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Abstract Examine whether children with a primary
diagnosis of generalized anxiety disorder (GAD) differ
from children with a secondary diagnosis of GAD on
clinician, parent, teacher, and youth-report measures.
Based on consensus diagnoses, 64 youth referred to a
general outpatient assessment clinic were categorized as
having either a primary or secondary diagnosis of GAD. A
semi-structured diagnostic interview was used to guide
diagnostic decisions and assign primary versus secondary
diagnostic status. We predicted that youth with a primary
GAD diagnosis would present with greater anxiety symp-
tomatology and symptom impairment on a variety of
anxiety-related measures than youth with a secondary GAD
diagnosis. Contrary to our hypotheses, no differences were
found between those with primary versus secondary GAD
diagnoses on measures of symptom severity and clinical
impairment, comorbid diagnoses, or youth and teacher-re-
port measures. Our findings have potential implications for
the current practice of requiring primary anxiety diagnostic
status as an inclusion criterion in clinical research and
treatment outcome studies. Assuming our findings are
confirmed in larger samples and with other anxiety disor-
ders, future clinical trials and basic psychopathology
research might not exclude youth based on absence of a
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particular anxiety disorder as the primary disorder but
rather include individuals for whom that anxiety disorder is
secondary as well.

Keywords Primary - Principal - Diagnosis - Child -
Anxiety
Introduction

As noted in the Diagnostic and Statistical Manual [1, 2],
when more than one diagnosis for an individual is given in
an inpatient or outpatient setting, the principal (hereafter
referred to as “primary”) diagnosis is generally defined as
the “reason for visit.” However, the reason for visit may
not be totally clear, especially in outpatient assessment
clinics and non-specialty clinics where children and ado-
lescents are referred for broadly-defined academic,
behavioral, and emotional problems such as not doing well
in school, being easily upset, and not getting along well
with others [3]. Problems such as these can be due to a
variety of reasons. For example, poor school performance
might be due to family disruption, bullying, a traumatic
event, lower intellectual ability, a learning disability,
attention-deficit/hyperactivity disorder, an anxiety disorder,
or a mood disorder, among others. Poor school perfor-
mance as the reason for referral is evident, but what are the
diagnoses associated with this problem? In such cases, the
child frequently presents with multiple disorders, and
sorting out which diagnosis is primary and which is sec-
ondary can be difficult. To assist in this process, First [4]
suggests that the clinician first rule out whether the pre-
senting symptoms arise from factors such as malingering,
substance use/abuse, or general medical conditions.
Assuming such factors are not present, First then provides a
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set of decision trees and tables to help one determine the
specific diagnoses that are present and which diagnosis is
likely the primary one that should be targeted or prioritized
for treatment. With this approach, the primary diagnosis is
the one that the clinician determines to be most severe or
impairing [5].

While guidelines recommended by First [4] are often
utilized in clinical settings, there has been variability in
how clinical research studies have defined the primary
diagnosis. For example, some treatment outcome studies
have assigned only one diagnosis as primary and excluded
youth from further participation who do not have this pri-
mary disorder, whereas other studies have assigned multi-
ple diagnoses as co-primary (all having equal severity/
impairment) and included such youth. A recent example of
the latter approach is the Child—Adolescent Anxiety Mul-
timodal Study [6] in which 78.7 % of the youth were
diagnosed with two or more co-primary anxiety disorders,
defined as GAD, social anxiety disorder (SAD), and sep-
aration anxiety disorder (SEP). Indeed, of the 488 youth,
175 (35.9 %) received all three anxiety disorders as co-
primary and an additional 209 (42.8 %) received at least
two of these anxiety disorders as co-primary. Examples of
the former approach include several child-focused anxiety
treatment studies [7—12], which have included only youth
with single disorders such as GAD or SAD. These same
decision making rules have been extended to basic psy-
chopathology research where investigators have examined
only children with a single primary anxiety diagnosis [13—
15] and excluded others from study. The degree to which
these two sample ascertainment methods result in samples
that differ in severity or other important indicators is pre-
sently unknown. We are unaware of research demonstrat-
ing that those with primary diagnoses of any one anxiety
disorder are different from those with secondary diagnoses
of that same disorder in terms of etiology, functional
impairment, or response to treatment.

