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Abstract
Background

Dissemination initiatives have the potential to increase consumer knowledge of and engagement with evidence-
based treatments (e.g., cognitive behavioral therapy [CBT]). Opinion leaders (OLs) have been used in public health
campaigns, but have not been examined for the dissemination of mental health treatments. This study uses the
Theory of Planned Behavior to test the dissemination strategy of involving an OL in an educational presentation
to increase caregiver demand for CBT for youth anxiety.

Method

Participants (N =262; 92% female; 69% White, 82% non-Hispanic) were caregivers who registered for a virtual
presentation on youth anxiety treatment through their child’s school. Schools within 1.5-hr drive of Philadelphia,
PA were cluster-randomized (k=25; two-arm prospective randomization) to the OL condition (presented by a
clinical researcher and local caregiver OL; n= |19 participants) or the researcher-only condition (n = 143 partici-
pants). Presentations occurred from May 2021 to May 2022. Measures were completed pre- and post-presentation
and at 3-month follow-up.

Results

Relative to the researcher co-presenter, participants rated the OL as significantly more relatable, familiar, similar,
and understanding of their community, but less credible than the researcher co-presenter. In both conditions,
there was a significant pre-post increase in participants’ knowledge of, attitudes about, subjective norms related
to, and intention of seeking CBT for youth anxiety, but not stigma. Presentation conditions did not differ in change

on these measures, or on rates of seeking youth anxiety CBT at follow-up.
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Conclusions
Although involvement of a caregiver OL did not increase caregiver demand for evidence-based treatment for youth
anxiety, the outreach presentation was associated with increases in knowledge of, attitudes about, subjective norms
related to, and intention to seek CBT for youth anxiety. Involving OLs in researcher-delivered dissemination efforts
may not be necessary for all consumer audiences, but may be beneficial for engendering a sense of relatability, simi-
larity, and connection with disseminators.

Plain Language Summary

Cognitive behavioral therapy (CBT) is an effective treatment for youth anxiety. However, most anxious youth do not receive
CBT when they seek treatment. Research supports educational dissemination strategies to improve knowledge, attitudes,
and stigma related to seeking treatment. It is unclear who is the best person to provide potential consumers with informa-
tion about seeking treatment. Collaborating with opinion leaders (OLs) may be an effective dissemination strategy. OLs are
trustworthy community members who use their influence to encourage others to make a change. This study tested use of a
local caregiver OL versus a clinical researcher to deliver an educational presentation on youth anxiety for caregivers. We
found that both types of presenters led to an increase in knowledge of, subjective norms about, attitudes about, and inten-
tion of seeking CBT. There was no difference between the two conditions on these factors. It is possible that the lack of
difference between conditions was because the caregiver presenter may not have been a strong OL. Participants rated
the OL as being more like them, more familiar to them, and more understanding of their community. They also thought
that the OL was a less credible source of mental health information than the researcher. This study suggests that involving
a local caregiver in dissemination efforts may not be necessary for many individuals. For people with low levels of stigma,
presentations given by researchers may be effective at changing their attitudes about seeking treatment. Additionally, edu-
cational presentations are associated with improvements in knowledge, subjective norms, and intention to seek CBT among
those who attend. More research is needed to identify ideal dissemination strategies to engage underserved populations.

Keywords
opinion leader, direct-to-consumer marketing, dissemination, mental health literacy, stigma, consumers, cognitive
behavioral therapy, youth anxiety

Introduction needed to overcome structural barriers to treatment (e.g.,

cost, lack of therapist availability; Andrade et al., 2014).
DTC dissemination efforts use strategies to increase
knowledge, stimulate emotion, increase attention, and facili-
tate social comparison (Baker et al., 2021). Dissemination
research often uses the Theory of Planned Behavior to evalu-
ate its impact (Purtle et al., 2020). According to the Theory of
Planned Behavior, an individual’s intention to complete a
behavior and subsequent behavior is affected by their atti-
tudes about a behavior, subjective norms about doing a
behavior (i.e., belief that others do or value the behavior),
and perceived behavioral control (Ajzen, 1991). Stigma (an
important barrier to treatment seeking; Gulliver et al., 2010)

Anxiety disorders affect 10%-20% of youth, with preva-
lence rates increasing during the COVID-19 pandemic
(Racine et al., 2021). Cognitive behavioral therapy (CBT)
with exposure is an evidence-based treatment (EBT) for
youth anxiety (Kendall et al., 2005; Weisz et al., 2017),
but two-thirds of youth with mental health disorders
do not receive any treatment (Davenport et al., 2023).
Caregivers have reported difficulty finding therapists who
offer CBT with exposures, resulting in significant delays
accessing this EBT (Frank et al., 2023).
Direct-to-consumer (DTC) dissemination approaches
aim to improve consumer understanding of mental health

problems, shape treatment-seeking behavior, increase
public demand for CBT, and motivate treatment providers
to become trained in EBTs (Becker, 2015; Frank et al.,
2022). Caregivers are considered the consumer of youth
treatment, as they are the decision makers and carry the
financial responsibility of youths’ services (Becker, 2015;
Kang et al., 2019). DTC initiatives can help overcome
patient-barriers to youth receiving treatment such as
stigma, lack of awareness that treatment is needed, insuffi-
cient knowledge on how to seek effective treatment, and
lack of awareness that CBT with exposures is an effective
treatment (Ryan et al., 2015). Additional strategies are

may impact both subjective norms and attitudes about CBT.

Previous DTC research has primarily examined the
effectiveness of educational campaigns (what is being
delivered), with less attention to sow the message is deliv-
ered, and who is delivering a message. Findings suggest
that brief DTC educational presentations on mental health
decrease stigma (improving attitudes); increase knowledge
and improve mental health literacy (improving perceived
behavioral control); and increase intention to seek therapy
(Amsalem & Martin, 2022; Gallo et al., 2015; Hurley
et al., 2020; Ponzini & Schofield, 2019). More generally,
tailoring health messages to the audience improves the
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effectiveness of dissemination efforts (Kreuter & Wray,
2003). Regarding how to deliver dissemination campaigns,
infographics, visual elements, and narratives can increase
attention and stimulate emotion for the audience of dissem-
ination efforts (Becker et al., 2020; Dahlstrom, 2014; Purtle
et al., 2022). Prior research on infographic campaigns,
webinars, and informational videos did not directly
compare various modalities for how a dissemination cam-
paign is delivered (e.g., comparing a webinar to an info-
graphic). Further limitations of previous DTC research
include the use of non-representative samples (e.g., under-
graduate or online participant pools; Amsalem & Martin,
2022; Barnett et al., 2020; Brecht et al., 2010), and many
studies on mental health literacy and contact strategies
(i.e., interacting with someone with a stigmatized identity)
lacked controlled designs (Hurley et al., 2020; Jorm, 2020).

