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List of Abbreviations

Several of these abbreviations denote more than one term; which one is meant should be
clear from the context. With the exception of ADHD, most abbreviations for disorders are
used only in the Part II chapters where the disorders are primarily discussed.
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DSM Diagnostic and Statistical Manual of Mental Disorders

EEG electroencephalogram



List of Abbreviations

EMG
FDIA
FDIS
GAD
GAF
GD
HD
HIV
HMO
HPI
ICD
ICSD
ID

1Q
LD
LPE
LSD
MDD
MDMA
MRI
MSE
NCD
OAD
OCD
ODD
OSAH
PANS
PCP
PMDD
PTSD
RAD
REM
SAD
SCD
SLD
SM
SMD
SOC
SSD
SSDPP
TD
WISC

electromyogram

factitious disorder imposed on another

factitious disorder imposed on self

generalized anxiety disorder

Global Assessment of Functioning

gender dysphoria

hoarding disorder

human immunovirus

health maintenance organization

history of the present illness

International Classification of Diseases
International Classification of Sleep Disorders
intellectual disability

intelligence quotient

language disorder

with limited prosocial emotions (specifier for conduct disorder)
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major depressive disorder
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Introduction

A few months ago, a dog bit 3-year-old Melissa on her face. Her history and presentation
stimulated a case conference discussion that ranged far wider than the immediate cause for
referral.

Melissa’s maternal grandmother had related that she had always been a “squirmy” child
who couldn't sit still during story time. She would fuss when required to stop watching TV or
go to bed, or even when told they couldn’t visit the cereal aisle every time they shopped at the
Safeway. Initially, she would just yell and flap her hands. Lately, when frustrated, she would
hit, kick, and bite—one tantrum lasted nearly half an hour. “Sometimes she needs a bear hug
until she winds down,” her grandmother said.

In a brief video recording made on the day of her evaluation, Melissa appeared healthy
and well nourished. She quickly hugged and kissed her grandmother before she readily
skipped along with the interviewer, with whom she engaged in a lively discussion about kit-
tens, Cookie Monster, and her own bedroom. Speech patterns, vocabulary, and motor activ-
ity appeared developmentally appropriate.

Melissa’s mother, who has intellectual disability, had conceived her while living in a
group home. Ever since the normal prenatal care and uncomplicated delivery, Melissa had
lived with her mother and grandparents. Lately, she had started wetting the bed once or twice
a week. At nursery school, she would shove any other child who stepped ahead of her in line.
Teachers had worried that her vocabulary was limited for her age.

The brisk discussion of diagnostic possibilities included attention-deficit/hyperactivity
disorder, oppositional defiant disorder, disinhibited social engagement disorder, intellectual
disability, and enuresis. A specialist in autism suggested, yes, autism spectrum disorder. By
the time all the gathered material had been presented, mood and anxiety issues had been
added to the differential diagnosis—along with the reaction to the trauma from the dog bite.

This brief presentation of Melissa illustrates the two principal aspects of evaluating
any patient—information gathering and diagnosis—that constitute the focus of this book.
Interview technique and mental diagnosis for children and adolescents are so mutually
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interdependent that we find it hard to write about one without covering the other. That'’s
why we have presented them together in a single volume. In the first part, we discuss the
mental health interview as it applies to young people and their families; in the second, we
address the science (and art) of diagnosis.

Obtaining clinical information from young people, especially children under the age of
12, requires special technical skills and clinical experience in interviewing that are different
from those necessary for interviewing adults.

1. Children’s vocabularies are relatively limited, and their perspectives are more
closely circumscribed than are those of adults. Younger children have not yet begun
to think in abstract terms; their thought processes tend to be concrete. Interviewers
must be sensitive to all children’s need for developmentally appropriate terms that
are understandable without sounding condescending.

2. There is a danger that any patient may withhold necessary diagnostic information,
but a child patient especially may not realize the importance of forthright commu-
nication in a clinical evaluation.

3. Even a child who can be made to understand the importance of full disclosure may
not realize what information is necessary to achieve it.

4. The stages of human development add complexity (and interest) to interviewing
and the diagnostic process. A fundamental knowledge of development is essential
for clinicians working with juveniles.

5. Sometimes concern about a child’s behavior serves as an entry when the real
problem lies elsewhere—parental couple conflicts or personal mental disorder, for
example. Although parental and couple/family disorders lie beyond the scope of
this book, a mental health professional who treats children and adolescents must be
alert to all possible causes of a patient’s troubles.

6. Flexibility and a youthful spirit are especially important capacities for mental health
professionals who work with children and adolescents.

Talking with young people needs to be distinguished from talking to and about them.
Parents* and teachers talk to young people—to teach, sometimes to admonish them. Par-
ents talk with mental health professionals or teachers about their children. But most adults
need to learn how to talk with children and adolescents in a way that encourages two-way
communication. That is what we focus on in this book—methods of talking with kids to

*Throughout this book, we intend the term parents to include biological and adoptive parents, legal
guardians, and “significant others”—in short, anyone who acts as a primary caregiver to a child or ado-
lescent. In parallel fashion, we use teachers to stand for all educational personnel, including principals,
counselors, and librarians.



Introduction

elicit clinically relevant information. These methods necessarily vary according to the age
and developmental stage of each young patient.

By some estimates, just over 20% of all children and adolescents in the United States
(more than 16 million) have a diagnosable mental disorder. Many of these are serious; that
is, they cause significant distress or interfere with a child’s or adolescent’s ability to study or
to relate to family or friends. Although some young people referred for mental health evalu-
ation do not require treatment, hardly any referral we can imagine should be regarded as
trivial. Pretty much every referred child or adolescent will have worried someone, sometime.
This thought underscores the importance of obtaining all the information relevant to the
accurate diagnosis of each young patient who comes to a mental health professional. At
present there are far too few well-trained mental health professionals to evaluate more than
a small fraction of all these potential patients.

PART I. INTERVIEWING CHILDREN AND ADOLESCENTS

Especially in the field of child and adolescent mental health, we need to gather our informa-
tion from multiple sources whenever possible, including parents, teachers, and other health
care providers. Grandparents and other relatives may provide additional useful information.
We clinicians must become adept at balancing all views and sources of information, and at
using clinical and developmental judgment to establish a diagnosis that is in the best inter-
est of a young person.

Teachers can be particularly valuable resources, in part because their broad experience
and training provide them the opportunity to make comparisons between referred children
and other children their age. Another advantage is that because teachers’ self-esteem is usu-
ally not at stake when referred children are being evaluated, they can often report certain
childhood skills and behaviors more objectively than parents can. Bear in mind, however,
that teachers also tend to be personally uninvolved with young people; are sometimes bur-
dened by large class size and inadequate support; and may overgeneralize, using labels to
facilitate the removal of boisterous children or obstreperous adolescents from the classroom.
Some teachers may recommend medication to control behavior when a child’s or adoles-
cent’s disruptiveness is actually a response to stresses that originate within the classroom.

Certain general principles do seem universal to all successful interviews. They include
listening carefully with an open mind, directing and following conversation, establishing
rapport, and following up on important clues. Interviewers should focus not just on prob-
lems, but also on a child’s and family’s strengths and supports. We must also pay special
attention to the family’s values and cultural beliefs. The most scholarly presentation of these
principles has been that of Cox and colleagues, who in the 1980s published a series of stud-
ies based on interviews with parents whose children had been brought for evaluation. The
principles they derived apply to nearly every patient, relative, friend, or other informant
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encountered by a mental health professional. (See Appendix 1 for a reference to Cox et al.’s
work.)

Although Part I of this book is not intended as a textbook on interviewing, we do pres-
ent some of the methods commonly used to obtain diagnostic information from patients and
informants. Chapter 1 reviews material pertinent to any mental health interview. Chapter
2 discusses the steps needed to establish a relationship with a young mental health patient.
Chapter 3 presents developmental information relevant to the initial interview, as well as a
table of developmental milestones.

To demonstrate principles of interviewing, the remainder of Part I comprises edited
transcriptions of actual interviews. In Chapter 4, we present something that has become
much discussed and used in recent years—an “infant/toddler interview,” which is actu-
ally an interview with a mother while the clinician interacts with the child. Chapters 5-7
contain interviews that demonstrate a variety of techniques useful for school-age children:
toys, drawing, and dolls. As you will note, clinicians often use all three modalities in a single
interview. Chapter 8, containing an interview with a teenager, demonstrates many of the
same interview techniques that apply to an adult patient. Chapter 9 presents the basics of
family interviewing in an annotated initial encounter with a boy and his mother.

Because we believe that learning occurs best when it is illustrated by concrete exam-
ples, we rely throughout on modified transcriptions of actual patient interviews. These we
have annotated with discussions of our impressions of the interviewers’ goals, methods, and
effectiveness, as well as with descriptions of other material that might be sought (or at least
considered) in similar interviewing circumstances. We have not attempted to cover both
sexes at every age. Although young patients of varying ages and developmental stages will
inevitably require modifications and adaptations, the basic techniques remain much the
same. Throughout this book, names and other identifying data in case material have been
changed to preserve anonymity.

Finally, in Chapter 10, we discuss the written report. We cover formulation, in which
we show how all the information gathered from records, informants, and the patient is
brought together to create a clear statement of the problem; a list of most likely diagnoses
(the differential diagnosis); and a working plan for further evaluation and treatment.

PART Il. DSM-5 DIAGNOSES APPLIED TO CHILDREN
AND ADOLESCENTS

The second part of this volume presents mental diagnoses that are usually first made during
childhood or adolescence, plus diagnoses from other sections of the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5)
that are often applied to young persons. We cover this material in several ways:
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We begin most Part II chapters with a Quick Guide that contains the necessary
information for a rapid scan of possible diagnoses, including those in other DSM-5
chapters.

Then we present some of the basic information that mental health professionals
need to know about the presentation, demographics, and possible causes.

In some cases (such as the substance-related disorders), we have condensed descrip-
tive material about several disorders into tables that readers can consult at a glance,
rather than flipping back and forth between sections.

Rather than copying down the DSM-5 criteria, which—to be candid—tend to be
a bit ponderous, we've used what we call Essential Features. These are usually the
same as (or only slightly revised from) those in James Morrison’s DSM-5 Made Easy.
Sometimes called prototypes, they reflect the way experienced clinicians actually
make diagnoses. Yet, in some studies (of mood and anxiety disorders), they have
performed at least as well as the official criteria. And beginning clinicians find them
easier to use.

We often illustrate the symptoms of a diagnosis with a clinical vignette.

For each vignette, we use both the DSM-5 criteria and the Essential Features as
discussion points for a differential diagnosis. Each patient’s final diagnosis includes
code numbers from the International Classification of Diseases, 10th revision (ICD-
10)—the version of ICD that became standard for clinical use in the United States
as of October 2015.*

For each major diagnostic category, a special section addresses the techniques of
interviewing for the specific diagnoses. To help integrate the material from Parts
I and II, we discuss age-specific interviewing skills and developmentally relevant
diagnostic information.

Whenever possible, we include material on differences in presentation that can be
expected at various developmental stages. But note that the ages mentioned here
are not set in stone; children can progress and mature at vastly different rates and
still be normal.

Throughout the book, we've attempted to write in clear, jargon-free prose. We
believe that understanding is improved when the material is shorn of cant and legal-
istic boilerplate.

*Technically, the version of ICD-10 we’re using here is called ICD-10-CM (the CM stands for Clinical
Modification)—but we're referring just to ICD-10 throughout, for simplicity’s sake.
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Using the Essential Features

Most children and adolescents referred for evaluation will have at least one diagnosis, and
some will have two or more. Sometimes these diagnoses will be more or less independent; at
other times they will interact with one another. DSM-5 insists that the main diagnosis for
a hospitalized patient is termed the principal diagnosis, whereas one for an outpatient should
be termed the reason for visit. We don’t know anyone who actually adheres to this conven-
tion; for all patients, we’ll use something on the order of main diagnosis (or best diagnosis),
which is the one listed first.

Each Essential Features begins with a prototype description. In this brief statement—
sometimes just a single sentence—we've tried to capture the essence of what the DSM-5
criteria say about a patient’s symptoms. The prototype distills the meaning of the actual
criteria into a few words that clinicians can use as the basis for pattern matching, which is
the way clinical diagnoses tend to be made in actual practice.

Besides the prototype descriptions, the Essential Features employs a variety of boiler-
plate statements for further defining the population addressed. These are included in the
Fine Print, which mostly comprises what we refer to as the D’s, as well as coding notes:

Duration. How long have the symptoms lasted—6 months (as in oppositional defi-
ant disorder)? One month (pica)?

Demographics. Some disorders are restricted to certain ages, such as intellectual dis-
ability, which must begin in early childhood. Antisocial personality disorder cannot
be diagnosed until a patient is at least 18.

Distress or disability. Examples: A condition hinders educational or occupational
achievement or social functioning (as in stuttering, among many others); a condi-
tion causes distress (as in enuresis). Note, however, that stress or suffering by itself is
never synonymous with mental disorder.

Differential diagnosis. Here we gather together all of the conditions that should be
ruled out when a patient is being considered for the diagnosis. This list includes
other mental disorders, physical illnesses, and substance use disorders.

Coding notes. In many instances, specific code numbers are included here, along
with symptom specifiers and indicators of severity and remission. Mutually exclusive
choices for specifiers are indicated in curly braces (usually, {with}{without} . .. ).

We recommend that you (mentally, at least) assign a number that indicates how closely
your patient fits the ideal of any diagnoses you are considering. Here’s the accepted conven-
tion: 1 = little or no match; 2 = some match (the patient has a few features of the disorder);
3 = moderate match (there are significant, important features of the disorder); 4 = good
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match (the patient meets the standard; the diagnosis applies); 5 = excellent match (a classic
case). Of course, we've written our vignettes to match at the 4 or 5 level.

Psychosocial and Environmental Problems

DSM-1IV had an entire axis (diagnostic section) devoted to environmental or psychosocial
stressors that might affect diagnosis or management. DSM-5 has done away with this axis
(in fact, with the entire axial system) and uses ICD-10 numbering to indicate these condi-
tions, as well as the non-mental-disorder conditions that used to be called the V-codes in
DSM-IV. In Chapter 27, we've described the codes of these types that are most commonly
used with children. Any information that doesn’t fit neatly into one of these categories
should be mentioned in the body of the evaluation.

Assessments of Functioning

DSM-5 has also abandoned the Global Assessment of Functioning (GAF) and the Chil-
dren’s Global Assessment Scale (CGAS), used for many years to assess overall impairment
on a 100-point continuum. However, we believe that an overall assessment of function, even
though subjective, is a valuable part of the evaluation of any patient. We rely principally
on the CGAS, although for patients who are 18 or over, we refer to the GAF. (Both are
reprinted in some of James Morrison’s earlier books, and both are widely available online.)
They are structurally analogous, so their scores should be essentially the same.

Pointers for Making a Diagnosis

Here are some pointers to keep in mind when evaluating patients for diagnosis.

1. Have you obtained all the data?
History of the present illness
Personal, family, and social background

Sensitive subjects (substance use, suicide ideas/attempts, violence/delinquency,
physical/sexual abuse)

Medical history with review of systems
Physical exam (as relevant)

Family history (especially mental disorders)
Mental status examination

Testing
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2. Select all possible areas of diagnosis:

Likely in younger children Likely in older children and adolescents
Adjustment disorder Cognitive disorders*
Anxiety disorders (including separation Eating disorders

anxiety disorder) Gender identity disorder
Attachment disorders (reactive attach- Mood disorders*

ment disorder and disinhibited Posttraumatic stress disorder

social engagement disorder) Psychotic disorders
Attention-deficit/hyperactivity disorder Somatization disorder*
Autism spectrum disorder Substance-related disorders

Conduct disorder

Elimination disorders
Intellectual disability

Learning disorders

Stereotypic movement disorder
Tics and Tourette’s disorder

3. For diagnostic possibilities (differential diagnosis), consult the introductory sections
of DSM-5 or the Quick Guides at the beginnings of Chapters 11-25 in this book.

4. In using the Essential Features, don’t limit yourself to the prototype; also consider
the Fine Print. For each possible diagnosis, ask:

Are inclusion criteria met?
Are exclusion criteria met?
Have you considered the D’s (described above)?

5. What further information do you need—additional history or background material
from informants? More interviews with the patient? Time for observation? Testing?

6. Is a definitive diagnosis even possible? Consider the possible ways of saying, “I'm not
sure,” expressed here for a patient with depressive symptoms and listed in decreas-
ing order of certainty:

F32.0  Major depressive disorder, single episode, mild (provisional)
F32.8  Other specified depressive disorder**
F32.9  Unspecified depressive disorder

*Cognitive disorders, mood disorders, and somatization disorder represent three instances where we
prefer to retain DSM-IV terminology. DSM-5 now refers to cognitive disorders as neurocognitive disor-
ders, and has divided the DSM-IV chapter on the mood disorders into separate chapters for depressive
and bipolar disorders. We describe our reservations about DSM-5 somatic symptom disorder, which has
superseded DSM-IV somatization disorder, in Chapter 18.

**The other specified designation is for a disorder that doesn’t fully meet diagnostic criteria, and you specify
the reason(s) (duration too brief, criteria too few, or others). With the unspecified designation, you do
not give the reasons.
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F48.9  Unspecified nonpsychotic mental disorder
F99 Other specified mental disorder
F99 Unspecified mental disorder

7. Is it possible that a child or adolescent should have no diagnosis at all? If that’s the
decision after an evaluation, you'd use Z03.89 (briefly, no mental disorder).

DSM-5 as It Applies to Children and Adolescents

Much that we accept today about mental disorders in children and adolescents has been
extrapolated from studies of adults—an assumption fraught with risk. Furthermore, many
DSM-5 definitions are based on research that was done with criteria sets that are no longer
current. As a result, the reliability of diagnoses in childhood and adolescence lags somewhat
behind that for adults. This is not to say that we believe the criteria we have today are use-
less—only that some are based on information less solid than that used for the adult mental
disorders. The mere fact of having clearly stated (if not always validated) diagnoses provides
a starting point for future studies that will eventually produce more reliable criteria.

Here are some additional thoughts about using DSM-5 with children and adolescents:

Its structure and content make DSM-5 a snapshot in time. Many disorders, and
nearly all criteria sets, have been changed from those in the previous editions of
DSM. This suggests that further evolution in how the mental disorders of young
people are defined awaits us in DSM-6 and beyond.

Validating data may be sparse. An example is the newly defined disruptive mood
dysregulation disorder, where clinical study is, so to speak, in its infancy.

Psychopathology in infants and toddlers, rarely fixed, often depends on context.
Symptoms and prevalence rates change with age.

Symptoms can cut across diagnostic boundaries. For example, inattentiveness can
be found in alcohol (and other substance) intoxication, attention-deficit/hyperactiv-
ity disorder, delirium, generalized anxiety disorder, major depressive episode, and
manic episode.

Many children and adolescents turn out to have more than one diagnosis. Comor-
bidity is especially common in young people with intellectual disability, anxiety dis-
orders, learning disorders, and disorders of conduct and attentiveness. Intellectual
disability may also be diagnosed in children or adolescents who have autism spec-
trum disorder.

When children do have illnesses typically diagnosed in adults, the symptoms may
be different. For example, a child with posttraumatic stress disorder is likely to relive
the event through repetitive play, rather than through flashbacks, dreams of specific
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content, or other adult manifestations. The gender dysphoria criteria for children
differ in several respects from those used for adults.

There is a danger that unfamiliar diagnoses will be missed or made on incorrect or
insufficient grounds. Of course, this caveat might be applied to any patient; how-
ever, it is especially true for children and adolescents, in whom symptoms may be
normal developmental variants whose symptomatic time course may not match

DSM-5 criteria.

We acknowledge that some clinicians won’t have much need for certain diagnostic
categories (a specialist in early childhood is unlikely to encounter bipolar disorder or
schizophrenia). But to promote wide differential diagnoses, as well as to encourage
referrals, every clinician should be aware of each diagnosis.

Although it is used the world over, DSM-5 is a distinctly American document that
reflects U.S. experiences and tastes. European clinicians are much less likely to diag-
nose, for example, attention-deficit/hyperactivity disorder or anorexia nervosa. The
prevalence of these conditions will be very different in series reported from abroad.

Similarly, even within the United States, children of different cultural origins may
present with different intensities or patterns of symptoms that nevertheless meet
DSM-5 criteria. Because they often affect compliance, family values and cultural
beliefs are especially important to consider when treatment is prescribed.

Appendix 1

Appendix 1 presents general references for further reading, as well as descriptions of various
structured and semistructured interviews that can be used to guide clinicians and research-
ers in the quest for standardized assessments of children and adolescents.

Appendix 2

Appendix 2 lists the principal DSM-5 diagnoses with their appropriate ICD-10 code num-
bers, the approximate age at which each disorder begins, and the age range in which they
are commonly found.

Appendix 3

In Appendix 3, we provide a questionnaire designed to help clinicians obtain relevant
information about a child and family in conjunction with the initial interview. Using this
questionnaire can help jog parents’ memories and allow clinicians to focus the interview
efficiently on the problem at hand. Readers are invited to photocopy these pages for use
with patients.
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Interviewing Informants

The Basics

To be sure, every part of the workup of a child or adolescent with mental or behavioral
problems is important. But if we had to assign some order of importance to the various steps
in the process, obtaining reliable information from multiple informants would appear at
the top of our list. With every patient, but especially a young one, observers tend to have
diverse viewpoints. Certainly teachers and parents often differ in their assessments. Even
two parents may offer diverging opinions as to the nature and seriousness of their child’s
problems. Without the multiple perspectives of those who know your patient well, at best
you will have a difficult time arriving at a correct diagnosis and appropriate treatment; at
worst you might never get there.

A number of studies can guide us as we set about interviewing informants. For much of
this discussion, we rely upon work that was done in Great Britain by Cox and colleagues. In
a series of articles published in the early 1980s, these authors determined which interview
techniques were most likely to succeed in obtaining different sorts of historical information.
Their findings apply equally well to all types of informants—young patients themselves
(especially older children and adolescents), parents, relatives, and others. There’s a reference
to Cox et al’s work in Appendix 1. Although there are more contemporary writers about
interview style, the work of Cox and colleagues stands the test of time, and the data they
generated remain uniquely relevant.

TWO STYLES OF INTERVIEWING

Two fundamental styles of interviewing have been described: directive and nondirective. As
a rule, young children usually respond best to simple, direct, structured questions. Children
who are preadolescent or younger don’t usually respond well to nondirective, open-ended
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questioning, but usually do respond to play. But both of the basic interviewing styles are
useful in obtaining information from informants about children or adolescents.

Nondirective Interviewing

Nondirective interviewing allows the respondent maximum control over the course of the
conversation. A nondirective style doesn’t ask for “yes” or “no” answers; it doesn’t present
a multiple-choice format. Instead, open-ended questions give respondents the freedom to
speak at length, perhaps bringing in a variety of facts. It encourages people to think deeply,
talk freely, and share personal feelings and intimate ideas about their families and them-
selves. When you use nondirective interviewing, you accomplish several important goals:

1. Because you haven'’t constrained the answer with requests for specific types of infor-
mation, you increase the range of possible answers—some of which may surprise
you.

2. You increase the accuracy of the answers. This is logical: When people respond at
length and choose their own words, they tend to express their ideas better than if
they must limit their answers to a word or two.

3. Nondirective interviews promote rapport. A greater sense of relaxation, and the
opportunity to reveal something spontaneously about themselves, help informants
feel that you are interested in them and in the young people you are discussing.

Throughout this chapter, we illustrate some of the principles discussed here with exam-
ples—some good, others not so gopod—from a session conducted largely by an inexperi-
enced interviewer. The patient is 17-year-old Kevin, who has been brought to an adolescent
inpatient unit.

Kevin’s examiner begins well enough:

ExaMiNER: Good morning. What brought you to the hospital?

Kevin: I started thinking about killing myself. [ tried to stab myself. My voices started
to kick in.

Here are some other nondirective beginnings: “Why did you bring Sheila for counsel-
ing?” “What sort of difficulty has Jeremy had in school?”

Directive Interviewing

A directive style, which confines the patient to a narrow focus of the examiner’s choosing,
helps focus the respondent’s attention on aspects of the problem that the interviewer finds
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especially important, and it increases the amount of information obtained. The minute
or so of interview following the examiner’s opening question (above) is given below in its
entirety. Notice that each of the examiner’s questions serves to direct Kevin's subsequent
narrative.

ExaMINER: Tell me about those thoughts.

KEeviN: I don’t remember, exactly. First I went over to my cousin’s house and talked to
him, and told him I wanted to see a therapist.

ExaMINER: What made you want to see a therapist?
KeviN: I'm tired of thinking about killing myself.

ExaMINER: You've been thinking about killing yourself. How long has that been going
on!

KEvIN: Four or five years. And then the voices.

Using directive requests, the examiner in this sequence follows up each of Kevin’s key
words or phrases: “killing” and “therapist.” As is typical for an adolescent, Kevin responds
in short phrases that don’t add much detail to the examiner’s knowledge base.

Open- and Closed-Ended Questions

Many of the questions interviewers use to obtain information from patients and others are
open-ended; that is, they allow informants maximum latitude to respond as they see fit. “Tell
me more about that.” “Tell me about your son’s illness.” “What happened next?” But closed-
ended questions—those that can be answered in a word or two without elaboration—also
have their place in mental health interviews. They are useful as probes of important areas
already uncovered during an earlier, nondirective portion of the interview. And requests for
yes—no (or sometimes multiple-choice) answers can help to rein in patients whose verbosity
slows down an interview. The last question asked by the examiner in the excerpt above is
a closed-ended one that yields a specific answer—and, as we shall see, an opportunity. The
proportion of open-ended to closed-ended questions you employ will usually be determined
by your respondent’s strengths (such as staying on theme and degree of insight) and limita-
tions (such as vagueness or circumstantial speech).

Conducting the Interview: Blending the Two Styles

From our discussion so far, it should be clear that each of the two basic interviewing styles
is important in any initial interview. In general, a nondirective, open-ended style of ques-
tioning is important during the eatly stages, when you want to give the respondent greatest
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leeway to volunteer important observations concerning the child’s or adolescent’s behavior
and emotional life. A bit later, as you come to understand the scope of your respondent’s
concerns, you can use questions that require short answers to increase the depth of your
knowledge.

To elicit the informant’s chief complaint (the reason the child or adolescent was brought
for treatment), your first question should be directive yet open-ended. It will sound some-
thing like “Please tell me why you brought Jason for this evaluation.” You'll probably hear a
pretty specific response, such as “He’s seemed very depressed,” or “He can’t sit still in class.”
You can then reply with an open-ended encouragement, such as “Please tell me some more
about that,” and your interview will be off and running.

Occasionally your request for a chief complaint will yield a reply that tells you the
informant doesn’t really have much information about the circumstances of referral: “His
mother made the appointment; he’s only been staying with me for 4 days,” or “His teacher
said I should.” Then you may have to guide the informant’s responses with specific questions
about growth, development, emotions, scholastic achievement, moods, or social relation-
ships.

After you hit upon a fruitful topic, give the informant maximum leeway to discuss it
fully. Remember that during the early part of the interview, you want to pick up the broadest
range of information about the child or adolescent, as well as about family, friends, and the
environment at home and at school. You also want to build a trusting relationship with the
informant. Be respectful, listen carefully, and try to suggest acceptance and understanding
with your body language—for example, nodding assent, leaning toward the informant, and
smiling. With children and younger adolescents, keep the questions simple, give examples
illustrating what you want to learn, and use praise when indicated (“I know this is hard to
talk about, but you're doing fine”). Always be alert to hints of problems in the following
major clinical areas:

Difficulty thinking (cognitive disorders)
Substance use

Psychosis

Mood disturbance (depression or mania)
Anxiety, avoidance behavior, and arousal
Physical complaints

Developmental delay

Socialization problems at school or at home

Personality problems
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Make a note about any of these areas that will require further investigation later in the
interview. But for now, strive to keep out of the way and let your informant speak.

ENCOURAGEMENTS AND CLARIFICATIONS

Anything you say could distract your respondent, so as long as you are obtaining material
that is relevant to the patient’s condition, you should just listen. But sooner or later your
interviewee will run out of steam, take a wrong turn, or simply look at you for guidance.
Then a verbal or nonverbal encouragement from you can help shape the course of the inter-
view for maximum efficiency and productivity.

The least intrusive encouragements you can make are nonverbal ones. A smile or nod
of the head may be enough to indicate that the interview is going well and that you want
to hear more. One clinician we know manages to do all this just by blinking his eyes! And
of course, maintaining eye contact can help establish a bond of sympathy and intimacy. By
simply leaning forward, some clinicians subtly indicate support for someone who is recount-
ing information that is particularly stressful. If it seems indicated, you can show sympathy
and support by offering a box of tissues, without interrupting the flow of information.

Let’s return to the interview with Kevin. The interviewer seizes the opportunity Kevin
offered in his previous answer and branches out in another direction.

ExAMINER: The voices?
KEviN: For about 3 years.
ExAaMINER: Ah.

Kevin: He [Kevin's cousin] was telling me the names of psychiatrists and everything,
and he gave me the number, and [ lost it. Then we went over to his homeboy’s
house and people started drinking. Then things got out of hand.