The present study sought to examine this issue by
determining whether children with a primary anxiety dis-
order of GAD differed from children with a secondary
anxiety disorder of GAD on clinician, parent, teacher, and
youth-report measures. We addressed this issue by identi-
fying groups of children referred for a psychoeducational
assessment at an outpatient assessment clinic. We chose to
focus on GAD, since Walkup et al. [6] found this disorder
to be the most common among treatment-seeking youth,
and it was the most common anxiety disorder in our sample
of clinically referred youth. The GAD Primary group
included only youth with GAD as the primary diagnosis
whereas the GAD Secondary group included youth with a
variety of other non-anxiety diagnoses as primary but GAD
as the secondary diagnosis. Primary diagnoses varied
considerably in this latter group (see below). We predicted
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that youth with a primary GAD diagnosis would present
with greater anxiety symptomatology and symptom
impairment on a variety of anxiety-related measures than
youth with a secondary GAD diagnosis.

Methods

Youth were referred by local schools, pediatricians, and
mental health professionals for an Institutional Review
Board-approved psychoeducational evaluation. The evalu-
ation was conducted at an outpatient clinic that offers
evaluations for a range of presenting problems. Youth and
their parent(s) were interviewed and administered self-re-
port measures separately by two clinicians. The Anxiety
Disorders Interview Schedule for DSM-1V, Child and Par-
ent Versions [14] was administered during the first session
to inform diagnoses. Trained-to-criterion graduate students
in an APA-approved doctoral program in clinical psy-
chology conducted the ADIS-C/P interviews. Training
consisted of a 3-h workshop on the ADIS-C/P, two practice
interviews with the trainer, two live observations of
administration of the ADIS-C/P with a previously trained
clinician, and two interviews conducted with the trainer in
the session with the trainee. One clinician met with the
child, while the other met with the parents. These clinicians
were unaware of information from the other informant
prior to the consensus team meeting. At the consensus team
meeting, ADIS-C/P results were presented and discrepan-
cies between the parent and child informants were dis-
cussed. Since the reason for referral varied considerably at
this clinic (see below) and consistent with the approach
taken in other clinical research studies, we assigned a
primary diagnosis based on consensus team opinion
regarding the diagnosis that appeared to be the most severe
and/or impairing. We enlisted the differential diagnosis
steps recommended by First [4] in this process. The
meeting was supervised by a licensed clinical psychologist.

Participants

Participants included 64 youth (mean age = 10.05;
SD = 2.66; range = 7-17), their primary caregiver(s), and
the child’s primary teacher. This sample consisted of all
consecutively-assessed youth with a diagnosis of GAD as
either the primary or secondary diagnosis; the sample was
drawn from a larger sample of approximately 400 youth.
Youth with primary diagnoses of autism spectrum disorder
and schizophrenia were excluded as were youth with IQs
below 80. All other referred youth were included, of whom
38 participants were male (59.4 %) and 26 were female
(40.6 %). Ethnicity was self-identified as Caucasian
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(95.3 %) and African-American (4.7 %). The majority of
the living situations involved two-parent households
(74.6 %) and biological parents (93.8 % biological mother
present; 84.1 % biological father present). Mean family
income was $50,781 (SD = $40,121). In terms of parental
education, the vast majority (71.9 % fathers; 85 % moth-
ers) completed high school or higher.

