 

0 (0 – 0) - 

GAD alignment score 

 

 51 (27) 

Treatment Approach 

 

  

Brief Solu-on Focused Therapy 0 (0 – 10) - 

Play Therapy 0 (0 – 0) - 

Psychoeduca-on only 0 (0 – 20) - 

Applied Relaxa-on 0 (0 – 20) - 

Non-direc-ve Suppor-ve Therapy 0 (0 – 0) - 

EMDR 0 (0 – 0) - 

Interpersonal Psychotherapy 0 (0 – 0) - 

Parent and Child Interac-on Therapy  0 (0 – 0) - 
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Acceptance and Commitment Therapy 20 (0 – 50) - 

Psychodynamic Therapy 0 (0 – 0) - 

Family Therapy 0 (0 – 40) - 

Art Therapy 0 (0 – 20) - 

Behavioural Ac-va-on 0 (0 – 10) - 

Dialec-c Behavioural Therapy 0 (0 – 0) - 

Mindfulness Based Therapy 20 (0 – 40) - 

Parent or Caregiver Focused Training 0 (0 – 20) - 

Cogni-ve Behavioural Therapy 100 (80 – 100) - 

Other treatment b 

 

0 (0 – 0) - 

    CBT alignment score  M = 34.74 (SD = 23.1) 

a Other responses were varied and included alterna-ve and non-diagnos-c descrip-ons. b Specified 

other treatments were Integra-ve or formula-on approach (2.19%,, n= 3), Person centred therapy 

(0.73%, n=1), Compassion Focused therapy (1.46%, n = 2), Other ACT-based models (0.73%, n= 1), 

Parent led CBT (0.73%, n= 1), Cogni-ve Analy-c therapy (0.73%, n=1), Worry management (0.73%, 

n=1).  

Logis&c regression analyses 

Assump-ons were assessed in accordance with established guidelines Stoltzfus (2011) (see 

Appendix L). Years of experience working with CYP, professional role (reference group = Group 1), 

and assessment/treatment confidence (reference category = “very confident”) were entered into the 

models predic-ng accurate GAD alignment and CBT alignment respec-vely. 

GAD alignment model 

The model predic-ng GAD-alignment was significant, F (7, 128) = 2.45, p = .02, but explained 

only a small propor-on of the variance in scores (R2 = .12, adjusted R² = .07). Professional role was 
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significantly associated with GAD alignment, with clinicians not primarily trained in the delivery of 

psychological therapies (Group 3) found to have lower alignment scores than clinicians with core 

training in diagnos-c frameworks and broad range of diagnos-c models (Group 1). No significant 

difference in alignment scores was observed between clinicians with core training in diagnos-c 

training (Group 1) and clinicians be primarily trained in the planning and delivery of psychological 

therapies (Group 2). 

Confidence in the assessment of GAD was also a significant predictor, with those repor-ng 

being “somewhat confident” demonstra-ng lower GAD alignment than those who were “very 

confident”. No other predictors were significant (see Table 3). 

Table 3 

Regression Model Predic>ng GAD Alignment Scores 

Predictor B SE β p 

Years of experience -13.54 .48 -.6 .52 

Professional group (ref. Group 1a)     

Group 2b .55 5.62 .01 .92 

Group 3c -13.54 6.69 -.21 .05 

Confidence Assessing GAD (ref. very confident)     

Not at all confident -49.68 26.78 -.16 .66 

Somewhat Unconfident 1.95 15.73 .01 .90 

Somewhat Confident -15.94 6.56 -.24 .02 

Confident -9.4 5.25 -.17 .08 

a Clinicians with core training in diagnos-c frameworks and a broad range of psychological models. b 

Clinicians primarily trained in the planning and delivery of psychological therapies. c Other HCPs not 

primarily trained in psychological therapies.  
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CBT alignment model 

The regression model predic-ng CBT alignment scores was significant, F (6, 129) = 4.102, p = 

<.001, however explained a minimal level of variance (R2 = .16, adjusted R² = .12). Professional role 

was associated with CBT alignment, with significantly higher alignment scores observed in clinicians 

in group two, rela-ve to those in group 1. No others significant predictors were iden-fied (Table 4). 

Table 4 

Regression Model Predic>ng CBT Alignment Scores  

Predictor B SE β p 

Years of experience -.32 0.41 -0.71 .43 

Professional group (ref= Group 1)     

Group 2 16.07 4.65 .39 <.001 

Group 3 .72 
 

4.65 .01 .90 

Confidence Trea-ng (ref. very 
confident) 

    

Not at all confident a - - - - 

Somewhat Unconfident 4.94 8.05 .058 .54 

Somewhat Confident -8.26 5.57 -.17 .14 

Confident -4.74 5.27 -.10 .37 

a SPPS excluded “not at all confident” as category as no par-cipant selected it as an op-on. 

Approach to CBT for GAD 

 Most par-cipants indicated that they would deliver CBT using a disorder specific approach 

(80%, n= 110). The Intolerance of Uncertainty model was the most frequently endorsed disorder-
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specific model (37, n= 41%), while the Beckian Model was the most selected among transdiagnos-c 

approaches (59.26%, n = 16).   

Most treatment components were highly endorsed (median = 70–100%), with lower 

endorsement observed for imaginal exposure and thought suppression (median = 50% and 30%, 

respec-vely). A summary of treatment preferences is presented in Table 5, with full details provided 

in Appendix M. 

Table 5.  

Summary of treatment preferences  

CBT Treatment Approach % (n) Median % (IQR) 

Delivery model  - 

Transdiagnos-c 27 (20%) - 

Disorder specific  
 

110 (80%) - 

Disorder specific treatment models  - 

Intolerance of Uncertainty Model (Dugas et al., 
1998) 
 

41 (37%) - 

Avoidance Model of Worry (Borkovec, Alcaine & 
Behar, 2004) 

12 (11%) - 

Emo-onal Dysregula-on Model (Mennin et al., 
2005) 

0 (0%) - 

Acceptance-Based Model (Roemer & Orsillo, 2002) 3 (3%) - 

Three-Phase Model (Chigwedere & Moran, 2022) 0 (0%) - 

Mastery of Anxiety and Worry Program (Craske & 
Barlow, 2006) 
 

22 (20%) - 

Contrast Model of Worry (Llera & Newman, 2014) 1 (1%) - 

Meta-cogni-ve Model (Wells & Carter, 2016) 9 (8%) - 

Cogni-ve Behavioural Model for Low Self-esteem 
(Fennell, 1997) 
 

3 (3%) - 

The Cogni-ve Model of Worry (Hirsch & Mathews, 
2012) 

12 (11%) - 

Other disorder specific a 

 
7 (6%) - 
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Transdiagnos-c treatment models   

Coping Cat Programme (Kendall et al., 2006; Podell 
et al., 2010) 
 

2 (7.41%) - 

Cresswells Parent-Led CBT (Creswell et al., 2019) 2 (7.41%) - 

Beckian Longitudinal Cogni-ve Behavioural Model 
(Beck, 1979) 
 

16 (59.26%) - 

Lebowitz SPACE programme (Lebowitz et al., 2014) 0 (0%) - 

Other transdiagnos-c b 

 
7 (25.93%) - 

Treatment components   

Psychoeduca-on  100 (100 – 100) 

Avoidance hierarchy  70 (40 – 100) 

Worry diary  100 (70 – 100) 

Behavioural experiments  80 (50 – 100) 

Cogni-ve restructuring  80 (50 – 100) 

Relaxa-on training  80 (55 – 100) 

Problem solving skills  80 (50 – 100) 

Worry -me (Postponing worry)   70 (50 – 100) 

Iden-fying and modifying safety behaviours  80 (50 – 100) 

Imaginal exposure  50 (20 – 70) 

Challenging beliefs about worry  100 (70 – 100) 

Breathing techniques  80 (50 – 100) 

Thought suppression experiments  30 (0 – 70) 

        Relapse Preven-on  100 (60 – 100) 
a Other disorder specific models were DNA-V (Louise et al., 2020) (3.7% n=1), unknown ( 11.11 % n= 

3), Formula-on or integra-ve approach (11.11 % n= 3).b Other transdiagnos-c models were 

Unknown (3.64%, n =4), “Worry management”( 1.82, n = 2) and “behavioural model” (0.91, n= 1). 

Exploratory analysis  

A paired-samples t-test was conducted to compare clinicians’ confidence in assessing and 

trea-ng GAD in CYP.  As the assump-on of normality was violated, bootstrap confidence intervals 

were applied. Par-cipants reported significantly greater confidence in assessing GAD (M = 4.04, SD = 

0.70) than in trea-ng GAD (M = 3.68, SD = 0.74), mean difference = 0.35, t (135) = 5.93, p < .001, 95% 

BCa CI [.24, .47]. The effect size was medium (Cohen’s d = 0.51). Moreover, more professionals 
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reported wan-ng addi-onal training in trea-ng GAD in CYP (n= 114, 83.2%) than in assessing (n = 99, 

72.3%). 

Discussion: 

This present study provides novel insights into how clinicians recognise and approach 

treatment for GAD in CYP in the absence of disorder-specific clinical guidance. Most par-cipants 

were employed within the NHS (80%, n = 109), with Clinical Psychologist the most represented 

professional group (n = 26, 19%).  

 GAD was well recognised amongst clinicians’ (median = 90%, IQR = 0-100). This findings sits 

in contrast to previous research by Burke et al., (2016) which iden-fied that GAD was one of the 

least recognised disorders in CYP. However, the mean GAD alignment score (M = 51%, SD = 27.1) 

indicates that clinicians also aHributed diagnos-c weight to other disorders, sugges-ng clinicians 

were not exclusively focused on GAD. This may reflect clinicians drawing on their experiences of 

childhood anxiety disorders, which in prac-ce, rarely occur in isola-on from one another (Kendall et 

al., 2010; Last, Strauss & Francis, 1987). It may also reflect a dimensional approach to 

conceptualising the symptom among clinicians, rather than strict adherence categorical diagnos-c 

frameworks.  

