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Introduction  
Anxiety disorders are very common and are characterized by feelings of excessive fear 

that disrupt quality of life (Kampman, Viikki, & Leinonen, 2017).  The symptoms of anxiety (e.g. 
palpitations, racing thoughts, and tachypnea) are a part of the normal sympathetic response to 
threat (Nash & Potokar, 2004).  However, if the threat stimulus for this ‘fight or flight’ response is 
generalized to everyday challenges required for functioning, then anxiety becomes a disorder 
(Nash & Potokar, 2004).  A 2014 survey estimated the one-year prevalence of mood and/or 
anxiety disorders is 11.6% in Canadian adults (Public Health Agency of Canada, 2014).  The 
estimated lifetime prevalence for all anxiety disorders is 16.6% (Somers, Goldner, Waraich, & 
Hsu, 2006).  Unfortunately, only about 20% of Canadians suffering from a mental health 
condition receive any psychological treatment (Public Health Agency of Canada, 2014).  This 
might be due in part to long wait times and a lack of financially accessible options.  

 
Cognitive-behavioural therapy (CBT) is an extensively studied and effective method for 

treating anxiety (Cuijpers, Cristea, Karyotaki, Reijnders, & Huibers, 2016; Hans & Hiller, 2013; 
Olatunji, Cisler, & Deacon, 2010).  The basis of CBT is that a person’s physical reactions, 
behaviours, thoughts, and emotions are intrinsically interconnected, and that when someone is 
experiencing behavioral, mental, or emotional dysfunction, they can change their actions and 
thoughts to be more adaptive and therefore positively influence their emotions (e.g. decrease 
anxiety) (Mann & Whitfield, 2008).  The Anxiety Disorders Clinic at St. Boniface Hospital, a 
tertiary, publicly-funded, treatment centre staffed by CBT-trained psychologists, has historically 
treated patients using disorder-specific CBT protocols that are traditional-length, usually 6 to 12 
weeks (Mann & Whitfield, 2008).  However, there were significant barriers to accessing this 
service due to long wait lists (18 to 24 months).   

 
Stepped care models have the potential to decrease wait times and be resource efficient 

by scaling the intensity of care to the degree of need.  Patients first encounter low intensity 
treatment, such as psychoeducation or guided self-help, and only those who require further 
intervention continue to higher intensity treatments, such as therapist-administered, face-to-face 
CBT (Bower & Gilbody, 2005).  There is increasing interest in stepped care.  The United 
Kingdom implemented a nationwide stepped care model called “Increasing Access to 
Psychological Therapies (IAPT)” in 2008 which used group psychoeducation, guided self-help, 
and computerized CBT as possible first steps for the treatment of depression and anxiety (Clark 
et al., 2009).  IAPT achieved an increase in patient throughput (Clark, 2013) and an increase in 
recovery rate early on (Gyani, Shafran, Layard, & Clark, 2013).  A few randomized controlled 
trials performed in Europe found that a variety of stepped care models were equivalent to care-
as-usual.  These first steps include a single psychoeducational session (Nordgreen et al., 2016), 
brief (5 session) CBT therapy (Van Straten, Tiemens, Hakkaart, Nolen, & Donker, 2006), 
guided-self-help with or without medication (Oosterbaan et al., 2013), and watchful waiting with 
guided-self-help (Seekles, van Straten, Beekman, Van Marwijk, & Cuijpers, 2011).  Canadian 
psychiatrists have also recommended stepped care as a potential way to increase the number 
of people receiving psychotherapy (Gratzer & Goldbloom, 2016; Parikh, 2015).   

 
Psychoeducation interventions are well-studied and effective in depressed populations 

(Cuijpers, Muñoz, Clarke, & Lewinsohn, 2009; De Souza Tursi, Von Werne Baes, De Barros 
Camacho, De Carvalho Tofoli, & Juruena, 2013).  A Cochrane systematic review that focused 
on schizophrenia and related disorders found that brief psychoeducation might be effective as a 
first step in a stepped care model but called for more and higher quality research (Zhao, 
Sampson, Xia, & Jayaram, 2015).  Moreover, psychoeducation’s possible benefits over other 
low intensity interventions, such as guided self-help, include the ability to involve support people 
in treatment.  Including such supports has been documented as helpful (De Souza Tursi et al., 



Utility of QuickStart for anxiety  Hongru Ren  3 

 

3 

 

2013).  The emerging evidence for psychoeducation as a first step intervention for anxiety 
disorders is promising.  Cohort studies suggested that psychoeducational sessions are 
beneficial for anxiety symptoms (Delgadillo, Kellett, et al., 2016; Houghton & Saxon, 2007) and 
for post-traumatic stress symptoms (Nishith, Mueser, & Morse, 2015).  White, Keenan, and 
Brooks (1992) found a psychoeducational intervention for anxiety (‘Stress Control) to be 
superior to wait list.  The same intervention was tested by Kitchiner et al., (2009) without a 
significant benefit found.  Another investigation was conducted at a psychiatric anxiety disorder 
clinic in Winnipeg (Palay et al., 2018).  This brief psychoeducational intervention was found to 
be acceptable to patients and modestly reduced anxiety, but the authors note that further 
investigations incorporating a control cohort and follow up assessments were necessary. 