Regarding who disseminates information about seeking
treatment, evidence is mixed as to whether individuals with
lived experience are optimal messengers in dissemination
campaigns aimed at increasing engagement with treatment.
Some studies found that use of those with lived experience
is associated with increased intention to engage in therapy
(Bearman et al., 2022; Corrigan et al., 2012), and other
studies found no or negative effects of this strategy on
treatment-seeking behavior or sustained reductions in
stigma (Johnson et al., 2017; Jorm, 2020; Morawska
et al., 2011). Finally, in a DTC survey, caregivers reported
that they preferred receiving information from pediatri-
cians or other parents (Becker et al., 2018).

One strategy used in implementation research, but not yet
examined in DTC dissemination research, is collaborating
with opinion leaders (OLs). OLs are trustworthy community
members who use their social influence to enhance relevance,
credibility, and acceptability of DTC initiatives (Flodgren
etal., 2019; Valente & Pumpuang, 2007). OLs do not neces-
sarily have lived experience with mental illness. OLs may be
effective because they can help tailor DTC messages to their
local community (Neal et al., 2011). Encouragement from an
OL may be particularly influential in decreasing stigma and
promoting treatment seeking, due to effects on social
support and social norms (Flodgren et al., 2019; Grimshaw
etal.,2012). OLs have been found to be effective health com-
municators in healthcare settings and in the community, with
studies suggesting that use of OLs increases dissemination of
health information, reduces stigma, and increases the likeli-
hood EBT implementation (Atkins et al., 2008; Flodgren
et al., 2019; Li et al., 2013). OLs have been theorized to
change behavior through the mechanism of creating a posi-
tive attitude about an innovation and increasing willingness
to try an innovation (Weiner et al., 2024).

This study (Project CHAT: Caregivers Hearing about
Anxiety Treatments) evaluated the effects of involving a
local caregiver OL in the modification and presentation of
an educational outreach presentation for caregivers on youth
anxiety (Crane et al., 2021). Project CHAT examined OL
and clinical researcher (OL condition) versus clinical

researcher (researcher-only condition) delivery of an educa-
tional presentation on youth anxiety for caregivers. A
cluster randomized control design was used because schools
were randomized to presentation condition; caregivers were
assigned to the presentation condition based on their child’s
school. Main outcomes were examined at the individual
(not cluster) level. We hypothesized that relative to the
researcher-only condition, the OL condition would result in
a greater (a) increase in caregivers seeking CBT with expo-
sures for their youth at the 3-month follow-up (endpoint),
(b) increase in subjective norms about seeking CBT, (c)
improvement in attitudes about CBT, (d) increase in caregiver
intention to seek CBT with exposures for their youth, and (e)
decrease in caregiver stigma about mental illness. We also
hypothesized that both conditions would result in a similar
increase in knowledge about how to seek EBTs. Finally, we
hypothesized that participants would view the clinical
researcher more favorably when she presented with an OL,
relative to when she presented with another researcher.

Method

This manuscript followed the Consolidated Standards of
Reporting Trials (CONSORT) and template for intervention
description and replication (TiDieR) checklists for reporting
results (Campbell et al., 2012; Hoffmann et al., 2014).

Participants

Participants (N =262) were primary caregivers who registered
to attend a presentation on youth anxiety at their child’s school.
Elementary, middle, and high schools located within a 1.5-hr
drive of Philadelphia, PA were recruited by emailing their
school mental health workers/other school administrators; 25
schools enrolled. The first author used Excel’s random
number generator to randomize schools to either the OL con-
dition (odd numbers) or researcher-only condition (even
numbers) using a 1:1 allocation ratio. Randomization occurred
after the school agreed to participate, but before caregivers
enrolled in the study (i.e., before they provided consent).
Researchers, school administrators, and participants could
not be masked to study condition; however, participants
were unaware of study hypotheses. Administrators from
enrolled schools advertised presentations/the study as they
advertise other school events (e.g., email list, Facebook
groups) using a template flier. Caregiver participants com-
pleted pre-presentation questionnaires to register for the pres-
entation. Eligibility criteria were: being at least 18 years of age,
being fluent in English, being the primary caregiver of a youth
aged 5—-18 years, and having a child at a school offering a pres-
entation. Youth anxiety and lack of prior treatment experience
were not inclusion/exclusion criteria to increase generalizabil-
ity and reach of the presentation.

The CONSORT diagram is presented in Figure 1.
Participants received $20 compensation to attend the pres-
entation and complete pre- and post-presentation
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Figure |
CONSORT Diagram.
| Schools Contacted (k = 833) |
< Excluded: did not agree to
. participate (n = 808)
| Schools Randomized (k=25) |
=
g -
3 Par?m‘l;a.llr‘lts assissed for Excluded (n = 865)
= eligibility (n = 1352) Did not meet inclusion criteria
= (n=53)
Did not complete screener
N (n=11)
Did not complete consent
(n=186)
Consented (n =301) Did not complete any measures
Participants analyzed: (n=39)
i.e., completed at least Suspicious/repeat participants.
1 measure (n = 262) (n=801)
v
- v v
b= Allocated to OL Condition Allocated to Researcher Condition
g Schools (k = 12) Schools (k= 13)
i Participants (n = 119) Participants (n = 143)
Completed pre-presentation Completed pre-presentation
questionnaires (n = 97) questionnaires (n = 112)
Lost to follow up (n = 22) Lost to follow up (n =31)
= Attended presentation (n = 52) Attended presentation (n = 57)
-f:’ 12 presentations given 13 presentations given
s 1 school hosted 2 presentations 1 school hosted 2 presentations
Z 1 school did not schedule a 1 school did not schedule a
*“E’ presentation presentation
= Did not attend presentation (n = 45) Did not attend presentation (n = 55)
Completed post-presentation Completed post-presentation
o questionnaires (n = 47) questionnaires (n = 49)
= Lost to follow up (n =5) Lost to follow up (n = 8)
3
s | |
= Completed 3-month follow-up Completed 3-month follow-up
questionnaires (n = 36) questionnaires (n = 39)
Lost to follow up (n=11) Lost to follow up (n = 10)
¢ l
Tﬁe Analyzed (n=119) | | Analyzed (n = 143)
<