Regression analysis indicated that professional role and confidence in assessing GAD were 

significant predictors of GAD alignment. Lower alignment was observed among Group 3 clinicians 

(not primarily trained in psychological therapies), rela-ve to Group 1 clinicians (trained in a broad 

range of psychological models and diagnos-c frameworks). Similarly, clinicians who reported being 

only “somewhat confident” in assessing GAD demonstrated lower alignment than those who were 

“very confident”. These findings may suggest formal training in psychological models and diagnos-c 

frameworks, as well as greater confidence in assessment may support more defini-ve diagnosis 

decisions. 
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When informed that the vigneHe represented GAD, clinicians typically endorsed CBT as a 

suitable treatment (median = 100%, IQR = 80%–100%). However, the mean CBT-alignment score (M 

= 34.74%, SD = 23.1) indicates that most clinicians also aHributed therapeu-c value to a range of 

interven-ons. Notably, some endorsement was observed for Acceptance and Commitment Therapy 

and Mindfulness-Based Therapy (median = 20%), both of which have empirical support for their use 

with anxious CYP (Borquist-Conlon et al., 2019; Li et al., 2025). Taken together, this paHern suggests 

that, in the absence of CYP-specific clinical guidelines, clinicians may draw on the adult 

recommenda-ons for GAD while also remaining open to a broader and evolving evidence base. It 

may also reflect a flexible and integra-ve approach commonly adopted by clinicians in CYP services 

to accommodate complex and comorbid presenta-ons (DummeH, 2006; Timimi, 2015). 

Professional role was found to predict CBT alignment scores, with higher alignment 

observed among Group 2 clinicians (primarily trained in the planning and delivery of psychological 

therapies) compared to those in Group 1. This likely reflects differences in the training pathways 

between the two groups: most clinicians in Group 2 held roles commonly associated with training 

under the CYP IAPT ini-a-ve (e.g. CBT therapists and psychological well-being prac--oners), which 

emphasises the delivery of CBT based treatments. (Fonagy, Pugh & O'Herlihy, 2017; Timimi, 2015). In 

contrast, clinical psychologists, who were most represented in Group 1, are trained to draw on 

mul-ple models, and osen rely on formula-on to guide treatment decisions (Bri-sh Psychological 

Society, 2013) which may explain their compara-vely lower CBT alignment scores. 

Most clinicians indicated a preference for disorder-specific CBT for GAD in CYP (n = 124, 

91%), with the Intolerance of Uncertainty Model (IUM) (Dugas et al., 1998), most frequently 

endorsed. This aligns with evidence suppor-ng the applicability of adult models of in CYP, as well as 

findings that intolerance of uncertainty (IU) is associated with GAD in youth (Burt et al., 2026). It may 

also suggest that clinicians recognise IU has a central maintaining feature of GAD in CYP, and 

therefore a key target in treatment. 
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 In contrast, amongst those who endorsed a transdiagnos-c approach, the Beckian 

Longitudinal Cogni-ve Behavioural Model (Beck, 1979) was most frequently selected (n = 16, 

59.26%). This is notable given that the longitudinal model does not explicitly target processes 

associated with the maintenance of worry and transdiagnos-c CBT for youth has been most 

extensively evaluated through structured, manualised programmes such as Coping Cat (Higa-

McMillan et al., 2016).  

Most treatment components were highly endorsed by clinicians for the treatment of GAD 

(median range = 70–100). This was observed for generic CBT components such as psychoeduca-on 

and cogni-ve restructuring, and worry-specific components such as worry diaries. This suggest that 

clinicians can recognise the core components of CBT, while also considering components that are 

more specific to the treatment of GAD. 

On the other hand, lower endorsement was observed for imaginal exposure (IE; Median = 

50) and thought suppression experiments (Median = 30). In reference to IE, this paHern is consistent 

with previous research findings amongst community based clinicians’ (Whiteside, 2025) and could be 

reflec-ve of broader anxie-es regarding the use of exposure techniques in children (Reid et al., 2018; 

Teunisse et al., 2022). Moreover, thought suppression may have been perceived by clinicians as more 

relevant to diagnoses such as OCD (Tolin et al., 2002) rather than to cogni-ve avoidance as 

conceptualised in adult models of GAD (Sibrava & Borkovec, 2006). 

Exploratory analyses indicated that clinicians reported greater confidence in assessing than 

trea-ng GAD in CYP (mean difference= 0.35, t (135) = 5.93, p < .001, 95% BCa CI [.24, .47]. This may 

be understood in the context of the absence of treatment guidance for GAD in CYP and may explain 

why more clinicians wanted addi-onal training in treatment (n = 114, 83.2%) than in assessment (n = 

99, 72.3%). 

Implica&ons on clinical prac&ce 
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Overall, the findings suggest that Clinicians working with CYP are able to recognise GAD in 

CYP and typically endorse evidence-informed interven-ons, such as CBT, for its treatment. This 

indicates that, even in the absence of disorder-specific guidance, young people presen-ng with GAD 

are likely to be iden-fied in by the CYP workforce, who are also able to draw on the exis-ng evidence 

based when making treatment decisions. Importantly, these findings suggest that GAD recogni-on 

may not represent a primary challenge in clinical prac-ce.  

Moreover, the variability in diagnos-c weigh-ng and treatment endorsement may reflect the 

complexity of clinical decision making in CYP services, as well as the need for clinicians to adopt a 

flexible, formula-on-drive approach in response to high levels of comorbidity (Masi et al., 2004). 

Most clinicians indicated that they would benefit from addi-onal training in the assessment 

and treatment of GAD in CYP. However, before clinical guidance and training ini-a-ves can be 

meaningfully developed to meet these needs, further evidence from clinical trials evalua-ng the 

effec-veness of interven-ons for GAD in CYP is required. In addi-on, to facilitate robust synthesis of 

findings across studies, we echo calls for improved disorder-specific repor-ng within CYP research 

(Shipp et al., 2025). 

Strengths and limita&ons 

A strength of the present study is the inclusion of a mul-disciplinary sample of professionals 

with experience working with CYP, the majority of whom were employed within the NHS. This 

enhances the poten-al generalisability of the findings to NHS CYP services and offers novel insights 

into how GAD is recognised and treated in prac-ce. Addi-onally, the clinical vigneHe and survey 

ques-ons were developed in consulta-on with clinical psychologists experienced in working with CYP 

and informed by authors of previously published research (Baker & Waite, 2020).  

However, the validity of the vigneHe could have been further strengthened by consulta-on 

with professionals from a wider range of clinical roles, whose feedback would have helped to ensure 
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the materials were clinically relevant and reflec-ve of experiences across the broader CYP workforce. 

Addi-onally, while the case presented in the vigneHe was clinically informed and designed to meet 

the ICD-11 criteria for GAD, it was not based on a real clinical case. As such, it may not have fully 

captured the complexity and comorbidity that clinicians may encounter when assessing or trea-ng 

GAD within CYP services. This limits the ecological validity of the vigneHe and raises uncertainty 

regarding the extent to which the findings reflect clinicians’ true ability to recognise GAD in the real-

world prac-ce, where symptoms are osen less well defined and anxiety disorders frequently overlap.  

Moreover, the use of a single vigneHe to assess GAD recogni-on may represent a further 

limita-on. While the vigneHe enabled assessment of clinicians’ recogni-on of a presenta-on 

consistent with GAD, it did not allow us to examine how this compares to clinicians’ recogni-on of 

other disorders in CYP. Likewise, it did not permit assessment of clinicians’ ability to discriminate 

between GAD and alterna-ve diagnosis such as SAD. The inclusion of a second vigneHe would 

therefore have strengthened the study by enabling a more comprehensive assessment of GAD 

recogni-on and allowing the considera-on of both diagnos-c sensi-vity and specificity. 

In addi-on to this, the categorisa-on of professional roles arguably represents an 

oversimplifica-on of the contemporary mental health workforce, in which training pathways, 

therapeu-c competencies, and clinical responsibili-es frequently overlap (Corney, 1999; Harkness & 

Bower, 2009). As such, these groupings may not have meaningfully captured differences in clinical 

reasoning or treatment decision-making between professionals. Furthermore, the categories reflect 

workforce structures specific to England and are unlikely to be directly comparable to psychological 

service models in other countries, thereby limi-ng the generalisability of the findings. 

Although, sta-s-cally significant, the regression models predic-ng GAD alignment and CBT 

alignment explained only a modest propor-on of variance in scores (Adjusted R² = .07 and .12, 

respec-vely), indica-ng that most the variability in alignment scores remained unaccounted for. This 

aligns with previous research indica-ng that both recogni-on of mental health difficul-es and fidelity 
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to evidence-based prac-ce in CYP are influenced by a range of clinician-related factors, including 

gender, a�tudes towards evidence-based treatments, and parental status (O’Brien, Harvey & 

Creswell, 2019; Peters-CorbeH., 2024). Therefore, further research is needed to beHer understand 

the broader range of factors that may influence clinical decision-making for GAD. 

Finally, the confidence categories used within the regression were unevenly distributed, with 

small numbers in the lowest-confidence groups (n ≤ 3 for “not at all confident” and “slightly 

unconfident”), which may have resulted in unstable parameter es-mates. Therefore, findings rela-ng 

to these categories should therefore be interpreted with cau-on. 

Conclusion: 

Clinicians can recognise GAD in CYP and typically recommend evidence-informed treatments 

such as CBT. However, further research is s-ll needed to evaluate interven-ons for GAD in CYP, which 

could inform the development of clinical guidance and address workforce training needs.
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General discussion and cri&cal evalua&on 

The present thesis aimed to broaden understanding of GAD in CYP across both theory and 

clinical prac-ce. The systema-c review and meta-analysis were grounded in theore-cal 

conceptualisa-ons of GAD, developed in adult popula-ons, and aimed to outline how they may 

support our understanding of GAD in youth. In parallel, the empirical study aimed to clarify how GAD 

in CYP is managed within rou-ne services. This chapter aims to summarise and cri-cally appraise the 

work presented, as well as consider it’s wider theore-cal and clinical implica-ons.  

Summary of Systema&c review 

The systema-c review synthesised evidence examining the associa-on between five key 

psychological processes and GAD in CYP and to our knowledge was the first of its kind. 

All processes 

IU, PBW/NBW, CA, and NPO were all found to have significant pooled correla-ons with GAD 

in CYP. All pooled associa-ons were in a consistent posi-ve direc-on, indica-ng that higher measures 

of these processes were associated with GAD diagnoses or greater GAD symptomology in youth. 