All youth in the GAD Primary group (n = 33) met
criteria for GAD as their primary diagnosis. Youth in the
GAD Secondary group (n = 31) met criteria for GAD as
their secondary diagnosis but met criteria for a number of
other primary disorders. Among the most common primary
disorders in this group were ADHD (41.94 %), learning
disorders (16.13 %), depressive disorders (9.7 %), and
oppositional defiant disorder (6.5 %). Among the most
common secondary disorders in the GAD Primary group
were ADHD (42.42 %), SAD (18.20 %), learning disorders
(15.15 %), depressive disorders (12.10 %), and opposi-
tional defiant disorder (12.10 %). Eleven of the 64 partic-
ipants (17.2 %) were taking medications for anxiety
symptomatology (e.g., SSRIs) and 9 other youth (14.1 %)
were taking medications for ADHD (e.g., stimulants). All
youth receiving medications were reported to be on stable
doses for at least 6 weeks prior to the assessment. Finally,
the most common referral questions were ‘“academic
problems” (29.7 %), “behavioral problems” (10.9 %),
“ADHD” (10.9 %), ‘“unspecified emotional problem”
(6.5 %), and “anxiety” (4.7 %). This reason for referral
was indicated by parents at the time of referral. Interest-
ingly, only 4.7 % of our sample diagnosed with GAD (as
either primary or secondary) had “anxiety” reported as the
reason for referral, although anxiety-related problems may
have been reflected in broader domains such as “academic
problems” given the linkage between anxiety and school-
related impairment [15-18].

Measures

Anxiety Disorders Interview Schedule for DSM-1V, Child
and Parent Versions [14]

The ADIS-C/P versions are semi-structured diagnostic
interviews administered separately to the parent(s) and
child. These interviews assess anxiety, mood, and other
psychiatric disorders seen in childhood and adolescence.
During the interview, the clinician assesses symptoms and
obtains frequency, intensity, duration and interference rat-
ings (i.e., how much the disorder in question has interfered
in the child’s daily life) on a nine-point scale (0 = not at
all to 8 = very, very much) and assigns a clinician severity
rating (CSR) via clinical judgment. In order to meet
diagnostic criteria, a CSR of 4 or higher (0-8) is required.
For our analyses, we utilized the composite CSR for

comparing groups on clinical severity, a measure that uses
an algorithm to combine parent and child reports of anxiety
[14].

The ADIS-C/P has shown excellent reliability in
symptom scale scores and good to excellent test-retest and
inter-rater reliability for assigning combined diagnoses [14,
19, 20]. For the current study, all interviews were video-
taped and 33 % were coded for reliability. Acceptable
levels of inter-rater agreement for video review were found
for child (x = .71) and parent (x = .77) interviews.

Global Assessment of Functioning [1]

GAF was determined based on consensus opinion among
the assessment team members. This measure of impairment
was chosen due to its established reliability and validity
[21] and applicability to overall impairment rather than just
anxiety-related symptom impairment. The GAF score
ranges from O to 100 with scores of 41-50 indicating
serious symptoms or impairment, 51-60 reflecting moder-
ate symptoms or impairment, and 61-70 reflecting mild
symptoms or impairment.

Child Behavior Checklist [22]

The CBCL is a 113-item checklist completed by parents.
Parents are asked to indicate how often the behavior
described in each item is true of their child using a three-
point scale (often/always true, sometimes true, and not
true). The reliability and validity of the CBCL/4-18 has
been well established [22]. Internal consistency was ade-
quate for the scales evaluated in this study: Externalizing
Problems (o = .90), Anxious/Depressed (oo = .76), and
Somatic Complaints (o0 = .79). Competency scales were
also examined, but internal consistency could not be cal-
culated in the current data set (i.e., item-level data for these
scales were not available). These scales have shown ade-
quate internal consistency in past research (as = .63—.69)
[22].

Multidimensional Anxiety Scale for Children [23]

The MASC is a 39-item self-report questionnaire designed
to assess a variety of anxiety dimensions. For each item,
the participant is asked to circle one of four choices (i.e.,
0 = never true, 1 = rarely true, 2 = sometimes true,
3 = often true). All 39 items are distributed across four
scales (1) Physical Symptoms, (2) Harm Avoidance, (3)
Social Anxiety, and (4) Separation Anxiety. This instru-
ment provides reliable and valid assessments of anxiety
symptoms, discriminates between important anxiety
symptoms, and is sensitive to treatment-induced changes in
symptoms [23]. Acceptable reliability and validity have
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been shown in epidemiological, school, and clinical sam-
ples [23-25]. Internal consistency was adequate in this
study: MASC Total (a0 = .93), Physical Symptoms
(¢ = .93), Harm Avoidance (o = .85), Social Anxiety
(o = .87), and Separation Anxiety (oo = .71).