Notice from the sample above that a nearly nonverbal response leads to more mate-
rial. Here the examiner gets considerable good from a very few words. Sometimes a syllable
or two—"I see” or “Uh-huh”—is all that’s needed. At other points, especially when the
interview seems to be stuck, you will need to be more articulate. Here are some suggestions:

1. Directly request information, as Kevin’s examiner does next:
ExaMINER: What got out of hand?

KEvIN: My voices started telling me to kill myself. I got a knife and tried to stab
myself.

Another way of putting this question might be “Please tell me some more about what
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got out of hand.” Similar questions in other cases might be “I'd like to hear more
about Brad’s drinking,” or “Can you describe Tiffany’s problems in school?”

2. If you don’t understand an answer (or if your informant has mistakenly answered
the wrong question), don’t hesitate to ask your question again. You can make it
seem less like an interrogation by saying something like “I still don’t understand”
before re-asking your question.

3. To ensure that you understand the broad outline of what your informant has been
trying to say, you can occasionally offer a brief summary. This will be no more than

b

a sentence or two, and will generally begin with “Do you mean that . .. ” or “So you

feel that...”

ExaMINER: Do you mean that you tried to kill yourself?

TRANSITIONS

Your interview will work better if it flows naturally from one subject to the next, like a real
conversation. To that end, you can provide transitions, or bridges from one topic to another.
Wherever possible, try to follow the informant’s lead. Such a process allows respondents to
feel that they are full participants in the evaluation, encouraged to convey all important
facts.

As the interview shifts from the initial “free-form” phase, you will need to become
more directive in the techniques you employ. Several of them can help you move comfort-
ably from one topic to another.

First, notice the lack of adequate transition in this exchange:

ExamiNerR: Whom do you live with?
KEviN: My mom and my grandma.
ExaMINER: Where’s your dad?
Kevin: Dead.

EXAMINER: So you were born in 1981. Did you start school when you were 6?

The abrupt shift of topic suggests that the examiner is uncomfortable with Kevin’s stark,
second response: “Dead.” You can reduce the abruptness of transitions by picking up on the
last couple of words (or any recent thought) of your informant. In the next example, notice
how the interviewer uses Kevin’s own words to encourage more detail:

ExaMiNER: Earlier, you mentioned hearing voices . . .
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To smooth out the flow of conversation, you can move from one topic to another by
using any factor the topics may have in common, such as place, time, activities, or family
relationships:

KEvIN: There are four voices. They're always telling me to do things. Right now they’re
just screaming, “Go to hell!”

ExaMINER: And what about the rest of your family—have they ever experienced any-
thing like those screaming voices?

If you find that you need to make an abrupt change, say something that tells the infor-
mant that you realize you are changing gears. If your informant seems to have more to say
on the first topic, you can offer to return to it later, when there’s more time. Here is one way
of doing this with Kevin:

ExaMINER: I think I understand about the problems with the voices. Now I'd like to
hear about your problem with drinking alcohol.

PROBING FOR INFORMATION

After a few minutes of listening to the respondent’s free-form reasons for the evaluation, you
will reach a point of diminishing returns. To ensure that the main concerns have at least
been touched upon, ask whether there are any other major problem areas (see the earlier list
of such areas) that have not been covered. If not, you can begin to examine more closely the
areas you have already identified.

Of course, any symptom has its own unique characteristics that require exploration.
But common to all symptoms and behaviors are certain features you must probe to obtain
more accurate detail. Consider, for example, how these questions would apply to a child who
has been showing aggressive behavior:

Type—rphysical or verbal?

Severity—scuffles or all-out fist fights?
Frequency—daily, weekly, or only once or twice?
Duration—how long ago did the behavior begin?

Context—spontaneous or provoked, as by taunts or abuse?

You can elicit and record similar descriptors for virtually every problem area identified.
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As you begin to seek specific details, you will need greater control over the responses
you obtain. Here are some of the techniques you can use:

1. Make your requests with closed-ended questions: “Did Matthew ever wet the bed?”
“How old was he when he stopped?”

2. When you get a response that is brief and to the point, show your approval with
smiles or nods.

3. Explicitly state what you need: “Now I'm going to ask you some questions that call
for short answers.”

However, when you want to assess feelings (concerning the patient, the informant, other
family members, a situation), research shows that open-ended questions provide the most
accurate, complete information about emotions.

OTHER INTERVIEWING TIPS

Be careful not to let the way you phrase a question suggest the answer. Here’s an obvious
example: “Russell hasn’t been using drugs, has he?” The question itself makes it easy for the
informant to give an answer that is negative, and not necessarily accurate.

Keep questions short. A complicated syntax that includes a lot of explanation is con-
fusing and wastes time.

Don'’t try to economize by asking double questions; they will be confusing. If you ask,
“Has Jessica ever run away from home or ditched school?”, your respondent could focus on
only half the question. Neither of you may realize that the part you'd really like to know
about has been lost. Here’s an unfortunate example from the interview with Kevin:

ExaMINER: How old were you when you and your mom moved in with Grandma?
KeviN: Two or three.

ExaMINER: Does Grandma have any problems? And you've lived there ever since!?

Encourage precision. If you are offered a vague description, ask for dates, time intervals,
and numbers, as in the more productive line of questioning that follows. It is often helpful
to draw a time line with anchor points, such as a birthday, a grade in school, or a holiday.

ExaMINER: Do you have any legal problems?
KEvin: Not really.

ExamiNer: What do you mean?
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KEVIN: I was never really arrested.

ExaMINER: Well, what kind of legal problems do you have?

KEviN: Carjacking, robberies.

EXAMINER: So you've committed crimes that you've never been caught for?

Kevin: Right.

ExaMINER: What sort were they?

KEeviN: Robbery.

ExaMINER: Like armed robbery?

KeviN: Couple of times.

ExaMmiNEr: Two armed robberies. Like a mugging?

KeviN: No. Store robberies.

EXAMINER: Store robberies. For money?

KEevIN: Just to do it. To get the thrill of it.

ExaMINER: What else?

KEvIN: Shootings. Stabbings.

ExaMINER: How many people have you shot?

KEVIN: Maybe five or six.

ExAMINER: Have you ever killed anybody?

KEvIN: I'm not sure.

EXAMINER: So you don’t know if any of these people died?

Kevin: No.

ExaMINER: How is it that you've shot people, but never got arrested?

KeviN: [ throw the gun away or sell it.

ExaMINER: How many people have you stabbed?

KeviN: About three people.

ExaMINER: Do you know any of the people that you shot or stabbed?

KeviN: Some of them.
Despite the strongly positive history of antisocial and violent behavior obtained from
this series of specific, quantitative questions, Kevin's veracity is difficult to determine.
There’s a real possibility of exaggeration and grandiosity to impress the examiner. For

diagnostic purposes, this information needs corroboration from court records or state-
ments from Kevin’s mother or teachers.
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PARTS OF THE INITIAL INTERVIEW

The diagnostic mental health interview is traditionally divided into a number of discrete
parts, the exact titles and content of which vary with the interviewer (and patient). How-
ever, the overall effect is always the same: to obtain the most complete account possible of
the patient’s life, problems, and potential. In the remainder of this chapter, we discuss these
aspects under the following headings: “The Present Illness,” “Personal, Familial, and Social
Background,” “Sensitive Subjects,” “Medical History,” “Family History,” and “Mental Status
Examination.” Table 1.1 provides a more complete outline of the initial interview.

The Present Illness

For each of the problem areas identified during the information-gathering process, you
should pursue the following lines of inquiry with both the patient and with a parent or
other informant:

What kind of stressors might have preceded the onset of symptoms? Try to understand
what circumstances or precipitating events preceded the onset.

Changes in sleep and appetite (“vegetative symptoms”) may be encountered even in
young patients, especially those who have mood disorders.

For disorders that occur episodically (again, especially mood disorders), when did they
start! Are the symptoms the same each time? Do they appear in a specific order! What is
the first sign of disorder! What comes next? Do the symptoms resolve completely between
episodes!? Here you may need to distinguish between episodes of the present illness; of
course, onset can sometimes be quite gradual, with no clearly definable beginning.

Almost regardless of the duration of symptoms, you will want to know about previous
treatment. Was medication used? If so, what effects did it have, wanted as well as unwanted
(side effects)? How well did the patient and parents comply with the treatment regimen? If
individual or family counseling was pursued, what was the focus of the therapy, and what
was gained? What issues remained unresolved?

What have been the consequences of the illness for school attendance or grades, rela-
tionships with siblings, and the patient’s ability to make and maintain friendships! Have
there been any legal consequences? Have there been any changes in interests (including
hobbies, reading, TV watching)?

In this excerpt, Kevin’s examiner pursues details of the hallucinations:

EXAMINER: You said that about 3 years ago, you started to hear voices.
Kevin: I think it was junior high. It was in the summer, [ know.
ExaMiNER: And how old were you then?

Kevin: I don’t . . . I can’t even tell you. About 13 or 14.
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Outline of the Initial Mental Health Interview for a Child or Adolescent

Chief complaint

History of the present illness

Precipitating stressors! Onset? Symptoms?

Any previous episodes? If so, course and treatment
(medication, hospitalization, counseling)?

Effects on patient, family, others?

Personal, familial, and social background

Patient’s birthplace, number of siblings, sibship
position?

Present family constellation? Patient’s present
residence?

Developmental history (milestones, possible traumatic
events)?

Family ethnic background, religious preferences,
cultural values?

Parents’ relationship: Length/stability of marriage?
Separation or divorce? Remarriages? Relationships
within reconstituted families?

Physical/verbal violence or substance misuse in home?

Is patient adopted? If so, intra- or extrafamilially? At
what age? Facts (if known) about natural parents?
What does patient know?

Extended family involvement in caregiving? Foster
care? Other alternative care!?

Degree of family closeness?

Social supports for family?

Patient’s age at puberty (if adolescent)? Dating and
sexual history? Sexual orientation?

Education: Current or most recent grade? Scholastic
problems? School refusal? Behavioral problems?
Truancy? Suspensions/expulsions?

Hobbies/interests? Participation in sports/other physical
activities? TV, phone/internet/social media use? Any
changes due to illness?

Friends? Strengths, positive qualities/outcomes? Sources
of satisfaction? Self-esteem?

Sensitive subjects

Substance use by patient: Type of substance? Duration
of use? Quantity? Effects? Consequences (medical,
personal/interpersonal, school/job, legal, financial)?

Suicide ideas/attempts: Seriousness? Methods? Drug- or
alcohol-associated? Consequences? Was it disclosed
or discovered?

Violence/delinquency: Nature? History? Legal system
involvement (arrests, incarcerations)? Illegal
behaviors for which patient was not apprehended?

Physical or sexual abuse: Exact nature of events?
Perpetrator? Legal system involvement? Effects on
patient and family? Witness to domestic violence?

Medical history

Mother’s health during pregnancy? Any problems at
birth?

Physical health since birth: Major illnesses? Operations?
Hospitalizations? Allergies (environmental, food,
medication)? Medications (mental or physical) and
their side effects? Physical impairments?

Review of relevant systems: Disorders of appetite
(anorexia/bulimia nervosa, binge-eating
disorder)? Weight (obesity)? Sleep (regularity,
disruptions)? Head injury? Seizures? Chronic pain?
Unconsciousness? Premenstrual syndrome (for
adolescents)? Possible somatization disorder?

Family history

Describe parents and other close relatives.
Any history of mental disorder in relatives? Medical
family history?

Mental status examination (make age-appropriate)

Appearance: Apparent age! Race? Posture? Nutrition?
Hygiene? Hairstyle? Body ornamentation? Clothing
(style, cleanliness, neatness)?

Behavior: Activity level? Tremors? Tics? Mannerisms?
Smiles? Eye contact?

Mood: Type? Lability? Appropriateness? Relation to
examiner!

Flow of thought: Word associations? Rate and rhythm
of speech?

Content of thought: Fantasies? Fears? Phobias?
Anxiety? Worries? Obsessions, compulsions?
Thoughts of suicide? Delusions? Hallucinations?
Self-esteem?

Language: Comprehension? Fluency? Naming?
Repetitions? Reading? Writing? Speech articulation?

Orientation: Person? Place? Time?

Memory: Immediate? Recent? Remote?

Attention and concentration: Simple math? Count
backward by 1's?

Cultural information?

Abstract thinking: Similarities, differences?

Insight and judgment?

Personality characteristics

Response to limit setting?
Impulsiveness?
Distractibility?
Frustration tolerance?
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ExaMINER: What were they like?

KEviN: First I heard soft mumbling. Then as I started getting older, they started getting
stronger and stronger and became constant for longer periods of time.

ExaMINER: Where do they come from?

KEVIN: Just in the back of my mind.

ExaMNER: They don'’t call you from outside?

KeviN: No, not at all.

ExaMiNER: And they tell you to do what?

KEevin: To rob people. To hurt other people, watch them suffer. Things like that.
ExaMINER: And what can you do to make them go away?

KEVIN: Sometimes I just try to go to sleep or smoke weed or drink.

ExaMINER: Can you describe the voices some more for me?

KEvin: There are four voices, screaming.

ExaMiNER: Do they talk about you among themselves?

KEVIN: Yeah, they think I'm a fag. And they’re constantly telling me to do things.
ExaMmiNer: What kind of things?

KEviN: Right now they're telling me to just grab you and start strangling you, because
you want to lock me up.

A directive interviewing technique has revealed a great deal about these hallucina-
tions—their type (auditory), location, intensity, number (of voices), content, when they
occur, and Kevin'’s age when they furst began. Kevin's are command hallucinations—
they tell him what to do. This requires further investigation.

EXAMINER: So they're screaming at you right now?

KEviN: Yes.

ExaMINER: And they're telling you to grab me?

KEviN: Grab you and try to get out of here.

ExXAMINER: Are you able to control them right now?

KEVIN: I'm able to control them right now.

ExaMiNer: Will you tell me if you're not?

KEvIN: Yes.

Although the nature of these voices seems exaggerated, as Kevin's description of his anti-
social behavior has seemed, the examiner is sensitive to the possibility that Kevin may
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pose a danger. Asking whether a patient intends to hurt an examiner is important. If the
answer is “yes,” then of course the examiner should seek help or terminate the interview.
With a “no” answer, the examiner can proceed, though still exercising due caution.

ExaMINER: Do you do what they say sometimes?

KEVIN: Sometimes.

ExaMiNER: What kinds of things have they told you to do?

Kevin: To rob people. Or when people come up and start saying something, start talk-
ing shit to them, or sometimes I'll black out.

EXAMINER: How many times have you blacked out?

KEevin: Countless times.

ExaMINER: How long does it last?

KEVIN: Sometimes for hours, sometimes for a day.

ExamiNerR: When did that start?
Blackouts may signal an organic or toxic etiology, so the interviewer veers off on a
new tack to pursue possible causes. However, Kevin may barely perceive this change in
course.

KEviN: Two or three years ago.

EXAMINER: Same time as the voices?

KeviN: Probably before, or a little after.

ExAMINER: Ever lost consciousness for any reason?

Kevin: No.

ExaMINER: Have you ever had a head injury?

Kevin: No.

ExamINER: Ever been in an accident?

Kevin: No.
The examiner has asked a number of closed-ended questions to pursue the specifics of

a possible seizure disorder. Asking about head injuries and accidents may seem redun-
dant, but the interviewer evidently hopes that the repetition will jog Kevin's memory.

Personal, Familial, and Social Background

You will obtain much material about the patient’s personal, familial, and social background
as you pursue the details of the present illness. Many of these important details can be
learned only from a parent or other close relative.



I. INTERVIEWING CHILDREN AND ADOLESCENTS

Of course, it’s important to ask about the patient’s birthplace, number of siblings, and
position in the sibship (oldest, middle child, youngest). Was this a planned pregnancy? (If
there are siblings, were the other pregnancies planned?)

Try to learn about the developmental history. Focus on developmental milestones and
possible traumatic events, such as moves, deaths, and other losses. As an infant, at what age
did the patient sit, walk, and speak words and sentences? If any of these were delayed, did
the parents seek advice? Did they learn anything about the cause?

What can you learn about the ethnic background, religious preferences, and cultural
values of the family?

Learn how well the parents get along. Have there been separations or a divorce? In the
absence of a two-parent family, describe any remarriages, relationships with stepparents,
and time spent with the noncustodial parent. Also, how is the patient disciplined? Is there
violence at home, either physical or verbal? Are alcohol or drugs abused in the house?

If the patient was adopted, what were the circumstances? Was the adoption intra- or
extrafamilial? At what age did the adoption take place? What, if anything, is known about
the natural parents? What does the patient know of these matters? What has been the role
of the extended family in the patient’s rearing? Has the patient had any history of foster care
or other alternative caregivers?

What does the family do for fun? What is dinnertime like? Who eats together? How
often? What is the routine at bedtime?

For an adolescent, determine the age at which puberty occurred (voice change, first
menses). If dating has begun, at what age did it start? How much sexual experience does
the adolescent have?! “Do you have a girlfriend . . . or boyfriend?” (Or ask, “Do you have
a romantic interest!” This can give a patient the opportunity to convey sexual orientation
without implying assumptions.) Does a patient who is sexually active use protection regu-
larly?

How far has the patient gone in school? Has there been any history of school refusal?
Scholastic problems? Behavior problems in school? Truancy? Suspensions or expulsions?
(What collateral information is available from teachers and counselors at school?) What
kinds of friends does the patient have?! Does the patient participate in sleepovers, in sports,
in summer camps! Ask about strengths and positive outcomes as well. Is the patient popu-
lar? In what areas is the patient successful? What gives the patient pleasure and a sense of
satisfaction? How is the patient’s self-esteem?

Sensitive Subjects

Right from the beginning of any evaluation, the ground rules of confidentiality need to be
made explicit. Here’s an example: “Everything you say here is confidential except for two
conditions: If you are going to hurt someone else, or if you are going to hurt yourself, I would
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have to share that information with your parents. If someone might be hurting you, we’d
need to discuss it with others to keep you safe.” Otherwise, make it clear to children, family
members, and other informants that “What’s said here is confidential.”

Several sensitive subjects must be broached even when you are inquiring about young
children. Admittedly, parents and other adults may not know everything that even latency-
age children have been up to, but it is vital to avoid missing important information for want
of asking. Even knowledgeable parents may feel reluctant to volunteer information about
these subjects, which are probably far more common factors in the histories of child and
adolescent mental health patients than they are generally acknowledged to be. Be mindful
of the possibility that parents feel responsibility or guilt for their child’s problems and that
they may need some supportive encouragement to disclose information. You can use state-
ments such as “I can see how difficult it has sometimes been to parent your child,” or “There
is rarely one single cause of a child’s difficulties; this sensitive information is just one piece
of a large and complex puzzle.”

Use of Drugs and Alcohol

To the informant’s knowledge, has the patient used any substances?! Ask specifically about
alcohol, marijuana, cocaine, opioids, sedatives, hallucinogens, inhalants (especially popular
with younger adolescents), and central nervous system stimulants. For any positive answer,
try to ascertain amounts, age at which use has occurred, duration of use, effects, conse-
quences (medical, loss of control, personal and interpersonal, school or job, legal, financial),
and attempts at treatment.

ExaMINER: Do you take PCP, LSD, heroin, cocaine, speed?
Kevin: No.
ExaMINER: Not this year? Last year? Any year? Never tried it?

KEeviN: [Shakes his head in response to each question.] I tried crank [methamphet-
amine] before.

ExAMINER: How many times?
KEviN: Once.

ExaMINER: When was that?
KEvIN: About a year ago.
ExaMINER: And just one time?
KEvIN: Just one time.

ExaMINER: Did it cause any problems, like medical?
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Suicide Ideas and Attempts

Has this patient ever shown evidence of thoughts about self-harm? Most obvious is an
actual attempt, but more likely are wishes for death or relief from mental or physical pain.
If there have been only ideas, were plans ever made? If attempts, what were the methods?
How serious were the consequences! Did others know about it, and how did they find out?

Especially in very young children, even a history of accident-proneness could provide a
clue. Any such behavior or statement is especially likely in a patient who has been depressed,
abused, rejected, or involved with drugs or alcohol. Statements such as “Nobody cares about
me,” or “I want my friend Joe to have my dog,” or “A friend told me that he almost got run
over by a car” sometimes provide indirect clues to the suicidal ideation of a young child.

Even today, some clinicians may hesitate to ask about self-harm in the mistaken impres-
sion that such inquiry could “put new ideas into young heads.” Although we have always
dismissed such concerns as unlikely, actual evidence from a 2005 study demonstrated that
screening for suicide ideas did not increase subsequent suicidal ideation. In fact, in this
randomized controlled study of over 2,300 high school students, screening was associated
with a significant reduction in stress for those who reported previous depressive symptoms or
suicide attempts. Nevertheless, addressing such concerns can be tricky; words and phrasing
could initially raise anxiety for patient and clinician alike. Ask about stresses that an older
child or adolescent may be experiencing at home, in school, or with friends. “How laid back
are you!” “How mellow . . . ?” “How stressed out . . . ?” are phrases that may help you across
this patch of ice.

Violence and Delinquency

Especially for an older child or adolescent, inquire about any history of violence, such as
fighting, destruction of property, or cruelty to animals. Also ask about any involvement with
the legal system, including truancy, running away, theft, and other behaviors. What were
the offenses and outcomes? Do the informants know of any other illegal activities for which
the patient was not apprehended?

Sexual and Physical Abuse

Because of its exquisite sensitivity, abuse is an uncomfortable topic to tackle. Yet it is dis-
tressingly common, affecting children of all ages, of both genders, and at all socioeconomic
levels. A gentle but direct approach may produce the least resistance from informants.

In the case of sexual abuse, you might ask, “Is there any possibility of sexual activity?”
or “To your knowledge, has [the patient] ever been approached for sex by a peer or by an
adult?” A positive answer must be explored carefully for details: What actually happened?
Was there physical contact? How many times did it happen? At what ages? Who was the
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perpetrator! Was this a blood relative? How did the patient react? How did the parents find
out! How did they react? How have these incidents affected the patient and family since?
Has the abuse, even suspected abuse, been reported to authorities? What happened then?

In the case of physical abuse, you might start out by asking what punishment is typi-
cally used. Then you could ask, “Do you ever feel you get [spanked, whipped] too hard?”
Once again, you will need to follow up all the pertinent details.

Legislatures and parliaments in many parts of the world have mandated the report-
ing of child abuse. Clinicians everywhere must acquaint themselves with the mandatory
reporting requirements that pertain to them. However, what must be reported, to whom,
and within what time frame all vary, depending on the jurisdiction. Even where law is lack-
ing or unclear, medical and mental health professionals (as well as teachers, caseworkers,
the clergy, and even laypeople) have an ethical duty to protect children from physical and
mental harm.

Some clinicians inform all clients about requirements of reporting abuse; others men-
tion it only if the suspicion of abuse arises. We favor being as open and honest as possible,
using statements such as this: “If I find out this kind of information, I am required by law
to report it. Reporting does not imply guilt; it does allow for an assessment of safety for the

child”

Leisure Time and Use of Technology

For both children and parents, it is important to ask questions and make behavioral obser-
vations that are appropriate to each child’s developmental stage and the economic cir-
cumstances, cultural values, and social context of the entire family. In the past few years,
child-oriented marketing has promoted proficiency with cell phones, computers, texting,
social networking, and video gaming. Although experts don’t agree about the effects of
these activities on child development and psychopathology, a comprehensive mental health
evaluation should include questions about technologies associated with the Internet and
the cyber world.

For example, the American Academy of Pediatrics recommends that infants up to the
age of 2 years should not be exposed to television programming. So you might include ques-
tions to learn whether the TV is used as a “minder” to occupy very young infants. If so, for
how much time on average, each day, are toddlers and preschool children exposed to TV?
What is the content of the TV and video gaming in which children participate?

Here are some other questions with a similar focus: Which Internet sites do children
and teens visit? Do they get sufficient sleep at night, or do they text and telephone until late?
What content do children and teenagers upload to their social networking sites? Are there
specific concerns about a child’s or adolescent’s use of social media?

Pursued in moderation and with parental awareness, technology-based activities prob-
ably will not harm a child’s development or the family’s sense of well-being. However, these
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are activities that can lead to interference with schoolwork, preoccupation with violence,
and confusion about sexually explicit material—or even to conduct disorder, early use of
alcohol or drugs, cyberbullying, and access to predatory adults. It is important to learn
whether parents are aware of areas of potential controversy and discuss them with their

children.

Medical History

What were the facts about the mother’s pregnancy with this child? How was her health dur-
ing pregnancy? Was the delivery vaginal or cesarean? Did the baby breathe right away? Was
there jaundice? If so, why—was this an Rh-positive baby? Was a transfusion required? Did
mother and child go home together?

Have the informant describe the patient’s physical health since birth, including trau-
matic brain injury, seizures, asthma, operations, hospitalizations, and allergies. Is there a
weight problem (underweight, overweight, frank obesity)? Is sleep irregular? Ask about cur-
rent and past medications for mental and physical conditions. For each medication, what is
(or was) the dose and frequency?

Family History

In terms of family involvement and personal characteristics, how would you describe the
parents? (If your only information about one of them is from the other, be aware that it may
be colored by the feelings surrounding partner strife or divorce.) And does a parent or any
other relative have a history of mental disorder? To learn of any mental health difficulties in
family members, you may have to bend your rule about asking long questions (although it is
far better to ask short, single-answer questions about each of the difficulties):

“Has anyone related by blood had nervousness, nervous breakdown, psychosis or schizo-
phrenia, depression, problems from drug or alcohol abuse, suicide or suicide attempts,
delinquency, arrests or other trouble with the police, a lot of physical complaints or
doctor visits, mental hospitalization, or treatment for mental disease!? By relative, |
mean to include parents, brothers, sisters, grandparents, uncles, aunts, cousins, nieces,
or nephews.”

“Has anyone in your family had thyroid problems, seizures, diabetes, high blood pres-
sure, cardiac problems, or sudden death?”

Depending on the informant’s level of sophistication, you may need to define some of these
terms.
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Mental Status Examination

The mental status examinations of children and adults have much in common. However,
there are a number of distinguishing factors:

Because young patients vary in age and developmental stage, the examiner must be
familiar with the spectrum of normal behaviors at all ages (see Table 3.1).

The examiner must have materials available for eliciting age-appropriate behaviors.

The evaluation of a young child is usually carried out in part with other family
members present, in part with the child alone.

Depending on the child’s age, toys of varying complexity or other age-appropriate
projective material can be used to facilitate the communication.

At the conclusion of the evaluation, the clinician organizes the interactions and obser-
vations of behavior with the child and family into a coherent mental status report. The
categories of the mental status examination usually include appearance, speech and lan-
guage, motor activity, sensory capacities, affect and mood, thinking, intelligence, attention,
orientation, and relationship with the examiner and with other significant participants.



Structuring the First Interview
with the Young Patient

An adult who appears for a mental health evaluation usually knows more or less what to
expect: The clinician invites the patient into the office; both patient and clinician get com-
fortable in their chairs; and they begin to converse. The patient describes a set of symptoms
or problems to the clinician, who listens to content, observes behavior, and evaluates mood
and affect. All of this is done in the service of establishing rapport and trust, and thus of
obtaining reliable information that can be integrated into a diagnostic formulation with a
differential diagnosis and a plan for further evaluation and/or treatment.

Clinicians who evaluate juvenile patients have the same ends in mind, but they must
use methods carefully tailored to each individual child or adolescent. After all, their patients
may be unable either to understand the purpose of the evaluation or to convey adequately
in speech many subtleties of meaning. Diagnostic impressions often must be inferred. How
rapid, how thorough, how abstract the interview can be will depend on a patient’s chrono-
logical age, developmental stage, and cognitive capacities—as well as on the complexity of
the story. Of course, rapport is just is every bit as important with a young patient as with
an adult.

SETTING UP THE FIRST INTERVIEW

Although adults usually understand why they have been referred for a mental health evalu-
ation, this is not the case for most children and for some adolescents. Because parents or
teachers may regard the behavior under review as “being bad,” young children especially
may experience the evaluation as a form of punishment. Or, when told they are “going to
the doctor,” young children may expect a physical examination or an injection. Many chil-
dren receive no information at all about the visit and arrive totally unprepared. And though
parents may understand the reason for the evaluation, too often they have misguided expec-
tations of what will take place or what will happen as a result.
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Inadequate preparation makes the initial contact more difficult. Helping young patients
and their parents understand what to expect—and to have the same expectations—can
greatly facilitate the gathering of information. Usually this means that the clinician edu-
cates parents and gives them instructions about what to pass along to their child.

All family members involved should know that this appointment will be different from
a visit to other health care professionals—that the emphasis will be on feelings and behav-
ior, not physical well-being, and that as a clinician, you will need to understand the nature
of these problems so as to be able to help. Parents should be instructed that you will talk
with them and their child both together and separately. If possible, discourage families from
bringing other children. If that is not possible, request that a minder for the other children
also come along.

Depending upon the age of the child being interviewed, specifics of the evaluation
should be reviewed in advance. For example, young children should be made aware before-
hand of planned formal psychological testing, play techniques, family interviewing, or sepa-
ration from their parents. They need to know that the initial visit should take a certain
length of time, that they are not being punished, and that they will be returning home after
the visit (unless the evaluation is for inpatient or residential care). Young children should
also be reassured that the professional will not hurt them; if a physical examination is a pos-
sibility, this too should be made clear.