Intolerance of uncertainty 

Effect sizes varied across analyses, sugges-ng that some processes were more strongly 

associated with GAD in CYP than others. Notably, IU emerged as having the strongest associa-on, 

with a pooled effect size comparable to those reported for adult popula-ons with GAD (Gentes & 

Ruscio, 2011). This suggests that IU may be a stable process in GAD irrespec-ve of age and may be 

central to developing treatments for CYP. 

In adult popula-ons, NPO has been found to have a stronger correla-on with IU than with 

worry (Clarke et al., 2017). This aligns with some theore-cal frameworks which argue that processes 

such as CA, NPO, and PBW operate in rela-on to IU rather than as discrete constructs (Koerner & 

Dugas, 2006). Therefore, the compara-vely weaker associa-ons observed for these processes in our 
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review may similarly reflect their rela-onship with IU, rather than independent rela-onships with 

GAD in CYP. 

Beliefs about worry 

Differences were observed between the pooled effect sizes for PBW and NBW, with NBW 

demonstra-ng a stronger associa-on with GAD in CYP than PBW. This is noteworthy, given that 

within the metacogni-ve model of GAD, PBW is viewed as central to the ini-al development of 

generalised worry, and over -me this leads to the emergence of NBW and further anxiety (Wells, 

1995). Therefore, we might have expected PBW to be more equally associated with GAD in CYP. 

On the other hand, it could be argued that this finding aligns more closely with the 

metacogni-ve account of the transi-on from generalised worry to disordered worry, in which NBW is 

more central to the development of GAD itself (Wells, 2010). This finding is also consistent with 

previous research, in which a similar difference in effect size have been observed when examining 

the rela-onships between N/PBW and worry in CYP (Köcher et al., 2021). 

NPO and CA 

Moderate to large, pooled associa-ons were observed for NPO and CA. This aligns with 

clinical findings on worry in adults (Clarke et al., 2017; Sexton & Dugas, 2009), as well as theore-cal 

accounts of GAD (Sibrava & Borkovec, 2006). However, the small number of included studies for 

these analyses (k <10) reduces the confidence we can claim in the stability and precisions of these 

es-mates. This limits what conclusions can be draw regarding the rela-onship between these 

process and GAD in CYP.   

Heterogeneity 

Across analyses, heterogeneity was a recurrent feature, ranging from moderate for PBW (I² = 

48.1%) to highly substan-al for IU (I² = 95.1%). This suggests that while observed associa-ons 

consistently followed the same direc-on, with no 95% confidence intervals crossing zero, there was 
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substan-al variability in effect sizes for each process across studies. This paHern was also reflected in 

wide 95% predic-on intervals observed for several analyses.  

Cri&cal evalua&on of Systema&c review 

Inclusion criteria and heterogeneity 

The use of broad inclusion criteria allowed us to maximise the reach of our search, in the 

context of a limited evidence base, par-cularly for processes such as NPO. However, this likely 

contributed to the significant heterogeneity observed across analyses, much of which remained 

unaccounted for. 

Age ranges varied across included studies, with some samples including young people up to 

20 years old. These studies were retained in recogni-on of the variable age classifica-ons between 

countries and to maximise the breadth of available data. Nevertheless, it remains unclear how 

developmental differences may have influenced the observed associa-ons. Moreover, evidence 

suggests that GAD and worry may manifest differently across stages of development (Songco et al., 

2020; Vasey et al., 1994). Therefore, the relevance of these processes may also be age dependent. 

This limits our ability to determine whether interven-ons targe-ng them would be equally effec-ve 

across the full developmental range of CYP. 

Previous research has also iden-fied differences in the levels of IU, NPO and PBW between 

girls and boys during adolescence (Barahmand, 2008). This is significant given that the propor-on of 

females across studies ranged between 31% and 80.4%. However, due to the inconsistent repor-ng 

of sample characteris-c, we were unable to assess how this may have contributed to between-study 

variability across analyses. Consequently, it remains unclear whether the rela-onships between 

these processes and GAD are comparable across girls and boys. 

However, the use of sensi-vity analyses allowed us to examine whether influen-al outliers 

may have contributed to heterogeneity across studies. For IU, PBW, NBW, removing outliers resulted 
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in reduced heterogeneity and narrower 95% predic-on intervals, while pooled es-mated remained 

stable. This strengthens our findings because it suggests that observed associa-ons for these 

analyses were robust and not driven by a few influen-al cases.  

Quality assessment 

The quality of included studies was assessed using the Joanna Briggs Institute (JBI) critical 

appraisal tools, which are widely used to evaluate internal validity in quantitative studies and have 

been adapted to align with recommendations for risk-of-bias assessments (Munn et al., 2023; Stone 

et al., 2023). However, the subsequent categorisation of studies as high, moderate, or low risk of 

bias resulted in most studies being classified as low risk. While, this pattern may reflect strong 

methodological standards across included studies, it may also indicate limitations in the 

categorisation approach or reduced sensitivity of check-list based tools to detect more subtle 

differences in methodological quality. 

Cultural Considerations 

The review draws on psychological models of GAD developed in adult populations and 

considers their relevance to CYP. However, the cross-cultural applicability of these findings warrants 

consideration. Most included studies were conducted in the US or European countries, with limited 

representation from non-western countries. In addition, the psychological processes examined are 

typically associated with adult models developed predominately within western frameworks of 

research. Such frameworks have been criticised for their reliance on Western, Educated, 

industrialized, Rich and Democratic (WEIRD) samples and for privileging western assumptions about 

the nature and expression of psychological distress (de Oliveira & Baggs, 2023; Henrich et al., 2010). 

As such, it remains unclear whether these processes would demonstrate comparable relevance to all 

CYP who are seen within services for GAD and raises questions about the usefulness of this research 

across cultures. 
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Best practice guidelines 

This review was strengthened by our adherence to best practice guidelines. This included 

pre-registration with PROSPERO and compliance with the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) guidelines. Additionally, 95% prediction intervals were 

reported and discussed for each meta-analysis in line with recommendations made by IntHout et al. 

(2016). 

Summary of Empirical paper 

The study presented within the empirical paper aims to provide insight into how clinicians 

working with CYP in England recognise and approach treatment for GAD in CYP, in the absence of 

clinical guidelines.  

Recognition of GAD 

Across the 137 clinicians included in the survey, GAD was typically rated as highly 

representative of the symptoms described in the vignette. Additionally, one third of clinicians 

indicated 100% agreement that GAD was the primary presenting issue. This sits in contrast with 

previous findings suggesting that GAD in CYP is under recognised by healthcare professionals (Burke 

et al., 2016) and instead offers support for the argument that GAD may be more “visible” and 

therefore more detectable than other common anxiety disorders (Kasper, 2006). This interpretation 

is also supported when comparing these findings to findings for panic disorder in CYP, in which panic 

was less well recognised by clinicians (Baker & Waite, 2020), suggesting that GAD may be more 

easily identifiable in youth populations. 

Treatment recommendations for GAD  

Clinicians typically showed high endorsement of CBT for GAD in CYP, with over half of 

clinicians reporting they would be 100% likely to recommend it as a suitable treatment. This is 

consistent with adult recommendations for GAD (NICE, 2020) and the broader evidence base for 
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childhood anxiety disorders (Borquist-Conlon et al., 2019). This also mirrors findings in adults, in 

which clinicians such as psychologists have been found to default to CBT when treating anxiety 

disorders (Clark et al., 2017).  

Acceptance and Commitment Therapy (ACT) and Mindfulness-Based Therapy (MBT) also 

received some endorsement across clinicians. ACT has historically been positioned as a viable 

treatment alternative to CBT in the treatment of anxious youth (Hancock et al., 2018). More 

recently, however, a network meta-analysis conducted by Li et al. (2025) suggested that ACT may be 

the most effective treatment for anxiety disorders in CYP, outperforming CBT. However, the authors 

cautioned that these findings should be interpreted carefully due to low study quality and high 

heterogeneity (Li et al., 2025). Additionally, the absence of longitudinal data in this review limits 

conclusions regarding the durability of treatment effects associated with ACT in CYP. This is 

particularly relevant given that, while third-wave approaches have been found to be comparably 

effective to CBT in the short-term for treating GAD in adults, long-term effectiveness was only found 

for CBT (Papola et al., 2024).  

Similar issues can be observed in the evidence base for MBT. While some findings suggest 

that mindfulness-based interventions may reduce anxiety in youth (Borquist-Conlon et al., 2019), 

others suggest that these effects may be short-lived (Odgers et al., 2020). Additionally, Ruiz-Íñiguez 

et al. (2020) highlighted that the small and heterogeneous evidence base makes it difficult for firm 

conclusions to be drawn regarding the effectiveness of MBT as a treatment for anxiety in CYP. 

This broader context may explain why clinicians in our study endorsed ACT and MBT to a 

lesser extent than CBT, with median ratings of 20%. This indicates that these were viewed as 

possible, but not primary, treatment options for GAD. 

GAD and CBT alignment scores 
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In this study, mean alignment scores were used to assess the relative diagnostic weighting 

clinicians assigned to GAD and their relative endorsement of CBT as a treatment, compared to 

alternative diagnoses and interventions. Alignment scores for both GAD and CBT indicated that 

clinicians rarely prioritised a single diagnosis or treatment in isolation, instead distributing weight 

across multiple diagnostic and therapeutic options. 

This aligns with research highlighting that diagnostic decisions in Child and Adolescent 

Mental Health Services (CAMHS) are often iterative and provisional rather than definitive (O'Connor 

et al., 2020). It is also consistent with evidence suggesting that clinicians commonly adopt modular 

approaches to treatment, drawing on multiple evidence-based components in response to each 

young person’s presenting needs (Park et al., 2018).  

Regression analyses 

When examining clinician-related predictors of GAD and CBT alignment, professional role 

emerged as a significant predictor in both models. In each model, clinicians with training across a 

broad range of psychological models (e.g., clinical psychologists and trainee psychologists and 

psychiatrists) were entered as the reference group, against which other professional groups were 

compared. 

In the GAD model, clinicians considered not primarily trained in psychological therapies, 

such as mental health nurses, social workers and assistant psychologists, were found to have 

significantly lower GAD alignment relative to the reference group. This could reflect differences in 

training, with professionals in the reference group more likely to have received in- depth training in 

diagnostic frameworks. 

In contrast, higher CBT alignment was observed, relative to the reference group, among 

clinicians primarily trained the delivery of psychological therapies, such as CBT therapists, 

Psychological Well-being Practitioners and Clinical associates in Psychology. This finding may reflect 
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training differences between these two groups, with the higher alignment score observed for those 

who are predominately trained in delivering CBT.  

