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Abstract
Anxiety disorders in young children are highly prevalent and increase the risk of social, school, and familial problems, and also of psychiatric disorders in adolescence and adulthood. Nevertheless, effective interventions for this age group are lacking. One of the few available interventions is the Fun FRIENDS
program. We examined whether young children with anxiety disorders showed less anxiety after participating in Fun FRIENDS. Twenty-eight clinically anxious children (4–8 years old) participated in the cognitive behavioural Fun FRIENDS program. The program consists of 12 weekly 1.5-hour sessions and was
provided in groups of 3 to 5 children. At preintervention and direct postintervention, parents completed
the Anxiety Disorders Interview Schedule for Children and Child Behavior Checklist. Clinically and statistically significant decreases were found in number of anxiety disorders, symptom interference, emotional
and behavioural problems, internalising problems, and anxiety problems. The decrease in anxious/
depressed problems and externalising problems was not significant. Furthermore, higher preintervention
anxiety levels predicted more treatment progress, whereas sex and age did not. The Dutch version of Fun
FRIENDS is promising in treating anxiety disorders in young children. Randomised controlled trials are
needed to draw definite conclusions on the effectiveness of Fun FRIENDS in a clinical setting.
Keywords: anxiety disorders; preschool child; cognitive therapy; behaviour therapy; Fun FRIENDS

