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Best practice for school-based intervention in anxiety disorders: FRIENDS 

In Canada, approximately 10 to 20% of youth are affected by mental illness (“Fast Facts 

about Mental Illness”, 2019). Anxiety is the most common mental health problem in Canadian 

youth, affecting about 6.5% of the population (Waddell & Sheppard, 2002). Simply, anxiety can 

be understood as the “anticipation of future threat” (American Psychiatric Association (APA), 

2013, p. 189). Regrettably, students with anxiety difficulties often go unnoticed within school 

systems because they are often compliant, “rule-followers”, and do not draw attention to 

themselves (Fukushima-Flores & Miller, 2011; Herzig-Anderson, Colognori, Fox, Stewart, & 

Warner, 2012). Given this, anxious students tend to be the least likely to receive treatment 

among youth (Herzig-Anderson et al., 2012; Merikangas et al., 2011). Moreover, anxiety 

disorders can impair a child’s development and make it difficult for the child to find success at 

school and relate to peers and family (Fukushima-Flores & Miller, 2011). Given the vulnerability 

of this specific population, it is important that school psychologists have adequate knowledge 

regarding diagnosis, assessment, and intervention. This paper will provide a critical review of 

anxiety, with attention to presenting symptoms, diagnostic considerations, prognosis, and other 

related factors. Furthermore, a best practice school-based intervention known as FRIENDS will 

be analyzed in relation to a fictional case study with emphasis on baseline assessment, progress 

monitoring, and intervention delivery.    

Background Information 

Anxiety disorders are different from transient anxiety, or stress, due to the persistence of the 

worry (existent for at least 6 months), excessive feelings of worry, difficulty controlling worry, 

and allowing worry to impact one’s functioning in one or more environments (APA, 2013). 

Those experiencing anxiety may behave more cautiously or avoid situations that provoke 
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anxious feelings due to the overestimation of the associated danger (APA, 2013). There are many 

forms of anxiety disorders, though for the purpose of this essay the focus will be on Generalized 

Anxiety Disorder (GAD). For an individual to receive a GAD diagnosis, the individual must 

have at least three of the following physical response symptoms:   

1. Restlessness  

2. Easily fatigued 

3. Difficulty concentrating  

4. Irritability 

5. Muscle tension  

6. Sleep disturbance  

Furthermore, these symptoms cannot be better attributed to other medical conditions or mental 

disorders (APA, 2013). Often, anxiety co-occurs with depression during childhood and 

adolescence (Garber & Weersing, 2010). Garber and Weersing (2010) note that the comorbidity 

of these two disorders could be due to (a) the overlap in symptomology, (b) other similar 

contributing factors or mechanisms related to the development of each condition such as familial 

risk, and (c) the development of depression as a consequence of pre-existing anxiety. Ultimately, 

clinicians determine diagnoses of GAD and any other associated disorders. 

 Anxiety, in addition to potentially slowing a child’s development in relation to academics 

and relationships, can also continue to impact functioning and productivity as an adult 

(Fukushima-Flores & Miller, 2011; Higgins & O’Sullivan, 2015). Many anxiety disorders will 

develop in childhood and can persist into later years (APA, 2013). Youth anxiety disorders may 

remit; however, typically these disorders are thought to be chronic and persistent (Wehry, 

Beesdo-Baum, Hennelly, Connolly, & Strawn, 2015). 
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Due to the poor prognosis of anxiety in youth, it is important to aim for early detection, 

prevention, and intervention (St. Onge, Stephenson, & Kumar, 2016). Early intervention helps 

reduce potential adverse affects including impaired development of social functioning and 

academic functioning (Haugland et al., 2017). Encouragingly, research suggests that school-

based anxiety interventions positively impact students (Herzig-Anderson et al., 2012; Stallard, 

2013; Werner-Seidler, Perry, Calear, Newby, & Christensen, 2017). School-based interventions 

offer numerous other benefits including convenience, regular contact with students, and 

dissemination of information and treatment to students that may not have otherwise had 

treatment opportunities (Herzig-Anderson et al., 2012; Stallard, 2013).  