Additionally, previous research examining the treatment of anxiety disorders in adults found 

that, although, most psychologists reported using CBT, almost a quarter reported adopting a more 

eclectic/integrative approach (Clark et al., 2017). Our findings may therefore indicate that clinicians 

in the reference group, the majority who were psychologists, favoured integrative approaches 

treatment, resulting in the lower CBT alignment.  

No significant difference was observed in CBT-alignment between the reference group and 

clinicians not primarily trained in psychological therapies. This contrasts with previous research 

suggesting that practitioners with graduate-level training demonstrate greater knowledge of 

evidence-based practice in youth (Nakamura et al., 2011) and indicates that, in the context of GAD, 

level of qualification did not significantly influence alignment with CBT as an evidence-based 

treatment. 

However, neither model demonstrated a strong overall fit for alignment scores, explaining 

only small proportions of variance. This suggests that additional factors, not captured within 

regression models, are likely to have a more substantial influence on clinicians’ diagnostic and 

treatment decisions for GAD in CYP.  

Clinician approaches to CBT 

Most clinicians reported that they would use a disorder-specific approach to delivering CBT 

for GAD in CYP. Notably, the most favoured disorder specific approach was the IoU model (Dugas et 

al., 1998). This may reflect clinicians drawing on their knowledge of the evidence base for adults. It 

could also suggest that they view IU as a salient feature of GAD in CYP. This interpretation aligns 

closely with the findings from our systematic review, in which IU was identified as having the largest 

association with GAD in CYP. 
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Clinicians typically showed high endorsement for generic CBT components often included in 

the treatment of anxiety disorders such as psychoeducation, cognitive restructuring, relaxation 

training and relapse intervention (Ginsburg & Kingery, 2007). However, they also showed high 

endorsement for some worry-specific components such as worry diaries and challenging beliefs 

about worry. This suggests that, when considering their treatment approach, clinicians were able to 

recognise the importance of transdiagnostic components, as well as those which directly target the 

core symptoms of GAD.  

Moreover, this indicates that clinicians have a good understanding of what a CBT 

intervention looks like for CYP. This is significant in the context of concerns that have been raised in 

the wider literature, regarding a gap between labelling an intervention as CBT and delivering CBT in 

practice (Waller et al., 2012).  

Training needs 

Despite, what appeared to be good recognition of GAD amongst clinicians, as well as high 

endorsement of evidence-based treatments, most clinicians reported feeling like they would benefit 

from additional training in treating and assessing GAD in CYP. While this could reflect an 

underestimation of their knowledge and abilities, it may also highlight the value that mental health 

professionals place on further training (Cleary et al., 2011) and the emphasis that is placed on 

continued professional development in the UK (Karas et al., 2020). 

Notably, more clinicians reported wanting additional training in treatment (83.2%) than in 

assessment (72.3%). This may help to explain the difference observed between mean GAD alignment 

(51%) and CBT alignment (34.74%). One perspective may be that the comparatively lower alignment 

score for CBT may reflect some uncertainty amongst clinicians regarding the most appropriate 

treatment for GAD in CYP. Under this assumption, it would be congruent for clinicians to prioritise 

training for delivering treatment. 
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Although, these findings are useful in identifying potential training needs within the CYP 

workforce, the current lack of clinical guidance for GAD may limit how effectively these needs can be 

addressed. Further research is required to strengthen the evidence base for GAD in CYP, which can 

then inform the meaningful development of clinical guidance and protocols. These can then be 

disseminated to clinicians through training.  

Critical evaluation of the empirical paper 

Clinical vignette design 

Clinical vignettes are recognised as a valid method for assessing clinical decision-making and 

have been widely used to examine clinical practice for CYP populations (Aydin et al., 2020; Byrne et 

al., 2023). The vignette used in the present study was developed in collaboration with Clinical 

Psychologists with experience of working with GAD in CYP within routine services and reviewed by 

experts in the field (Baker & Waite, 2020), therefore strengthening its validity.  

However, this approach was not without limitations. The vignette described a young person 

whose symptoms met full ICD-11 criteria for GAD and no other diagnosis. However, in practice, 

anxiety disorders in CYP, including GAD, typically present as highly comorbid (Esbjørn et al., 2010; 

Verduin & Kendall, 2003). As such, the vignette may not to have emulated a typical presentation of 

GAD to CYP services. Furthermore, diagnostic accuracy for youth has been found to be higher when 

presentations are less complex and comorbidity is lower (Jensen-Doss et al., 2014). Therefore, GAD 

recognition in this study may have been bolstered by the text-book presentation depicted in the 

vignette and may not fully reflect how accurately GAD in CYP is identified in real-world practice. 

Additionally, while the use of the vignette and subsequent questions were designed to 

assess clinicians’ recognition and treatment of GAD, they did not examine the clinical reasoning that 

underpinning decision-making. Therefore, our ability to understand how and why clinical 

judgements are made in relation to GAD in CYP is limited. This could have been addressed by 
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exploring which aspects of the vignette guided clinicians the most and whether certain symptoms 

were perceived as more indicative of GAD than others. Similarly, it may have been valuable to 

understand whether clinicians felt guided by theoretical knowledge or professional experience when 

considering treatment options. 

Sample characteristics  

It was considered that social media would increase the accessibility and reach of the survey. 

However, using this as a primary recruitment method may have precluded some clinicians from 

taking part. For clinicians, who were not enrolled on training programmes or within the JISC 

directory, seeing the recruitment materials required them to use or at least have access to social 

media. Therefore, the sample may not be fully representative of all clinicians with experience of CYP 

mental health. 

In addition to this, the NHS CYP mental health workforce census reports 69% of staff identify 

as White-British (NHS England, 2025b) compared to 82.48% of clinicians in the present sample. This 

suggests that this group may have been over-represented and thus weakens the generalisability of 

the findings to the wider NHS workforce.  

However, it should be noted that 20% of our sample were not employed with the NHS. The 

decision to include non-NHS clinicians was made on the basis that clinicians with relevant 

experiences of GAD in CYP may work across sectors or move between services over the course of 

their careers. Furthermore, it was considered that not all CYP present to NHS services exclusively. 

Therefore, the sample was not designed to only represent NHS clinicians but a broad range of 

professionals working across service contexts.  
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Theoretical and clinical Implications of thesis portfolio 

Taken together, the findings from the systematic review and empirical study contribute to 

the on-going discussion regarding how GAD in CYP should be conceptualised and treated. 

The systematic review expands our theoretical understanding of GAD in CYP by highlighting 

that psychological processes central to adult models are also relevant to youth and may represent 

key maintaining mechanisms across development. These findings also suggest that adult models of 

GAD may provide a useful framework for developing future interventions for CYP. More specifically, 

given IU had the largest pooled associations with GAD in CYP, it may represent a particularly 

promising treatment target in clinical practice.  

The empirical study also supported these finding from a clinical perspective, with most 

clinicians reporting they would adopt a disorder-specific approach to GAD. Among this group the IoU 

model was most frequently selected. This suggests that clinicians may already be operating in line 

with a disorder-specific conceptualisation of GAD in CYP, even in the absence of formal guidance and 

that IU may be appraised by clinicians as a clinically relevant treatment target. 

Further clinical implications can also be drawn from the empirical study. First, the findings 

provide reassurance that GAD is identifiable in CYP and that clinicians are likely to recommend 

evidence-based treatments for these young people when working with them in services. It also 

highlights that in the absence of guidance; clinicians may be drawing on adult models of GAD to 

guide their practice.  

Second, most clinicians reported feeling like they would benefit from additional training in 

assessing and treating GAD. This mirrors findings in relation to panic disorder in CYP, where half of 

clinicians reported wanting further training (Baker & Waite, 2020). Together, this suggests the 

existence of a wider need for training in childhood anxiety disorders across the CYP workforce, 

alongside clearer, disorder-specific guidance.  
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Although, it is also important to acknowledge that neither the systematic review nor the 

empirical study can speak to that diagnostic specificity or distinctiveness of GAD in CYP. The 

systematic review relied primarily on correlational evidence, meaning that the observed associations 

cannot be interpreted as evidence that these processes are unique to GAD in CYP, or that they are 

not equally prevalent across other disorders in youth. We also can’t be certain whether these 

processes are better understood as associated with anxiety more broadly, rather than GAD 

specifically. 

Similarly, while the empirical study provides evidence that clinicians are able to recognise 

GAD from a single vignette, it does not address the question of diagnostic specificity; that is whether 

clinicians can accurately identify incidences where GAD is not present. This issues could have been 

addressed by the inclusion of a secondary vignette depicting a different clinical presentation, 

allowing us to assess whether GAD is recognised as distinct from other disorders in CYP.  

Future research 

To address the training needs highlighted in the empirical study, as well as the development 

of disorder-specific guidelines, more research is needed on the effectiveness of treatments for GAD 

in CYP. Historically, the evidence base has been difficult to interpret due to a lack of disorder specific 

outcome reporting (Shipp et al., 2025), therefore we echo calls for future studies to take this into 

consideration. Moreover, further qualitive research exploring how clinicians formulate and make 

treatment decisions for GAD in CYP would be valuable. Such work could help us to understand what 

factors influence clinicians’ identification and management of GAD more clearly.  

Another possible direction for future research would be to examine the experiences of CYP 

with GAD when accessing routine services. Crouch et al. (2019) found that parents of CYP suffering 

from anxiety described having to fight to obtain appropriate support from services, with “box-

ticking” diagnostic processes sometimes delaying access to treatment. In the context of limited 

disorder-specific guidance and high comorbidity, it would be useful to explore whether these 
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barriers are experienced more frequently by CYP with GAD, compared to those presenting to with 

other disorders.   

Additionally, while the systematic review provides a foundation for the theoretical 

conceptualisation of GAD in CYP, further research is required to determine how these psychological 

processes operate across different childhood anxiety disorders. In clarifying the relative specificity of 

these processes in youth, this will also help to evaluate the utility of transdiagnostic versus disorder-

specific approaches to the assessment and treatment of GAD in CYP. 

 

Overall conclusion 

In summary, the systematic review and empirical study both offer advances in the 

understanding of GAD in CYP across theory and clinical practice. The systematic review provides 

insights into the psychological processes that are associated with GAD in CYP, identifying potential 

treatment targets and offering support for the applicability of adult models to younger populations. 