Communicating these difficult concepts is an immediate, practical task. Parents should
be helped to select language and phrases that are appropriate to the child’s age, level of
development, and level of cognitive comprehension. In an initial phone interview, a parent
can be asked what words and phrases a young child uses, and then can be encouraged to
convey the description of the evaluation in the child’s own language. It is often useful in
opening the session to ascertain a young patient’s understanding of and expectations for the
evaluation (“What have you been told about this visit?”). This question can be followed up
with one about what the patient knows about the problems that are of concern.

THE FIRST CONTACT

A youngster may be reluctant to talk directly about symptoms or problems, and may be
frightened by a strange professional and unfamiliar surroundings. Like some adults, children
can become anxious in a doctor’s office. So a typical concrete response by a young child to
the more adult-appropriate question “What brought you here today?” is “My mother.” Simi-
larly, “How are you feeling [doing] today?” is usually answered, “Fine.”

What type of first interview should you use? Clinicians disagree, perhaps in part
because young people and their situations can differ so greatly. Controlled studies do not
help in choosing one mode over the other, so you should choose an initial interview style
that is based on what you already know about a patient from the referral source, the patient’s
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age, and your own interviewing experiences and preferences. Sometimes the structure of
the initial evaluation will derive from external circumstances, such as an insurance plan’s
number of authorized visits. Don't try to follow a rigid plan; it is more important to estab-
lish a positive therapeutic alliance with the patient and family from the first moment of
contact. Structured and semistructured interviews—which pursue a schedule of questions,
sometimes with branching questions, even “twigs” and “leaves”—may assure coverage of
all aspects of mental health, but they are less successful in eliciting emotions and unusual
historical material.

The adults who schedule the interview may be able to help determine how the first
interview should be structured. (Some clinicians prefer to interview the parents of a young
child first and without the child present.) Do they feel that they can speak freely in the
young patient’s presence? Will the child’s behavior be too distracting? At the time of the
initial referral call, emphasize that both parents should attend the first session if at all pos-
sible. However, if only one parent shows up (as is often the case), request to meet later with
the other parent or other family members involved in the care of the child.

A parent should usually be present for a part of the initial interview with the child, so
you can observe the parent—child interaction. A good rule of thumb for a young child is to
divide the first interview so you see the parent and child together for the first part, and then
ask the parent to leave while you continue to interview the child alone. If a young child will
permit a brief separation from the parent, you can observe how the child tolerates separa-
tion and then reunites with the parent in the session. This can provide important informa-
tion about the attachment styles of both child and parent(s). For an adolescent, meeting first
with the patient often works well.

Sometimes when a child or adolescent is brought for evaluation, you recognize that
the problem extends beyond the identified patient. For example, the young person may be
reacting with symptomatic behavior to a parental separation, death of a relative, or some
other problem that began elsewhere in the family. Because it sometimes happens that no
one openly acknowledges the other problems, you will need to observe sensitively, using
your own clinical judgment to evaluate the multiple sources of stress and dysfunction.

ESTABLISHING RAPPORT

An initial evaluation has three components that proceed simultaneously: establishing a
positive therapeutic alliance, gathering information, and (to a lesser extent) intervening
therapeutically. Your first task is to establish a working relationship with the young patient
and the family. This takes flexibility, a good working knowledge of children’s capacities at
different developmental stages, and lots of patience and good will. More than one session
may be necessary. With a young child, you will often use toys or play materials to break the
ice (see “The Play Interview,” below, and see Chapters 5 and 6 for examples).
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You may need to begin with a conversation that isn’t at all related to the reason for
referral—what with an adult we’d call “small talk.” Topics that are interesting to a child
or adolescent help develop rapport and will be viewed as nonthreatening. To draw young
patients into participation, you might try questions about familiar TV programs, movies,
sports events, computer games, or other relevant, age-appropriate activities that capture
their interest. Your ability to make a young patient feel comfortable and relaxed, avoiding
condescension or manipulation, is crucial to building a trusting relationship.

INTERVIEW STYLE

The memories of young children can be easily influenced by circumstance. In their desire to
please an adult, children may give answers they think an interviewer would like to hear. You
should therefore strive for candor with questions that encourage spontaneous recall. Keep
questions simple and relevant, and rephrase questions from slightly different perspectives to
see how concordant the answers are. Pay close attention to nonverbal cues, such as signs of
anxiety, withdrawal, and mood shifts, as well as to emerging negativism and sudden shifts
of topic. (See the material on nondirective interviewing in Chapter 1.)

Whereas adolescents are often able and willing to answer questions directly and to
elaborate on feelings, preadolescent children are more likely to express feelings and portray
conflict through themes that emerge in play. You will also need to observe how the inter-
view develops over time. For example, does a shy, recalcitrant child warm up and engage
during the course of the session? Does an anxious, scattered, hyperactive child settle down
as the interview proceeds!?

CONFIDENTIALITY AND SAFETY

In every case, the participants need to be assured about confidentiality. Of course, you
must explain to child and adolescent patients that you will have to share with the appropri-
ate responsible adults any information about situations potentially harmful to the patients’
health or well-being. The issue of confidentiality should be discussed with all children older
than about 7 years. You might tell an adolescent,

“What we talk about alone will stay confidential with me. I won't tell your parents or
anyone else. The only exception would be if | am worried that you are doing something
that is dangerous to yourself or others. Then I'd have to tell your parents. But I won'’t
do that without telling you first. And, if at all possible, I will talk about you only when
you are in the room.”
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With a younger child, you might have this to say:

“What we talk about in here is only for us. Once in a while, [ may want your mom and
dad to come into the room with you so we can all talk together. But unless you're there,
I won't talk about what we do in this room. When your mom has some worries about
you, I will want her to tell me when you're present, so you can hear them, too.”

In the presence of the child or adolescent, you might tell a parent,

“Whatever [ learn in our sessions, [ will keep confidential unless I am worried about
[the patient’s| safety or well-being. Then [ will ask you to join us, and we can discuss
what worries me. Similarly, I will keep to myself what you tell me in confidence about
yourself or your family.”

Although you will usually want to watch a young patient interact with at least one
parent, you must first protect the patient from information that is potentially harmful—
parental love affairs, an impending divorce or lawsuit, or the possibility of a parent’s job loss.
Any of these may eventually become known to the patient, but if so, this should occur at
a time and place better suited for it than the first interview. Some parents will report just
about everything while their children sit listening; others seem reluctant to mention any-
thing potentially anxiety-provoking in the presence of their children. Either extreme sug-
gests patterns of family interaction that are important to understand. Over time, experience
will indicate what information you should impart to young patients, based on its nature, the
parents’ observed sensitivity, and the patients’ developmental stage.

At what age should you begin to interview children alone? Of course, it will depend
greatly upon a child’s maturity, the focus of the interview, and the cooperation of the
parent(s). But a rule of thumb might be this: Encourage a parent to remain with a child who
is up to 10 years of age, but devote part of the evaluation with an older child to a private
session. We usually prefer to interview adolescents first, before their parents, to emphasize
to the patients that this evaluation is for them, as well as about them. For younger children
and those who are developmentally less advanced, it is usually beneficial first to ask parents
to outline the presenting problems and issues.

THE PLAY INTERVIEW
Rationale and Materials

Why do clinicians so often use play? Young children frequently tell a story through play as
they make believe that events happen to dolls or imaginary human figures. In a play inter-
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view, the interviewer is a participant-observer, following the child’s lead in choosing the
direction of play. Play provides the child with the safety of distance from the emotions cre-
ated by the problem. It also serves as a natural bridge for communication between the child
and the adult. Because children are familiar with play at home and with their peers, it helps
decrease their anxiety in strange surroundings. Play can also reflect situations and behavior
a child experiences in real life, and can provide an opportunity to experience mastery of
various physical and intellectual tasks.

Play materials should allow for fantasy production. Human and animal figures that can
be constructed into family constellations are popular, as are materials with which to draw or
build. We especially like transformers—that is, colorful action toys that a child can manipu-
late to create a variety of forms. Remember that the more structured the games and toys, the
less personalized they are. Board games such as checkers and Candy Land, and card games
such as Old Maid or Black Jack, may elicit interest and cooperation from the child, but they
rarely yield much clinically useful information. At best, they indicate whether a child can
understand and follow the principles of rule-bound games. (Most adolescents prefer to talk
about their problems, but some find it easier to talk while working on a jigsaw puzzle or play-
ing with pipe cleaners.) During the preparatory phone call, you might ask the parent which
play materials might be most suitable for this particular child.

Clinical experience demonstrates that an adult professional who gets down on the floor
at the same level as a child who is seated on the floor, or lower than a child who is seated
in a chair, is less intimidating and often more successful in eliciting engagement. If a parent
and child enter an interview room that provides an appropriate selection of play materials,
it is often helpful for the clinician to sit at the level of the child, either on the floor or at a
play table. The parent, who is familiar and nonthreatening, can sit in a comfortable chair.

Conducting the Play Interview

Invite the child to explore the play materials. As the child begins to verbalize action or ideas
related to the play materials, ask for elaboration: “What shall we call this guy?” “Is he a good
guy or a bad guy?” “What are we going to do with him next?” As the theme develops, it
will often reflect the child’s concerns. Through make-believe, as noted above, children can
distance themselves from powerful emotions they may be experiencing.

Sometimes resistance may appear in the form of play disruption. The play seems to be
going smoothly, and the child appears intensely involved; suddenly the child shifts the focus
of interest to another game or breaks up a previous construction. Such play disruptions
should be noted, but, like themes of conflict, their interpretation should be saved for a time
when you have become better acquainted with child and family.

Although play will usually involve only you and a child, in the first several sessions it
is sometimes useful to allow a parent’s presence in the room, or even to involve the parent
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in the play. The parent’s response as a participant in or interpreter of the play may provide
useful additional information about the parent—child relationship.

Interactional Engagement Strategies

A skillful interviewer employs a number of interactional engagement strategies in play inter-
views. In the chapters that follow, we present examples of these strategies, many of which
are also applicable outside the play context.

Engagement refers to a clinician’s strategies for building a respectful, interactive rela-
tionship. Some of these have been previously mentioned. Examples include letting the child
set the pace of the interview; sitting at the child’s level; keeping the child informed of what
will be happening; and listening to and following in play, rather than directing it.

Exploration attempts to elicit information about both positive and negative aspects of
the lives of the child and family. Getting the child and parent to relate their separate ver-
sions of events; asking the child to elaborate on a play theme with questions that maintain
the “imaginary” mask of distance (“How do you suppose Jack [a doll] should handle this?”);
and using an interactive style that puts the child at ease are examples of this strategy. It
is usually more productive to ask children what they understand about an event or topic
(“What happened when you got home that day?”) than to ask them to explain it.

Continuity/deepening allows the clinician to expand a child’s thematic play or dialogue
to elicit additional information related to a particular problem behavior. Commenting on
the child’s drawings, or whatever the child is playing with, works better than asking the
child to discuss a particular topic or to elaborate on feelings in the abstract.

Remembering-in-play (interpretation) acknowledges reenactments of behaviors of which
the child has been unaware, possibly because they occurred at a developmental stage prior
to the onset of verbal language. Such interpretations should be few in number and brief in
presentation, and they should usually occur later rather than earlier in therapy. As a rule,
they are generally not appropriate in an initial evaluation.

Limit setting requires a clinician’s intervention to maintain boundaries. A basic rule in
interviewing children is to set the fewest limits and controls possible. However, hurting the
therapist or another person, or intentionally destroying play materials or office equipment,
must be prohibited early and consistently. Each interviewer must define a personal comfort
zone of acceptable behavior. Averting temptation is far better than repeatedly telling a child
not to use something because it makes a mess; arranging the office or playroom before a
session in a way that will minimize the need for limit setting may be the key. Obviously, an
office that contains a scattering of fine lamps and small art objects is not the place to evalu-
ate a child who has been described as “hyperactive and impulsive.” Clay, paints, or sand
and water should not be provided as play materials if it is important to keep the office neat.
When specific play materials (Play-Doh figures, paintings) are used, be sure to save them
from one session to the next.
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SPECIAL ISSUES

There is no formula that will make every interview simple and successful. If a child or
adolescent is going to receive treatment from you after the initial evaluation, then estab-
lishing rapport and gaining compliance are much more important goals of early meetings
than obtaining reliable or valid information; information can always be gathered from addi-
tional sources. Clinical experience, an appreciation of the young patient’s developmental
stage, and an empathic approach to the patient’s problems within the context of family,
friends, and school should facilitate the establishment of rapport. Nevertheless, because
they have experienced significant trauma and disappointments, many children and adoles-
cents referred to mental health professionals have a limited capacity for trust. Only a safe,
accepting, and consistent therapeutic milieu can rebuild their ability to harbor nurturing
relationships. In the remainder of this chapter, we consider questions that may arise in the
course of interviewing such patients.

How should | deal with strong negative emotions, such as “I hate my father"?

Children and adolescents often express powerful negative emotions, such as hatred for a
parent or the wish to kill a sibling. Recognizing that these can be projections of self-hatred
or suicidal feelings, a therapist needs to tolerate such negative emotions. Sometimes, how-
ever, these feelings reflect the reality that a young patient is being abused; in such a case,
the patient must be protected. Whatever their meaning, the clinician must accept such
expressions of negative affect and attempt to understand them.

At the same time, we all have a duty as clinicians to protect others, even those with
whom they may not be acquainted. This means that we must take affirmative action to
warn intended victims if a patient threatens to kill someone specific or take a weapon to
school.

How can | respond to a child or adolescent who habitually resists
communicating, as with “l don't know"?

Of course, if a young patient genuinely doesn’t comprehend, rephrasing questions is appro-
priate. Sometimes, however, “I don’t know” means a fear of answering; perhaps the child has
been warned by a parent not to reveal certain information. Assurances of confidentiality
may succeed with older children or adolescents, but clinicians must guard against making
promises they cannot keep. For example, an admission of physical or sexual abuse may not,
by law, be held confidential by a therapist.

A clinician may suspect abuse or harsh treatment from the themes expressed in play.
A child who persistently examines the genitals of a doll, causes animal figures to mount
one another, or hits at a doll and calls it “bad” may be demonstrating a possible clue to the
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problem. Observing such play and making comments, such as “Why is the dog being hit
all the time? I think he is trying to be a good dog,” will probably elicit further information.
For example, a child may reply, “No, he’s being bad. He’s always messing up the house.” The
interviewer can then respond, “I bet he tries to be good, but the daddy dog doesn’t believe
him.”

In working with a young patient, a clinician must constantly balance the adult, neutral,
professional self who is observing the patient with the self who is engaging the patient in
interaction. The participating self—the clinician’s “inner child”—can react in a benevolent
way to the patient’s expressions of negative affect, whereas the adult, observing self can note
the interactions and the progressive deepening of their meanings.

When is it permissible to touch a young patient? When not?

The same general rules that apply to touching adult patients apply to children and adoles-
cents. For some young patients, even a touch might seem to represent a potential sexual
advance or physical assault. For others, it could seem a sign of undeserved familiarity or
being treated like “a baby.” A clinician must walk the line between social appropriateness (a
handshake, a congratulatory pat on the back) and condescension or overfamiliarity. Every
situation merits individual therapeutic scrutiny. Transference and countertransference
issues are important in the treatment of children and adolescents, just as they are for adults.

That said, sometimes young patients—especially younger children—may need physical
restraint if they are becoming out of control and destructive. Because restraint can trigger
trauma or worsen unwanted behavior, it’s a good idea to discuss ahead of time how parents
manage out-of-control behavior at home. Some young children express extreme anxiety in
certain situations. It is perfectly acceptable for a clinician to ask a child if a hug would help.
If the answer is “yes,” the clinician should sit beside the child and use a “side hug,” explain-
ing that this is how hugs work in the office. The side hug provides a gesture of comfort
without violating physical boundaries; we discourage allowing a child to sit on a clinician’s
lap. Again, whenever possible, the clinician should discuss these measures with the parent
ahead of time and gain parental consent.

How should | respond to a child or adolescent who lies?

Whereas children and adolescents are often evasive, withholding, or vague (“I don’t know,”
“I don’t remember,” “Maybe, maybe not”), it is unusual in the course of an interview for
a young patient to tell a flat lie. Of course, to escape the consequences of their behavior,
some patients (usually older children or adolescents who have engaged in delinquent activi-
ties) will say, “I didn’t do it"—and perhaps accuse someone else. Although assurances of
confidentiality may yield the truth, they can also backfire, as when a clinician must warn
parents of life-endangering activities. A direct confrontation early in the course of a rela-
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tionship with a child or adolescent will usually engender only ill will; the best approach is
prevention.

One strategy is to explain how confusing lies can be to clinicians and how they can
get in the way of what young patients want (for example, release from the hospital). Then
offer an alternative: “If you don’t want to talk about something, it’s better to say, ‘I don’t
want to talk about that.””
an event or behavior can sometimes reduce the likelihood of a lie. Of course, if the infor-

Early in the therapeutic relationship, not seeking every detail of

mation seems critical to an accurate diagnosis or an appropriate treatment plan, questions
should be asked. However, if it is something that can be obtained from other sources or is
not immediately necessary, delaying until more trust is established will reduce the necessity
to lie.

A special challenge is an angry child who accuses a parent of abuse. Sometimes such
an accusation may reflect reality, but there are other instances in which, for various reasons,
the move is a manipulation to involve the parent with police. If you are in doubt, report your
suspicions to child protective services personnel. It is their job to assess safety for the child.

How can | engage a child who neither talks nor plays?

Some children may completely refuse to talk, play, or interact with a clinician. In such
cases, neurological disorders, intellectual disability, and autism spectrum disorder must of
course be ruled out, but children with selective mutism may also refuse to engage. Usually
the history from other sources is helpful in differentiating these diagnoses. Such behavior
that emerges in a child who has previously interacted may signify new trauma or a change
in attitude about the clinician or the therapy. In such a case, it’s important to speak with
family members about the changed behavior. Of course, it is also important not to take the
behavior personally. Rather than coaxing or threatening in an attempt to engage the child,
you'll need detached, patient observation. With younger children, you could initiate solitary
play yourself (for example, with dolls in a doll house), which the child might join later.

Should I use structured interviews with children and adolescents?

Structured interviews for children and adolescents were developed to improve the quality of
information obtained from mental health interviews. They also allow lay interviewers with
instrument-specific training to obtain diagnostic information that has adequate validity
and reliability for research purposes. Several such interviews are available for child men-
tal health clinicians; all provide guidelines for their administration and cover a variety of
symptoms, behaviors, and situations. These interviews offer differing degrees of flexibility
in administration.

The most highly structured interviews specify the exact wording, order, and coding
allowed, and minimize the role of clinical inference by the interviewer. Semistructured
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interviews are designed to be administered by clinically sophisticated interviewers who have
received extensive training in their use; these interviews are less prescriptive and allow
greater latitude for clinical decision making. Although we have listed some of these inter-
viewing tools in Appendix 1, we believe that relevant clinical information can and should
be obtained by an empathic clinician with experience in the science and art of interviewing
young people. The flexibility inherent in an unstructured interview by a qualified clinician
may also offer the best chance for building a sustained treatment relationship. That said,
some self-report or parent and teacher questionnaires can help provide good quantitative
data that can be tracked to measure improvement over the course of treatment.



An Introduction

to Development

We do not intend to present full details of child and adolescent development. However,
because both interview technique and diagnostic ability in child and adolescent psychiatry
require a firm grounding in the stages of development and the achievement of developmen-
tal milestones, a brief review is appropriate.

We do intend this chapter as an introduction to the important subject of developmen-
tal concepts and the precepts needed to evaluate young patients at each stage along the
way. We touch on some of the changes that characterize the march from earliest infancy to
young adulthood. Table 3.1 summarizes many of the significant milestones.

Of course, there are no sharp demarcations; development flows seamlessly from one
stage to the next. Moreover, changes involve not only the unfolding of biological matura-
tion, but the effects of environmental influences. Height and weight, for example, result
from the interactions of genetic programming with nutritional intake and general health
status. Many of the environmental advances affecting today’s children and their parents
were unknown 100 years ago. In practice, the following material, so tidily contained in sec-
tions and paragraphs, is tightly interwoven.

We also caution that normal children vary tremendously in rate of development. As
one example, twin A of a pair of boys began reading at age 3'%, just after twin B learned to
swim. Twin A did not learn to swim or twin B to read until nearly 2 years later; as teenagers,
both boys swam and read well. The ages we report here are either averages or the consensus
of experts; yet, as with the twins, the expected range within a normal population will be

broad.

INFANCY (BIRTH TO 1 YEAR)

The period from birth to the first birthday encompasses the greatest changes in any year of
development. It spans the time from total dependence to the first signs of autonomy, from
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Developmental Milestones of Childhood and Early Adolescence

Intellectual/
Gross motor Fine motor Language/ symbolic
Age movements movements Affect/mood speech Relationships  capacity
1 mo. Raises head Small noises in Can identify
slightly when throat mother by
lying face sight
down
2 mo. Can control Will grip an Smiles (reflex) Spontaneous Responds more
head when object placed babbling to mother than
held seated in hand to others
3 mo. Responsive
cooing
4 mo. Can clasp Bats at objects  Smiles at others Laughs and Will look for an
hands (social smile) squeals object that has
together, hold vanished from
rattle gaze
5 mo. Rolls over; Will reach for ~ Will laugh, show Makes Explores objects
plays with own  an object and  excitement; “raspberry” with mouth
foot grip it displeased if toy is  sounds
removed
6 mo. Remains Will shift an Imitates sounds  Attached to
seated when object from adults who
placed in one hand to provide care
position; good  the other
head control
7 mo. Can hold two Beginning to Definite
toys at the show stranger syllables, such
same time anxiety as ma and da
8 mo. Pulls to seated Comprehends
position; feeds no; says dada
self a cookie and mama, but
not as specific
names
9 mo. Crawls on Will hit Uses Dada Plays “where’s
hands and two objects and Mama as baby?” and
knees; holds together names; will look  other games
own bottle at an object

when its name
is said

Note. This table generally lists those behaviors and accomplishments that a parent or a teacher might perceive in the course of ordinary interac-
tions with a child, or that simple testing procedures would reveal. Many other accomplishments and attributes, including those in the areas of
ethics, memory, sexual development, and development of attachment to parents, may be determined by in-depth interview or special testing.

Also note that authorities don’t always agree on the ages at which specific tasks are first accomplished. The possible reasons for this lack of
agreement include data from different populations or different eras, or perhaps dependence on impressions rather than data. The variability should
warn us not to take any set of norms too literally, but to regard them as guidelines rather than standards.



Age

10 mo.

11 mo.

12 mo.

13 mo.

14 mo.

15 mo.

18 mo.

21 mo.

Gross motor
movements

“Walks” if
both hands are
held

Walks by
holding on to
furniture

First steps
alone; will
help with
dressing (e.g.,
push foot into

shoe)

Crawls up
stairs

Walks alone

Can throw a
ball; climbs
up onto chair;
walks up and
down stairs
unaided

Can squat
and return
to standing
position

Fine motor
movements

Will pinch
an object
between
forefinger

and thumb to
hold it

Will remove
the cover
from a box

Will scribble

Will use
spoon to feed

self

Will imitate a
single stroke
with a crayon

Can
manipulate a
spoon to eat

Affect/mood

Will express
several emotions,
such as affection,
anger, anxiety,
sadness

Begins to have
tempter tantrums

May show
separation anxiety

Onset of
negativism
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Language/
speech

Can say at least
one word other
than dada and

mama

Understands
about 10 words

Understands
simple
commands with
gestures

Can say five or
six words other

than dada and

mama

Points to
wanted objects

Can say 10-50
words; points

to own body
parts; follows
easy directions;
points to
pictures of
common objects

Can use two-
or three-word
sentences
(usually verb

+ noun); uses
words to ask for
things

Relationships

Will wave
l‘bye’bye”

Will offer toy
to image in
mirror

Gives teddy

bear a kiss

Returns a hug;
likes to please
parents

Seeks loving
attention; hugs
doll or teddy
bear with
affection

Possessive of
toys

Intellectual/
symbolic
capacity

Prefers certain
toys

Can find an
object screened
from view

Imitates
behaviors of
parents

Likes to play
with adult
possessions

Likes to explore
closets and
cabinets

Recognizes self
in a mirror

(continued)



24 mo.

30 mo.

4 yr.

5yr.
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Gross motor
movements

Runs well; can

walk backward

Can jump a
few inches
to the floor;
achieving
control of
bowels and

bladder

Pedals tricycle;
can hop on
one foot;
can feed
self without
spilling;
grooms self;
can throw
overhand;
begins to
show hand

preference

Can jump
forward; can
dress self with
supervision;
can walk
upstairs, left—
right—left

Can skip on
alternate
feet, catch a
ball with two
hands

Fine motor
movements

Can draw
circles, put
on items of
clothing

Can hold
a crayon
between
fingers and
imitate
vertical,
horizontal
lines

Can
manipulate
small objects
skillfully;
imitates plus
(+) sign; can
build tower
(up to 10
blocks); draws
a person with
two facial
features

Can draw a
person with a
face and arms
or legs; can
copy a square
from a picture

Can copy a
triangle from
a model;
draws a
person with

head, body,

extremities

Affect/mood

Expresses
pride in own

accomplishments

Decline of

negativism; enjoys

showing off

May attempt to

control emotions

(e.g., crying)

(continued)

Language/
speech

Can say up to
250 words; uses
three-word
sentences; uses
I, me, you; uses
own name; 25%
of speech is
intelligible

Uses full (four-
to six-word)
sentences with
pronouns;
names six or
more body parts

Has a working
vocabulary of
~1,000 words;
can state use
for objects
(ball, pen); 75%
of speech is
intelligible

Can name at
least three
colors; enjoys
rhymes,

follows three
commands; can
tell a story

Can define
simple nouns;
asks the
meaning of
words

Relationships

Play is mostly
solitary
(parallel play),
though will
show interest
in others’ play

Plays at
helping with
housework;
relates to
members of
own family

Plays with
other children;
interested in
sex differences

Will take a
role in play
with others

Can follow
rules of simple
games

Intellectual/
symbolic
capacity

Onset of fantasy
play (e.g., with
dolls); can
remember one
or two pieces

of information
(e.g., numbers or
words)

Can imagine
what another
child might
think or feel

Comprehends
meaning of

two or three

of an item;

can compare
sizes (big vs.
small); can state
own gender;
uses objects to
represent people
in play; can
state own full
name

Can make
and honor an
agreement

Beginning
sense of values
(right vs. wrong,
what’s fair); can
evaluate own
capabilities with
some accuracy;
counts to 10



6 yr.

7-8 yr.

9-10
yI.

11-12
yI.

15 yr.

Gross motor
movements

Can bounce
a ball on floor
several times;
can ride a
bicycle

Can hop,
jump, run,
skip, throw

Increasing
strength;
individual and
team sports

Fine motor
movements

Can tie a bow
or shoelaces;
can print
letters

Can copy
a diamond;
capability
for cursive
writing
develops

Affect/mood

Moods more
stable; beginning
capacity for
empathy, worry

May develop
animal phobias
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Language/
speech

Can tell left
from right;
corrects own
grammar

Relationships

Verbally
expresses
fantasies, needs,
wishes

Develops peer
and best-friend
relationships

Expresses ideas
with complex
relationships
between
elements

Intellectual/
symbolic
capacity

Begins to
develop ability
to regulate own
behavior (ability
to wait, check
aggression);
understands
that dreams are
not real

Increasing
curiosity,
morality
emerging; is
concerned
about opinions
of others;
recognizes
that the whole
comprises its
parts

Can reason
about
hypothetical
events

Can hold in
short-term
memory
seven or eight
independent
units (e.g.,
numbers or
words)
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dyadic regulation to the beginnings of self-regulation. This period also witnesses the devel-

opment of the social bond that ties the infant to adult human beings.

A special note on birth order seems in order here. More
than 80% of U.S. children have one or more siblings, who
can influence a child’s overall development. Parents tend
to be more involved with and attentive to their firstborn
children. Firstborns receive more parental stimulation,
but the expectations and demands placed upon them are
also greater. For these reasons, firstborns tend to identify
with their parents (and with authority in general) more
closely than do younger siblings. They will also conform
more closely to parental values and expectations and be
more strongly motivated toward school achievement,
more conscientious, more prone to guilt feelings, and less
aggressive than those born later. Perhaps in part because
of these traits, many eminent scientists and scholars have
been firstborns. But firstborns also tend to be less recep-
tive to ideas that challenge a popular ideological or theo-

In recent years, much has
been learned about the remark-
able capacities of a newborn
infant. As lately as the 1940s,
most developmental psycholo-
gists believed that infants were,
in the words of William James,
“buzzing, blooming beds of con-
fusion.” Because infants were
perceived as sleeping most of
the day and, when awake, only
feeding, their exquisite sen-
sory capacities were relatively
unknown. However, sophisti-
cated new methods of infant
assessment, combined with the
observational skills honed by

retical position. animal behavior ethologists,

have revealed that infant brains

are prewired to recognize human
signals almost from birth. There is rapid development of visual acuity, from 20/200 at 2
weeks of age to 20/70 at 5 months to 20/20 vision at 5 years. One-week-old infants can
differentiate novelty from familiarity—they have learned to discriminate their mothers’
odor from that of an unfamiliar lactating female, and they prefer their mothers’ faces and
voices to those of strangers. These sensory preferences launch the process of attachment
that bonds them to their parents.