Teacher Report Form [26]

The TRF is a questionnaire that includes 113 items to
which the teacher is asked to indicate if each behavior/
characteristic is often/always true, not true, or sometimes
true of the student being assessed. Test—retest reliability
over a 15-day period is .90 for the adaptive behavior scales
and .95 for the problem behavior scales [26]. Internal
consistency has been shown to be adequate for the scales
evaluated in this study: Externalizing Problems (o0 = .95),
Anxious/Depressed (o0 = .86), and Somatic Complaints
(o0 = .72) [26]. Additional scales examined that do not
allow for calculation of internal consistency (i.e., based on
single items) included the following: Academic Perfor-
mance, Working Hard, Behaving Appropriately, Learning,
and Happy.

Results

Data were analyzed for all participants who met inclusion
criteria. Missing data were generally limited for most
measures (i.e., <10 %), so listwise deletion was utilized for
most analyses as suggested by Little [27] and Allison [28].
However, missing data for the TRF were more substantial,
given that some teachers were away during the summer
holidays when several assessments were conducted. Since
listwise deletion assumes that data are missing completely
at random (MCAR), those with and without TRF data were
compared on study variables, and no differences were
found (ps > .05). For study analyses, our sample was
divided into a GAD Primary group (n = 33) and a GAD
Secondary Group (n = 31). Analyses included independent
t tests and Chi square (y°) tests to compare group fre-
quencies. Levene’s test was also used for ¢ tests. In cases
where Levene’s test was significant, we used adjusted
t tests. A power analysis revealed that we were powered to
detect large effects (d ~ .7-.9) for our analyses.

Table 1 presents group differences on our study mea-
sures. Prior to examining group differences on anxiety-
related symptomatology and impairment, we examined
differences on demographic variables and comorbid diag-
noses. Our GAD Primary and GAD Secondary groups did
not differ on age, #(62)=.71, p = .48, gender,
x*(1) = .09, p = .76, family income, #(46) = .75, p = .46,
or anxiety-related medication status (1) = .78, p = .38.
In relation to comorbidity, no differences were found
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(ps > .05) between GAD Primary and GAD Secondary
groups for the following disorders: ADHD (42.4 % vs.
50.0 %), SAD (18.2 % vs. 33.3 %), learning disorders
(12.1 % vs. 29.0 %), major depressive disorder/dysthymia
(12.1 % vs. 19.4 %), or oppositional defiant disorder
(12.10 % vs. 6.5 %).

For GAD Primary versus GAD Secondary, a series of
Holm-Bonferroni-corrected ¢ tests were utilized for the
GAD ADIS CSR, clinician-rated GAF, CBCL Anxious/
Depressed, CBCL Somatic Problems, TRF Anxious/De-
pressed, TRF Somatic Problems, and MASC anxiety fac-
tors (see Table 1). Unexpectedly, no differences were found
between groups on any of the hypothesized measures (all
ps > .05) and effect sizes were generally small (ds ranged
from O to .35).

Discussion

The current study examined differences between youth
with a primary versus secondary diagnosis of GAD using a
range of clinician, parent, teacher, and child report mea-
sures. Contrary to our hypotheses, differences were not
found between groups on measures of GAD-relevant
symptomatology, GAD symptom impairment, co-morbid
disorders, and degree of impairment. Although we were
only powered to detect large effects with the current
sample size, exploration of post hoc effect sizes revealed
that effects were in the small range, suggesting few
meaningful differences between the GAD Primary and
GAD Secondary groups on our study measures. At the
same time, our relatively small sample size yielded
somewhat large confidence intervals, suggesting the
importance of future research in this area.