At the same time, the empirical study sheds light on how GAD in CYP is being identified and treated 

by clinicians in the absence of clinical guidance, while also highlighting training needs within the 

workforce. Together, this portfolio draws attention to the limitations within the existing evidence 

base and underscores the need for on-going theoretical and clinical advancements around GAD in 

CYP. 
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http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network-or/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network-or/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network-or/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
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informa-on relevant to the study (name of the authority, data and reference number for approval) or 

a statement explaining why their study did not require ethical approval. 

Summary: Authors should include a structured Abstract not exceeding 250 words under the sub-

headings: Background; Method; Results; Conclusions.   

Key Prac--oner Message: Below the Abstract, please provide 1-2 bullet points answering each of the 

following ques-ons: 

• What is known? - What is the relevant background knowledge base to your study? This may 

also include areas of uncertainty or ignorance. 

• What is new? - What does your study tell us that we didn't already know or is novel 

regarding its design? 

• What is significant for clinical prac-ce? - Based on your findings, what should prac--oners 

do differently or, if your study is of a preliminary nature, why should more research be 

devoted to this par-cular study? 

Keywords: Please provide 4-6 keywords use MeSH Browser for sugges-ons 

6. Papers submiHed should be concise and wriHen in English in a readily understandable style, 

avoiding sexist and racist language. Ar-cles should adhere to journal guidelines and include a word 

count of their paper; occasionally, longer ar-cle may be accepted aser nego-a-on with the Editors.  

7. Authors who do not have English as a first language may choose to have their manuscript 

professionally edited prior to submission; a list of independent suppliers of edi-ng services can be 

found at hHp://authorservices.wiley.com/bauthor/english_language.asp. All services are paid for and 

arranged by the author, and use of one of these services does not guarantee acceptance or 

preference for publica-on. 

8. Headings: Original ar-cles should be set out in the conven-onal format: Methods, Results, 

Discussion and Conclusion. Descrip-ons of techniques and methods should only be given in detail 

http://authorservices.wiley.com/bauthor/english_language.asp
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when they are unfamiliar. There should be no more than three (clearly marked) levels of subheadings 

used in the text. 

9. All manuscripts should have an Acknowledgement sec-on at the end of the main text, before the 

References. This should include statements on the following: 

Study funding: Please provide informa-on on any external or grant funding of the work (or for any of 

the authors); where there is no external funding, please state this explicitly. 

Contributorships: Please state any elements of authorship for which par-cular authors are 

responsible, where contributorships differ between author group. (All authors must share 

responsibility for the final version of the work submiHed and published; if the study include original 

data, at least one author must confirm that they had full access to all the data in the study and take 

responsibility for the integrity of the data in the study and the accuracy of the data analysis). 

Contribu-ons from others outside the author group should also be acknowledged (e.g. study 

assistance or sta-s-cal advice) and collaborators and study par-cipants may also be thanked). 

Conflicts of interest: The journal requires that all authors disclose any poten-al sources of conflict of 

interest. Any interest or rela-onship, financial or otherwise that might be perceived as influencing an 

author's objec-vity is considered a poten-al source of conflict of interest. These must be disclosed 

when directly relevant or directly related to the work that the authors describe in their manuscript. 

Poten-al sources of conflict of interest include but are not limited to patent or stock ownership, 

membership of a company board of directors, membership of an advisory board or commiHee for a 

company, and consultancy for or receipt of speaker's fees from a company, in the past 5 years. The 

existence of a conflict of interest does not preclude publica-on. Authors of all ar-cles submiHed to 

the journal are encouraged to adhere to open research principles, where relevant. However, in the 

presence of a poten-al conflict of interest or the percep-on thereof, editors reserve the right to 

expect par-cular adherence to relevant open research prac-ces, such as a publicly available study 

protocol, a pre-registered plan of analysis, and public availability of the data used, to address 
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poten-al appearances of bias. If the authors have no conflict of interest to declare, they must also 

state this at submission. It is the responsibility of the corresponding author to review this policy with 

all authors and collec-vely to disclose with the submission ALL per-nent commercial and other 

rela-onships. 

 

10. For referencing, CAMH follows a slightly adapted version of APA Style hHp:www.apastyle.org/. 

References in running text should be quoted showing author(s) and date. For up to three authors, all 

surnames should be given on first cita-on; for subsequent cita-ons or where there are more than 

three authors, 'et al.' should be used. A full reference list should be given at the end of the ar-cle, in 

alphabe-cal order. 

References to journal ar-cles should include the authors' surnames and ini-als, the year of 

publica-on, the full -tle of the paper, the full name of the journal, the volume number, and inclusive 

page numbers. Titles of journals must not be abbreviated. References to chapters in books should 

include authors' surnames and ini-als, year of publica-on, full chapter -tle, editors' ini-als and 

surnames, full book -tle, page numbers, place of publica-on and publisher. 

11. Tables: These should be kept to a minimum and not duplicate what is in the text; they should be 

clearly set out and numbered and should appear at the end of the main text, with their intended 

posi-on clearly indicated in the manuscript. 

12. Figures: Any figures, charts or diagrams should be originated in a drawing package and saved 

within the Word file or as an EPS or TIFF file. See 

hHp://authorservices.wiley.com/bauthor/illustra-on.asp for further guidelines on preparing and 

submi�ng artwork. Titles or cap-ons should be clear and easy to read. These should appear at the 

end of the main text. 

13. Footnotes should be avoided, but end notes may be used on a limited basis. 

http://authorservices.wiley.com/bauthor/illustration.asp
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Data Availability 

If the study includes original data (except qualita-ve studies or systema-c reviews), at least one 

author must confirm that they had full access to all the data in the study and take responsibility for 

the integrity of the data and the accuracy of the data analysis. Please iden-fy the author in the 

manuscript. The journal expects all authors to share the data (except for qualita-ve studies or 

systema-c reviews), analysis code, and other artefacts suppor-ng the results in the paper by 

archiving it in an appropriate public repository (e.g. osf.io). Authors should provide a data availability 

statement, including a link to the repository they have used, in order that this statement can be 

published in their paper. Shared data should be cited. All data must be made available on request of 

the editor-in-chief either before or aser submission. Failure to do so before acceptance will result in 

rejec-on of the paper and aser acceptance in retrac-on of the paper. In the excep-onal case where 

it is not possible to publicly share data, authors should use the data access statement to jus-fy this 

and provide sufficient detail on how others can access the data used in the study. 

Data Sharing and Suppor-ng Informa-on 

 

CAMH encourages authors to share the data and other artefacts suppor-ng the results in the paper 

by archiving them by uploading it upon submission or in an appropriate public repository. Examples 

of possible suppor-ng material include interven-on manuals, sta-s-cal analysis syntax, and 

experimental materials and qualita-ve transcripts. 

1. If uploading with your manuscript please call the file 'suppor-ng informa-on' and reference it in 

the manuscript. 

2. Please note suppor-ng files are uploaded with the final published manuscript as supplied, they are 

not typeset. 
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3. On publica-on your suppor-ng informa-on will be available alongside the final version of the 

manuscript online. 

4. If uploading to a public repository please provide a link to suppor-ng material and reference it in 

the manuscript. The materials must be original and not previously published. If previously published, 

please provide the necessary permissions. You may also display your suppor-ng informa-on on your 

own or ins-tu-onal website. Such pos-ng is not subject to the journal's embargo date as specified in 

the copyright agreement. Suppor-ng informa-on is made free to access on publica-on. 

Full guidance on Suppor-ng Informa-on including file types, size and format is available on the Wiley 

Author Service website. 

For informa-on on Sharing and Ci-ng your Research Data see the Author Services website here. 

Original Ar-cles 

Original Ar-cles make an original contribu-on to empirical knowledge, to the theore-cal 

understanding of the subject, or to the development of clinical research and prac-ce. Adult data is 

not usually accepted for publica-on unless it bears directly on developmental issues in childhood and 

adolescence. 

Your Original Ar-cle should be no more than 5,000 words including tables, figures and related 

cap-ons, excluding only references. Please note that for our own calcula-on of word counts, we 

include all text in the submiHed paper, excluding only the references. Please note that for our own 

calcula-on of word counts, we include all text in the submiHed paper, excluding only the references. 

Review Ar-cles 

Research Ar-cles offer our readers a cri-cal perspec-ve on a key body of current research relevant to 

child and adolescent mental health and maintain high standards of scien-fic prac-ce by conforming 

to systema-c guidelines as set out in the PRISMA statement. These ar-cles should aim to inform 

readers of any important or controversial issues/findings, as well as the relevant conceptual and 
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theore-cal models, and provide them with sufficient informa-on to evaluate the principal arguments 

involved. All review ar-cles should also make clear the relevancy of the research covered, and any 

findings, for clinical prac-ce. 

Research Ar-cles offer our readers a cri-cal perspec-ve on a key body of current research relevant to 

child and adolescent mental health and maintain high standards of scien-fic prac-ce by conforming 

to systema-c guidelines as set out in the PRISMA statement. These ar-cles should aim to inform 

readers of any important or controversial issues/findings, as well as the relevant conceptual and 

theore-cal models, and provide them with sufficient informa-on to evaluate the principal arguments 

involved. All review ar-cles should also make clear the relevancy of the research covered, and any 

findings, for clinical prac-ce. 

Your Review Ar-cle should be no more than 6,000 words excluding tables, figures and references and 

no more than 8,000 including tables, figures and references. For Systema-c Reviews, your paper 

should be no more than 6,000 words excluding tables, figures and references. Qualita-ve papers 

should instead be no more than 8000 words, including quotes and figures, but excluding references. 

Short Research Ar-cles 

Short Research Ar-cles should consist of original research of any design that presents succinct 

findings with topical, clinical or policy relevance. For example, preliminary novel findings from pilot 

studies, important extensions of a previous study, and topical surveys. Short Research Ar-cles will be 

peer reviewed, and authors might be asked to revise and edit their ar-cle to acceptable standards for 

publica-on. Short Research Ar-cles should follow standard guidelines, such as STROBE for 

observa-onal studies, CONSORT extension for pilot trials etc. 

Your Short Research Ar-cle should be 1500 words, excluding references, tables and graphs/figures. 