 
There is no clear consensus on the acceptability and effectiveness of psychoeducation 

for anxiety or which stepped care model is superior.  Additionally, there is a shortage of high-
quality evidence in a Canadian context, limiting the legitimacy of recommending stepped care 
as a solution to Canada’s mental health crisis.  “QuickStart to Overcoming Anxiety" (QuickStart) 
was developed in 2011 as the first step of a stepped care approach to treatment at the Anxiety 
Disorders Clinic at St. Boniface Hospital in Winnipeg in order to address long wait times and 
determine whether such a stepped care model could be beneficial.  QuickStart is a brief, large 
group psychoeducational CBT program aimed at patients waiting for their Intake assessment.  
Patients were encouraged to bring a support person.  At the Intake assessment, patients’ 
symptoms were documented and recommendations for more in-depth treatment were made as 
needed.  A Care as Usual (CAU) cohort was used as a comparison for the QuickStart 
participants.  CAU patients were not invited to attend QuickStart.  Thus, the goal of this study 
was to assess the acceptability and utility of the Anxiety Disorders Clinic QuickStart program.  
The hypotheses regarding QuickStart were: (1) that patients and support persons would find 
QuickStart to be useful, (2) that patients would use the coping strategies and alternative 
resources suggested, (3) that skills and resources used while on the wait list would be positively 
correlated with more severe symptoms at QuickStart and at Intake, and (4) that the number of 
skills and services employed while on the wait list would be predictive of greater symptom relief.  
Additional hypotheses were that the QuickStart participants, as compared to the CAU cohort, 
would (5) access more resources and attempt more CBT skills, (6) have lower anxiety 
symptoms at time of Intake assessments, and (7) be more interested in CBT or group treatment.   
 
Methods 
Participants  

This was a chart review study conducted on patients in the Anxiety Disorders clinic, a 
tertiary care psychology service of St. Boniface Hospital.  This study received approval 
(HS20183) from the University of Manitoba Human Research Ethics Board, Bannatyne Campus 
and the Research Review Committee at St. Boniface Hospital (RRC/2016/1624).  Adults (18 
years and older) who attended QuickStart between 2011 and 2016 were included in the 
QuickStart cohort (N = 612).  All new patients referred to the clinic during this period were 
invited to and expected to attend QuickStart except women who were pregnant or post-partum 
(as they were prioritized into a different stream of treatment).  Almost half of QuickStart 
participants (n = 216, 43.7%) chose to bring a support person.  A Care as Usual (CAU) cohort 
(N = 106) consisted of new patients referred in 2016 who were not invited to QuickStart in order 
to serve as a comparison group to the QuickStart group.  Of the total number of patients 
included, 485 (79.2%) of the QuickStart cohort and 63 (59.4%) of the CAU went on to complete 
diagnostic Intake assessments.  The mean age of all participants was 37.14 (SD = 13.30, range 
18-69) with 37.60% males and 62.40% females.  The mean number of diagnoses for the 
QuickStart cohort was 2.16 (SD = 1.02, range 1-5) and for the CAU cohort was 2.65 (SD = 1.24, 
range 1-5).  There were no significant differences between the two cohorts in terms of age, 
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gender proportion, or proportion of patients reporting symptoms of depression (all ps > 0.05).  
However, there was a significant difference between the two cohorts in terms of percentage of 
patients attending Intake and the average number of diagnoses.  See Table 1 for more 
information. 
 
Measures 

The QuickStart Feedback Questionnaire (QSF) is a survey that contains four Likert-type 
scale questions regarding the utility of the QuickStart sessions.  It uses a five-point scale from 0 
(“not at all”) to 4 (“very”).  The questions were: “Overall, how helpful were the sessions you 
attended?” (termed “Overall Helpful” for analysis), “Do you think having attended these group 
sessions will help you to cope with your anxiety while you are on our waiting list for additional 
service?” (termed “Anxiety Helpful”), and “Do you plan to continue working on (or encourage 
your partner/friend to work on) the strategies presented in QuickStart?“.  The form concludes 
with two questions asking for open-ended feedback regarding what the respondent liked and 
disliked about the sessions.  It was administered anonymously to gather feedback about 
QuickStart from both patients and their support persons. 

 
The Intake Feedback Questionnaire (IFQ) contains yes/no, Likert-type scale, and open-

ended questions about patient experiences while awaiting Intake.  Questions 1-6 pertain to 
alternative treatment that patients accessed while waiting.  These options included seeing a 
counsellor/psychologist through Employee Assistance Program, using extended health 
insurance coverage to pay for a private psychologist/counsellor, paying out of pocket for a 
private clinical psychologist, seeing a community psychiatrist, seeing a psychiatrist/psychologist 
as an inpatient, attending peer-led treatment at Anxiety Disorders Association of Manitoba 
(ADAM), attending peer-led treatment at the Obsessive Compulsive Disorder Centre Manitoba 
(OCDC), and/or filling in a blank for “other”.  Questions 7 and 8 concern self-help resources 
employed: books or web-based.  Affirmative responses (i.e. any number 1 or higher on the 
Likert-type scale) to questions 1-8 were counted and termed the “number of resources” that 
patients used while on the wait list.  Questions 9-12 gauge level of treatment interest in CBT, 
group, and medication, using a Likert-type scale.  Questions 13-17 concern the retrospective 
utility of QuickStart with questions parallel to those on the QSF including ““Overall Helpful” and 
“Anxiety Helpful”.  Lastly, questions 18-21 inquire about which CBT skills introduced at 
QuickStart were attempted and to what extent using a Likert-type scale which ranges from 0 (“a 
little bit”) to 4 (“a lot”).  These skills are setting goals, challenging anxious thoughts, coping with 
bodily symptoms, and/or living a healthy lifestyle.  Affirmative responses to questions 18-21 
were counted and termed the “number of skills” that patients used while on the wait list.  The 
“total number of skills and resources” was the sum of “number of resources” and “number of 
skills”.  The responses to questions 18-21 were also used in a second manner.  As these 
responses were between 0 (“not at all”) to 4 (“a lot”), they were averaged and termed “extent of 
CBT skills” used by patients while on the wait list.  Finally, the responses to questions 7, 8, 18, 
19, 20, 21 were also averaged and termed “extent of self-help strategies” (i.e. self-help books, 
web-based self-help, and CBT skills).  These counts and averages were used in data analysis 
regarding how much patients used skills and alternative treatment resources.  The IFQ was 
administered to all patients at their Intake appointments.  Internal consistency in the current 
sample for the items pertaining to “extent of CBT skills used” and “extent of self-help strategies 
used” was good for both the QuickStart (Cronbach’s α = .76 and .76) and CAU (α = .75 and .80) 
cohorts.  