Of course, without adequate caregiving in early life, human infants will die. The attach-
ment system ensures survival by providing them with a balance between security/safety and
curiosity/exploration. Infants who do not have a sensitive, consistent adult devoted to their
care often do not become securely attached to any one adult and are less socially sensitive.
Some are less likely to smile, vocalize, laugh, or approach adults; others are indiscriminate
in their constant search for attention, moving from adult to adult without showing any
special preference. Such behavior has been observed both in children raised in relatively
impersonal institutional surroundings and in monkeys reared in isolation.

The characteristics of the attachment relationship can be measured in a laboratory
paradigm, the Ainsworth strange situation, when an infant is 1 year old. The strange situa-
tion involves a series of separations and reunions with a parent (usually the mother), both
in the presence of a stranger and with the I-year-old left alone in an unfamiliar room. A
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child who shows only moderate distress when the mother leaves, seeks her upon her return,
and is easily comforted by her is assessed as securely attached. By contrast, a child may be
insecurely attached in one of two ways. A child who does not notice the mother’s depar-
ture, plays uninterruptedly while she is gone, and seems to ignore her when she returns is
termed avoidant, whereas a child who becomes extremely upset when the mother leaves,
resists her soothing when she returns, and is difficult to calm down is termed ambivalent
(or resistant).

About 65% of U.S. children tested are classed as securely attached, 20% as avoidant,
and 15% as resistant. All else being equal, it is believed that those children who demonstrate
a secure attachment during the first 2 years of life are likely to remain more emotionally
secure and to be more socially outgoing later in childhood than those who are insecurely
attached. Although the data are not incontrovertible, insecurely attached children are prob-
ably at heightened risk for social or emotional problems later in childhood.

Each of the attachment styles described above is considered an organized attachment
style. When the parent appears to provide both the source of and relief from stress, disor-
ganized attachment behavior may develop on reuniting with the parent. Such behavior may
be identified by contradiction (for example, showing indifference to the mother after her
return), misdirection (seeking out the stranger instead of the parent), stereotypy (such as
repeated hair pulling), or freezing (inability to move either toward or away from the parent,
as if dissociated). Children whose attachment styles are disorganized may be at increased
risk for later psychopathology.

Aspects of Development

The overall complexity of function is greater than the sum of increase in size, maturation of
the nervous system, and the vicissitudes of the environment. The intersection of the child’s
innate potentials with parental influences has been referred to as dyadic regulation—an
emotional process that is most obvious during the first year of life.

Physiology

A major task of the first year is to move from parental regulation of eating and sleeping
to self-regulation. New parents are often astonished at the degree to which the household
becomes organized around the needs of their infant. The young baby sleeps a majority of the
day and night—as much as three-fourths of the time—and does not distinguish between
daylight and night hours. During the first few months after birth, the struggle between the
baby’s innate sleeping schedule and that of the caregiving adults is ultimately resolved in
favor of the demands of socialization. The eventual pattern of sleep—throughout the night,
rather than in 4-hour increments—is established by the end of the first year.

Even a young baby has keen senses. As determined by the direction of head turn-
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ing, a week-old infant can distinguish the odor of the mother’s breast pad from that of
another lactating woman, can discriminate the mother’s face, and can distinguish her voice.
(Researchers have even suggested that some familiar sounds are heard before birth.)) Of
course, throughout the early years of childhood, these early memory associations are rein-
forced many times over.

Temperament

How rapidly and how well the baby settles into the rhythms of life will depend in part on the
fit between the child’s and the parents’ temperaments. Temperament can be defined as those
innate characteristics that color an individual’s character. It is inherent and to some extent
biologically determined, as was demonstrated by Stella Chess and Alexander Thomas in
the 1960s. They described nine basic dimensions of temperament: activity level; rhythmic-
ity of biological functions; approach to (versus withdrawal from) novel stimuli; adaptability;
sensory threshold of responsiveness to stimuli; intensity of reaction; mood quality; distract-
ibility; and attention span/persistence.

Chess and Thomas characterized an “easy” child as one who easily adapts, readily
approaches new stimuli, and has regular (rhythmic) biological functions and a positive
mood of moderate intensity. It is obvious to what degree an easy baby can facilitate the task
of parenting. A “difficult” child (10% of their sample) has irregular biological functions, has
a mood that is intense and often negative, and withdraws from stimuli and adapts slowly
or incompletely. They also describe the “slow-to-warm-up child” as one whose responses
to new situations are mildly negative and whose adaptability is low, even with repeated
contact. However, individual temperamental characteristics observed in babies don’t neces-
sarily predict later behavior accurately.

Motor Behavior

The first organized motor behavior, present even before birth and necessary for survival,
is sucking. Next, early in life outside the womb, babies control their head movements so
as to select stimuli that interest them. Of course, this suggests the importance of parental
stimulation as a determinant of the speed and extent of motor development. Motor con-
trol proceeds from head to foot and from proximal to distal (example: shoulder to arm to
hand to finger). There is a gradual progression from instinctive behavior (grasping an object
placed in the hand) to reaching for an object to manipulating objects for a purpose (for
instance, the child learns to assist with feeding by holding first a bottle and, a little later, a
cup and spoon). Note again the parents’ opportunity for influencing development by verbal
and nonverbal encouragement (smiles and applause). The supply of materials for exploration
can also promote development of fine motor coordination as the baby progressively practices
grasping, transfers, and pointing.
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Affective Behavior

As early as 8 weeks, the baby’s smile fosters interaction and bonding with the parents. By
10 months, children have selectively attached themselves to several other people—parents,
siblings, sitters. Fear of strangers appears at about 8—12 months, characterized by wariness
when an unfamiliar person attempts to interact with the child. Separation anxiety begins
a few months later and can be observed when a parent leaves. The child may fuss at the
departure even when left with another familiar person. Also at about this age, the child
begins to share emotional experiences with parents and to be influenced by the feelings of
others nearby. This is known as social referencing.

Once mobility has been enhanced by crawling, the child can begin to explore the envi-
ronment. Crawling to the parent upon request helps foster the bond between parent and
child. The developmental sequence is from a recumbent, dependent position to an upright,
“moving away” position. The attachment relationship (a basic survival mechanism, as noted
above) fosters a balance between comfort and proximity during stress on the one hand, and
exploration and curiosity during times of well-being on the other.

The development of attachment also relates to the process of differentiation of self
from other nearby objects and people. Babies first explore the world by visually following
the movements of others, and by reaching for objects and exploring them with their mouths.
Self-stimulation begins by the fourth month and becomes a genuine part of play by the
eighth month.

Communication

Infants smile, babble, and coo, capturing the attention of their parents. These early social
stimuli elicit positive interactions centering around caregiving and play. There is little rela-
tionship, however, between the sounds produced during infancy and the child’s amount or
quality of speech at age 2. Development of speech depends on the maturing brain, as well as
on a child’s exposure to speech and cognitive stimulation through interaction with adults.
Vocalization progresses from crying through cooing and random sounds to the beginnings
of meaningful speech. When only 3 months old, the baby begins to vocalize in response to
human speech; this leads to approval from parents, which reinforces the child’s efforts to
communicate through more speech.

Obtaining Information

Of course, in the usual sense of the term, no one ever truly interviews a tiny baby. Much
of the information is obtained directly from the parent who has brought the infant to the
session. This information is balanced with observations of the infant in interaction with the
adult (infant evaluations should always be performed with the parent present).
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Here are some questions of special interest in the evaluation of an infant: Was this a
planned pregnancy? Were the pregnancy and delivery uneventful? How irritable has this
baby been? How easy to soothe? How regular are feeding and sleeping schedules? Are the
parents’ expectations age-appropriate and realistic, or is this child at risk for eventual feel-
ings of inferiority and guilt as a result of repeated failure? How have the parents dealt with
abnormalities such as premature birth or a physical anomaly, either suspected or real? In
such an event, do they accept the child’s condition, or do they feel guilty and regard the
problem as evidence of their own failure?

Most of the information you can derive directly from an infant will come both from
observing the baby’s interactions with others and from performing developmentally appro-
priate motor, sensory, and cognitive examinations (see Appendix 1). Often the infant
responds most positively when sitting in the parent’s lap. You should check for mutuality of
gaze behavior; capacity for visual fixation and following; auditory responsiveness; and social
(smiling, crying, avoidant) responsiveness. Note aspects of general development: Does the
baby appear robust and healthy, or is there evidence of arrested development or failure to
thrive? Are there any obvious physical characteristics, such as the classic appearance of
Down syndrome? Does the older baby (or toddler) enthusiastically enter into simple games,
such as peek-a-boo? Separation of the infant/child from the parent constitutes part of the
standard evaluation of any young child. How does the child respond—with a brief whimper
and a ready response to distraction, with inconsolable wails, or with indifference?

Finally, remember that because very young children tire quickly, more than one session
may be necessary for the initial evaluation.

Symptoms

A number of characteristics, some of which may turn out to be symptoms, can appear even
during the first year of life. Of course, most of them can also be manifested at later stages
of development.

Failure to gain weight and length (failure to thrive)

Poor social responsiveness (paucity of smiles, failure to extend arms to be picked up)
Problems with eating (fussiness about new foods, multiple food allergies, irritability
when feeding, frequent regurgitation/rechewing of food, eating substances that are
not food)

Problems with sleep regulation (failure to establish a diurnal rhythm, excessive sleep
during the day, excessive wakefulness at night)

Relative lack of vocalization

Response to strangers that is excessively fearful, intense, or prolonged, or failure to
appreciate differences between strangers and familiar caregivers
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DSM-5 Diagnoses That May Appear at This Age or Later

The diagnoses listed below typically first appear at about this age. See Appendix 2 for a more
complete listing of diagnoses and ages at which they typically are encountered throughout
childhood and adolescence.

Intellectual disability (nonspecific but severe or profound, or specific syndromes
such as Down syndrome); global developmental delay

Rumination disorder

Avoidant/restrictive food intake disorder (failure to thrive)

TODDLERHOOD (1-3 YEARS)

No sooner do children begin to form social bonds with caregiving adults than they start
their decades-long struggle for independence. Even through young adulthood, as they estab-
lish their own families and careers, young people strive for significant autonomy—a sense
of self. The toddler period is the stage of the “terrible twos,” the first “no,” even the first lie
(“Who spilled that milk?”—“Not me!”). These are important and positive first developmen-
tal indicators of being separate, individual, unique.

Aspects of Development

This is also a period of tremendous curiosity, of joy in discovering what is possible. Express-
ing feelings is important, but so is accepting limits; thus parents need to foster the bal-
ance between exploration and consistent discipline. Toddlers need to be protected from
violence and harm and to learn about safety—avoiding electrical outlets, busy streets, and
anything that is hot. During these years, children develop the beginnings of self-discipline
(for example, learning to leave items undisturbed on the store shelf, to look at but not touch
ornaments on a Christmas tree).

Because babies and young toddlers are almost entirely egocentric, a major challenge
for parents during this period is to help their toddler learn about sharing, taking turns,
and waiting patiently. Toddlers begin to discriminate self from nonself. As they near their
second birthday, they come to recognize themselves in a mirror, and can point to their
own images and to those of other persons. They also become fascinated by other children.
During this time, a toddler may acquire a new sibling; this offers the prospect of a built-in
playmate and the opportunity to become a big brother or sister, but it also sets the stage
for withdrawal of parental attention. Toddlers also acquire a fuller complement of affects.
Nuances of mood and moodiness develop (lightning-quick changes, sadness, tantrums,
whining); the response to limit setting may be negativity.
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During these 2 years, language acquisition progresses at the rate of several new words
per day, as vocabulary mushrooms from 1 or 2 words to about 1,000. At the same time, the
use of language develops from single words to full sentences that employ the rudiments of
grammar. By the end of this period, most children have learned to substitute verbal requests
for pointing and crying.

Parallel to language acquisition, toddlers’ motor activity progresses from uncertain,
unsteady steps through climbing stairs to running, hopping, and pedaling a tricycle. Advanc-
ing motor skills enable the beginning of self-care. Young toddlers will help to undress and
dress themselves (such as pushing a foot into a sock), learn to choose foods, and begin to
feed themselves with a spoon and cup. The perception of mature behavior and the desire
for proficiency drive much of this progress, which ushers in fantasy play as a rehearsal for
grown-up behavior. By the end of toddlerhood, a toy begins to represent some object per-
ceived as important in the adult world, instead of just an object to be manipulated.

Obtaining Information

Toddlerhood is (another) difficult age at which to obtain reliable information from a child,
again, multiple, brief diagnostic sessions may be necessary. As with infants, all historical
information comes from the parents, whose descriptions and concerns must be taken seri-
ously. In the clinician’s office, many children will not exhibit the symptomatic behaviors
that are of concern to their parents (a generic warning that applies to patients well into their
teens—and sometimes beyond). Repeated office visits to foster comfort and familiarity, or
visits to the home or to the day care center (depending on where the symptoms are said to
occur), may be necessary to the evaluation. Sometimes bringing a child to the office with
the opposite-sex parent or even the entire family is illuminating.

As with an infant, it is important to observe a toddler’s interactions with a parent
and then to note the child’s reaction when the parent briefly leaves the room. During this
absence, you can attempt to engage the child in play. Observe relatedness, exploration of
new toys, and apprehension with a stranger. How would you characterize the reunion once
the parent returns? Assessing separation anxiety, which is normal at this age, should be part
of every evaluation. A child who has previously experienced illness, hospitalization, or other
separation may vigorously resist being interviewed alone. Early in the relationship, it may
not be possible to interview the child at all unless the parent is present.

It is hard to sustain a conversation with toddlers, who need more verbal probes and
structure in play than do older children. In posing questions or in proposing play, offer
multiple choices, which increase the options for response. Even relatively nonverbal chil-
dren may be able to respond to queries that relate directly to the play sequence they have
just completed: “Is that the way it is [in this sort of situation] at your house?” However, it
is extremely important not to play into the suggestibility of young children; they are eager
for the approval of adults and may respond with “yes” to just about anything. Observe a
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toddler’s ability to use language (vocabulary, complexity of sentence structure) and affect
(range, predominant type, and appropriateness). Evaluate fine motor skills by having the
toddler draw figures, squares, and diamonds. Assess handedness and footedness by having
the child catch, throw, and kick a ball.

Excessive shyness or lack of inhibition may be apparent. How much control does the
child require in the playroom setting—a simple “no,” or repeated physical interventions?

Symptoms

Most of the same symptoms first identified in infancy can still be issues a year or two later.
In addition, new symptoms may worry parents:

Aphasia (loss of ability to understand or express written or spoken language)
Disturbed consciousness (abrupt onset of inability to focus or sustain attention)
Excessive crying, night waking, or refusal to go to bed at night

Extreme misbehavior: temper tantrums, lying, refusal to cooperate, destruction of
toys, cruelty, violence, rapidly fluctuating mood dysregulation

Extreme shyness, presenting as withdrawal and apathy

Inadequate social interaction (poor eye contact, restricted body language, inade-
quate fantasy play, limited ability to sustain a conversation or to share interests or
enjoyment)

Inflexible adherence to routine

Language delay (for example, no language use by 18 months or no use of phrases by

30-36 months)
Motor hyperactivity, which can occur in many problems or disorders

Refusal to separate from parents or stay with sitters, a desperate need for attention,
“being spoiled”

Stereotyped movements
Struggles over toilet training or new foods

Testing limits, “being a devil,” getting into everything, being “just like Dad or Uncle
Ernie”

DSM-5 Diagnoses That May Appear at This Age or Later

Intellectual disability (mild or moderate), global developmental delay

Autism spectrum disorder
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Reactive attachment disorder, disinhibited social engagement disorder
Delirium
Posttraumatic and acute stress disorders

Parent—child relational problem (Z-code)

PRESCHOOL AGE (3-6 YEARS)

During the next 3 years of life, children begin to develop the ability to observe, to think,
and to mentally manipulate formed constructs in ways they will use later as they equip
themselves for life as adults. These abilities form the basis for the existence of a private self
within a child—one that is not readily discernible to the parents.

Aspects of Development

As development proceeds, children realize that there are adults other than parents and
other immediate family members. Whereas relationships with parents were initially the
main focus for interaction and for need fulfillment, children at this age gradually grow more
interested in friends their own age—playmates at the playground, in day care, and in the
neighborhood. They begin to attend birthday parties and other multiple-family events. Play,
which becomes increasingly complex and symbolic, serves as a vehicle for wider socializa-
tion. Play relieves tension, works out problems, and helps children build a sense of identity
and mastery over conflict. Differences between the sexes become especially pronounced in
social situations. As same-sex friendships begin, activities tend to become gender-specific—
dolls for girls, adventure toys for boys—though recent decades have witnessed a trend
toward a greater degree of blended play.

By the end of the preschool years, all the elements of basic communication skills are
in place. The child can converse in complete sentences that are logical and grammatically
correct; eye—hand coordination allows printing, writing, and drawing; and the basics of
numbers and colors have been grasped.

Locomotion becomes smooth, and all gross motor movements are better coordinated.
Children at this age have boundless energy and curiosity, but their judgment is limited, so
parents still need to guard against various types of accidents. Toward the end of this stage,
there is a gradual reduction of impulsiveness.

As they near school age, children begin to adopt moral values. At first, these are rigid
and lack subtlety—a sense of right and wrong, good and bad, fair play. Children also begin
to demonstrate empathy for the distress of friends and parents. At this age, they want to
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please; as a result, loving discipline increasingly suffices to keep order. At the same time,
they develop a capacity for jealousy and rivalry; secrets fascinate them.

Obtaining Information

A preschool child can provide some verbal information that is diagnostically useful, but
most of what you learn will come from nonverbal facial and body language and from the
quality of the child’s interactions with you. Interviews most often focus on the present, and
children’s responses will consist of single-word or short-phrase replies to questions. Because
of their age and inexperience, these children cannot supply much of the material vital to
their own histories (especially family history and parental strife), but they may show surpris-
ing insight into the functioning of their nuclear families.

Start the interview not by discussing problems, but by asking confidence-building ques-
tions a child can answer easily—the child’s own age, where the child lives, and with whom
the child resides. Preschool children need encouragements to keep them going. Wait until
rapport is established to ask what a child’s feelings are about a parent or sibling. To address
the child’s wishes, body image, living situation, self-assessment, and other features, ask,
“What would you like to change about yourself?” (An answer of “Everything” may indicate
severe depression.)

The child’s sense of the future and aspirations can be addressed by asking direct ques-
tions or by beginning a story that the child completes: “Once upon a time, there was a little
child named [child’s name]. What [name] always wanted to do was . . . ” To assess mood,
present the child with a simple scale: “How do you feel most of the time? Really sad, sad, sort
of in the middle, happy, or really happy?” But unless you have formed a trusting relationship
with the child, the response may be a clumsy attempt to please or to keep back information:
“Really happy,” the child may state in a subdued voice, while failing to make eye contact.

Young children also enjoy play interviews, which are used to obtain information that
the children may not otherwise divulge (because direct questions may be seen as threaten-
ing). You can directly interact in play with a child; you can also observe the child’s spon-
taneous play (with peers, on the playground, and so on). Carefully observe the child in
interaction with others for the assumption of social roles (leader vs. follower, gregarious vs.
isolated individual). In play, evaluate the child’s choice of toys, affect regulation, activity
level (normal exploratory curiosity vs. destructive, driven, reckless hyperactivity), concen-
tration, frustration tolerance, mastery motivation, and persistence at a task.

Symptoms
Anxiety upon separation from parents

Elimination problems or genital complaints: enuresis, encopresis, pain, repeated
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genital touching/masturbation, self-exposure (the latter complaints in particular
may indicate sexual abuse)

Extreme jealousy of a new sibling
Few or no friends

Impulsiveness of a self-harming nature (running into the street, grabbing knives,
attempting suicide, ingesting medications or other substances)

Inattentiveness

Mood dysregulation

Multiple fears (which may be manifested as excessively shy, withdrawn behavior)
Nightmares, fear of the dark

Refusal to follow directions

Risk taking (recklessness, inappropriate fearlessness)

Somatization of grief or stress (loss) reactions in stomachaches, headaches, “not
feeling well”

Symptoms that suggest anxiety: avoidance of play with same-age peers, frequent
stomachaches, crying when taken to preschool, changes in appetite (anxiety may
also be shown in play or dreams)

Speech that is difficult to understand, stuttering

Temper tantrums or aggressive outbursts

DSM-5 Diagnoses That May Appear at This Age or Later

Communication disorders such as social (pragmatic) communication disorder,
speech sound disorder, childhood-onset fluency disorder (stuttering), or a more gen-
eral language disorder

Stereotypic movement disorder

Oppositional defiant disorder

Pica

Specific phobia and other anxiety disorders

Breathing-related sleep disorders

Non-rapid eye movement sleep arousal disorders, sleep terror and sleepwalking types

Physical abuse of child, sexual abuse of child, neglect of child (T-codes)
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SCHOOL AGE (6-12 YEARS)

Social relationships with peers become dominant as the child moves outside the family for
interpersonal contact and reinforcement.

Aspects of Development

By the early grades of elementary school, preference for playmates of the same sex becomes
dominant, with differentiation of styles of play and behavior by gender. At the risk of paint-
ing pictures in strokes that are too broad, it is common to see boys favor rough-and-tumble
play in larger groups, oriented around shared experiences; they often play away from the
immediate confines of home, exploring the environment. Girls, however, often play indoors
or near home in smaller groups, oriented around shared confidences. For many children,
socialization proceeds through peer group identification (such as Scouts and soccer). Games
and play become much more rule-oriented. Activities at first occur close to home (Cub
Scouts, Brownies), but take older children farther afield for hikes, overnight camping trips,
and out-of-town sporting matches. Social relationships become important; the earliest signs
of bullying behaviors and victim roles occur.

Although for over a century this age has been called the latency period, these children
have significant developmental tasks to master. Indeed, mastery (competence) and competi-
tion are two of the watchwords of the years that precede adolescence. A child’s focus moves
outside the family to include schoolwork, which provides practice that lays the foundations
for later, life-sustaining work. Of course, mastering basic educational skills (reading, writ-
ing, math) occupies much of the child’s attention. At least as important are developing
good study skills and feeling positive about learning—experiences that are balanced by
the competing demands of games and other play, entertainment, and hobbies. Self-esteem,
competence, and self-confidence become important attributes.

For the first time, a child may shift allegiances to a new authority figure—a teacher
or coach—often forcing a reevaluation of the parents’ values (especially about education).
School-age children become progressively able to keep reality and fantasy distinct, and in
general to view the world from the perspective of increasing experience and developing
judgment. Before the age of 8, children describe others in terms of physical appearance; later
they will use more abstract terms. They develop the verbal ability to express complex ideas
and relationships between elements (cause and effect), and to show off their improving use
of language with plays on words.

Children at this age have an increasing ability to retain and operate on information
(for example, to keep a string of digits in mind). At first rigid and moralistic, children may
express feelings of guilt or remorse when they fail to attain a given standard. (It may not
be until the late teenage years, if ever, that they accept a lesser standard of performance in
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themselves.) During this period, they also become able to modulate their own affects and to
show emotions different from what they feel inwardly. Moreover, they experience comple-
tion of the development of gross motor skills: running, jumping, and throwing with accuracy
and increasing strength.

Obtaining Information

Although you still need to speak first with parents and teachers, school-age children can
relate considerable historical information. Although many older children can talk about
themselves nearly as well as adults can, play is still a useful facilitator of communication,
especially in the grade school years. Studies have demonstrated that behavior in play reflects
a child’s everyday activities and concerns. Games and drawing can also facilitate commu-
nication.

Each evaluation should begin with some preliminaries. First, perhaps, offer an intro-
duction along the lines of “I'm Ms. Smith, and I'd like to get to know you by talking and
playing with you,” or “I'm a doctor who works with children.” You might ask whether the
child knows the reason for the interview. A little explanation of the process can help allay
the anxiety that many younger children will feel when confronted by a new environment
and a strange adult who asks a lot of questions. Straightforward, simple explanations of
expectations and confidentiality usually work best. Above all, a child should experience any
clinical interview as both nonjudgmental and nonthreatening. Use smiles, eye contact, and
other physical signs of welcome and ease to communicate comfort and the feeling that it is
safe to reveal information.

Allowing the child to lead the interview (especially in play) fosters a sense of control,
which tends to facilitate communication. Cautious use of humor can help build rapport. At
the same time, avoid being excessively friendly; you want to learn how the child typically
forms a new relationship. “Tell me about your family” isn’t likely to net you much; instead,
ask the child to describe a typical activity, such as washing dishes—who washes, who dries.
Try using a just-reported issue to learn how the child might respond in other circumstances:
“Instead of your mom making up the rules about chores, what if you got to make them up?”
Asking to hear “three wishes” can help reveal aspects of the child’s fantasy life and view
of the future. And here are some other ways you can encourage the child to reveal private
viewpoints: “What would you do if you were in charge of your family?” “What would hap-
pen if nobody had to go to bed on time?” “If you were oldest, what would you do?” “Suppose
someone fell down? What would you do to help?”

Children tend to be more accurate in reporting facts (what actually happened) than in
making judgments (whether an event or behavior was good or bad, whether it occurred fre-
quently or infrequently). Therefore, you aren’t likely to learn much from asking “why” ques-
tions, which may only make a child feel puzzled, threatened, or incompetent. The “why” of
things is deduced gradually from the accretion of evidence obtained from other informants,
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patient interviews, and testing. In play or in verbal interaction, it is important to gauge both
the spontaneity and the logical, goal-oriented nature of the communication. Young children
will recall more accurately if open-ended questions are used, but their information won’t
be as complete as that provided by older children. If they are only asked yes—no questions,
children under the age of 10 accurately report their fears—but not much else. If a child does
not answer a question, you will need to shift topics or get the answer in play.

Speech, language, and learning problems, such as articulation defects or problems with
comprehension, can be evaluated by direct observation during the initial interview. Samples
of writing and reading should be obtained as a further assessment of language proficiency.
You can test spelling and writing by asking the child to label a just-completed drawing of
family members. What do you observe about the child’s thought progression and logic? Of
course, much of any interview is nonverbal, so observe the child’s temperament, frustration
tolerance, and ability to relate to you.

Depressed affect, with tearfulness, feelings of worthlessness, and (sometimes) aggres-
sion, can be expressed verbally or in play. A child’s moods will be reported better by the
child than by parents, but as with adults, contemporary diagnosis of depression and other
negative affects requires more than cross-sectional observation. Historical and behavioral
data are also needed from parents and other informants.

Various writers have suggested methods for dealing with the threat that negative feel-
ings pose for children:

Suggest that many other children feel the same.

Present two or more acceptable constructs: “Do you like school pretty well, or would
you rather not go?”

Express the assumption that all children sometimes engage in negative behavior
(such as fights with siblings).

Suggest an acceptable reason for bad behavior: “Maybe you ran away because you
needed to show someone how you felt.”

Throughout an interview, though you may not agree with a child, it is important to respect
the child’s defense mechanisms. This is especially true for younger children, whose need for
approval can be both intense and immediate.

In the mental health interview, play serves three functions. It can be a therapeutic tool
that engages a child’s imagination with fantasies that present conflicts and their resolution.
It can also serve as a topic for conversation. Finally, toys or games can ease tension while the
interviewer and patient engage in conversation. Experienced clinicians most often use com-
binations of play and talk—straight play, straight talk, and talk facilitated by play—to keep
the momentum of a session going. It is usually not difficult to decide which technique(s)
should be used. At first, you might try all three to see how the child responds, then proceed
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with whichever seems easiest for the child. If one method works for a while but then prog-

ress stalls, try another.

Try to establish the fewest rules possible, but use them consistently. If behavior becomes

unruly, you may need to protect the child as well as the environment. You can say, “I won't

let you hurt me or destroy things in the office.” When behaviors get out of control and the

child’s attention cannot be diverted, the session can be stopped or the child can be physi-

cally held (but see sidebar below). It is important to set the limits clearly in advance and to

Two issues confer a degree of potential risk, for
clinician as well as patient.

Sometimes moving the interview away from
the office by walking or sitting outdoors makes a
child feel more at ease. However, no one wants to
be the clinician responsible for allowing an impul-
sive child to dart off into traffic. Where and when
you will take a patient out of the office needs to
be clearly outlined and parental consent obtained
in advance. And even with permission, no child
who is acutely upset should be allowed where you
will have increased difficulty controlling the child’s
behavior.

The second situation—when you are tempted
to hold a child to manage aggression or prevent
the child from bolting out of the office—has been
much debated. Some point out that it could poten-
tially elicit traumatic memories and possibly vio-
lent reactions. Once again, this is the sort of issue
that should be worked out in advance with par-
ents. Find out how they manage this sort of situa-
tion. Explain what circumstances could necessitate
a holding intervention, and obtain their consent.

define the parameters of intervention.
(Be sure to inform the parents of these
limits and the methods available to
enforce them.) If you suspect that a ses-
sion may end prematurely, ensure that a
parent is available to take charge of the
child.

