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Abstract 

Childhood anxiety is one of the most prevalent mental health issues in Canada (Schwartz, 

Barican, Yung, Zheng, & Waddell, 2019). In addition to the negative impact it inflicts on 

children and adolescents, childhood anxiety disorders pose a psychological threat later in life 

(Vasey & Dadds, 2001). Cognitive behavioural therapy is one of the most effective childhood 

anxiety treatments (Reynolds, Wilson, Austin, & Hooper, 2012), however is not easily accessible 

(Thirlwall et al., 2013). One alternative is internet-delivered Cognitive Behavioural Therapy 

(ICBT) which allows therapeutic services to be provided via the Internet in a more accessible, 

affordable, and timely manner (Vigerland et al., 2016). Parent-facilitated ICBT provides a low-

intensity intervention alternative that delivers online CBT training to parents so that they can 

implement the therapeutic strategies with their child in their home. However, little is known 

about the factors affiliated with drop out from parent-facilitated ICBT programs, leaving a deficit 

in feedback information to modify and improve these treatment programs. This study aimed to 

investigate parent, child, and program based factors affiliated with withdrawal from a parent-

facilitated ICBT program, Anxiety Treatment for Children through Online Education (ACE). 

Quantitative data obtained from participants who have withdrawn from ACE was analyzed to 

identify factors associated with dropout. Analyses identified significant differences between 

completers and non-completers of ACE with respect to program logins, the number of household 

children with anxiety, and the parental level of education. This study contributes to the aperture 

in the literature concerning withdrawal from parent-facilitated ICBT programs, whilst providing 

insight as to common withdrawal factors from these programs. 
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Understanding withdrawal from ICBT: An analysis of withdrawal components of parent-

administered, internet-based cognitive behaviour therapy for children with anxiety  

With a prevalence rate of approximately 6.5%, anxiety disorders are one of the most 

common childhood mental disorders, making them a prominent public health concern in Canada 

(Schwartz, Barican, Yung, Zheng, & Waddell, 2019). Anxiety disorders in youth and adolescents 

have a significantly negative impact on their overall development, disrupting their social 

functioning, academic performance, and emotional development (Davis, Ollendick, & Nebel-

Schwalm, 2008). Anxiety disorders typically follow a chronic developmental course, with 

various childhood anxiety phenomena such as worry, fear, and scary dreams manifesting into 

more complex elements that impede on daily life (Vasey & Dadds, 2001). If left untreated, 

childhood anxiety disorders pose the risk of developing into more severe psychological 

disturbances later in life, such as substance misuse or mood disorders (Thirlwall et al., 2013). In 

addition, anxiety disorders in children often carry a significant societal burden, with public 

expenses related to healthcare, loss of parent productivity, and school absences estimated to be 

20 times greater for children who experience anxiety compared to non-anxious children 

(Bodden, Dirksen, & Bögels, 2008). Despite the highlighted severity of anxiety disorders, 

research suggests that as many as 80% of children who experience anxiety do not receive mental 

health services, leading to many childhood anxiety disorders going undiagnosed (Essau, Conradt, 

& Petermann, 2002). 

Cognitive Behavioural Therapy (CBT) 

Cognitive behavioural therapy (CBT) has been proven to be effective for a myriad of 

psychological conditions in children, in addition to being one of the most researched treatment 

methods for anxiety disorders (Reynolds, Wilson, Austin, & Hooper, 2012).  Reynolds et al.’s 
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(2012) meta-analysis found CBT to be one of the most effective forms of treatment in children 

and adolescents, as it teaches children how to identify and challenge any unhelpful thoughts or 

behaviour that contribute to anxiety, as well as teaches them skills such as relaxation techniques, 

problem solving, and relapse prevention to help them combat the symptoms of anxiety. 

Despite its effectiveness, CBT has been shown to be resource-intensive, and is not easily 

accessed by many families who could benefit from the treatment due to issues related to 

mobility, time, and expenses (Thirlwall et al., 2013). Other barriers such as long waiting lists for 

mental health services, living in remote areas without therapist availability, and overall 

reluctance to access mental health services due to the stigma surrounding them inhibit families 

from accessing CBT (Wang et al., 2007). Due to factors such as these, only a small proportion of 

children and adolescents with anxiety disorders actually receive treatment, and even fewer 

receive evidence-based treatments (Shafran et al., 2009). These barriers highlight the need for the 

development of more effective modes of evidence-based psychological treatment delivery for 

psychiatric and somatic disorders. 

Internet-Delivered Cognitive Behavioural Therapy (ICBT) 

Internet-delivered CBT (ICBT) is a therapist guided self-help intervention treatment 

delivered through a website in the form of written text, worksheets, videos, and audio files 

compiled into modules that participants can work through at their own pace within specified time 

frame. In most cases, therapist support is also provided through written online messages, emails, 

or phone calls. In contrast to its predecessor CBT, ICBT offers a treatment model that is cost 

effective, time sensitive, and geographically accessible to the general population (Vigerland et 

al., 2016).  
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Although ICBT poses many advantages over face-to-face treatment options, many 

programs experience high rates of drop-outs, or non-completers, in addition to long periods of 

patient inactivity throughout the course of the program (Jolstedt et al., 2018). Jolstedt and 

colleagues (2018) found that only 63% of participants completed 3 of 8 modules in their ICBT 

program, and less than 50% completed 4 of the 8 modules. While it is clear that program 

withdrawal is a growing problem for ICBT programs, there is limited research into the factors 

affecting withdrawal and what this says about the quality and effectiveness of ICBT programs in 

and of themselves. 