Note. OL = opinion leader. Schools were cluster randomized by school and presentation date; participants were assigned to
a presentation condition based on the school their child attended.

questionnaires and $10 to complete the 3-month follow-up Power Analysis

questionnaire. Participant demographics and clinical char- Prior to data collection, Monte Carlo-based power was cal-
acteristics are presented in Table 1. culated for continuous outcomes using Mplus with 10,000
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replications. Power was estimated to be .83 for a sample
size of 180, assuming a Type I error rate of 5%, a two-
tailed test, a medium effect (r=.30) of presentation
within the OL condition and a small effect (r=.15) of pres-
entation within the researcher-only condition. Power was
estimated at the participant level given hypothesized low
levels of clustering. For binary outcomes (difference in
seeking CBT with exposure at 3-month follow-up),
power was calculated using G*Power assuming 10% attri-
tion, a Type I error rate of 5%, a two-tailed test, and a 25%
rate of seeking CBT in the researcher-only condition; stat-
istical power was .82 to detect a medium effect (OR =
1.72). Additional participants were recruited given higher
than expected rates of attrition, potentially due to the
COVID-19 pandemic.

Measures

For a copy of measures created for this study, see Crane
et al., 2021.

Primary Outcome

Treatment-Seeking Evaluation. Pre- and post-presentation,
caregivers rated how likely they were to seek a therapist who
uses exposure therapy in the next 3 months on a scale ranging
from 1 (very unlikely) to 5 (very likely). This question is con-
sistent with how treatment-seeking intentions have been
examined in prior DTC marketing studies (Becker et al.,
2020). At the 3-month follow-up assessment, caregivers indi-
cated if they had sought therapy for their youth since the pres-
entation (yes or no). If yes, they were asked if their child had
started therapy, if they requested a therapist who uses expos-
ure therapy, and for their child’s therapist’s name. The first
author coded whether the therapist offered exposure therapy
using her existing knowledge of local therapists or by directly
asking the therapist whether they offered exposure therapy.

Secondary Outcomes

Knowledge About Seeking CBT. The knowledge sub-
scale of the Parent Engagement in Evidence-Based
Services Questionnaire (PEEBS-K) measured caregivers’
perceived understanding of how to seek EBTs (i.e., per-
ceived behavioral control; Chang et al., 2019). A sample
item is, “I know how to access treatments for my child.”
Items were rated on a scale of 1-5, reversed coded as indi-
cated, and averaged to create five subscales (Choy &
Nakamura, 2022). Higher scores on the knowledge sub-
scale indicated higher levels of perceived knowledge
about seeking EBTs. Evidence supports the PEEBS-K’s
internal consistency (a=.72) and convergent validity
(r=.25-.41; Choy & Nakamura, 2022). PEEBS-K internal
consistency was .74 in this sample.

Internalized Stigma. The Parents’ Internalized Stigma
of Mental Illness Scale (PISMIS; Zisman-Ilani et al.,
2013) is a 10-item measure of caregiver perception of inter-
nalized stigma for having a youth with a mental illness,

adapted from the well-validated Internalized Stigma of
Mental Illness Scale (Ritsher et al., 2003). Response
options ranged from 1 (strongly disagree) to 4 (strongly
agree). Higher scores indicate higher levels of family
stigma. The PISMIS has acceptable internal consistency
(x=.76) and has demonstrated sensitivity to change (x=
.76; Boyd et al.,, 2014; Zisman-Ilani et al., 2013).
PISMIS internal consistency was .88 in this sample.

Caregiver Attitudes About CBT. The Caregiver
Attitudes about CBT (CACBT) evaluates caregivers’ per-
ceptions of the helpfulness of 18 strategies used in CBT
for youth anxiety. Items were rated on a scale of 1-5 and
summed: higher scores indicated more favorable attitudes.
The CACBT was developed for the present study modeled
on the Knowledge of Evidence-Based Services
Questionnaire (Stumpf et al., 2008). CACBT internal con-
sistency was .96.

Therapy Subjective Norms. The Therapy Subjective
Norms (TSN) Questionnaire is a six-item measure of care-
giver perception of subjective norms for seeking CBT
(TSN-CBT). This scale was developed for this study
based on well-validated measures of subjective norms
(Glanz et al., 2008; Park & Smith, 2007). Agreement
with each item was rated on a scale of 1-7 options; all
six items were summed with higher scores indicating
more favorable subjective norms. TSN-CBT internal con-
sistency was .95.

Impression of Presenters. On the Relatability
Evaluation, caregivers rated each presenter on a scale of
1-5 on the following 10 dimensions: relatability, likeabil-
ity, similarity, similarity in thinking, similarity of beliefs,
credibility, trustworthiness, understanding of the local
community, familiarity, and friendship. Items were evalu-
ated separately. This measure was developed for the
present study based on characteristics of homophily
(McCroskey et al., 1975).

Additional Measures

Youth Anxiety. The Brief Revised Child Anxiety and
Depression Scale-Parent Version (RCADS) is a 25-item
caregiver report measure of anxiety and depressive symp-
toms on a scale of 0-3 (Ebesutani et al., 2017). This study
used the 15-item Total Anxiety subscale (RCADS-A).
Previous research supports the RCADS-A internal relia-
bility (o =.80-.86), retest reliability (r=.85), convergent
validity (r=.59), and discriminant validity for anxiety
diagnoses (AUC =.81; Ebesutani et al., 2017). RCADS-A
internal consistency was .81 in this sample.

Client Satisfaction. Caregivers indicated their satisfac-
tion with the presentation using the eight-item Client
Satisfaction Questionnaire (CSQ; Attkisson & Zwick,
1982). Higher composite scores indicated greater
program satisfaction. Psychometric analyses support the
CSQ’s internal consistency (a=.93) and convergent valid-
ity (r=—-.40 to .23; Attkisson & Zwick, 1982). CSQ
internal consistency was .91 in this sample.
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Table 2
Presenter Demographics.

