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Preface

ur inspiration for this volume came from David H. Barlow’s influential edited volume

Clinical Handbook of Psychological Disorders: A Step-by-Step Treatment Manual,
now in its fifth edition. Barlow’s volume was one of the first to show how to base effec-
tive clinical practice on reliable research evidence. As a young student, I (C. A. F.) was
exposed to Barlow’s book in my first cognitive-behavioral therapy course, and it provided
me with working knowledge on how to translate research into practice. When I began to
work with real clients, and my need for immediate help became increasingly urgent, this
volume became my go-to resource. As a guide to understanding and treating psychologi-
cal disorders in adults, showcasing evidence-based psychotherapy models, and offering
a step-by-step guide for treatment implementation, the book became the premier source-
book not just for me, but for many trainees and therapists.

What has been lacking in the child and adolescent world is just such a book: an easily
accessible, one-stop resource for understanding the evidence base for clinical treatment
and for explaining how to implement it in a step-by-step fashion. The initial impetus for
this book arose after I was charged with preparing a syllabus for a child psychotherapy
course at Kent State, where I was then an assistant professor. I had assigned seminal
articles for students on the evidence base for therapeutic interventions but couldn’t find
a complementary book that provided the practical information needed to implement evi-
dence-based treatments for children and their families. What I really wanted was a text
that incorporated knowledge about the disorder, offered clear explanations of available
evidence-based treatments, and provided a rubric for how to go about conducting sessions
with children and their parents.

In our collaboration, John and I sought to design a book that would offer just what
I had been looking to provide to my students: a volume that included a review of the
evidence-based treatments available for a range of different child and adolescent disor-
ders, and a session-by-session treatment plan that would be effective for each disorder.
Although working with children and adolescents and their families can be one of the
most rewarding experiences of any clinician’s professional life, the clinical work often
presents what may seem like insurmountable difficulties. We hope this volume will help
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you, the reader, meet the challenges that this work gives rise to and provide you with
effective, evidence-based interventions to help any client who comes to your clinic or
office get back on a healthy developmental trajectory.

Our goal from day one was to recruit an outstanding group of authors with exper-
tise across myriad psychiatric disorders afflicting children and their families. We are
both grateful for the time and effort these authors have put forth. Without hesitation or
exception, we can say that they have exceeded even our grandest expectations and we
cannot thank them enough. We are greatly appreciative to the expert publishing team at
The Guilford Press, most notably Carolyn Graham, who worked with us on nearly every
phase of the production process, and Kitty Moore, Executive Editor. Kitty has been a
constant and enthusiastically contagious champion of this project—never wavering in
her support of this book and what we were trying to accomplish. She contributed signifi-
cantly to conceptualizing, improving, and refining the book’s primary aims and message,
and we look forward to the possibility of working with her again on a second edition! We
greatly enjoyed working with each other and look forward to additional opportunities for
collaboration on other projects.

CHRISTOPHER A. FLESSNER
JOHN C. PIACENTINI
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CHAPTER 1

ntroduction:
Aims and Scope of This Book

Christopher A. Flessner and John C. Piacentini

herapists are increasingly called on to provide evidence-based treatments to the chil-

dren and families with whom they work—and rightly so, since to ignore what the
research tells us means not offering our clients the most effective treatments. Unfor-
tunately, and in spite of this, there are few places to find one volume that translates
evidence-based research into clear guidelines to provide appropriate assessments and
interventions in real-time clinical work.

Few of us have the time to become experts in the evidence-based treatment of each
of the myriad of presenting problems we encounter daily in our professional lives. More-
over, integrating knowledge about the etiology and phenomenology of evidence-based
treatments for these problems and their effective implementation is daunting for even
the most seasoned therapist. This book represents an efficient and multifaceted resource
that covers the broad range of child and adolescent disorders within a single volume, thus
mitigating the need for multiple texts or resources that might otherwise be required by
busy practitioners.

More specifically, our rationale for writing this volume is twofold. First, the con-
stantly evolving science-based changes to our understanding and pathophysiology of psy-
chiatric disorders and problems in childhood and adolescence require an updated, con-
cise, and clinician-friendly overview of those disorders most commonly encountered in
clinical practice. Second, clinical child and adolescent psychologists and other evidence-
based practitioners need an easily accessible, comprehensive, and succinct review of not
only the evidence-based treatment literature for a given disorder or problem but also the
corresponding literature on evidence-based tools for diagnosis and monitoring treatment
progress. Importantly, the chapters in this volume not only guide readers through the
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4 I. AN EVIDENCE-BASED APPROACH TO WORKING WITH YOUTH

details required to evaluate and conduct interventions for both common and less familiar
disorders but also provide an important resource and opportunity for even seasoned ther-
apists to brush up on their assessment and treatment skills. As an example, formal sleep
disorder diagnoses are relatively rare in children and adolescents, yet many treatment-
seeking youth report sleep-related problems. Harvey (Chapter 18, this volume) describes
an easily accessible, evidence-based psychosocial intervention for sleep problems in youth
and identifies appropriate measures to administer during the course of treatment. This
chapter may prove indispensable to both new and experienced therapists who have less
familiarity with clinical approaches to this common problem.

This book presents relevant clinical information in a concise, accessible, and com-
prehensive manner. Most chapters are organized to provide (1) a careful overview of the
clinical phenomenology and etiology of the topic disorder or presenting problem; (2)
a critical review of extant evidence-based assessment and treatment protocols for the
disorder, including evidence related to posited mediators/moderators of treatment effi-
cacy; and (3) a step-by-step description of how one might go about implementing each
evidence-based treatment. We believe this volume will be valuable as both a textbook for
use in training tomorrow’s therapists and as a portable reference for more experienced
therapists in need of immediate guidance. Our goal is to offer a unified text in the child
therapy literature able to convey “what to use” and “how to use it” across the full range
of more common to less common presenting problems.

A FOCUS ON EVIDENCE-BASED ASSESSMENT AND TREATMENT

The central focus of this book is to provide readers with immediate access to the back-
ground and information necessary to effectively help the children and families with
whom they work. We deemed a comprehensive and succinct review of both the literature
supporting the evidence-based assessment and treatment of these disorders to be impera-
tive. In general, the term “evidence-based” is simple enough to understand. Understand-
ing more explicitly what it means and the background behind the establishment of this
“evidence base” is somewhat more confusing. For example, in speaking with their child’s
pediatrician over the years, parents may quickly discover that multiple derivatives of
penicillin exist (e.g., amoxicillin, amoxicillin and clavulanate potassium), all of which
demonstrate evidence in support of their use for the child’s infection. How that evidence
was determined, the strength of those claims, and which is best for that child’s particular
situation may be less clear. The same can be true for readers seeking to evaluate assess-
ment instruments and treatment options for their patients. Our aim in this book is to
make this evaluative process more straightforward.

This book’s approach to defining evidence-based treatments is a familiar one.
The most recent Division 12 (American Psychological Association) Task Force criteria
(Chambless & Hollon, 1998; Southam-Gerow & Prinstein, 2014) have been used to
classify interventions for a variety of child mental health disorders as well established,
probably efficacious, or possibly efficacious, based on the strength of their underlying
evidence base (see Brennan, Murphy, & Flessner, Chapter 2, this volume, for a detailed
description of these criteria). As readers of this text are likely aware, the classification
of an intervention on such a basis is not without its limitations or detractors, including
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perhaps most notably questions about the clinical generalizability of the treatment stud-
ies on which these classifications are based (Chambless & Ollendick, 2001). This system,
or others like it, has provided the backdrop against which recent generations of clinical
psychologists and other therapists have been trained, and which the majority of clinical
researchers use to evaluate the efficacy of therapeutic interventions. These guidelines pro-
vide a common language for professional communication regarding the relative merits of
various interventions for specific clients and clinical presentations. It is for these reasons
that we have asked each of the contributing authors of this book to use the most recent
Division 12 Task Force criteria (Southam-Gerow & Prinstein, 2014; see Brennan, Mur-
phy, & Flessner, Chapter 2, this volume) in their reviews of the extant literature for the
clinical problem area about which they write.

The focus of this book is psychosocial interventions, yet each chapter also includes
an overview of available evidence-based pharmacological treatments in order to pro-
vide a more complete treatment overview of the disorder in question, since many youth
presenting for psychotherapy are currently receiving psychotropic medication or have
past histories with this treatment modality. We also note that combining medication and
psychotherapy has been shown to result in better outcomes than either therapy alone for
some disorders, including anxiety (Walkup et al., 2008), attention-deficit/hyperactivity
disorder (MTA Cooperative Group, 1999), and major depressive disorder (Glass, 2005),
among others. This is not to say that youth presenting for treatment with these disorders
should automatically be referred for medication as a first-line intervention, but rather
that medication may be an option for some patients, depending on presenting character-
istics or should a course of quality, evidence-based psychotherapy not achieve the desired
gains.

In this same vein, we have also asked each of our teams of contributing authors to
review available mediators and moderators, when applicable, of treatment efficacy for the
evidence-based treatments described within each chapter. For some disorders, this review
is necessarily briefer (e.g., tic disorders and trichotillomania; see Houghton, Alexander,
& Woods, Chapter 15, this volume) due to the lack of substantial research within this
area, while the discussion for other disorders (e.g., anxiety disorders; see Kennedy, Mash,
Tawfik, & Ehrenreich-May, Chapter 6, this volume) is more extensive. Given our goal
to provide the best possible care, we need the ability to provide families with the most
up-to-date information regarding all available and evidence-based interventions, and the
specific populations for whom these interventions work best.

Formal criteria for delineating the evidence-based assessment of childhood psycho-
logical disorders do not enjoy the same level of detail as found for evidence-based treat-
ments. As such, this book allows experts in the diagnosis, assessment, and treatment
of various forms of child psychopathology to develop their own conceptual framework
for the evidence-based assessment of a particular problem (e.g., obsessive—compulsive
disorder, substance use) in practice. While this approach may lack uniformity across
disorders, we can rely on the knowledge provided by well-informed therapists about inte-
grating psychometrically sound diagnostic instruments and self-/parent-report measures
to conceptualize a child’s case and inform treatment planning. Each chapter provides an
overview of important differential diagnoses to consider as well. Evidence-based assess-
ment does not stop after the first or second meeting with a child and his or her family. It
is an ongoing process. As such, each chapter provides guidance as to the appropriate tools
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for use in the ongoing assessment of relevant symptoms during the therapeutic process,
thus allowing the reader to identify recalcitrant symptoms and “course-correct” along
the way as needed.

A STEP-BY-STEP TREATMENT MANUAL

How can a therapist with strong training in evidence-based treatments yet limited train-
ing in a particular disorder implement these treatments equally well for the myriad pre-
senting children and families with whom they may work? How can a clinical psychologist
in training gain a fundamental understanding of various evidence-based treatments and,
at the same time, gain insight into how each session is to be set up, what topic to cover in
each session, and how to broach difficult topics with their patients? This book seeks to
answer these questions in a manner that is unique within the child therapy literature by
detailing evidence-based treatment approaches for over 15 of the most commonly occur-
ring presenting problems in treatment-seeking children and adolescents. Developing the
skills and expertise necessary to become an effective therapist and practitioner of these
interventions is a long and arduous process, requiring nearly a decade of time, commit-
ment, and training. Few therapists emerge from this process with the knowledge, skills,
and expertise necessary to help all children and families equally well. A by-product of the
approach taken in the vast majority of clinical psychology training programs is to develop
future therapists that demonstrate core competencies (e.g., science, application, systems)
in the field of clinical psychology. Often, these students obtain some degree of expertise
within a subdomain of the broader field (i.e., anxiety, mood, obsessive—compulsive spec-
trum). Although we wish that it could, this book is not designed to eliminate the need
for this long journey, nor is it designed to make everyone who reads this text an expert
in each topic. Sorry! What this book does provide, however, is a detailed blueprint, in a
session-by-session format, necessary for trainees and seasoned therapists alike to provide
cutting edge, high-quality evidence-based treatment to children and families presenting
with problems or concerns in which the trainee/therapist may be less familiar.

ORGANIZATION OF THE CHAPTERS

We begin each chapter within this book with a succinct macro-level overview of the
disorder in question, followed by a description of treatments meeting criteria as well
established and probably or possibly efficacious according to the most recent guidelines
of Division 12 of the American Psychological Association (Southam-Gerow & Prinstein,
2014). In addition, this review provides information on newer psychosocial interventions
that, while currently lacking substantial empirical support, show promise (e.g., atten-
tion bias training, cognitive remediation). Finally, each evidence-based treatment review
closes with available evidence regarding predictors of treatment response, as well as a
brief overview of evidence-based pharmacological interventions for the disorder in ques-
tion. With this overview in hand, the reader is well positioned to make informed choices
regarding the treatment of choice for his or her patient and how best to make use of this
intervention in practice. What follows is a step-by-step approach to implementing the
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chosen evidence-based treatment. This is the real meat of the chapter. Initially, a thought-
ful and careful description of the core components of each session is provided. An over-
view and description of key treatment components (e.g., cognitive strategies, relaxation,
exposures) are offered alongside important items to consider in administration of these
components and tips for maximizing the success of each skill or tool provided. When
appropriate, evidence-based recommendations regarding the use of key measures, tools,
and/or recording sheets are provided. A scripted transcript of the treatment provides the
reader a session-by-session understanding of how the protocol might actually look in
practice. Throughout this elaborated description of the treatment protocol, authors have
also provided sample dialogue that provides a context for explaining core components
of the intervention and offers insight on how to broach sometimes tricky facets of ses-
sions. For example, authors provide dialogues relating to how exposure tasks might be
explained (e.g., see Kennedy et al., Chapter 6, this volume), why reward programs are
different from bribing (e.g., see Stewart & Freeman, Chapter 17, this volume), and how
to explain to parents their part in a child’s behavior (e.g., see Peris & Schneider, Chapter
10, this volume). It is our hope that, by the end of each chapter, readers are left with a
greater degree of confidence in understanding and tackling a perhaps unfamiliar clinical
problem or simply brushing up on existing skills. The authors contributing to this book
are expert clinicians and researchers in their topic area, and we hope you enjoy and find
this text useful as a “what to use” and “how to use it” guide to evidence-based treatments
for children and adolescents.
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CHAPTER 2

Examining Developmental
Considerations of Evidence-Based
Practices for Youth

Elle Brennan, Yolanda E. Murphy,
and Christopher A. Flessner

A BRIEF HISTORY OF PEDIATRIC PSYCHOTHERAPY

Psychotherapy has taken numerous forms throughout its many centuries-long history.
The more contemporary conceptualizations of psychotherapy as a science and a practice,
however, can be traced back to more recent times (Freedheim et al., 1992), with Sigmund
Freud commonly credited as the father of psychoanalytic theory, and well known for
his work in the treatment of psychiatric maladies in adults. However, the movement
toward the development of child psychotherapy in the 1920s was largely propelled by his
daughter, Anna Freud, and her colleague Melanie Klein. As such, child psychotherapy
really began as a relatively recent extension of prevailing adult therapeutic practices and
concepts.

Prior to the modern era, children were often believed to experience a much more
limited array of psychiatric issues (Achenbach & Edelbrock, 1978). Over time, and with a
recent bloom in the 1980s, however, practice with children has begun to suggest that the
young mind functions quite similarly to that of the adult in many respects. This trend has
most recently been exemplified with the publication of the fifth edition of the Diagnostic
and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association,
2013), in which an empirically supported developmental approach has been adopted for
many psychiatric disorders. Disorders previously thought to be present only in children
are now extended into adulthood (e.g., separation anxiety disorder), and some whose
previous formulations were based solely on research in adults (e.g., posttraumatic stress
disorder) are now being better fitted to youth. Ideally, such shifts will encourage further

8
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research and lead to better understanding of prevalence rates and symptom presentation
for children with various psychiatric disorders.

What early evidence-based work was conducted regarding psychotherapy for chil-
dren was largely anecdotal and conclusions that were drawn relied heavily on individual
case studies. Levitt (1957, 1963) reviewed some of the earlier therapy literature, includ-
ing a few treatment studies with adolescents or children that indicated psychotherapy
was no more effective than the passage of time for the treatment of psychiatric distress
in children. These reviews mapped on to similar findings by other authors, most nota-
bly Eysenck (1960). However, the treatment studies conducted at the time and included
in the reviews were largely faulted with weak methodology, small sample sizes, and
often unclear treatment practices. With the progression of the field over the past several
decades has come substantially increased research effort characterized by greater rigor
and regulation. Moreover, recent meta-analyses have suggested that psychotherapy for
children and adolescents does indeed work (e.g., Weersing & Weisz, 2002). Alongside
this objectivity has come improved understanding of the variety of maladies that children
may experience, including emotional issues, social stressors, behavioral challenges, and
in vivo risk factors, as well as more specific definitions for what constitutes an adequate
evidence base for a given treatment to be considered top of the line.

DEFINING EVIDENCE-BASED PRACTICES

As such, several decades of work have contributed to the defining and regulation of
what constitutes a sufficient evidence base for a given program of psychotherapy. This
has been in line with a larger movement towards scientifically sound evidence-based
medicinal practices (Sackett, Richardson, Rosenberg, & Haynes, 1997, 2000). The first
formal report regarding the movement toward evidence-based practice for psychology
was released in the early 1990s (Task Force on Promotion and Dissemination of Psycho-
logical Procedures, 1995) in an attempt to bring together professionals from a variety of
training backgrounds to establish which psychotherapies from a wide array of theoretical
foundations have recognized value. The Task Force categorized “empirically validated”
treatments by three levels of empirical support in an attempt to better categorize the state
of psychotherapy research at the time: well-established treatments, probably efficacious
treatments, and experimental treatments (see Table 2.1).

Differentiation of the first two categories is based primarily on the number of research
teams that have investigated a given treatment, the level to which a treatment has been
proven superior (e.g., better than wait list, better than placebo), and how well the treat-
ment procedures and participant information have been specified. Treatment outcomes
must also be determined as not being due to chance or alternative confounds such as
the passage of time or participant differences, in order to receive empirical validation.
In contrast, experimental treatments are more broadly differentiated as they are gener-
ally unmanualized and have not yet been found to meet requirements for being probably
efficacious. The use of such practices is often limited to clinical settings and tends to lack
scientific testing. New untested treatments would also fall under this category; however,
the standing of any specific treatment program may improve with further testing and
improved consistency.
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TABLE 2.1. Criteria for Evidenced-Based Practices

Category Criteria
Well-established e Two or more good experiments with between-group designs
treatments demonstrating either (1) superiority (i.e. to pill, placebo, or additional

treatment) or (2) equivalence to an already established treatment.
or

e Efficacy is demonstrated utilizing intervention comparisons in good
multiple, single-case design experiments.

e Experiments utilize treatment manuals or treatments methods are
explicitly detailed.

e Sample characteristics are explicitly detailed.
e Treatment efficacy is demonstrated by at least two different

investigators/teams.
Probably efficacious e Two experiments demonstrating significant superiority to wait-list
treatments control group.

or

o At least one experiment meets well-established criteria; however, all
experiments have been conducted by one investigator/team.

or

e Three or more experiments of single-case design that meet well-
established criteria.

Experimental e Treatments not yet meeting requirements for well-established or
treatments probably efficacious treatments.

Note. Adapted from Chambless et al. (1998). Copyright © 1998 the American Psychological Association.
Adapted by permission.

Several areas of concern have been associated with the evidence-based treatment
movement as well (e.g., Elliott, 1998; Kovacs, 1995; Norcross, 2001; Silverman, 1996).
For instance, the requirement of manualization for well-established and probably effica-
cious treatments may be limited to certain theoretically driven treatment models (e.g.,
behavioral, cognitive-behavioral therapies), and may exclude those that are more dynamic
or individually client-focused. As such, several commonly used psychotherapies have not
been investigated for their effectiveness in such a structured manner. Often methods of
treatment that have been found to be efficacious anecdotally also remain unknown to
the greater psychological community and fail to be disseminated to a wider practice.
Furthermore, psychotherapeutic approaches for children and adolescents are often tested
for a specific malady alone or within a specific age range and not tested for a broader
usage (for review, see David-Ferdon & Kaslow, 2008; Keel & Haedt, 2008). There is also
a considerable amount of research that has compared and contrasted a specific psycho-
therapeutic program against “treatment as usual” (TAU), which is unfortunately often
left unspecified in these reports and may involve a variety of practices with children and
adolescents, often including poorly defined treatments such as play therapies, parent—
child interaction therapies, and attachment therapies. This leaves a great deal of uncer-
tainty as to the level at which a new treatment may actually perform. A greater push for
transparency in descriptions of TAU and novel psychotherapeutic programs may aid in
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such comparisons, and may allow for greater ease in the manualization of such programs,
with contingencies for needed flexibility.

Many factors must be considered in determining the efficacy of a treatment pro-
gram, both with reference to the treatments to be tested and implemented, and the youth
population to be served. As noted earlier, some of the concerns involving the treatments
themselves through past criticisms and can also include factors such as the environment,
assessment of a child’s difficulties, and appropriate packaging (i.e., manualization) of an
effective program. Furthermore, “childhood” as a concept is itself a moving target, with
constant shifts in neurological growth, cognitive ability, regulatory skills, emotional lit-
eracy, and social demands. What constitutes a child versus an adolescent versus a young
adult? Where do the defining lines get drawn and what does this mean for psychologi-
cal assessment and treatment? Such factors create a need for treatments to be mindfully
designed, tested, and applied in age-appropriate and, more generally, developmentally
appropriate ways across childhood and across individual children. What follows is a dis-
cussion of such factors, as well as recommendations for defining and creating evidence-
based practices that take into consideration the broad developmental needs of youth.