Scientific interest in anxiety disorders in young children has increased in the past decade. Anxiety
symptoms and diagnostic categories in young children resemble those in older children (Mian,
Godoy, Briggs-Gowan, & Carter, 2012). In young children, prevalence rates of anxiety disorders ranging from 9.4% (Egger & Angold, 2006) up to 22.2% (Paulus, Backes, Sander, Weber, & von Gontard,
2015) have been found. Unfortunately, anxiety disorders are often unrecognised in young children
because anxious children are considered to be shy, cooperative and compliant (Albano, Chorpita, &
Barlow, 2003). If left unnoticed and untreated, this can have harmful consequences, as early-onset
anxiety disorders can become chronic (Essau, Lewinsohn, Lim, Ho, & Rohde, 2018; Essau,
Lewinsohn, Olaya, & Seeley, 2014). Research also shows that a diagnosis of an anxiety disorder in
early childhood predicts anxiety and depression in adolescence, and significantly increases the risk
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of having psychiatric disorders in adolescence and adulthood (Bienvenu & Ginsburg, 2007; Bittner
et al., 2007; Copeland et al., 2013; Copeland, Shanahan, Costello, & Angold, 2009; Costello,
Mustillo, Erkanli, Keeler, & Angold, 2003; Essau et al., 2018; Moffitt et al., 2007). Moreover, childhood
anxiety disorders are associated with social (de Lijster et al., 2018), school (de Lijster et al., 2018;
Mychailyszyn, Mendez, & Kendall, 2010), and familial (Towe-Goodman, Franz, Copeland, Angold,
& Egger, 2014) problems. Anxiety disorders have a significant impact on societal costs due to poorer
academic outcomes, financial dependence and unemployment in adulthood (Barrett, Cooper, & Teoh,
2014; Bodden, Dirksen, & Bögels, 2008).
Considering these alarming outcomes, early intervention is urgently needed. Providing intervention
at a young age has important advantages. First, anxious thoughts and behaviours may be easier to modify in younger children, as anxiety symptoms are likely to be less ingrained and neuroplasticity in young
children is high (Hirshfeld-Becker & Biederman, 2002). Second, intervening early in the lifespan can
minimise the impact of anxiety symptoms on the development and future of the child (Connolly &
Bernstein, 2007; Donovan & March, 2014; Fox et al., 2012; Hirshfeld-Becker & Biederman, 2002)
Despite the serious need for an evidence-based intervention for anxious young children, only a few
studies have been conducted into interventions for this age group (Anticich, Barrett, Silverman,
Lacherez, & Gillies, 2013; Fox et al., 2012; von Klitzing, Dohnert, Kroll, & Grube, 2015; for a complete
overview, see Fisak & Barrett, 2019). An intervention that has been developed for 4- to 7-year-old children with anxiety disorders is the cognitive behavioural Fun FRIENDS program (Barrett, 2007b; Pahl
& Barrett, 2007). The Fun FRIENDS program is an adaptation for young children of the evidencebased FRIENDS for Life program (Barrett & Turner, 2000), which was based on the Coping Cat program (Kendall, 1994). The Fun FRIENDS program aims to increase children’s emotional resilience,
social-emotional skills and coping skills, and to reduce emotional and behavioural problems. The program consists of 12 group sessions and is provided in a play-based manner, based on an experiential
learning approach.
Until now, only two studies have examined the effectiveness of Fun FRIENDS delivered as a preventive program (Anticich et al., 2013; Pahl & Barrett, 2010). In addition, three studies have studied
the outcomes of Fun FRIENDS delivered as a treatment program for young children with clinical
internalising symptoms or anxiety disorders (Barrett, Fisak, & Cooper, 2015; Carlyle, 2014; Fisak,
Gallegos-Guarjardo, Verreynne, & Barrett, 2018).
Both prevention studies were randomised controlled trials in which Fun FRIENDS was delivered in
a universal, classroom-based manner by psychology students or classroom teachers. In the first prevention study (N = 263, mean age = 4.56, SD = 0.51; Pahl & Barrett, 2010), both the Fun FRIENDS
intervention group and the waitlist control group showed comparable improvements on parent reports
of anxiety, behavioural inhibition, and social-emotional strength. Regarding teacher reports, however,
the Fun FRIENDS intervention group showed greater improvements than the waitlist control group in
behavioural inhibition and social-emotional strength, especially for girls. For ethical reasons,
12-month follow-up assessments were only completed for the intervention group. From preintervention to 12-month follow-up, the Fun FRIENDS intervention group showed improvements in anxiety
and social-emotional strength, and for girls in behavioural inhibition. In the second prevention study
(N = 488, age range 4–7 years, mean age = 5.42, SD = 0.67; Anticich et al., 2013), children who had
participated in Fun FRIENDS showed greater improvements in behavioural and emotional strength,
and behavioural inhibition than children from the active control group (cognitive behavioural ‘You
Can Do It’ program; Ashdown & Bernard, 2011) and waitlist control group.
As for Fun FRIENDS as a treatment program, the first study consisted of a pilot study (N = 6, age
range 4–7 years). This study suggested that Fun FRIENDS was effective in reducing anxiety of young
children referred to a mental health service for anxiety symptoms (Carlyle, 2014). The second treatment study was an open trial that included young children (N = 31, age range 5–7, mean age = 5.68,
SD = 0.54) who were diagnosed with one or more anxiety disorders (Barrett et al., 2015). From preintervention to immediate postintervention, significant improvements in anxiety symptoms, shyness,
number of anxiety disorder diagnoses and resilience were found. These results were maintained at
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12-month follow-up. The third treatment study was also an open trial targeting young children (N =
178, age range 5–7, mean age = 5.27, SD = 0.93) with internalising symptoms (Fisak et al., 2018). Their
parents simultaneously received a resilience-building program (Barrett, 2012a, 2012b). For child outcomes, from preintervention to immediate postintervention, significant reductions in internalising
symptoms and significant improvements in resilience were found.
Considering these promising outcomes, the Fun FRIENDS protocol was translated and adjusted for
the Netherlands (Utens, 2011a, 2011b). The aim of the current study is to examine whether young
children with anxiety disorders show fewer anxiety symptoms after participating in the Dutch version
of the Fun FRIENDS program, and to identify predictors of treatment progress. We thereby aim to add
to the limited available knowledge concerning evidence-based treatment for young children with anxiety disorders and to contribute to the cross-cultural knowledge regarding this innovative cognitive
behavioural program. We hypothesised that anxiety symptoms and the number of anxiety diagnoses
would decrease after participating in Fun FRIENDS.
Methods
Participants