Parent-Facilitated ICBT 

In addition to the increasing popularity of ICBT programs, therapist-guided ICBT 

programs for childhood anxiety have recently entered the development. Some of these programs 

involve the child directly accessing the online materials and receiving guidance from the online 

therapist or “coach” themselves (Vigerland et al., 2016), and others involve the parents accessing 

materials and receiving therapist guidance (Rooksby, Elouafkaoui, Humphris, Clarkson, & 

Freeman, 2015). Thirlwall and colleagues (2013) developed a parent-facilitated CBT program 

with therapist guidance; however, their program utilized traditional face-to-face CBT rather than 

the more accessible, cost-effective ICBT. 

A recently developed parent-facilitated ICBT program Anxiety Treatment for Children 

through Online Education (ACE) employs low-intensity intervention techniques, and aims to 

develop an understanding of factors that influence engagement in parent-administered ICBT 

(Loutzenhiser & Hadjistavropoulos, 2018). This intervention program, delivered via the Online 

Therapy Unit website, consists of seven weekly or biweekly treatment lessons: (a) 

Understanding Children’s Anxiety; (b) Encouraging Cooperation; (c) Reassurance, Checking, 
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and Anxiety; (d) Thoughts; (e) Facing Fear; (f) Problem Solving; and (g) Maintaining Progress. 

The lessons are structured so that participants read over the content, review demonstrations on 

how to complete the homework, and are provided with worksheets that are to be completed with 

or without the child as homework. Participants have access to an online therapist, or “coach”, for 

any questions or concerns that they have throughout the program. 

Unfortunately, the limited research on ICBT withdrawal becomes even more restricted 

when it comes to parent-facilitated ICBT treatment methods, with virtually no research available 

to investigate the principle factors contributing to program withdrawal. It is clear that treatment 

drop-out is a common problem, however little is known about the correlates and their overall 

effect on the ICBT program itself. Parent factors that may influence participant drop-out include 

demographic factors, their own mental health status, their confidence in their ability to manage 

their child’s anxiety in this type of ICBT program, their beliefs about anxiety, and the total 

number of children in the household who are experiencing symptoms of anxiety. Relevant child 

factors that may influence parental withdrawal include demographic factors and their level of 

anxiety. Finally, how engaged parents are in the program may play a role in drop out, such as the 

total number of times they log into the program and the number of messages they send to their 

online therapist. 

Parent Factors 

While little is known about the characteristics of parents who withdraw from parent-

facilitated ICBT programs, there is some research that identifies which parents are more likely to 

participate in these types of programs. More specifically, Czuchta & McCay (2001) found that 

mothers are more likely to seek out mental health help for their children than fathers. In addition, 

a study by March et al. (2018) found that older parents are more willing to participate in a 
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therapist-assisted, internet-delivered therapy program. Parent education was also found to have a 

large impact on program involvement, specifically higher education levels are correlated with an 

increased desire to participate in mental health programs (Steele, Dewa, Lin, & Lee, 2007). 

However, there has been little research to examine whether parent gender, age, and education is 

associated with withdrawal from parent-facilitated ICBT programs.  

Additional factors, such as the number of children in a household experiencing anxiety 

symptoms, may also be related to parent drop-out rates. Parental burden has been indicated to 

impact their participation in mental health programs, specifically when the parent strain is 

correlated with the severity of the child’s symptoms (Alegria et al., 2004). While the majority of 

findings focus on parental burden as the result of one child’s anxiety, having multiple children in 

the household experiencing mental health problems also places a strain on parents. Although this 

is speculative, it may be that the greater amount of household children experiencing anxiety, the 

greater the chance that a parent may withdraw due to parental strain. 

 As programs such as ACE require parents to act as the therapist for their child, the mental 

health of the parent may impact drop-out rates. While research has found that a parents’ 

psychopathology can increase the chance that a parent will recognize a mental health problem in 

their child, previous studies have focused more on the parents’ help-seeking abilities to this 

respect than their performance in mental health programs (Zwaanswijk et al., 2003). Although 

the literature does not examine this directly, there is reason to believe that a parent with more 

severe mental health symptoms of their own (i.e. depression, anxiety, and stress), may be less 

likely to complete a parent-facilitated ICBT for their child as parents experiencing mental health 

difficulties may lack the emotional resources needed to succeed in such a program. 
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 Furthermore, a parent’s confidence in their own ability to assist their child with managing 

their anxiety as well as their confidence in this type of program may influence their participation 

in a parent-facilitated program. Previous research has found that parents who exhibit high levels 

of self-efficacy display greater levels of engagement in parent-administered intervention 

programs (Meischke et al., 2011). In a parent-facilitated ICBT program such as ACE, a parents’ 

confidence in their ability to divulge the information and skills from the ICBT program to their 

child while managing their child’s anxiety symptoms may be particularly relevant. In addition, a 

parents’ confidence in a particular type of treatment program may hinder their overall success. 

Parent-facilitated ICBT programs are a relatively new mode of treatment, and an uncertainty in 

their effectiveness could create an obstacle and result in higher levels of participant withdrawal 

(Bussing, Zima, Gary, & Garvan, 2003). 