COGNITIVE, SOCIAL, AND EMOTIONAL DEVELOPMENT IN YOUTH

Several developmental domains (i.e., cognitive, social, and emotional) are of critical con-
cern within pediatric psychointervention. While abnormalities in these domains are often
noted for hypothesized roles in disorder etiology, normal development in such areas is
equally important within youth intervention. As such, what follows is a discussion of the
impact of normal youth development on pediatric treatment outcome.

Cognitive Development

Youth necessitating psychotherapy present with varying cognitive abilities associated with
both normal developmental stages (e.g., Piaget’s cognitive stages; Piaget, 1971) and patho-
logically induced abnormalities (e.g., misperceptions of ambiguous events as threating in
anxious individuals, increased negative attributions in depressed individuals; Stallard,
2002). Normal cognitive differences may affect a youth’s overall understanding of psycho-
pathology and what is more may alter client insight into pertinent individual difficulties.
Beyond this general understanding of psychopathology, cognitive developmental level is
also likely to have a strong impact on youth’s understanding and ability to engage within
treatment. For example, compared to adolescent clients, young children may demonstrate
limited comprehension of abstract concepts within cognitive-based therapies such as
cognitive-behavioral therapy (CBT; Kuhn, 1999; Quakley, Coker, Palmer, & Reynolds,
2003). Additionally, among youth populations, differences in cognitive understanding may
affect motivation for therapy. Weisz and Hawley (2002) summarized affected domains
of motivational differences within adolescent client populations, including attentiveness,
development of therapist—client alliance, skills acquisition, and application of learned
skills outside of the clinical setting. Somewhat similarly, research has indicated a signifi-
cant correlation between client motivation and treatment outcome, in which lower moti-
vation is related to decreased treatment efficacy (Oliver, Stockdale, & Wormith, 2011).
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As mentioned earlier, CBT is one of the most commonly utilized interventions among
youth and adults, operating on the assumption of active participation of the client in the
exploration of his or her thoughts (Grave & Blissett, 2004). As such, CBT is a plausible
mechanism by which potential effects of cognitive level on treatment outcome may be
hypothesized. Interestingly, the literature overall has indicated that CBT—when appro-
priately modified to developmental level—is an efficacious intervention for several youth
disorders including, but not limited to, anxiety, obsessive—compulsive disorder (OCD),
externalizing behaviors, and autism spectrum disorders (Cartwright-Hatton, Roberts,
Chitsabesan, Fothergill, & Harrington, 2004; Freeman et al., 2007; Scarpa & Reyes,
2011), however research simultaneously demonstrates differences in intervention effi-
cacy relative to client age group (McCart, Priester, Davies, & Azen, 2006; Sukhodolsky,
Kassinove, & Gorman, 2004). For example, a 2000 meta-analysis examining CBT effi-
cacy for antisocial behavior in youth demonstrated positive correlation between age and
treatment effect size, suggesting increased efficacy among adolescents and older children
compared to younger children (Bennett & Gibbons, 2000). Such findings were corrobo-
rated in a review examining developmental considerations in CBT, in which Grave and
Blisset (2004) concluded that children age 11 years and over benefit more from CBT
techniques than do children ages 5-11. Collectively, though cognitions have yet to be
formally identified as the main change component within CBT, such findings suggest
that cognitive-developmental level may play a critical mediating role in the efficacy of
this intervention.

Social Development

A second factor related to youth treatment outcome is social development. Specifically,
a youth’s social-developmental level can affect critical treatment components, including
the therapeutic alliance. For example, similarities and differences in social-developmental
levels of both the client and therapist may affect both method (e.g., talking vs. playing)
and amount of time (e.g., two sessions vs. several sessions) utilized to construct an alli-
ance. As such, a therapist may find it easier building and maintaining a relationship with
clients of one developmental level versus another. Notably, prior research highlights the
therapeutic alliance as both a common component to therapies and a critical contributor
to therapy outcome (Cummings et al., 2013; Lambert & Barley, 2001; Martin, Garske,
& Davis, 2000).

Within the pediatric literature specifically, prior research indicates that while parent—
therapist alliance remains a predictor of treatment outcome, so does child-therapist alli-
ance. In particular, the child—therapist alliance has demonstrated a strong to modest cor-
relation with treatment outcome, in which stronger alliances are associated with increased
treatment efficacy (Karver, Handelsman, Fields, & Bickman, 2006; Kazdin, Marciano,
& Whitley, 2005). What is more, such correlations have demonstrated consistency across
developmental levels and various therapy types (Shirk & Karver, 2003). Considering these
findings, rates in which the alliance is built or hindrance in alliance construction may have
an important contribution (i.e., positive or negative) to youth treatment outcome.

Notably, social-developmental level of the client may also affect treatment outcome
via social support (e.g., peer and family relationships). For instance, considering the
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critical role of family relationships as mechanisms of socialization among youth, social-
developmental levels of these children must be assessed largely within the context of the
family. Research assessing the influence of family relationships on treatment outcome in
both child and adolescent populations indicate worse family functioning and parental
support to be related to poor treatment outcome among youth exhibiting a range of
symptoms including anxiety, obsessive—compulsive symptoms, antisocial behavior, and
histories of sexual abuse (Cohen & Mannarino, 2000; Crawford & Manassis, 2001;
Kazdin, 1995; Peris et al., 2012). Extending from the role of family relationships in
young children, adolescence is highlighted as a period characterized by the formula-
tion of critical peer relationships (Furman & Buhrmester, 1992). To the extent that
these relationships are maintained throughout and subsequent to the therapeutic pro-
cess, these may be considered either beneficial (e.g., peers promoting positive methods
learned in therapy) or detrimental (e.g., peers promoting negative behaviors, noncompli-
ance to treatment, lack of support) to treatment efficacy (Mrug et al., 2012; Weisz &
Hawley, 2002). For example, Dadds and Mc Hugh (1992) assessed the impact of social
support in the outcome of child management and adjunctive ally training among chil-
dren with conduct problems. Results demonstrated both interventions as efficacious and
further showed that responders from either treatment reported higher levels of positive
friend social support compared to nonresponders. Somewhat similarly, Dishion, Poulin,
and Burraston (2001) examined utilization of group therapy in a sample of 130 youth
with problem behaviors (e.g., smoking, teacher-reported delinquency). In brief, results
indicated that deviancy training (i.e., extent to which youth received positive group
attention for problem behaviors) was positively associated with increased delinquency.
Collectively, such results demonstrate the potential impact of various mechanisms of
socialization—depending on developmental level—on client behaviors and subsequently
on treatment efficacy.

Emotional Development

Beyond previously discussed cognitive and social levels, emotional development similarly
serves as an important contributor to youth treatment efficacy. In particular, the client’s
normal emotional developmental stages may affect his or her ability to recognize and
sufficiently express and utilize emotions within therapy. Notably, past research with
healthy youth populations has demonstrated improved performance in emotion match-
ing tasks (i.e., fear and disgust; Herba, Landau, Russell, Ecker, & Phillips, 2006), emo-
tion discrimination, and emotion regulation (Tottenham, Hare, & Casey, 2011) relative
to participant age. Beyond these forms of research, studies have rarely considered the
impact of normal emotional development on youth intervention; however, normal dif-
ferences demonstrated do suggest that this may affect treatment engagement and pace
(e.g., therapists may have to spend several sessions discussing emotions with clients at
lower levels).

Collectively, cognitive, social, and emotional differences in youth development high-
light critical areas of consideration for both general developmental stages and individual
clients. As such, the following sections provide pertinent recommendations for therapists
and researchers within the developmental and treatment domains.
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DEVELOPMENTAL CONSIDERATIONS
IN THE DESIGN OF PEDIATRIC EVIDENCE-BASED PRACTICES

The Issue of Assent

Another striking difference between the research and practice of psychotherapy for adults
versus children is necessary ethical considerations. Informed consent, for example, pro-
vides an opportunity for institute-monitored self-protection in both research and clinical
settings. However, those with diminished capacity to consent, such as children, are argu-
ably the most vulnerable populations. With a general trend toward growth in research
on children and adolescents, the importance and difficulty in defining what exactly is
appropriate and necessary relative to informing minors about psychological research and
treatment cannot be missed. Perhaps the most difficult hurdle of all is that, in many soci-
eties, children are largely powerless with regard to the decisions being made about them.
This creates a dissonance between the intent to do meaningful work with children and
the need to perceive children’s views in an unadulterated way. Much controversy mani-
fests, in that children are largely considered to be vulnerable, incompetent, and in need
of protection from exploitation, which poses questions about whether they are capable
of making decisions about their participation in psychotherapy, as well as contributing
meaningfully to research.

The concept of “child” also largely points to a key relationship—that between the
child and the parent (Morrow & Richards, 1996). While, ethically, parental consent is
still required when children are involved in research and often for treatment, assent is also
commonly documented. Parental consent serves the purpose of protecting the child from
unjustified risks (Rossi, Reynolds, & Nelson, 2003), whereas assent essentially involves a
child’s voluntary agreement to participate, though it may be best understood in the con-
text of parental permission (Denham & Nelson, 2002). Assent does, however, allow the
child to express autonomy and to feel respected by the research process (Vitiello, 2008).
The age at which assent should be sought is constantly under debate. Some find 7 years of
age to be sufficient, though others advise that younger children tend to have poor under-
standing of programs they participate in and children over ages 11-15 tend to have a
much greater understanding of research and clinical procedures (e.g., Rossi et al., 2003).
This poses many methodological and ethical questions regarding the ability of young
children to participate in programs researching and implementing novel treatments.

Researchers and clinicians might also argue that capacity for assent should be viewed
as a continuum that is dependent on psychological age and cognitive ability, and that fac-
tors such as psychological state, physical age, and maturity level should be taken into
account. For example, Lindeke, Hauck, and Tanner (2000) suggest that factors involved
in appropriate understanding of the assent process are related to maturity and mental
competence, and not solely based on biological age. Others argue that a model of auton-
omy is not the best way to conceptualize assent, and that a focus on cognitive ability
should be further developed (Rossi et al., 2003). It is important to keep in mind that chil-
dren’s ability to provide assent may also become compromised by their tendency to trust
adults as supportive and caring authority figures, or because they are afraid to disappoint
or displease adults (Broome, 1999). Various studies have been conducted to determine the
influential power that parents/guardians and researchers hold over children during the
assent process; however, findings have been mixed (Rossi et al., 2003).
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Moreover, while minors are protected under several codes and standards, regula-
tions regarding the form and content of assent are also sorely lacking (e.g., Kimberly,
Hoehn, Feudtner, Nelson, & Schreiner, 2006). The basic elements of informed consent
have provided the central structure for the conceptualization of assent (information,
comprehension, voluntariness). In contrast to the strict provisions set forth for docu-
menting informed consent in adults, however, assent is not legally mandated in most
states (Lindeke et al., 2000). The National Commission for the Protection of Human
Subjects in Biomedical and Behavioral Research set forth initial guidelines for the prac-
tice of assent, but said guidelines were not incorporated into federal regulations (Rossi
et al., 2003). This means the responsibility for determining when and how assent will be
obtained, and what constitutes adequate documentation of assent, falls largely on indi-
vidual institutions (Ungar, Joffe, & Kodish, 2006), allowing for significant variability in
the breadth of information provided and the language used in assent documents between
institutions and perhaps even sometimes within an institution. These are all important
considerations to keep in mind when designing, piloting, and ultimately disseminating
psychotherapy programs for pediatric samples.

Fortunately, work is being done to better standardize the practice of child assent in
order to better protect clients and participants (Rossi et al., 2003). Despite this, more
research is necessary to determine whether comprehension skills or other attributes are
the best method to provide assent and to allow for greater consistency and comparability
between studies, and whether assent needs to be a one-time concern or a starting point in
a continuous process. Whether “age” brackets should be based on biological age or cog-
nitive ability would also need to be determined. Ultimately, ethical and methodological
considerations that apply to psychotherapy research in adults must also apply to that in
children, with special considerations to be made in light of the population. Much of the
research in this area has produced inconclusive findings, thus fueling the need for further
research and development in the area of child assent procedures. Additional work toward
designing, testing, and implementing programs in a flexible and ethical manner could
ease some of the concerns associated with the Task Force’s recommendations, adapting
for both a wide range of ages and autonomy, as well as types of psychopathology.

What Constitutes Developmental Psychopathology?

The boundary between normal and abnormal is an ever mutable, highly derivative line
that draws from current empirical findings, societal trends and expectations, as well as
a given individual’s context, developmental level, and experiences. Because the empiri-
cal study of developmental psychopathology is rather young (Achenbach & Edelbrock,
1978), it stands that many questions remain as to what does and does not constitute psy-
chopathology in youth. Unfortunately, this lack of clarity can place significant limitations
on the progression and implementation of adequate methods of treatment for youth. The
distinction between normal and pathological with regard to psychological functioning
can even be confused within specific symptoms (e.g., Cicchetti & Rogosch, 2002; Siegel
& Scoville, 2000). This is partially due to normative changes and exploration, resulting
in fluctuations in symptomatology based on age. Knowing the norms and developmental
milestones (both positive and negative) that are expected of a given age group is often
necessary to determine exactly what is and is not likely to be psychopathology in a child.



16 I. AN EVIDENCE-BASED APPROACH TO WORKING WITH YOUTH

For example, substance use in a teenager may be representative of poor coping skills or
addiction, or it may indicate more normative experimentation.

There is also evidence of some level of consistency in pediatric psychopathology,
as approximately half of those disorders observed in adolescence have continued from
earlier childhood (Rutter & Shaffer, 1980). It is not uncommon for a specific type of psy-
chopathology to be exhibited differentially throughout the developmental process (e.g.,
disruptive behaviors); this is known as heterotypic continuity (Cicchetti & Rogosch,
2002). The importance of an understanding of heterotypic continuity for all psychologi-
cally minded professionals is further exemplified by the recent developmentally focused
changes in DSM-5 (American Psychiatric Association, 2013). Fortunately, noting early
trends in a child’s behavior can often help to circumvent the development of more serious
pathology later in childhood or adolescence, such as the potential transition from oppo-
sitional defiant disorder (ODD) to conduct disorder (CD). Biological differences between
the sexes also come in to play during the child and adolescent years. Females become
more likely than males to develop depression beginning in early adolescence, for example
(Hankin et al., 1998; Nolen-Hoeskema & Girgus, 1994). While this particular difference
appears to persist into adulthood (Kessler et al., 2003, 2005), the effects of puberty on
the development of psychopathology are robust for both sexes (e.g., Gunnar, Wewerka,
Frenn, Long, & Griggs, 2009; Hayward, Killen, Wilson, & Hammer, 1997; Lahey et al.,
2006; Patton et al., 2004; Rudolph, Hammen, & Daley, 2006). Early detection of signs
of risk (i.e., traumatic experiences, peer rejection) paired with adept intervention has
also been found to be effective for many in staving off the development of psychological
symptoms, or at least preventing the worsening of them.

Such children may benefit from either group or individual psychotherapy, and it is
important to keep in mind that each child comes to psychotherapy with different experi-
ences and a different understanding of those experiences. In the development and assess-
ment of psychotherapy programs for pediatric samples, one must consider the variety of
symptoms with which children may present, and how those symptoms may develop via
multiple pathways. This is known as equifinality. Conversely, the same sort of experience
in a group of children may result in a variety of outcomes, a concept known by the term
multifinality (Cicchetti & Rogosch, 2002). Understanding both of these concepts can
aid in the production of hypotheses regarding the course and presentation of psychopa-
thology in a given child. Researchers and clinicians who seek to develop new methods
or manuals for treating such psychopathology in youth must reflect on such factors as
well. This is particularly important in treatment planning, or in determining how best
to implement a program of treatment for youth with varying levels of functioning and
symptom presentations.

Manualization of Psychosocial Treatments for Youth

Though the Task Force suggested well-established and probably efficacious treatments
be manualized in an attempt to better define and disseminate those practices that are
effective in psychotherapy, this requirement has been met with much controversy (e.g.,
Chambless & Ollendick, 2001). A psychotherapy manual is, after all, more or less an
instruction guide for specific procedures associated with a specific approach to treatment.
More recently, a broader emphasis on the principles underlying a given practice has been
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suggested, rather than a focus on the specific procedures involved (Chorpita, Daleiden, &
Weisz, 2005). A too narrow focus on the detailed procedures of a treatment manual may
cause need for constant revisions and retesting of these procedures, leading to confusion
and wasted resources. For example, some manuals have been designed, written, and tested
for very specific issues in children or adolescents only (e.g., attention-deficit/hyperactivity
disorder [ADHD]), despite the fact that some aspects of such treatments may also prove
beneficial in treating related or commonly comorbid disorders (e.g., ODD). These sorts of
issues may leave clinicians at a loss, leading researchers and clinicians to instead seek to
develop new and entirely untested interventions rather than adapt existing ones.

Interestingly, Chorpita and colleagues (2005) have proposed the creation of a type of
psychotherapeutic practice inventory involving “practice elements.” This method would
devolve the seemingly effective aspects of treatment programs based on coding systems.
Such a database could allow for broader application across a variety of ailments of those
elements that have already proven effective in a specific usage. Concerns also exist regard-
ing inflexibility of manualized programs relative to the particular needs of an individual
client. Despite the fact that most manuals have been created with the expectation that lib-
erties will be taken, such a database could allow clinicians to further utilize their clinical
judgment and try out those aspects of an established therapy that appear most applicable
for a given client. A particular strength of such a formally compiled manualized program,
however, is that it helps keep therapists focused on specific goals and provides a timeline
for therapy, both of which can be helpful when working with a complicated child case.

Many manualized therapies also involve both a therapist guide and a workbook for
the client. While the individual of focus for a given therapy is of primary importance (i.e.,
parent vs. child), keeping any such workbook approachable for both parents and children
of various ages may prove beneficial. Additionally, writing a manual broadly enough to
encompass language and activities that will work with a variety of ages could allow for
greater flexibility within a specific treatment approach. The manualized series created
by Dr. Phillip Kendall to help youth deal with anxiety (i.e., Coping CAT, CAT Project—
Kendall, Choudhury, Hudson, & Webb, 2002; Kendall & Hedtke, 2006) represents an
excellent example of a specific approach to effective psychotherapy that has been broad-
ened to work for a relatively inclusive age range (7-18 years old in this case). Similar suc-
cess has been found with parenting interventions geared toward a variety of behavioral
issues in youth (e.g., Positive Parenting Program [Triple P]—Sanders, Markie-Dadds, &
Turner, 2001). Such adaptive multilevel programs factor in elements such as children’s
age and parenting requirements, for example, their autonomy versus independence. The
concept of autonomy versus independence is particularly important when considering
that many youth are brought to treatment, not always entirely willingly, by a consenting
adult, bringing up the vital consideration of child assent in psychotherapy.

DEVELOPMENTAL CONSIDERATIONS WHEN IMPLEMENTING
PEDIATRIC EVIDENCE-BASED PRACTICES

Identifying and Assessing Dysfunction

Psychopathology in youth may not always present in an overt fashion; rather, a child may
suffer distress internally and give little external indication. The symptoms experienced
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by these youth are often quite common (e.g., fears, social timidity, or withdrawal). Con-
versely, some children and adolescents may present with more obvious emotional, devel-
opmental, or behavioral problems (e.g., lying, fighting, anhedonia). Many issues that are
quite normative at one point in development (e.g., bedwetting) become abnormal and
dysfunctional at another. The key is to discern at what point developmental norms persist
into abnormality. To do this, one must have a solid knowledge of expectations for given
periods of development, typical milestones, and general norms. Therapists must con-
tinually watch for instances of both positive symptoms (e.g., abnormal levels of worry)
and negative ones (e.g., absence of an expected trait or age-appropriate achievement)
across domains of social competence, cognitive abilities, emotional acuity, and physical
growth. Additionally, therapists must be aware of a pediatric client’s levels of autonomy
and dependence when selecting, implementing, and individualizing a treatment program.

Mental illness in children is, after all, a moving target across developmental stages.
Assessing dysfunction in youth, for example, might be dependent on reports from the
child, parents, and even teachers. Parents and teachers may be more likely to provide
consistent feedback; however, technically, they are external observers of the child’s expe-
rience. Depending on the age of a child, self-reported symptoms and functioning may
or may not be plausible. Young children, for instance, may have neither the necessary
cognitive abilities to conceptualize their issues nor the linguistic skills to communicate
their experiences. Generally, relying on multiple informants is likely to provide the best
level of comprehension and assessment of a child’s situation and experiences. Also impor-
tant when choosing a specific manual or psychotherapeutic procedure for a given child
or adolescent is determining what issue is most prominent, and most in need of treat-
ment. Parents and teachers may report on observations regarding behavioral problems,
whereas a child or adolescent may be more likely to report on his or her internal worry
or depression. As youth often present with comorbid diagnoses (Caron & Rutter, 1991;
Merikangas et al., 2011), the ability to best assess for primary concerns and to match an
evidence-based practice to their needs is most necessary. This calls for a strong under-
standing of what psychotherapy is and what aspects of treatment best fit for a given
symptom presentation for youth.