Children who were 4–8 years old and met the Diagnostic and Statistical Manual of Mental Disorders
(4th ed.; DSM-IV; American Psychiatric Association, 1994) diagnostic criteria for at least one anxiety
disorder were eligible to participate in the Fun FRIENDS program. DSM-IV anxiety disorder criteria
were assessed based on the parent version of the Anxiety Disorders Interview Schedule for Children
(ADIS-C; Silverman, Saavedra, & Pina, 2001). All participants were referred to the Department of
Child and Adolescent Psychiatry of the Erasmus Medical Center – Sophia Children’s Hospital in
Rotterdam between December 2008 and November 2013. Children with an IQ below 70 or a diagnosis
of a posttraumatic stress disorder without a comorbid anxiety disorder were excluded from participation. In total, 28 children participated in the Fun FRIENDS program. Participant characteristics can be
found in Table 1. As parental education is associated with persistence and severity of mental disorders
(McLaughlin et al., 2011), we have presented maternal education levels. Participants’ primary anxiety
disorder diagnoses are shown in Table 2 and all anxiety disorder diagnoses are shown in Table 3.
Procedure
This retrospective open trial study was conducted using a one-group pretest-posttest design. All parents were asked to complete assessments as part of the routine intake procedure (preintervention) and
directly after the Fun FRIENDS intervention (postintervention). As the Fun FRIENDS program was
provided within the framework of regular treatment, assessments were completed as usual and data
were analysed retrospectively, this study was not subject to the Dutch Medical Research Involving
Human Subjects Act. The local research ethics committee was informed about the study and confirmed that full ethical approval of the study was not required. Participants were informed that collected data would be used anonymously in scientific research and that they could always opt out
without any consequences for the treatment of their child.
Treatment
All children participated in the Dutch version of the Fun FRIENDS program (Barrett, 2007b; Utens,
2011b). The program was delivered to seven consecutive treatment groups. Five groups consisted of 4
children, one group of 5 children, and one group of 3 children (n = 28). The children received 12
weekly 1.5-hour sessions. On average, the program was delivered over a time period of 3.5 months.
All sessions were led by two licensed, experienced psychologists. One of them received training
from the developer of the Fun FRIENDS program. At each session, a master’s student in psychology
was present to make observations, take notes, and assist the psychologists. The content of each session
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Table 1. Participant characteristics.
N (%) or M (SD)
Characteristic (n = 28)

Total sample (n = 28)

ADIS-C completers (n = 22)

CBCL completers (n = 15)

Sex
Male

57.1%

13 (59.1%)

7 (46.7%)

Female

42.9%

9 (40.9%)

8 (53.3%)

Age
Years

6.6 (1.1)

6.5 (1.0)

6.7 (1.0)

20 (71.4%)

15 (68.2%)

13 (86.7%)

8 (28.6%)

7 (31.8%)

2 (13.3%)

Nationality
Dutch
Unknown
Total IQ
Maternal education level

96.8 (15.7)

97.1 (17.6)

95.2 (9.6)

a

Low

5 (17.9%)

5 (22.7%)

3 (20.0%)

Average

7 (25.0%)

4 (18.2%)

5 (33.3%)

High
Unknown

6 (21.4%)

6 (27.3%)

4 (26.7%)

10 (35.7%)

7 (31.8%)

3 (20.0%)

Note: aConforms to Dutch classification system (Centraal Bureau voor de Statistiek [Statistics Netherlands], 2017).

Table 2. Participants’ primary anxiety disorder diagnoses based on the ADIS-C at preintervention and postintervention
Primary anxiety disorder diagnosis
Social anxiety disorder

Preintervention, N (%)

Postintervention, N (%)

8 (28.57%)

4 (14.29%)

Specific phobia

6 (21.43%)

4 (14.29%)

Separation anxiety disorder

4 (14.29%)

3 (10.71%)

Generalised anxiety disorder

3 (10.71%)

1 (3.57%)

Selective mutism

1 (3.57%)

2 (7.14%)

Obsessive compulsive disorder

2 (7.15%)

1 (3.57%)

No anxiety disorder

0 (0.00%)

11 (39.3%)

Unknown

4 (14.29%)

2 (7.14%)

is described in Table 4. During the last 15 minutes of each session, the master’s student observed the
children during free play, while in a separate room, the psychologists gave the group of parents further
information about the home assignments and the exercises performed during the session. The last
child session was a booster session in which parents were present and actively involved. All families
received a Fun FRIENDS Workbook (Barrett, 2007a; Utens, 2011a), which contained home assignments and additional information about the program.