As noted in Stallard (2013), though the primary focus within school tends to be the 

academic needs of students, the expectation for schools to help students with their emotional 

health, including anxiety, is increasing. One common method to help children struggling with 

anxiety is Cognitive-Behavioural Therapy (CBT). Cognitive Behavioural Therapy (CBT) is a 

form of psychotherapy, which focuses on the relationship between an individual’s thoughts, 

feelings, and behaviours (Higgins & O’Sullivan, 2015). Benefits to delivering CBT interventions 

in schools include increased accessibility for students and decreased stigmatization (Sclare, 

Michelson, Malpss, Coster & Brown, 2015). However, some limitations of this delivery method 

include difficulty coordinating student timetables for multi-session CBT and lower levels of 

effectiveness when delivered by non-specialists (i.e., classroom teachers) (Sclare et al, 2015; 

Stallard et al., 2012). Further investigation of school-based intervention techniques, with specific 

focus on the FRIENDS intervention, will be discussed based on the following case 

conceptualization.  
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Intervention Plan 

Referral  

Charlie Waiter was referred for a psycho-educational assessment by the school-based 

team at Willowbrook High School and her mother, Dana Waiter. Charlie was referred for anxiety 

like symptoms including muscle tension, lack of concentration, excessive worry about 

schoolwork, and sleeping difficulty. Charlie is 14 and in grade 9. She lives in Vancouver, British 

Columbia, in a low-income household. Charlie’s mother and Charlie’s homeroom teacher, Mrs. 

Steak, completed the Woodcock Johnson Parent/Teacher Checklist after initial referral. A 

classroom observation was also completed.  

Assessment 

To collect more information, Charlie participated in a semi- structured clinical interview: The 

Kiddie Schedule for Affective Disorders and Schizophrenia Present-Lifetime Version (K-SADS-

PL). This interview was specifically selected for its effectiveness in detecting comorbid disorders 

(Matuschek et al., 2015). Furthermore, Charlie’s mother and her homeroom teacher completed 

the respective teacher and parent rating scales of the Behavioural Assessment System for 

Children, Third Edition (BASC-3). Specifically, this assessment was selected to evaluate 

Charlie’s behaviour and emotions in relation to her anxiety symptoms. In addition, Charlie 

completed the BASC-3 self-report of personality to gain a better understanding of her thoughts, 

feelings, attitudes, and internal reactions to events (“BASC-3 Scales, Composites and indexes for 

the TRS, PRS and SRP”, 2016). Moreover, Charlie completed a cognitive measure, the Wechsler 

Intelligence Scale for Children, Fifth Edition (WISC-V), in conjunction with an academic 

measure, the Wechsler Individual Achievement Test, Third Edition (WIAT-III). These measures 
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were used to eliminate the possibility of a learning disability as the cause of Charlie’s academic 

difficulty.  

Based on the referral, baseline collection, interview, and other assessment measures, it was 

concluded that Charlie’s school related, and home-based, difficulties stem from constant fear and 

worry. Her fear and worry are in relation to multiple areas of her life including school, friends, 

finances, and safety. The school-based team, Charlie’s mother, and Charlie decided that 

intervention would focus on the following goals:  

1) Decreasing Charlie’s worry regarding school performance and increasing her 

concentration during class time. Increased concentration will be measured by observing 

the number of times she leaves her desk. The goal is to decrease the average number of 

times she leaves her desk by 50% over the course of the semester.  

2) Decreasing Charlie’s absenteeism due to physiological symptoms, including lack of 

sleep, from 2 days per week to 1 day per week. This will also be measured over the 

course of the semester.  

It is hypothesized that Charlie is suffering from Generalized Anxiety Disorder (GAD). 