Defining Psychotherapy for Youth

Psychotherapy for children is primarily designated with the purpose of alleviating dis-
tress, reducing maladaptive behaviors, and/or increasing positive/adaptive behaviors.
While often driven by differing theoretical models (Kendall, 2012), psychotherapy for
children and adolescents commonly includes counseling and structured or planned inter-
ventions (Weisz, Weiss, Han, Granger, & Morton, 1995) with the overarching objec-
tive of improving interpersonal or intrapersonal functioning. Psychotherapy for youth
is particularly unique as children are likely to have been brought to therapy per the will
of another, such as a parent or caregiver. As such, children may more often present to
treatment with more easily observable behavioral issues rather than emotional trouble.
However, emotional turmoil may underlay behavioral expressions of dysregulation in
some youth (Eisenberg et al., 2003).

Additionally, parents and children often note different problems (Yeh & Weisz,
2001). Parents may tend to perceive behavioral deficits as due to characteristics of the
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child, whereas children often attribute dysfunction to the context surrounding them (e.g.,
Jones & Nisbett, 1971; Malle, 2006). Parental report can also be influenced by personal
psychopathology, marital discord, life stressors, and the availability of social support (De
Los Reyes & Kazdin, 2005; Kazdin, 1994). Additionally, the goals of therapy are also a
bit different with children and adolescents. Because it is often the parents/caregivers who
are seeking some change, the child’s “goals” (if these exist) might not match up with those
set by the parent(s) and therapist. All of these factors must be considered when approach-
ing psychotherapy for youth.

It is also extremely important when working with youth to consider who the client
is in a given psychotherapy situation: the parent or child. It may often be the case that
parents are bringing reluctant children to therapy who may reject aspects of, if not the
treatment as a whole. This is particularly likely to be the case with treatment manuals
that suggest more highly structured approaches to therapy. Especially with younger chil-
dren, the therapist must carefully balance the importance of rapport with the child while
focusing on the expectations of the parent, all the while bearing in mind what is best
for the child and family. Though complications can ensue (Gvion & Bar, 2014), parents
can play a variety of roles within treatment: acting as consultants, co-clients, and even
collaborators (Kendall, 2012). In other cases, the therapist will work more directly with
parents than with the child. Sometimes it is actually the “parenting” that is in need of
treatment. Programs such as Triple P help to guide parents toward personal behaviors
that can positively impact the behaviors and functioning of the child. Programs that
involve token economies, for example, may prove beneficial across a variety of behavioral
issues (e.g., inattention, disruptive behavior) and may be implemented by the parent or
teacher following adequate training by a therapist. In group therapy setting for youth,
some aspects of treatment may even be delivered by other children. Generally, treatment
in children commonly includes parent, family, and teachers each in some manner (Kaz-
din, Siegel, & Bass, 1990; Koocher & Pedulla, 1977). Finding the right approach for a
given child therapy case is an important step in implementing psychotherapy in an effec-
tive and efficacious way.

Determining the Appropriate Approach to Treatment

Some clinicians may seek to treat a child’s symptoms, whereas others conceptualize a case
by focusing on broader diagnoses. What is more, given frequent comorbidities among
child clients, clinicians may approach treatment utilizing a problem-oriented perspective,
during which treatment targets are prioritized based on relevant criteria (e.g., functional
impairment of symptoms or diagnosis, symptom severity). For example, a child present-
ing with mild anxiety and severe attention difficulties (as a result of comorbid ADHD),
may benefit from initial treatment of attention prior to addressing anxiety symptoms.
Regardless of the conceptual approach utilized, however, several decisions must be made
when determining the best method of treatment for a given child. Ultimately, the needs
of the child and responsible adult must be considered in determining what treatment
approach to choose and which skills are likely to be beneficial. For example, a program
that incorporates increased monitoring may be most beneficial for parents of a child with
conduct problems, while skills to aid in reduction of accommodation and vigilance may
best benefit parents of an anxious child, and thus the child him or herself (e.g., Barmish
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& Kendall, 2005). The age and developmental level of the child also need to be taken into
consideration. For example, reduced monitoring may be appropriate for an 8-year-old
child who has mastered a sense of danger regarding objects such as knives and scissors,
but not for an unruly 4-year-old child.

Depending on the maturity level and presenting problems of a given child, various
types of therapeutic interventions can be employed. Talking, playing, behavioral contin-
gency and reward programs, as well as rehearsing skills and behaviors can be especially
effective in youth. These methods are again impacted by a given child’s previous experi-
ences, level of comfort in treatment, communication style, ability to think abstractly, and
environmental factors, all of which should again be taken into consideration.

Influence of the Environment and/or Context

Last, it is of utmost importance to consider the environmental and contextual factors
at play with any pediatric client. Because youth, particularly young children, are largely
dependent on their parents or caregivers, one can neither expect therapeutic change to
occur within a vacuum nor expect a child to make vast changes on his or her own. Exter-
nal risk factors that influence child outcomes are often present prior to, throughout, and
following treatment. Children also typically lack significant control of other influences,
such as their familial dynamics, their home environment (including housing and neigh-
borhood), their educational opportunities, and sometimes even their selected peer group.
Children with unstable home environments (e.g., little parental supervision, domestic
violence or disputes) may be less likely to benefit from the stability of the therapeutic envi-
ronment because they continuously return to that initial instability. Low-income fami-
lies might also involve parents who are constantly working, which disallows adequate
parental involvement in daily life, as well as psychotherapy. Regardless of the reason,
parents who are unable or unwilling to engage in psychotherapy for their child may also
be less likely to bring their child, leading to poor attendance and attrition from treatment
programs. For instance, 40-60% of children who start treatment terminate early, often
against the advice of the clinician (Kazdin, 1996; Wierzbicki & Pekarik, 1993).

Some children, perhaps particularly adolescents, may be embarrassed or uncomfort-
able facing the risk of stigma from peers relating to psychiatric diagnoses and attending
psychotherapy. It is possible that such children already are presenting with low social sup-
port and may thus disengage from therapy in fear of being ridiculed. In addition to poor
social support, some children of underprivileged families may not have the resources to
engage in therapy fully (e.g., payment for sessions, materials for rewards). Underfunded
school systems may also be less likely to participate in treatment attempts for students
who would benefit from the inclusion of teachers in therapy or monitoring. While many
of these issues exist with adult psychotherapy clients as well, the degree to which children
lack control over such contextual factors must be considered when implementing treat-
ment programs for youth.

Ultimately, there are seemingly endless personal (e.g., social, cognitive) and treat-
ment-based (e.g., assessment, direct implementation) factors to be taken into consideration
with child psychotherapy, including those described earlier. The number and complexity
of such factors may seem overwhelming and deter some psychologists from seeking to
use or improve various psychotherapeutic modalities in the treatment of children and
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adolescents. However, with the guidance of the following recommendations, it is likely
that any well-studied and -practiced researcher and/or clinician can effectively implement
EBPs in his or her work.

RECOMMENDATIONS
For Therapists

Given the previously discussed considerations in treatment design and implementation
(e.g., defining psychotherapy for youth, determining appropriate treatment approaches,
addressing assent), appropriate communication among child, parent, and therapist is
essential. As such, we recommend that initial therapy sessions include a formal discus-
sion addressing treatment focus (e.g., child as the client, presenting symptoms, appro-
priate treatment goals, and planned treatment approach). Such a discussion may high-
light important components of therapy and provide the family with a greater sense of
involvement in the development of the child’s treatment plan. These discussions should
also address additional factors, including child assent (i.e., using age- and cognitively
appropriate terminology and materials), and appropriate boundaries within information
sharing (e.g., information may be disclosed to a parent at the discretion of the client).
Initial discussion of these factors, as well as acknowledgment and processing of differ-
ing perspectives (e.g., appropriately addressing and processing when parent and child
disagree in regard to treatment goals, reaching an agreement regarding information
sharing), may decrease and potentially eliminate future conflicts and misconceptions
between therapy participants. What is more, including children within this discussion
(to an age-appropriate extent) and encouraging child assent may provide youth clients
with an advantageous sense of autonomy and subsequently may increase motivation and
participation in therapy.

The discussion presented herein further suggests that therapists must remain cogni-
zant of normal developmental differences among age groups in general, as well as indi-
vidual clients (e.g., individuals may also fall above or below their age developmental
level). As discussed earlier, when such differences are measured accurately, they may
facilitate proper assessment, as well as treatment implementation. The previously noted
developmental differences also demonstrate the importance of flexibility within psycho-
therapeutic interventions with youth, advocating for the use of developmentally modified
treatments. Unfortunately, early child-oriented interventions were constructed with little
regard for developmental differences between adult and youth populations. Recognizing
these past omissions, recent research has sought to examine the use of developmental
modifications within current and novel treatments. For example, Choate-Summers and
colleagues (2008) discussed the use of a developmentally modified family-based treat-
ment program for children ages 5-8 with pediatric OCD. Specific modifications that
differ from treatment with older children include providing both child and parent with
techniques to understand, manage, and reduce OCD symptoms (vs. focusing on indi-
vidual treatment with older children and adolescents), providing two sessions of psycho-
education to parents prior to child treatment (vs. providing techniques to the parent and
child jointly), appropriately utilizing exposure within developmentally appropriate play
(vs. repeated exposures without play), and incorporating formal parent training within
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therapy (vs. parents included at the discretion of the therapist). Preliminary evidence
supported treatment suitability for young children, highlighting the beneficial use of
developmentally sensitive treatments specifically within cognitive-behavioral therapies.
Such results also corroborate additional research demonstrating the efficacy of develop-
mentally modified treatments for youth (Hirshfeld-Becker et al., 2010; Luby, Lenze, &
Tilman, 2012; Pincus, Eyberg, & Choate, 2005).

Several further recommendations are pertinent to additional, more person-centered
developmental factors (i.e., social, emotional, environmental contexts). First, considering
the previously discussed effects of social development on the therapeutic alliance, ther-
apists may consider differential activities (e.g., discussing developmentally appropriate
interests, play activities) based on developmental level to facilitate the formation of a ben-
eficial relationship. In regard to the social domain, given the dependent nature of child-
hood (e.g., children depending on family for basic needs and support), family relationships
are often recognized as an essential component to child development and treatment. For
example, as discussed previously, family relationships are integral to understanding both
a child’s socialization and home environment. What is more, among child clients, families
are often relied upon in part for a successful therapy experience (e.g., relying on families
to bring the child to sessions, to ensure completion of homework, to provide external
support, to engage in parent sessions). Therapists may consider further addressing and/or
increasing family involvement for client’s in which family domains hinder the therapeu-
tic process (e.g., infrequent attendance due to additional parent engagements, parental
behavior within the home contradictory to therapy tasks/goals) or become relevant to
treatment goals (e.g., a goal may include improving family dynamics, working through
family experiences, recognizing increased independence for an adolescent). Increased
family involvement may be implemented through brief parent discussion (e.g., reserving
time at the beginning or end of a session to discuss the importance of parental involve-
ment and provide information on child’s treatment progress and activities) and/or family
focused sessions (i.e., parent and child attending sessions together or parents attending
sessions individually) during which the importance of family involvement is discussed,
critical family aspects are highlighted, and potential issues are addressed. Notably, given
increased social interaction among adolescents and older clients, therapists may reserve
additional time for the discussion of peer networks in addition to family relationships.
Such modifications may also extend to issues regarding children’s environmental con-
text. For example, increased discussion of peer or family relationships may provide addi-
tional insight into a child’s contextual factors and provide further opportunity to address
such factors (e.g., modifying family components to therapy, addressing issues of stigma
amongst peers, discovering alternative sources of social support).

Therapists may also modify treatments based on clients’ emotional stages. For
example, considering the variability in emotional literacy and expression in children,
therapists may wish to utilize elementary methods (e.g., using a face chart to identify
emotions) among clients at lower developmental levels versus more complex methods
(e.g., relating feelings to thoughts and behaviors, challenging clients’ thoughts) with emo-
tionally advanced individuals. In addition to normal differences among clients, thera-
pists should also maintain knowledge of current research advances within domains of
abnormal development, pathology, and intervention research. Maintaining up-to-date
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knowledge across domains of abnormal development (in combination with factors such
as clients’ characteristics, culture, experiences, etc.) may further facilitate accurate dif-
ferentiation between normal child development and pathology. In relation to interven-
tion, though research in this domain has increased, literature indicates a significant gap
between research findings and clinical practice (Ollendick & Davis, 2004; Weisz, 2000).
Increased communication (e.g., increased publication dissemination between disciplines,
conferences attendance, brief newsletters with research and clinical updates, Web-based
dissemination of evidence-based practices) between researchers and clinicians may pro-
vide additional insight into the overall effectiveness of laboratory interventions and fur-
ther influence future research endeavors.

For Researchers

Consideration of developmental levels in evidence-based intervention with youth sim-
ilarly raises several critical recommendations for researchers. First, and perhaps most
obvious in this domain, further research is necessary to examine the impact of specific
normal developmental levels on child psychotherapy outcomes, particularly in relation to
emotional development. Such research may wish to utilize diverse samples with respect
to demographic variables (e.g., age, ethnicity, socioeconomic status) and treatment inter-
ventions (i.e., cognitive treatments, emotion regulation treatments). What is more, future
research should consider increased utilization of longitudinal methods in the examination
of etiological and maintenance factors of pediatric pathology, as well as mechanisms that
might mediate treatment outcome. Further classification of etiological and maintainance
factors may also provide increased insight into the development of various pediatric dis-
orders and further enable differentiation between normal and pathological developmen-
tal differences. Similarly, examination of mediating mechanisms in treatment outcome
can help identify critical target areas for future treatment modifications (e.g., increasing
emphasis on peer relationships within treatments). Similarly, further research examining
change mechanisms within pediatric intervention is warranted and may contribute to sci-
ence’s understanding of the treatment process, as well as psychopathology overall.

Last, researchers must also consider further investigation in the effectiveness and
efficacy of current child psychotherapy interventions, as well as novel developmentally
modified treatments. The extant literature indicates that while current treatments have
demonstrated efficacy within laboratory settings, effectiveness research within clini-
cal settings is scant (van de Wiel, Matthys, Cohen-Kettenis, & van Engeland, 2002).
Such discrepancies limit true understanding of intervention success within clinical ver-
sus academic settings. Furthermore, as previously discussed, numerous interventions
utilized among disordered youth have neglected to account for developmental differ-
ences between youth populations and original adult samples in which these treatments
were utilized. Identification of critical areas in which current treatments lack and may
be further improved through developmentally appropriate modifications are essential to
optimal treatment efficacy in youth. What is more, research in these domains may help
identify aspects of interventions that are detrimental and/or most suitable for particular
developmental levels, potentially easing therapy selection for clinicians and decreasing
the occurrence of nonresponse to child psychotherapeutic treatment.
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CONCLUSION

Collectively, the discussion topics presented in this chapter demonstrate the importance
of developmental considerations within pediatric evidence-based treatments. Specifically,
such considerations are critical to treatment design, selection, implementation, and out-
come. While the recommendations presented herein provide several potential methods
of tackling and researching developmental differences in treatment among youth, addi-
tional methods targeting these domains are equally plausible. Furthermore, an improved
understanding within these areas may contribute to the formation of more efficacious
interventions, as well as increased understanding of pediatric psychopathology overall.
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CHAPTER 3

Evidence-Based Assessment
and Case Formulation

Katharina Manassis

THE GOALS OF ASSESSMENT

There are many possible goals for psychological assessment of children, from determining
intelligence and educational abilities to evaluating various neuropsychiatric functions, to
exploring vocational interests and beyond. This chapter, however, focuses on assessment
that is helpful in preparation for evidence-based treatment of children. When other types
of assessment are indicated, the reader may refer to comprehensive texts (e.g., Vance,
1997) or consult colleagues with expertise in relevant areas.

Regardless of the focus of assessment, certain best practices have been emphasized
in the field, including adherence to the highest ethical standards when assessing children,
selecting instruments that are psychometrically sound and developmentally appropriate,
developing a collaborative relationship with the child’s family, cultural sensitivity and
freedom from cultural bias in one’s assessment, and awareness of the role of one’s own
emotions in the assessment process (Vance, 1997). Those best practices that are par-
ticularly salient when assessing children prior to treatment are discussed further in this
chapter.

The first essential goal of a treatment-focused assessment is to engage the child and
family in a collaborative relationship that aims to discover the best way(s) to alleviate
the child’s symptoms. Without such a collaborative relationship, the family is unlikely to
engage in treatment, and the child’s symptoms will probably continue. Ensuring that the
assessment venue is comfortable for everyone, engaging in some brief but relevant casual
conversation (e.g., how the traffic was on the way to the appointment, how the child
is reacting to missing school for the appointment), explaining the structure of the visit
(e.g., who will be interviewed first, when any questionnaires used will be administered),
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making empathic comments, and finding out what the child and family are hoping to
learn by the end of the assessment are all ways of making the clinician seem humane and
building rapport at the beginning of the assessment visit. I usually conclude these intro-
ductory remarks by asking for the family’s reaction to the assessment plan (e.g., “How
does that sound to you?”), in order to determine any modifications the family members
might find helpful. For example, allowing a parent to leave briefly to put money into a
parking meter sometimes does more to build rapport than multiple empathic comments.
When the assessment is focused on an adolescent, giving the youth the option of being
interviewed alone first is sometimes a helpful gesture that acknowledges the value adoles-
cents place on autonomy from their parents. When time is short, it is sometimes tempting
to forego the initial, rapport-building conversation, but doing so often results in disap-
pointed clients and limited treatment engagement.

A second goal of assessment is to ascertain the child’s main difficulties and factors
contributing to these in order to plan treatment. Diagnosis and case formulation usually
complement each other in meeting this goal. Most evidence-based treatments are focused
on particular diagnostic groups, so a clear diagnosis is important. Diagnoses also make
it easier for professionals to communicate about cases, may sometimes be used to sup-
port children’s access to resources, and are relatively objective because they are based on
phenomenology (i.e., a description of symptoms) and therefore involve little speculation
on the clinician’s part. However, although a diagnosis often provides a useful picture of
current symptoms, it does not provide information on how those symptoms developed,
what factors may be maintaining them (and might therefore undermine treatment), or
what factors (apart from the proposed treatment) might help ameliorate them. A case
formulation, on the other hand, offers a testable set of hypotheses about factors that are
germane to the development, maintenance, and amelioration of symptoms (reviewed in
Manassis, 2014), and is discussed further in the section on synthesizing information.
Although more speculative than a diagnosis, a case formulation avoids the problem of
“lumping” dissimilar children under the same diagnostic label, considers historical and
contextual information that may suggest ways of tailoring treatment to the individual
child, and is sometimes less stigmatizing than a diagnosis.

In addition to diagnosis and case formulation, functional analysis and the use of
baselines can be helpful in planning treatment. A functional analysis is a detailed descrip-
tion of the main situations in which symptoms occur, focusing on the antecedents of
the child’s symptoms or behavior and the subsequent consequences the child experiences
(Waguespack, Vaccaro, & Continere, 2006; Wightman, Julio, & Virues-Ortega, 2014).
This description allows clinicians to identify common triggers for symptoms and people
in the child’s environment to identify common patterns of response that may or may not
be helpful. It can be incorporated into the overall case formulation or be seen as a separate
“miniformulation” of specific situations that warrant attention in treatment. To identify
situations that merit functional analysis, it is often useful to ask parents about a typical
day in the child’s life (e.g., events before, during, and after school, and in the evening
before bedtime), and report more details about situations where symptoms are evident.
“If T had a video camera at your house (or your child’s school) at this time, what would
Isee?” is sometimes a fruitful question to elicit further details about relevant situations.

A baseline is useful to quantify the main problems prior to treatment in order to
allow monitoring over time (Manassis, 2009). Symptom frequency, duration, intensity,
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interference with usual activities, and the degree of control the child feels over the symp-
toms can all be quantified for situations that occur regularly (usually weekly or more),
then checked every few weeks to detect progress or lack of progress. Small positive
changes can then be used to encourage further effort in treatment, and lack of progress
may signal a need to modify treatment. Repeated administration of standardized ques-
tionnaires (e.g., the Children’s Depression Inventory [Kovacs, 2004] or the Multidimen-
sional Anxiety Scale for Children [March, 2004]) is also used to monitor progress in
some cases.

Some authors have suggested also including measures of treatment readiness in the
assessment (Manassis, 2009; Prochaska & DiClemente, 1984). The client’s motivation to
pursue treatment is an important aspect of readiness (Prochaska & DiClemente, 1984),
and often becomes evident when spelling out treatment expectations. Parents who dis-
agree about the child’s need for treatment, who are engaged in a high-conflict divorce
or custody dispute, or who encounter frequent crises in their lives (e.g., unstable employ-
ment or living situation) may have difficulty successfully engaging in treatment. Parents
who are unsure whether they can bring the child consistently every week, participate
in some sessions (or a part of every session, depending on one’s treatment model), and
support the child’s work between sessions may also have this difficulty. Similar motiva-
tional considerations apply to adolescents who are considering psychotherapy. Younger
children with limited treatment motivation often engage if their parents are committed to
their treatment. Some types of evidence-based treatment have additional requirements.
Successful cognitive-behavioral therapy, for example, requires children to have certain
cognitive and attentional abilities (Manassis, 2009). Therapists can minimize some of
these requirements (e.g., help with reading and writing; provide frequent redirection;
and break sessions into short segments to reduce the need for sustained attention), but
the child must still be able to understand the concepts being taught. By briefly showing
the child a simple exercise from the manual or program proposed, the clinician may be
able to evaluate this understanding. The amount of help a child needs when completing
a standardized questionnaire is also sometimes indicative of the degree of support he or
she will need in a cognitively based therapy.