Another relevant factor is that parents’ belief about their child’s anxiety and relative 

symptoms may influence their motivation throughout their treatment program. While the review 

by Cook (2014) showed no differences between program completers and non-completers in 

terms of parental beliefs about anxiety, parents from this particular study were excluded if they 

indicated any previous anxiety diagnoses themselves. In the current study, parents were not 

excluded from ACE for any previous diagnoses in an aim to investigate whether parents with 

mental health concerns are able to succeed in in this kind of ICBT program. According to 

Ollendick and Benoit (2012), parental factors such as parental anxiety and parental information 

processing biases were influential in understanding childhood anxiety in an effort to disseminate 

treatment. Therefore, there is reason to believe that more research is needed to determine the role 

of parental beliefs about anxiety in parent-administered ICBT. 
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Child Factors 

In regards to child factors, it may be that children who exhibit more severe symptoms of 

mental health problems (e.g. anxiety) either directly or indirectly influence their parents’ 

participation in therapist-guided programs. Zwaanswijk et al. (2003) found that parents were 

more likely to recognize mental health problems in their children when symptoms were more 

severe and persistent. This finding may correlate to parents whose children have more severe 

anxiety being more likely to complete a parent-facilitated ICBT program, however there is 

currently limited literature in this field.  

Program Factors 

In addition to parent and child factors, there is reason to believe that aspects of the 

parent-facilitated ICBT program itself have a direct influence on a parents’ program success. As 

described by Perski, Blandford, West, & Michie (2017), support features such as therapist 

contact via e-mail and telephone calls have been found to positively influence engagement. E-

mail contact specifically allows participants to access therapist guidance with very little 

restrictions, such as location or time. Similarly, online programs such as ACE allow participants 

to login to the treatment program at their leisure, creating a drastic increase to accessibility when 

compared to traditional face-to-face treatment programs. 

Furthermore, there is finite research concerning engagement levels in parent-facilitated 

ICBT trials. Abbott, Klein, and Ciechomski (2008) note that the removal of face-to-face contact 

in ICBT trials may reduce engagement of participants in the program, and when combined with 

the task that parents must act as the therapist for their children in implementing these CBT 

mechanisms, it could make it challenging for parents to complete their treatment programs, and 

may constitute a factor in withdrawal from ICBT. However, it is not known whether it is the 
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engagement (or lack thereof) that contributes to withdrawal specifically, or other factors 

associated with the parents, the children, or the program itself. 

Purpose of the Study 

Despite the extensive literature examining childhood anxiety and various treatments 

including CBT and ICBT, there is very little research on parent-facilitated ICBT, and virtually no 

research investigating the various factors affiliated with withdrawal from those parent-facilitated 

ICBT programs. This study looks to fill in the gaps in the literature, and examine the relevant 

parent, child, and program based factors that are affiliated with withdrawal from a parent-

facilitated ICBT program. In this study, we compare parent, child, and program based factors in 

parents who have completed the ACE program (completers) to parents who have withdrawn from 

the ACE program (non-completers). More specifically, we examine parent demographics, parent 

mental health, parent confidence in managing their child’s anxiety and in the ACE program, the 

number of children in the household experiencing anxiety, and parent beliefs about anxiety. We 

also examine the child factor of anxiety, and parents’ engagement in the program through the 

number of messages they send to their therapists and the number of times they access the 

program. 

Method 

Participants 

 A total of 36 parents participated in this study, with 19 parents completing the program 

and 17 parents withdrawing from the program. The vast majority of participants were mothers (N 

= 32), while all male participants (N = 4) were non-completers. There was no significant 

difference between the two groups in regards to age, employment, income, or ethnicity. The 

majority of participants reported being “White or Caucasian” (91.7%) and reported living in an 
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urban residence (77.8%). Children in both groups were similar in terms of sex, age, and 

ethnicity. 

Procedure 

This study was granted ethics approval by the University of Regina Research Ethics 

Board (see Appendix A). Participants in this study consist of a pool of parents who have either 

completed or withdrawn from the parent-facilitated, online intervention program ACE. These 

participants were originally recruited to the ACE program through intake workers in the 

Saskatchewan Health Authority (SHA), which functions on the mandate to provide services and 

programming that addresses various mental health concerns of children, youth, and their 

families. Inclusion criteria required participants to be able to read and respond in English, have 

regular access to the internet, and have a child between the ages of 7 and 12 who experiences 

anxiety. Eligible parents completed a telephone screen interview, where they were asked a series 

of demographic questions about themselves and their children, as well questions regarding their 

suitability for participating in the ACE treatment program. Following their acceptance to the 

program, parents completed baseline questionnaires before beginning the program and after 

completing their first module. 