The important themes to watch
for in play are similar to those an older
patient might talk about as trauma or
conflict. Loss and grief, anger, fears, feel-
ing unloved, low self-esteem, isolation,
and alienation all commonly appear in
play. These can be manifested in specific
play scenarios with animal or human fig-
ures; in drawings, they may be indicated
by the choice of colors, shapes, and sizes,
by order versus chaos, and by the pres-
ence or absence of key figures. Children
may tell as much by what they leave
out or avoid in play as they do through
inclusion. Normal children have a vari-
ety of themes, affects, and play prefer-
ences, and share their interactions and
experiences easily in play interviews.
Psychopathology in play is most evident

in rigid, fixed themes, affects, and preferences, whereby the child excludes you or other

participants entirely, or is inappropriately compliant, seductive, or combative. Watch for the

affect. Bland themes may be as telling as violence or chaos.

Symptoms

In addition to the symptoms mentioned previously, inquire about and watch for the following:
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Absence of speech in specific social situations
Angry mood

Anxiety in children (especially girls) who physically develop early
Bullying or being a target of bullying

Deliberately blaming others

Depression

Enuresis

Hyperactivity, fidgeting, talking excessively
Impulsiveness (inability to take turns, intrusiveness)
Inability to focus attention during class

Learning problems

Loss of temper, arguing, defiance, spite

Nightmares

Panic attacks

Repetitive motor behavior that is nonfunctional
Rituals or magical beliefs associated with unreasonable fears
School refusal

Shyness/fearfulness that is excessive

Somatization

Substance use

Stuttering and other verbal fluency problems
Temper outbursts

Tics

Trouble with reading, math, writing

Withdrawal or isolation

DSM-5 Diagnoses That May Appear at This Age or Later

Anxiety disorders (including phobias)
Attention-deficit/hyperactivity disorder
Autism spectrum disorder

Conduct disorder
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Disruptive mood dysregulation disorder

Learning disorders
Encopresis

Enuresis

Obsessive—compulsive disorder

Separation anxiety disorder

Selective mutism

Tourette’s disorder and other tic disorders

Sleepwalking

EARLY ADOLESCENCE (12-15 YEARS)

Although the drive to achieve independence from parents continues and even accelerates

during early adolescence, the family remains a preeminent influence for adolescents. This

may appear contrary to popular belief, but several studies have reported that most adoles-

cents have relatively few serious disagreements with their parents. Whereas adolescents and

parents often disagree (sometimes sharply) on issues of contemporary social concern such as

politics, use of social media, substance use, and sexuality, these are mostly differences in the

intensity of an attitude rather than its direction; gulfs between generations usually reflect

different levels of support for the same position.

In the end, there isn’t much evidence supporting the myth of adolescence as a period

The age of consent for treatment of a non-
emancipated minor varies from state to
state. In most jurisdictions, an adolescent
(ages ranging from 12 to 17 are listed) can
consent to treatment for sexually transmit-
ted diseases, contraception, pregnancy,
substance abuse, and emotional distress.
The legal age of consent for treatment can
also vary, depending on which condition
is the focus of treatment. Know the local
laws pertaining to where you practice and
the conditions for which an adolescent is
seeking evaluation or treatment.

of inevitable storm and stress. Most teenagers
continue their close and supportive relation-
ships with their parents; in their relationships
with peers, they tend to embrace parental val-
ues rather than to reject them. However, there
can be no doubt that adolescents do test limits;
think omnipotently; succumb to peer pressure;
and often support culture heroes, philosophies,
or lifestyles that are upsetting to the parents.
The onset of adolescence is so variable
that no exact age can be given. Early adoles-
cence is marked by the onset of puberty, which
in some girls can begin as young as 10. Middle
adolescence usually refers to a period that begins
2-3 years later, with late adolescence beginning
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another few years after that. Typically, early adolescents will be 6th—8th graders; middle
adolescents will be 8th—10th graders; and late adolescents may be in the 11th grade through
the first 2 or 3 years of college. Somewhat arbitrarily, we have chosen age 15 as the crossover
point between early and late adolescence. We simply cannot find behavioral and emotional
distinctions that clearly mark the limits of the middle phase. And, in reality, the ages in
each of these stages can vary by several months or years.

Aspects of Development

Adolescence marks the emerging comprehension of one’s sexual orientation and, for most,
the beginning of the shift from same-sex to opposite-sex preoccupations and activities. If
these changes do not take place early during this period of development, they will occur
within the next few years. An adolescent feels a powerful adherence to the peer group;
cliques and clubs are critical to the sense of belonging, which also fosters a need to stay in
touch with peers by phone, texting, social media, through after-school sports and social
events. Getting ready to drive a car heightens the sense of moving away and belonging to
a new group.

Sibling rivalry can sometimes become intense, especially if siblings are the same sex,
are close in age, or have similar interests. Stepsiblings in blended families are especially at
risk for rivalry and territoriality. Outside the family, competition intensifies in a variety of
areas, including athletics, attractiveness, and academic/intellectual pursuits. Preeminence
in sports supersedes the mere development of skill.

Early adolescents experience a growth spurt. In boys, it begins at about age 12. In girls,
growth accelerates a year earlier, with menarche occurring at about 122 years (3 years
earlier than was the case in 1900). Whereas for boys, early maturation can promote self-
confidence in interactions with peers and adults; for girls, peer pressure and concerns about
body image can disrupt self-concept.

By the midteens, intellectual development is nearly on a par with that of adults. Chil-
dren of this age can define complex scientific terms and reason about theoretical events or
constructs. Despite increasing prominence of moral distinctions and a sense of what is right
or good in others (particularly their parents), adolescents’ judgment about their own behav-
ior is often their downfall. The typical adolescent illusion of invulnerability promotes risk
taking, which leads to experimentation with drugs, sexuality, or illegal behavior so often as
to constitute almost a rite of passage for young people.

Obtaining Information

The first years of adolescence mark the age when information from the patient becomes
predominant in the mental health workup. Adolescent patients know more of their own
histories and can communicate in an interview on a more nearly equal footing than is true
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for younger children. Usually the patient should be interviewed first; the subsequent parent
interview is often better accomplished when the teenager is present.

Developing trust and rapport with a teen is critical. At the outset, it is especially
important to explain about confidentiality and its limits. Try to establish a trusting relation-
ship that will increase the likelihood of obtaining reliable data and set the stage for future
therapy. It is often useful to balance the need for trust against the need for truth with a
statement such as this: “There are some topics uncomfortable to share. If one of them comes
up, let me know and we can put it aside for the time being. I don’t want you to feel you have
to lie because something makes you uncomfortable.” Sometimes adolescents will talk about
experiences that their friends have had, while denying (falsely) that they themselves have
been involved.

In an interview with a teen, you should be friendly and interested, but respectful of
your age difference. Whereas it’s nice to know something about culture heroes, athletes, and
rock stars, our experience has been that showing a genuine interest in learning about these
topics can be just as useful in developing a strong working relationship with a young person.
Beware, however, of being overly friendly or of trying to act too “hip” (itself a dated term by
now!); teenagers can often see through artifice like a pane of glass.

You will especially need to assess these issues:

The family situation, from the dual perspectives of adolescent and parents; presence
or lack of support in the primary family system

Sexual knowledge, including sexual experiences, both heterosexual and gay/lesbian/
bisexual/transgender; pregnancy; use of safe-sex practices

Use of tobacco, alcohol, and both prescription and illicit drugs
Delinquency, truancy, and participation in gangs

Self-harmful behavior

Being a bully or a target of bullying

Being the victim of physical or sexual abuse

Friendship patterns and activities with peers

Issues of dependence—independence; developmental readiness to meet the demands
of society

Identity formation (“Who am I? What will be my place in the world?”)
Self-esteem—a big concern for the preadolescent and adolescent
Empathy (how sorry does the adolescent feel when a sibling or friend has a problem?)

Conscience (“What would you do if . . . ?”)
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As with an adult, try to end your interview with a teen by providing some sort of a
summing up. As positively as possible, state your initial impressions. What do you propose
for treatment? For future meetings? What will you tell the parents?

Symptoms

Adherence to fads of food, clothes, and style, including hair dyeing and tattooing/
body piercing (the latter are increasingly normative, but may worry parents and
other significant adults)

Anxiety symptoms in boys or girls who experience late onset of puberty
Impulsiveness

Loneliness, depression, suicidal ideation

Opvert aggression, destruction of property, theft, rule violation

Poor school attendance (either truant or avoidant)

Rebellion against authority (at its highest during these years)

Somatic complaints

DSM-5 Diagnoses That May Appear at This Age or Later

Major depressive disorder

Persistent depressive disorder (dysthymia)

Bipolar disorders

Generalized anxiety disorder

Body dysmorphic disorder

Gender dysphoria

Circadian rhythm sleep—wake disorder, delayed sleep phase type
Substance use disorders

Eating disorders

LATE ADOLESCENCE (15-21 YEARS)

Although we have stated the limit for late adolescence as age 21, in reality it can last much
longer; the final leg of the march to independent life often extends through college and a
graduate degree or two. But by age 21 (more or less), the adolescent’s personality has been
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established, and the inclination toward marriage (or long-term partnership) and the bearing
and rearing of children has been determined.

Aspects of Development

As adolescents move toward the completion of their education, they increasingly take on
adult responsibilities and viewpoints. Of course, the exact timing and sequence can vary
widely; many young people are late bloomers. Depending on social milieu and parental
mores, dating usually begins early in this time period; sexual activity is the norm by the
end of the teen years. The young adult develops the capacity for mature love. Judgment
improves, and as the end of the teens looms, the typical adolescent becomes serious about
work or further education.

Obtaining Information

Older adolescents may present themselves for evaluation, without the immediate prospect of
information from outside resources. As for any other patient, collateral information should
be sought and evaluated whenever possible. The material covered, including the mental
status examination, will be essentially the same as for an adult.

Symptoms
Concerns about masturbation, other sexual behaviors
Appetite symptoms
Mood symptoms
Symptoms suggesting trauma
Anxiety symptoms
Substance use problems
Emergence of psychotic symptoms

Onset of realization of same-sex orientation (earlier for males than for females)

DSM-5 Diagnoses That May Appear at This Age or Later

All major adult diagnoses except some neurocognitive disorders (such as neurocog-
nitive disorder due to Alzheimer’s disease)

Most personality disorders (antisocial personality disorder is first diagnosable at age

18)
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The Infant/Toddler Interview

PURPOSES AND GOALS OF THE INFANT/TODDLER INTERVIEW

Most infants and toddlers referred for mental health evaluation won't meet criteria for a
DSM-5 diagnosis. Exceptions include autism spectrum disorder; disorders of eating, sleep-
ing, and elimination; reactive attachment and disinhibited engagement disorders; and
movement disorders. Yet for several reasons, clinicians need to feel comfortable and compe-
tent in evaluating these very young children: (1) to institute treatment early enough to avert
permanent developmental consequences; (2) to assess the potential risk of similar condi-
tions in siblings and other children in a household; and (3) to identify problems in parents.
Of course, infants and toddlers can only receive an adequate evaluation in the presence of
their primary caregivers.

Most often, the persons interviewed will be one or both parents, grandparents, or foster
parents. (As in other chapters, however, we use the term parents here to stand for all primary
caregivers.) Usually they are concerned about lack of developmental progress or a distur-
bance of regulation—significant problems with sleeping (the most common of all), cry-
ing, feeding, or limit setting. Many clinicians feel that such abnormalities may foreshadow
anxiety disorders, disorders of attachment, neurocognitive disorders, and autism spectrum
disorder. Clinicians need to help parents differentiate normal variations in development
from important problems that need intervention.

A mental health clinician evaluates an infant and parent with three goals in mind.
One is to develop rapport with the parent; another is to obtain a clear picture of the nature
of the symptoms and concerns. The third is to observe a variety of clues to the nature of
interactions between the infant and parent:
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Does the infant clearly signal either pleasure or distress, making it easy for the par-
ent to understand the communication?

How sensitively and consistently does the parent respond to the infant’s signals and
bids for attention, as well as to expressions of pleasure and satisfaction?

Does the parent appear depressed? Frustrated? Angry? Or even cognitively impaired?

How does the parent handle the infant’s expressions of frustration or lack of interest
that may result from the interactions?

When the infant cries, is the reason clear?

Does the infant smile readily? Is the infant easily consolable?

Will the infant engage with the examiner?

Does the infant show clear preferences for certain individuals and toys?

Does the infant seem hypersensitive to loud noises, bright lights, or rapid transi-
tions!?

Does the infant seem to have the temperamental characteristics of an “easy,” “diffi-

cult,” or “slow-to-warm-up” baby (see the discussion of infant temperament in Chap-
ter 3)!

The following interview with a toddler demonstrates many of these points. The mate-
rial in boldface indicates some of the areas the interviewer tries to evaluate in this brief
interview.

Joan is a 14-month-old child who is just beginning to toddle. Her pediatrician has
referred her because her mother is worried that she is excessively shy, especially with strang-
ers. The referral note indicates no history of important problems during the pregnancy
(poor nutrition, illnesses, smoking in the home, use of drugs or alcohol) or perinatal period
(postpartum depression, single-parent status, low family income).

Once they enter the examination room, the examiner sits on the floor and points
to a set of toys placed within easy reach. Following this lead, the mother also sits on the
floor. At the beginning of the interview, Joan sits quietly on her mother’s lap, looking about
cautiously; after a few moments, she allows herself to be placed on the floor. At first, the
interviewer does not attempt to engage Joan directly, but stacks some blocks and observes
her from a slight distance. Joan will be permitted to join in at her own pace.

INTERVIEWER: Hello, I'm Dr. V. You must be Ms. T. And this must be Joan. She is all
dressed up for her outing. Let’s begin by seeing how Joan is doing these days in
terms of her development. It looks like she’s walking.

In an initial attempt to establish rapport and to indicate that observations are an impor-
tant part of the interview, the interviewer acknowledges that Ms. T. has made a special
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effort in preparing her infant. The interviewer notes that Joan'’s general development
is that of a normal, healthy-appearing child who shows no evidence of arrested develop-
ment or failure to thrive. Neither does she have the physical characteristics of some
intellectual disability syndromes (such as Down syndrome), or hand flapping or other
unusual behaviors that could suggest autism spectrum disorder. Although shy at the
outset, Joan is definitely engaged in the process. During this earliest part of the interview,
the interviewer observes how secure Joan seems to feel while seated on her mother’s lap
and how much stimulation her mother provides.

MoTHER: She’s started to walk, but she’s afraid to let go. She’s been cruising [walking
while holding on to furniture] for a long time, but she won’t just get up and walk.
If you distract her, she’ll sometimes take a few steps on her own, but even then she
tries to hang on.

The mother immediately expresses a concern about Joan’s developmental progress. Her
anxiety is evident, both in the care she has taken with Joan’s dress and in this initial
expression of concern.

INTERVIEWER: She seems to be able to pull herself to a stand. So physically, she’s right
on schedule?

MOTHER: Yes.

The interviewer observes and underscores Joan’s developmentally appropriate behavior
and strengths, commenting on the normal motor development (walking at a develop-
mentally expected age, absence of hyperactivity). This strategy is an attempt to reassure
the mother and to foster the therapeutic alliance, thereby shifting her focus from devel-
opmental failure and pathology to normality and progression.

INTERVIEWER: And how about her schedule—does she sleep and awaken at regular
times!?

MoTHER: She eats regularly. She sleeps through the night, but sometimes she’ll nap
and sometimes she won’t. The most she’ll do is two naps about an hour and a half
each, and most nights she screams when you put her to bed. She’ll fall asleep, but
she always screams.

In response to questions about her infant’s routines, the mother, as before, emphasizes
potential problems, not strengths. For the time being, the interviewer again steers away
from possible pathology to focus on what the child is doing well. Note how the inter-
viewer uses the mother’s own words as a bridge to another topic. Questions about eat-
ing and elimination form a part of every infant/toddler interview.

INTERVIEWER: Tell me about her eating regularly.
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MoTHER: She has cereal in the morning and a bottle and juice. She eats almost any-
thing.

INTERVIEWER: Anything?

MOTHER: Pretty much anything that is finely chopped.
INTERVIEWER: Cookies?

MoTHER: I try not to give her any, but if I do, she likes them.

INTERVIEWER: Candy? [Meanwhile, Joan has pulled herself to a standing position, but
still clings to her mother’s shoulder and avoids eye contact with the interviewer.
She has not begun to explore the age-appropriate toys on the floor.]

The interviewer is trying to see what limits the mother may be setting for the child. In
the evaluation of any infant, there is the possibility that at least a part of the problem
relates to the nature of the dyadic relationship between the child and parent. What
is the quality of their shared attention and intimacy? How well can the adult tolerate
tension while skillfully returning the infant to a state of comfort?

MOTHER: She doesn’t get very much of it, but for Halloween she started chewing on the
bowl of Halloween candy.

INTERVIEWER: How would you describe her temperamentally? Is she an easy child, or is

she difficult?

MorTHER: I think she’s a little bit of a mixture, because she’s very intense and she’s very
stubborn. Her emotions are very intense.

INTERVIEWER: So when she cries, she really cries?

MoTHER: And if something happens that she doesn’t like—Ilike the other day she was
trying to push the buttons on the TV, and she couldn’t get them to do what she
wanted—she just started screaming. She’s not easily soothed. She’s really happy
except when she gets mad.

The interviewer notes the two adjectives stubborn and intense. They may prove impor-
tant to the assessment of Joan’s temperament. But her mother quickly points out that
Joan's basic mood is neither depressed nor anxious, but happy. It is important to deter-
mine whether infants can communicate their needs and feeling states clearly. Through
her intense emotions, Joan seems to communicate readily; however, her mother views
these same intense emotions as a problem. Infants who are difficult to comfort often
challenge the competence of their parents and trigger feelings of inadequacy.

INTERVIEWER: Today she’s cautious in a strange situation, but when she’s at home, she’s
out there exploring?
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MoTHER: At home, she’s constantly exploring and moving around. She loves music;
she’ll start dancing.

INTERVIEWER: Really! Does she watch TV?

In a child so young, a formal assessment of intelligence will be pretty unreliable. Instead,
the interviewer asks about such qualities as curiosity, persistence, attention, and task
mastery, which may give clues to Joan's cognitive development.

MOTHER: Yes, there’s a morning show for children. She’ll stop whatever she’s doing and
watch.

INTERVIEWER: How is she at home? Does she play with toys?

MotHER: Her favorite thing is to mess up the house. She’ll take all the clothes out of
the drawers and all the pots out of the cabinets and rummage through the trash,
if she can.

INTERVIEWER: [To Joan] You're so curious at home, all the time playing and exploring
things. What do you think I'm playing with here? Do you want to play with me?
[At last, Joan timidly takes a block and puts it into a cup. She seems about to
engage. Almost immediately, her mother moves back, first a few inches. Then,
over the next few minutes, she retreats further; she eventually gets up from the
floor and sits in a nearby chair.]

Such interactions can provide an opportunity to evaluate how very young children play
with toys, as well as how they respond to strangers, to direct gaze, and perhaps to being
picked up. Engagement, mood, “leading versus following,” creativity, spontaneity, motor
skills, and attention span can all be assessed in the course of simple games. In play, the
interviewer follows Joan’s lead, placing blocks in a cup. This type of parallel play is
less threatening for an inhibited, anxious child, as Joan is reported to be. However, the
mother’s early, somewhat rapid withdrawal poses a potential threat. So the interviewer
tries to maintain the tie to the mother by continuing to question her, which also serves
to take the pressure of direct engagement off the child.

INTERVIEWER: Does she like books?
MoTHER: She loves books. She’ll let me read a book to her at almost any time.
Joan: [Babbles.]

INTERVIEWER: [To Joan] Everything is interesting to look at. [To the mother] Does she
speak words yet?

The interviewer has observed Joan beginning to explore and, for the first time, com-
ments directly to her from a slight distance, rather than interacting and possibly driving
her away. Her babbling prompts questions about speech development. Even in a prever-



I. INTERVIEWING CHILDREN AND ADOLESCENTS

bal child, an interviewer should look for early evidence of language difficulties, such
as slow onset of speech sounds or, later, problems with pronunciation.

MOTHER: Just a few—Mama and dog. She loves the dog. She fights with the dog for the
same toys.

INTERVIEWER: [To Joan] Can I have that?

Now the interviewer attempts to interact with Joan by asking her for an object. The
play engagement proceeds slowly, however, suggesting shyness and inhibition. If these
are temperamental traits, these qualities could be strengths, even though the mother
may view them as problems. However, if the infant’s inhibitions reflect overcontrolling
interactions on the part of the mother that are anxiety-driven, they probably indicate a
relationship problem. A third possibility is that a strange, unfamiliar setting such as the
clinician’s office produces caution that is appropriate. If that’s the case, the infant should
slowly begin to warm up. The interviewer’s task is to attempt to differentiate the several
possible sources of Joan’s caution.

INTERVIEWER: Do you think she’d play here all day?

This suggestion that Joan is beginning to enjoy herself is designed to reassure the mother;
it may also reassure the infant through their mutual nonverbal social referencing.

MOTHER: She might.
INTERVIEWER: Is she in day care?
MOTHER: No, she’s at home with her nanny.

INTERVIEWER: [To Joan] Well, let’s see if you can put these blocks in the cup. [Beginning
to interact with Joan more directly, the interviewer intentionally shifts positions
to block Joan’s view of her mother. Joan experiences the anxiety of separation and
at once begins to cry vigorously, even though her mother remains seated nearby.]

Perhaps the interviewer has moved too quickly. However, evaluation sessions are usu-
ally time-limited, and some observation of “separation,” even in a parent’s presence, is
important.

INTERVIEWER: She’s been holding it in.

The interviewer comments that Joan has been a reluctant participant, holding in her
anxiety about the evaluation. She has not fully engaged with the interviewer, bravely
trying, but in fact beginning to cry almost immediately after the interviewer starts to
interact with her directly. On the positive side, Joan’s ability to discriminate signifi-
cant figures can be in no doubt.

Joan: [Cries loudly and inconsolably.]
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MOTHER: Joan! It’s OK, honey, you can play.
INTERVIEWER: As long as she is playing by herself, she’s fine.

Joan: [Ignores the sound of her name and continues to cry. Her mother holds her, tries
to reassure her, and finally picks her up and rocks her, all to no avail.]

So far, the most striking features of this interview are the intensity of Joan’s crying and,
as her mother has described previously, her inconsolability. An older child of 2 or 3
might be testing limits by indicating behaviorally, “No, I won't listen.” At Joan’s 14
months, her selective attention and reluctance to engage suggest not defiance, but a
need to control her separation anxiety by shutting out all novel stimuli and other sources
of comfort, focusing exclusively on her mother.

MortHeR: It’'s OK, honey, it's OK. [Continues rapidly rocking Joan, who cries harder
and begins to kick and arch away, clearly resisting being comforted.]

At this point, the mother might excuse herself from the interview for a moment and
comfort Joan in private. She might also comment on how difficult the interview is for
Joan, or for both of them. Rather, eager to please the interviewer, she continues to rock
mechanically and answer questions, seemingly unaware of how to respond to the child’s
needs. As a result, Joan'’s crying escalates.

Caregiver response to a very young child’s needs is a core characteristic for
any clinician evaluating an infant or toddler to observe. In this case, the mother seems
almost agitated in her need to soothe Joan. At this developmental stage, stress with new
settings, experiences, and strangers can be expected. But Joan’s distress seems to be, at
least in part, a response to her mother’s affective signals.

INTERVIEWER: If you have strangers in your home, how is she?

MortHER: It depends on who's there. She loves women about my age and other little
kids. If she’s with relatives she hasn’t seen in a while, she’s very slow to warm up,
but if I'm there it’s OK, and once she gets used to them she’s OK.

Some infant symptoms are transient and may appear only with a specific caregiver.
When the other parent or a grandparent is present, an evaluator may see a different
picture. In evaluations of infants and toddlers, the critical issue is to determine which
behaviors are age-appropriate and normal (thereby representing transient parental con-
cerns) and which are likely to cause significant future problems. For this reason, the
interviewer wants to learn whether Joan’s behavior occurs in multiple contexts and
social situations. Despite the child’s almost constant clinging and refusal to explore and
engage, it is not clear how far these behaviors generalize to other settings. Later the
interviewer will need to ask about Joan’s interactions with her father and her nanny.

INTERVIEWER: W hat about going into a grocery store—do you think she does OK then?
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[Begins playing with the blocks, clinking them together, but Joan continues to
whimper. Although she has finally stopped crying, Joan obviously does not care
to return to the play.]

It is important to ask about the child’s behaviors—and parents’ expectations—in
different settings. Even shopping in a grocery store can become an overstimulating out-
ing. If parents expect behaviors that are not age-appropriate, they will judge a child’s
actions as inadequate.

MOTHER: People come up to us and it doesn’t bother her. I think she doesn’t like women
in their 70s with lots of makeup on. I think they scare her. She’ll start crying. She’s
used to going out to stores, though.

INTERVIEWER: Ah, good. Well, perhaps we've done enough for today.

A brief session is often dictated by the limited attention span of a very young child who
has become tired. Several sessions over a period of weeks or longer may be needed for
infants and toddlers, whereas a single session is often sufficient to evaluate older chil-
dren and adolescents.

MoTthER: What do you think is wrong with her?

INTERVIEWER: I understand your concern about the intensity of her emotional responses.
We saw that here today. We also saw how difficult she can be to soothe and how
stubborn she can be, but I'm not sure yet that there is anything fundamentally
wrong with Joan. Of course, we'll need to evaluate her some more to see how she
acts in other settings and with other people. But there will be a few things we can
talk about that could help you with her. [Mother and child get ready to leave.
Joan brightens at the prospect. Despite her mother’s encouragement, she refuses
to wave goodbye.]

Although such a preliminary conclusion might bring relief to some parents, others might
disagree with the clinician as to the seriousness of the behavior they observe in their
infant or toddler. A parent should help determine whether a more extensive evaluation
is indicated. Such an evaluation might include a home wisit, a visit with the infant and
other parent, and a talk with both parents without the infant. Often two parents have
differing views of a child’s problems and the best approach to resolving them. Of course,
the clinician should always listen attentively to parental concerns. For parents who do
not wish a complete evaluation, reassurance should be framed in the context that they
can come back in a few months if they are still concerned. In any event, time may yet
prove Joan’s mother correct: Extremely shy young children often grow into older chil-
dren who have anxiety disorders.



Play Interview
with a 6-Year-0ld Girl

As we have described in Chapter 2, examiners interviewing young children frequently
use play material to enhance interaction; to observe the children’s physical, emotional, and
cognitive capacities; and to elicit areas of conflict or trauma. Play provides distance from
anxiety-provoking situations and allows a child to communicate indirectly. Feelings can
be expressed without verbal acknowledgment, although the interviewer needs to confirm
suspected play communications with direct questions. However, when a child has been play-
ing comfortably, it is likely that pretend feelings or experiences will match those the child
experiences in real-life situations. Play sessions like the one presented here are most helpful
in evaluating school-age children. However, toddlers, some early adolescents, and children
of any age with developmental delays also respond positively to play techniques.

Some children move right in and begin to explore; others require time (or a nearby
parent) to warm up to the interview situation. In either case, an amount of time suited to a
child’s own interactive style should be allowed for engagement.

At age 6, Susan has been brought for evaluation because her teacher is concerned that
she is bossy at school with her friends. The teacher is also concerned that Susan does not
sustain attention appropriately for her age, at times seeming lost in her own fantasy world.
Susan’s mother also worries about excessive sibling rivalry.

INTERVIEWER: Hi, you must be Susan. My name is Dr. Q. Did your mother tell you why
you are here today? [Susan nods affirmatively.] What did she tell you?

SusaN: That you could help me with my problem.
INTERVIEWER: What kind of problem do you have?
SusaN: My mom says I don’t get along with my sister, but I don’t think so.

INTERVIEWER: Well, I hope I can help in understanding whether or not there is a prob-
lem. I like to play with children. It helps me to understand the problem. Do you
like to draw?
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Throughout, the interviewer uses smiles, eye contact, and other nonverbal signs (dif-
ficult to depict on the page) to communicate concern for Susan’s comfort and well-being.
Abowve all, a child should experience any clinical interview as both nonjudgmental and
nonthreatening,

SusaN: Yeah.

INTERVIEWER: Well, I've got some Magic Markers here. I'd like you to draw a picture of
your family. Do you understand?

Susan: OK.

[Using bright colors, she begins to draw figures, neatly and appropriately propor-
tioned for her age. The interviewer observes and says little, except to ask who the
figures represent and the names of the siblings and dog. Susan proudly shows off
her spelling and writing abilities by printing the names boldly next to the figures.]

Younger children often don’t really understand the meaning of the word understand. To
ascertain a child’s comprehension, an interviewer can ask for a repetition of the task.
Susan, howewer, seems to have no such problem. (If Susan were an older child, asking
her to draw the floor plan of her home might serve as an icebreaker.)

INTERVIEWER: That's really excellent. Who taught you how to spell like that?

Susan: My mommy.

INTERVIEWER: Really? And who'’s this?

Susan: My dad.

INTERVIEWER: And who's that?