Measures
Anxiety Disorders Interview Schedule for Children (ADIS-C)
The ADIS-C (Siebelink & Treffers, 2001; Silverman et al., 2001) is a semi-structured interview that was
used to assess the presence and severity of DSM-IV anxiety disorders in children and adolescents. The
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Table 3. All anxiety disorder diagnoses based on the ADIS-C at preintervention and postintervention
Anxiety disorder diagnosis

Preintervention, N

Postintervention, N

Social anxiety disorder

15

10

Specific phobia

10

7

Separation anxiety disorder

6

4

Generalised anxiety disorder

8

2

Selective mutism

4

2

Obsessive compulsive disorder

4

1

No anxiety disorder

0

11

Unknown

4

2

ADIS-C was conducted with parents to assess the following DSM-IV diagnoses: selective mutism, generalised anxiety disorder, social phobia, specific phobia, separation anxiety disorder, panic disorder,
agoraphobia, obsessive-compulsive disorder, and posttraumatic stress disorder. For each diagnosis
confirmed based on the interview, the parent was asked to rate to what extent the symptoms interfered
with the child’s daily life on a 9-point scale (i.e., 0–8, higher scores indicating a higher level of interference). Subsequently, the interviewer rated the level of interference on the same 9-point scale, yielding the Clinician Severity Rating (CSR). A CSR of 4 or higher indicates that a DSM-IV diagnosis can be
confirmed and assigned. Strong interrater reliability, retest reliability and concurrent validity have been
found for the ADIS-C (Lyneham, Abbott, & Rapee, 2007; Silverman et al., 2001). Preintervention and
postintervention interviews were conducted by a different interviewer. All ADIS-C interviews were
administered by trained psychologists or trained master’s students in psychology. To ensure that all
interviewers conducted reliable and valid scoring, the master’s students were thoroughly trained by
observing live and videotaped interviews. Moreover, they received regular supervision regarding
their ADIS-C interviews by their supervising experienced clinical psychologist or psychiatrist, and
all ADIS-C interviews were reviewed and discussed in multidisciplinary meetings.
Child Behavior Checklist (CBCL)
The CBCL 1½−5 (100 items; for 5-year-olds; Achenbach & Rescorla, 2001) and CBCL/6-18 (120
items; for 6- to 8-year-olds; Achenbach & Rescorla, 2001) were completed by parents to assess emotional and behavioural problems in children before and after the intervention. Response categories
range from 0 to 2, higher scores indicating more problems. The CBCL yields two broadband scales
of externalising and internalising behaviours and an overall total score. Furthermore, both the
CBCL 1½–5 and the CBCL/6–18 encompass the Anxious/Depressed syndrome scale and the
DSM-oriented Anxiety Problems scale. Adequate psychometric properties have been found
(Achenbach et al., 2008).

Statistical Analysis

First, differences in baseline characteristics between children with complete assessments and children
with incomplete assessments were examined using independent samples t tests for continuous data
and chi-squared tests or Fisher’s exact tests for categorical data.
Second, for the ADIS-C, a Wilcoxon signed-rank test was computed to assess the difference
between the number of anxiety disorders at preintervention and postintervention. The difference
between average preintervention and postintervention interference scores rated by parents was examined through a paired samples t test. Unfortunately, too many CSRs were missing at preintervention
and postintervention to complete statistically warranted reliable analyses on these data. CSRs were
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Table 4. Outline of Fun FRIENDS sessions
Session
Session 1

Content of session
•
•
•
•

Introduction to the group.
Development of a positive sense of identity.
Social skills promotion, ‘being brave’ (e.g., using a brave voice, making eye contact, smiling).
Acceptance of differences and similarities between people.