Your ar-cle should be structured, including the subheadings 
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Introduc-on/Methods/Results/Discussion. There is a maximum of 1 table and 1 graph/figure. Please 

do not include more than 12 references. 

Narra-ve MaHers: The Medical Humani-es in CAMH 

These ar-cles are both submissions and directly commissioned papers. They will be peer-reviewed. 

The ar-cles should be on a humani-es topic relevant to those working in child and adolescent 

mental health. The topics can include but are not restricted to: aspects of child mental health service 

history; representa-ons of abnormal mental states or mental illness in children and teenagers in film, 

literature or drama; depic-ons of child mental health clinicians within popular culture; ethical 

dilemmas in the speciality. Interest and originality are valued. If in doubt, please contact the sec-on 

editor: gdlbates66@gmail.com. 

The essays should be between 1500 and 2000 words and wriHen for an audience of child mental 

health professionals. For publishing reasons, there is an upper limit of 8 references for the ar-cle. 

Addi-onal references may be given in the text if necessary. 

LeHers to the Editor 

LeHers to the Editor are short ar-cles that offer readers the opportunity to respond to ar-cles 

published in CAMH. LeHers must only discuss issues directly relevant to the content of the original 

ar-cle such as to add context, correc-on, offer a different interpreta-on, or extend the findings. 

LeHers will be evaluated for relevance to the index paper, scien-fic merit, and importance. 

LeHers should be submiHed not later than 2 weeks aser publica-on of the print issue of the Journal 

containing the paper of interest. Please note - all papers are published on Early View as soon as they 

are accepted. The leHers should avoid personal aHacks and unscholarly communica-on. 

LeHers will not be peer reviewed. However, the sec-on Editor will review the leHers and might 

consult another Editor before acceptance or rejec-on. 
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Due to the short length of this ar-cle type, your LeHer should be between 500 and 700 words with a 

maximum of one figure or table. If in doubt, please contact the sec-on editor at 

c.ani@imperial.ac.uk. 

Innova-ons in Prac-ce 

Innova-ons in Prac-ce promote knowledge of new and interes-ng developments that have an 

impact on evidence-based prac-ce, interven-on and service models. These might have arisen 

through the applica-on of careful, systema-c planning, a response to a par-cular need, through the 

con-nuing evolu-on of an exis-ng prac-ce or service, or because of changes in circumstances 

and/or technologies. Submissions should set out the aims and details of the innova-on including any 

relevant mental health, service, social and cultural contextual factors, and give a close, cri-cal 

analysis of the innova-on and its poten-al significance for the prac-ce of child and adolescent 

mental health. 

Due to the short length of this ar-cle type, your Innova-ons in Prac-ce ar-cle should be no more 

than 2,200 words including tables, figures and references and contain no more than 8 references.   

Debate Ar-cles 

Our debate ar-cles express opposing points of view or opinions, highligh-ng current evidence-based 

issues, or discuss differences in clinical prac-ce. Although discussion of evidence is welcome, these 

ar-cles generally do not include primary data. The evidence on which your arguments are based and 

how that was sourced should be explicit and referenced, and the quality of your evidence made 

clear. 

Due to the short length of this ar-cle type, your Debate ar-cle should be no more than 1,000 words 

and contain no more than 10 references. If in doubt, please contact the sec-on editor 

Rachel.Elvins@ms.nhs.uk  

Technology MaHers 

mailto:Rachel.Elvins@mft.nhs.uk
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Technology MaHers provides updates on emerging mental health technologies and how they are 

being used with and by children and young people. We aim to cover established technologies such as 

computer-assisted psychological interven-ons as well as more novel technologies (e.g. mobile apps, 

therapeu-c games, virtual reality). We will present the evidence base for their use, showcase how 

they can complement other interven-ons and are being used in prac-ce and address wider cross-

cu�ng issues (such as technology accredita-on, regula-on, cost etc.) relevant to prac--oners and 

service funders. 

Your paper should be between 1000 and 1500 words. Please do not include more than 7 references. 

If in doubt, please contact the sec-on editors Kapil.Sayal@no�ngham.ac.uk or 

Jennifer.Mar-n@no�ngham.ac.uk. 

Manuscript Processing  

Peer Review Process: All material submiHed to CAMH is only accepted for publica-on aser being 

subjected to external scholarly peer review, following ini-al evalua-on by one of the Editors. Both 

original and review-type ar-cles will usually be single-blind reviewed by a minimum of two external 

referees and only accepted by the decision Editor aser sa-sfactory revision. Any appeal of an 

editorial decision will first be considered by the ini-al decision Editor, in consulta-on with other 

Editors. Editorials and commissioned editorial opinion ar-cles will usually be subject to internal 

review only, but this will be clarified in the published Acknowledgement sec-on. Editorial prac-ces 

and decision making will conform to COPE hHp://publica-onethics.org/resources/guidelines and 

ICMJE hHp://icmje.org/best prac-ce. 

Proofs 

Authors will receive an e-mail no-fica-on with a link and instruc-ons for accessing HTML page 

proofs online. Page proofs should be carefully proofread for any copyedi-ng or typese�ng errors. 

Online guidelines are provided within the system. No special sosware is required, all common 

http://publicationethics.org/resources/guidelines
http://icmje.org/
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browsers are supported. Authors should also make sure that any renumbered tables, figures, or 

references match text cita-ons and that figure legends correspond with text cita-ons and actual 

figures. Proofs must be returned within 48 hours of receipt of the email. Return of proofs via e-mail 

is possible in the event that the online system cannot be used or accessed. 

Offprints: Free access to the final PDF offprint of your ar-cle will be available via Wiley's Author 

Services only. Please therefore sign up for Author Services if you would like to access your ar-cle PDF 

offprint and enjoy the many other benefits the service offers. Should you wish to purchase addi-onal 

copies of your ar-cle, please visit hHp://offprint.cosprinters.com/cos/bw/ and follow the instruc-ons 

provided. If you have queries about offprints please email:offprint@cosprinters.com. 

Copyright: If your paper is accepted, the author iden-fied as the corresponding author for the paper 

will receive an email promp-ng them to log into Author Services where, via the Wiley Author 

Licensing Service (WALS), they will be able to complete a license agreement on behalf of all co-

authors of the paper. 

Correc-on to Authorship 

In accordance with Wiley’s Best Prac-ce Guidelines on Research Integrity and Publishing Ethics and 

the CommiHee on Publica-on Ethics’ guidance, CAMH will allow authors to correct authorship on a 

submiHed, accepted, or published ar-cle if a valid reason exists to do so. All authors – including 

those to be added or removed – must agree to any proposed change. To request a change to the 

author list, please complete the Request for Changes to a Journal Ar-cle Author List Form and 

contact either the journal’s editorial or produc-on office, depending on the status of the ar-cle. 

Authorship changes will not be considered without a fully completed Author Change form. 

Correc-ng the authorship is different from changing an author’s name; the relevant policy for that 

can be found in Wiley’s Best Prac-ce Guidelines under “Author name changes aser publica-on.” 

Wiley’s Author Name Change Policy 
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In cases where authors wish to change their name following publica-on, Wiley will update and 

republish the paper and redeliver the updated metadata to indexing services. Our editorial and 

produc-on teams will use discre-on in recognizing that name changes may be of a sensi-ve and 

private nature for various reasons including (but not limited to) alignment with gender iden-ty, or as 

a result of marriage, divorce, or religious conversion. Accordingly, to protect the author’s privacy, we 

will not publish a correc-on no-ce to the paper, and we will not no-fy co-authors of the change. 

Authors should contact the journal’s Editorial Office with their name change request. 

Ar-cle Prepara-on Support 

Wiley Edi-ng Services offers expert help with English Language Edi-ng, as well as transla-on, 

manuscript forma�ng, figure illustra-on, figure forma�ng, and graphical abstract design – so you 

can submit your manuscript with confidence. Also, check out our resources for Preparing Your Ar-cle 

for general guidance about wri-ng and preparing your manuscript.    

Ar-cle Promo-on Support 

Wiley Edi-ng Services offers professional video, design, and wri-ng services to create shareable 

video abstracts, infographics, conference posters, lay summaries, and research news stories for your 

research – so you can help your research get the aHen-on it deserves. 

For authors who do not choose open access 

If the open access op-on is not selected, the corresponding author will be presented with the 

Copyright transfer Agreement (CTA) to sign. The terms and condi-ons of the CTA can be previewed in 

the Copyright FAQs here. 

For authors choosing open access 

If the open access op-on is selected, the corresponding author will have a choice of the following 

Crea-ve Commons License Open Access Agreements (OAA): 
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Crea-ve Commons AHribu-on License OAA 

Crea-ve Commons AHribu-on Non-Commercial License OAA 

Crea-ve Commons AHribu-on Non-Commercial-NoDerivs License OAA 

To preview the terms and condi-ons of these Open Access Agreements please visit the Copyright 

FAQs here and click here for more informa-on. 

If you select the open access op-on and your research is funded by certain Funders [e.g. The 

Wellcome Trust and members of the Research Councils UK (RCUK) or the Austrian Science Fund 

(FWF)] you will be given the opportunity to publish your ar-cle under a CC-BY license suppor-ng you 

in complying with your Funders requirements. 

For more informa-on on this policy and the journal's compliant self-archiving policy please click 

here. 

Liability 

Whilst every effort is made by the publishers and editorial board to see that no inaccurate or 

misleading data, opinion or statement appears in this journal, they wish to make it clear that the 

data and opinions appearing in the ar-cles and adver-sements herein are the sole responsibility of 

the contributor or adver-ser concerned. Accordingly, the publishers, the editorial board and editors, 

and their respec-ve employees, officers and agents accept no responsibility or liability whatsoever 

for the consequences of any such inaccurate or misleading data, opinion or statement. 
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Appendix B 

PRISMA Checklist 

Section and 
Topic  

Item 
# Checklist item  

Location where 
item is 
reported  

TITLE   
Title  1 Identify the report as a systematic review. Title page  
ABSTRACT   
Abstract  2 See the PRISMA 2020 for Abstracts checklist. Prisma abstract 

not used due to 
journal 
requirements 

INTRODUCTION   
Rationale  3 Describe the rationale for the review in the context of existing knowledge. Introduction  

Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Introduction  
METHODS   
Eligibility 
criteria  

5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Method  

Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or 
consulted to identify studies. Specify the date when each source was last searched or consulted. 