Progress/Outcome Monitoring  

 To effectively monitor Charlie’s progress, implementing an individualized intervention 

plan with continuous feedback is critical. The recommendations regarding progress monitoring 

provided by Borntrager and Lyon (2015) will be implemented. First, it is important to select 

targets (behaviours and behavioural goals) that are important to Charlie. Due to Charlie’s 

sleeping difficulty, Charlie will keep a sleep diary. Anxiety Canada provides a great example of 

a sleep diary, which includes daily tracking of bedtime routine and other strategies to ensure a 



FRIENDS                                                                                                                                      7 
 

high-quality sleep. Additionally, behavioural observations will be conducted to track the number 

of times Charlie leaves her seat during class time. These target behaviours, and behavioural 

goals, were selected based on Charlie’s needs; this level of individualization for target behaviour 

and the monitoring of functional outcomes encompasses the first two principles outlined in 

Borntrager and Lyon’s (2015) recommendations. Next, principle three is to provide clients with 

feedback regarding their progress. Charlie’s mother, teacher, and other school professionals can 

all participate in the feedback process. Improvements they see in anxiety symptoms, sleep 

schedule, absenteeism, and academics will be critical to communicate with Charlie. Ideally, 

feedback would be provided to Charlie visually (Borntrager & Lyon, 2015). At Charlie’s1-month 

and 3-month check ins, which are part of the FRIENDS intervention, information could be 

visually displayed. Simple bar graphs will highlight improvements in sleep quality, absenteeism, 

and concentration.  

FRIENDS Intervention 

 To best help Charlie’s anxiety difficulty, a multi-modal approach will be implemented 

(Sattler, 2014). In addition to consultation with Charlie’s mother, school-based team, and 

Charlie, there will be an individualized intervention plan incorporating a CBT based 

intervention, FRIENDS.  

FRIENDS is a manualized CBT based resilience intervention aimed at helping 

individuals develop skills, such as relaxation techniques and general coping skills, to counter the 

negative affects of anxiety by developing emotional awareness and emotional regulation 

(Skryabina, Taylor, & Stallard, 2016b). FRIENDS is an acronym and the letters of the acronym 

stand for different concepts taught through the program (St. Onge et al., 2016). F is for 

“feelings”, R is for “relax and feel good”, I is for “I can do it”, E is for “explore solutions and 
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coping step plans”, N is for “now reward yourself! You’ve done your best!”, D is for “don’t 

forget – be brave!” and S is for “stay calm for life” (“FRIENDS Resilience”, 2017; St. Onge et 

al., 2016). The program uses group activities and games to teach children these coping skills and 

emotional resilience. For example, students are taught to replace thoughts that increase anxious 

feelings with thoughts that reduce anxious feelings. Additionally, children are taught behavioural 

and cognitive skills to help manage the physical symptoms of anxiety (St. Onge et al, 2016). 

In relation to the case conceptualization, research shows that the FRIENDS intervention 

significantly improves GAD symptoms in youth (Skryabina et al., 2016b). Improvements 

experienced are not just short term. Research conducted by Skryabin and colleagues (2016b) 

shows positive results of the intervention a year after implementation. Moreover, in a literature 

review, Briesch, Hagermose Sanetti, and Briesch (2010) discovered that the effect size of 

FRIENDS on youth with anxiety is similar to the effect size for youth receiving individual CBT 

treatment. Given the high regard for individual CBT in treating anxiety, this finding is positive. 

Continuing, the effect size regarding children with anxiety is two times larger than the effect size 

for at-risk children and four times larger than the general population (Briesch et al., 2010). These 

results support the validity of the intervention as it targets specifically anxious behaviours 

(Briesch et al., 2010).  

Furthermore, positively for Charlie, the FRIENDS program is currently offered in parts 

of Alberta, British Columbia, Ontario, New Brunswick, and Nova Scotia (St. Onge et al., 2016) 

and research conducted by St. Onge and colleagues (2016) suggests that the intervention is 

equally successful for children from lower socio-economic backgrounds. However, 

unfortunately, it does not seem that FRIENDS has any impact on academic gain (Skryabina et 

al., 2016b). Specifically, in a study by Skryabina and colleagues (2016b), all students, including 
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the control group, experienced similar degrees of academic gain. However, Skryabina and 

colleagues (2016b) noted some limitations of their findings, which included performing a 12-

month follow-up rather than an immediate follow-up. Immediate follow-up could have mitigated 

extraneous variables influencing academic achievement. Additionally, the study used a 

standardized academic measure to evaluate academic improvement and did not account for the 

changes in students’ attitudes towards school or the potential change in school attendance 

(Skryabina et al., 2016b).  