Session 2

F: Feelings
• Identification and recognition of various emotions.
• Understanding feelings in self and others.
• Empathy building, awareness of own emotional responses, and emotion regulation.

Session 3

F: Feelings (continued)
• Coping with emotions; helpful (thumbs up) and unhelpful (thumbs down) behaviours to
regulate feelings.
• Children think of ways to help others when they experience certain emotions.
• The link between emotions and behaviour is discussed.

Session 4

R: Remember to relax
• Identification of physiological arousal (‘body clues’) related to anxiety.
• Teaching of relaxation strategies to feel more calm and brave (e.g., diaphragmatic breathing,
progressive muscle relaxation, visualisation).

Session 5

I: I can try my best!
• Introduction of cognitive components of the program.
• Identification and awareness of inner thoughts (self-talk), unhelpful (red) and helpful
(green) thoughts. To explain red and green thoughts, the analogy of a traffic light is used.
When we have happy green thoughts, we want to go! When we have unhappy red thoughts,
we want to stop!

Session 6

I: I can try my best! (continued)
• Challenging ‘red’ thoughts and changing unhelpful ‘red’ thoughts into helpful ‘green’
thoughts.

Session 7

E: Encourage
• The concept of coping step plans is explained. Children are taught how to try new things by
breaking tasks down into small steps (graded exposure anxiety hierarchies). Step plans are
also explained to parents.
• Focus on friendship skills (e.g., sharing, helping, smiling).

Session 8

N: Nurture
• The idea and importance of people who help us achieve our goals (support teams) in
different environments is discussed.

Session 9

D: Don’t forget to be brave
• Support teams continued.
• Planning for difficult (future) situations.

Session 10

S: Stay smiling
• Party session: celebration of success in completing the program. Children dress up as their
favorite brave person and receive their Fun FRIENDS certificate. Parents are also present.

Session 11 & 12

Booster sessions: review learnt strategies and prepare for future challenges.
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missing due to the retrospective design of the study. As all assessments were conducted as part of regular clinical care, data were not systematically entered into a scientific database. Moreover, changes in
digital medical file systems caused logistical difficulties in retrieving a sufficient number of CSRs.
Third, CBCL scores were standardised using t scores as two different versions were used (i.e., CBCL
1½−5 and CBCL/6-18). Differences between preintervention and postintervention CBCL scores were
examined using paired samples t tests.
Finally, it was examined whether sex, age, or preintervention anxiety scores independently predicted treatment progress. Treatment progress was calculated by subtracting postintervention anxiety
problem scores on the CBCL from preintervention anxiety problem scores (primary outcome). To
examine whether children’s sex predicted treatment progress, an independent samples t test was conducted. To examine whether children’s age at the start of participation in the Fun FRIENDS program
predicted treatment progress, a simple linear regression analysis was performed. Another simple linear
regression analysis was performed to examine whether preintervention scores on the anxiety problems
subscale of the CBCL predicted treatment progress.
Results
Mean scores are presented in Table 5. One child missed 6 out of 12 sessions due to logistical reasons,
but was included in the analyses according to the intention-to-treat principle. For two children, both
the ADIS-C and the CBCL were not fully completed. Therefore, these children were excluded from all
analyses.
ADIS-C
Parents of 22 children completed the ADIS-C at both preintervention and postintervention. Children
with complete ADIS-C assessments did not differ from children with incomplete ADIS-C assessments
in terms of age, sex, total IQ, and maternal education level (all p ≥ .08).
The mean number of anxiety disorders decreased significantly from preintervention (M = 2.09,
SD = 1.07) to postintervention (M = 1.00, SD = 1.16), z = −3.04, p = .002. The effect size was r = .65,
indicating a large to very large effect (Cohen, 1988). The average interference score rated by parents
also significantly decreased from preintervention (M = 1.22, SD = 0.77) to postintervention (M = 0.63,
SD = 0.78), t(22) = 3.34, p = .003. The effect size was d = 0.76, indicating a large effect (Cohen, 1988).
CBCL