Finally, the assessment must proceed in an organized and developmentally sensitive
manner that allows adequate time for feedback and treatment-focused discussion with
the child and family (Morris, 2004). Usually, an organized assessment includes both
structured and unstructured elements. Structured elements (e.g., structured or semistruc-
tured interviews, questionnaires) ensure that relevant information is obtained systemati-
cally to avoid missing important facts. Unstructured elements (e.g., having a young child
play with figures that resemble family members; observing family interactions as the fam-
ily is interviewed or as members separate for individual interviews) often provide clues
to treatment-relevant feelings and relationship issues that are not always acknowledged
when children and parents respond to specific questions. In the section “How to Gather
Information” I discuss these issues in more detail. Developmental sensitivity refers to the
need to use age-appropriate language with children, and to tailor the assessment to their
developmental abilities. For example, a preschooler may not be able to attend throughout
a lengthy family interview, and may be anxious about being interviewed without a parent
present. A common compromise is to allow the child to play with toys in the office during
most of the family interview but set aside a short time to engage with the child while the
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parents sit quietly in the background. By contrast, a school-age child is usually invited
to engage in the family interview and is expected to tolerate his or her parents leav-
ing the office to allow for an individual interview, unless there is significant separation
anxiety. As I mentioned earlier, an adolescent may elect to be interviewed alone before
the therapist sees the parents. Flessner (Chapter 2, this volume) discusses developmental
considerations in more detail. Providing feedback and discussing treatment options with
children and families is discussed further in the section “Communicating Findings and
Feedback.”

Below are further descriptions on how to gather assessment information, what infor-
mation to gather, and how to synthesize information and provide feedback.

HOW TO GATHER INFORMATION

The treatment-focused assessment generally consists of interviews, standardized mea-
sures, and collateral information from people outside the family. Each of these modalities
has strengths and limitations, as summarized in Table 3.1. Therefore, they should be
thought of as complementary tools in the assessment process. Assessment requires the
presence of the child or adolescent and at least one parent, though it is ideal if all custo-
dial parents can attend because treatment decisions cannot be made without agreement
among them. Any nonattending custodial parents should, at minimum, be interviewed
by telephone. Some clinicians prefer to see all family members to gain a better perspective
on family interactions. As mentioned earlier, it is important to take some time to set the
child and family at ease and develop a collaborative relationship with them. Next, the
clinician must clearly spell out the order of interviews and administration of measures.
If collateral information is to be obtained, most jurisdictions require the parents’ written
permission to do so and, in the case of older adolescents, the youth’s permission as well.

Interviews

When interviewing, the clinician gathers information from two sources: the verbal
responses of the interviewee(s) and observations. The nature of the interviews used var-
ies somewhat depending on the child’s developmental level, the nature of the presenting
problems, and the usual procedures in one’s clinic. It is important, however, to have the
opportunity to interview children and parents both together and separately. The former
allows the clinician to observe typical parent—child and parent—parent interactions. For
example, some parents immediately speak for the child, others encourage the child to
speak but offer help if the child struggles with a question, and still others order the child
to speak and provide little support if he or she is unable to answer a question. Some fami-
lies do not take turns speaking at all and interrupt each other or become argumentative.
Each of these approaches to the family interview reflects different relationship styles that
may be relevant to treatment success. Separate interviews are important because percep-
tions of children’s difficulties are known to vary widely by informant (reviewed in Miller,
Martinez, Shumka, & Baker, 2014), and some sensitive information is disclosed more
readily in private. For example, adolescents are more likely to answer questions about
sexuality or substance abuse honestly when their parents are not present; young children
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TABLE 3.1. Strengths and Limitations of Various Assessment Modalities

Modality Strengths Limitations
Clinical interview e May reveal treatment motivation, e Not systematic, so risk of missing
family dynamics, and other important facts.

issues not necessarily revealed in =~ 4

at - Risk of less vocal members being
response to specific questions.

neglected in family interviews.

Structured/ e Systematic and thorough, so low e Can seem rigid or tedious to

semistructured risk of missing important facts. some interviewees, jeopardizing

interview rapport.

Questionnaires e Efficient way of screening for, ¢ Differences among informants
collecting data on, or monitoring are common and may make
targeted symptoms. results challenging to interpret.

¢ Quantifying symptoms allows
comparison to norms.

Behavioral e Provide important information e One should not assume that
observations on child’s mental status. observation at a single time
e May reveal treatment motivation, point necessarily reflects typical

family dynamics, and other behavior for that child/family.

issues not necessarily revealed in
response to specific questions.

Collateral e Provides environment-specific e Gathering such information
information reports on child behavior. requires family and (in older

e Facilitates coordination of care teens) youth permission.

among professionals.

are more likely to disclose being abused or bullied or witnessing domestic violence when
seen individually; parents are more likely to reveal family secrets, marital problems, or
personal mental health problems when their child is not present.

As mentioned earlier, the order of interviews is somewhat age-dependent. Adoles-
cents sometimes prefer to be interviewed alone first, although there are exceptions, so
it is always worth asking about this preference. Younger children are often interviewed
with their parents first and alone later, with the clinician recognizing that the child’s
participation in the family interview may be limited in very young children. In this case,
the child may become tired of talking and play with toys in the office while the clinician
interviews the parents. However, this fact should be relayed to the child (i.e., “T will be
asking your parents some more questions about you, and you are welcome to play if you
like”), so that it is clear that the child is not being deliberately ignored. The clinician may
elect to start with the parent interview if the child is very upset or resistant to coming
into the office, or if the parent requests it (usually because of a desire to avoid answering
certain questions in front of the child).

Parents may have implicit hopes or expectations regarding the outcome of the assess-
ment that are worth exploring at the outset. One could ask, for example, “What do you
hope will happen after today’s meeting?” or “What do you think would be most helpful
for your child?” The answers can help clarify parents’ expectations of mental health care
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and readiness to engage in treatment. Some parents are seeking recommendations rather
than ongoing therapy for their child; others expect therapy; and still others bring their
child expecting a specific type of treatment. For example, in my own practice, I often see
parents who insist that their child needs cognitive-behavioral therapy, even if the child
is not a good candidate for this treatment. Talking about these issues openly early in the
assessment can often avoid hurt feelings at its conclusion.

There are a number of standardized interviews that address common diagnoses in
children, and the choice often depends on the focus of one’s clinic (e.g., anxiety clinics
often use the Anxiety Disorders Interview Schedule [Silverman & Albano, 2004]; depres-
sion-focused clinics may use the Schedule for Affective Disorders and Schizophrenia for
School-Age Children [K-SADS; Kaufman, Birmaher, & Brent, 1997]), time constraints,
and clinician familiarity with a particular interview, as well as psychometric consider-
ations. In any case, if a structured diagnostic interview is used, it is important to explain
the nature of this interview at the outset. For example, the clinician can say, “I will ask
you a series of specific questions about problems you may have observed in your child.
Later, there will be time to discuss your concerns about (child’s name) more generally,
but for now please answer only the questions asked.” Without such an explanation, the
interview process can seem rather cold or lacking in empathy. If an unstructured inter-
view is used, the clinician generally starts with open-ended questions about each person’s
concerns, then moves on to more specific questions based on their responses. It is impor-
tant to engage everyone in the room in this process, to avoid neglecting less vocal family
members.

In addition to clarifying the diagnosis, interviewers should inquire about risk and
protective factors in relation to the child’s symptoms, as these will eventually be syn-
thesized into a case formulation. A useful framework for exploring these systematically
is provided by George Engel’s biopsychosocial model (Engel, 1977), which has recently
been broadened to include a fourth, cultural/spiritual dimension (Skinner, 2009). One
wants to explore each of the four aspects of the model, its relationship to the child’s dif-
ficulties, and its evolution over the child’s lifetime. Each aspect is discussed further (see
the section “Key Information to Gather”).

Observations of the child are used to evaluate his or her mental status (reviewed in
Tomb, 2008). For example, one can note abnormal movements (e.g., tics); unusual manner-
isms (e.g., stereotypies that commonly occur in autism); tense or relaxed facial expression
and body posture; and restlessness (common in attention-deficit/hyperactivity disorder
[ADHD] and some forms of anxiety) or very slow movements (common in depression).
The rate, prosody, and clarity of speech are also important. For example, tone of voice
may be unusual in children on the autistic spectrum, mood disorders can slow or acceler-
ate the rate of speech, and articulation problems may result in embarrassment or teasing
of the child at school. The child’s vocabulary may provide a clue as to cognitive function-
ing, but it can also reflect shyness, the education level of family members, struggling with
a new language, or (in the case of stilted or precocious vocabulary) a lack of awareness
of social norms. The child’s responses to open-ended questions can vary from silence
(in children who are defensive or overly self-conscious) to very detailed, circumstantial
descriptions (in children who are either unfocused or anxious to include a lot of infor-
mation). Losing track of questions entirely or talking about unrelated matters is a very
concerning sign, as it may indicate thought disorder. Some defiant children, however, can
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also provide unusual answers or deliberately avoid answering questions. Distraction by
noises or objects in the office is common in children with ADHD; distraction by internal
stimuli is common in some children with autism. No single observation is diagnostic,
but taken together the observations provide clues to the nature of the child’s difficulties.

The emotions expressed during an interview are often worth noting as well. For
example, a child may say that something is not upsetting but avert his or her gaze, or
shift uncomfortably in his or her chair when asked about the issue. In this case, the child’s
body language is more informative than his or her words. The predominant emotion and
variations in emotional expression are also important. For example, persistent sad or
irritable mood may be a sign of depression; mood lability may indicate mania. However,
children’s emotional reactions to the clinician may also mirror their typical reactions to
their parents. Thus, children raised by critical parents may try to appease the clinician;
those in conflicted parent—child relationships may be defiant.

One’s own emotional reactions to children or parents can also be informative.
Although these reactions may relate to personal biases, some children and parents con-
sistently elicit certain reactions from those around them. It is often worth asking oneself,
“How would I react if I were the teacher, parent, or peer of this child?”; “How would I
react if I had to live with this person as my parent or my spouse?”; or “How would I react
if I were a teacher dealing with this parent?” The answers sometimes elucidate interper-
sonal processes that can contribute to children’s problems or ameliorate them.

When two or more people are interviewed together, the clinician may observe inter-
actions among them that reflect aspects of their interpersonal relationships. Such obser-
vations may include small gestures that indicate like or dislike of another person, signs
of deference to another person, and various communication styles. From these observa-
tions, clinicians can learn about family factors relevant to the child’s difficulties or to the
chances of successful treatment. For example, they may learn about the degree of power
various people exert in the family, closeness and trust in family relationships, the ability
of family members to respect others’ psychological boundaries and points of view, the
degree of structure versus flexibility that is usual in the family, people’s usual way of
handling strong feelings, and the overall problem-solving style of the family. There are
many different styles of family interaction that can support or interfere with children’s
healthy development (reviewed in Skinner, Steinhauer, & Santa Barbara, 1983), and
support or interfere with successful treatment. One cautionary note about behavioral
observations: All children and families occasionally have an “off day” on which their
behavior is atypical. Thus, observations at a single time point may not necessarily reflect
usual behavior.

Questionnaires

Questionnaires are often an efficient way to gain structured, normative data about tar-
geted child symptoms and functioning. Measures providing the greatest evidence base for
specific disorders and problems (e.g., child anxiety, depression) are described in greater
detail in other chapters in this text. If questionnaires are to be part of the assessment,
it is helpful to indicate when there will be time to complete them. Usually, parents have
time to complete questionnaires during the child interview, and children have time dur-
ing the parent interview. Young children may need assistance with completion, though,
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because they may struggle with reading the questions or with understanding some of the
concepts, so having a clinician available to clarify questions for them is advisable.

Needless to say, there should be a clear purpose for administering every question-
naire used. When large packages of questionnaires are administered routinely, they can
become tiring for children and families, sometimes resulting in invalid responses or
adverse effects on the therapeutic relationship. To choose the best questionnaire for a
particular situation, consider its main purpose, as well as its psychometric properties
and age- and cultural appropriateness. That purpose may include screening for problems
when there is limited time to explore these during interviews (e.g., broad-spectrum ques-
tionnaires such as the Child Behavior Checklist [Achenbach, 2012] or the Strengths and
Difficulties Questionnaire [Goodman, 1997]), augmenting interview information (e.g.,
some children are reluctant to disclose certain information to interviewers but reveal
it on questionnaires), quantifying the degree of difficulty a child experiences in a par-
ticular area relative to established norms (e.g., the Multidimensional Anxiety Scale for
Children [March, 2004]; the Children’s Depression Inventory [Kovacs, 2004]), monitor-
ing change in a particular area over time (and sometimes in relation to treatment), and
measuring or comparing symptoms across different environments (e.g., administering an
ADHD-specific questionnaire to parents regarding the home environment, and to teach-
ers regarding the school environment).

Questionnaire results must be interpreted in the context of other assessment infor-
mation, and one cannot make a diagnosis based solely on questionnaires. For example,
some defiant or emotionally unaware children deny their symptoms, yet show consider-
able impairment based on parent or teacher report. In this case, the child may meet diag-
nostic criteria despite a subclinical questionnaire score. Conversely, an anxious child may
endorse many symptoms on a standardized anxiety questionnaire but show little or no
impairment in relation to these symptoms. In this case, the child may not meet diagnostic
criteria despite scoring in the clinical range on the questionnaire.

When parents and children both complete questionnaires, discrepancies between
parent and child report are the rule rather than the exception (reviewed in Miller et al.,
2014). Reasons for these discrepancies may include children’s or parents’ difficulty read-
ing or comprehending the questions (hence possibly the need to assist with completion);
children’s minimization or exaggeration of their symptoms (because of defensiveness,
oppositionality, anxiety, or a desire to avoid or obtain help); parents’ minimization or
exaggeration of their children’s symptoms (for similar reasons); parents’ difficulty evalu-
ating certain symptoms because they pertain to the child’s inner world; and children’s dif-
ficulty evaluating certain symptoms because they pertain to others’ perceptions of their
behavior. Sometimes these discrepancies can be informative. For example, a high level of
symptoms by child report relative to parent report can indicate a highly distressed child,
a lack of parental empathy for the child’s distress, or both. A low level of symptoms by
child report relative to parent report can indicate a defensive or oppositional child, an
overly anxious parent, or both.

Collateral Information

Information from sources outside the child’s immediate family is often important in
mental health assessment. One reason for this is that children’s behaviors may differ
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depending on the child’s environment. Thus, a child could be quite well mannered at
school but difficult to manage at home. Alternatively, some children exhibit abilities in
the home environment (where they typically feel safe) that they do not exhibit at school
(where they may be more inhibited). Still other children appear competent or even mature
when assessed by adults but may struggle with peer interactions. Therefore, it is impor-
tant to obtain information about the child’s functioning at home, at school, and with
peers. Teacher observations of the child, both in the classroom and during lunch or break
times, are often especially helpful in assessing the impact of a child’s mental health prob-
lems on academic and social functioning. Attendance records and report cards can pro-
vide further information on the child’s school functioning. Not all clinicians are able to
leave the office to observe children directly in class or on the playground, but if available
this opportunity should be pursued in addition to the previously decribed sources of
information.

A second reason to obtain collateral information is to coordinate care across multiple
professionals. At minimum, it is important to obtain information from the family doctor
or pediatrician to ensure that medical etiologies for the child’s problems have been ruled
out. These physicians may also have valuable insights regarding the child’s development
or family functioning, often having followed the child for a number of years. If the child’s
symptoms had a sudden or unusual onset, medical information is particularly important
because this pattern may indicate an organic etiology or traumatic event. The new onset
of psychotic symptoms always warrants detailed medical investigations.

Talking to previous mental health practitioners is also important to avoid duplicat-
ing services and to determine past obstacles to treatment success, so these can be avoided
in future. Discussions with current mental health practitioners often avoid “many cooks
spoiling the broth” and ensure that the child and family receive consistent messages
about how to address problems. Response to past developmental interventions (e.g.,
occupational therapy, speech therapy) is often relevant to mental health care, so reports
about these are important to obtain as well. Developmental problems may also affect
self-esteem, academic functioning, and peer relationships, so it is important to gauge
their severity and impact on the child’s life. Regardless of the professional in question,
however, the parents (and, in older adolescents, the teen as well) must consent to one’s
communication with the other practitioner.

KEY INFORMATION TO GATHER

Information is gathered in order to further the goals of assessment. Therefore, the clini-
cian gathers diagnostic information, and information relevant to case formulation and
functional analysis and baselines. Gathering information relevant to diagnosis, func-
tional analysis, and baselines was described earlier, so in this section I describe informa-
tion needed for a comprehensive case formulation. Since first described by Engel (1977),
the biopsychosocial approach to case formulation has been widely used in medicine and
mental health care. This model advocates examining a variety of biological, psycho-
logical, and social factors that might contribute to the client’s presentation or amelio-
rate symptoms, as well as the interactions among these factors. In the last decade or so,
many authors have advocated adding a fourth, cultural/spiritual dimension to this model
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(Skinner, 2009). T now describe key information pertaining to each dimension, which is
summarized in Table 3.2. Then, I provide an example to illustrate the process of case for-
mulation. A more detailed description of case formulation with children and adolescents
can be found in my book Case Formulation with Children and Adolescents (2014).

Biological Information

Biological risk and protective factors can be constitutional, related to the effects of ill-
ness or substances on the brain, related to the psychological effects of illness, or related
to lifestyle.

Constitutional factors may include a family history of mental illness, child tempera-
ment, and common genetic or chromosomal differences that affect the developing brain.
When inquiring about family history, one should distinguish between psychological prob-
lems in the immediate versus extended family. In the immediate family, it is important to
determine when the problems occurred in relation to the child’s development, in order to
assess their impact. For example, maternal depression during a child’s infancy may result
in disturbances in parent—child attachment (Rutter, 1995), whereas during adolescence,
it may result in the child being given developmentally inappropriate responsibilities in
the family. Information on the extended family is useful when evaluating the child’s risk
for specific disorders, and it may also reveal parental fears about the child’s future. For
example, a parent may fear that a child is “just like his or her schizophrenic aunt/uncle”
and will suffer the same fate, and be reassured when provided with accurate information
about this risk. Information regarding the child’s early temperament may predict risk of
certain disorders (e.g., behaviorally inhibited temperament increases risk of social anxi-
ety; reviewed in Cremers & Roelofs, 2016) and also help identify mismatches between
parent and child temperament. For instance, an active, rambunctious child might be
perceived as difficult and unruly in a family of intellectuals but be perceived in a more
positive light in a family in which the parents also have a high activity level. Finally,
there are several genetic or chromosomal syndromes that can affect children’s psycho-
logical development. Down syndrome (also called trisomy 21), fragile X syndrome, and
DiGeorge syndrome (also called 22q11.2 deletion syndrome) are common culprits (Skuse
& Seigal, 2010), though there are many more. When psychological problems occur in
the context of delayed cognitive development, concurrent medical problems, or unusual
facial features, these syndromes should be suspected and investigated through genetic
consultation. Furthermore, the role of gene—environment interactions in mental health
has received research attention recently and will likely be of increasing relevance to case
formulation in future. Because of these interactions, some genetic variants are only con-
sidered risk factors in the presence of certain environmental risks. For example, the short
allele of the serotonin transporter gene is considered a risk factor for depression only in
the presence of child maltreatment (Dodge & Rutter, 2011).