Delivery 

Regarding delivery, there is incongruence between the research and the updated 

information provided on the FRIENDS website. According to the FRIENDS Resilience (2017) 

website, the intervention is delivered in 5 sessions which last between 2 and 2.5 hours. However, 

current research delivers the program over a span of 8 to 10 weeks, consisting of weekly sessions 

between 1 and 2 hours (Skryabina et al., 2016b; St. Onge et al., 2016). Note this delivery was the 

standard before recent updates. Furthermore, the intervention requires a 2-day training course for 

the leader. Positively, the leader can be a teacher, other school professional, or an external 

professional. However, there is contradictory research regarding the effectives of the intervention 

when delivered by a teacher compared to a psychologist (or other health professional). Research 

by Skyrabina and colleagues (2016b) suggests that results of the intervention are more positive 

when conducted by a health professional rather than a teacher. The literature review conducted 

by Briesch and colleagues (2010) further supports this finding. However, previous research 

suggests there is minimal difference in effect size when delivered by a teacher compared to 

another health professional (as cited in St. Onge et al., 2016, p. 38). If teachers are not delivering 
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the intervention, they can play a large supportive role in the classroom management (St. Onge et 

al., 2016).  

The FRIENDS Resilience intervention has sub-programs based on the age of the students 

receiving the intervention. Charlie will participate in the My FRIENDS Youth program. This 

program involves group work, the completion of workbook exercises, role-plays, and other 

games, activities and quizzes. Students are asked to complete tasks at home for additional 

reinforcement of the skills learned during the intervention (St. Onge et al., 2016). Charlie can 

complete assigned work on her own. However, her mother is encouraged to use this as an 

opportunity to discuss concepts presented during the intervention. Furthermore, Charlie’s mother 

can participate in the intervention by attending the parent sessions that are offered. The parent 

component of the FRIENDS intervention consists of 2 sessions. Specifically, these sessions are 

aimed at cognitive restructuring for parents, partner support training, and encouragement for 

families to build a social network (Short, Barrett, & Fox, 2001). Moreover, parents are taught 

how to reinforce the strategies their child is learning and encouraged to practice the skills as a 

family daily (Short et al., 2001). Overall, FRIENDS is a well-received method of intervention by 

parents who attend these sessions (Fukushima-Flores & Miller, 2011; Short et al., 2001) and 

their children (Short et al., 2001).  

Conclusion 

 Overall, FRIENDS is an effective school-based intervention which successfully 

incorporates principles of CBT to teach students relaxation techniques and general coping skills 

to counter the negative affects of anxiety (Skryabina et al., 2016b). Intervention for students with 

anxiety is incredibly important given the likelihood of comorbid disorders such as depression, 
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developmental impairment, and the disorders persistence into adulthood (APA, 2013; 

Fukushima-Flores, & Miller, 2011; Garber & Weersing, 2010). Regrettably, students with 

anxiety difficulties often go unnoticed within school systems (Fukushima-Flores & Miller, 2011; 

Herzig-Anderson et al., 2012), and thus interventions that can be delivered universally within the 

school environment are increasingly practical and necessary. FRIENDS’ strong basis in research, 

and endorsement from the World Health Organization (“FRIENDS Resilience”, 2017), make it a 

leading school-based anxiety intervention. Additionally, and encouragingly, the intervention is 

well received by students, parents, and teachers (Skryabina, Morris, Byrne, Harkin, Rook, & 

Stallard, 2016a). Despite the strong research base, future research could further examine the 

correlation between academic gains and the FRIENDS intervention (Skryabina et al., 2016b). 

Additionally, there needs to be further research regarding delivery and the difference in delivery 

effect size, if any, between teachers and health professionals.  