Measures 

Parent Factors 

Initial telephone screening questions for ACE involved Parent Demographics questions 

(see Appendix B), in which participants reported on their age, gender, ethnicity, employment 

status, education, marital status, and family income. They also reported whether their residence 

was in a rural or urban community, the total number of children in their household and how 

many of those children have anxiety. The Depression Anxiety Stress Scales (DASS-21; 
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Lovibond & Lovibond, 1995; see Appendix C) was administrated prior to beginning module 1 of 

ACE. The DASS-21 is a self-report measure that asks participants to rate how often each item 

has applied to them over the course of the previous week on a 4-point Likert scale ranging from 

0 (does not apply to me at all) to 3 (applied to me very much or most of the time). Items from this 

questionnaire are totaled and multiplied by 2 to create scores for the three subscales of 

Depression, Anxiety, and Stress, with scores for each subscale ranging from 0 to 42. The total 

DASS-21 score is calculated as a sum of the three subscales. The DASS-21 has been found to 

have strong concurrent and convergent validity, in addition to a strong internal consistency for 

each of the three subscales (Henry & Crawford, 2005). Scores from each of the three subscales, 

as well as the total DASS-21 score, were summed and analyzed. An individual’s level of 

depression, anxiety, and stress were determined based on their score in each subscale. For 

depression, the standards were normal (0-9 points), mild (10-13 points), moderate (14-20 points), 

severe (21-27 points), and extremely severe (28+ points). For anxiety, the criteria were normal 

(0-7 points), mild (8-9 points), moderate (10-14 points), severe (15-19 points), and extremely 

severe (20+ points). For stress, the standards were normal (0-14 points), mild (15-18 points), 

moderate (19-25 points), severe (26-33 points), and extremely severe (34+ points) (Lovibond and 

Lovibond, 1995).  

 To assess parent confidence in managing their child’s anxiety, parents completed the 

Parenting Confidence Questionnaire (PCQ; Walker, 2016; see Appendix D)) prior to beginning 

module 1. The PCQ is a measure of parents’ confidence in their ability to help their child manage 

their anxiety. The self-report measure asks participants to rate their level of agreement with each 

item on a 5-point Likert scale ranging from 1 (not at all) to 5 (strongly). Six of these items are 

reverse scored, and all items are summed to create a total score ranging from 0 to 56, where a 
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higher score indicates a higher level of confidence. There is no published psychometric 

information available for this measure. 

To assess parents’ beliefs about anxiety, parents completed the Parental Beliefs about 

Anxiety Questionnaire (PBA-Q; Francis & Chorpita, 2010; see Appendix E) prior to beginning 

module 1. This parent-report measure asks participants to rate 17 items regarding their beliefs 

about their child’s anxiety on a 4-point Likert scale ranging from 0 (strongly disagree) to 3 

(strongly agree).  Two of these items are reverse scored, and all items are summed to create a 

total score ranging from 0 to 51. The PBA-Q has demonstrated concurrent validity, exceptional 

internal consistency, and statistically significant positive correlations with both parent and child 

measures of anxiety (Francis & Chorpita, 2010).  

 To assess parents’ perception s of the credibility of the treatment being offered, parents 

completed the Credibility Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000; see 

Appendix F) following the completion of module 1. For the purpose of ACE, the wording used in 

the CEQ was modified to assess parents’ beliefs about their child’s symptoms and treatment 

(e.g., “your child’s symptoms” rather than “your symptoms”). This 6-item questionnaire consists 

of two sets of questions. The first set asks three questions examining perceptions of treatment 

credibility, and the second set asks three questions examining perceptions of treatment 

expectancy. Four questions are ranked on a 9-point Likert scale ranging from 1 (not at all) to 9 

(very much), with the remaining two questions rated on an 11-point scale from 0 (no 

improvement) to 100% (much improvement), with the sum of all scores totalled for a final score 

ranging from 4 to 58. The CEQ has demonstrated high internal consistency and good test-retest 

reliability, and is frequently used in ICBT studies involving adults (Devilly & Borkovec, 2000; 

Jones, Hadjistavropoulous, & Soucy, 2016). 
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Child Factors 

The Child Demographics questions reported on gender, age, and, school grade level (see 

Appendix B). Children’s anxiety levels were measured through the completion of the Spence 

Child Anxiety Scale – Parent Report (SCAS-P; Spence, 1998; see Appendix G) prior to 

beginning module 1.This self-report measure consists of 44 items where parents rate the 

frequency that their child experiences various symptoms on a 4-point Likert scale, ranging from 

0 (never) to 3 (always). Items are summed to create a total score, ranging from 1 to 132. The 

SCAS-P has demonstrated strong validity and reliability, and has been used in numerous studies 

to investigate the efficacy of child oriented CBT programs for anxiety (Thirlwall et al., 2013).  

Program Factors 

In order to determine parental engagement in the program, data was obtained on the total 

number of times each participant logged in to the program, as well as the number of times each 

participant messaged their online therapist. This measure of engagement was calculated by 

totaling the total number of times each individual participant messaged their online therapist and 

dividing the total by the number of modules they completed.  