SusaN: My sister, Denny, and my baby brother, Isaac.

INTERVIEWER: How do you spell Denny?

Susan: D-E-N-N-Y.

INTERVIEWER: How old are the three of you? Can you write your ages! [Susan writes
the ages above the child figures in the drawing: 6 above her own name, 4 above
Denny, and 6 months above baby Isaac.]

Here and for the next few moments, the interviewer tests several aspects of Susan’s
development by asking her to spell, to write, and to talk about her family.

INTERVIEWER: You have very good writing. And this is your dog? What kind of dog is
Roscoe!?

Susan: A yellow Lab.
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INTERVIEWER: How old is Roscoe?
SusaN: She’s 4 or 5.
INTERVIEWER: W here does she sleep?

SusaN: She’s an outside dog—she stays in the back yard.

Names of siblings, friends, and animals provide anchor points to help focus later dis-
cussions; they also serve to make those discussions more veal for the child. Information
about relationships with animals often provides an indication of the child’s capacity for
empathy.

[All this while, Susan has been finishing her drawing, filling in colors and details
of clothing. The interviewer has been observing, praising her skills, and asking
questions about her picture. Susan has readily answered.]

INTERVIEWER: | see you've put sunglasses on Denny.
Susan: ’Cause she likes them.

INTERVIEWER: She likes them? [Instead of offering more information about these sun-
glasses, Susan takes a new piece of paper and begins to draw more people.]

INTERVIEWER: And these are your friends?

Susan: Uh-huh.

INTERVIEWER: What are their names?

Susan: Melody, Vanessa, Johnny, Mara—these are twins.
INTERVIEWER: So there’s one boy, Johnny?

SusaN: Johnny and Mara are twins.

INTERVIEWER: Do any of them live near you? [Susan nods while continuing to draw.]
They all live by you? [She nods again.] And do you go over to their house to play
with them?

Susan: They come and play with me. And sometimes I go to their house.
INTERVIEWER: Can you draw a picture of your house?
Susan: Yeah.

INTERVIEWER: Has it been raining a lot at your house?

The interview is taking place during a time of local flooding; the interviewer is assessing
Susan’s awareness of current events.

SusaN: Yeah.

INTERVIEWER: Have you had any flooding?
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Susan: No.

INTERVIEWER: It looks like you like to draw. Do you draw in school, too?

Susan: Yeah.

INTERVIEWER: You're a good artist. Who else in your family draws?

Susan: Denny.
Using this medium, in just a few minutes the interviewer has obtained a lot of informa-
tion about Susan’s experience of her family, friends, and home environment.

INTERVIEWER: Do you get your own room, or are you sharing it?

Susan: [ have to share my room with Denny and hear her snoring at night.

INTERVIEWER: And hear her snoring at night?

Susan: Yeah.

INTERVIEWER: Oh, my. What time does Denny go to bed?

Susan: The same time I do, 7:30.

INTERVIEWER: Then she falls asleep and starts snoring, and you can'’t get to sleep?

SusaN: She starts snoring in the middle of the night and wakes me up.

INTERVIEWER: Do you guys have bunk beds, or are the beds next to each other?

Susan: Bunk beds.

INTERVIEWER: Who's on top?

Susan: Me.
The actual facts about who sleeps where and when are less important than ascertain-
ing the overall thematic structure of the household and flavor of personal relationships.
Note that the interviewer has used a number of closed-ended questions in this interview.
Of course, by allowing a child to respond from the universe of personal experience,
open-ended questions will yield more information that is valid; however, young children
will give less information in free recall than will be the case with older children and
adolescents.

INTERVIEWER: W here does Isaac sleep?

SusaN: In the room next to ours. He has his own room.

INTERVIEWER: You said Roscoe sleeps outside. You never let her in the house?

SusaN: No, never.

INTERVIEWER: And your mom and dad have a big bedroom. Is it next to yours?

SusaN: It’s next to Isaac’s.
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INTERVIEWER: [Pointing] What’s that—a fence?

Susan: That’s to keep Roscoe in the yard.

INTERVIEWER: If she gets out of the yard, does she run away?

Susan: Yeah. Then we have to try and catch her. We have to call her a thousand times.

INTERVIEWER: You said you have bunk beds—tell me more about your room.
The interviewer begins to explore the sibling relationship with Denny, who “lives” in the
bed below and who snores. Asking Susan to describe her room helps the interviewer
obtain a feeling for her surroundings.

Susan: Yeah.

INTERVIEWER: Do you have your own dresser and your own clothes? [Susan nods “yes.”]
And what about your toys! Where do you keep them?

SusaN: In our cupboard. We share them.

INTERVIEWER: You share?

Susan: Our room is always a mess.

INTERVIEWER: Messy! And does your mom say, “Clean up your room, girls”?
Susan: Yeah.

INTERVIEWER: And who cleans it up.

Susan: Me! Denny starts playing a game and I say “No, Denny, we have to clean up,
not play.” And she says, “But I want to play, not clean up.”

INTERVIEWER: She doesn’t obey you very well, does she?

The interviewer repeatedly comments on what Susan says. Such comments show chil-
dren that they can talk to adult professionals about what bothers them and that they
will be listened to.

SusaN: No, she doesn’t.

INTERVIEWER: Do you ever beat her up a little bit?

In eliciting information about aggression, it may work well to use terms commonly
understood by most children, such as “hit,” “kick,” and “yell.” However, if a phrase such
43 . ). . . . .
as “beat her up a little bit” is used by a child or informant, it would pay to explore its
meaning.
Susan: No.
INTERVIEWER: No. Does she ever hit you?

SusaN: Yeah, a lot.
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INTERVIEWER: She hits you and takes things away from you?
Susan: Uh-huh.

INTERVIEWER: How does that make you feel?

The interviewer already knows much of this material, but studies have shown that
children themselves are the most accurate reporters of their own feelings, moods, and
inner experiences. On the other hand, parents and teachers more accurately report
children’s behavior.

Susan: [ don’t know, kinda mad. But maybe, not very . . .
INTERVIEWER: Since you're the oldest, I guess you have to set a good example. You have

to behave yourself and not get into any trouble?

By framing the question as “I guess,” the interviewer provides an opportunity for Susan
to answer negatively.

Susan: I do get in trouble.

INTERVIEWER: W hat happens?

Susan: I keep yelling at her if she doesn’t mind me. She never stops playing.
INTERVIEWER: And then do you get in trouble, or does she get into trouble?
Susan: We both get into trouble.

INTERVIEWER: Well, here’s an idea. Pretend like this is your sister and I'm going to be
you, OK? I'm going to be playing with these toys here and behaving myself and just
having a little tea party here, and what does your sister do? [While continuing to
talk, the interviewer sets two teacups on saucers and pours pretend tea into the
cups. Susan immediately takes her assigned role as little sister.]

Giving Susan the opportunity to play-act Denny may indicate how “pesky” and unman-
ageable her sister really is. Role playing, often with dolls or hand puppets, is often useful
to help children divulge material that they cannot or will not express in other ways. In
this case, the interviewer uses information obtained earlier to set up themes of play.

Susan: Oh, [ want to play with you, too.

INTERVIEWER: No, go away. I want to play with my . . . Hey, you can’t hit me. What are
you doing? I might just hit you right back. Now you behave yourself. Do you hear
me!

In the role of the younger sister, Denny, Susan immediately becomes combative. The
interviewer, in the role of the older sister, threatens justifiable retaliation (Susan has
previously said that she never hits Denny). The interaction, however, suggests two pos-



5. Play Interview with a 6-Year-Old Girl

sibilities: (1) Denny is quite provocative and immediately invokes physical altercation;
(2) Susan carries a significant amount of pent-up anger toward her sister. Of course,
these possibilities may coexist.

SusaN: Who cares?

INTERVIEWER: Who cares? I care. 'm having a tea party here. You want a cup of tea?

Susan continues in the role of the bratty younger sister. The interviewer switches gears
from threats to an invitation to join in. The switch allows “Denny” to start playing
cooperatively. Does Susan’s version of Denny have this capacity?

Susan: Yeah.

INTERVIEWER: OK. Here. But clean up after yourself. Don’t make a mess.

SusaN: Uh-oh, I spilled my tea. Can you go get me a washcloth?

“Denny” does indeed switch, but the interviewer immediately throws out a challenge,
which “Denny” creatively meets with another immediate provocation.

INTERVIEWER: Why don’t you go get your own washcloth?
Susan: ‘Cause I don’t know where Mom hides them.

INTERVIEWER: OK, here’s a washcloth. Clean up your mess. Thank you very much, now
go away and stop bothering me.

Susan: OK. [Giggles.]
Susan is obviously involved and enjoying the game, which may well reflect real-life
interactions with her younger sister.

INTERVIEWER: You want another cup of tea?

SusaN: Yeah. I'm going to play Barbies, though.

INTERVIEWER: But they’re my Barbies. I don’t want you to play with my Barbies.

Susan: I have my own under my bed.

INTERVIEWER: Well, don’t play with mine, all right?

Susan: OK.

Notice how Susan has now taken control of the theme. The interviewer has suggested
the tea party, but Susan wants to play with dolls. The interviewer has tried to generate
a conflict between the sisters, but Susan has deflected an argument by stating that she
has her own dolls. As the game progresses, the interviewer will notice whether Susan
insists on maintaining control or is willing to share.
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INTERVIEWER: [In an adult voice] Do you want to play with a girl Barbie or a boy Barbie?

In the written transcript, it is hard to keep track of who is playing whom, but the partici-
pants themselves have no trouble. As Susan and the interviewer get into their respective
roles, their play is likely to reflect the everyday interactions of these two sisters. The
interviewer changes to an adult voice to provide distance momentarily from the pretend
situation. This is an attempt to realign the play roles according to Susan’s preference.

Susan: Will you play with my Barbies with me, please, please?

INTERVIEWER: Oh, you are such a pest, Denny, but I will play with you a little while, all
right? Oh, this is a lovely Barbie. Let’s play house.

Susan: I'm the mommy.

Now Susan changes from the role of Denny to that of Mommy. In three words, the
interviewer makes the transition.

INTERVIEWER: I'm the sister.
SusaN: [As Mommy] You go clean up your room!

INTERVIEWER: [As Denny] Do I have to, Mommy?

“Mommy” becomes a little bossy, both in tone and in direction. The interviewer’s
“Denny” pouts and acts resistant.

Susan: Yeah. Now.

INTERVIEWER: How come? Can't I just play a little while longer? I'll do it later, all right?

SusaN: An hour longer. In an hour you've got to take a bath.

INTERVIEWER: [ hate baths.

Susan: You got dirty in the mud yesterday.

INTERVIEWER: Yeah, but I'll take a bath tomorrow.

Susan: You still need to make your bed—now!

INTERVIEWER: Well, if I make my bed all muddy, Susan will clean it up for me.

SusaN: She won't have to clean it up. She’s going to school.

INTERVIEWER: No! I don’t want her to go to school. I want her to play with me.
The theme is control, with the interviewer playing the role of the resistant, entitled
younger sister, attempting to evaluate the kinds of reprisal that “Mommy” might invoke.
We note that “Mommy” and “Susan” appear understanding, patient, and benevolent.

From this play interaction, compromise and resolution, rather than physical punishment
and yelling, seem the preferred modes of interaction in this household.
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SusaNn: I'm sorry, she must go to school. Goodbye.
INTERVIEWER: Goodbye, Susan, have a nice day at school.
SusaN: Now you go play and take a bath.

INTERVIEWER: Oh, boy! I love this bathtub. 'm going to make a big mess in here. I'm
going to splash around and make a mess.

Susan: Did I hear you say mess?
INTERVIEWER: Nope.
Susan: You're going to clean that up.

INTERVIEWER: I'm not going to clean it up, ‘cause 'm having too much fun playing in
here.

Susan: Your brother’s coming in to take a bath with you.

Again, “Mommy” is not provoked into an argument by “Denny’s” challenges, but shifts
focus by introducing the baby brother. In this way, she avoids a confrontation over
“Denny’s” mess.

INTERVIEWER: OK, but I don’t like him. He’s such a baby. He put soap in my mouth.

SusaN: You can behave, or I'm going to put soap in your mouth.
Here, for the furst time, “Mommy” threatens retaliation if any harm comes to the baby.

INTERVIEWER: No, I'm behaving, but he’s bothering me.
Susan: He’s doing nothing except playing there in the tub.
INTERVIEWER: He’s crying, he’s screaming, he’s bothering me.
Susan: You get out now. Get out now!

INTERVIEWER: OK, Mommy.

The theme of Susan’s younger siblings’ being irritating and provocative is constant,
fueled by the interviewer’s role playing that supports sibling rivalry. However, Susan
as Mommy (previously as Denny) could have changed themes or tone. At the end,
“Mommy” finally becomes firm and insistent.

INTERVIEWER: Mom?

“Denny” starts again. The interviewer and Susan are really involved in a life drama.
The interviewer is trying to push the limits, in order to observe Susan’s responses as she
play-acts them through the behavior of her younger sister.

Susan: What?
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INTERVIEWER: 'm hungry.

SusaN: You already had dinner. No more snacks.
INTERVIEWER: Oh, please?

Susan: No.

INTERVIEWER: Couldn’t I have a little snack?

Susan: No.

INTERVIEWER: Please? I'm hungry. How about a cookie?

Susan: You can have carrots.
Another demonstration of patience and compromise.

INTERVIEWER: No, I don’t want carrots. I hate carrots. I want cookies.
SusaN: No sweets after dinner!

INTERVIEWER: Oh, please? I promise to brush my teeth.

Susan: You'll have to brush 'em 14 times.

INTERVIEWER: Fourteen? OK, just give me one cookie and a little milk.
Susan: Here you go.

INTERVIEWER: You threw my cookie in the bath. It’s all wet. Help! Let me out of here.
I'm clean. Help! Help!

Susan: OK, you can get out. Go to bed—you're being mean.

INTERVIEWER: But I'm not tired. You told me I could stay up late tonight.

Susan: Well, it’s 9:00.

INTERVIEWER: No, I want to watch TV. One more program.

Susan: OK, but that’s it.
The foregoing drama reflects conflict and resolution, provocation and compromise—
interactions typical of everyday family life. Struggles centering around eating, bedtimes,
and cleanliness are universal and often serve as a focus for play interactions. In more
disturbed children, violence becomes a fixed theme early in the play. Profanity, sexual-
ized interaction, catastrophic accidents, and risk-taking behaviors are more ominous
signs of serious psychopathology.

INTERVIEWER: I don’t want to go to bed. You know why?

Susan: Why?

INTERVIEWER: Because my sister snores.

SusaN: Susan?
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INTERVIEWER: Yeah, Susan. She snores, and I don’t want to go in there.

In reality, Denny snores, but Susan accepts the switch and continues to respond as
Mommy.

Susan: I'll set you up in the baby’s room.

INTERVIEWER: Thank you very much, but I won’t go in there, either.

Susan: All right.

INTERVIEWER: ['d like to come in your room, Mommy.

Susan: OK. Bedtime.

INTERVIEWER: Guess we'll sleep next to each other.

Susan: [Makes a snoring sound.]

INTERVIEWER: Oh, gosh! I can’t sleep here. There’s so much noise. Stop snoring!

SusaN: Sorry, that's the only thing I can do to sleep.

INTERVIEWER: I'm scared. It's like a thunderstorm.

SusaAN: I'm not a thunderstorm.

INTERVIEWER: You are a thunderstorm! [Changes to an adult voice.] When you snore,
do you know what that means?

SusaN: What?

INTERVIEWER: Sometimes it means that you have a stuffy nose. And sometimes it means
that when you sleep, you breathe through your mouth instead of your nose.

SusaN: Children, put your stuff away.
Either the interviewer’s educational intervention is premature or the play is too much
fun. Susan switches to cleaning up, rather than going to sleep.

INTERVIEWER: Mom, you do it. We don’t want to clean up. You clean up.

SusaN: I'm gonna call Dad in on this.

INTERVIEWER: [As Dad] You kids clean that up and stop fighting.
The interviewer takes on the role of Dad, who speaks in a commanding tone. By bring-
ing Dad into the play, Susan has expanded the cast of characters, and the interviewer
jumps on board to see whether any new information can be obtained. Such expan-
sions and switches are common with children who have active imaginations and can
maintain their orientation and focus. Such flexibility would not be characteristic of a

child with a psychotic or depressive disorder, a severe anxiety disorder, or intellectual
disability.

INTERVIEWER: Here, have a cookie. Do you want some juice?
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SusaN: Yeah.

INTERVIEWER: Well, here’s your juice. Now you kids turn the light off and go to sleep. I'm
not coming in here again. You hear me?

Susan: OK.

INTERVIEWER: Good night. And no snoring!
SusaNn: [Makes snoring sounds.]
INTERVIEWER: What did I say? No snoring!
Susan: Sorry, Dad, I just couldn’t help it.

INTERVIEWER: Denny, I'm telling you. You stop snoring, or you're gonna have to sleep
outside with Roscoe.

SusaN: Susan did it.

By accepting blame, is Susan here being protective of her sister, who is being threatened
by “Dad,” or is she showing how Denny shifts blame upon her? Notice the fluidity of
the role playing as Susan and the interviewer move in and out of all four family member
roles.

INTERVIEWER: Are you snoring, Susan?
Susan: Yes, but I'll try not to. Can I stay up a little later?

INTERVIEWER: No, it’s a school night. You've got to go to school tomorrow, and you need
your sleep.

SusaN: Who says I can’t?

INTERVIEWER: Dad says you can’t. You want to fight with Dad?

Susan: I'm going to go get Mom.

INTERVIEWER: [As Mom] Who's calling me? What's the matter, Susan?
Susan: Go get Dad and tell him I want to stay up a little later.

INTERVIEWER: [As Mom] She wants to stay up a little later. [As Dad] Well, I said she has
to go to bed. Now, who's the boss? [As Mom] I told her earlier that she could stay
up a little later. [As Dad] All right.

SusaNn: Thanks, Mom.
INTERVIEWER: You can stay up a little later, but just a few minutes.
Susan: A few minutes. OK, Mom. I want a cookie. Where are they?

INTERVIEWER: It’s too late for cookies now, honey. No more snacks now. It’s time to get

ready for bed.
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Susan: Now?
INTERVIEWER: Is that all right?

Susan: OK.

INTERVIEWER: Good night, girls. No snoring. I'll see you in the morning, and sleep well.
I'll give you each a kiss good night.

As with the other play sequences, bedtime has ended with everyone consoled and asleep.
Negotiation and compromise have largely resolved the control and limit-setting issues.
Susan recognizes the end of the sequence, but wants to continue to play.

Susan: Let’s play something else.

INTERVIEWER: OK. Now let’s play school. What's your teacher’s name?
The interviewer has chosen the next topic to explore how this child experiences her

school life. It would have been useful to let the child pick the next topic to see what she
identifies as an important aspect of her world.

SusaN: Mrs. G.

INTERVIEWER: Mrs. G.? This is Mrs. G. [Takes another doll and plays the role of the
teacher with yet another voice.] Well, good morning, Susan. It’s nice to see you.

SusaN: [Yawns.]

INTERVIEWER: Ooooh. You're very tired. I bet you stayed up late last night, huh? You're
supposed to go to bed early.

The interviewer maintains an authoritarian demeanor. Susan attempts to stand up for
herself, but the interviewer persists. Ultimately, as before, she retreats from confronta-
tion.

SusaN: I'm not tired.

INTERVIEWER: You were taking a nap. I'll have to tell your mom to get you to bed eatlier.
Did you do your homework?

Susan: Unh-unh. I was sleeping.
INTERVIEWER: Well, we're having a spelling test today. Are you ready for a spelling test?
Susan: I think so.
INTERVIEWER: I'm going to pick a hard word. How do you spell father?
The interviewer is attempting to assess some of Susan’s cognitive skills; with young

children, this is often best done in a play context. The chosen word may be too hard for
most 6-year-olds, though some children memorize it early.
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Susan: F-A-T-H-E-R.

INTERVIEWER: You get an A. Very good.
SusaN: [Pleased] Ooooh!

INTERVIEWER: Now we’re going to have math.
Susan: M-A-T-H. [Giggles.]

INTERVIEWER: Do you know what 7 plus 6 is?
Susan: No.

INTERVIEWER: Do you know what 3 plus 1 is?

The interviewer starts with a task that is difficult, then follows with a more age- and
grade-appropriate problem. Other clinicians might start with easier problems to build
confidence.

Susan: Four.
INTERVIEWER: Do you know what 6 plus 2 is?
Susan: Eight.

INTERVIEWER: Very good. Do you want to learn how to play Squiggles? If I make a
squiggle like that, can you make a picture with my squiggle?

The Squiggle game, furst described by Donald Winnicott, is an attempt at projective test-
ing with young children who like to draw. The child or the examiner draws a squiggly
line or shape; the other adds to it, making it a meaningful drawing. After a few turns
each, the child is asked to “tell a story” linking the squiggles. If possible, the examiner’s
completed squiggles should try to reflect some of the child’s presenting conflict areas.

INTERVIEWER: Great. A flower. Now you make a squiggle and I'll draw a picture. [Susan
complies.] You made a hard one. [Turns the paper on which Susan’s squiggle is
drawn around and around, trying to visualize a completed drawing, then com-
pletes the squiggle.]

Like most children, Susan has grasped the concept easily and appears to enjoy the game.

SusaN: What's that?

INTERVIEWER: | drew a horse. So what do we have?! A flower, then a horse. Now it’s my
turn. [In all, Susan and the interviewer draw a flower, a horse, a tree, a lady with
curly hair, diamonds, and a house with smoke coming out of the chimney. Susan’s
mother enters the room before they get to the storytelling part of the game.]

INTERVIEWER: Well, Susan, I see we’ve run out of time. We have to stop playing. Thank
you for coming. Goodbye.



Play Interview
with a 7-Year-Old Boy

It is especially challenging to obtain meaningful information from a child who has a distur-
bance of emotion or behavior. It requires simultaneously following the child’s lead; trying to
establish and maintain meaningful engagement; and obtaining information that relates to
distractibility versus attentiveness, focus versus impulsiveness, cooperation versus control,
curiosity versus inhibition, rigidity versus flexibility, and engagement versus isolation. The
use of age-appropriate play materials often facilitates the process.

The play interview that follows illustrates the great difficulty even an experienced
interviewer can have in maintaining a relationship with a challenging patient. In the com-
ments, we note in boldface 10 important qualities that should be observed in any child
interview: activity level, attention span and distractibility, communication facility, coordi-
nation, frustration tolerance, impulsiveness, mannerisms and other peculiarities of physical
motion, mood state, response to limit setting, and response to praise.

Seven-year-old Norman has been a patient in a day treatment program for over 2 years.
Initially, following his parents’ divorce, he experienced irrational fears that he would be
abandoned. The current referral has stemmed from tics, hyperactivity, distractibility, and
aggression not adequately managed by medication. His working diagnosis is attention-
deficit/hyperactivity disorder comorbid with Tourette’s disorder.

Curious and extremely active, Norman enters the examination room unaccompanied.
(Neither parent is present, because he has come from his day treatment classroom.) On the
floor is a bucket of toys, which immediately attracts his attention. At first, he darts from toy
to toy and explores the room.

INTERVIEWER: Hi, Norman. I'm Dr. S. Come and look at some of the things I've got here.

The interviewer, at once noting Norman’s high activity level, begins with a smile and
an invitation to explore and play with the play materials. These are efforts to put the
child at ease.
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NorMAN: What'’s this—costumes!?

INTERVIEWER: I'll show you. This one is a puppet.
NorMaN: What!?

INTERVIEWER: Put your hand in it.

NoRMAN: [Sniffs the puppet.] Smells funny. What's this? [Removes a doll from the toy
pail]

INTERVIEWER: It does?

NORMAN: Yes.

Norman does not take to the puppet in the usual way. Rather, he sniffs it (a manner-
ism?) and immediately goes to another toy. The interviewer is unable to sustain his
interest and thus shifts with Norman to the next object.

INTERVIEWER: What does he look like?
NorMAN: Looks like a Barbie doll.

INTERVIEWER: Except he’s lost a shoe.

[Norman drops the doll and keeps moving on to new toys. He asks a barrage of
questions about each of the items he has handled: “What’s this?” “What does this
do?” “How do you use this?” However, he doesn’t really listen to the interviewer’s
responses. Finally, Norman impulsively picks up a camera, then darts to the video-
recording microphone and pulls at the wires. Now the interviewer sets limits and
asks Norman not to touch the microphone. Norman responds by expressing his
desire to leave the session. After the interviewer urges him “to play for a little
while longer because I want to play with you,” Norman returns to the toy box but
remains focused on the microphone.]

Norman’s impulsiveness and short attention span are plainly evident in this sequence
of events, along with his need for (and resistance to) limit setting.
NorMAN: What's the microphone for?

INTERVIEWER: So that people can hear what we're saying when they watch the movie.
Didn'’t your teacher take a movie of you? Don't touch it, please. No, you have to
leave it.

NORMAN: Yeah.
INTERVIEWER: Was it a video?

NorMAN: [Turns his attention back to the toy camera.] I wish there was film in here.
How do you open this?
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INTERVIEWER: Do you like cameras?
NorMaN: Yeah. How do you open it?
INTERVIEWER: Here. [Opens back of camera.]

NorMAN: [ like cameras. Ready? [Snaps the shutter and then runs to the microphone
mounted on the wall, bends down, and shouts into it.] Are you ready?

INTERVIEWER: [Attempts to distract Norman from the microphone.] There’s no film in
the camera. Do you like to draw? Do you like to draw pictures?

NorMaN: No film? Well, let’s get some film.

INTERVIEWER: Well, we can’t right now. We could get some film some other time. Please
leave the microphone. Let’s see what we've got here.

NorMAN: We can talk in this. Are you ready? [Shouts into the microphone.] 'm going
to go back to my class now.

INTERVIEWER: Well, I just wanted to play with you for a little while. Look at all these
things. [Dumps the container of toys onto the floor.]

Norman’s distractibility is shown in his attraction to the recording equipment. He
resists interacting directly with the interviewer and repeatedly threatens to end the ses-
sion and return to the classroom. The interviewer keeps trying to engage him with torys.

INTERVIEWER: Let’s see, a doctor and a nurse. What else do we have here?
NorMaN: Why are they so mad?

INTERVIEWER: Are they mad?

NorMAN: Uh-huh. [Whispers something.|

INTERVIEWER: Well, we'll go back in a few minutes, all right? I want to play with you for
a little while.

Several times now, Norman has made it clear that he wants to go back to his class. It is
not unusual for a child to show resistance early in an interview; some children become
frozen with anxiety, whereas others will cry and refuse to let go of a parent’s hand.
Persistence and considerable ingenuity may be needed to keep a child in the room long
enough to become engaged.

Norman’s question about the neutral doll’s being mad may be an indication of
affect. Is he annoyed that there is no film in the camera? That he can’t touch the micro-
phone wires? That he can't leave the playroom to return to his classroom? Before the
interviewer can respond further, Norman veers off in yet another direction.

NorMmaN: What's this?

INTERVIEWER: O, it’s one of those things that doctors use. What do you call it?
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NORMAN: A needle. Why do people have to have a shot?
INTERVIEWER: Because they're sick. Norman, did you ever get a shot?
NorMaN: Ready? [Turns off the light.]

INTERVIEWER: No, leave the light on. Can you put it back on? Can you put it back on,
please?

NorMaN: We don’t need a light.
INTERVIEWER: Yes, we need the light. [Firmly] Please turn the lights back on for me!
Thank you.

Questions about medical interventions fail to engage Norman, who now runs off and
begins to turn the light switch on and off. Despite the goal of allowing a child relatively
wide behavioral latitude as a diagnostic measure, it happens with some frequency that
limits must be firmly set—even to the point of physically restraining a child who hits or
damages furniture or equipment.

INTERVIEWER: [Turns back to the dolls.] They'’re sick. You're going to have to give them
a shot. All right? Do you want to do it? You want to be the doctor? I hope he
doesn’t cry. Don't cry, little boy, because you’re sick. Where should I give it to him,
in his arm?

NorMaN: I'll take his picture.

INTERVIEWER: Oh, you’re going to take a picture?

NoOrMAN: Yep. See?

INTERVIEWER: Take another one! I'd better take his clothes off.
NorMAN: He’s sick?

INTERVIEWER: I have to find his arm. Where . . .

NorMaN: How do you know he’s sick?

INTERVIEWER: | don’t know. Let’s make up a story. What'’s wrong with him? [By this
time, the interviewer is lying almost full length on the floor, trying to engage the
child in play.]

The interviewer again suggests “illness” in an attempt to solicit identification from Nor-
man and possibly to judge his capacity for empathy. Note, however, that when inter-
viewing an impulsive child, it’s important to avoid physical positioning that could limit
your ability to prevent the child from bolting out of the room.

NorMAN: I don’t know. [Takes up a transformer (see Chapter 2, p. 39), which he
manipulates into its several identities.]
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INTERVIEWER: Norman, what’s that?

NorMaN: What is it? I don’t know. What is it? How does it work?
INTERVIEWER: Can you make it change shape?

NORMAN: Yeah.

INTERVIEWER: Oh, you're good, Norman. You know how that works?
NORMAN: I know how it works.