In relation to the referenced case study, the FRIENDS intervention would be a strong 

intervention choice for Charlie, given her goals to generally decrease worry and improve 

concentration (measured by time spent in her desk) and to decrease absenteeism by improving 

sleep (tracked using a sleep diary). The delivery of the intervention is practical, occupying only 2 

hours per week maximum, for up to 10 weeks (depending on if the new program or old program 

is implemented). The integration of the parents through additional sessions and strategy 

reinforcement, in conjunction with teacher participation (as facilitator or through classroom 

management), allows for direct progress monitoring and added relational benefits. Overall, 

FRIENDS is a positive school-based intervention teaching youth skills related to resiliency, 

coping, and stress management.  

 



FRIENDS                                                                                                                                      12 
 

 

 

 

 

References  

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

 disorders (5th ed.). Arlington, VA: Author. 

BASC-3 Scales, Composites, and Indexes for the TRS, PRS and SRP [PDF]. (2016). Pearson. 

 

Borntrager, C., & Lyon, A. R. (2015). Monitoring client progress and feedback in school-based 

 mental health. Cognitive Behavioural Practice, 22(1), 74-86. doi: 

 10.1016/j.cbpra.2014.03.007  

Briesch, A. M., Hagermoser Sanetti, L. M., & Briesch, J. M. (2010). Reducing the prevalence of 

 anxiety in children and adolescents: An evaluation of the evidence base for the 

 FRIENDS for life program. School Mental Health, 2, 155-165. doi: 10.1007/s12310-

 9042-5 

Burns, M. K., Riley-Tilman, T.C., & Rathvon, N. (2017). Effective school interventions, 3rd Ed.: 

 Evidence-based strategies for improving student outcomes. New York, NY: Guilford. 

 ISBN: 978-1462526147.  

Fast Facts about Mental Illness. (2019). Retrieved June 5, 2019, from https://cmha.ca/about-

 cmha/fast-facts-about-mental-illness 

FRIENDS Resilience. (2017). Retrieved May 31, 2019, from https://www.friendsresilience.org/ 

Fukushima-Flores, M., & Miller, L. (2011). FRIENDS parent project: Effectiveness of parent 

 training in reducing parent anxiety in a universal prevention program for anxiety 

https://cmha.ca/about-
https://cmha.ca/about-


FRIENDS                                                                                                                                      13 
 

 symptoms in school children. Behaviour Change, 28(2), 57-73. doi: 

 10.1375/bech.28.2.57 

Garber, J., & Weersing, R. V. (2010). Comorbidity of anxiety and depression in youth: 

 Implications for treatment and prevention. Clinical Psychology: Science and Practice, 

 17, 293-306. doi: 10.1111/j.1468-2850-2010.01221.x 

Haugland, B. S. M., Raknes, S., Halland, A. T., Wergeland, G. J., Bjaastad, J. F., Baste, V., … 

 Hoffart, A. (2017). School-based cognitive behavioral interventions for anxious youth: 

 study protocol for a randomized controlled trial. Trials, 18(1), 100. doi: 10.1186/s13063-

 017-1831-9 

Herzig-Anderson, K., Colognori, D., Fox, J. K., Stewart, C. E., Warner, C. M. (2012). School-

 based anxiety treatment for children and adolescents. Child and Adolescent Psychiatry 

 Clinics of North America, 21(3), 655-668. doi: 10.1016/j.chc.2012.05.006 

Higgins, E., & O’Sullivan, S. (2015). “What works”: Systematic review of the “FRIENDS for  

 Life” programme as a universal school-based intervention programme for the prevention 

 of child and youth anxiety. Educational Psychology in Practice 34(4). doi: 

 10.1080/02667363.2015.1086977 

Matuschek, T., Jaeger, S., Stadelmann, S., Dolling, K., Grunewald, M., Weid, S., von Klitzing, 

 K., & Dohnert, M. (2016). Implementing the K-SADS-PL as a standard diagnostic tool: 

 Effects on clinical diagnosis. Psychiatry Research, 236, 119-124. doi: 

 10.1016/j.psychres.2015.12.021 

Merikangas, K. R., He, J. P., Burstein, M., Swendsen, J., Avenevoli, S., Case, B., . . . Olfson, M. 