Results 

Data Analyses 

Descriptive analyses were conducted on all study variables. Frequencies for parent and 

child demographic factors can be found in Table 1. Means and standard deviations for parent, 

child, and program factors can be found in Table 2. A series of independent sample t-tests (see 

Table 3) and chi-square analyses were performed to determine if the completer and the non-

completer groups differed in scores for the various parent, child, and program factor variables. 
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Table 1 

Demographic information for completers (N = 17) and non-completers (N = 19) 

 
Completers Non-Completers 

Variable N % N % 
Age     

30-39 8 47.1 5 26.3 
40-49 9 52.9 10 52.6 
50-59 -- -- 4 21.1 

Gender     
Female 17 100 15 78.9 
Male -- -- 4 21.1 

Ethnicity     White or Caucasian 16 94.1 17 89.5 
Arab -- -- 1 5.3 
Indigenous, First    

            Nations, or Metis -- -- 1 5.3 

Asian 1 5.9 -- -- 
Black or African -- -- -- -- 

Employment Status     
Full time 11 64.7 15 78.9 
Part time 4 23.5 2 10.5 
Student 1 5.9   
Not employed 1 5.9 2 10.5 

Education     
Graduate degree 5 29.4 2 10.5 
Bachelor's degree 7 41.2 4 21.1 
College, trade school,  
or vocational diploma 3 17.6 6 31.6 

Some postsecondary, 
 no diploma -- -- 1 5.3 

High school diploma  
or equivalent 2 11.8 4 21.1 

Less than high school  
diploma -- -- 2 10.5 

Marital Status     
Married 16 94.1 15 78.9 
Divorced   1 5.3 
Widowed   1 5.3 
Single 1 5.9 2 10.5 
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Completers Non-Completers 

Variable N % N % 
Family Income     

Over 100,000 9 52.9 7 36.8 
80,000-100,000 3 17.6 4 21.1 
60,000-80,000 1 5.9 4 21.1 
40,000-60,000 3 17.6 -- -- 
20,000-40,000 1 5.9 2 10.5 
Under 20,000 -- -- 2 10.5 

Location     
Rural 5 29.4 3 15.8 
Urban 12 70.6 16 84.2 

Number of children in 
household     

1 3 17.6 3 15.8 
2 10 58.8 9 47.4 
3 2 11.8 4 21.1 
4 2 11.8 3 15.8 

Number of children in 
household with anxiety     

1 14 82.4 12 63.2 
2 3 17.6 5 26.3 
3 -- -- 1 5.3 
4 -- -- 1 5.3 

Child age     
 7-8 5 29.4 2 10.6 
 9-10 6 35.2 11 57.9 
 11-12 6 35.3 6 31.6 

Child gender     
Female 11 64.7 10 52.6 
Male 6 35.3 9 47.4 

Child ethnicity     
White or Caucasian 14 82.4 17 89.5 
Arab -- -- 1 5.3 
Indigenous, First  
Nations, or Metis 1 5.9 1 5.3 

Asian 1 5.9 -- -- 
Black or African 1 5.9 -- -- 
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Table 2 

Means and standard deviations of parent, child, and program factors 

  Completers Non-completers 
Variable M SD M SD 
DASS-21 Total 23.18 23.61 26.33 22.22 
DASS-21 Stress 11.88 9.45 12.82 9.93 
DASS-21 Anxiety 5.88 7.23 7.41 9.48 
DASS-21 
Depression 

5.41 7.90 6.94 6.60 

PCQ 26.29 7.90 26.47 7.71 
PBA-Q 27.58 7.88 23.69 7.99 
CEQ 
Number of 
household children 
with anxiety 
SCAS-P 

18.18 
1.18 

 
 

40.76 

5.56 
0.39 

 
 

16.77 

17.92 
1.53 

 
 

35.61 

5.81 
0.84 

 
 

12.00 
Messages sent per 
module completed 
Total number of 
logins 

1.70 
 

25.53 

1.28 
 

9.85 

0.82 
 

9.58 

1.12 
 

6.30 
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Table 3 

Independent t-test’s comparing completer and non-completer’s for parent, child, and program 

factors 

Variable t df p SE 

DASS-21 Total -0.41 33 0.62 7.75 
DASS-21 Stress -0.21 33 0.29 3.24 
DASS-21 Anxiety -0.39 33 0.21 2.84 
DASS-21 Depression -0.56 33 1.00 2.43 
PCQ -0.04 33 0.84 2.60 
PBA-Q 1.33 24 0.64 3.06 
CEQ 0.12 28 0.89 2.05 
Number of household children 
with anxiety 

-1.57 34 0.01 0.22 

SCAS-P 1.05 33 0.40 4.91 
Messages sent per module 
completed 

1.77 32 0.36 0.49 

Total number of logins 5.85 34 0.04 2.73 
Parent age 
Parent education 

0.42 
2.37 

34 
34 

0.67 
0.02 

2.10 
0.48 
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Parent Factors 

A chi-square test of independence showed that there was no significant association 

between gender and completion of ACE, x2 (1, N = 36) = 2.9, p = 0.87. There was also no 

significant association found between completion of ACE and urban or rural residence, x2 (1, N = 

36) = 0.96, p = 0.33. While there was no significant difference between completers and non-

completers with regard to parent age (t(34) = 0.42, p = 0.67, SE = 2.10), results show that parents 

who completed the program reported significantly higher levels of education, t(34) = 2.37, p = 

0.02, SE = 0.48. The independent samples t-test (see Table 3) indicated that the number of 

household children with anxiety was significantly greater for non-completers (M = 1.53, SD = 

0.84) than for completers (M = 1.18, SD = 0.39), t(34) = 1.57, p < .01, SE = 0.22. 

Overall, parents in the completer and non-completer groups reported mild levels of stress, 

anxiety, and depression (see Table 2; Lovibond & Lovibond, 1995) with no significant 

differences in DASS-21 total scores between the two groups, t(33) = 0.41, p = 0.62, SE = 7.75. 