Presenter 2

Presenter | Researcher Opinion leader

Age: M (SD) 29 27.33 (1.23) 40.46 (4.46)
Number of children: M (SD) 0 0.11 (0.33) 2.55 (1.13)
Gender: n (%)*

Cisgender I 9 (100) I'1 (100)

Female I 7 (78) I'1 (100)

Male 0 2 (22) 0 (0)
Race: n (%)*

Black or African American 0 1 (12) 2 (18)

White I 8 (88) 8 (73)
Ethnicity: n (%)*

Hispanic 0 0 (0) 19

Not of Hispanic origin I 9 (100) 10 (91)
Country at birth: n (%)

In the United States I 9 (100) 11 (100)
Highest education completed: n (%)

Some college 0 0 (0) 1 (9)

College graduate (4 years) 0 3(33) 4 (36)

Master’s degree or equivalent I 6 (67) 4 (36)

Doctoral degree or equivalent 0 0(0) 2 (18)

Note. Presenter | was the same person (MEC) in both conditions.

?Percentages may sum to over 100% because participants could select more than one identity.

Demographics. A demographics questionnaire assessed
caregiver and youth age, gender, race, and ethnicity; care-
giver level of education, income, and number of children;
and youth health insurance status. The presenters also indi-
cated their age, gender, number of children, and level of
education to assess their similarity to participants.

Mental Health History. On the mental health history
questionnaire, participants indicated whether they or their
youth have been diagnosed with or treated for a mental dis-
order, whether they or their youth have received CBT with
exposures (defined as “slowly facing fears”), and their
level of satisfaction with their youth’s previous treatment
experience.

Fidelity and Manipulation Checks. A knowledge test
(KT) and Fidelity checklist were used to assess whether
the presentations in each condition were delivered consist-
ently and whether participants learned a similar amount of
information from the presenters. A research assistant (RA)
functioned as an independent evaluator and completed a
content checklist; two RAs were present for 25% of presen-
tations to assess for interrater reliability. RAs also coded
for presenter and audience member self-disclosure about
experience receiving therapy for themselves or their child
(x=.90), and noted the total amount of time each presenter
spoke. Presentation content was delivered with 100% fidel-
ity (xk=1).

Caregivers’ knowledge of the content reviewed in the
presentation was assessed using a 20-item KT. Items

were true/false and multiple-choice format. Participants
received 1 point for each correct answer for a maximum
of 20 points.

Presentation

Caregivers in both conditions attended an outreach presen-
tation (i.e., a live webinar) which lasted an average of
7538 min  (SD=10.3), including an average of
16.88 min  (SD=8.12) for caregiver questions.
Presentations were hosted from May 2021 to May 2022
during the school year. The presentation was cofacilitated
by two presenters. Presenter 1 (MEC) was the same
across all presentations, while Presenter 2 varied based
on condition (either a clinical researcher or an OL).
Table 2 describes presenter demographics. Table 3
describes details about the presentation format, differences
between conditions, the process for engaging the OL, and
rationale for presentation elements. Although there was
one OL per school, one school in the OL condition
offered the presentation twice. Thus, there were a total of
11 OLs in the study. OLs selected for this study had a
range of occupations, family and personal experience
with mental illness, and volunteer experience with the
school’s parent group. Prior to the presentation, OLs
attended two training meetings with the first author with
the goal of teaching them presentation content, tailoring
the presentation as needed, and leveraging the OLs as
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Table 3
Rational for Presentation Content Elements.

Both Conditions

Presentations occurred via Zoom, primarily in the evening, although one presentation occurred during the day.

o Rationale: Increase accessibility of presentation.

Presentation content included information on identifying anxiety disorders.

o Rationale: Increase awareness of potential need for treatment, and cue relevance (Petty et al., 1983).

Presentation content included strategies for caregivers to help their youth with anxiety.

o Rationale: Reduce stigma by demonstrating anxiety is treatable, and increase parent motivation to attend presentation.
Presentation content included information about CBT for youth anxiety, and strategies for finding a therapist who uses CBT with
exposures.

© Rationale: Provide information on seeking CBT, and improve knowledge of and perceived behavioral control of how to find a
therapist who offers CBT.

Exposure therapy was emphasized.

o Rationale: Exposure is core ingredient of CBT and is underutilized by therapists in the community (Chu et al., 2015).

The text on the PowerPoint presentations is written at a 5.3-grade reading level.

o Rationale: Use lay terminology to improve comprehension.

After the presentation, participants were sent a PDF of the presentation, a referral list of local therapists who provide CBT with
exposures, a list of self-help resources, a summary of the key strategies reviewed, and an infographic about youth anxiety and CBT
(see Supplementary Appendix A).

o Rationale: Make it easier for families to seek CBT with exposure, thus improving perceived behavioral control.

Research presenters

The clinical researcher presenters (Presenter | and Presenter 2 in the researcher-only condition) were clinical psychology PhD
students who had specialized training in CBT for youth anxiety and who worked as therapists in a specialty clinic for youth anxiety
at Temple University.

o Rationale: Researcher-facilitated outreach presentations are one strategy research groups use to disseminate information to the
community (Gallo et al., 2015; Powell et al., 201 |; Szymanski, 2012).

Researcher presenters were introduced using these characteristics during the presentation.

© Rationale: Introductions established credibility.

Presentation content was the same for all schools randomized to the researcher-only condition, although examples were slightly
modified based on brief feedback via email from the school staff member organizing the presentation.

o Rationale: Standardized presentation content to ensure all participants receive the same information.

OL Presenters

OL selection

To select the OLs, school parent groups (e.g., parent—teacher association) were contacted and asked, “please nominate a caregiver
who is well-known and respected within your community, and who reflects the diversity of the school as a whole.” If a school did
not have an active parent group, the school staff selected the OL.

o Rationale: Previous research supports OL nomination by knowledgeable community members and by nomination of an individual
(Rogers & Cartano, 1962; Valente & Pumpuang, 2007).

OL training

OLs discussed their experiences with youth anxiety.

o Rationale: Build rapport with the OL. Help them consider if they want to self-disclose personal experiences to destigmatize youth
anxiety and seeking treatment.

OLs discussed factors about their communities that may affect how anxiety symptoms present or are understood, and how
caregivers in their community typically seek therapy. The first author modified the outreach presentation separately for each
school based on OL feedback.

o Rationale: Tailor the presentation content to the local community to enhance relevance.

During the training, the Pl reviewed presentation materials and encouraged the OLs to discuss their reactions and provide
feedback. The OLs considered which strategies they could endorse as effective (e.g., remaining calm when their child becomes
emotional). Motivational interviewing techniques were used when an OL was skeptical about CBT’s effectiveness (Miller &
Rollnick, 2012).

o Rationale: Increase OL buy-in of the benefits of CBT to leverage them as a CBT champion.