 
The Depression Anxiety Stress Scale (DASS-21; Lovibond & Lovibond, 1995) consists 

of 21 questions and is made up of three subscales designed to assess the self-reported severity 
of depression (DASS-D), anxiety (DASS-A), and stress (DASS-S) related symptoms.  
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Participants rated the frequency with which they experienced each of the symptoms on a four-
point scale that ranged from 0 (‘did not apply to me at all’) to 3 (‘applied to me very much or 
most of the time’).  The DASS-21 scores were multiplied by 2 in order to correspond with DASS-
42 normative data and, thus, each subscale ranged from 0 to 42.  The scale has exhibited good 
internal consistency (Cronbach’s α = .81 to .91) and good convergent validity in terms of 
correlation to the Beck Depression and Anxiety Inventories (r = .74 and .81, respectively) 
(Lovibond & Lovibond, 1995).  The Generalized Anxiety Disorder 7-item (GAD-7) scale was also 
moderately correlated with DASS-A and DASS-S (rs = .52 and rs = .68, respectively) (Rutter & 
Brown, 2017).  As well, the DASS-21 has exhibited evidence of reliability and validity in both 
clinical and nonclinical groups (Henry & Crawford, 2005; Ng et al., 2007).  Scores can be 
compared to normative data and sorted into categories (normal, mild, moderate, severe, and 
extremely severe).  Change in DASS-21 scores over time was calculated by subtracting 
QuickStart scores from their corresponding Intake scores (e.g. QuickStart DASS-D minus Intake 
DASS-D).  These variables were termed DASS-D change, DASS-A change, and DASS-S 
change.  Internal consistency of the measure in the current sample was excellent (α = .93 to 
.94). 

 
Intervention 

The QuickStart program is the first step in a stepped care model for providing CBT at the 
Anxiety Disorders clinic.  It consists of two 2-hour sessions led by clinical psychologists and 
psychology trainees that take place one week apart.  Approximately 30 patients attend each 
session at a time and they are encouraged to bring a support person.  Session 1 covers the 
organization of the clinic and available services, as well as discussion about anxiety symptoms, 
CBT theory, goal setting, exposure approaches, and strategies for engaging support people.  
Session 2 covers anxious thoughts, strategies for coping with bodily symptoms, relaxation 
methods, healthy living, types of anxiety disorders, and additional resources.  Additional 
resources include recommended self-help organizations, self-help books, mobile apps, and 
web-based CBT.  Each session also provides worksheets for participants to write down their 
responses to CBT exercises practiced as a group; for example, writing a list of goals.  There are 
opportunities to ask questions, provide examples of personal experiences, and collect 
pamphlets on additional resources.  

 
Procedure 

Patients were referred to the clinic by various healthcare professionals, including family 
physicians, psychologists, and psychiatrists.  As the first treatment step, patients in the 
QuickStart cohort were invited to attend the program within a few months of referral.  The 
DASS-21 was completed by patients at the beginning of the first session of QuickStart prior to 
any intervention.  As mentioned above, CAU patients were not invited to QuickStart, therefore 
they do not have baseline DASS-21 scores.  The QSF was completed by both patients and 
support persons at end of the second session of QuickStart.  Patients in both cohorts were 
invited for an Intake assessment based on the order in which they were referred to the clinic.  
The purpose of the Intake assessments was to determine a patient’s diagnosis and to develop a 
treatment plan, such as individual or group therapy.  Intake assessments occurred on average 
9.90 (SD = 3.57) months after referral for the QuickStart cohort and 7.52 (SD = 1.80) months 
after referral for the CAU cohort.  Patients requiring more intensive services thus step up from 
psychoeducation to therapist-led CBT.  The IFQ and DASS-21 were completed by all patients 
attending an Intake assessment.   
 
Statistical Analysis  

Charts were reviewed to gather demographic and treatment data.  A priori power 
analyses conducted using G* Power 3 (Faul, Erdfelder, Lang, & Buchner, 2007) suggested a 
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sample size of 134 was required for 95% power to detect a medium sized effect in correlation 
and regression analyses.  The IFQ sample of the QuickStart cohort well surpasses this number 
(n = 291).  Post hoc power analysis suggested that the CAU cohort’s IFQ sample (n = 50) had 
90% power for detecting a medium sized effect when comparing independent means to the 
QuickStart cohort at a .05 level of significance.  Although this sample was not as highly powered 
for these analyses, there was still reasonable power to detect differences.  Data was analyzed 
using IBM SPSS (version 24).  QSF and IFQ items were first analyzed using descriptive 
statistical techniques, i.e. the mean of each item and the frequency of responses to each item 
were calculated.  The open-ended questions on QSF and IFQ were reviewed to gather a 
preliminary understanding of patient impressions.  Correlational analyses were conducted to 
examine if the number and extent that patients used alternative resources and CBT skills were 
associated with DASS-21 scores at QuickStart, DASS-21 scores at Intake, and DASS-21 
change scores (QuickStart minus Intake scores).  Correlational analyses were also used to 
determine whether there were any associations between the retrospective utility of QuickStart 
(“Overall Helpful” and Anxiety Helpful” on the IFQ) and the number and extent of alternative 
resources and CBT skills used.  A series of multiple linear regressions were conducted on the 
QuickStart cohort to determine the effect of the “total number of skills and resources” used on 
DASS-21 scores at Intake after accounting for DASS-21 scores at QuickStart.  Independent 
samples T-tests were conducted to compare the QuickStart and CAU cohorts in terms of the 
following variables: “total number of skills and resources”, “extent of self-help strategies”, the 
responses to IFQ questions about treatment interest, and the DASS-21 scores at Intake.  
Paired-samples T-tests were also used to determine whether there was a statistically significant 
change in DASS-21 scores from QuickStart to Intake in the QuickStart cohort.   
 
Results  
Questionnaires  

There were a total of 713 QSFs collected.  Forms from five individuals were excluded 
due to lack of clarity as to whether they were completed by a patient or a support person.  Of 
the remaining 708 questionnaires, 494 were completed by patients and 214 by support persons.  
A total of 341 IFQs were collected with 291 from the QuickStart cohort and 50 from the CAU 
cohort.  There were 605 DASS-21 questionnaires completed at QuickStart, 318 at Intake by 
patients who attended QuickStart and 21 at Intake by CAU patients.  