Unfortunately, the number of CBCLs completed by fathers was too small to analyse. Therefore, only CBCL
data reported by mothers were analysed. Mothers of 15 children completed the CBCL at both pre- and
postintervention. Children with complete CBCL assessments did not differ from children with incomplete
CBCL assessments in terms of age, sex, total IQ, and maternal education level (all p > .27).
A significant decrease in CBCL total problem scores was found, t(14) = 2.38, p = .032, d = 0.34, which
indicates that overall, emotional and behavioural problems decreased from preintervention to postintervention. A significant decrease was also found for internalising problems, t(14) = 2.32, p = .036, d = 0.30,
and anxiety problems, t(14) = 2.17, p = .048, d = 0.48. The effect sizes indicate small to medium effects
(Cohen, 1988). The observed decrease in scores of the anxious/depressed subscale was not significant,
p = .094, d = 0.36. The decrease in externalising problems was also not significant, p = .321, d = 0.15.
Predictors of Treatment Progress
Treatment progress was defined as the difference between preintervention and postintervention CBCL
anxiety problems score (primary outcome). A positive score indicates treatment progress (i.e., a lower
anxiety problems score at postintervention than at preintervention).
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Table 5. Mean scores for outcome variables and statistical comparisons between preintervention and postintervention
Mean (SD)
Measure

Preintervention

Postintervention

p value

Effect size

2.09 (1.07)

1.00 (1.16)

.002

0.65c

1.22 (0.77)

0.63 (0.78)

.003

0.76d

Total problem scoreb

60.20 (9.70)

56.60 (11.25)

.032

0.34d

Internalising problemsb

62.27 (11.70)

58.87 (11.14)

.036

0.30d

Externalising problemsb

54.07 (9.79)

52.47 (10.98)

.321

0.15d

66.13 (8.99)

62.07 (7.97)

.048

0.48d

64.60 (9.85)

61.33 (8.20)

.094

0.36d

ADIS-C (N = 22)
Number of anxiety disordersa
Interference score rated by parents

b

CBCL t scores‡ (N = 15)

Anxiety problems

b

Anxious/depressedb

Note: ‡Mother-report. aWilcoxon signed-rank test, bPaired samples t test. cr = z / √N, dCohen’s d.