Overall, our findings suggest that the primary versus
secondary diagnosis distinction, at least with respect to
GAD, may have limited utility in clinical outpatient or
research settings. Why might this be so? We speculate as
follows. First, regardless of whether the diagnosis is pri-
mary or secondary, it still meets DSM criteria, as specified
by diagnostic instruments like the ADIS-C/P [14]. Fur-
thermore, while one disorder may be considered to be
primary (and hence more severe for any one child), it does
not necessarily follow that the secondary diagnosis is not a
significant problem for that child, even though it may be
less severe or impairing. We liken this situation to a child
who has irritable bowel syndrome and juvenile diabetes.
Both disorders are present and problematic and which
disorder is designated as primary or secondary is dependent
upon a host of factors; furthermore, it might not even be
necessary to assign one or the other as primary. They both
are simply present and, as such, need to be included in case
conceptualization and treatment planning [3, 4].
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Table 1 Means, standard deviations, and between group tests for overall sample (n = 64)

Impairment GAD Primary GAD Secondary t df 4 d 95 % CI (d)
GAF 63.68 (9.84) 60.68 (8.53) 1.28 60 21 33 —.18 to .83
GAD CSR 478 (2.14) 4.43 (2.18) .64 60 .53 .16 —.34 to .66
CBCL
Activities 44.44 (7.14) 47.26 (8.79) 1.40 61 17 35 —.15t0 .85
Social 38.88 (8.73) 39.32 (8.90) .20 62 .84 .05 —.44 to .54
School 35.43 (9.08) 37.52 (9.13) .10 55 .39 23 —.49 to .55
Anx/Dep 65.61 (8.85) 67.19 (10.91) .63 62 .53 .16 —.33to .65
Somatic 63.70 (10.49) 65.39 (9.94) .66 62 Sl 17 —.33 to .66
Externalizing 60.15 (11.36) 59.61 (11.29) .19 62 .85 .05 —.44 to .54
TRF
Academics 42.57 (1.79) 45.38 (8.73) 1.10 40 .28 34 —.27 to .95
Work hard 41.23 (6.85) 41.67 (6.64) 21 41 .83 .07 —.53 to .66
Behaving 43.64 (7.87) 42.14 (7.11) .65 41 52 .20 —.40 to .80
Learning 41.00 (6.22) 43.05 (7.06) 1.00 40 .33 31 —.30 to .92
Happy 41.50 (6.03) 42.24 (6.68) .38 41 71 12 —.48 to .71
Anx/Dep 62.12 (12.74) 58.67 (9.59) .93 4451 .29 27 —.30to .83
Somatic 55.76 (7.84) 55.78 (10.22) .01 46 .99 .00 —.12to .12
Externalizing 57.92 (8.13) 58.38 (9.69) .18 47 .86 .05 —.50 to .61
MASC
Total 56.18 (15.41) 57.67 (10.79) 42 48.44 .68 11 —.42 to .64
Physical 54.75 (15.20) 55.07 (12.06) 41 53 .68 .02 —.42 to .64
Harm avoid 51.32 (14.35) 54.85 (12.13) .98 53 .33 27 —.27 to .79
Social 55.86 (14.71) 57.56 (13.09) 45 53 .65 12 —.41 to .65
Sep/panic 58.14 (15.60) 56.81 (13.27) 34 53 74 .09 —.44 to .62

Cohen (1988) recommends the following interpretation of d: small = .2, medium = .5, large = .8

Anx/Dep Anxiety/depression, CBCL Child behavior checklist, CI Confidence interval, CSR Composite clinician severity rating, GAF Global
assessment of functioning, Harm Avoid Harm avoidance, MASC Multidimensional anxiety scale for children, Sep/Panic Separation/panic, Social

Social anxiety, TRF Teacher report form

These findings may have implications for use of primary
anxiety diagnosis status as an inclusion criterion in clinical
research. Assuming our findings can be replicated in larger
samples and with other anxiety disorders, future clinical
trials and basic psychopathology studies might choose not
to exclude youth based on absence of a specific primary
anxiety diagnosis, if that diagnosis is present as a sec-
ondary diagnosis. Researchers could integrate the evalua-
tion of differences between youth with a primary versus a
secondary diagnosis into their research analytic plans. Such
a change in strategy could serve to improve subject
recruitment, increase sample sizes, and encourage the
systematic exploration of differences between youth with a
primary versus secondary diagnosis.