The OLs were sent a draft of the presentation to review prior to the meeting. In the second meeting, OLs reviewed/approved
modifications to the presentation, were given a chance to practice to ensure comprehension, and had remaining questions
answered. OLs were offered additional practice sessions, but no OL took this opportunity.

o Rationale: Increase OL knowledge of the presentation content.

OL meetings took place via Zoom.

o Rationale: Study was conducted during the COVID-19 pandemic.

(Continued)
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Table 3
(Continued)

OL presentations

* During the presentation, the OLs were introduced as a parent of a child at the school who had worked with the researcher to

tailor the presentation to their community.

o Rationale: Ascribe creditability to the OLs as knowledgeable presenters and community members.

* Researcher co-facilitated the presentation with the OL.

o Rationale: Answer clinical questions form participants, and decrease the level of content mastery required from the OLs.

* Presentation content was similar across schools but varied in terms of specific examples of how the material can apply to the
school community; some OL presentations included additional slides to explain concepts in more detail based on OL feedback.
o Rationale: Increase local relevance of the information, and improve participant comprehension.

* OLs were encouraged to share personal stories, including their experiences with youth anxiety and seeking treatment.
o Rationale: Increase a sense of similarity to the OL; improve subjective norms, attitudes, and perceived behavioral control about

seeking treatment; and decrease stigma.

* Presentations had scripted text in the notes that the OLs could read from or adapt.
o Rationale: The scripted text allowed for the core content of the presentations to be standardized, and enabled OLs to present

competently without needing too much practice or expertise.

Note. OL = opinion leader; CBT = cognitive behavioral therapy; Pl = principal investigator.

champions of CBT. OLs were paid $200 for their involve-
ment with the study (approximately $40/hr).

Procedure

All questionnaires were completed and stored on REDCap
(a HIPAA secure platform; Harris et al., 2019). Participants
and OLs provided informed consent via REDCap before
completing the questionnaires. Before (pre) and after
(post) the presentation, participants completed the
Treatment-Seeking Evaluation, PEEBS, PISMIS, CACBT,
TSN-CBT, and KT. They also completed the RCADS,
demographics, and mental health history questionnaire
before the presentation; the Relatability Scale and the
CSQ after the presentation; and the Treatment-Seeking
Evaluation at 3-month follow-up. After they completed
the pre-questionnaires, they were sent the zoom link to the
presentation. They completed the post-presentation ques-
tionnaires within 1 week of the presentation (Mgays=2.12,
SDgays =2.56). Follow-up questionnaires were sent to parti-
cipants 3 months after the presentation and were completed
an average of 3.12 months (SDyonms = 0.13) after the pres-
entation. Participants were sent reminders to complete unfin-
ished questionnaires and with presentation details to reduce
dropout. Participants who did not attend the presentation
were considered to have dropped out of the trial and were
not followed.

Analytic Plan

Study analyses were preregistered in the study protocol
paper (Crane et al., 2021) and on clinicaltrials.gov
(NCT04929262); preregistration occurred after 17 partici-
pants had enrolled in the study but prior to data analyses.
Preliminary analyses summarized study predictors, demo-
graphics, and outcome variables using descriptive statistics

of means, standard deviations, frequencies, and percen-
tages. The correlations between youth anxiety at baseline
and study outcomes were examined using Pearson’s correl-
ation. Differences in rates of school recruitment and attri-
tion between groups were examined using independent
sample t-tests, differences in participants relative to the
schools they were recruited from were examined using
one-sample t-tests; and difference in rates of presentation
attendance was examined using chi-squared (for binary
predictors and outcomes) and logistic regression (for the
binary outcome of attendance and continuous predictors).
Analyses used multilevel modeling using restricted
maximum likelihood estimation (to handle missingness)
with a random intercept to account for the nesting of
repeated measures within caregivers." A “per protocol”
approach was used for study analyses, analyzing all data
collected per participant, even if data is missing on some
variables or at some time points. Multiple logistic regres-
sion analyses also examined whether key predictors at
baseline (i.e., the six outcome variables and demographics)
were associated with differences in study retention. In sep-
arate multilevel models, (a) intention to seek CBT, (b)
TSN-CBT, (c) CACBT, (d) PISMIS, and (e) PEEBS-K
subscale were regressed on time (i.e., pre- vs. post-
presentation), condition, and the interaction between time
and condition; a random intercept was included in all
five multilevel models. To assess the main effect of time,
these models were repeated without the interaction
between time and condition. A binary logistic regression
was conducted with CBT service seeking at the 3-month
follow-up entered as the dependent variable, condition
entered as the independent variable and school entered as
a control variable. Youth anxiety (RCADS-A) was
included as a control variable in the models examining
intention to seek CBT and CBT service seeking. r-Tests
were used to examine the difference between conditions
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Table 4

Change in Dependent Variables Pre- to Post-Presentation.

Researcher

Opinion leader

Interaction: Time X
Group B [95% CI]

Main effect: Time B

Simple slope of time B
[95% CI] [95% CI]

Post M (SD)
n=49

Pre M (SD)
n=143

Simple slope of time f
[95% CI]

Post M (SD)
n=47

Pre M (SD)
n=119

13.33% [9.58 to 17.09] —2.68 [~10.19 to 4.83]

0.61* [0.46 to 0.76]

84.8 (18.05) 14.15% [9.77 to 18.52]

66.09 (20.64)

62.60 (24.58) 80.59 (25.57) 12.37* [6.26 to 18.49]

KT

—0.05 [-0.24 to 0.35]
—031 [-1.78 to 1.16]

0.24 [-2.24 t0 2.71]

0.57* [0.37 to 0.78]

3.56 (0.61)
14.90 (4.30)

34.28 (6.71)

3.01 (0.74)
15.07 (4.26)

0.64* [0.43 to 0.85]

3.70 (0.72)
14.60 (5.90)
33.81 (6.35)
81.13 (7.52)

3.06 (0.74)
15.01 (5.00)
31.36 (7.40)
79.04 (8.63)

PEEBS-K
PISMIS

—0.44 [1.18 t0 0.29]

2.20% [0.97 to 3.43]

—0.27 [~1.33 t0 0.79]

2.18% [0.95 to 3.41]

—0.63 [~1.65 to 0.39]

2.32% [0.53 to 4.11]

32.6 (6.98)
80.35 (11.94) 82.98 (8.24)

TSN-CBT
CACBT

—0.12 [-4.19 to 3.95]
0.15 [~0.28 to 0.58]

2.18% [0.15 to 4.20]

0.58* [0.36 to 0.79]

2.48 [—1.03 to 6.00]
0.49% [0.23 to 0.75]

2.14% [0.27 to 4.02]
0.69% [0.33 to 1.04]

3.67 (1.20)

323 (1.18)

3.79 (1.18)

3.02 (1.22)

Exposure seeking:

intention

Parents’ Internalized Stigma of Mental lliness Scale;

Parent Engagement in Evidence-Based Services Questionnaire, Knowledge Subtest; PISMIS

knowledge test; PEEBS-K =

Note. Cl = confidence interval; KT

TSN-CBT
* p<.05.