Parents from both completer (M = 26.29, SD = 7.90) and non-completer groups (M = 26.47, SD 

= 7.71) also reported similar confidence in their ability to help their child manage their anxiety, 

as well as similar beliefs towards their child’s experience of anxiety (M = 27.58, SD = 7.88; M = 

23.69, SD = 7.99, respectively), with no significant difference between groups for either the PCQ 

or PBA-Q (see Table 3). Both completer (M = 18.18, SD = 5.56) and non-completer groups (M = 

17.92, SD = 5.81) reported similar levels of confidence in the ACE treatment program, with no 

significant difference between the two groups, t(28) = 0.12, p = 0.89, SE = 2.05.  

Child Factors 

SCAS-P scores did not vary significantly between the parents who completed the 

program (M = 40.76, SD = 16.77) and those who withdrew (M = 35.61, SD = 12.00), t(33) = 
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1.05, p = 0.40, SE = 4.91, indicating that the children of completers were not more anxious than  

the children of non-completers. 

Program Factors 

 Significant differences were found with regards to the total number of logins made to 

ACE, specifically that completers (M = 25.53, SD = 9.85) had a significantly greater number of 

logins than non-completers (M = 9.58, SD = 6.30), t(34) = 5.85, p = 0.04, SE = 2.73. However, 

results from analyses also indicated that parents from the completer group (M = 1.70, SD = 1.28) 

did not send more messages to their online therapists than the non-completer group (M = 0.82, 

SD = 1.12; M = 9.58, SD = 6.30),  t(32) = 1.77, p = 0.36, SE = 0.49.  

Discussion 

 Previous studies have shown that parent-facilitated ICBT is a promising new realm for 

more accessible CBT treatments for children, however there is virtually no research concerning 

the various factors that result in withdrawal from these programs (Rooksby et al., 2015). The 

current study’s goal was to investigate the gaps in the literature by examining the parent, child, 

and program based factors affiliated with withdrawal from a parent-facilitated ICBT program. As 

one of the first of its kind, the ACE program presents an opportunity to divulge areas of an 

internet based CBT program that may reduce or inhibit varying demographics of the public from 

the potential benefits. 

Parent Factors 

In this study, nearly 89% of participants were mothers. This is consistent with the 

previous literature, which found that mothers are more likely to seek mental health treatment for 

their children than fathers (Czuchta & McCay, 2001).  Interestingly, of the few fathers who 

began ACE, none completed the treatment program in full. As this result is derived from a small 
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sample size, it is important to investigate this finding further as it may be reflective of program 

factors related to program withdrawal. In addition, this study did not have any male on-line 

coaches, and it may be that fathers connect more with male coaches than with female ones 

(Pihlaja et al., 2018). Further research in this line of investigation for ICBT programs specifically 

would be required to determine if there exists a difference in therapeutic alliance between 

different genders. 

Past research has shown that older participants are more willing to participate in anxiety 

treatment programs (March et al., 2018). The present study found no significant difference 

between completers and non-completers with regards to parent age, indicating that once a person 

decides to participate in a mental health program, age does not seem to impact their rate of 

completion. Our findings highlight the importance of further investigation into the role of parent 

age in parent-facilitated ICBT participation. In concordance with the previous literature, results 

from this study indicate that parents who completed the program reported significantly greater 

levels of education than those who withdrew. Steele, Dewa, Lin, & Lee (2007) suggested that 

parents with a higher education show a greater desire to participate in mental health treatment 

programs. It could be possible that these parents are more likely to be familiar with technology, 

making the delivery style of ICBT easier to conform to. 

Overall, parents in our study were reporting mild levels of stress, anxiety, and depression. 

Due to the small sample size of this study, it is possible that there is not enough variance in this 

sample to accurately investigate the role of parent mental health on program withdrawal. While 

our findings do not indicate a difference in parent mental health between completers and non-

completers, it is important to note that parent mental health may play an important role in 

whether a parent decides to participate in a parent-facilitated ICBT program in the first place.  
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One of the perceived strengths of ICBT programs is their ability to be disseminated at the 

location and time of the participant’s choosing. Jolstedt et al. (2018) found that anxiety programs 

were distinctly limited in rural communities, and that ICBT could increase the accessibility of 

treatment for children with anxiety in rural communities. Interestingly, our study found no 

significant difference between completers and non-completers with regards to urban or rural 

locations, and despite the proposed appeal to those in rural communities the majority of our 

participants resided in urban locations. While these findings could be the result of a small sample 

size and the form of recruitment (i.e. SHA), this line of investigation would serve to enhance 

recruitment strategies to ensure that participants from rural communities are informed of these 

programs, as accessibility of treatment dissemination has no benefit if participants are unable to 

register for the treatment to start with. 

Furthermore, there were no significant differences between the two groups in regards to 

parental confidence in their ability to manage their child’s anxiety symptoms, parental beliefs 

about anxiety itself, or parental confidence in the program as a whole. Overall, both completers 

and non-completers reported similar scores on average for these three measures. These findings 

are similar to those found by Cook (2014), in that there was no difference between treatment 

completers and non-completers in terms of parental cognitions towards anxiety and their attrition 

to the program. This emphasizes that a parent’s confidence and beliefs prior to participation in a 

parent-facilitated ICBT program may not be influential to the parents success in the program. 