When evaluating possible effects of illness or substances on the brain, it is important
to obtain both prenatal and postnatal information on the child’s health. Inquire about
the child’s health at birth, pregnancy or birth complications, and exposure to substances
during pregnancy (e.g., alcohol, tobacco, street drugs). Fetal alcohol effects are, unfor-
tunately, a particularly common factor contributing to cognitive and behavioral diffi-
culties in children and youth (Ethen, Ramadhani, & Scheuerle, 2008). Delays in early
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TABLE 3.2. Common Topics of Inquiry in Case Formulation

Biological aspects

e Family history of mental illness

e Child temperament

o Genetic or chromosomal abnormality (only if cognitive delay, facial difference, concurrent
medical problem[s])

e Pregnancy or birth complications

Substance use during pregnancy

Developmental delays

Illnesses or accidents requiring hospitalization (esp. head injury)

Medications taken regularly

Substance abuse

Rapid or atypical onset of psychological symptoms

Chronic illnesses or medical conditions (e.g., anaphylaxis)

Disability and age of onset

Management of illness or disability

Eating, sleeping, exercise, and media routines

Aptitudes, abilities, and perceived strengths

Psychological aspects

e Pregnancy planned or unplanned

e Early parent—child attachment, including parental trauma/psychiatric history
Extended separation(s) from parent/foster care

e Development of independence from parents (e.g., day care, kindergarten)
Adjustment to sibling(s)

Peer relationships (preschool to present)

Self-regulation (preschool to present)

Adaptation to school entry

Current cognitive development relative to peers

Current psychosocial development relative to peers

Coping style when stressed

e Psychological strengths

Social aspects

Stressful events preceding symptoms

Major life changes

Child relationship with each parent

Sibling relationships and how managed

Family conflict

Parental psychopathology

Parenting style of each parent, including cultural norms

Previous parental attempts to help child, including circular interactions
Previous parental experiences with child mental health professionals
Child and family activities outside of school; community connections
Family financial status

Family experiences of discrimination or other social disadvantage
Child’s daily school experience

Child’s academic performance and school attendance

Friendships and how close

Popularity among peers

(continued)
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TABLE 3.2. (continued)

e Bullying, including cyberbullying
e Home and school communication, and key school personnel
e School supports

Cultural/spiritual aspects

Family identification with any particular cultural or spiritual tradition

Parents’ understanding of child symptoms in cultural/spiritual context

Parents’ treatment expectations in cultural/spiritual context

Child agreement—disagreement with parents’ understanding and treatment expectations
Culture-bound syndromes (only if atypical presentation)

Spiritual/cultural coping practices

motor or verbal development are another important clue to possible neurological prob-
lems impacting the child’s presentation. To screen for current medical problems affecting
the child’s presentation, inquire about illnesses requiring hospitalization, medications the
child requires on a regular basis, substance abuse, and significant head injuries. Also,
suspect such problems if psychological symptoms have abrupt onset, associated medical
symptoms, an atypical presentation (i.e., one that is inconsistent with previous tempera-
ment or developmental course), are unresponsive to environmental change, or occur at
night while the child is sleeping (reviewed in Tomb, 2008). For example, a rapid onset of
depression in the absence of psychosocial stresses may relate to anemia, low thyroid lev-
els, or infectious mononucleosis; sudden anxiety in a previously well-adjusted child may
indicate exposure to a new medication or drug (e.g., certain asthma medications; energy
drinks containing caffeine), high thyroid levels, or exposure to a traumatic event.

The psychological effects of illness vary depending on whether illness is acute or
chronic, the degree and timing of associated disability, and its predictability. Acute ill-
nesses that are serious and unpredictable are often very anxiety provoking. For example,
anaphylactic reactions, asthmatic attacks, and seizures often result in anxious avoidance
of situations associated with the event, even if these are low risk (Monga & Manassis,
2006). Disabling conditions have different effects on children depending on when they
occur during development (reviewed in Simeonsson & Rosenthal, 2001). Congenital or
early-onset disabilities may drastically alter children’s developmental course and families’
perceptions of their potential, but emotional adaptation to new disabilities can be very
challenging for older children. Chronic illness management often becomes a source of
stress for families, particularly as children enter adolescence, when they may assert their
autonomy by becoming noncompliant with illness management routines.

In some cases, illnesses affect the brain directly but also have psychological sequelae.
For instance, a significant head injury may have an adverse effect on a child’s ability to
regulate emotions and to do schoolwork (direct effects). However, the need to adapt to
decreased academic performance may adversely affect self-esteem, and parental attempts
to protect the child from further injury may result in parent—child conflict (psychological
sequelae).

Lifestyle factors such as eating, sleeping, exercise, and media exposure habits may all
contribute to psychological well-being or ill health, so these are worth assessing. If there
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has been a recent loss of weight or failure to gain weight appropriate to growth, specific
questions about eating disorders are also indicated. Mild forms of some psychological
problems (e.g., mild anxiety, mild irritability or low mood) may respond to improve-
ments in lifestyle, and such improvements often prevent further physical problems as
well. For example, limiting “screen time” and increasing aerobic exercise may improve
mood and also decrease the risk of childhood obesity. Thus, assessing lifestyle factors
routinely allows clinicians to make recommendations that may improve children’s mental
and physical health.

Constitutional and lifestyle factors may also represent a source of strength or resil-
ience for some children. Specific talents or abilities, a pleasant appearance, intelligence,
being seen as good-natured or easygoing, sociability, or being a desired child can all con-
tribute positively to psychological development, as can a healthy, athletic lifestyle.

Psychological Information

Normative psychological development was discussed by Flessner (Chapter 2, this vol-
ume), so the following is a relatively brief overview that is pertinent to assessment.
There are many different theories about children’s cognitive and emotional develop-
ment, but they generally agree that young children are highly dependent on their family
environment to support healthy psychological growth. As children mature, school influ-
ences, peer influences, and the larger social environment become increasingly salient, but
family influences predominate initially. Therefore, inquiring about early family experi-
ences is essential to a thorough assessment. Beginning with prenatal factors, clinicians can
ask whether the child was the product of a planned pregnancy, as unplanned pregnancy
can both contribute to parent—child relationship difficulty and cause financial, logistical,
and emotional problems in the family. Parent—child attachment has been linked to many
psychological outcomes (reviewed in Rutter, 1995), so it is worth asking about this fac-
tor. Children with suboptimal attachment styles also may have difficulty trusting adults,
potentially affecting the therapeutic relationship in treatment. Asking about the parents’
experience with the child as an infant and toddler (e.g., “What sort of baby was he or
she? How did he or she make you feel as a parent?”) is often a good way to broach the
subject of attachment. More detailed inquiry is indicated with parents who suffered from
psychological problems when the child was young, or who have a personal history of
trauma or abuse because these factors often relate to disorganized or suboptimal attach-
ment. Foster care placement(s) in the early years can also adversely affect attachment.
Beyond infancy, children are expected to develop a number of emotional and inter-
personal abilities. The ability to cope autonomously when separated from parents, to
play both independently and with peers, to adapt to the arrival of a sibling, to follow
rules and routines, and to manage transitions and changes in routine are some com-
mon preschool challenges. At school age, the need to meet academic requirements and
to tolerate comparisons with one’s peers during tests and other performance situations
is added to this list. A host of cognitive and emotion regulation abilities contribute to
school performance. In adolescence, expectations increase further as youth try to develop
greater autonomy from their families, develop unique identities, and begin to venture into
romantic relationships. Brief questions that may elicit information relevant to psychologi-
cal development from parents include the following: “Is there anything your child can’t
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or won’t do that other children of the same age do?”; “Are there any things you believe
your child should be able to do but is not doing?” Sometimes these questions also prompt
helpful discussions of realistic or unrealistic parental expectations at different ages. For
example, expecting a preschooler consistently to refrain from teasing his or her sibling is
probably not realistic. To elicit strengths, one can ask: “What does your child do well or
take pride in?”; “What do you admire about your child?”; “What do you like about your
child?”; “What do your child’s teachers or friends like about your child?”; “What does
your child enjoy?”; “What do you enjoy doing with your child?”; “What does your child
enjoy doing without you?”

Cognitive development interacts with emotional development, and often aids one’s
understanding of children’s emotional difficulties. For example, a preschooler may not
be able to work on a particular behavior daily to obtain a reward on the weekend given
his or her limited understanding of time; the recognition that death is permanent occurs
around age 8 and sometimes triggers separation anxiety; being ahead or behind one’s
peers cognitively can affect academic performance and therefore self-esteem. Further
details on expected cognitive milestones are reviewed in a book by Berk (2012).

Constitutional factors, cognitive development, and emotional development further
interact as children develop styles of coping with adversity or negative emotion. Coping
and emotion regulation have been identified as important transdiagnostic elements of
assessment (reviewed in Compas, Watson, Reising, & Dunbar, 2014). Modifying coping
styles or expanding a child’s repertoire of coping strategies is also a common focus of
intervention, so some initial assessment of coping style is often worthwhile. For example,
anxious children typically engage in avoidant coping, which exacerbates their anxiety;
depressed youth often withdraw from social interactions resulting in isolation, which
further exacerbates their low mood. Parental responses to the child’s attempts to cope
may also merit attention, as these responses may affect coping style and amplify or reduce
distress. For example, parents of anxious children often inadvertently reinforce avoidant
coping (Barrett, Rapee, Dadds, & Ryan, 1996), reducing child distress in the short term
but perpetuating avoidant coping, resulting in increased child anxiety over time. Recent
findings suggest that disengagement coping (cognitive and behavioral avoidance, denial,
wishful thinking) is generally less adaptive than other styles and may therefore merit
particular attention (Compas et al., 2014).

In summary, cognitive, emotional, and interpersonal factors, and the interactions
among them, can all contribute to children’s psychological difficulties, and can all repre-
sent sources of psychological strength. It is important to assess these in the context of the
child’s environment and his or her development.

Social Information

There are myriad social factors that can influence child development, but to succinctly
and systematically assess these, it is often helpful to ask about children’s home life, school
life, peer relationships, activities outside of school, and stressful events. Stressful events
include those events that occurred just prior to the onset of symptoms, and events at any
point in the child’s life that were either perceived as traumatic or represented signifi-
cant life changes (e.g., a household move, change of school, parental separation, parents’
remarriage). I now discuss key points regarding home, school, and peer environments.
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Children and parents each provide different perspectives on the home environment.
Children are often less guarded than parents about disclosing family conflict and other
negative family interactions, as parents may “put their best foot forward” when speaking
to the assessing clinician. Asking children about their level of comfort talking to each
parent can introduce a discussion of parent—child relationships, including any aspects of
parents’ behavior that may be frightening or abusive. Conversely, asking about activities
the child enjoys with each parent or with the family can introduce a discussion of posi-
tive aspects of home life. Most children acknowledge some sibling rivalry, but it is worth
inquiring about its extent (e.g., whether any sibling has been significantly hurt) and the
parents’ typical response (e.g., even-handed vs. blaming one child consistently).

Parents can provide valuable information about factors influencing behavior toward
their children, and about challenges the family may be facing within the community and
society at large. Elicit information about parental psychopathology (or “trouble with
nerves” or “emotional issues” in layman’s terms), aspects of parenting perceived to be
difficult (both in general and specifically with this child), cultural norms for parental
behavior, and similarities or differences between spouses in parenting style. Asking about
previous parental attempts to help the child with his or her difficulties often reveals fur-
ther information about parenting challenges.

With respect to child psychopathology, some typical parenting patterns identified
include neglectful/punishing parenting associated with child delinquency (Hoeve et al.,
2008); overprotective or overly controlling parenting associated with childhood anxiety
disorders (Hudson & Rapee, 2001); and parental rejection or lack of warmth associated
with childhood depression (Magaro & Weisz, 2006). However, these patterns do not nec-
essarily originate entirely with parents. Rather, circular interactions often occur in which
parent and child behavior become mutually reinforcing. For example, anxious children
may appear more vulnerable than the average, eliciting protective behavior from parents,
which in turn prevents the child from facing feared situations, resulting in further child
anxiety. Identifying such patterns so that alternative behaviors can be found is usually
more helpful than blaming either parents or children. Because parents are not always
aware of these patterns, they must sometimes be identified through clinician observation
rather than questioning (see the earlier section on interviews).

Parental experiences with previous child mental health professionals are often worth
exploring. Asking about these experiences can elicit family patterns of help seeking or
help rejecting, identify the need to rebuild trust in cases in which a previous professional
was perceived as unhelpful or even harmful, and identify other professionals who may
still be involved in the child’s care. Communicating with current mental health providers
is essential to ensuring coordinated care, so clinicians should obtain family permission to
do so. If families are reluctant to permit interprofessional communication, their wishes
must be respected, but the reasons should be discussed.

Finally, parents can provide valuable information about the family’s connection to
its community, and about societal influences on the child’s mental health. Asking about
child and family activities outside school hours can reveal the family’s degree of connec-
tion to supports such as extended family, religious organizations, the local neighborhood,
and recreation programs, as well as adverse circumstances the family faces. For example,
some children do not participate in recreation programs because the family cannot afford
these, or because it is not safe to walk through the neighborhood to a recreation facility.
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Although it is a sensitive topic, asking about family financial circumstances routinely is
usually a helpful practice given the strong links between poverty and child mental and
physical ill health (Cheng, Johnson, & Goodman, 2016), and the fact that financial prob-
lems can interfere with child treatment. It is also important to discuss families’ experi-
ences of further social disadvantages due to discrimination because these may influence
both the child’s presentation and treatment engagement.

Asking children about their experiences at school provides a much richer descrip-
tion of school factors contributing to their presentation than merely perusing a report
card. In addition to academic skills, success at school requires abilities such as separat-
ing from the home environment without distress; remaining seated and attending to
an adult for long periods of time; adapting to the teaching style of different educators;
interacting and working cooperatively with diverse peers; maintaining one’s composure
in a large, possibly noisy classroom; navigating around a large school building (includ-
ing, in high school, maintaining an organized locker and using a combination lock);
eating and using the bathroom outside the home; and knowing and following the rules
of common games. The query, “Take me through a regular day at school, starting when
you arrive in the morning” is often a helpful way to elicit school-relevant information
from children.

Interactions with peers, particularly when starting a new school or new grade, are
often a source of worry for children. Ask about both positive and negative aspects of
these: Does the child have friends or acquaintances who are supportive? Does the child
see friends outside of school, and does the family encourage or restrict such contact? How
does the child communicate with friends (e.g., texting, social media, telephone)? Does the
child feel well liked or popular? Does the child have peers who are mean or engage in bul-
lying? Also, ask specifically about bullies who use electronic media (i.e., cyberbullying).
Children who are socially isolated are more likely to be victimized than others (Crawford
& Manassis, 2011), so bullying should be suspected in such children even though they
may be reluctant to disclose it during an initial interview.

Last, discussing home and school communication with parents can be very informa-
tive. When parents value education and perceive their child’s school as supportive, mental
health difficulties in the school setting can often be readily addressed. When parents are
unhappy with their child’s school, this process becomes much more difficult. Asking
whether there is one person at the school whom the parents trust is often helpful, as this
“point person” may be able to facilitate home and school communication. Also ask about
school supports for the child (e.g., access to a school social worker or school nurse when
the child is distressed; assistive technology for children with motor or learning difficul-
ties), as enhancing these may improve both the child’s school experience and the parents’
impression of the school.

Cultural/Spiritual Information

Although often relevant to children’s mental health, eliciting cultural/spiritual informa-
tion can be challenging because clinicians may fear offending families if the discussion is
awkward. Some practitioners routinely talk to children and families about the fact that
biological, psychological, social, and cultural or spiritual factors are all important to
understanding the child’s difficulties and will therefore all be discussed. Then, they ask
open-ended questions about the cultural/spiritual area, such as “What aspects of your
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culture or spirituality do you feel connected to?” or “What do you value/not value about
the culture you were raised in?” or “What do you find meaningful in your life?” or “What
is your spiritual orientation?” Most authors in this field advocate using such open-ended
questions to elicit information (Aten, O’Grady, & Worthington, 2012), rather than fol-
lowing a specific line of questioning.

A second way to introduce a discussion of cultural or spiritual factors is to relate
them to the presenting problem. In this case, the clinician asks parents to describe their
understanding of the child’s symptoms based on their culture or spiritual tradition. By
showing respectful curiosity about their worldview, the clinician thus increases parents’
comfort with talking about cultural or spiritual matters. Then, he or she can explore
ideas about causes of symptoms, possible treatments, the role of the child in treatment,
the role of the parents in treatment, and the role of the clinician and/or traditional heal-
ers, all within the parents’ frame of reference. It may also be helpful to clarify the child
and family’s goals for treatment by asking: “In your culture, how do people think a child
should be functioning at this age?” and “In your culture, how do people think a family
should be functioning with a child of this age?”

During the individual child interview, inquire about the child’s agreement or dis-
agreement with the parents’ views. Children can be distressed when torn between tradi-
tional and North American worldviews and expectations. Disagreement with parental
views is particularly common in adolescence, and may be more tolerated in some cultures
than others.

Awareness of cultural concepts of distress (also termed culture-specific syndromes)
is sometimes helpful. These syndromes are listed in the DSM-5 Appendix (American
Psychiatric Association, 2013), together with related DSM-5 conditions and comprise
a combination of psychiatric and somatic symptoms that are considered to be a recog-
nizable disease only within a specific culture. They usually have no biochemical basis
but may have a specific folk remedy. Inquiring about such syndromes is helpful when a
child presents with a cluster of psychiatric and somatic symptoms that are not typical of
any particular diagnosis. Susto (“fright” or “soul loss” in Central America), Shenjing
Shuairuo (“weakness of the nervous system” in Mandarin Chinese), and Kufungisisa
(“thinking too much” in Zimbabwe) are some examples cited in DSM-35.

On the other hand, some children benefit from coping strategies that emerge from
their cultural or spiritual backgrounds. Pargament, Koenig, and Perez (2000) have sum-
marized key coping strategies that emerge from spiritual or religious worldviews. These
include benevolent reappraisal (the stressor has benefits in a spiritual context); collabora-
tive religious coping (problem solving with God); seeking support from God or one’s reli-
gious community; religious rituals to purify oneself or mark important life transitions;
providing spiritual support to others; and using belief to help one forgive oneself or oth-
ers. In addition, practices such as prayer and meditation are perceived as helpful in many
traditions. Cross-cultural spiritual values such as compassion, gratitude, forgiveness, and
hope can also contribute to mental health.

SYNTHESIZING INFORMATION TO DEVELOP A CASE FORMULATION

Parry, Roth, and Fonagy (2005) suggest that evidence-based practice be based on clini-
cal practice guidelines and applied using clinical judgment that is based on a clear case
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formulation. The case formulation is a dynamic set of hypotheses that provide one possi-
ble explanation for the child’s difficulties (the “explanatory model”), which can be tested
and revised (reviewed in Manassis, 2014). Treatment response or lack of response tests
these hypotheses, supporting or disconfirming them. Hypotheses can also be updated as
a result of obtaining new information about the child, changes in the child’s environment,
and developmental changes. In addition to providing testable hypotheses, the case formu-
lation can also enrich one’s understanding of the child’s difficulties, and aid engagement
with the child and family when this understanding is shared.

The process of case formulation usually begins with a table listing risk and protec-
tive factors in each of the four content areas described earlier (biological, psychologi-
cal, social, cultural/spiritual), organized chronologically (see Table 3.3). Factors in the
remote past are listed first, followed by those in the recent past (often including events or
changes that may have triggered the current presentation), and finally those affecting the
child presently. Present factors merit particular attention, as these factors may support or
interfere with treatment.

Next, the table of risk and protective factors must be converted into a coherent story
of how the child’s difficulties developed. This is done by thinking about which risk and
protective factors may be linked, both within and between content areas. For example,
within the social content area, parents who are very protective (a potential risk factor for
anxiety disorders) may limit their children’s access to peer situations outside the family,
resulting in social isolation (a further social risk factor for internalizing problems). If

TABLE 3.3. Risk and Protective Factors for S

Content area  Biological Psychological Social Cultural/spiritual
Remote past e Good physical e Father distant e Product of e Family
health Cautious o Insecure mother— unplanned isolation from
temperament child attachment pregnancy community
e Maternal o Witnessing supports
depression domestic violence
Recent past e Intelligence e Enmeshed/ e Academic success "
e Medical caregiving Isolation from peers
investigations relationship with o Ope close friend

reinforce sick role mother

e Somatizing
negative emotion
(“stomachaches”)

e Shyness/anxious

traits
Present " e Further e Friend moves away "
somatization e Bullying

e Perception of
self as “sick”
becoming
entrenched

e School avoidance

e Maternal attention
to “sickness”
reinforces it
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social isolation is severe, it may also interfere with the development of age-appropriate
social skills (a psychological risk factor). If a family receives support from its religious
community (a cultural/spiritual factor), and this support results in reduced parenting
stress and improved parent—child relationships (a social factor), this is an example of
linked protective factors.

It is important to consider which links among factors are very likely, and which
ones are more speculative. For instance, when a child performs poorly at school due to
inattention and there is a history of ADHD in the immediate family, the family history
(biological risk factor) and the school failure (social risk factor) are probably linked. On
the other hand, if an adolescent girl shows cognitive distortions that suggest depressive
thinking (psychological risk factor) shortly after entering puberty (biological risk factor),
pubertal hormones are not necessarily causing her depression, although this possibility
may be considered among other hypotheses.

Finally, the case formulation “story” must be written in a manner that makes sense
to the clinician, and sometimes edited for presentation to various audiences (see the sec-
tion on communicating findings and feedback). Table 3.3 shows an example of how to
list risk and protective factors for an anxious 10-year-old girl, and the corresponding case
formulation is provided below:

S was a bright and healthy albeit cautious child. She was born into a troubled mar-
riage that had been prompted by her unplanned arrival. Her father was distant and her
parents often fought, sometimes resulting in violence. Witnessing domestic violence
may have predisposed S to subsequent anxiety. Her mother struggled with significant
depression. Her depression coupled with the unplanned nature of the pregnancy probably
resulted in an insecure attachment relationship with S.

As she grew older, S provided her mother with emotional support. This “caregiving”
pattern is common with insecure attachment, but the fact that the family was isolated
from the community (leaving her mother with nobody else to confide in) probably con-
tributed as well. Given her temperament, history of witnessed violence, and inability to
obtain comfort from either parent, S became increasingly anxious and developed stom-
achaches when she was emotionally upset. She had a series of medical investigations for
these stomachaches, potentially reinforcing her perception of herself as “sick,” but all
results were within normal limits.