Sex and age
Treatment progress of boys (mean Δ = 3.00, SD = 7.94) and girls (mean Δ = 5.00, SD = 7.05) did not
significantly differ, p = .614, d = 0.27, indicating that sex does not predict treatment progress.
Moreover, children’s age at start of participation in Fun FRIENDS did not significantly predict treatment progress, p = .73.
Anxiety problems at preintervention
The level of preintervention anxiety problems did significantly predict treatment progress, β = .537,
F(1) = 5.27, p = .04, R 2 = .29. This indicates that a higher preintervention anxiety problems score predicts more treatment progress (demonstrated by a larger positive difference between preintervention
and postintervention anxiety problems).
Discussion
The current study examined whether anxiety in young children with anxiety disorders decreases after
participating in the cognitive behavioural Fun FRIENDS program. As expected, we found significant
decreases in the number of anxiety disorder diagnoses and symptom interference with young children’s daily lives as reported by parents. Moreover, we found significant decreases in emotional
and behavioural problems, internalising problems and anxiety problems. These results suggest that
the Dutch version of the Fun FRIENDS program is promising in treating anxiety disorders in
young children in a clinical setting, which is in line with previous findings (Barrett et al., 2015;
Carlyle, 2014). Children with higher levels of preintervention anxiety problems seemed to benefit
most from the Fun FRIENDS program, which is also in line with previous findings (Barrett et al.,
2015). Sex and age did not predict treatment progress.
The decrease in anxious/depressed symptoms, however, was not significant. This might be surprising, as the Fun FRIENDS program specifically targets issues such as anxiety and depression (Pahl &
Barrett, 2007). Moreover, previous studies have shown that the FRIENDS for Life program (for children aged 8–12 years), on which the Fun FRIENDS program was based, is effective in reducing both
anxiety and depressive symptoms (e.g., Ahlen, Breitholtz, Barrett, & Gallegos, 2012; Essau, Conradt,
Sasagawa, & Ollendick, 2012; World Health Organization, 2004). The difference in results may be
explained by the outcome measures used. To measure depressive symptoms, previous studies used
the Children’s Depression Inventory (CDI; Kovacs, 1985) and the Revised Child Anxiety and
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Depression Scale (RCADS; Chorpita, Yim, Moffitt, Umemoto, & Francis, 2000), whereas the current
study used the CBCL. Moreover, the children who participated in the current study received treatment
because they were diagnosed with anxiety disorders. Based on preintervention ADIS-C scores, no children were diagnosed with a depressive disorder at baseline. It should also be noted that, considering
the trend towards significance, the decrease in anxious/depressive symptoms may have reached the
level of significance if the sample size had been larger.
It is not surprising that externalising problems did not significantly decrease after participating in
the Fun FRIENDS program because Fun FRIENDS mainly targets internalising problems (Pahl &
Barrett, 2007). In addition, overall, participants’ preintervention externalising problem scores were
relatively low and not the main target of treatment. Therefore, a significant decrease in externalising
problems might not have been likely.
This study has several strengths. First, it adds to the limited evidence-based knowledge body concerning treatment for young children with clinical levels of anxiety. Second, this is the first European
study examining the Fun FRIENDS program. It is important to cross-validate findings across countries
using the same validated assessment instruments and protocols. This enables us to draw more robust
conclusions as to outcomes after participating in the Fun FRIENDS program. Third, the senior psychologist providing the Fun FRIENDS program was trained by the program developer; and, fourth, treatment was fully manualised and standardised.
However, although promising, the results of the current study should be interpreted with caution as
the study did not include a control group, which limits the internal validity (Shadish, Cook, &
Campbell, 2002). In this study, internal validity refers to whether the decline in symptoms can be
attributed to participating in the Fun FRIENDS program. Without the use of a control group, it is
not possible to draw definite conclusions as to the effectiveness of an intervention, because other influences on the outcome cannot be ruled out. For example, the decline in symptoms may also be influenced by maturation (i.e., naturally occurring changes over time) or regression to the mean (i.e., the
tendency to score less extremely on a posttest assessment than on a pretest assessment). In the future,
randomised controlled trials with larger groups of participants should be conducted in order to draw
definite conclusions as to the effectiveness of the Fun FRIENDS program. It would also be useful to
include a long-term follow-up assessment to examine whether the obtained results remain over a
longer period of time.
Moreover, to optimise treatment for young children with anxiety disorders, future research should
focus on which elements of the Fun FRIENDS program are most useful. Future research could also
consider the format in which the intervention is delivered. A randomised controlled trial has
shown that the FRIENDS for Life program (Barrett & Turner, 2000; translated by Utens, de Nijs, &
Ferdinand, 2001) is as equally effective in diminishing anxiety through individual treatment as
through group treatment (Liber et al., 2008). Whether this also holds true for the Fun FRIENDS program should be examined in future research. The psychologists, parents and children involved in the
current study considered the group format to be beneficial. The group format seemed to enable children to learn from each other and to encourage each other in learning the cognitive behavioural techniques. However, when delivering an intervention in a group format, children may drop out due to
different issues (e.g., change in parents’ working schedule), which may also have a negative influence
on the rest of the group. For this reason, prior to participating in the program, we asked parents to
fully commit to the treatment.
In conclusion, the Fun FRIENDS program is one of the very few cognitive behavioural treatment
programs for young children with anxiety disorders. The current study shows promising results as to
the outcomes after participating in the Fun FRIENDS program. To determine the effectiveness of the
program in a clinical setting, randomised controlled trials with longer follow-up periods are needed.
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