 
Data Integrity  

Data integrity was assessed by re-entering a randomly selected proportion (15%) of 
questionnaires.  Re-entry of QSF found an error rate of 0.32% for patients and 0% for support 
persons.  Re-entry for IFQ found an error rate of 0.34% for QuickStart cases and 0% for CAU 
cases.  DASS-21 measures that were re-entered had an error rate of 0.30%.  Given the error 
rates were much less than 1%, data was deemed to be adequate for analysis (REF). 
 
Utility of QuickStart 

At the conclusion of QuickStart, patients reported that they found the program to be 
between “somewhat” and “quite” helpful overall (M = 2.49, SD = 0.94) and thought that 
attending QuickStart would be “somewhat” helpful for coping specifically with anxiety while on 
the wait list (M = 2.16, SD = 0.95).  Likert-type scores could range from 0 (“not at all”) to 4 (“very 
much so”) for these items.  Support persons found QuickStart to be “quite” helpful (M = 2.79, SD 
= 0.88) and thought that attending QuickStart would be between “somewhat” and “quite” helpful 
for their loved one for coping with anxiety (M = 2.54, SD = 0.93).  Likert-type scores could range 
from 0 (“not at all”) to 4 (“very much so”) for these items.  Patients and support persons were 
between “probably” and “definitely” planning to use/encourage their family/friend to use the 
coping strategies taught during QuickStart (M = 3.54, SD = 0.65 and M = 3.77, SD = 0.59, 
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respectively).  Likert-type scores could range from 0 (“definitely not”) to 4 (“yes, definitely”) for 
these items.  At their Intake assessment, patients retrospectively reported QuickStart to have 
been “somewhat” helpful overall (M = 1.93, SD =1.07) and thought that attending QuickStart 
was “a little bit” helpful specifically for coping with anxiety (M = 1.15, SD = 1.01).  Likert-type 
scores could range from 0 (“not at all”) to 4 (“very much so”) for these items.   

 
Patients and support persons identified many aspects of QuickStart that they found 

valuable when asked for open-ended feedback.  Out of 438 written responses from patients, the 
top three responses were that patients appreciated learning about anxiety (n = 87), learning 
coping strategies (n = 78), and felt less alone (n = 52).  Out of 180 written responses from 
support persons, the top three responses were that support persons appreciated learning 
coping strategies (n = 46), learning about anxiety (n = 40), and learning about the different types 
of anxiety disorders (n = 17).  Twelve support persons also identified feeling less alone in their 
role after attending QuickStart. 
 
Use of Skills and Resources  

On average, patients in the QuickStart cohort used 2.19 (SD = 1.48) out of 10 possible 
resources, with self-help books being the most common (n = 194, 66.8%), and used 3.49 (SD = 
0.98) out of 4 possible CBT skills, with living a healthy life style being the most common (n = 
262, 94.9%).  The “total number of skills and resources” used was on average 5.68 out of 14 
(SD = 1.87).  The “extent of self-help strategies” used by QuickStart patients was between “a 
little bit” and “some” (M = 1.63, SD = 0.75).  Likert scores for these items could range from 0 
(“not at all”) to 4 (“a lot”).   

 
Interestingly, additional correlational analyses demonstrated that the “number of skills” 

patients practiced while on the wait list was significantly positively related to how helpful patients 
found QuickStart overall (r = .14, p = .023) and how helpful they found QuickStart for specifically 
coping with anxiety (r = .18, p = .002).  The “extent of self-help strategies” patients used while 
on the wait list was also significantly related to how overall helpful they found QuickStart (r = 
.26, p < .001) and how helpful for coping with anxiety (r = .26, p < .001). 
 
Relationships between Symptoms at Both Time Points and Coping in the QuickStart Cohort  

Regarding QuickStart DASS-21 scores, a significant positive association was found 
between “total number of skills and resources” patients accessed while on the wait list and both 
the DASS-A and DASS-S: anxiety r = .18 (p = .002), stress r = .17 (p = .005) such that more 
symptoms were associated with a higher number of coping strategies used.  There was also a 
significant positive correlation between patients’ anxiety score and the “extent of self-help 
strategies” that patients used (r = .15, p = .014).  None of these correlations were significant for 
the DASS-D.  See Table 2 for more information. 

 
Regarding Intake DASS-21 scores, severity of symptoms was also significantly positively 

correlated with the “total number of skills and resources” patients accessed while on the wait 
list: depression r = .15 (p = .018), anxiety r = .22 (p < .001), stress r = .22 (p < .001).  This 
association was not significant when comparing symptom severity to the “extent of self-help 
strategies” that patients used.  A significant negative relationship was found between the “extent 
of CBT skills” used and patients’ DASS-D scores at Intake (r = -.17, p = .006), such that using 
more CBT skills was related to lower depression severity at Intake.  See Table 2.   
 
Predictors of Symptom Relief in the QuickStart cohort 

QuickStart patients did see symptom relief in all three subscales of the DASS-21.  There 
were significant decreases in symptoms between QuickStart and Intake for depression (t(315) = 
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5.68, p < .001, d = .28), anxiety (t(315) = 12.79, p < .001, d = .57), and stress (t(315) = 12.10, p 
< .001, d = .59).  See Table 3.  In order to determine which variables might be associated with 
symptom relief, correlational analyses were completed using symptom change scores (DASS-D 
change, DASS-A change, DASS-S change).  The DASS-D change was not significantly 
correlated with the “number of skills and resources” or with the extent of self-help strategies” 
used.  The DASS-A change was not significantly correlated with the “number of skills and 
resources” or with the extent of self-help strategies” used.  The DASS-S change was not 
significantly correlated with the “number of skills and resources” or with the extent of self-help 
strategies” used.  However, the DASS-D change was significantly related to the “extent of CBT 
skills” that patients used (r = .13, p = .048), such that patients who used CBT skills more often 
also had more improvement in depression symptoms or patients who deteriorated used skills 
less. 