Although our study advances the literature on the pri-
mary versus secondary distinction, we recognize limita-
tions in our study. First, as noted, our sample was relatively
small in size and powered only to detect “large” effects in
our study analyses. Future studies with larger samples are
needed to further explore this distinction and to sort out the

implications for treatment outcomes. Furthermore, studies
should examine etiological and comorbidity differences to
determine if such differences are related to the longitudinal
course of GAD and its treatment outcomes. Second, our
sample was relatively homogeneous in terms of age, race,
ethnicity, and socio-economic status, so future studies
should seek to examine this distinction in more diverse
samples. Third, youth presented at a “generalist” clinic,
not a “specialty” research clinic. Our findings thus might
not generalize to child anxiety specialty clinics.

Summary

Overall, the current study suggests that we may need to
broaden our perspective when considering the inclusion
criteria for child anxiety research studies and consider
further whether the primary versus secondary distinction is
an important one. Based on these preliminary findings, we
suggest these distinctions may not be meaningful ones, at
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least for GAD. Furthermore, we may need to turn our
attention to underlying domains that characterize this dis-
order and other anxiety disorders as recently recommended

in

the National Institute of Mental Health (NIMH)

Research Domain Criteria (RDoC; http://www.nimh.nih.
gov/research-priorities/rdoc/index.shtml).

References

10.

. American Psychiatric Association (2000) Diagnostic and statis-

tical manual of mental disorders, fourth edition, text revision. Am
Psychiatr Pub, Washington

. American Psychiatric Association (2013) Diagnostic and statis-

tical manual of mental disorders, 5th edn. Am Psychiatr Pub,
Arlington

. McLeod BD, Jensen-Doss A, Ollendick TH (eds) (2013) Diag-

nostic and behavioral assessment in children and adolescents: a
clinical guide. Guilford Publications Inc, New York

. First MB (2014) DSM-5 handbook of differential diagnosis. Am

Psychiatr Pub, Arlington

. Rapee RM, Bogels SM, van der Sluis CM, Craske MG, Ollendick

TH (2012) Annual research review: conceptualizing functional
impairment in children and adolescents. J Child Psychol Psy-
chiatry 53:454-468

. Walkup JT, Albano AM, Piacentini J, Birmaher B, Compton SN,

Sherrill JT et al (2008) Cognitive behavioral therapy, sertraline,
or a combination in childhood anxiety. N Engl J Med 359:2753—
2766

. Kendall PC (1994) Treating anxiety disorders in children:

results of a randomized clinical trial. J Consult Clin Psychol 62:
100-110

. Kendall PC, Puliafico AC, Barmish AJ, Choudhury MS, Henin A,

Treadwell KS (2007) Assessing anxiety with the child behavior
checklist and teacher report form. J Anxiety Disord 21:1004—
1015

. Ollendick TH, Ost LG, Reuterskisld L, Costa N, Cederlund R,

Sirbu C et al (2009) One-session treatment of specific phobias in
youth: a randomized clinical trial in the United States and Swe-
den. J Consult Clin Psychol 77:504-516

Ollendick TH, Halldorsdottir T, Fraire MG, Austin KE, Noguchi
RJIP, Lewis KM et al (2015) Specific phobias in youth: a ran-
domized controlled trail comparing one-session treatment to a
parent-augmented one-session treatment. Behav Ther 46:141-
155