At school, S did well academically but was shy around peers (given her anxious ten-
dencies). She had one close friend but became the target of bullies after her friend moved
away (isolated, anxious children are easily victimized; Crawford & Manassis, 2011).
Likely in response to this stress, S’s stomach pains returned and were worse than ever. She
began avoiding school because of these pains and stayed at home with her mother, who
insisted that her daughter had an undiagnosed medical problem. Her mother’s attention
to the symptoms and support of her daughter’s belief that they were caused by a medical
problem likely reinforced S’s perception of herself as “sick,” perpetuating her tendency to
show somatic symptoms in response to anxiety and other distress.

Interestingly, a quick review limited to S’s current difficulties might lead to the sim-
plistic conclusion: “This child is avoiding school because she was bullied.” The resulting
bullying-focused intervention would be unlikely to succeed in returning S to school and
to healthy, age-appropriate functioning. Case formulation reveals a more complex devel-
opmental picture and the need for a more detailed plan of intervention.
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COMMUNICATING FINDINGS AND FEEDBACK

Communicating assessment results to families effectively takes time. Usually, a verbal
feedback session occurs and a written report follows. Some clinicians send the written
report only to the referring professional, not to the family. However, by the end of a
long assessment appointment, many children and families are fatigued and emotionally
stressed, so verbal feedback is often forgotten. Providing a written report to families,
or at least a written summary of key recommendations, is therefore advisable. I discuss
verbal and written feedback in turn.

Verbal feedback must be presented in language that is understandable to everyone in
the room. In young children, providing information separately in child-friendly language
may therefore be helpful. Older children can participate in feedback sessions with their
parents, though it is important to ask specifically for the child’s reaction to what is said
in order to avoid focusing exclusively on the adults in the room. Adolescents sometimes
prefer to know ahead of time what their parents will be told to ensure that certain issues
will remain confidential, and as long as there is no risk of harm from doing so (e.g., fail-
ing to disclose suicidal ideation cannot be condoned) this wish can be respected.

Importantly, the feedback session should be a dialogue. In other words, the clinician
presents his or her impressions of the problems and appropriate treatment, then invites
the child and family to respond to these ideas. Responses may include asking clarifying
questions, providing additional information that was not previously considered relevant,
challenging the clinician’s interpretation of the problems, or expressing views on vari-
ous treatments. The clinician should take the time to address all issues raised, even if an
additional appointment is required to do so. Rushing the feedback session can result in
misunderstandings that undermine subsequent treatment.

Families are sometimes reluctant to challenge “experts,” resulting in low participa-
tion in the feedback session. In this case, it is sometimes helpful to get them to summarize
what they have heard in order to determine comprehension and to look for any signs of
discomfort. Signs of discomfort may reflect hidden disagreement with the clinician. Rou-
tinely asking, “Is there anything that I have missed or misunderstood?” is another helpful
practice that often clarifies families’ perceptions of what the clinician has said.

Verbal feedback by clinicians usually includes a restatement of the presenting
problem(s), an attempt to link the presenting problem(s) to one or more diagnoses or
treatable conditions (e.g., negative, attention-seeking behavior is not a diagnosis, but
it can certainly be treated with behavior modification), a case formulation, and an
attempt to link the diagnoses and case formulation to an evidence-based treatment
plan. If the assessing clinician will also be providing treatment, a discussion of treat-
ment expectations may also be included (e.g., goals of treatment, time frame, what
happens when treatment ends, expectations of change, role of child/parent/therapist in
treatment, logistics of appointments). Finally, a discussion of how the findings will be
documented includes asking about any nonessential details the family does not want
included in the report, and communication with other professionals involved in the
child’s mental health care. Permission forms may also need to be signed to allow for
such communication.

It is often helpful to think ahead of time about how best to organize and present all
of this information, so that the presentation is both coherent and respectful of child and
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family perspectives. Emphasizing the multifactorial nature of most mental health prob-
lems reduces the chances of families feeling blamed for the child’s difficulties. Emphasiz-
ing the child’s and family’s strengths encourages a hopeful attitude toward treatment.
Providing a rationale for treatment, including the evidence for and against various treat-
ment options, is educational and encourages frank discussion. If families do not agree
with the treatment(s) proposed, the assessing clinician can then explore reasons for this
disagreement and help the family evaluate alternatives.

Weritten reports can be sent to both families and referring professionals if they are
worded clearly and avoid discipline-specific jargon. Alternatively, some clinicians send
summaries of recommendations to families and more thorough reports to referring pro-
fessionals. In either case, reports should avoid language that might be seen as pejorative,
provide clear diagnostic information, and emphasize elements of the case formulation
that are relevant to treatment and for which there is strong evidence.

Busy referring professionals sometimes skip to the last page of the report to view
recommendations, so it is particularly important that these be clear. Lengthy descriptions
of possible interventions can be difficult to interpret and implement, so a concise list is
often helpful. This list should spell out recommendations for the child, the parent(s), and
the referring professional, as well as describe the treatment proposed by the clinician. For
example, in an anxious child, cognitive-behavioral therapy may be the evidence-based
treatment recommended, but before starting, the child may be asked to write down his or
her worries or anxious situations, while the parents are asked to read a relevant parenting
book and the referring professional is asked to rule out hyperthyroidism as a contributing
factor.

USING FINDINGS TO PLAN TREATMENT

Treatment planning for various disorders is discussed in detail in subsequent chapters of
this volume, but principles that relate to assessment and cut across diagnoses are outlined
here.

Diagnoses usually direct clinicians to corresponding evidence-based treatments. Case
formulations and functional analyses, on the other hand, often help clinicians identify
factors likely to moderate the success of those treatments and therefore require additional
clinical attention. For example, a functional analysis of parent—child interactions in the
early morning may reveal factors likely to interfere with the evidence-based treatment
of anxiety-related school avoidance. Conversely, protective factors identified in the case
formulation (e.g., athletic ability, academic success, positive peer relationships, trusting
relationship with at least one adult, absence of significant family conflict) may enhance
the benefits of evidence-based treatment.

Many children present with several diagnoses or mental health problems, so several
interventions may need to be planned. Urgent issues such as bullying or abuse usually
need to be addressed before safe, effective evidence-based treatment can occur. Other
issues can be addressed either sequentially or concurrently. Modular treatments and
transdiagnostic approaches are increasingly allowing concurrent treatment of several
issues (reviewed in Ehrenreich-May & Chu, 2014; see Harvey, Chapter 17, this volume).
When planning interventions for various problems, it is often helpful to consider:
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Which problem is causing the most impairment?

Which problem is easiest/most feasible to start with?

Which problems can be addressed concurrently?

Which problem is the child motivated to start with?

Which problem are the parents motivated to start with?

e Which protective factors could be strengthened?

Highly impairing problems need to be addressed at some point but may be challeng-
ing to start with. When problems are addressed concurrently, it is important to make
sure that children and families are not overburdened with multiple interventions. When
children and parents are motivated to work on different problems, it is important to
discuss the differences, so that a compromise can be reached and both parties’ priority
problems are addressed eventually. Protective factors are often neglected, but they may
be important in enhancing treatment gains and/or maintaining children’s and parents’
optimism during a course of treatment. For example, a depressed teen who cannot focus
on schoolwork but still can contribute to a school club or activity and be recognized for
that contribution may retain some hope of improvement.

Finally, it is important to remember that assessment results are hypotheses about
the case, and may need to be revised in future. This does not mean that the initial
assessment was inadequate. Rather, new information may emerge that was not disclosed
initially, circumstances of the child’s life may change, unexpected responses to interven-
tion may suggest a need to reconceptualize the case, or developmental change may alter
a child’s symptoms or level of functioning over time. Astute clinicians revisit baselines
periodically to monitor children’s progress after assessment and are willing to reevalu-
ate their ideas about a case when unexpected changes occur. Thus, they progressively
develop a more accurate and meaningful understanding of their young clients’ difficul-
ties over time.
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D epression is one of the most common youth psychiatric conditions in the United States
(Copeland, Shanahan, Costello, & Angold, 2011; Kessler et al., 2012; Merikangas et
al., 2010). The past 30 years of research indicate that depression can be effectively treated
with psychotherapy. While there are a number of psychotherapy treatment options avail-
able, cognitive-behavioral therapy (CBT) is the most widely researched approach to treat-
ing depression in youth. In this chapter, we provide an overview of the diagnosis of
depression and the rationale underlying the use of CBT for the treatment of depression
and suicidality (defined as suicidal thoughts and suicide attempts) in youth. We then
briefly review the literature on assessment and treatment of depressed and suicidal youth,
and finally outline a description of the core cognitive, affective, and behavioral tech-
niques used in CBT treatment for this population.

THE DSM-5 DEFINITION OF DEPRESSION

According to the fifth edition of the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-5; American Psychiatric Asssociation, 2013), major depressive disorder
(MDD) in children and adolescents is characterized by five or more of the following
symptoms most of the day, nearly every day, for at least 2 weeks: depressed or irritable
mood; loss of interest or pleasure in activities; appetite disturbance; sleep disturbance;
psychomotor agitation or retardation; fatigue or loss of energy; poor concentration or
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difficulty making decisions; feelings of worthlessness or excessive guilt; and recurrent
thoughts of death, suicidal ideation, or a suicide attempt. At least one of the five symp-
toms must be depressed or irritable mood, or loss of interest or pleasure in activities, and
the symptoms must cause clinically significant distress or impairment.

DSM-5 also includes a new category, persistent depressive disorder. which encom-
passes more chronic forms of depression, including chronic major depression and what
was previously referred to as dysthymia in DSM-IV (American Psychiatric Association,
2000). Persistent depressive disorder in youth is characterized by a depressed mood
occurring for most of the day, more days than not, for at least 1 year (2 years for adults).
Patients may not have had any periods lasting longer than 2 months in which they were
depression-free and must have two or more of the following: appetite disturbance, sleep
disturbance, fatigue or loss of energy, poor concentration or difficulty making decisions,
low self-esteem, or feelings of hopelessness. Henceforth, we use the term depression to
refer to MDD and persistent depressive disorder.

PREVALENCE AND COURSE

Depression affects approximately 3% of youth under age 13, and rates increase as youth
enter adolescence (Costello, Copeland, & Angold, 2011; Costello, Erkanli, & Angold,
2006). Among adolescents surveyed in the National Comorbidity Survey—Adolescent
Supplement, 11.7% met lifetime criteria for depression, and the 12-month and 30-day
prevalence rates were 8.2 and 2.6%, respectively (Costello, Mustillo, Erkanli, Keeler, &
Angold, 2003; Kessler et al., 2012). Beginning around age 13, girls become twice as likely
as boys to experience depression, and this gender gap persists throughout adulthood
(Hankin & Abramson, 2001; Merikangas et al., 2010).

The average depressive episode in youth is 7-9 months (Birmaher et al., 1996).
In the Treatment for Adolescents with Depression Study (TADS; TADS Team, 20035),
among treatment-seeking adolescents, median episode duration was about 10 months.
High rates of relapse are observed in both treated and untreated youth populations, with
34-75% experiencing relapse 1-5 years after a first episode (Kennard, Emslie, Mayes, &
Hughes, 2006).

Epidemiological studies show that as many as 75% of adolescents with lifetime
depression experience severe impairment and/or distress (Merikangas et al., 2010). Youth-
onset depression also tends to continue past adolescence and is associated with elevated
risk of psychosocial impairment in adulthood (Birmaher, Arbelaez, & Brent, 2002; Har-
rington, Fudge, Rutter, Pickles, & Hill, 1990; Lewinsohn, Rohde, Klein, & Seeley, 1999;
Weissman, Wolk, Goldstein, et al., 1999). Childhood onset is associated with a particu-
larly pernicious course, including higher morbidity, severity, and impairment, compared
to adolescent onset (Korczak & Goldstein, 2009; Weissman, Wolk, Wickramaratne, et
al., 1999). Almost one-fourth (24%) of chronically depressed adolescents endorse a his-
tory of suicide attempts (Asarnow et al., 2011). The risk for suicide appears to persist into
adulthood, such that more than 25% of individuals with prepubertal-onset depression,
and 50% of individuals with adolescent-onset depression, endorsed at least one suicide
attempt when followed up over 10-15 years (Weissman, Wolk, Goldstein, et al., 1999;
Weissman, Wolk, Wickramaratne, et al., 1999).
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COMMON COMORBID CONDITIONS

Youth with depression often also have one or more comorbid conditions (Angold,
Costello, & Erkanli, 1999; TADS Team, 2005). The most common comorbid disorders
are anxiety, disruptive behavior (i.e., conduct and oppositional defiant disorders), sub-
stance use, and attention-deficit/hyperactivity disorders (Biederman, Faraone, Mick, &
Lelon, 1995; Rohde, Lewinsohn, & Seeley, 1991; TADS Team, 2005). The presence of
comorbid disorder(s) is associated with higher recurrence, longer episode duration, worse
treatment response, poorer functioning, and higher rates of suicide attempts (Birmaher et
al., 1996; Lewinsohn, Rohde, & Seeley, 1995).

ETIOLOGICAL/CONCEPTUAL MODEL(S) OF DEPRESSION

Twin and adoption studies provide evidence that genetic factors account for 31-42%
of the variance in the transmission of depression (Sullivan, Neale, & Kendler, 2000).
Nonetheless, the etiology of depression is widely acknowledged as a complex interplay of
biological and psychosocial factors.

Stress plays an important role in the onset and maintenance of depression (Hammen,
2009), and depressive episodes in adults and youth are often preceded by stressful life
events (Grant et al., 2006). Interpersonal stressors may be especially salient, particularly
among girls (Rudolph & Hammen, 1999; Rudolph et al., 2000); and early loss or mal-
treatment is strongly associated with the development and course of depression (Kendler,
Gardner, & Prescott, 2002). However, the link between stress and depression appears to
be moderated by certain (interrelated) vulnerabilities, including biological (e.g., genetic,
neuroendocrine, hormonal), cognitive (e.g., dysfunctional attitudes, negative cognitive
style, ruminative response style), personal (e.g., poor coping and affect regulation skills,
temperament), and interpersonal (e.g., insufficient support, poor attachment, family con-
flict) factors. A full review of these factors is beyond the scope of this chapter, but we
highlight some relevant findings below.

First, genetic association studies have implicated particular gene variations (e.g.,
serotonin transporter gene and brain-derived neurotrophic factor polymorphisms) that
may interact with negative environmental factors to influence the expression of depres-
sion (Brown & Harris, 2008), likely via effects on stress response (Levinson, 2006).
Other biological mechanisms related to abnormalities in stress response (e.g., increased
hypothalamic-pituitary—adrenal [HPA] axis reactivity, altered autonomic nervous sys-
tem functioning) also show associations with depression in the context of negative events
(Pariante & Lightman, 2008; Rottenberg, 2007). Finally, researchers have identified cer-
tain anomalies in brain structure (e.g., brain asymmetry, cortical thinning—Peterson et
al., 2009; Rao et al., 2010; Tomarken, Dichter, Garber, & Simien, 2004) and function
(e.g., disruptions in the processing of reward and loss—Forbes & Dahl, 2012; Gotlib et
al., 2010) associated with depression vulnerability.

Second, cognitive vulnerability factors, particularly in interaction with negative
events, also play a salient role in the development and maintenance of depression (Abela
& Hankin, 2008; Lakdawalla, Hankin, & Mermelstein, 2007). Cognitive theories pro-
pose that maladaptive thinking patterns influence the ways in which individuals attend
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to, interpret, and respond to negative life events. Indeed, the association between stress
and negative cognitions predict both depression onset and increases in symptoms in youth
(Carter & Garber, 2011), particularly among adolescents (Lakdawalla et al., 2007).

Third, individual differences in temperament and personality are related to the emer-
gence of depression (Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001;
Kovacs & Yaroslavsky, 2014). Both depressed youth and those at risk may be less success-
ful at regulating negative arousal, such that they have more limited repertoires of emo-
tion regulation strategies, use less effective strategies, or fail to use strategies within their
repertoires, and have lower self-efficacy regarding the effectiveness of these strategies and
their ability to implement them (see Compas et al., 2001; Yap, Allen, & Sheeber, 2007).
Studies further suggest that use of adaptive coping strategies (e.g., strategies aimed at
problem solving or increasing positive emotions) may buffer the effects of stress, thereby
offering protection against the onset of depression, whereas the use of maladaptive strat-
egies (e.g., avoidance, self-blame, isolation) in the face of stress may hasten depressive
symptoms (Compas et al., 2001).

Fourth, interpersonal processes have been shown to impact onset and maintenance
of depression in youth. For example, research shows that low peer acceptance and peer
victimization are associated with, and may contribute to, the development of youth
depression (Platt, Cohen Kadosh, & Lau, 2013). Abundant evidence links youth depres-
sion with exposure to adverse family environments characterized by conflict/hostility,
criticism, harsh discipline, poor communication, and limited support, warmth, attach-
ment, and validation from caregivers (McLeod, Weisz, & Wood, 2007; Sheeber, Hops, &
Davis, 2001). In fact, disruptions in family environment are often cited as an important
mechanism of intergenerational transmission of depression (e.g., Goodman & Gotlib,
1999). Adolescence may be a time in which interpersonal/social relationships are particu-
larly salient, especially for girls, which may partly explain the emergent sex differences
during the transition to adolescence (Cyranowski, Frank, Young, & Shear, 2000; Prin-
stein, Borelli, Cheah, Simon, & Aikins, 2005).

EVIDENCE-BASED TREATMENTS
FOR DEPRESSION IN CHILDREN AND ADOLESCENTS

The Society of Clinical Child and Adolescent Psychology (APA Division 53) reviews
effective treatments for youth, categorizes them into various levels of empirical support
(Southam-Gerow & Prinstein, 2014; see www.effectivechildtherapy.com). The overall
effect size of psychotherapy for youth depression is estimated at 0.34 (Weisz, McCarty,
& Valeri, 2006) and both CBT and interpersonal psychotherapy (IPT) are considered
well-established treatments that have the most empirical support for treating depressed
youth. Table 4.1 provides a summary of treatment studies in youth with depressive spec-
trum disorders.

Cognitive-Behavioral Therapy

CBT emphasizes the relationship between thoughts, feelings, and behaviors, with the
premise that modifying one’s thoughts and/or behaviors can improve one’s mood. CBT
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64 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

for adolescents generally consists of affect monitoring, pleasant activities scheduling,
cognitive restructuring, communication, and conflict resolution. CBT for children places
greater emphasis on parenting skills and responses to emotion. For adolescents, group
CBT, without a parent component, is a “well-established” treatment, and individual CBT,
with or without a parent/family component, and group CBT with a parent component are
considered “probably efficacious.” For children, group CBT, with or without a parent/
family component, is considered “well established.” Recent meta-analyses show moderate
effect sizes posttreatment (d = 0.53—Klein, Jacobs, & Reinecke, 2007) and at follow-up
(d = 0.59—Klein et al., 2007) for the various modalities of CBT (discussed below).

Individual CBT

In one of the earliest studies of CBT efficacy, Brent and colleagues (1997) found that
adolescents who received individual CBT reported improvement in depressive symptoms
more quickly, as well as greater rates of remission, compared to adolescents who received
family therapy or nondirective supportive therapy. The largest randomized controlled
trial (RCT) of CBT, TADS, compared treatment outcomes for 12- to 17-year-olds who
received CBT only, fluoxetine only, combined CBT and fluoxetine, and placebo. Post-
treatment (Week 12) depression scores were significantly lower in the combined CBT and
medication group than in the CBT only and the fluoxetine only groups (March et al.,
2004). Additionally, youth in the medication-only group had significantly lower depres-
sion scores than youth in the CBT-only group. However, the CBT-only and medication-
only groups no longer had significant differences in depression scores at 18 weeks, and
both groups had equivalent outcomes to the combined CBT and medication group by 24
weeks (March et al., 2007) and 1 year naturalistic follow-up (TADS Team et al., 2009).

Group CBT

In addition to individual CBT, researchers have examined the efficacy of group CBT.
Adolescents who participated in the Coping with Depression in Adolescence (CWD-A)
program, with and without parent intervention, demonstrated greater symptom improve-
ment and higher remission rates than youth in a wait-list control group (Clarke, Rohde,
Lewinsohn, Hops, & Seeley, 1999; Lewinsohn, Clarke, Hops, & Andrews, 1990). Addi-
tionally, group CBT is as effective at reducing depressive symptoms as usual mental
health care and a life skills training/academic tutoring group (Clarke et al., 2002; Rohde,
Clarke, Mace, Jorgensen, & Seeley, 2004).

Interpersonal Psychotherapy

IPT focuses on the interrelationship between depressive symptoms and interpersonal
functioning. IPT-A is an adaptation specifically for depressed adolescents that incorpo-
rates parents in treatment and modifies treatment goals to be developmentally appropri-
ate (i.e., increasing independence; Mufson & Sills, 2006). Individual IPT-A is considered
a “well-established” treatment.

To date, the handful of RCTs that have examined the efficacy of IPT-A in both clinic
samples and school-based clinics have demonstrated a greater reduction in depressive
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symptoms and greater improvements in interpersonal functioning for youth receiv-
ing IPT-A than youth receiving clinical monitoring or treatment as usual (Mufson et
al., 2004; Mufson, Weissman, Moreau, & Garfinkel, 1999). Additionally, youth who
received IPT-A displayed comparable reductions in depression symptoms as youth who
received CBT, with both treatments showing moderate effects compared to a wait-list
control condition (Rossell6 & Bernal, 1999).