 
All three DASS-21 subscale scores at time of Intake were related to the “total number of 

skills and resources” used (as reported above), multiple hierarchical linear regressions were 
used to determine if this effect would retain significance after accounting for DASS-21 scores at 
QuickStart.  Each DASS-21 subscale at Intake was used as a separate outcome variable and 
their corresponding subscores at QuickStart were used as predictors.  The final regression 
model for depression explained 51.6% of the variance (F(2,253) = 134.80, p < .001), but the 
“total number of skills and resources” was not an additional significant predictor of DASS-D 
scores at Intake (β = .07, p = .101) after accounting for DASS-D scores at QuickStart, explaining 
an additional 0.5% of the variance in the model (p = .101).  The final regression model for 
anxiety explained 46.1% of the variance (F(2,253) = 108.15, p < .001) and the “total number of 
skills and resources” was a significant predictor of Intake DASS-A scores (β = .10, p = .035) 
over and above DASS-A scores at QuickStart, explaining an additional 1.0% of the variance (p 
= .035).  The final regression model for stress explained 47.0% of the variance (F(2,253) = 
112.20, p < .001) and the “total number of skills and resources” was a significant predictor of 
Intake DASS-S scores (β = .10, p = .031) after accounting for DASS-S scores at QuickStart, 
explaining an additional 1.0% of the variance (p = .031).  See Table 4 for more information.    
 
Care as Usual Cohort Comparisons  

There was a significant difference between the “total number of skills and resources” 
used by patients in the QuickStart and the CAU cohorts, t(336) = 2.47, p = .014, d = .37, such 
that those in the QuickStart cohort used more resources and skills than those in the CAU cohort 
(QuickStart: M = 5.68, SD = 1.87; CAU: M = 4.96, SD = 2.01).  Conversely, there was not a 
significant difference between the “extent of self-help strategies” used by patients in the two 
cohorts, t(336) = 1.63, p = .104 (QuickStart: M = 1.63, SD = 0.75; CAU: M = 1.44, SD = 0.76).   

 
DASS-21 scores at Intake were not significantly different between QuickStart and CAU 

cohorts (all ps >.05).  Symptoms of depression, anxiety, and stress (measured by the DASS-21) 
at baseline for the QuickStart cohort were severe to extremely severe.  At Intake, the QuickStart 
cohort reported moderate symptoms of depression, anxiety and stress.  At Intake, the CAU 
cohort reported mild to moderate symptoms of depression, anxiety, and stress.  See Table 3 for 
more information.  

 
Interest in CBT treatment between patients in the two cohorts were not significantly 

different, t(306) = 0.26, p = .799 (QuickStart: M = 3.00, SD = 1.08; CAU: M = 2.96, SD =1.09).  
Interest in group treatment between the two cohorts was also not significantly different, t(325) = 
1.56, p = .120 (QuickStart: M = 1.47, SD =.29; CAU: M = 1.16, SD = 1.24).  
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Discussion 
Utility of QuickStart  

QuickStart is one of the first psychoeducational classes in a stepped care approach to 
anxiety treatment examined in a Canadian context with comparisons to a control cohort.  This 
study provides preliminary evidence that both patients and support persons found QuickStart 
acceptable and helpful.  The findings are encouraging and in line with previous research 
demonstrating that psychoeducational interventions are acceptable to patients (Houghton & 
Saxon, 2007; Nishith et al., 2015; Palay et al., 2018).  Delgadillo et al. (2014) recommended a 
minimum of four sessions after reviewing the charts of patients receiving low-intensity 
treatments.  Accordingly, it is possible increasing the number of QuickStart sessions would 
increase perceived utility.  Some patients and support persons also voiced this suggestion in the 
QSF open ended answers.  Patients’ rating of how helpful QuickStart was in general was also 
slightly higher than their ratings of how helpful QuickStart was specifically for anxiety.  
Questions about “overall helpfulness” might actually measure how much patients liked 
QuickStart, while “helpfulness for anxiety” might actually be asking patients whether they 
believe their symptoms will decrease.  Patients might feel that QuickStart is potentially useful, 
but feel more pessimistic about their own symptoms, contributing to the discrepancy between 
the answers to these two questions.   

 
Patients attending QuickStart reported feeling less alone in the open-ended answers.  

The large group setting may thus have the additional benefit of reducing stigma around seeking 
treatment for anxiety disorders.  Increased literacy about anxiety has been found before to be 
associated with less stigma so simply educating patients might also reduce personal stigma 
(Busby Grant, Bruce, & Batterham, 2016).  Reducing stigma is important because self-stigma is 
associated with worse treatment outcomes (Ociskova, Prasko, Latalova, Kamaradova, & 
Grambal, 2016). 
 
Use of Skills and Resources  

Patients clearly sought alternative resources and used the CBT skills taught.  It was 
unexpected that self-help books would be more popular than web-based CBT because the 
internet is so widely accessible.  Perhaps due to large variations in quality of web-based 
resources, it is possible that patients have more trust in the content of self-help books, although 
QuickStart sessions recommended both trustworthy websites and books.  However, web-based 
self-help might be more effective (Haug, Nordgreen, Öst, & Havik, 2012) so QuickStart 
facilitators could endorse web-based resources more strongly in the future.  This study also 
found that patients were more likely to report working on building a healthy lifestyle rather than 
practicing specific CBT skills such as goal setting, reducing avoidance, or challenging anxious 
thoughts.  It is possible that patients found making small lifestyle changes to be more 
manageable than working on CBT skills independently.  Patients may benefit from the guidance 
of a therapist when they are practicing CBT skills and learning how to manage the temporary 
increase in anxiety when facing feared situations.  This would fit with the literature that suggests 
supplementing self-help with small amounts of therapist support enhances the benefit of 
treatment (Hirai & Clum, 2006). 