Caregiver Attitudes about Cognitive Behavioral Therapy.

Therapy Subjective Norms—Cognitive Behavioral Therapy CACBT

Table 5
Descriptive Statistics for Dependent Variables: 3-Month Follow-up.
Opinion Researcher
leader n (%) n (%)
n=39 n=36
Sought treatment
Yes 12 (31) 13 (36)
No 21 (54) 17 (47)
Child was already in therapy 6 (15) 6 (17)
Sought exposure therapy
(self-report)®
Yes 3 (25) 3(23)
No 6 (50) 9 (69)
Unsure 3 (25) 1 (8)
Sought exposure therapy (coded)®
Yes, new therapist 5(29) 4 (22)
Yes, child was already seeing 3(18) 4 (22)
No 3(18) 3(17)
Unable to determine 6 (35) 7 (39)

Note. Coded = research team coded the therapist as completing exposure
therapy.

?Out of the total number of participants who sought therapy for their
child; Out of those who either sought a new therapist, or whose child
was already seeing a therapist.

for each item on the Relatability Evaluation of Presenter 1
and Presenter 2 (exploratory analysis); effect size was cal-
culated using Cohen’s d (d). As an exploratory analysis,
this study examined caregiver demographic factors,
youth anxiety (RCADS-A), racial similarity to the pre-
senter (Demographics, same race), and self-disclosure
(Content Checklist, self-disclosure) as potential modera-
tors of the effect of presentation condition on intention to
seek CBT; in separate multilevel models, intention to
seek CBT was regressed on time, condition, each potential
moderator, and their three-way interaction.

Results

Preliminary Analyses

Preliminary analyses examined descriptive statistics and
reach (including attrition). Descriptive statistics for study
outcome variables are presented in Table 4 (pre and post)
and Table 5 (follow-up).

Reach/Attrition

In total, 833 schools were contacted to participate in the
study. The 25 (3%) schools enrolled in the study had a sig-
nificantly higher proportion of students from a racial/ethnic
minoritized background (percentage of students who are
non-Hispanic White; Mg, =62.66, SDq,=34.70) relative
to the schools contacted (Mg =53.57, SDq¢,=30.97),
1(829)=2.07, p=.04, d=0.29. Additionally, the schools
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enrolled in the study (Mg, = 54.00, SDo¢, =33.10) had a sig-
nificantly higher proportion of students eligible for free
school meals (approximately $25,000 annual income) rela-
tive to the schools contacted (Mg, =42.51, SDq, =34.37),
#(749)=2.44, p=.02, d=0.35.

Of the 301 caregivers who consented for the study, 209
(69%) completed presentation registration (i.e., completed
pre-questionnaires), and of the participants who completed
presentation registration, 109 (52%) attended the presenta-
tion. Caregivers who enrolled in the study were more likely
to be White (69%) and less likely to have income that
would qualify for free school meals (13%) than the
racial/ethnic and economic background of the students
who attended the schools hosting the presentations,
1s(181)<13.51, p<.001. Participants who were Black,
had an income less than $50,000, and who had a college
degree or fewer years of education were significantly less
likely to attend the presentation, Xz(l, n=208)>4.41,
p <.04; participants who had higher levels of knowledge
of CBT (KT) were more likely to attend the presentation,
OR = 1.03, SE= .01, p=.02. The other primary dependent
variables (intention to seek CBT, TSN-CBT, CACBT,
PISMIS, PEEBS-K), caregiver age, and youth anxiety
were not significantly associated with presentation attend-
ance, ORs <1.07, SEs> .02, ps>.19, nor was caregiver
gender, ethnicity, and condition, Xz(l, n=208)<1.51,
p>.21. Attrition at follow-up was high and similar
across groups (70% for the OL condition and 73% for
the researcher-only condition).

Presentation

Presentations (k=25) were attended by an average of
4.36 caregivers (SD=4.32, range=0-20). 66% (n=38)
of the OLs self-disclosed about personal/familial experi-
ence with mental health and/or therapy, while
the researcher presenters (Presenter 1, and Presenter 2 in
the research-only condition) did not self-disclose. There
was no significant difference in presentation satisfaction
(CSQ) between the researcher-only (M =28.04, SD=
3.74) and OL (M =27.64, SD=3.36) conditions, with
both conditions having favorable presentation ratings,
1(94)=0.55, p=.58, d=0.11. As shown in Table 4,
there was no significant interaction between condition
and time on knowledge of presentation material (KT),
but the main effect of time on knowledge of presentation
material was significant, indicating participants’ knowl-
edge of presentation material increased in both conditions
as hypothesized.

Theory of Planned Behavior

As shown in Table 4, there was no significant interaction
between time (pre- to post-presentation) and condition
(researcher vs. OL) on knowledge of seeking EBTs
(PEEBS-K), subjective norms about seeking CBT (TSN,
CBT total), stigma (PISMIS), attitudes about CBT

(CACBT), and intention to seek exposure therapy. The
main effect of time on stigma was not significant. There
was a statistically significant main effect of time on
knowledge of seeking EBTSs, subjective norms about
seeking CBT, attitudes about CBT, and intention to seek
CBT. As shown in Table 5, there was no significant
difference between conditions regarding the seeking
CBT, OR = .75 (95% CI=]0. 28-1.99]), SE=0.50, p =
.56. None of the variables tested (caregiver gender,
age, race, ecthnicity, education level, income; youth
anxiety; self-disclosures; and being the same race or
ethnicity as Presenter 2) significantly moderated the inter-
action between condition and time on intention to seek
exposure therapy, bs <0.63, SEs <0.89, ps>.19. Youth
anxiety was significantly correlated with pre-presentation
intention to seek exposure therapy r=.4, p<.001, but
not pre-presentation knowledge of seeking EBTSs
(PEEBS-K), subjective norms about seeking CBT (TSN,
CBT total), stigma (PISMIS), attitudes about CBT
(CACBT), rs<.09, ps>.05.