Furthermore, we found that a parent with a greater number of household children with 

anxiety is more likely to withdraw from parent-facilitated ICBT. Managing multiple children 

with anxiety creates a burden that would not exist for a parent with only one child experiencing 

anxiety symptoms, increasing parental strain throughout the program. As reviewed by Alegria 
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and colleagues (2004), parents experiencing a burden due to the severity of their child’s 

symptoms are less likely to participate in mental health programs. Our findings indicate that 

parents handling a greater number of children with anxiety are less likely to succeed in an ICBT 

program.  

Child Factors 

 Past research has found that parents are more likely to recognize mental health problems 

in their children when symptoms are more severe and persistent (Zwaanswijk et al., 2003). 

Within our sample, both completers and non-completers reported that their children had similar 

levels of anxiety. This discrepancy highlights that while the degree of a child’s anxiety 

symptoms may influence whether or not a parent seeks out treatment, it might have less of an 

impact on the completion of the program. Obtaining qualitative feedback from parents regarding 

the severity of their children’s anxiety and its impact on their success in the program would 

further this line of investigation.  

Program Factors 

While participation in any CBT program requires a level of engagement, research has 

shown that the removal of face-to-face contact may reduce participant engagement in ICBT 

programs (Abbot et al., 2007). Although there was no official engagement measure obtained 

from participants prior to starting the ACE program, the number of messages a parent sent to 

their online therapist can be viewed as a level of engagement within the program. We found that 

there was no significant difference in the number of messages sent between completers and non-

completers. This indicates that engagement through therapist contact may not be a necessary 

component for all participants to succeed in a parent-facilitated ICBT program. However, this 
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may also indicate that the number of emails sent by the participant is not a good measure of 

engagement for this program.  

As internet delivered CBT programs rely on participants accessing the program on their 

own terms, many programs can experience high rates of withdrawal and non-completers due to 

participants either forgetting or not wanting to log in to the platform. In the study conducted by 

Jolstedt et al. (2018), the majority of participants only completed half of the program modules 

and many reported a lack of desire to login to the program and complete the various 

questionnaires. Based on this study’s findings, participants who do not log in to their parent-

facilitated ICBT program as frequently are less likely to complete the program. It is important to 

note that these findings may be related to the simple fact that completing a program requires one 

to log in more times than if one were not to complete said program. With this in mind, the ACE 

program allows participants to complete the modules at their own pace, but encourages aiming to 

complete one module a week (Loutzenhiser & Hadjistavropoulos, 2018). As findings from this 

study suggest that logging in to the program more often results in greater likelihood of 

completion, it may be possible that maintaining a frequent schedule and a program format that 

encourages participants to log in more often could aide in program completion. 

Limitations  

While this study highlights several key findings and suggestions regarding parent 

participation and withdrawal from ACE, there are several limitations that should be considered. 

First and foremost, the small number of participants involved in this study (N  = 36) limits the 

generalizability of the findings. Although recruitment measures reached out to various 

communities, the sample was relatively uniform with regards to sex, ethnicity, and age. It is 

possible that this sample size also contributed to limited variance between completers and non-
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completers. Considering this study primarily examined non-completers, a large sample size may 

not be feasible for future related research. However, growing research in this field may acquire a 

greater number of resources and interested participants, allowing for a greater number of 

participants in future studies.  

Future Directions 

Childhood anxiety is one of the most prevalent and concerning mental health issues in 

Canadian children, and poses serious short term and long term consequences for both the child 

and the Canadian healthcare system overall. While CBT has been shown to be an effective 

treatment method, barriers such as distance and time render many families unable to access it. 

The development of a parent-facilitated ICBT program was thought to be beneficial to a 

multitude of families, and while many parents did experience success in the ACE program, 

results from this study also indicate that the program saw high frequencies of withdrawal.  

This study highlights several factors that may act as predictors of program withdrawal. 

Specifically, findings show significant differences between completers and non-completers in 

that completers had significantly higher levels of education and number of program logins, 

whereas non-completers had significantly more household children experiencing anxiety. As 

previously mentioned, this study highlights several lines of investigation for future research to 

investigate these withdrawal factors further, such as further research regarding any influence on 

gender towards treatment completion and investigating the abilities of rural participants to sign 

up for ICBT.  

Research into parent-facilitated ICBT stands to improve, disseminate, and develop more 

accessible, cost effective treatment alternatives to a growing need in the population. 

Understanding and identifying common factors related to drop out could assist in the tailoring of 
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these programs to ensure better treatment outcomes overall. Furthermore, findings related to 

parent-facilitated ICBT will aid clinicians in their use in practice, as well as inform researchers 

on whether clients are able to use, adhere to, and complete a parent facilitated intervention 

program. The findings from this study may contribute to the development of a cost-effective and 

accessible treatment option for childhood anxiety. For example, findings from this study indicate 

that households with a greater number of children experiencing anxiety are more likely to 

withdraw from a parent-facilitated ICBT program. Using these findings, researchers can adapt 

their exclusion criteria to increase the experiences and success of their treatment program 

participants. Furthermore, results indicate that participants may benefit from maintaining a 

stricter schedule with their program to increase program logins, which would modify how 

current ICBT programs are delivered. While findings from this study provide a foundation of 

common withdrawal elements from parent-facilitated ICBT programs, further research is needed 

to ensure the validity and reliability of these findings and implement them in future programs.  
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Appendix B 
 

Telephone Screening Questions 
 

Ability to deliver the program 
 

1. Would you be willing and able to deliver this treatment program to your child? 
2. Do you have reliable Internet access and computer access? 
3. Do you have at least 1 hour a week for the next 9 weeks to provide this program to your 

child? 