. Silverman WK, Kurtines WM, Ginsburg GS, Weems CF, Rabian

B, Serafini LT (1999) Contingency management, self-control,
and education support in the treatment of childhood phobic dis-
orders: a randomized clinical trial. J Consult Clin Psychol
67:675-687

@ Springer

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Wood 1], Piacentini JC, Southam-Gerow M, Chu BC, Sigman M
(2006) Family cognitive behavioral therapy for child anxiety
disorders. ] Am Acad Child Adolesc Psychiatry 45:314-321
Alfano CA, Beidel DC, Turner SM, Lewin DS (2006) Prelimi-
nary evidence for sleep complaints among children referred for
anxiety. Sleep Med 7:467-473

Silverman WK, Albano AM (1996) Manual for the ADIS-IV-C/P.
Psychological Corporation, New York

Manassis K, Hood J (1998) Individual and family predictors of
impairment in childhood anxiety disorders. J Am Acad Child
Adolesc Psychiatry 37:428-434

Mychailyszyn MP, Mendez JL, Kendall PC (2010) School
functioning in youth with and without anxiety disorders: com-
parisons by diagnosis and comorbidity. School Psych Rev
39:106-121

Grills-Taquechel AE, Fletcher JM, Vaughn SR, Stuebing KK
(2012) Anxiety and reading problems in early elementary school:
evidence for unidirectional- or bidirectional relations? Child
Psychiatry Hum Dev 43:35-47

Jarrett MA, Black AK, Rapport HF, Grills-Taquechel AE,
Ollendick TH (2015) Generalized anxiety disorder in younger
and older children: implications for learning and school func-
tioning. J Child Fam Stud 24:992-1003

Silverman WK, Ollendick TH (2005) Evidence-based assessment
of anxiety and its disorders in children and adolescents. J Clin
Child Adolesc Psychol 34:380—411

Silverman WK, Saavedra LM, Pina AA (2001) Test-retest reli-
ability of anxiety symptoms and diagnoses with the anxiety dis-
orders interview schedule for DSM-IV: child and parent versions.
J Am Acad Child Adolesc Psychiatry 40:937-944

Rey JM, Starling J, Wever C, Dossetor DR, Plapp JM (1995)
Inter-rater reliability of global assessment of functioning in a
clinical setting. J Child Psychol Psychiatry 36:787-792
Achenbach TM (2001) Manual for the child behavior checklist
4-18 and 2001 profile. University of Vermont, Department of
Psychiatry, Burlington

March JS (1997) Manual for the multidimensional anxiety scale
for children (MASC). Multi-Health Systems, Toronto

March JS, Parker JDA, Sullivan K, Stallings P, Conners CK
(1997) The multidimensional anxiety scale for children (MASC):
factor structure, reliability, and validity. J] Am Acad Child Ado-
lesc Psychiatry 36:554-565

Grills-Taquechel AE, Ollendick TH, Fisak B (2008) A re-ex-
amination of the MASC factor structure and discriminant ability
in a mixed clinical outpatient sample. Depress Anxiety
25:942-950

Achenbach TM (2001b) Manual for the teacher report form 4-18
and 2001 profile. Burlington: University of Vermont, Department
of Psychiatry

Little RJ (1988) A test of missing completely at random for
multivariate data with missing values. J Am Stat Assoc
83:1198-1202

Allison PD (2001) Missing data. Sage, Thousand Oaks


http://www.nimh.nih.gov/research-priorities/rdoc/index.shtml
http://www.nimh.nih.gov/research-priorities/rdoc/index.shtml

	Primary Versus Secondary Diagnosis of Generalized Anxiety Disorder in Youth: Is the Distinction an Important One?
	Abstract
	Introduction
	Methods
	Participants
	Measures
	Anxiety Disorders Interview Schedule for DSM-IV, Child and Parent Versions [14]
	Global Assessment of Functioning [1]
	Child Behavior Checklist [22]
	Multidimensional Anxiety Scale for Children [23]
	Teacher Report Form [26]


	Results
	Discussion
	Summary
	References