INTERVIEWER: Great! Can you show me?

[Norman does so, and continues to play with the transformer.]

Part of an experienced interviewer’s stock in trade is allowing a child to demonstrate
expertise at operating a piece of equipment; this should promote a sense of mastery and
boost the child’s ego. The technique also works well when the child brings in a show-
and-tell item that embodies a scientific principle or historical event that can be “taught”
to the interviewer. Responding to praise, for the first time Norman begins to answer
questions, all the time forming and reforming the transformer.

INTERVIEWER: Norman, how do you feel today?

NorMAN: Um, fine.

INTERVIEWER: Are you happy?

NORMAN: Yeah.

INTERVIEWER: Good. Do you feel sad?

NoORrRMAN: Yeah.

INTERVIEWER: Do you feel sad today?

NorMaN: I don't feel sad today. I feel happy because . . .

INTERVIEWER: Because what? Because you're here?

The interviewer suspects that Norman may not be pleased to be involved in the inter-
view, so attempts to elicit a negative reaction, but is surprised to get a positive one.
NoORrRMAN: Yeah.
INTERVIEWER: Did you want to come here yesterday?
NoRrRMAN: Yeah.

INTERVIEWER: Yeah! Hey, you're doing great with that transformer. [After considerable
discussion about the transformer, yielding much praise, the interviewer attempts
to draw Norman’s attention to some more meaningful human figures—doll fig-



I. INTERVIEWING CHILDREN AND ADOLESCENTS

ures in the doll house—but is once again rebuffed. Ultimately, a pair of scissors
and a folded piece of paper turn the trick.]

INTERVIEWER: Do you know how to cut with these scissors? [ was going to make a pat-
tern.

NORMAN: Yeah.

INTERVIEWER: You know about the Mario Brothers?
NorMAN: Is that what you're making? Is that Mario?
INTERVIEWER: Yeah.

NorMaN: Where’s his legs?

INTERVIEWER: What's the other guy’s name? Uh, do you remember what his name is?
The other guy? I'll make him, too. [Creates patterns in the folded piece of paper
with the scissors, and shows the patterns to Norman. Over the next several min-
utes, their play centers around the theme of various Nintendo characters—Mario,
Luigi, and the Princess.]

Child mental health professionals must remain current in children’s popular games,
music, and cult heroes.

INTERVIEWER: What do you think?
NorMAN: [ don’t know. Is he happy?

INTERVIEWER: He’s a little angry.

The interviewer is attempting to match Norman’s feelings.

NorMaN: Why?

INTERVIEWER: I don’t know. Somebody isn’t doing what he wants to do.
NorMaN: Why?

INTERVIEWER: And they don’t want to play with him.

NorMAN: They don’t want to play with him?

INTERVIEWER: Yeah. But the Princess, now, she wants to play with him. [Cuts the Prin-
cess out of the paper, while Norman continues to play with the transformer. But
Norman is engaged in the play theme.] This is a very fancy Princess.

NoRMAN: Is she happy?

INTERVIEWER: Yes. But not Mario and not his brother, Cuomo. I think his brother’s
name is Cuomo.

NoRMAN: [ think it’s Luigi.
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INTERVIEWER: Luigi! That'’s his name, not Cuomo!
NoRrMAN: Yeah, Luigi.

INTERVIEWER: What a good memory you have, Norman. Mario and Luigi are not going
to play with the Princess. What level is she locked up on?

NorMaN: The Dragon level.
INTERVIEWER: Yeah, the Dragon level. And . ..
NorMaN: Why is she locked up on the Dragon level?

INTERVIEWER: Ah, because somebody evil has kidnapped her.

The interviewer is pushing the themes of good and evil, of anger, and of separation and
reunion. Norman finally seems actively engaged in this plot. The Nintendo figures are
well known to him.

NORMAN: Yeah?

INTERVIEWER: And locked her up.

NORMAN: Yeah.

INTERVIEWER: And Mario and Cuomo—what’s his name?
NORMAN: Luigi.

INTERVIEWER: Mario and Luigi have to rescue her. But there’s a lot of enemies in the
way. Right?

NorMAN: Right.

INTERVIEWER: | think there’s all those things that try to come down and shoot them and
bomb them. Can you help to get the Princess out?

NORMAN: Yeah

INTERVIEWER: And save her? You cut it out. I can’t do it.

NorMAN: You can do it.

INTERVIEWER: I can’t do it. I did it crooked. You do it. Just do this side.
NorMmaN: I'll try.

INTERVIEWER: Try to save her. [Norman finally takes the scissors and begins to cut the
paper.] Yeah, you're a good cutter. The Princess is great! [Puts the cutout Princess
into the doll house. Norman crawls over to the table on which the doll house is
standing and stands up. Each takes a toy figure.]

The interviewer finally has Norman playing in an unstructured, fantasy mode. Now
Norman introduces a theme.



I. INTERVIEWING CHILDREN AND ADOLESCENTS

NORMAN: Yeah! I'll be the kid.

INTERVIEWER: You be the kid. And I'll be what?

NorMAN: The teacher. Time to get up for school!

INTERVIEWER: What'’s the kid’s name?

NORMAN: Johnny. But there’s something flying up in the sky!

INTERVIEWER: What is it? What is it, Johnny? What's flying?

NORMAN: A space ship. [Reintroduces the transformer into the play, zooming it around.|
INTERVIEWER: Ah! s it a friendly one?

NORMAN: Yeah.

INTERVIEWER: Oh, good. Then he can come into our house. [Begins to talk in a play-act
voice, taking the part of the mother. Norman is actively engaged in playing with

the doll house.]
NorMAN: What's the spaceman called?
INTERVIEWER: Zorro.
NORMAN: [ am a nice robot. [Talks in a mechanical, spaceman voice.]

INTERVIEWER: Thank you for coming into our house. Did you bring anything with you
from outer space, Zorro?

NoRMAN: Yeah. A race car.

INTERVIEWER: A race car?

NorMaN: That’s right.

INTERVIEWER: What’s the matter, Zorro?

NORMAN: Something happened to me.

INTERVIEWER: Are you broken?

NORMAN: Broken? I'm turning myself into a spaceship.
INTERVIEWER: Oh.

NORMAN: I'm getting him into a spaceship. You can help me.
INTERVIEWER: 'll try. Do you want to make a rocket ship like that?
NorMaN: Could you fix him?

INTERVIEWER: Oh, I'll try. You know, this is so hard for me to do. You're very good at
it—I don’t know how to exactly do it. It goes right in here, doesn't it?

Although Norman is now involved, it is the mechanical manipulation of the trans-
former, in a manner inappropriate for his age, that dominates his interest. His verbal
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responses are generally limited to brief, single sentences; clearly, his ability to com-
municate is restricted. It is noteworthy that for the first time, he has asked for help.
However, with time running out, the interviewer tries to switch to information gather-
ing. This is met with some (albeit limited) cooperation from Norman.

INTERVIEWER: Do you remember my name?

NORMAN: Yeah, you're Dr. S. [Turns the transformer back into his rocket ship.]
Two activities are going on simultaneously as the interviewer attempts to persuade Nor-
man to cooperate in further tests of cognitive and motor skills.

INTERVIEWER: Do you remember Dr. C.?

NorMAN: Yeah, I do. Do you? I have to leave now. 'm going to space. Bye.

INTERVIEWER: Oh, please don’t go. Come back again.

NorMaN: [ will, I promise. After supper.

INTERVIEWER: [To doll] Johnny, Zorro went away. Now it’s time to get into the school
bus and go to school.

NorMaN: | have to go back now.

INTERVIEWER: Oh, I'm going to miss you. Are you going back to outer space?

NorMAN: We're there now.

INTERVIEWER: Oh, Johnny, we're going to miss Zorro so much. [Norman is flying the

spaceship around the room, but is actively playing with the interviewer.]

The theme of leaving and reunion remains prominent. Norman has picked up on the
interviewer’s cue that the time of the session is nearing an end.

INTERVIEWER: You're back. Are you back from outer space?
NORMAN: Yep.

INTERVIEWER: Hooray! Zorro’s back!

NormAN: Can [ go back?

INTERVIEWER: Go back where?

NORMAN: My class.

INTERVIEWER: OK. Can you do one thing for me? Do you know how to jump? Can you
jump off this?

NORMAN: No.
INTERVIEWER: Try it.

NorMAN: No. I'd just like to go back. [Begins to fly the transformer back into space.]
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INTERVIEWER: Just give it a try for me. I'll show you. [Puts away the materials, then gets
up onto the first step of the stair climber and jumps down.]

In this and subsequent tests, Norman’s physical development and coordination
appear to be at a level a year or two younger than his chronological age of 7.

NormaN: OK.

INTERVIEWER: Oh, you're going to do it from the top step. Oh, boy, you're a good jumper.
OK, wait a minute. Do this. Can you hop on one foot like that?

NorMaN: I'll do it from up here.

INTERVIEWER: No, just do it down here. Good. Now do the other foot.

NORMAN: Ah, I can’t do that one.

INTERVIEWER: Oh, you can’t?

NorMAN: If I jump on that foot [pointing to his left], can I hold on to something?

INTERVIEWER: Here, hold on to me. OK, can you catch? Here comes the ball. Put the
transformer down for a minute. Now throw it to me.

NoRrRMAN: [Misses the ball and picks it up.]

INTERVIEWER: Good. Try it again. You've got it. Do it again. Whoa, here comes one. Oh
good, you catch great. And you throw great. Once more.

NoORMAN: [Drops it.] We're all done.
INTERVIEWER: All right. We're all done. Do you know what I'm going to do, Norman?

NormaN: What!?

INTERVIEWER: I'm going to get some film, and I'll bring my camera back and let you take
some pictures. But we have to stop now.

NoORMAN: Yeah.

INTERVIEWER: OK? Let’s go see what your class is doing.
NorMAN: No, I want to stay here.

INTERVIEWER: Not now. We have to stop.

NorMAN: We can’t stop right now, 'cause we're playing.

INTERVIEWER: [ know, but I need to stop now because we don’t have any more time. But
you did a good job.

NorMAN: No, no, no, no.
INTERVIEWER: Come on.

NorMAN: Let go of my hand.
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INTERVIEWER: Thank you for coming. [Exits, with Norman in tow.]

In the space of an hour, the interviewer has managed to engage reluctant Norman’s
interest to the point that he now wants to stay and play. All of Norman’s presenting
problems are evident in this play interview: anxiety and distractibility, difficulty becom-
ing involved with a toy or with the interviewer, continual disruption of the session, and
preoccupation with mechanical toys in preference to animal or human figures. There
has been no real opportunity to observe Norman’s frustration tolerance, though the
interviewer’s is excellent.



Interview with
a 9-Year-0ld Girl

Julia comes for an evaluation because her mother feels that she has too few friends and
spends too much time alone daydreaming. She is a bright child, mature for her age, who
easily answers all of the questions put to her. Two interviewers are involved—a graduate
student, who uses drawings to facilitate a question-and-answer interview, and a faculty
member, who continues the interview by using play techniques. Nine-year-old children are
on the borderline between using play techniques and responding to direct questions. The
interview demonstrates that a child of this age still enjoys play and can share her fantasies
through this medium.

TraINEE: Hello, my name is Dale. I would like to get to know you a little. Do you mind
chatting with me?

Junia: No.

Most interviewers usually state more about themselves and give some idea of the inter-
view’s purpose. There is some controversy about use of first names versus surnames.
Teachers at school are rarely addressed by their first names; the same is true of pediatri-
cians and family doctors. There probably is no right or wrong approach, but this trainee
might say, “My name is [Dr., Mr., Ms.] Smith, but it might be easier for you to call me
by my first name, Dale. Have you been told why you are here today?”

[The trainee and Julia both sit on the floor amidst some soft pillows and toys.
The interview proceeds for some minutes, the trainee asking a great number of
questions that are mostly closed-ended. In brief answers that she does not amplify,
Julia reveals that she is a 9-year-old third grader who likes recess the best at school,
though she won’t say why. She has friends (though not in her class), and two broth-
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ers, one older, one younger than she. Finally, the trainee asks whether Julia likes to
draw. A nodded “yes” leads to proffered paper and Magic Markers.]

TRAINEE: Why don’t you draw a picture of your family?

[While Julia is drawing, the trainee continues the questioning, asking whether
she has her own room, what colors it is painted, and whether she has privacy
there. Julia’s mostly one-word answers reveal that her older brother does not play
with her, but teases her a lot. She feels closer to her younger brother; however, she
spends a lot of time in her room listening to her iPod. Her family has only lived in
this area for the past year.]

TRAINEE: Did you move because of somebody’s job?
JuLia: Dad’s.

TrAINEE: Did you have trouble making friends here?
Juuia: No, I have better friends here.

TRAINEE: How did that happen?

Juuia: T don’t know. It just did.

TraINEE: How do you get to school?

[Julia states that she walks to school. It appears from her replies to subsequent
questions that she prefers this school because it is less structured. She previously
attended a private school where teachers were strict and children behaved well.
There is some confusion: She doesn’t exactly acknowledge that children in her
current school misbehave, but she expresses some concern about disruption and
lack of teacher control in the new school. She also reveals that her mother is at
home after school, and that she has fewer friends to play with than at her former
home.]

Julid’s intense focus on her drawing may help her avoid fuller responses to questions.
It is often better to let a child finish drawing before continuing with an interview—a
principle that applies to play of all sorts. When a clinician and child are engaged in a
play activity—either structured, such as a game of checkers, or unstructured, such as
doll play—it should be the focus of the therapist’s attention, as it is of the child’s. The
clinician should be fully involved. If more specific information is needed, a clinician
might say, “Let’s stop playing now so that I can ask you some questions.” Like a bridge
between topics in an adult interview, such an intervention focuses mutual attention on
the questions to follow.

Although playing and questioning at the same time should generally be avoided,
this principle has its exceptions. Occasionally a child may answer questions more reli-
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ably and feel more relaxed and comfortable with a minor distraction, such as fiddling
with a transformer.

InsTrRUCTOR: Hi. Can I join you? Are you working on a picture of your family? [Julia
nods.] Let’s see, who is that? And that? [Julia writes names over the brightly col-
ored figures of her mother, father, and two brothers.]

The interviewing instructor, who has been observing from a slight distance, joins the
two on the floor and refocuses on the drawing. As an interviewer should do with all
drawings done by children, the instructor carefully notes the colors, sizes, and shapes of
objects, and their positions on the page. Drawings may be used to assess age-appropriate
skill levels, but, more importantly, may be used as a projective technique to elicit the-
matic material.

INSTRUCTOR: Is your older brother really that tall? He looks almost as big as your father.

JuLia: No, he’s not really that big.

INsTRUCTOR: You said that you moved here from another school. [Julia nods.] How do
you like this school?

JuLIA: Some things are good, and some things are bad. [Stops drawing.]
InsTRUCTOR: Tell me more about that.
This is an exploratory, open-ended question. Once the instructor begins to ask ques-

tions, the drawing stops. Julia tries to please the interviewer by answering with more
detail, but the conversation remains unrevealing.

Juuia: Well, there are better climbing structures here, and there are no bugs or ants
here.

INsTRUCTOR: Do bugs make you nervous? [Julia shakes her head.] What's the matter
with ants?

JuLia: They make me itch.
INsTRUCTOR: What about the kids?

JuLia: There are some really mean kids in the school. Also, when it rains, the water
comes inside the classroom.

INsTRUCTOR: Do you have to wear a raincoat and boots in the room? [At this smiling
attempt at humor, Julia returns the smile and shakes her head “no.”] What hap-
pened in your old school if some kids were mean?

JuLia: Well, the teacher would call the parents and tell them that they had to stop, and
the kids would not be mean any more.

INnsTRUCTOR: And what happens here?
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JuLia: There aren’t any mean kids here.

Julia is reluctant to engage in emotionally charged, potentially upsetting dialogue. Pur-
suing more specific questions only makes her more defensive. The instructor takes the
cue and, in the next exchange, changes topics, learning that the family’s move a year ago
may be a source of Julia’s current problem. Getting the name of a best friend in the old
school, and then learning that she has had no contact with her past friends, strengthen
this hypothesis.

INSTRUCTOR: You mentioned that you had a best friend in your old school. What'’s her
name/’

Junia: Erin.

INsTRUCTOR: Have you visited her since you moved here? [Julia shakes her head.] Have
you written or called her? [Another denial.] You haven'’t called her? How come?

JuLia: Well, I tried calling her once, but she didn’t call me back. And I wrote her five
letters, but she never wrote back.

INsTRUCTOR: What do you think happened?
JuLia: [Dejectedly] She doesn’t know my address.

INsTRUCTOR: What a shame. Maybe something can be done to help get you guys
together.

The instructor attempts to be helpful, not really believing that her best friend couldn’t
contact Julia if she really wanted to remain in contact. This statement needs further
exploration. By conveying warmth and the possibility of help in the future, the instructor
attempts to establish a positive therapeutic alliance.

INsTRUCTOR: [Takes up a spider hand puppet.] Do you want to play with some of my

toys? I've got some puppets here. Hi, I'm a friendly spider. Do you want to be my
friend?

[Selecting a turtle, Julia eagerly takes to the hand puppets. Adopting a different
voice from normal in playing the spider, the instructor approaches the turtle, wav-
ing one of the spider’s many arms.]

INsTRUCTOR: Ms. Turtle, I'm going to be moving away and I wanted to come by and
say goodbye. I will miss you a lot. Will you write me a letter? I don’t want to move
away. Do you promise to stay my friend?

The instructor sets the tone of the interaction as a follow-up to the previous discussion.
It is important in fantasy play to seek as much distance from the source of trauma as
possible without losing sight of the core issue. Toys, especially puppets, dolls, and animal
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family figures, are ideal stimuli for evoking imaginary material. Pretend wvoices help
in the distancing; playful, childlike antics also often break the ice. When play con-
tent turns serious, however, the clinician should also become serious. Children deserve
respect for their painful material, just as adults do.

JuLia: [Also using a pretend voice] What'’s your name?
INSTRUCTOR: My name is Ms. Spider.

JuLia: OK, I won't forget your name. Goodbye, I'll miss you too.
INnsTrRUCTOR: Could 1 give you a little kiss goodbye?

JuLia: No, not a kiss. You can shake my hand. Bye-bye.

Ms. Spider has moved in to give Ms. Turtle a farewell kiss, but even in play Julia clearly
defines her boundaries: no kissing, just friendly handshakes.

INsTRUCTOR: Hey, Ms. Turtle, how come you didn’t write me? You moved away a month
ago and I haven’t gotten a single letter from you, and that makes me sad. [Ms.
Turtle immediately hands Ms. Spider the picture she has been drawing.] Oh, you
have sent me a letter. What a pretty picture. This is your family. I like getting it.
Can you write again? [Ms. Turtle immediately draws a picture of a sunrise and

hands it to Ms. Spider.]

This immediate compliance suggests that Julia wants to close down the painful feelings
of separation. Even in play, Julia’s need to deny painful experiences is obvious. The
instructor respects Julia’s defenses and avoids premature interpretations.

INsTRUCTOR: M. Turtle, I don’t like my new house. Can I come back and visit you in
our old neighborhood?

JuLia: OK.

INSTRUCTOR: It’s so nice to be back here. I don’t ever want to go to my new house again.
Will you write my parents a letter for me and tell them that I don’t want to go

back?

Using clinical intuition, the instructor pursues the theme of separation. Though the
instructor is now directing most of the scene and setting up the themes, once Julia begins
to take the initiative, the instructor can begin to follow her lead.

JuLiA: [Starts to write, but then takes an alligator puppet from the toy bag and speaks
with a gruff voice.] You have to come home.

INsTRUCTOR: Who are you, Alligator?

JuLia: I'm the dad.
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InsTRUCTOR: Hi, Dad. Can I stay with my friend Ms. Turtle for a couple of months?
JuLia: No, you have to come home immediately.

INsTRUCTOR: No, [ won't go. I hate my new home.

JuLia: Well, you have to go home right now.

INsTRUCTOR: No. [To Ms. Turtle] Please hide me. Where can I hide?

JuLia: [As Ms. Turtle] Hide under the bed.
Although Julia has taken the lead by introducing Dad into the play and giving him the
role he took in real life (forcing the family to move), the instructor attempts to explore

the depth of Julia’s feelings about the move by showing marked resistance to it (to the
point of hiding from Dad).
[Now a chase sequence begins in which the alligator chases Ms. Spider all over
the house. Finally the alligator grabs Ms. Spider in his mouth and carts her off.]

INSTRUCTOR: I'm hungry. Do you have anything to eat?

JuLia: [Takes a bunny puppet.] Would you like to go on a picnic?

INsTRUCTOR: Who are you, Bunny?
Children can easily play-act (and keep straight) multiple roles. Sometimes the inter-
viewer must also play more than one role. It is appropriate for the interviewer to inter-
rupt the play from time to time, if confusion arises, by using a natural adult voice and
to ask for clarification: “Wait a minute. I thought [ was the little girl. Who are you right
now?” The principal task for the interviewer is to get in touch with the “inner child” and
let that child play with the patient, while also observing the interaction from an adult
perspective. These are the two roles that all child therapists must entertain simultane-
ously.

JuLia: I'm the mommy. Do you want to go on a picnic?

INsTRUCTOR: Oh, yes. Thank you, Mommy.

JuLia: We have to make some sandwiches.

INSTRUCTOR: I love peanut butter sandwiches. And can we bring marshmallows?

JuLIA: Sure!

INsTRUCTOR: OQo000h, 1 love picnics, but I hope we don’t run into any ants on this
picnic. I don’t like ants.

JuLia: Sometimes you can'’t help it when ants come.

The instructor reacts positively to the idea of a picnic, but sets the tone for a little
trouble. Earlier in the interview, Julia has stated that she doesn'’t like her new school
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because of “bugs and ants.” By introducing the abstract construct of ants at the picnic,
the interviewer provides a bridge to learn what may be wrong with the new school. In
other words, the picnic may become a metaphor for her new school. It appears that Julia
may understand the ant analogy.

INSTRUCTOR: [Begins to fly by with a toy helicopter and carries on with the game.] The
ant 'copter’s coming with ants.

JuLia: [Begins to populate the picnic area with toy figures as she sets up the play theme.]
INsTRUCTOR: Who are these guys? Do they get to come to the picnic?
JuLiA: These are my mom, my dad, and my brother. They can come on the picnic.

INSTRUCTOR: I'm comin’ with more ants. [Flies the helicopter by, spraying ants all over
the place. Julia, seeming to enjoy herself, vigorously brushes them away.] You can’t
stamp 'em out fast enough. You're gonna itch and itch, and it’s gonna get into the
picnic. [Julia grabs a dinosaur figure and begins to approach.] Uh-oh, here come
the dinosaurs. I'm out of here. 'Bye. [The helicopter flies away.] Go away, Dinosaur.
OK, you got me. No more ants. Hurray, the dinosaurs save the day! Now we can
all play and have a wonderful picnic. Is the dinosaur gonna eat a marshmallow?

Earlier, Julia has described her response to ants as “They make me itch.” Is this Julia’s
metaphor for stress and pain? Julia has resolved the problem of “itch” by calling into
play a powerful force that drives the problem away. She also now reveals some of her
heightened neediness.

JuLia: Since I got rid of the ants, I get to eat all the food.

INsTRUCTOR: Oh, a little greedy, aren’t you, Mr. Dinosaur? I'm gonna have to take you
on and bring some more ants around. Psssssssssssssssssss. [Returns with the heli-
copter and sprays ants all over the dinosaur.] That’s what you get for eating all the
food and not letting anybody else have any.

Here the instructor may be committing an error by confronting Julia’s defense directly
and attempting to label her hunger and neediness as greed. To counter this misinterpre-
tation, Julia sets the source of her difficulty back on her father.

JuuiA: I'm the dad. [Puts the dinosaur figure down and takes up the father figure.]

INsTRUCTOR:  [Quickly shifts roles from helicopter pilot and ant spreader to hungry
child.] I'm hungry. Can I have a marshmallow?

JuLiA: No, you can't.

INSTRUCTOR: But I want some marshmallows, too. Please, Dad, can’t I have a marshmal-
low?
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JuLia: No, sweetheart, it’s too much sugar for you.

INsTRUCTOR: Oh, come on, Dad. Don’t be such a fussbudget!

JuLia: You can have a hot dog.

INsTRUCTOR: I don’t want a hot dog. I want some marshmallows, Dad. Please!
Juria: Well, you can't.

By this time, there is some indication that one of the stresses at home may be struggles
over limits. Dad is again portrayed as being strict and unbending.

INsTRUCTOR: Well, here comes the big bird. You think you're gonna take the marshmal-
low, mister? No way!

JuLia: Oh, yeah? [Enlists the help of another animal-monster figure.]

INSTRUCTOR: No way, it’s mine! [They begin to struggle over the marshmallow.] Oops!
Who's that? Are you the monster? Who are you?

JuLia: I'm the mother, and I say no fighting, you two.

InsTRUCTOR: OK, Mom, you're the boss. [Then in a regular adult voice] I think our
time is up and we will need to stop for today. Thanks for coming in.

At the end of this sequence, the mother has restored peace. Perhaps this is her usual role
in this household. When the hour is up, a clinician often must end a session abruptly.
It may be good to suggest that the play can continue next time (if so, the same toys and
play setups should be available). If a child is in the midst of a drawing, it is important
that the clinician keep the artwork for the next visit. In a therapeutic relationship that is
going well, play themes may continue over many sessions.

To avoid sudden transitions, a clinician should manage time to allow preparation
for ending the session. It can provide insight into a child’s reactions to limit setting, and
to the experience of having to say, “Goodbye until next time.”
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It’s a truism that an adolescent is neither a small adult nor a large child. By the teenage
years, toys and games have usually outlived their usefulness in an interview situation; how-
ever, an initial game of checkers or chess may help get some younger adolescents started. A
snack or drink may also help facilitate dialogue (remember to ask parental permission first).

Depending on the patient’s level of maturity, most of the interview techniques that are
used with adults can be applied to the adolescent interview. Regardless of age, an informant
can help set the stage for the evaluation of a hospitalized patient. However, as with an adult
outpatient, an adolescent office patient should usually be interviewed before information is
obtained from the parents. At some point, you may want to follow up the individual inter-
views of adolescent and parents with a family session to learn how the parents and their
child interact.

As you will note in the interview presented in this chapter, the clinician spends much
time trying to develop rapport. This is not unusual with adolescent patients, who often
develop trust in the clinician more slowly than is true of either adults or younger children.
In what follows, we have summarized some passages of dialogue.

This interview takes place on an adolescent inpatient unit. (It is safe to assume that
in this case it is not the patient who has initiated the evaluation—an issue that should be
clarified at the beginning of any adolescent interview.) The interviewer has never met the
patient before and does not have the benefit of his prior history. Casey is dressed somewhat
sloppily in baggy jeans, sweatshirt, and baseball cap turned backward. He lounges in his
chair and pays as little attention as possible to the interviewer.

INTERVIEWER: Hello, my name is Mr. W. I want to thank you for agreeing to be inter-
viewed today. Did your doctor tell you why I wanted to meet with you?

This rather formal introduction may seem foreign to some clinicians who work with
adolescents. We feel it is important to find a middle ground between excessive formality
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and inappropriate familiarity. Adolescents need to feel that the adults in their world
have the maturity and experience to handle their problems and to ensure their safety.
Seductiveness, excessive informality, or attempts (usually unsuccessful) to dress or talk
like teenagers can repel an adolescent patient as surely as condescension or lack of
engagement can.

CASEY: Yeah. ..
INTERVIEWER: And why was that?
Casky: I don’t remember.

INTERVIEWER: Well, that’s OK. Let me try and explain. I work with Dr. Z., and I would
like to get to know you a little better so I can help Dr. Z. understand your problems
better. Is that all right with you?

Casty: [Long pause] Yeahhh . . .

INTERVIEWER: Could you tell me why you came here!?
CaseY: I dunno. [Silence]

INTERVIEWER: What sort of problems were you having?
Casty: Nuthin’. . .

INTERVIEWER: It sounds like you're not too keen to talk.

Casey: [Prolonged silence]

The interviewer’s good attempt at an open-ended beginning has been consistently
rebuffed by a patient who is, at best, uninterested in conversation. If possible, the inter-
view must now be salvaged by closed-ended questions, with careful attention to oppor-
tunities to form some sort of relationship with Casey. First, the interviewer presents
some ground rules.

INTERVIEWER: Let’s talk a little bit about what we're trying to do here. You’re here in the
hospital when you don’t want to be, and we're trying to learn what it will take to
get you out. Dr. Z. has already heard something from your folks about why you’re
here; now we want to hear your side of it. Anything you say that will help us may
get you out of here more quickly. Do you understand?

CaseY: [Nods his head and steals a glance at the interviewer.] Uh-huh.

INTERVIEWER: We also need to agree on this: I'm going to try to be sensitive to your
feelings, but I will have to ask a lot of questions. If I ask a question that you don’t
feel you can answer truthfully, just ask me to talk about something else. But don’t
just make something up. Any time you don't tell the truth, it will confuse us. And
you could be here longer. OK?
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Casey: [Nods.]

INTERVIEWER: Still another thing: What you tell me I will treat as confidential. That
means I won't tell anyone, without your permission. The only possible exception,
[ think you'll understand, is if you're planning to harm yourself or someone else.
Then I'd have to make sure you and others are protected. OK?