 
Favourable attitudes toward QuickStart were associated with employing a greater 

number of CBT skills and employing them to a greater extent while on the wait list.  This might 
mean that patients who liked QuickStart attempted more coping strategies and/or that using 
more coping strategies positively influenced how patients recollected QuickStart.  Previous 
research has found that patient beliefs about CBT are related to treatment adherence to 
unguided-self-help (Nordgreen et al., 2012).  
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Relationship between Symptoms at Both Time Points and Coping in the QuickStart Cohort  
The hypothesis that there would be a positive relationship between more severe 

symptoms and coping strategy use was supported.  Patients who were more anxious at 
QuickStart attempted a greater “total number of skills and resources”.  Patients who were more 
anxious at QuickStart, of the self-help strategies that they used, also used the strategies to a 
greater extent.  Relationships to both the number of and the extent of coping were not 
significant for stress or depression.  This is logical since patients with more severe anxiety might 
be more motivated to alleviate their suffering, while depression tends to demoralize people and 
people with higher stress might have external stressors they can amend (Lovibond & Lovibond, 
1995).  Furthermore, severity of depression, anxiety, and stress at Intake were all significantly 
related to the “total number of skills and resources” used while on the wait list.  Patients who 
were suffering more at time of Intake reported having tried a greater number of suggestions 
while on the wait list.  This might be due to symptoms at Intake being measured at the same 
time as retrospective strategy use so the measures correlate better and are more reflective of 
recent patient status.  The correlation coefficients were significant but small.  This is expected 
since there are many possible factors associated with coping strategy use.  Other factors 
associated with coping strategy use been found to be significant, such as education level and 
co-morbid diagnoses in depressed adults (Karyotaki et al., 2015) and socioeconomic factors 
and ethnicity in anxious youth (Taylor et al., 2018).  These factors were not captured in this 
study, but future studies might benefit from their inclusion.  
 
Symptom Relief in the QuickStart cohort  

The negative correlation found between the “extent of CBT skills” that patients used and 
DASS-D scores at Intake might mean that using more CBT skills lowers depression severity.  
This could also mean that people with more severe symptoms of depression are less likely to 
use CBT skills, an effect seen before (Farrer, Griffiths, Christensen, Mackinnon, & Batterham, 
2014).  The benefit of using CBT skills is supported by the fact that “extent of CBT skills” used 
was also associated with improvement on DASS-D scores (“DASS-D change”) from QuickStart 
to Intake.  This association with symptom improvement was not seen in stress or anxiety which 
was unexpected since CBT has proven efficacy in anxiety (Cuijpers et al., 2016).  This might be 
because patients who experienced remission of symptoms might not return for Intake, since 
Intake assessments were the gateway to accessing higher-intensity treatment.  Another reason 
for the lack of predictive ability might be the fact that most of the patients in the QuickStart 
cohort had extremely severe anxiety.  Low intensity interventions are recommended for mild to 
moderate anxiety, even in stepped care models (Clark et al., 2009).  Some studies examining 
low-intensity stepped care even excluded severe cases, instead referring them directly for 
specialized treatment (Oosterbaan et al., 2013; Seekles et al., 2011).  Those studies might 
consequently find higher efficacy for their initial steps than this study.  

 
A greater “total number of skills and resources” was found to be predictive of greater 

symptom burden at time of Intake for both stress and anxiety.  This is contrary to the hypothesis 
that greater use of coping strategies would predict symptom relief.  These findings do, however, 
support a link between severity of symptoms at Intake and attempting more coping techniques, 
even after accounting for starting symptom severity.   The IFQ is likely more reflective of recent 
patient coping, thus connecting better to recent symptom severity.  This relationship being 
significant for anxiety and stress but not for depression, similar to the results of the correlational 
analysis, might be because anxiety is more likely a motivating factor while depression is more 
likely demoralizing (Lovibond & Lovibond, 1995).  Further, questions about stress on the DASS- 
21 have some overlap with anxiety symptoms (Lovibond & Lovibond, 1995).  Patients 
presenting to this tertiary anxiety disorders clinic might also experience depression as a lesser 
cause of suffering than their anxiety, consequently depression is a lesser factor in treatment 



Utility of QuickStart for anxiety  Hongru Ren  11 

 

11 

 

seeking.  The effect of adding the total number of skills and resources to the regression model 
was small, contributing an additional 1% to the ability to account for variability for both anxiety 
and stress.  This is consistent with previous research establishing that baseline symptoms are 
very predictive of later symptoms (Delgadillo, Moreea, & Lutz, 2016).  There are also many 
other reasons patients might report a change in symptom severity, such as changes in 
employment, relationships, or physical health.  This information was not collected in this study, 
but future research might benefit from accounting for such possible predictors.  
 
Care as Usual Cohort Comparisons  

The hypothesis that QuickStart patients would use more coping strategies than CAU 
patients was supported by the fact that QuickStart patients used a significantly greater “total 
number of skills and resources”, although this was not true for the “extent of self-help strategies” 
that patients used.  This might mean QuickStart taught patients more options than they would 
have attempted otherwise, but the motivation to use each strategy was not affected.  This study 
is the first to examine this relationship; therefore, more research is needed to confirm these 
findings.  

 
Since DASS-21 scores at Intake were consistent across the two cohorts, the reduction in 

symptoms severity in QuickStart participants might be due to time effects.  A certain percentage 
of patients are expected to spontaneously remit without treatment.  For generalized anxiety 
disorder, this is 14% based on a meta-analysis with wait list controls (Hunot, Churchill, Silva de, 
Teixeira, & Silva de Lima, 2007).  QuickStart might have an effect on anxiety remission above 
time effects because of possible self-selection of patients who presented for Intake, with those 
who continued to have troublesome symptoms being more likely to attend Intake than those 
who were doing meaningfully better.  Further research examining why patients do not present 
for Intake assessment is needed.  Also, post-hoc power analysis using G* Power 3 (Faul et al., 
2007) found that this sample (df 339) only had 60% power to detect a medium sized difference.  
Thus, a larger sample size of DASS-21 scores in the CAU cohort is necessary to determine 
whether this finding is reliable.   