Method  

Search 
strategy 

7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Appendix C  

Selection 
process 

8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how 
many reviewers screened each record and each report retrieved, whether they worked independently, and if 
applicable, details of automation tools used in the process. 

Method  

Data 9 Specify the methods used to collect data from reports, including how many reviewers collected data from each Method  
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Section and 
Topic  

Item 
# Checklist item  

Location where 
item is 
reported  

collection 
process  

report, whether they worked independently, any processes for obtaining or confirming data from study 
investigators, and if applicable, details of automation tools used in the process. 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with 
each outcome domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the 
methods used to decide which results to collect. 

Method  

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, 
funding sources). Describe any assumptions made about any missing or unclear information. 

Method  

Study risk of 
bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, 
how many reviewers assessed each study and whether they worked independently, and if applicable, details of 
automation tools used in the process. 

Method  

Effect 
measures  

12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or 
presentation of results. 

Method  

Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study 
intervention characteristics and comparing against the planned groups for each synthesis (item #5)). 

Method  

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing 
summary statistics, or data conversions. 

Method  

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. Method  

13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was 
performed, describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, 
and software package(s) used. 

Method  

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup 
analysis, meta-regression). 

Method  

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. Method  

Reporting bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting 
biases). 

Method/Results 

Certainty 15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. Method  
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Section and 
Topic  

Item 
# Checklist item  

Location where 
item is 
reported  

assessment 
RESULTS   
Study 
selection  

16a Describe the results of the search and selection process, from the number of records identified in the search to 
the number of studies included in the review, ideally using a flow diagram. 

Results  

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they 
were excluded. 

N/A 

Study 
characteristics  

17 Cite each included study and present its characteristics. Result  

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. Results, 
Appendix E 

Results of 
individual 
studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an 
effect estimate and its precision (e.g. confidence/credible interval), ideally using structured tables or plots. 

Results, table 1 
and Appendix D 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Results  

20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary 
estimate and its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If 
comparing groups, describe the direction of the effect. 

Results  

20c Present results of all investigations of possible causes of heterogeneity among study results. Results  

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. Results  

Reporting 
biases 

21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis 
assessed. 

N/A 

Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. Results 

DISCUSSION   
Discussion  23a Provide a general interpretation of the results in the context of other evidence. Discussion  
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Section and 
Topic  

Item 
# Checklist item  

Location where 
item is 
reported  

23b Discuss any limitations of the evidence included in the review. Discussion  

23c Discuss any limitations of the review processes used. Discussion  

23d Discuss implications of the results for practice, policy, and future research. Discussion  

OTHER INFORMATION  
Registration 
and protocol 

24a Provide registration information for the review, including register name and registration number, or state that 
the review was not registered. 

Method  

24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Method  

24c Describe and explain any amendments to information provided at registration or in the protocol. n/a 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in 
the review. 

n/a 

Competing 
interests 
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Appendix C 

Full search strategy 

 

Search terms:  

Block A: GAD related terms 

("Generalised anxiety disorder" OR "Generalized anxiety disorder" OR GAD OR "excessive 

worry" OR "high worry" OR "General worry") 

Block B: Cogni&ve constructs 

AND ("Intolerance of uncertainty" OR IU OR "uncertainty intolerance" OR "intolerance of 

ambiguity" OR “uncertainty avoidance”  

OR "beliefs about worry" OR "metacogni-ve beliefs" OR Metacogni* OR "posi-ve beliefs 

`zabout worry" OR "nega-ve beliefs about worry" OR MCQ 

OR "cogni-ve avoidance" OR "avoidant thinking" OR "thought suppression" OR "worry 

avoidance" OR CAQ 

OR NPO OR "problem orienta-on" OR "nega-ve problem orienta-on" OR "problem solving") 

Block C: Popula&on 

AND (Child* OR Adolescen* OR Infant OR Paediatric OR teen* OR youth OR "school aged" OR 

"young people" OR CYP) 

Full search string:  

("Generalised anxiety disorder" OR "Generalized anxiety disorder" OR GAD OR "excessive 

worry" OR "high worry" OR "general worry") AND ("Intolerance of uncertainty" OR IU OR 
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"uncertainty intolerance" OR "intolerance of ambiguity" OR "uncertainty avoidance" OR "beliefs 

about worry" OR "metacogni-ve beliefs" OR Metacogni* OR "posi-ve beliefs about worry" OR 

"nega-ve beliefs about worry" OR MCQ OR "cogni-ve avoidance" OR "avoidant thinking" OR 

"thought suppression" OR "worry avoidance" OR CAQ OR NPO OR "problem orienta-on" OR 

"nega-ve problem orienta-on" OR "problem solving") AND (Child* OR Adolescen* OR Infant OR 

Paediatric OR teen* OR youth OR "school aged" OR "young people") 

*Database-specific filters restricted results to English-language publica-ons and par-cipants under 

21 years old where available.
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Appendix D 

Study Characteris&c (full) 

Table A1 

Full summary of study characteris>c 

Author/Year Countr
y 

Study 
Design 

N Age 
range/
Mean 
(years) 

% 
Femal

e 

Sampl
e type 

GAD 
outco

me 

GAD 
measu

re 

IU CA NPO PBW NBW Report
er 

Effect Size 
Reported 

Allred (2019) US Cross-
sec-onal 

143 11 60.8% Comm
unity 

Dimen
sional 

RCADS
/ GAD 

– – – MCQ-
C30 

MCQ-
C30 

Child Pearson's 
Correla-on (r) 

Bacow 
(2009) 

US Case-
control 

98 Clinical 
sample

: 

11.9; 
Comm
unity 

sample
: 12.4 

Clinical 
sample

: 
62.8%; 
Comm
unity 

sample
: 65% 

Mixed Dimen
sional 

PSWQ-
C 

– – – MCQ-C MCQ-C Child Par-al 
Correla-on (r, 
controlled for 

covariates) 

Boelen 
(2010) 

Nether
lands 

Cross-
sec-onal 

191 16.1 51% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-12 – – – –  Pearson's 
Correla-on (r) 
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Comer 
(2009) 

US Case-
control 

197 11.6 50.8% Mixed Dimen
sional 

PSWQ-
C 

IUS-C – – – –  Pearson's 
Correla-on (r) 

Cowie (2018) US Case-
control 

98 9.1 49% Mixed Dimen
sional 

PSWQ-
C 

IUS-C – – – – Child Pearson's 
Correla-on (r) 

Donovan 
(2016) 

Austral
ia 

Case-
control 

GAD
:25; 

Cont
rol: 
25 

9.9 GAD: 
60%; 

Contro
l: 60% 

Clinical Diagno
sis 

ADIS-
IV-C/P 

IUS-C WBSI SPSI-R-
SF 

MCQ-C MCQ-C Child F sta-s-c 
(group 

comparison) 

Donovan 
(2017) 

Austral
ia 

Cross-
sec-onal 

114 9.9 50.9% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C WBSI SPSI-R-
SF 

MCQ-C MCQ-C Child Pearson's 
Correla-on (r) 

Dugas (2012) Canada Longitudi
nal 

Tim
e 1: 
282 

NA NA Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS – – – – Child Pearson's 
Correla-on (r) 

Ellis (2011) Austral
ia 

Case-
control 

123 12 –17 NA Mixed Dimen
sional 

SCAS/
GAD 

– – – MCQ-A MCQ-A Child Pearson's 
Correla-on (r) 

Esbjørn 
2013) 

Denma
rk 

Cross-
sec-onal 

974 9 –17 55.2% Mixed Dimen
sional 

PSWQ-
C 

– – – MCQ-A MCQ-A Child Pearson's 
Correla-on (r) 

Esbjørn 
(2015) Study 
1 

Denma
rk 

Cross-
sec-onal 

587 Ages 
9–12:  

11; 

Ages 9-
12:  

55%; 

Mixed Dimen
sional 

PSWQ-
C 

– – – MCQ-C MCQ-C Child Standardised 
regression 

coefficient (β) 
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Ages 
13–17: 

14 

 

Ages 
13-17: 
55% 

Esbjørn 
(2015) Study 
2 

Denma
rk 

Case-
control 

GAD
: 22; 
Cont

rol: 
sa43 

7–13 NA Mixed Diagno
sis 

ADIS-
IV-C/P 

– – – MCQ-A MCQ-A Child Group means 
and SDs 

Fialko (2012) UK Cross-
sec-onal 

515 7–19 53% Comm
unity 

Dimen
sional 

PSWQ-
C 

Brief 
IUS 

Brief-
CAQ 

– Brief-
WW-II 

– Child Pearson's 
Correla-on (r) 

Fisak (2014) US Cross-
sec-onal 

175 13.9 66.3% Comm
unity 

Dimen
sional 

PSWQ-
C 

– – – MCQ-C MCQ-C Child Standardised 
regression 

coefficient (β) 

Geronimi 
(2019) 

US Cross-
sec-onal 

47 10.4 61.7% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C – NPOQ 
- 

adapte
d 

MCQ-C MCQ-C Child Pearson's 
Correla-on (r) 

Gini (2019) Italy Cross-
sec-onal 

116
9 

15.8 47.7% Comm
unity 

Dimen
sional 

GAD-7 – – – MCQ-
30 

MCQ-
30 

Child Pearson's 
Correla-on (r) 

Gosselin 
(2007) 

Canada Cross-
sec-onal 

777 14.9 49.7% Comm
unity 

Dimen
sional 

PSWQ-
C 

–  CAQ – – – Child Pearson's 
Correla-on (r) 
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Hearn (2017) Austral
ia 

Case-
control 

GAD
: 20; 
Cont

rol: 
20 

8-12 GAD: 
42.9%; 
Contro

l: 
42.9% 

Comm
unity 

Diagno
sis 

ADIS-
IV-C/P 

IUS-12 WBSI SPSI-R-
SF 

MCQ-
30 

MCQ-
30 

Child Group means 
and SDs 

Kertz (2013) US Cross-
sec-onal 

80 9.6 71% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C – SPSI - 
adapte

d 

MCQ-C MCQ-C Child Par-al 
Correla-on (r, 
controlled for 

covariates) 

Krain (2006) US Cross-
sec-onal 

12 16.4 41.7% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS – – – – Child Pearson's 
Correla-on (r) 

Laugesen 
(2003) 