 (2011). Service utilization for lifetime mental disorders in U.S. adolescents: Results of 



FRIENDS                                                                                                                                      14 
 

 the national comorbidity survey–adolescent supplement (NCS-A). Journal of the 

 American Academy of Child & Adolescent Psychiatry, 50(1), 32-45. doi: 

 10.1016/j.jaac.2010.10.006 

My FRIENDS Youth. (2017). Retrieved May 31, 2019, from 

 http://www.friendsresilience.org/my-friends-youth-ages-12-15/ 

Sattler, J. M. (2014). Foundations of behavioral, social and clinical assessment of  children (6th 

 ed.). La Mesa, CA: Jerome M. Sattler, Publisher, Inc. 

Sclare, I., Michelson, D., Malpass, L., Coster, F., & Brown, J. (2015). Innovations in practice:  

 DISCOVER CBT workshops for 16-18 year olds: development of an open-access 

 intervention for anxiety and depression in inner-city youth. Child and Adolescent Mental 

 Health, 20(2), 102-106. doi: 10.1111/camh.12060  

Short, A. L., Barrett, P. M., & Fox, T. L. (2001). Evaluating the FRIENDS program: A 

 cognitive-behavioral group treatment for anxious children and their parents. Journal of 

 Clinical Child & Adolescent Psychology, 30(4), 525-535. doi: 

 10.1207/S15374424JCCP3004_09 

Sleep Diary [PDF]. (n.d.). Anxiety Canada. Retrieved from 

 http://www.anxietycanada.com/sites/default/files/SleepDiary.pdf 

Skryabina, E., Morris, J., Byrne, D., Harkin, N., Rook, S., & Stallard, P. (2016a). Child, teacher, 

 and parent perceptions of the FRIENDS classroom-based universal anxiety prevention 

 programme: A qualitative study. School Mental Health, 8(4), 486-498. doi: 

 10.1007/s12310-016-9187-y 

http://www.friendsresilience.org/my-friends-youth-ages-12-15/


FRIENDS                                                                                                                                      15 
 

Skryabina, E., Taylor, G., & Stallard, P. (2016b). Effects of a universal anxiety prevention 

 programme (FRIENDS) on children’s academic performance: results from a randomised 

 controlled trial. Journal of Child Psychology and Psychiatry 57(11), 1297-1307. doi: 

 10.1111/jcpp.12593 

Stallard, P. (2013). School-based interventions for depression and anxiety in children and 

 adolescents. Evidence Based Mental Health, 16(3), 60-61. doi:10.1136/eb-2013-101242 

Stallard, P., Sayal, K., Phillips, R., Taylor, J. A., Spears, M., Anderson, R., … Montgomery, 

 A. A. (2012). Classroom based cognitive behavioural therapy in reducing symptoms of 

 depression in high risk adolescents: pragmatic cluster randomised controlled trial. British 

 Medical Journal, 345. doi: 10.1137/bmj.e6058 

St. Onge, J. R., Stephenson, R., & Kumar, B. S. (2016). Validation of the FRIENDS anxiety 

 prevention program for children in Canada. Canadian Journal of Community Mental 

 Health, 35(3), 25-40. doi: 10.7870/cjcmh-2016-036  

Waddell, C., & Sheppard, C. (2002). Prevalence of mental disorders in children and youth: A 

 research updated prepared for the British Columbia Ministry of Children and Family 

 Development. University of British Columbia. Retrieved from 

 https://childhealthpolicy.ca/wp-content/uploads/2012/12/RR-3-02-full-report.pdf 

Werner-Seidler, A., Perry, Y., Calear, A. L., Newby, J. M., & Christensen, H. (2017). School- 

 based depression and anxiety prevention programs for young people: A systematic 

 review and meta-analysis. Clinical Psychology Review, 51, 30-47. 

 doi:10.1016/j.cpr.2016.10.005. 



FRIENDS                                                                                                                                      16 
 

Wehry, A. M., Beesdo-Baum, K., Hennelly, M. M., Connolly, S. D., & Strawn, J. R. (2015). 

 Assessment and treatment of anxiety disorders in children and adolescents. Current 

 Psychiatry Reports, 17(7), 52. doi: 10.1007/s11920-015-0591-z 