 
It was hypothesized that psychoeducational interventions would increase treatment 

interest because QuickStart introduced patients to CBT theory and the types of interventions 
offered at the clinic.  Also, psychoeducation was thought to potentially increase CBT credibility 
which has found to increase treatment adherence (Nordgreen et al., 2012).  Compared to CAU 
patients, QuickStart patients did not report being more interested in treatment.  There was high 
interest in CBT found in both groups which might be due to a selection effect, in which only the 
patients interested in CBT attend Intake assessments.  Interest in group treatment, however, 
was moderate in both cohorts.  Given the high proportion of patients with social anxiety, 
individual treatment might be many patients’ preference.  The difference in proportion of patients 
who attended Intake is significantly greater in the QuickStart cohort than the CAU cohort (Table 
1), which suggests that psychoeducation might reduce treatment drop-out and increase 
treatment interest.  Attrition was actually higher in the psychoeducation arm of a study of 
stepped care (Nordgreen et al., 2016), hence more research is needed to confirm whether 
psychoeducation increases or decreases treatment interest.   
 
Strengths and Limitations 

Strengths of this study were that the cohort was larger than required for necessary 
power, that selection bias was minimized since all patients referred to the clinic were potentially 
enrolled, and that a CAU cohort was available for comparisons.  Since QuickStart was 
incorporated into standard clinic procedure, this retrospective study offers a realistic view of how 
stepped care might function and is applicable to severely suffering populations that any tertiary 
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anxiety clinic might encounter.  With respect to limitations, the QuickStart Feedback Form is a 
self-report measure which might suffer from acquiescence bias, wherein participants are more 
likely to agree with a question than disagree (Costello & Roodenburg, 2015).  The effect of this 
on the interpretation of the current results is difficult to measure, but unlikely to undermine the 
validity of these findings since the QSF was anonymous and open-ended feedback was very 
positive.  The CAU cohort was also disproportionate in size to the QuickStart cohort, thus 
lacking power for comparisons of symptom severity.  Many (40%) of patients in the QuickStart 
cohort had missing IFQs and/or DASS-21s due to patients not completing the measure or the 
questionnaire inadvertently not being placed in the chart.  This limitation did not affect the power 
of the QuickStart cohort for statistical analysis since the sample was already large.  The clinic 
plans to more strongly encourage patients to fill out measures in the future in order to remedy 
this problem.  Absence of data about why patients do not return for Intake makes it difficult to 
quantify how many patients experienced remission after QuickStart.  The clinic has begun to 
collect this data.  

 
Clinical Implications and Future Directions  

These results suggest that QuickStart is an effective method for helping patients while 
on the wait list for psychological services and is an appropriate first step of a stepped care 
approach.  Stepped care models have been found by other studies to increase efficiency by 
decreasing therapist time without sacrificing treatment outcomes (Oosterbaan et al., 2013).  
While a larger body of evidence is needed, this study and the study by Palay et al. (2018) 
suggest that stepped care might be a feasible method for Canada to meet the growing demand 
for psychological therapy.  Additional research incorporating a larger control group with random 
and blinded allocation, mechanisms to measure reasons for treatment drop-out, additional 
predictors of treatment outcome (such as education, medical co-morbidity, socioeconomic 
status, and employment status) and longer-term data would allow better analysis of the utility of 
brief, large-group psychoeducational programs like QuickStart and how stepped care might be 
organized to maximize effectiveness.  
 
Conclusions 

This study provides evidence that psychoeducation is an acceptable and useful first step 
of a stepped care model for treating anxiety disorders.  Most patients reported finding 
QuickStart useful and some reported a decrease in self-stigma.  Most patients also utilized 
some of the suggested coping strategies with patients who feel more favourably toward 
QuickStart using more strategies.  Patients with more severe symptoms of anxiety also used 
more coping strategies.  Coping strategy use did not predict symptom relief, but did predict 
severity of symptoms at Intake.  This might be because of self-selection of patients who are still 
suffering and return for follow up and/or because the clinic’s patient population is so severe that 
psychoeducation is not intensive enough for the majority of patients.  Compared to a control 
cohort, QuickStart patients did use a greater number of coping strategies, but did not use 
strategies more often, see greater symptom relief, or become more interested in treatment.  
Additional research in the form of a randomized control trial and data on the reasons patients do 
not return for follow-up would enhance analysis of the efficacy of QuickStart and this stepped 
care model.   
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Figures, Figure Legends, and Tables 
  
Table 1. Demographics 

 QuickStart (N = 612) Care as Usual (N = 106) 

Age: M (SD) 37.14 (13.30) 35.15 (13.39) 

Gender: N (%) female 382 (62.4%) 71 (67.0%) 

Completed Intake: N (%) 485 (79.2%) 63 (59.4%) *  

Number of diagnoses: M (SD)  2.16 (1.02) 2.65 (1.19) *  

Depressive symptoms: N (%) 208 (42.9%) 28 (44.4%)  

Main Diagnosis    

Generalized anxiety 123 15 

Social Phobia 115 22 

Panic disorder/agoraphobia 78 10 

Major depressive disorder 32 3 

Illness anxiety 31 2 

Not anxiety 30 4 

Obsessive-compulsive disorder 22 2 

Post-traumatic stress disorder  21 1 

Anxiety in remission 10 1 

Specific phobia 7 0 

Substance dependence 7 0 

No diagnosis 3 0 

Anxiety not otherwise specified  2 0 

Schizophrenia 1 0 

Bipolar I 1 0 

Hoarding 1 0 

Trichotillomania 1 0 

Borderline personality disorder 0 1 

Note. The QuickStart cohort consisted of patients who attended QuickStart, the brief, large group 
psychoeducation intervention of interest.  The Care as Usual cohort consisted of patients who were 
invited to QuickStart as a comparison group.  Intake is the individual follow-up appointment to determine 
treatment plan and diagnosis.  Independent samples T-tests and Chi-square analyses were used to 
compare the QuickStart group to the Care as Usual group.    
* p < 0.05   
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Table 2. Pearson Correlations 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