Impressions of Presenters

Participants’ impressions of the presenters are displayed in
Table 6. Contrary to our hypothesis, participants’ percep-
tions of Presenter 1 (MEC) were not significantly different
when she presented with another researcher relative to
when she presented with an OL, #s(94) > 0.04, ps > .50,
ds <.14. To further explore this, we examined the differ-
ence between participants’ perceptions of Presenter 2 (the
second researcher vs. the OL). As expected for an OL, par-
ticipants rated the OL as significantly more similar, more
understanding of their community, more familiar, and
more likely to be a friend relative to the researcher,
135(94)=2.45, ps<.046, ds>0.50. However, there was
no significant difference between the OL and the
researcher presenter in terms of being relatable, being like-
able, thinking similarly, having similar beliefs about
mental health, and being trustworthy, #s(94) <1.95, ps >
.054, ds<0.40. Furthermore, participants rated the
researcher presenter to be a significantly more credible
source of mental health information than the OL, #(94) =
3.35, p=.001, d=0.68.

Discussion

The present study examined the collaboration between a
caregiver OL and researchers as a DTC strategy to increase
caregiver demand for CBT for youth anxiety. Contrary to
hypotheses, there was no significant difference between
the researcher-only and researcher + OL facilitated presen-
tations in terms of change in caregiver subjective norms
about, attitudes about, knowledge of, stigma about, and
intention to seek CBT for youth anxiety, or actual
seeking of CBT for their child at 3-month follow-up.
However, both versions of the presentation resulted in



Crane et al.

Table 6
Perceptions of Presenters.

Presenter |

Presenter 2

Res. M (SD) OL M (SD) d [95% Cl]

Res. M (SD) OL M (D) d [95% Cl]

Similar to me 3.71 (0.87) 3.72 (0.80) —0.01 [-0.4] to 0.39] 3.61 (0.86) 4.02 (0.77) —0.50* [-0.9] to —0.09]
Familiar with the presenter 1.41 (0.84) 1.70 (0.95) —0.33 [-0.73 to 0.08] 1.31 (0.65) 2.53 (1.52) —0.85* [-1.27 to —0.43]
Friends with the presenter  1.18 (0.49) 1.34 (0.52) —0.31 [-0.71 to 0.09] 1.18 (0.49) 1.96 (1.20) —1.06* [—1.48 to —0.63]
Understood my community 4.10 (0.85) 4.13 (0.82) —0.03 [-0.43 to 0.37] 4.00 (0.84) 4.32 (0.69) —0.41* [-0.82 to —0.006]
Relatable 4.12 (0.78) 4.19 (0.68) —0.09 [-0.49 to 0.31] 4.00 (0.76) 4.28 (0.62) —0.40 [—0.80 to 0.005]
Likable 4.61 (0.57) 4.62 (0.53) 0.009 [-0.4] to 0.39] 4.51 (0.58) 4.55 (0.54) —0.08 [—0.48 to 0.32]
Thinks like me 3.94 (0.69) 3.85(0.75) 0.12[-0.28 t0 0.52] 3.90 (0.71) 3.89 (0.79) 0.006 [-0.39 to 0.41]
Similar beliefs about MH 4.27 (0.67) 4.28 (0.62) —0.02 [-0.42 to 0.38] 4.18 (0.70) 4.13 (0.61) 0.09 [—0.32 to 0.49]
Trustworthy 4.55 (0.61) 4.47 (0.58) 0.14 [-0.26 to 0.54] 4.47 (0.65) 4.23 (0.63) 0.37 [-0.04 to 0.77]
Credible MH info source 4.59 (0.57) 4.57 (0.58) 0.03 [-0.37 to 0.43] 4.51 (0.65) 4.00 (0.83) 0.68* [0.27 to 1.09]

Note. Presenter | is the same person (MEC) in both conditions. Presenter 2 differed across the presentations. Res. = researcher condition; OL = opinion

leader condition; Cl = confidence interval; MH = mental health.
*p <.05.

improvements in subjective norms, attitudes, knowledge,
and intention to seek CBT. The improvements across con-
ditions suggest that as an active control (see Table 3), the
researcher-only condition also addressed the mechanisms
of change associated with OLs (Weiner et al., 2024).
This may have led to a ceiling effect for between-group dif-
ferences; ceiling effects have been identified as a rationale
in other studies that found OLs did not significantly
improve outcomes (Flodgren et al., 2019). The lack of a
significant effect of the OL condition on factors related
to treatment seeking is in line with previous studies that
have found no significant effect of testimonials (i.e., a mes-
senger with lived experience) relative to mental health pro-
fessionals (Barnett et al., 2020; Morawska et al., 2011).
However, given the role of peer influence on stigma
(Corrigan et al., 2014; Pescosolido et al., 2008), it is some-
what surprising that engaging an OL did not further
improve subjective norms on seeking treatment.

Regardless of the presenter, the present findings support
the use of educational presentations as a dissemination
strategy to improve caregiver subjective norms about,
knowledge of, and intention of seeking CBT for youth
anxiety. Additionally, six participants had sought exposure
therapy for their child after the presentation. These findings
are in line with previous research supporting educational
dissemination strategies to improve knowledge, attitudes,
and help-seeking behavior for mental health (e.g.,
Barnett et al.,, 2020; Gallo et al., 2015; Hurley et al.,
2020). The lack of a significant main effect of time on
stigma may have been due to a floor effect, as participants
had low levels of stigma about seeking therapy for their
child before and after the presentation.

Contrary to previous research (e.g., Amsalem & Martin,
2022; Becker et al., 2020), this study did not identify sig-
nificant moderators of presentation effects, suggesting all
individuals who participated benefited similarly.

However, analyses examining presentation reach suggest
that this education presentation reached fewer individuals
who identify as Black, who have lower levels of education,
and who have lower incomes. Differences in reach were
seen in participant recruitment and retention, not from
the recruitment of schools. This finding suggests that atti-
tudinal and structural barriers impacting participants,
rather than schools, may affect the reach of educational
presentations about mental health. Additional research is
warranted to identify dissemination strategies that are
more acceptable and feasible for individuals who are med-
ically underserved or face more structural barriers to
engaging in mental health care (Green et al., 2020).