CASEY: Sure.

With these statements, the interviewer has emphasized three important points: (1) a
philosophy that the patient is not the entire problem, (2) the need for truth, and (3)
the need for safety. These are fundamental to every interview, whether the patient is
an adolescent or an adult; they may have to be stated more than once. In addition, the
interviewer has addressed the adolescent’s need for assurance that his possibly embar-
rassing thoughts and feelings will not be divulged without his express consent.

INTERVIEWER: How old are you?

Casky: Fourteen.

INTERVIEWER: How long have you been in the hospital?

Casey: This is my second week, I think.

INTERVIEWER: And you were an inpatient before at another hospital?
CasEY: Yeah.

INTERVIEWER: How long were you an inpatient?

CasEy: Nine days.

So far, the interviewer has been asking simple questions that this recalcitrant patient
can answer in a word or two. The patient’s slouched posture, brief answers, and initial
refusal to cooperate all signal the absence of rapport.

INTERVIEWER: Was it helpful to you?
Casey: No. I didn'’t like it. I thought it was just torture.

INTERVIEWER: Torture?

By repeating a word offered by the patient, the interviewer encourages an open-ended
response. This technique is one of the most useful for guiding the direction of an inter-
view while encouraging verbal output.

Casey: Yeah. They treated me like a criminal. Almost exactly the same as in juvenile

hall.

INTERVIEWER: Have you been to juvenile hall?
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A lapse: Instead of saying, “Tell me more,” which would keep the dialogue open-ended,
the interviewer asks a yes—no question.

CasEy: I've seen it. Yes.
INTERVIEWER: From inside or outside?
CasEy: From inside.

INTERVIEWER: Boy, you've seen a lot of things! But you look kind of sad today.

The interviewer focuses on affect by making a statement (“You look sad”) rather than
by asking a question (“Do you feel sad?”). The statement avoids argument and rein-
forces the use of words to communicate (especially appropriate for younger children).

Casey: Well . . . yeah. Just today. I'm getting into trouble with Cherub [another patient].
She is just provoking me until I say something to her, and she doesn’t get into any
trouble. They even notice it. I mean, she’s calling me all these names.

INTERVIEWER: Do you feel they’re picking on you!?

CasEy: No, it’s just really Cherub, and Johnny has done some stuff, too. He’s thrown
my dominoes out the window. I've seen him do that, and then he lies to me. And
that makes me mad.

INTERVIEWER: | can understand that. Let me ask you this: Have you ever been in this
place before?

The interviewer wants to move ahead, but an abrupt subject change may not be the best
way to proceed, especially with a yes—no question.

Casky: No.

INTERVIEWER: How many times were you in juvenile hall?
Casey: I wasn't in there.

INTERVIEWER: I thought you said you were?

CasEy: I saw it.

INTERVIEWER: From the outside?

Casey: No, [ was inside for a probation hearing.

Interviewer and patient are sparring, testing each other’s veracity and trustworthiness.
The patient continues to be guarded, but the interviewer responds with another attempt
at open-ended questioning.

INTERVIEWER: What were you doing on probation?
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Casey: I robbed this lady’s house a couple of times. I went with someone the first
time—an older guy. We took some cigarettes and some liquor and money.

INTERVIEWER: Uh-huh.

A barely uttered encouragement keeps the ball rolling without getting in the way of
the patient’s stream of thought. Adolescents often handle negative mood states (anger,
anxiety, depression, guilt) through counterphobic acting out. Clinicians, like this inter-
viewer, must be careful to respond with acceptance without appearing to condone the
behavior in question. At the same time, they must dig beneath the behavior to search
for its psychological underpinnings.

Casey: Well, it wasn’t much. She lives a few blocks away from me, and we just walked
in. The back door was open.

INTERVIEWER: [Waits in silence for many seconds until the patient, feeling the need to
fill the void, begins to speak again.]

Casey: He . . . he was my homeboy, and I just went along. It was a couple of months
ago, beginning of the school year. He stole a car. I didn’t steal the car, but [ was in
it. Now he’s on probation. He—

INTERVIEWER: And when do you get off probation?

To keep the focus on the patient, the interviewer interrupts, but uses the patient’s own
word to make the transition.

CaseY: I think it’s going to be 3 years.
INTERVIEWER: And since then, have you been going to school regularly?
CasEY: Yes. Sometimes I ditch, but I've been going. Even if it’s a lot of bullshit.

INTERVIEWER: Look, let’s change our focus a bit. Tell me if there was ever a time in your
life when you weren't getting into trouble. Were there happy times in your life, or
has your life been kind of shitty all along?

This interviewer has obtained some information concerning Casey’s relationship with
his peers—an important topic for any evaluation of a teenager. The interviewer next
tries to look for any history of untroubled, positive family experiences. Although this
transition is abrupt, it is announced (“let’s change our focus”) to let the patient know
that they will be pursuing a different course and that the interviewer is assuming more
control of the process. The mild vulgarity may be an attempt to use language the patient
will relate to. Of course, it is important to speak so that the teen will understand, but
an adult who tries to imitate teenagers’ language too closely risks rejection. Clinicians
sometimes feel that they must choose between relating to an adolescent patient as a peer
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and sounding like a censorious parent. In reality, a middle ground is almost always
possible.

When the going is a little rough, as it has been intermittently in this interview,
clinicians sometimes consider switching to a structured interview. Although in some
cases that tactic is reasonable (perhaps essential), here the clinician avoids the tempta-
tion and is subsequently rewarded with a relatively smooth interview that produces both
information and a degree of rapport.

CaseyY: Depressing, because of what happened at school. It was really one teacher, one
bad teacher who started the whole thing.
INTERVIEWER: Uh-huh.

Casey: This teacher—it was first grade—picked on me, and I had her all the way
through sixth grade. She was a jerk. She’d pick three people out of each class, all
these people she didn't like. Every time she came in, she’d make them sit outside
just because she didn't like them. I was one of them.

INTERVIEWER: So it started in first grade, and it followed you because of that one teacher?
Casey: Yeah.

INTERVIEWER: And you couldn’t break the habit or change their minds?
Several summary statements verify that the interviewer understands.

CaseY: It wasn’t that. It was the teacher. She was real mean. I accidentally broke a
pencil once, and she got real mad at me and sent me down to the office. She says,
“The school pays good money for these pencils, and you go around breaking them.
You've got to go to the office.” They did this stuff all the way through sixth grade.

INTERVIEWER: And then what happened?
Now the interview is moving along well, but the clinician is still concerned at the rela-
tive lack of affective material. It is fairly usual for an adolescent to portray all the prob-

lems as emanating from without. Denial of responsibility suggests character pathology
in an adult, but may be normal for an adolescent.

[Casey relates more material about his progress through school.]

INTERVIEWER: When you started thinking about grade school, it seemed to me that you
started to cry a little bit. Was it a hard time for you?

CaseY: [ started to cry? What do you mean? I'm crying because of what’s going on in
that other room. [Gestures next door, where loud voices can be heard.]

Some facts have emerged about Casey’s long-standing difficulties in school, but only
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a little rapport has developed. When the interviewer attempts to focus on affect, the
patient shies away and returns to the present.

INTERVIEWER: You keep thinking about Cherub?
Casty: And how I'm getting in trouble for things that she did.

INTERVIEWER: That’s a pattern. People sort of pick on you, and you get into trouble. How
come that happens to you?

Here the interviewer attempts an interpretation in the form of a question. In general,
we agree with the conventional wisdom that it is best to avoid early interpretations.
They are often wrong, and even when correct, they may prevent the revelation of more
intimate material. In this case, however, the patient responds positively.

CasEY: It’s because they know I'll get angry at them if they set me off, so they do.
INTERVIEWER: They try to set you off?

CaseyY: They get me in trouble by doing that.

INTERVIEWER: So when you get angry, what happens? Do you hit them?

Casey: No. Well, sometimes, but usually I start cussing at them and stuff. I did with
Cherub and I got in trouble for it, even though Cherub was saying really disre-
spectful things, like “Oh, you have no friends.” Stuff like that. She wasn’t getting
into trouble with that, and I'm really angry because I got in trouble.

INTERVIEWER: You got into trouble; she didn’t. She got off free?

The interviewer is still trying to establish rapport with statements and questions that
empathize with the patient’s feelings of being scapegoated. This is a strategy that can
backfire in the long run, because the patient surely understands on some level that he
contributes to his own troublesome interactions. However, in this initial interview, the
interviewer still wants to develop reliable, diagnostically useful information. The infor-
mation needs to include not only the symptoms of the illness and the facts of the past
history, but also data about the patient’s capacity for insight and for forming therapeutic
relationships.

Casty: Yeah. And she gets to leave the program today, and she barely goes to any of
the groups. I go to the groups. I don’t stay in my room and refuse to go to them.
INTERVIEWER: And she doesn’t have to?
Casey: No.
Some meaningful facts have been obtained, and some degree of understanding of this

adolescent boy’s minimal insight into his problems has been observed. The interview is
proceeding smoothly, and a reluctant patient has revealed much more information than
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might have been expected. By this time, the transition to a different subject has been
reduced to a single syllable, “Now.”

INTERVIEWER: Now, how did you get yourself into the hospital here?

CasEY: | got really angry at school and spit at one of the teachers, and they suspended
me, and my mom said, “That’s it. You're going to a hospital.”

INTERVIEWER: Do you think it’s been helpful?

CasEy: I don’t know, really. 'm saying it’s been helpful because I want to get out of here,
but I think it’s just been torture.

INTERVIEWER: Do you have to take any medicine?

Casky: [ take lithium and Zoloft.

INTERVIEWER: How do they make you feel?

CasEey: Lithium makes me shake a lot, and Zoloft, I don’t know.
INTERVIEWER: Do they help you control your temper?

CAsEY: Sometimes, yeah, but when Cherub does that kind of stuff to me, I still get
angry.

INTERVIEWER: When you're mad and get into fights, have you ever hurt anybody?
CasEY: Yeah. I don't fist-fight or anything too often, though.
INTERVIEWER: Give me an example of someone you hurt.

Casty: This one kid at school, I whacked him across the face and hurt him really bad.
I think I gave him a bloody nose, but that was all.

INTERVIEWER: Do you have friends in school?

Casey: At B— High I was really popular, and I was hanging out with the popular
students there. Then I got put in C— High, and I don’t even know anyone there.

INTERVIEWER: What’s C— High? Is that where the problem kids are?

Casty: No. It’s a really preppy school.

INTERVIEWER: s it a private school?

Casey: No. It seems really preppy, and [ don’t really like it.

INTERVIEWER: Why did you get put there?

CasEY: Because my mom felt that I was getting in too much trouble at B— High.

INTERVIEWER: Tell me about your family—your mom and dad.

Using a bridge supplied by the patient, the interviewer moves to another area.
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Casey: They're OK, I guess.

INTERVIEWER: Do they work?

Casey: My dad does. He’s an engineer.
INTERVIEWER: And your mom stays home?

CasEy: Yeah.

INTERVIEWER: Have you ever heard them fight?
CasEY: Yeah, I have, but they don’t do it too often.
INTERVIEWER: So they get along pretty well?

Casky: Yeah.

INTERVIEWER: Any brothers and sisters?

CasEy: [ got a sister.

INTERVIEWER: Tell me about her.

CasEy: She’s 12.

INTERVIEWER: Does she look up to you—try to do what you do?

Casey: Not all the time. She doesn’t smoke or anything, and if I smoke, she doesn’t. |
hope she doesn’t copy me.

When talking about his sister and his family, Casey seems to soften, and even expresses
the hope that the sister will not take after him. This may be evidence of a capacity for
empathy—a subject that is very important to evaluate in any adolescent patient.

INTERVIEWER: When did you start smoking?
CasEy: This past summer.
INTERVIEWER: Did you start drinking then, too?

CasEey: I drank a little bit. I drank a lot of wine and stuff before that, but that’s when I
started drinking hard alcohol.

INTERVIEWER: Did you ever have any problems from drinking?

Casey: What kind?
[After further questioning about possible academic, medical, and personal prob-
lems from smoking and drinking, followed by some questions about street drugs,

the interviewer learns where Casey was born and why the family moved to the
current location. Casey also discloses some facts about his grandparents.]

INTERVIEWER: Did you ever think about going back to D— to live?

CasEY: Yeah, I really want to go back to D—, but my mom says no.
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INTERVIEWER: [Softly] It could be like a new start.

Casey: Yeah. Everybody in my family wants to go back to D— except for my dad.
This has been Casey’s first really enthusiastic response in the interview, and the inter-
viewer builds on it. It is especially vital with an adolescent patient to project the clini-

cian’s genuine fondness for the patient. Because of Casey’s initial hostility and resent-
ment at hospitalization, it has taken much of the interview to get to this point.

INTERVIEWER: When your mom said no, did she mean she didn’t want to, or she didn’t
want to because of your dad’s job?

CasEY: She told me she did. She told me she’d like to move back to D—, but Dad’s got
a good job.

INTERVIEWER: So when you were 5, your family moved to this area, or did you move
around a little bit?

Casey: We moved here.

INTERVIEWER: You've had the same house that you've always had since you were 5?
Casky: Yeah.

INTERVIEWER: Do you have any pets?

CASEY: Yeah, I have two cats.

INTERVIEWER: No dogs?

Casey: [ want a dog.

This is the second positive statement of the interview. The interviewer uses it as a
springboard to the discussion of other positive feelings.
INTERVIEWER: You do? A dog would be good for you. What kind of dog would you have?
CaseY: A golden retriever.

INTERVIEWER: Yeah, they’re great. Say, do you think things are better between you and
your mom and dad since you've been in the hospital?

CasEY: Yeah, and I haven't gotten yelled at by my dad.
INTERVIEWER: Are you mad at your dad?

Caskty: I get mad at him sometimes.

INTERVIEWER: Does he get mad at you? Does he hit you?
CasEeY: Yes. Well, not hard.

INTERVIEWER: When you were smaller, did he hit you?
Casey: No. Well, he spanked me.
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INTERVIEWER: Did he—or anyone—teally abuse you? Beat you up?

This could be a place to ask explicitly whether the patient has ever been a victim of
sexual abuse.
Casey: No, nothing like that.

INTERVIEWER: Tell me a little bit about how a day is for you when you're not in here. You
said you're at C— High. What time do you have to be there?

Casgy: At 8:00.

INTERVIEWER: How do you get there?

CasEY: My mom drives me.

INTERVIEWER: Are you in school all day or half a day?

Casey: All day.

INTERVIEWER: And how do you get home?

Casey: My mom picks me up.
The interviewer now has a pretty good idea of Casey’s relationship with his family; it is
much more positive than might be expected of a troubled teenager. Learning how other
family members interact with teens, and how independent the teens have managed (or
want) to become, can be a difficult task for clinicians. Casey’s evidence will still have to
be evaluated against that of his parents.

INTERVIEWER: What do you do after school?

Casey: I usually hang out with friends.

With more time, the interviewer would want to ask Casey to elaborate on his activities
with his friends. What do they do? Where do they do it? Who is involved? Why does he
like/admire certain friends? Some interviewers ask, “What would your best friend say if
I asked about you?” You can ask children and younger adolescents, “What would you
like to change about yourself?” (This is the equivalent of the classic request for “three
wishes,” asked of even younger children.) All such information provides a fuller picture
of the more positive aspects of personality and interests, and the questions help cement
the therapist—patient relationship by demonstrating an interest in the patient as a whole
individual, much as do the questions about sports and hobbies that follow.

INTERVIEWER: Do you have a lot of homework?
Casey: No.
INTERVIEWER: Are you on any kind of teams? Did you play soccer or anything like that?

Casey: I did, but don’t any more.
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INTERVIEWER: Why not?

CasEY: Because I don't like soccer very much.
INTERVIEWER: Do you have any hobbies?
CaSEY: Yeah, I bowl.

INTERVIEWER: You bowl? What’s your score?
CasEY: My highest score is 147.

INTERVIEWER: That’s pretty good. Better than me. What else? Does your family go
camping or do anything like that?

CasEyY: No, we don’t go camping.

INTERVIEWER: You're from the East; you must like snow?

CASEY: Yeah, I like snow.

INTERVIEWER: Snowboarding? Do you have a skateboard?

Caskty: [Shakes his head “no” to each question.] I did, but someone stole it.
INTERVIEWER: Do you spend time on a bike?

CASEY: Sometimes.

INTERVIEWER: Mostly you just hang out with your buddies smoking and drinking?
Casty: Yeah.

INTERVIEWER: Got a girlfriend?

Casey: No.

INTERVIEWER: Have you had any girlfriends?

This question could also be phrased, “Have you had any romantic relationships, with
girls or with guys?”

Casey: [ don't think so. Well, kind of. When I was in E— Hospital.

INTERVIEWER: Have you ever been really close to any girl?

Casky: [Long pause] I don’t think I want to talk about that.

INTERVIEWER: OK. I'm glad you told me. So E— Hospital was where you were an inpa-
tient before?

Casey has complied with an earlier request of the interviewer, who will mark the area
of sexual knowledge and experience as important to revisit later.

CASEY: Yeah.

INTERVIEWER: And what was that for?
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Casky: It was a couple of months ago. That was because I got into a fight with my dad.
INTERVIEWER: Do you remember what you were mad about?
CasEy: No, I don't.

INTERVIEWER: Besides that time in the hospital and this one, have you been in other
times, too!

CasEgy: No.
INTERVIEWER: Have you ever tried to hurt yourself or kill yourself?

Casey: No. And I know what you're going to ask—I've never thought about it. Not
seriously, anyway.

INTERVIEWER: Have you ever tried to hurt your parents or your sister with a knife or gun?
Casey: [ frightened my mom with a knife, but I wasn’t going to hurt her. [Wipes his

eyes.|

By now, the interviewer has addressed three areas that are vital to every patient assess-
ment: sex, substance use, and suicidal ideas and violence. They have not been ade-
quately evaluated yet (details of whatever thoughts Casey may have had about self-
injury should be explored in depth), but the interviewer feels that the patient is safe. And
the ground has been prepared for further questioning later.

INTERVIEWER: You keep getting tearful. What are you sad about?

Casky: I don’t know just what’s going on in there. [Points to the next room.]

INTERVIEWER: You can'’t let that go?

Casky: It’s hard to. I just get into trouble a lot when people do things to me.

INTERVIEWER: You're a nice kid, and you still get into trouble.

Casey: I get into trouble.

INTERVIEWER: You try hard, and they don’t appreciate you.

Casky: Yeah.

INTERVIEWER: I don’t understand that. I don’t understand why they don’t appreciate you.
It’s just that your temper gets out of control? They trigger something, and boom,
you're gone! Is that the problem?

The interviewer now attempts again to form an alliance with the patient, and finally
seems to be succeeding. The patient answers the next series of questions with more
affect and conviction.

CasEY: Sort of.

INTERVIEWER: Sort of. Have you ever broken things, put your fist through the wall?
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Casky: I kicked a hole in the wall.
INTERVIEWER: What else? Broken windows?
CasEY: I broke my screen and jumped out the window.

INTERVIEWER: You mean to get out of the house! [Casey nods “yes.”] Have you been
involved in other stealing, besides breaking into that house those two times?

Casey: [ shoplifted a couple of times.
INTERVIEWER: And the car? Stealing the car.
CaSEY: Yeah.

INTERVIEWER: Do you know how to drive!?
Casey: Yeah.

INTERVIEWER: Have you driven by yourself?
Casty: Only with my friends.

INTERVIEWER: Do you like it? Are you a good driver?
CaSEY: Yeah, I'm OK.

INTERVIEWER: Probably too fast.

CasEY: I'm too scared to go fast.

INTERVIEWER: | was going to ask you about that. Do you get scared?
A good transition to questions about his feelings.

CaASEY: Yeah.
INTERVIEWER: What sorts of things scare you?

CasEY: Sometimes I get scared when I have to go to school. Some people, they came
over and tried to beat me up and stuff, and they had a gun and stuff, and they were
going to shoot me, and I got scared about that.

INTERVIEWER: Are these people in gangs?
CaASEY: Yeah.

INTERVIEWER: Are you in one?

CasEy: No, I'm not.

INTERVIEWER: Now I need to ask you about some other feelings and experiences lots of
y g p
people sometimes have. Do you ever get really scared, like when you go to high
places, in elevators, or in crowds?

The interviewer signals another change of topic, and lets Casey know that these routine
questions do not mean that he is suspected of having had such experiences.
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Casey: No. Well, when I get into big crowds and tight places, that scares me.
INTERVIEWER: Does your heart pound and you sweat?

CASEY: Yeah.

INTERVIEWER: You've had that? Tell me more.

Casty: Sometimes I just begin to shake when I get scared. Then I can’t breathe. I sweat
a lot and my heart pounds.

INTERVIEWER: Does that happen very often!?

CasEY: No, only once in a while when I'm in a panic. A bunch of guys are going to get
me.

INTERVIEWER: [s it only when someone’s trying to hurt you, or does it also happen when
you're in tight places or crowds?

Casey: Um, I guess just when I'm afraid of someone.

INTERVIEWER: Would you describe yourself as either especially neat or especially messy?
CasEyY: I'm in the middle.

INTERVIEWER: But do you like everything in a certain order?

CasEy: No.

INTERVIEWER: What about voices! Do you ever hear voices that don’t seem real?
CasEy: No.

INTERVIEWER: Do you ever see things other people don't see?

Casey: No.

INTERVIEWER: What about high moods? Like you feel really terrific, too good, and there’s
no reason for it?

Casey: No, unh-unh.

INTERVIEWER: Or been terribly overactive—maybe you didn’t need to sleep much for
days on end?

CasEy: No.

INTERVIEWER: Or have you ever felt so bad you had thoughts about harming yourself,
killing yourself, maybe?

Casey: Not really.
INTERVIEWER: What does that mean?

CasEY: You know, I guess lots of guys think about it. But I never wanted to or anything.
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As we would hope, the interviewer has circled back and obtained more information
about the topic of self-harm.
INTERVIEWER: OK. How’s your appetite?
Casey: It's good now. But sometimes it’s bad.
INTERVIEWER: How long is it usually bad?
CasEy: I dunno. Just when I'm feeling lousy. Depressed, you know.
INTERVIEWER: Have you lost weight?
Casty: I'm not sure. I don'’t think so.
INTERVIEWER: Are you about the right size, or are you small for your age?
CasEY: I'm small for my age.
INTERVIEWER: How do you feel about that?
Casey: Bad and lonely, sometimes. But I do have some good friends.
INTERVIEWER: Do you talk to them about feeling lonely?
Casey: [ talk to them.
INTERVIEWER: W hen you're feeling depressed, how long does that last?

CasEy: I dunno—not long. Maybe a day or two.

Adolescents’ moods tend to be short-lived and labile. When clinicians don’t appreciate
this fact, they sometimes prescribe unnecessary medications and other treatments. As
we carefully evaluate possible mood disorders, we must keep in mind that young patients
typically lack perspective as to changes in their own moods. Repeated interviews across
time are essential.

INTERVIEWER: Our time is almost up, and I would like to ask you just a few more ques-
tions. They may seem boring, but I would appreciate it if you would try to answer
as best you can. OK?

In the hands of an experienced clinician,* a complete, formal mental status exam (see
Table 1.1) is not necessary for every adolescent patient, any more than it is for every
adult. Completeness is indicated whenever there is a question of severe mental pathol-
ogy (for example, cognitive, psychotic, mood, or substance use disorders), or when, for
legal or other purposes, the record needs to reflect a complete baseline evaluation. Of
course, the behavioral aspects of mental status should be noted for every patient—
general appearance and behavior; affect (apparent mood); flow of thought—for these
require no special set of questions. Questions necessary for much of the remainder—

*Of course, clinicians in training should do a complete mental status exam on every patient they evaluate.



I. INTERVIEWING CHILDREN AND ADOLESCENTS

content of thought; insight and judgment; and aspects of the sensorium (memory,
attention span, fund of information)—uwill come up as other matters are pursued. Note
that in pursuing a formal assessment of Casey’s mental status, this interviewer doesn’t
make the common beginner’s mistake of describing the mental status tasks as “silly,”
which would convey the impression that they are not important.

Casey: OK.

INTERVIEWER: What's the name of this hospital?

Casey: F— Hospital.

INTERVIEWER: What day is it today?

Casgy: Thursday.

INTERVIEWER: Do you know the date?

CasEy: It’'s December.

INTERVIEWER: And the date?

Casey: I don’t remember.

INTERVIEWER: What year is it?

CasEY: [States it correctly.]

INTERVIEWER: That’s good. Do you remember my name?
CasEy: No.

INTERVIEWER: OK. What sort of work do I do?

Casey: You're the consultant. You're supposed to help me get out of here.

INTERVIEWER: Good. Here’s three words that I want you to repeat back to me and then
remember. Apple, clock, mustang. Can you repeat them for me right now?

Casey: Apple, clock, mustang.
Before going ahead with the test of short-term memory, the interviewer ascertains that
the patient has understood the items and that his immediate recall is intact. The inter-
viewer does not invite rehearsal by alerting Casey that he will be asked to repeat these
items a few minutes later.

INTERVIEWER: Good. Here’s a question: What’s the same about an apple and an orange?

Casey: I don’t know. Nothing.

INTERVIEWER: Try to think about it a little bit more.

CASEY: You eat them.

INTERVIEWER: Sure! That’s good! Anything else?
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CasEy: No.

INTERVIEWER: How about a chair and a bed? What's the same about them?
CasEY: I can sleep in them both.

INTERVIEWER: [Chuckles.] I guess so! Anything else?

Casey: Well, they're both furniture.

INTERVIEWER: Excellent! Here’s a saying: “People who live in glass houses shouldn’t
throw stones.” What does that mean to you?

CAasEY: Stones break glass.

INTERVIEWER: Good. Anything else?

Casky: No.

INTERVIEWER: OK. Do you remember those three things I told you to remember?
CasEy: I remember apple, but that’s all.

INTERVIEWER: Are you sure! Try to recall the others.

Casky: | can't.

INTERVIEWER: That’s OK. You've done just fine. Now I want to go back to something we
talked about earlier—the car theft. How would you deal with this now, if you were
with your friend and he wanted to do it?

Casey: You mean would I go along with it again?
INTERVIEWER: [Nods.]

Casey: [ dunno . . . I hope I'd say “No,” but [ dunno . . .
INTERVIEWER: Why “hope”?

Casey: Well, it’s sure caused me a lot of trouble.

INTERVIEWER: OK. Well, I really appreciate the time you've spent with me. Thank you.

Questions of the form “What would you do if . . . ?” serve as a check on judgment
that have more relevance for teenagers than asking them to state three wishes or to
describe what they would do if they found a stamped letter. Such questions serve as a
means of evaluating character and personality, and as a check on the congruence of an
adolescent’s values with those of mainstream adult society and culture. A similar sort
of question, with many of the same advantages, takes the form “Tell me what you did
in [a given situation].” This situation will usually describe an interpersonal problem the
patient has already mentioned, though the interviewer may instead suggest a problem
with a hypothetical relationship. Casey’s responses to the last two questions asked of him
address both insight and judgment.



The Parent-=Child

Initial Interview

A clinician often conducts an initial interview with one or both parents and the child
together. Because children, especially young ones, are so responsive to their environment,
it is rare for a child to be the only individual in distress. It is not unusual for a family, how-
ever, to present one child as the identified patient. A couple of generations ago, the family
assessment was usually carried out by several different professionals. A psychiatrist might
interview the child; a social worker might interview the parents; and a psychologist might
use formal tests to assess the child’s cognitive and emotional capacities.

More typically in recent years, a single professional completes the initial evaluation
and makes referrals for specialized services only when indicated. Because children, parents,
and teachers often tell different stories, it is especially important to obtain information
from multiple sources. Interviewing a parent and child together—or the whole family, when
possible—provides an opportunity to reconcile discrepancies. It may also be therapeutically
beneficial for each family member to hear the others’ concerns. (For obvious reasons, a tra-
ditional family interview is contraindicated in cases of suspected physical or sexual abuse.)

GOALS OF THE PARENT-CHILD INTERVIEW

The family interview is not inherently superior to other types of interviews, but it does have
its advantages. It allows you to get different viewpoints about the problem and to meet all
the players and observe them interacting. The people the child talks about become real in
your mind. When successful, a parent—child interview answers several questions:

1. What family dynamics can direct observation reveal? Some possibilities include the
following:

Enmeshed relationships, in which boundaries between family members are
poorly defined, leading to a low degree of privacy and independence
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Disengaged relationships, in which there is little sharing of communication or
live experiences

Discord/hostility between the parents

A possible alliance between a child and the weaker of two parents
Overprotection of a “sick” child

Scapegoating of a “bad” child

2. How does the family cope? Does it adapt by changing the alignments, boundaries,
or distribution of power within the family to reflect altered circumstances (such as
entry or exit of a member, development of children into adolescence)?

How do family members work together to solve problems?

4. How do they communicate with one another? Does each take a turn, respecting the
rights of others to be heard? Does one member do most of the talking? Or do all talk
at once, seldom listening to what others are saying?

5. How can the family’s decision-making process be characterized? The answer to this
question can run the gamut from authoritarian to democratic to permissive.

6. What cogni