Promising Interventions

Several treatments targeting child depression are considered “experimental.” For exam-
ple, Luby, Lenze, and Tillman (2012) modified parent—child interaction therapy to target
increasing emotion recognition and regulation (PCIT-ED) and found that PCIT-ED was
associated with reductions in depressive symptoms in 3- to 7-year-olds. Similarly, Kovacs
and colleagues (2007) created contextual emotion regulation therapy (CERT), a devel-
opmentally appropriate treatment that focuses on emotion regulation of sadness. In an
open trial of CERT, 7- to 12-year-olds demonstrated significant reductions in depressive
symptoms across treatment, with 53% no longer meeting criteria for dysthymia (Kovacs
et al., 2007). Furthermore, reductions in depressive symptoms were maintained at 6- and
12-month follow-up. These treatment approaches are promising, with large-scale RCTs
under way.

Additionally, third-wave approaches, including mindfulness training and acceptance
and commitment therapy (ACT), have gained increasing attention in recent years. Hilt
and Pollak (2012) demonstrated that brief interventions teaching distraction or mind-
fulness successfully reduced rumination following a negative mood induction in 9- to
14-year-olds. Further evaluation is needed to determine the efficacy of mindfulness-based
interventions as a means to treat depression in youth.

Technology has also been incorporated into newer interventions. For example, Nel-
son, Barnard, and Cain (2003) demonstrated that CBT remains effective in reducing
depressive symptoms when delivered via videoconferencing with the therapist. Relatedly,
Merry and colleagues (2012) developed a computerized version of CBT (SPARX, Smart,
Positive, Active, Realistic, X-factor thoughts). In an RCT of adolescents with mild to
moderate depression, those in the SPARX condition had comparable reduction in depres-
sion scores to that of youth receiving treatment as usual (TAU; mainly counseling).

Pharmacological Interventions

Along with therapy, medication has proven effective in treating depression in youth.
Currently, selective serotonin reuptake inhibitors (SSRIs) are the primary pharmacologi-
cal intervention for child and adolescent depression, with fluoxetine and escitalopram
approved by the U.S. Food and Drug Administration (FDA; Centers for Medicare and
Medicaid Services, 2013). Combined treatment with medication and therapy has been
shown to be more effective than either treatment alone (Brent et al., 2008; Clarke et al.,
2005; March et al., 2007). Therapy and medication appear to complement each other,
with medication allowing quicker symptom alleviation in youth, and CBT bolstering cop-
ing skills for more positive long-term effects, and potential for reduced risk of suicidal
ideation and behavior (March et al., 2004).
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Predictors of Treatment Outcomes

Several factors have been shown to moderate treatment response. For example, youth
with more severe symptoms evidence poorer response to treatment (Barbe, Bridge, Bir-
maher, Kolko, & Brent, 2004). Similarly, greater family conflict portends poorer treat-
ment outcome (Brent & Maloof, 2009; Curry et al., 2006). Additionally, youth who
had more negative cognitions prior to treatment responded better to the combination of
therapy and medication, compared to medication alone (Curry et al., 2006). In contrast,

CBT has been shown to be less effective for depressed youth with a history of trauma
(Barbe et al., 2004).

TREATMENTS FOR SUICIDAL BEHAVIOR IN CHILDREN AND ADOLESCENTS

As we discussed earlier, it is common for depressed youth to experience suicidal thoughts
or engage in suicidal behaviors (Asarnow et al., 2008, 2011). While it is evident that
such symptoms require treatment, there is some debate over how best to target these
distressing thoughts and behaviors. Some clinical researchers have postulated that by
adequately treating the underlying depressive disorder, suicidal ideation and behavior
will remit along with the other symptoms. However, some evidence suggests that this is
not the case (Linehan, 1997). That is, suicidal thoughts and behaviors must be addressed
directly if these problems are to improve.

According to American Psychological Association Division 53 criteria, there are no
“well-established” treatments for adolescent suicidality, but CBT with individual, family,
and parent training sessions, as well as attachment-based family therapy have been des-
ignated as “probably efficacious” (Glenn, Franklin, & Nock, 2014). Table 4.2 includes
a list of treatments that (1) are solely designed for adolescents with suicidal ideation (SI)
or a recent suicide attempt; (2) have been tested in an RCT; and (3) examine suicide out-
comes independent of nonsuicidal self-injury. These interventions are briefly reviewed
below, along with a few promising approaches.

Individual CBT

Individual CBT was compared to supportive relational therapy (SRT) in a 10-week pro-
tocol for adolescents who made a suicide attempt (SA; Donaldson, Spirito, & Esposito-
Smythers, 2005). One therapist provided individual therapy plus one family session
throughout two treatment phases (weekly 3-month active, monthly 3-month mainte-
nance). Up to two additional family and crisis sessions could be delivered as needed. CBT
and SRT were associated with equivalent reductions in SI at midtreatment (3 months) and
treatment end (6 months). Only 5% of adolescents reattempted suicide over the course of
6 months, with no differences across conditions. Individual CBT has been designated as
an “experimental” intervention for adolescent SI (Glenn et al., 2014).

Individual, Parent, and Family CBT

One study tested an integrated CBT (I-CBT) to address adolescent suicidality (SI and/
or SA) and substance use disorders (SUDs; Esposito-Smythers, Spirito, Kahler, Hunt,
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& Monti, 2011). Adolescents were recruited from a psychiatric inpatient unit and ran-
domized to I-CBT or TAU by providers in the community. The I-CBT protocol included
three treatment phases (weekly 6-month active, biweekly 3-month continuation, monthly
3-month maintenance). Two therapists (one for the adolescent and one for parents) deliv-
ered individual, parent training, and family therapy sessions. Medication management
was provided, as needed, across conditions with the study child psychiatrist. I-CBT was
associated with fewer SAs (5 vs. 35%), psychiatric hospitalizations, heavy drinking days,
and days of cannabis use relative to TAU at 6-month follow-up (18 months postbaseline).
Comparable reductions were evident across groups in SI and drinking days. CBT with
individual, family, and parent training sessions has been designated as a “probably effica-
cious” intervention for adolescent suicidal behavior (Glenn et al., 2014).

Individual, Parent, and Family Multisystemic Therapy

One study tested a version of multisystemic therapy (MST; Henggeler et al., 1999) adapted
for youth with psychiatric emergencies (Huey et al., 2004). Adolescents evaluated for
psychiatric inpatient hospitalization were randomized to MST or to inpatient psychiatric
hospitalization + TAU (INPT+TAU). MST was delivered in home, school, and/or commu-
nity settings and included frequent (daily when needed) but time-limited (3—6 months),
individual, parent, and family sessions, with a focus on behavioral parent training. At
18 months postbaseline, the two groups showed comparable reductions in SI. MST was
associated with a lower rate of youth, but not parent, reported SAs relative to INPT+TAU
after controlling for baseline differences in SAs. MST, also referred to as family-based

ecological treatment, has been designated as a “possibly efficacious” intervention for
adolescent SI (Glenn et al., 2014).

Attachment-Based Family Therapy

One study compared attachment-based family therapy (ABFT) for adolescents with clini-
cally significant SI and depressive symptoms to TAU (Diamond et al., 2010). ABFT is an
emotional-focused, process oriented intervention that employs cognitive-behavioral and
psychoeducational techniques. ABFT was associated with a faster rate of improvement
in SI during the treatment period (baseline to 3 months) but not follow-up (3—6 months)
relative to TAU. ABFT was also associated with greater declines in SI at treatment end
and at follow-up. Analyses were not conducted to examine differences in rates of SAs
(ABFT = 11%, TAU = 22%) due to the small number of cases. ABFT has been designated
as a “probably efficacious” intervention for adolescent SI (Glenn et al., 2014).

Integrated Pharmacotherapy and Psychotherapy

One study, the Treatment of Adolescent Suicide Attempters (TASA) project (Brent et al.,
2009), tested pharmacotherapy alone and in combination with CBT for adolescents with
an SA. A total of 124 depressed adolescents with a recent SA were entered in one of three
conditions: SSRI (z = 15), CBT for suicide prevention (CBT-SP; # = 18), or combination
therapy (7 = 93). Because many families would not accept randomization at the start of
the trial, most participants (84%) chose their treatment assignment. CBT-SP included up
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to 22 sessions (individual and family) over 6 months. All participants showed a signifi-
cant decrease in SI from baseline to the end of treatment. Approximately 12% of partici-
pants reattempted suicide, and 19% had a suicidal event (SA, completion, suicide plan, or
clinically significant SI). CBT with individual and family sessions has been designated as
an “experimental” intervention for adolescent SI and events (Glenn et al., 2014).

Promising Interventions

Dialectical behavior therapy (DBT), a promising new therapy for suicidal adolescents
based on quasi-experimental and open pilot trials, is a primarily skills-based approach
designed to improve mindfulness, distress tolerance, emotional regulation, and interper-
sonal effectiveness through weekly individual therapy, weekly multifamily skills training,
and regular telephone consultation with therapists. Rathus and Miller (2002) tested a
12-week outpatient DBT protocol with 111 adolescents who engaged in self-harm (SA
and/or nonsuicidal self-injury [NSSI]) with borderline features. DBT was compared to
TAU (12 weeks of psychodynamic and supportive individual and family therapy) using a
quasi-experimental design. The DBT group had fewer psychiatric hospitalizations than
did the TAU group. Approximately 7% made an SA during the course of treatment, with
no differences across groups (3.4% DBT vs. 8.6% TAU). Furthermore, adolescents in the
DBT group reported significant reductions in SI pre- to posttreatment. DBT has been
designated as an “experimental” intervention for adolescent SI and self-harm (Glenn et
al., 2014).

EVIDENCE-BASED ASSESSMENT
OF DEPRESSION IN CHILDREN AND ADOLESCENTS

There are several important points to consider in determining the appropriate instru-
ment to use in clinical and research settings. In particular, it is essential to determine the
degree of training required to achieve reliability and validity in the administration of the
measure, the amount of time available for conducting the assessment, and the primary
purpose of the assessment (e.g., screening to provide differential diagnosis, treatment
monitoring). What follows is a brief and selective overview of some of the most com-
monly used, empirically supported assessment measures for depression in adolescents.

Structured and Semistructured Diagnostic Interviews

The Kiddie-Schedule for Affective Disorders and Schizophrenia for School-Age Children—
Present and Lifetime Versions (K-SADS-PL; Kaufman et al., 1997) is a semistructured
diagnostic interview that includes an assessment of current and past psychopathology,
including episodes of major depression, in youth ages 6-18. An initial screener deter-
mines whether the full mood module is administered. Final diagnostic determinations
are based on interviews conducted separately with parent and child, using data from
both interviews to arrive at a consensus diagnosis. In forming consensus, more weight
is generally given to adolescent-reported internalizing and parent-reported externaliz-
ing symptoms, following procedures recommended to maximize detection of adolescent
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psychopathology (Kaufman et al., 1997). As the K-SADS-PL has been widely used in
clinical research, there has been substantial empirical support for its use (Kaufman et
al., 1997). When rigorous diagnostic assessment is required, particularly when differen-
tial diagnosis is of interest, the use of the K-SADS-PL may be appropriate. Its strength
lies in large part in its reliance on trained assessors using clinical judgment to ascer-
tain whether endorsed symptoms meet clinical threshold and to determine whether a
symptom common to several disorders is better accounted for by one syndrome than
another (e.g., whether loss of weight specifically occurs within the context of a depres-
sive episode or is a more accurately characterized as a manifestation of an eating disor-
der). This greater accuracy, however, requires a longer administration time compared to
other interviews (average administration time is 35 minutes, when no psychopathology
is present, to 75 minutes, in the case of psychiatric respondents; Nezu, Ronan, Mead-
ows, & McClure, 2000). The Diagnostic Interview Schedule for Children (DISC; Shaf-
fer, Fisher, Lucas, Hisenroth, & Segal, 2004) is another commonly used, more highly
structured interview.

Clinician Rating Scales

One clinician rating scale that is often used as a screening instrument and to index
depressive symptom severity is the Children’s Depression Rating Scale-Revised (CDRS-R;
Poznanski, Freeman, & Mokros, 1985), a brief, 17-item semistructured interview encom-
passing DSM-IV depression symptoms. Rating of 14 items is based on verbal responses
to interview questions, and rating of three items (i.e., depressed facial affect, listless
speech, and hypoactivity) is based on behavioral observation. The reliability and validity
of this instrument are adequate (Poznanski & Mokros, 1996; Poznanski et al., 1985).
The CDRS-R takes 20-30 minutes to administer and score. Although some training and
clinical experience is required for reliable and valid administration, these demands are
much lower than in the case of the K-SADS, in part because the CDRS-R solely focuses
on depression rather than multiple disorders.

Self-Report Measures

The Children’s Depression Inventory 2 (CDI 2; Kovacs, 2010) is a commonly used and
empirically supported self-report measure of depressive symptoms in children and adoles-
cents ages 7—17 years. The CDI 2 consists of 28 items that assess how the respondent has
been feeling over the past 2 weeks, with higher total scores reflecting greater depressive
symptom severity. The CDI 2 generally takes up to 15 minutes to complete and has dem-
onstrated high test-retest reliability and internal consistency (Kovacs, 2010). Although
the CDI 2 exhibits relatively high sensitivity (i.e., ability to accurately detect cases of
depression) and specificity (i.e., ability to accurately identify individuals without depres-
sion), it is generally recommended for use as a screening or treatment-monitoring tool
rather than as a diagnostic instrument (Kovacs, 2010).

For adolescents age 13 years or older, another widely used self-report measure of
depressive symptoms, the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown,
1996), is an appropriate alternative. This measure has 21 items, with higher total scores
indicating greater symptom severity, usually takes 5 to 10 minutes to complete, and has
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sound psychometric properties (Beck et al., 1996). As with the CDI 2, it may function bet-
ter as a screening instrument than for diagnostic determinations. Other commonly used
self-report depressive symptom measures include the Depression Self-Rating Scale for
Children (DSRS; Birleson, 1981) and the Center for Epidemiological Studies of Depres-
sion Scale for Children (CES-DC; Weissman, Orvaschel, & Padian, 1980).

Computer Adaptive Testing

A relatively recent development in the assessment of depressive symptoms in children
and adolescents is the National Institutes of Health—initiated Patient-Reported Outcomes
Measurement Information System (PROMIS) pediatric depressive symptoms scale (Irwin
et al., 2010). An objective of the PROMIS is to design instruments that are efficient,
precise, and thereby suitable for use in clinical research settings. The PROMIS pediatric
depressive symptoms scale is designed for use with children ages 8—17. It is also unique
among self-report measures in utilizing modern statistical techniques for scale develop-
ment, particularly item response theory, rather than classical test theory (Ravens-Sieberer
et al., 2006; for more information, see DeWalt, Rothrock, Yount, & Stone, 2007; Irwin
et al., 2010). There are currently two versions of this measure: a static (i.e., fixed length),
8-item short form and a larger, 14-item bank designed for use with computer adaptive
testing. This measure showed reasonable reliability in an outpatient pediatric sample
(Varni et al., 2014).

ASSESSMENT OF YOUTH SI AND BEHAVIOR

Because of the risk for suicidality in depressed youth, suicidal thoughts and behaviors
should be assessed on a regular basis. If clinically significant suicidal thoughts or recent
suicidal behavior are reported, a comprehensive suicide risk assessment is essential. There
are numerous instruments available to assess ST and behavior, particularly in adolescents
(see Goldston, 2003). Below we review a few of the most commonly used interviews and
self-report measures that have been validated for use in clinical and community-based
youth samples.

Clinician Rating Scales

The Columbia—Suicide Severity Rating Scale (pediatric version) (C-SSRS; Posner et al.,
2011) is a brief structured interview that asks about adolescent SI/behavior and NSSI.
The C-SSRS comes in three versions: lifetime, current (previous 6 months), and recent
(since the prior visit). The C-SSRS website (www.cssrs.columbia.edu) contains informa-
tion on the tool, as well as training in its use.

The Self-Injurious Thoughts and Behaviors Interview (SITBI; Nock, Holmberg,
Photos, & Michel, 2007) is a structured interview, in short and long versions, used to
assess SI and behavior, as well as NSSI over the past week, month, year, and lifetime.
Follow-up questions assess the frequency and strength of thoughts or urges, multiple
details surrounding suicidal acts, and the likelihood of engaging in the same behaviors
in the future.



4. Depression and Suicidality 73

Self-Report Measures

The Suicidal Ideation Questionnaire (SIQ; Reynolds, 1985) is a self-report measure that
assesses severity of SI over the last month in middle school (SIQ-Junior; 15 items) and
high school (SIQ-Senior; 30 items) youth. Adolescents rate items on a 7-point Likert scale
ranging from never to almost every day, and critical items as well as cutoff scores for
clinically significant SI to help guide risk assessment.

If unable to acquire one of these (or other) validated assessment instruments, the
therapist can ask questions that tap the frequency of suicidal thought (e.g., “How fre-
quent are your current suicidal thoughts—once a week, a few days a week, daily? How
long do they last—a few minutes, a few hours, most of the day?”), disclosure (“Have you
told anyone about your suicidal thoughts? Who did you tell? When?”), duration (“How
long ago did you first start to have these thoughts?”), and specificity of any suicidal
plans (“Did you make a suicide plan? How and when did you plan to attempt suicide?
Have you made any preparations such as a suicide note or giving away belongings?”).
It is also important to assess the availability of means for a future suicide attempt (e.g.,
pills, firearms) and steps taken to remove these means from the home until the episode
resolves.

EVIDENCE-BASED TREATMENT IN PRACTICE

Because CBT has the most evidence as a treatment for children and adolescents with
depression, whether it is provided in individual, group, or with additional family compo-
nent modalities, we focus in this section on the details of this approach. CBT treatments
for depressed youth place varying emphasis on the cognitive and behavioral components
of care. The behavioral component of treatments for depression emphasizes various skills
deficits in the domains of coping skills, interpersonal relationships, and participation in
pleasant activities. The cognitive component typically focuses on social problem-solving
skills and identifying and challenging schemas, automatic thoughts, and cognitive distor-
tions that cast experiences in an overly negative manner. In all, CBT for depressed youth
addresses lagging cognitive and behavioral skills that are needed to create and maintain
supportive relationships and to regulate emotion.

Assessment information guides treatment is several ways. First, this information is
used to consider comorbid conditions and tailoring of the treatment to emphasize other
internalizing or externalizing problems. For example, youth who have comorbid behavior
problems may benefit from an emphasis on problem solving and parent sessions aimed at
contingency management. Second, assessment results are used to prioritize modules. For
instance, if assessment results indicate a large number of cognitive distortions, cognitive
restructuring may be introduced and practiced earlier and more regularly in treatment.
Similarly, assessment results that identify issues in the family environment may suggest
a need for greater treatment emphasis on family communication and problem solving.

The following information explains the standard skills taught to youth and to their
parents, when applicable, in CBT for depression. In addition, since depressed youth may
have comorbid conduct and substance use problems, as well as deficits in communica-
tion and social skills, several supplemental skills are described and should be applied as
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needed based on the presenting problems of the patient. Within the sections below, we
include sample dialogue between a patient and therapist that is based on a composite of
actual therapy sessions.

General Session Qutline

Sessions are 60 minutes in duration, with the exception of the introductory session, which
usually takes 90 minutes. Typically, treatment occurs weekly for the first 6 months, then
is tapered to biweekly or monthly for months 7-12. In a recently completed trial, the
number of sessions ranged from 11 to 48 (Esposito-Smythers et al., 2011). All sessions,
except for the initial introduction session, begin with the child/adolescent completing an
assessment of past week’s mood (i.e., average and highest ratings on a scale from 1 to 10
of happy, angry, sad, and anxious) and the frequency, intensity, and duration of suicidal
thoughts and acts. Urges and acts of NSSI, medication adherence, and substance use are
also monitored. These written ratings are reviewed verbally by the therapist and often
tracked as a line graph to provide feedback over the course of treatment. If parents are
participating in therapy, which is recommended, this information should also be gathered
from the parents’ perspective each week.

As noted earlier, when suicidality and/or NSSI are endorsed, clinicians should dis-
cuss the frequency, intensity, and duration of these symptoms, and conduct a risk assess-
ment as needed. Clinicians and patients should collaboratively review the trigger(s) and
chain of events leading up to unsafe thoughts and behaviors, the consequences of such
behaviors, and make a plan for how to deal with these triggers in the future with health
coping strategies. This is an excellent time to review the patient’s coping plan, reasons for
living, and pros and cons of unsafe behaviors, and update these items as needed. Parents
should also be informed of any unsafe behaviors, and parental monitoring and access to
potential dangerous materials should be reviewed.

Next, the clinician and patient work together to set an agenda for the current ses-
sion. The clinician encourages the patient to identify something he or she would like to
discuss, and the clinician adds suggestions about important topics. This works best as a
collaborative process, valuing and incorporating the patient’s ideas and perspective, to
build rapport and engagement throughout the session. Any safety issues should be placed
first on the agenda, and clinicians should try to relate any agenda items to skills the
patient already possesses or that will be introduced later in the session.