1. Number of 

resources 

-                

2. Number of Skills .120* -               

3. Total number of 

skills & resources 

.855** .618** -              

4. Extent of CBT 

skills used 

.219** .579** .431** -             

5. Extent of self-help 

strategies used 

.396** .499** .574** .928** -            

6. QS DASS-D .100 -.020 .070 -.053 -.029 -           

7. QS DASS-A .110 .178** .180** .120* .145* .493** -          

8. QS DASS-S .136* .110 .166** .009 .046 .586** .696** -         

9. Intake DASS-D .193** -.011 .147* -.173** -.106 .703** .388** .499** -        

10. Intake DASS-A .172** .173** .223** .042 .091 .401** .666** .533** .584** -       

11. Intake DASS-S .198** .126* .220** -.051 .030 .477** .504** .646** .675** .710** -      

12. DASS-D change -.098 .034 -.061 .125* .100 .381** .191** .165** -.390** -.238** -.259** -     

13. DASS-A change -.058 .022 -.035 .060 .058 .192** .453** .262** -.211** -.363** -.217** .523** -    

14. DASS-S change  -.093 .004 -.072 .047 .008 .134* .205** .351** -.256** -.260** -.487** .507** .566** -   

15. Overall Helpful .026 .137* .082 .233** .259** -.005 .034 -.032 -.067 .054 -.066 .072 -.064 .028 -  

16. Anxiety Helpful .044 .184** .117 .239** .262** -.048 .022 -.060 -.121 .005 -.084 .082 -.011 .022 .677** - 

Note. Number of resources = count of affirmative responses to questions on the Intake Feedback Questionnaire (IFQ) about alternative treatment 
and self-help accessed by patients while on the wait list; Number of Skills = count of affirmative responses to questions on the IFQ about CBT skills 
accessed by patients; Total number of skills & resources = sum of number of resources and number of skills used;  Extent of CBT skills used = 
mean of responses on the IFQ to questions rating frequency of CBT skills used by patients; Extent of self-help strategies used = mean of responses 
on the IFQ to questions rating frequency of self-help (including CBT skills) used by patients; QS = QuickStart (the brief, large group 
psychoeducation intervention of interest); DASS-21 = Depression Anxiety Stress Scale 21-item; D = depression; A = anxiety; S = stress; Intake = 
individual follow-up appointments to determine treatment plan and diagnoses; Change represents QuickStart scores minus Intake Scores; Overall 
Helpful = “Overall, how helpful were the sessions you attended?“ on a scale from 0 (“not at all”) to 4 (“very much so”); Anxiety Helpful = “Do you 
think having attended these group sessions will help you to cope with your anxiety while you are on our waiting list for additional service?“ on a 
scale from 0 (“not at all”) to 4 (“very much so”).   
* Correlation is significant at the 0.05 level (2-tailed), ** Correlation is significant at the 0.01 level (2-tailed). 
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Table 3. DASS-21 Scores  

 QuickStart cohort Care as Usual cohort 
 DASS-D DASS-A DASS-S DASS-D DASS-A DASS-S 

At QuickStart,  
M (SD)  

21.74 
(11.82) 

21.79 
(11.05) 

25.64 
(9.71) 

- - - 

Category  Severe Extremely 
severe 

Severe - - - 

At Intake, M (SD) 18.48  
(11.83) 

15.66 
(10.36) 

19.64 
(10.68) 

19.47 
(12.18) 

13.86 
(8.87) 

18.81 
(10.44) 

Category Moderate Moderate Moderate Moderate Moderate Mild 

Change1, M (SD) 2.90 * 
(9.05) 

6.26 * 
(8.69) 

5.94 * 
(8.71) 

   

Note.  The QuickStart cohort consisted of patients who attended QuickStart, the brief, large 
group psychoeducation intervention of interest.  The Care as Usual cohort consisted of 
patients who were not invited to QuickStart as a comparison group.  Intake is the individual 
follow-up appointment to determine treatment plan and diagnoses.  DASS-21 = Depression 
Anxiety Stress Scale 21 item version; D = depression; A = anxiety; S = stress; Depression, 
Anxiety and Stress are the subscales of DASS-21.  Paired samples T-tests were used to 
compare QuickStart to Intake Scores in the QuickStart cohort.   Independent samples T-tests 
were used to compare the QuickStart to the Care as Usual cohort.   
1 
scores at QuickStart minus at Intake 

* p <.001.  
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Table 4. Multiple Hierarchical Regressions for DASS-21 at Intake 

 B SE B β 

DASS-D     

Step 1 (R2 =.511) 

Constant 2.88 1.08  
DASS-D at QS 0.73 0.05 .72** 

Step 2 (R2 =.516, ΔR2 =.05) 

Constant 0.45 1.83  
DASS-D at QS 0.72 0.05 .71** 
Total number of skills 
and resources  

0.46 0.28 .07 

DASS-A     

Step 1 (R2 =.451) 

Constant 1.55 1.09  
DASS-A at QS 0.64 0.04 .67** 

Step 2 (R2 =.461, ΔR2 =.010*) 

Constant -1.18 1.68  
DASS-A at QS 0.62 0.05 .65** 
Total number of skills 
and resources 

0.55 0.26 .10* 

DASS-S    

Step 1 (R2 =.460) 

Constant 0.92 1.38  
DASS-S at QS 0.74 0.05 .68** 

Step 2 (R2 =.470, ΔR2 =.010*) 

Constant -1.88 1.88  
DASS-S at QS 0.72 0.05 .66** 
Total number of skills 
and resources 

0.58 0.27 .10* 

Note. n = 254. DASS-21 = Depression Anxiety Stress Scales; D = depression; A = anxiety; S = stress; 
Depression, Anxiety and Stress are the subscales of DASS-21.  Intake is the individual follow-up 
appointments to determine treatment plan and diagnoses.  QS = QuickStart, the brief, large group 
psychoeducation intervention of interest.  Total number of skills and resources = count of affirmative 
responses to questions on the Intake Feedback Questionnaire about alternative treatment and CBT 
skills accessed by patients while on the wait list.   
* p < .05, ** p < .001. 
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