Parent Demographics: 
 

1. How old are you? 
2. What gender do you identify with? 
3. What is your ethnicity? 
4. Are you currently employed? Full time/part time? 
5. What is the highest level of education that you have completed? 
6. What is your marital status? <if partnered> what is your partner’s gender? 
7. Is your total family income below $20,000 a year, between $20,000 and $40,000 a year, 

between $40,000 and $60,000, between $60,000 and $80,000, between $80,000 and 
$100,000, or above $100,000? 

8. What town do you live in? Is your community rural or urban? 
9. How many children do you have? How many of them experience anxiety? <if more than 

one> Which child will you focus on for your responses within this research project? 

Child Demographics: 
 

1. What is the custody arrangement with your child? 
2. What is your child’s gender? 
3. How old is your child (years, months)? 
4. What grade is your child in? 
5. What is your child’s ethnic background? 
6. Is your child currently receiving any treatments or mental health services (probe for 

alternative health services, medications)? 
7. Does your child have any medical concerns or diagnoses? 
8. Do you have any concerns about your child’s sleep? 
9. Do you have any concerns about your child’s appetite? 
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Suitability for the program 
 

1. On a scale of 1 to 10, with 1 being not at all concerned and 10 being extremely 
concerned, how concerned are you about your child’s anxiety? 

2. Is your child currently receiving regular face-to-face treatment for their anxiety?  
3. Is your child able to communicate verbally effectively with you? 
4. Is your child able to verbally identify and describe their emotions? 
5. Can your child describe a fear or worry? 
6. Is your child able to answer “what if” questions? 
7. Is your child able to understand and follow instructions that you provide to them? 
8. <description of activities in the program>. Does that sound like something you and your 

child would be capable of doing? 
9. Has your child seen a health professional regarding suicidal thoughts? 
10. Has your child ever made a serious attempt to harm himself or herself? 
11. Does your child engage in self-harm activities? 
12. Is there any other information that would be helpful to us in understanding your child? 
13. <explanation of program> Do you have any questions? 

Feasibility Questions 
 

1. On a scale of 1 to 10, with 1 being Not At All and 10 being Absolutely, how confident are 
you that you will be able to find the time to provide this intervention for your child? 

2. On a scale of 1 to 10, with 1 being Not At All and 10 being Absolutely, how confident are 
you that you will be able to implement this intervention for your child? 

3. On a scale of 1 to 10, with 1 being Not At All and 10 being Absolutely, how concerned 
are you about obstacles that might get in the way of implementing this intervention for 
your child? 

4. What obstacles do you foresee as getting in the way of implementing this intervention 
for your child? 
 

Provide parent with log-in information 
 

1. What is your email address? 
2. CONTACT INFORMATION 
3. We require a contact within your community that we can contact if a problem arises or 

if we are concerned about you or your child’s wellbeing. Does your child have a care 
worker that we contact in case of an emergency (if not, probe for doctor, etc)? 
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Appendix C 

Depression Anxiety Stress Scales: 21 Items 

 
 
 



37 
UNDERSTANDING WITHDRAWAL FROM ICBT 

Appendix D 

Parenting Confidence Questionnaire 
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Appendix E 

Parental Beliefs about Anxiety Questionnaire 
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Appendix F 

Credibility/Expectancy Questionnaire 

We would like you to indicate below how much you believe, right now, that this therapy 
program would help to reduce your child's anxiety. Belief usually has two aspects to it: (1) what 
one thinks will happen and (2) what one feels will happen. Sometimes these are similar; 
sometimes they are different. Please answer the questions below. In the first set, answer in terms 
of what you think. In the second set, answer in terms of what you really and truly feel. 
 
Set 1 
 

1. At this point, how logical does the treatment offered seem? 
 
Not at all   Somewhat   Very 

  logical    logical    logical  
1    2    3    4    5    6    7   8   9 
 
 

2. At this point, how successful do you think this treatment would be in reducing your 
child’s anxiety symptoms? 

 
Not at all   Somewhat   Very 

  useful    useful    useful  
1    2    3    4    5    6    7   8   9 

 
3. How confident would you be in recommending this treatment to a friend whose child 

experiences similar anxiety problems? 
 
Not at all   Somewhat   Very 
confident   confident   confident 
1    2    3    4    5    6    7   8   9 

 
 

4. By the end of the therapy period, how much improvement in your child’s anxiety 
symptoms do you think would occur? 
 
10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

 
Set 2 
 
For this set, close your eyes for a few moments, and try to identify what you feel about the 
therapy and its likely success. Then answer the following questions. 
 

1. At this point, how much do you feel that treatment would help you to reduce your child’s 
anxiety symptoms? 
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Not at all         Somewhat               Very much  
1    2    3    4    5    6    7   8   9 

 
2. By the end of the treatment period, how much improvement in your child’s anxiety 

symptoms do you feel would occur? 
 
10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
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Appendix G 

Spence Child Anxiety Scales—Parent Report 
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