Canada Cross-
sec-onal 

528 15.6 49.1% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS  
 

WBSI  SPSI-
R-SF 

WW-II – Child Par-al 
Correla-on (r, 
controlled for 

covariates) 

Lee (2018) US Cross-
sec-onal 

76 9.7 50% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C – NPOQ- 
adapte

d 

– – Child Pearson's 
Correla-on (r) 

Mar-nez-
Snyder 
(2022) 

US Cross-
sec-onal 

305 17.1 71.% Comm
unity 

Dimen
sional 

SCARE
D/GAD 

IUS-C – – – – Child Pearson's 
Correla-on (r) 
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Poh (2021) Singap
ore 

Cross-
sec-onal 

385 12.5 58.9% Comm
unity 

Dimen
sional 

RCADS
/GAD 

IUS-C – – – – Child Pearson's 
Correla-on (r) 

Przeworski 
(2009) 

US Cross-
sec-onal 

34 10.4 47.4% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C – – – – Child Pearson's 
Correla-on (r) 

Read (2013) US Case-
control 

GAD
: 46; 
SAD: 

31 

7-17 Full 
sample
: 47.7% 

Comm
unity 

Diagno
sis 

ADIS-
IV-C/P 

IUS-C – – – – Compo
site* 

Group means 
and SDs 

Ryan (2025) UK Longitudi
nal 

180 4 Not 
report

ed 

Comm
unity 

Dimen
sional 

SCAS-P 
/GAD 

RULES – – – – Child Pearson's 
Correla-on (r) 

Shen (2020) China Cross-
sec-onal 

591 10.5 51.3% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C – – – – Child Pearson's 
Correla-on (r) 

Thielsch 
(2015) 

Germa
ny 

Cross-
sec-onal 

521 17.2 80.4% Comm
unity 

Dimen
sional 

PSWQ IUS – – MCQ MCQ Child Pearson's 
Correla-on (r) 

WaHs (2021) UK Cross-
sec-onal 

326 13.2 48% Comm
unity 

Dimen
sional 

PSWQ-
C 

SV-IUS-
C 

R-CAQ NPOQ-
C 

WW-II – Child Pearson's 
Correla-on (r) 

White (2016) Austral
ia 

Cross-
sec-onal 

187 10.6 31% Comm
unity 

Dimen
sional 

SCAS-P 
/GAD 

– – – MCQ-
CR 

MCQ-
CR 

Child Pearson's 
Correla-on (r) 

Whi-ng 
(2015) 

US Cross-
sec-onal 

105 15.6 67.6% Comm
unity 

Dimen
sional 

PSWQ-
C 

IUS-C – – – – Child Pearson's 
Correla-on (r) 
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Wong (2025) US Cross-
sec-onal 

647 6–17 NA Comm
unity 

Dimen
sional 

RCADS
-P 

IUS-C – – – – Parent Pearson's 
Correla-on (r) 

Wright 
(2016) 

Canada Cross-
sec-onal 

128 12.7 49.2% Comm
unity 

Dimen
sional 

SCAS/
GAD 

IUS-R – – – – Child Pearson's 
Correla-on (r) 

Ye (2023) China Cross-
sec-onal 

361
80 

9 –19 NA Comm
unity 

Dimen
sional 

GAD-7 IUI-A-C – – – – Child Pearson's 
Correla-on (r) 

Zemestani et 
al. 2022) 

Iran Case-
control 

683 14 58.1% Mixed Dimen
sional 

SCAS-
C/GAD 

IUS-C – – – – Child Pearson's 
Correla-on (r) 

IU measures: IUS, The Intolerance of Uncertainty Scale; IUS-C, The Intolerance of Uncertainty Scale–Child Adapta-on; IUS-12, Intolerance of Uncertainty 

Scale Short Form – 12; IUI-A-C; The Intolerance of Uncertainty Index-A for Children; Brief IUS; Brief version of the Intolerance of Uncertainty Scale; SV-IUS-C, 

combines the Intolerance of Uncertainty Scale for Children (IUS-C) with short version of the Intolerance of Uncertainty Scale; IUS-R, The Intolerance of 

Uncertainty Scale-Revised; RULES, The Responses to Uncertainty and Low Environmental Structure ques-onnaire.  

CA measures:  WBSI, The White Bear Suppression Inventory; CAQ/Brief CAQ, The Cogni-ve Avoidance Ques-onnaire/Brief version; R-CAQ, The Revised 

Cogni-ve Avoidance Ques-onnaire.  

NPO measures: SPSI-R-SF, Social Problem-Solving Inventory-Revised-Short Form; SPSI -adapted, Social Problem-Solving Inventory-Adapted; NPOQ/NPOQ-

C/NPOQ-A, Nega-ve problem Ques-onnaire / children version/ adapted.  
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PBW/NBW measures: MCQ-30, The Metacogni-ons Ques-onnaire-30; MCQ-C, The Metacogni-ons Ques-onnaire for Children; MCQ-CR, The 

Metacogni-ons Ques-onnaire-Child Revised; WW-II/Brief, The Why Worry Ques-onnaire II/ Brief version; MCQ-R, The Metacogni-ons Ques-onnaire – 

revised; MCQ-C30, Meta-Cogni-ons Ques-onnaire for Children –30 Item version; MCQ-A, Meta-Cogni-ons Ques-onnaire – Adolescent Version.  

Note. Nega-ve and Posi-ve belief subscales of the meta-cogni-ve ques-onnaires were extracted separately for NPO/PBW. 
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Appendix E 

Risk of bias traffic light plots 

 

Figure A1 

Traffic light plot of risk of bias assessments using the Joanna Briggs Ins>tute (JBI) cri>cal appraisal 

checklist for case–control studies.  

 

Figure A2 

Traffic light plot of risk of bias assessments using the Joanna Briggs Ins>tute (JBI) cri>cal appraisal 

checklist for cross-sec>onal studies 

Note. Each domain represents a ques-on from the appropriate JBI checklist. Green (+) indicates 

“Yes”, red (×) indicates “No” and blue (?) indicates “Unclear”. The overall risk of bias assessment for 

each study is provided in the last column (low, moderate or high risk). 
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Appendix F 

JBI cri&cal appraisal tools 

Checklist for analy&cal cross-sec&onal studies: 
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Checklist for Case control studies: 
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Appendix G 

FMH Ethical Approval 
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Appendix H 

Recruitment materials: social media adverts 

Figure A3 

Social media adverts shared on Facebook, Instagram and X 
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Appendix I 

Online par&cipant informa&on sheet and consent form 

Informa&on sheet 
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Consent form 
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Appendix J 

Novel Ques&onnaire 
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Appendix K 

Par&cipant Debrief form 
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Appendix L 

Assump&on checks for regression analyses 

 

Assump-ons for both regression models (predic-ng GAD and CBT alignment) were assessed 

prior to analysis in accordance with established sta-s-cal guidelines (Stoltzfus, 2011).Inspec-on of 

scaHerplots of standardised residuals indicated no evidence of non-linearity or heteroscedas-city, 

with residuals appearing randomly distributed in both models. Visual examina-on of histograms and 

normal probability (P–P) plots further suggested approximate normality of residuals. Durbin–Watson 

sta-s-cs indicated no viola-on of the assump-on of independence of errors (GAD model = 2.009; 

CBT model = 2.012). Inspec-on of correla-ons among predictors indicated no problema-c 

intercorrela-on and VIF values were below 2 for both models (GAD: 1.041–1.598; CBT: 1.207–1.960), 

sugges-ng that mul-collinearity was within the acceptable limit. Addi-onally, Cook’s distance values 

were below conven-onal thresholds (< 1.0) in both models (GAD = .186; CBT = .203). 
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Appendix M 

Full summary of treatment preferences  

Table A2 

Full summary of CBT treatment preferences 

CBT Treatment Approach % (n) Median % (IQR) 

Delivery model  - 

Transdiagnos-c 27 (20%) - 

Disorder specific  
 

110 (80%) - 

Disorder specific treatment models  - 

Intolerance of Uncertainty Model (Dugas et al., 
1998) 
 

41 (37%) - 

Avoidance Model of Worry (Borkovec, Alcaine & 
Behar, 2004) 

12 (11%) - 

Emo-onal Dysregula-on Model (Mennin et al., 
2005) 

0 (0%) - 

Acceptance-Based Model (Roemer & Orsillo, 2002) 3 (3%) - 

Three-Phase Model (Chigwedere & Moran, 2022) 0 (0%) - 

Mastery of Anxiety and Worry Program (Craske & 
Barlow, 2006) 
 

22 (20%) - 

Contrast Model of Worry (Llera & Newman, 2014) 1 (1%) - 

Meta-cogni-ve Model (Wells & Carter, 2016) 9 (8%) - 

Cogni-ve Behavioural Model for Low Self-esteem 
(Fennell, 1997) 
 

3 (3%) - 

The Cogni-ve Model of Worry (Hirsch & Mathews, 
2012) 

12 (11%) - 

Other disorder specific a 

 
7 (6%) - 

Transdiagnos-c treatment models   

Coping Cat Programme (Kendall et al., 2006; Podell 
et al., 2010) 

2 (7.41%) - 

Cresswells Parent-Led CBT (Creswell et al., 2019) 2 (7.41%) - 

Beckian Longitudinal Cogni-ve Behavioural Model 
(Beck, 1979) 

16 (59.26%) - 

Lebowitz SPACE programme  0 (0%) - 

Other transdiagnos-c b 7 (25.93%) - 
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Service offer    

Individual 124 (91%) - 

Group 12 (9%) - 

Not offered 
 

1 (1%) - 

Personal preference    

Individual 129 (94%) - 

Group 
 

8 (6%) - 

Treatment components   

Psychoeduca-on  100 (100 – 100) 

Avoidance hierarchy  70 (40 – 100) 

Worry diary  100 (70 – 100) 

Behavioural experiments  80 (50 – 100) 

Cogni-ve restructuring  80 (50 – 100) 

Relaxa-on training  80 (55 – 100) 

Problem solving skills  80 (50 – 100) 

Worry -me (Postponing worry)  70 (50 – 100) 

Iden-fying and modifying safety behaviours  80 (50 – 100) 

Imaginal exposure  50 (20 – 70) 

Challenging beliefs about worry  100 (70 – 100) 

Breathing techniques  80 (50 – 100) 

Thought suppression experiments  30 (0 – 70) 

        Relapse Preven-on  100 (60 – 100) 

 

 