Contrary to our hypothesis, participants’ perceptions of
Presenter 1 did not change when she co-presented with an
OL versus another clinical researcher. Thus, in the present
sample, collaborating with OLs may not have been neces-
sary to increase perceived credibility and acceptability of
clinical researchers. In this study, OLs were perceived
as being similar to and familiar to the participants and
being understanding of their community (Valente &
Pumpuang, 2007). However, they also were viewed as
being less credible sources of mental health information,
thus suggesting that participants may not have viewed
them as potent OLs for mental health information
(Flodgren et al., 2019; Valente & Pumpuang, 2007). Of
note, the present sample included individuals who were
highly educated and had low levels of stigma and thus
may have been more inclined to view a researcher as a
valuable source of information, given the literature sug-
gesting that scientific mistrust is higher among those with
lower levels of education (Achterberg et al., 2017).

It is possible alternative methods of nominating an OL
would have resulted in the OL presenters being viewed
as more credible (Grimshaw et al., 2006). Alternative
methods include restricting OL nomination to include a
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caregiver who they consider to be a reliable source of
mental health information (rather than someone who is
“well known and well respected” as in this study) or iden-
tifying OLs using sociometric identification (i.e., using
peer nominations and social network analysis to identify
an OL; Grimshaw et al., 2006). However, more complex
OL identification methods (e.g., sociometric identification)
may not have been as feasible (Valente & Pumpuang,
2007). OLs can be challenging to identify given OLs
may vary based on the topic or an individual’s social
network (Grimshaw et al., 2006). Grimshaw et al. (2006)
suggested OLs are best used for specialized groups, but
this is a difficult strategy to scale across settings. Given
the use of OLs can be a costly implementation strategy
(Szewczyk et al., 2022), OLs may not be preferable for uni-
versal dissemination campaigns. OLs may be more useful
for individuals who have a higher degree of stigma or who
are less trusting of alternative messengers.

Strengths and Limitations

This study has many strengths. First, it was a preregistered
randomized controlled trial of a dissemination strategy
with an active control condition. Second, participants in
this study were caregivers interested in seeking informa-
tion on youth anxiety, rather than online participants; this
contrasts with previous DTC marketing studies that pri-
marily used undergraduate or online participant pools
(e.g., Amsalem & Martin, 2022; Gallo et al., 2015;
Ponzini & Schofield, 2019). Third, this study examined
actual treatment seeking 3 months after the intervention,
rather than just treatment-seeking intentions. Finally, by
examining participants’ perceptions of presenters, we
could theorize about the potential reasons for the lack of
significant effect of the OL condition.

There are limitations warranting discussion. There were
high rates of attrition in this study: approximately half the
participants ~ who  completed  registration  (pre-
questionnaires) attended the presentation and, most concer-
ningly, underserved and minoritized individuals were less
likely to attend. Furthermore, participants who had lower
levels of knowledge of CBT were less likely to attend
the presentation. Participants who dropped out of the
study were lost to follow-up, and thus, we do not know
the reasons for non-attendance. The participant demo-
graphics were later in the questionnaire battery, limiting
analyzes examining whether the research burden of the
presentation registration (pre-questionnaires) differentially
impacted certain individuals. Moderation analyses of the
effect of demographic variables on the effect of condition
were underpowered. Previous research suggests that race
and ethnicity (likely representing underlying cultural
factors and structural barriers associated with these demo-
graphic characteristics) are associated with stigma, knowl-
edge of EBTs, and preferred messengers of health

information (Barnett et al., 2020; Becker et al., 2018;
Turner et al., 2015). Thus, OLs may have been more effect-
ive for individuals from specific backgrounds.
Additionally, participants were predominantly female/
mothers. Future research could examine how to engage
fathers more in the treatment-seeking process. School
and participant recruitment, and participant retention
were likely negatively impacted by stressors of the
COVID-19 pandemic. The characteristics of the presenter
were assessed using a single item per characteristic.
Finally, a 3-month follow-up may not have provided parti-
cipants sufficient time to find an available provider who
offers exposure therapy given waitlist lengths.

Conclusion and Future Directions

Given the need for more research on dissemination (Baker
et al., 2021), there are numerous directions for future
research. Research is needed to examine dissemination
strategies (e.g., infographics, social media, presentations,
media campaigns) and to examine both the reach and
effectiveness of each method to ensure such initiatives
equitably provide benefits. Celebrities, social media influ-
encers, or documentaries may be helpful for increasing the
scale of DTC efforts (Gronholm & Thornicroft, 2022).
Future research could examine the feasibility of caregivers
or OLs presenting educational DTC presentations on
mental health without the presence of a clinical researcher,
as well as other strategies to engage caregivers in dissem-
ination initiatives using less resource-intensive methods
(e.g., audience participation, posting on a discussion
forum). School parent liaisons or other lay mental health
workers may be a more feasible, engaging, and persona-
lized method to involve parents in DTC marketing initia-
tive than recruiting a parent for the purpose of a specific
initiative (Sanders, 2008). It is possible that OLs and
parents may be more impactful if they are involved with
designing dissemination campaigns from the beginning,
rather than just tailoring and presenting a predetermined
presentation. Finally, in addition to DTC efforts to increase
demand for CBT, implementation efforts must increase the
supply of therapists who affordably offer CBT with expos-
ure for youth anxiety.

In sum, this was the first study to examine the effects of
collaborating with an OL to disseminate information about
CBT for youth anxiety. Findings suggest the OL did not
significantly improve the degree to which caregivers
intended to or sought CBT for youth anxiety. However,
presentation attendance was associated with increased
knowledge of, subjective norms about, and intention to
seek exposure therapy. This study offers useful informa-
tion about selecting OLs, understanding how dissemin-
ation audiences perceive sources of information, and the
use of educational presentations as a dissemination
strategy.
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Notes

1. Preliminary analyses found that the effect of school clustering
on the actual treatment seeking variable was ICC = .16, on
treatment seeking intention was ICC = .06, on PEEBS-K
was ICC = .02. ICCs could not be computed for TSN-CBT,
CACBT, and PISMIS models examining the effect of school-
based clustering because the between-cluster variance was
trivially small. Despite some variables having ICC > .05,
three-level multilevel models (accounting for nesting of time
points within individuals within schools) were not used
because these models were unable to run for treatment
seeking actual (due to small sample size), or for TSN-CBT,
CACBT, and PISMIS (due to singular fit from low cluster-
based variance). The three level model (including a random
intercept for participant and school) for PEEBS-K and treat-
ment seeking intention did not change the results (b and p
values were identical). Thus, results of two-level multilevel
models were reported to allow for consistency in modeling
approach across analyses.
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