In order to encourage generalization of the skills learned in CBT for depression,
patients are asked to complete weekly assignments to practice CBT skills in real-life situ-
ations throughout the week. The clinician and patient review the homework from the
previous session together, identify any barriers to completing the assignment, problem-
solve how to improve skills usage, and praise all efforts related to applying skills outside
of session. It is important to follow up on homework when it is given to emphasize com-
mitment to treatment and the importance of practicing skills outside of session.

Then, the session moves into introducing a new CBT skill or practicing a skill that
has already been taught. The clinician provides a rationale for the skill and discusses with
the patient how the skill may be helpful in relation to his or her presenting problems.
Socratic questioning is used, in addition to didactics, to help the patient identify uses for
the skill and to understand the steps involved in practicing the skill. The clinician and
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patient work collaboratively to complete worksheets related to the skill, identify how this
skill can be applied in the patient’s life, and address any questions about the skill. Home-
work is assigned, and barriers to completing the homework are discussed.

At the end of the session, the clinician and patient address any remaining agenda
item(s) that were not already covered in the context of the skill. Then, if applicable,
a family check-in is conducted. Whenever the parent(s) and child are brought together
in session, it is helpful to begin by having each person give a positive comment to the
other. These should be prepared ahead of time during the individual session to ensure the
content of the comment is appropriate and helps set a positive tone and model positive
communication. Next, the child/adolescent and the parent share an overview with each
other of what they learned in session and how they will practice the skill before the next
session. Any agenda items that require a family discussion are presented and addressed
or added to the agenda for the next session.

Sessions are designed to be flexible, in that they can be used to target a wide variety
of presenting problems. Also, individual sessions can be completed with the child/adoles-
cent and/or with the parent(s), so that all who participate in therapy learn a common lan-
guage and skills set that they can apply to their own difficulties, as well as problems that
affect the family as a whole (see Table 4.3). When teaching skills CBT, the core principles
of psychotherapy should also be observed by clinicians, and these can be evaluated and
monitored using the Cognitive Therapy Rating Scale (CTRS; Young & Beck, 1980) or a
similar measure, which can be completed by the therapist and/or supervisor.

Standard CBT Skills for Depressed Youth
Introduction to Treatment

In this session, unlike other sessions, the parent and child/adolescent meet with the clini-
cian together for the majority of the session. To begin, the clinician reviews the limits of
confidentiality and makes very clear to the family when information about suicidality,
NSSI, and substance use will be shared or not shared. Next, the clinician explains the
structure of sessions, the use of skills and homework assignments, and the importance
of parental involvement (if applicable). The introduction to treatment continues with a
review of the family’s expectations for treatment, troubleshooting barriers to treatment,
and providing an overview of the goals of treatment based in empirical evidence for the
efficacy of CBT for depression in youth.

The session then moves into an introduction to CBT and the interrelatedness of
thoughts, feelings, and behaviors. Examples are given about how different interpretations
about a situation or behaviors in a situation can lead to different emotions and outcomes.
This concept is then used to explain how intervening with CBT skills can alter the way a
person thinks about and acts in upsetting situations, which may improve the associated
emotion reaction and lead to better decision making.

Next, pragmatic information regarding safety is reviewed. This includes discussing
appropriate parental monitoring, as well as securing a commitment from the family to
remove or lock up all sharp objects, guns, weapons, medications, and substances in the
home to remove access from the depressed youth, if necessary. Such steps are especially
crucial when a patient is expressing suicidality and/or NSSI.
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TABLE 4.3. Treatment Protocol Outline

Name of session

Type of session

Objective

Introduction to treatment

Behavioral activation

Problem solving

Cognitive restructuring

Affect regulation

Skills practice

Emotion coaching

Contingency management

Family communication

Distress tolerance

Relaxation

Behavioral chain

Increasing social support

Relapse Prevention

Family

Teen, parent

Teen, parent, family

Teen, parent

Teen, parent

Teen, parent, family

Parent

Parent, family

Family

Teen, parent

Teen, parent

Teen, parent

Teen

Family

Orient to treatment program and conduct
safety planning

Decrease sedentary behavior and increase
the frequency of healthy pleasant activities

Learn how to generate and evaluate
options to problems, and identify the most
effective solution

Become aware of the link between
thoughts and feelings, and identify
thinking mistakes that contribute to
negative emotions and behaviors

Become aware of triggers and signs
(physiological, cognitive, and behavioral)
of affect arousal and develop coping plan

Practice applying previously learned skills
to current problems

Identify and respond empathically to
teen’s feelings

Identify appropriate limits and set up
rewards and consequences to help change
teen behavior

Learn and practice positive
communication skills

Develop safe, effective coping skills
to help tolerate situations that trigger
significant negative emotions

Decrease stress through the use of deep
breathing, muscle relaxation, and the use
of imagination

Identify and address the sequence of
thoughts, feelings, and behaviors that
culminate in risky behaviors and poor
parenting choices

Identify supporters, learn how to increase
support from current support system and
add new supporters

Review treatment progress,
recommendations, and prevention plan,
and conclude treatment
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After this introductory material is presented, each family member is asked to identify
goals for treatment. These include individual, family, school/work, peer, and any other
goals the patient and parent(s) would like to address in therapy. Each family member
shares his or her goals, and the clinician helps identify how they might be addressed using
CBT. Next, the clinician meets individually with the child/adolescent to build rapport
and create a safety plan. The safety plan includes listing reasons for living, identifying
triggers for unsafe behaviors, and creating lists of (1) ways to help keep the patient’s envi-
ronment safe, (2) warning signs that the patient may become unsafe, (3) coping strate-
gies the patient can employ on his or her own to stay safe, (4) other people who can help
distract the patient if he or she is feeling unsafe, and (5) several options of people the
patient can contact (i.e., parent, therapist, trusted family friend, school counselor) in case
of a psychiatric emergency. Safety plans should be written out and regularly revisited and
updated throughout therapy. It is helpful to make copies of the safety plan and to enter
the information into the teen’s and parent’s cell phones if available.

Behavioral Activation

The goal of this session is to help the youth (and parent) decrease sedentary behavior and
increase the frequency of pleasant activities to improve youth mood and parental self-
care. The clinician begins by providing a rationale for how behavioral activation helps
maintain positive thoughts and emotions. By increasing the number of healthy positive
activities, individuals spend less time isolating themselves and engaging in behaviors that
result in negative consequences; instead, they spend more time focusing on things other
than their mood, and engaging in activities that bring them pleasure and enjoyment.
Patients are provided with an extensive list of potential healthy, pleasant activities and are
asked to generate some of their own. When identifying activities, it is important to keep
in mind that the activities should be enjoyable to the patient, something the patient can
do frequently, something the patient has control over and to which the parents will not
object, and activities that are relatively inexpensive and healthy.

The clinician and patient then fill out a schedule for the week, including the activi-
ties identified, and set a goal to increase the number and/or duration of daily pleasant,
healthy activities beyond the patient’s current level of activity. If the patient already has
a busy schedule, the focus can be on how to improve the activities in which the patient
currently participates to make them more enjoyable. At least some activities that involve
other family members should be included in the schedule to help increase the frequency of
family members’ pleasant times together and effective communication to improve family
relationships. Patients may also identify additional activities they would like to do in the
future, typically, special events that may cost more money or that cannot be done on a
daily basis. The patient reviews the new plan with his or her parent(s) during the family
check-in to make sure all activities are approved, and the family members problem-solve
around any barriers to completing the activities identified.

Problem Solving

The goal of this session is to help the child—parent generate novel ways of dealing with
triggers that lead to conflict and affect arousal, and systematically evaluate options
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to identify the most effective solution. We use the acronym “SOLVE” (Donaldson &
Lam, 2004) to cover the basic steps in problem solving. Each letter in the word SOLVE
stands for a different step of the problem-solving process: “Select a problem,” “generate
Options,” rate the “Likely outcome” of each option, choose the “Very best option,” and
“Evaluate” how well each option worked.

The clinician begins by helping the youth generate a list of triggers for the problem
behavior (e.g., NSSI, SI, distressed mood), typically, two to five events. Next, the clini-
cian provides a rationale for the use of problem solving, explaining how people may feel
stuck if they do not have different options for how to resolve difficult situations, which
may result in unsafe coping strategies such as NSSI, substance use, or SAs. The patient
and clinician then work together to identify the triggers of the patient’s primary present-
ing problem and begin to methodically go through the SOLVE system, beginning with
identifying a specific, clearly defined problem.

THERAPIST: Now let’s go back to your Triggers Worksheet and select one of these
triggers to work on using the SOLVE exercise. Which one would you like to
work on today?

PATIENT: Fights with my boyfriend. When he gets mad and stops responding to my
calls and texts I just get more and more upset. I keep calling, texting, and leav-
ing him messages that make everything worse.

THERAPIST: So should we define the problem as “How to cope when my boyfriend
is mad”?

PATIENT: That sounds good.

Next, the clinician assists the patient in identifying all possible options he or she can
think of to address the identified problem. This is simply a brainstorming exercise, and
the clinician should remind the patient not to evaluate the options at this stage, only to
generate as many options as possible. For patients who have a history of NSSI, substance
use, or suicidality, these options may be listed along with other options the patient has
tried in the past, especially early in treatment.

THERAPIST: Let’s start by listing all the things you can think of that might solve this
problem. What are some of the ideas that come to mind?

PATIENT: I can ignore him, tell him I want to break up, or call his friends to see if
they can get him to call. T could also just give him some space and try again
tomorrow.

THERAPIST: Is there anything else you can think of?
PATIENT: No.

THERAPIST: Can I make a suggestion? From what you’ve told me before, it seems like
it sometimes helps to talk to your aunt. Is that an option we should consider in
this situation?

PATIENT: Yeah, if she’s around she can be a big help.
THERAPIST: Does this situation ever lead to thoughts of suicide or cutting?
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PATIENT: Yeah, it’s one of the things that led up to being in the hospital. I just wanted
to feel better and I ended up cutting myself and taking some pills.

THERAPIST: I can see how sometimes the situation becomes so overwhelming that it
doesn’t seem like there are other options to feel better in the moment. Let’s write
those things down and we’ll talk about the pros and cons of those options.

The next step is to evaluate the pros and cons of each option to determine if it will
likely lead to a positive, negative, or neutral outcome. High-risk behaviors (e.g., NSSI,
substance use, or suicidality) should be fleshed out in detail to ensure that the patient
thinks through the pros and cons of these options, guiding the patient to see how the cons
outweigh the pros for these behaviors. After weighing all the likely outcomes, the clini-
cian helps guide the patient to the best option(s) using Socratic questioning. The patient
forecasts how well the chosen option will work to solve the identified problem, and the
clinician helps the patient determine if there are any ways to make the solution even more
effective.

THERAPIST: OK, so now let’s go through and consider the pros and cons of each
option. How about the option of hurting yourself? What might happen if you
choose that?

PATIENT: Well, I might feel better in the moment, but then I start worrying about
people seeing the marks and getting mad at me. I also worry about the scars and
what people at school are going to say. It’s also part of how I ended up in the
hospital before, which I don’t want to happen again.

THERAPIST: So in the short-term, you might feel better, and in the long-term, there
might be other consequences.

PATIENT: I guess so. I always get stuck on feeling better right away and it’s hard to
remember all the other things that might happen.

THERAPIST: So does that mean it’s a negative overall?
PATIENT: Yes.

THERAPIST: Let’s consider the other options. What are the pros and cons of talking
to your aunt?

PATIENT: Well, she seems to understand me and can help to calm me down, but
sometimes she’s busy with her friends. I think it would mostly be a positive.

After considering all the pros and cons, the patient and therapist choose the best
option, work collaboratively to troubleshoot any potential barriers to carrying out the
identified plan, and revisit it at the following session to see how well it worked. If it
worked well, the patient has identified a successful solution to his or her problem. If it
did not work well, the patient returns to the list of options and identifies a new strategy
to try to address the problem.

THERAPIST: So overall, what do you think the best option would be?
PATIENT: Talking to my aunt.
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THERAPIST: Great. What if she is busy? What could you do in that situation?
PATIENT: Well, I could text her and ask if she had a few minutes to talk.
THERAPIST: Great!

The therapist may need to model the skills necessary to progress through the prob-
lem-solving steps. The typical depressed adolescent will have difficulties generating
“options” but usually improves with practice. A simpler version of problem solving is
to ask the adolescent to list the pros and cons of an action, such as breaking up with a
boyfriend/girlfriend.

Cognitive Restructuring

The goal of this session is to help the youth become more aware of the link between his
or her thoughts and feelings, to identify common thinking mistakes that may contribute
to negative emotions or poor parenting behaviors, and develop disputes for these think-
ing mistakes to identify more helpful ways of thinking. The therapist begins by reviewing
how thoughts, feelings, and behaviors are all connected and generates examples with the
patient of how he or she can interpret the same situation in different ways to lead to dif-
ferent emotional and behavioral responses. The main message is that it is not the situation
that makes a person feel a certain emotion, but rather the way the person thinks about
or interprets the situation.

Next, the clinician introduces the patient to a list of various types of thinking mis-
takes and identifies which thinking mistakes may be commonly used by the patient,
reassuring the patient that these thinking mistakes are normal and happen to everyone.
Common thinking mistakes reviewed include the following:

1. Black-and-white thinking. You view a situation or person as all good or all bad,
without noticing any points in between.

2. Predicting the worst. You predict the future negatively without considering other
more likely outcomes.

3. Missing the positive. You focus on the negatives and fail to recognize your posi-
tive experiences and qualities.

4. Feelings as facts. You think something must be true because you “feel” it so
strongly, ignoring evidence to the contrary.

5. Jumping to conclusions. You decide that things are bad, without any definite
evidence either through mindreading (assuming that you know what others are
thinking without asking) or through fortune telling (predicting things will turn
out badly).

6. Assuming control. You assume that you can control how others behave in situa-
tions where you really don’t have any control

7. Expecting perfection. You believe that you (or others) should be perfect in the
things that you (or others) say or do.
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Then, the therapist guides the patient through identifying an activating event, the
emotion the patient felt during that event, and the automatic thoughts that the patient
generated in response. We call our techniques the “ABCDE method” and introduce this
method as a skill that helps adolescents deal with maladaptive beliefs or thoughts. Each
letter of the ABCDE method stands for a different step in the cognitive restructuring
process. The first step in changing a maladaptive thought is to identify the A, activat-
ing event, that is associated with thought. In teaching the ABCDE method, the letter C
(consequences) is described next as the consequences or feelings related to the activating
event. Next, the adolescent is taught that the B in the ABCDE method stands for beliefs,
and that it is one’s beliefs that lead to negative affect. The adolescent then learns that
feeling better involves modifying these maladaptive beliefs or D, disputing them. The last
step begins with an E and stands for effect. The adolescent is taught that he or she may
not be able to change the fact that a negative activating event happened but he or she can
change the beliefs and feelings surrounding the event and affect the decisions he or she
makes.

During step B, it is normal for the patient to start with surface-level thoughts (e.g.,
when describing automatic thoughts after the breakup of a romantic relationship, a teen
might identify thinking, “What did I do wrong? Why is this happening to me? What’s
wrong with me?”), and it may be necessary for the clinician to guide the patient to deeper,
core thoughts (e.g., “Nobody loves me. I am unlovable. I will always be alone”). Core
thoughts tend to be broad, generalized judgments the patient makes about him- or herself
or the world. In the example of a romantic breakup, a patient may make a generalized
judgment that he or she is unlovable and will always be alone based on that one rela-
tionship ending. Once the automatic and core thoughts are identified, the clinician and
patient identify which types of thinking mistakes these thoughts represent.

THERAPIST: So let’s give the ABCDE method a try using the fight with your boyfriend
as the “activating event.” Then let’s skip the second step for a minute and go to
the third step. The 3rd step is to identify “consequences or feelings” related to
the “activating event.” How did you feel after the fight with your boyfriend?

PATIENT: Hopeless.

THERAPIST: OK, let’s write this feeling down next to “consequences.” Now, let’s go
back to the second step, which is to identify “beliefs.” What were you thinking
after the fight with your boyfriend that led you to feel hopeless?

PATIENT: I hate my life.

THERAPIST: OK, let’s write that down as your first belief. What else?
PATIENT: No one cares about me.

THERAPIST: OK, let’s write that down, too.

Next, the clinician helps the patient identify disputes for the inaccurate, and/or
unhelpful thoughts preciously identified. The clinician and youth must be careful not
to use a dispute that is the exact opposite of the automatic thought because this will
likely be difficult for the patient to believe in and may not be accurate. For example, if
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a patient identifies “I’'m a failure” as an automatic thought after failing a math test, it is
unlikely that he or she will believe the dispute, “I am not a failure. I can get an ‘A’ next
time.” However, it may be more accurate and believable to use a dispute such as “I may
not be good at math, but I am a great athlete and do well in biology.” The disputes are
the most important step of cognitive restructuring because they help argue against nega-
tive, unhelpful beliefs and allow the patient to look at situations in a different way. If the
patient has difficulty generating disputes, he or she can be prompted to question whether
the automatic thought is true, and if so, whether it is helpful. Socratic questioning can
also be used to help guide a patient to developing effective dispute. Such questions may
include “What is the evidence for or against this belief? Does this belief help you feel
the way that you want? What would your friend say if he/she heard this belief? Is there
another explanation for this event?” Finally, once disputes are generated, the therapist
helps the patient evaluate the effect or outcome of changing the maladaptive automatic
beliefs the patient originally identified. The goal is not to make the patient feel completely
happy about a difficult situation, but rather to ease some of the negative emotion the
patient feels and allow him or her to have a more realistic viewpoint of the situation.

THERAPIST: Now, the next step is to take a look at these beliefs and dispute them
if needed. I want you to ask yourself two questions as you evaluate them. The
questions are (1) Is this belief true? And if it is true, (2) is this belief helpful? If
the answer is “no” to either of these questions, then it is important to dispute
them. So, let’s get started. Is it true that you hate your life?

PATIENT: Yes, it is true.

THERAPIST: So, you hate everything about your life including your sister, your
friends, and everything else?

PATIENT: Well, maybe not everything. I like spending time with some people.
THERAPIST: So what is a more accurate statement?

PATIENT: I don’t hate everything about my life?

THERAPIST: OK, that is better. But what was it that you really disliked in the moment?
PATIENT: Fighting with my boyfriend?

THERAPIST: Right, so a more accurate statement may be “I don’t like fighting with
my boyfriend, but there are other people and things I enjoy.” Why don’t you go
ahead and write that down? And what about your next thought. “No one cares
about me.” Is that true?

PATIENT: It feels that way.

THERAPIST: OK, let’s think about the “evidence for the belief” and “evidence against
the belief.” What is some evidence you have that no one cares about you?

PATIENT: My boyfriend and I are always fighting and he’s never there for me.

THERAPIST: OK, now, what about “evidence against” this belief? Can you think of
any?

PATIENT: No, not really.
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THERAPIST: Well, do you think that your parents would bring you here if they did
not care about you?

PATIENT: Probably not.
THERAPIST: OK, so let’s write down, “My parents help when I need it.” Now, you

told me that you were on the swim team last semester. Who would come to your
meets?

PATIENT: My parents, sister, and boyfriend all came.
THERAPIST: Would they do that if they did not care about you?
PATIENT: Probably not.

THERAPIST: OK, so let’s write that down, too. Now, let’s take a look at the things
that you have listed under your “evidence for belief” column. Is it true that zo
one cares about you?

PATIENT: No, I guess not.

THERAPIST: OK, and is it common for people to have disagreements in relationships?

PATIENT: Well, yes.

THERAPIST: OK, so is it possible that arguing is something that occurs in all relation-
ships and it does not necessarily mean no one cares about you?

PATIENT: Yes, it is possible.

THERAPIST: OK, so why don’t you write down “All relationships have ups and
downs” under the “evidence against belief” column.

PATIENT: Yes, it is possible.

THERAPIST: Now, let’s take a look at your two columns. Taking into account all of
this information, is it really true that no one cares about you?

PATIENT: No, I guess not, but it feels that way.

THERAPIST: OK, so what is a more accurate belief?

PATIENT: People in my life do care about me but they don’t always show it?
THERAPIST: OK, that is much better. Let’s write that down under your disputes.

Affect Regulation

The goal of this session is to help the child or parent become more aware of triggers and
signs (physiological, cognitive, and behavioral) of emotional arousal and develop appro-
priate coping skills to regulate this arousal. The therapist begins by explaining that when
negative activating events trigger negative, maladaptive, or untrue beliefs, these beliefs
can cause depressed mood and anger. These negative feelings can also cause the body to
start to feel out of control, which can be experienced as muscle tightness, a faster heart
rate, sweating, shortness of breath, and other physiological symptoms. The more one’s
body feels out of control, the harder it is to use problem solving or cognitive restructuring
skills. Therefore, it is important to be aware of physiological signs that indicate emotional
arousal and learn ways to keep negative affect under control.
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Next, the therapist asks the patient to describe how he or she was feeling during
a recent activating event. With suicidal adolescents, it is useful to focus on events that
resulted in SI or suicidal behavior. Then, the therapist presents the patient with a list of
physiological and behavioral symptoms associated with negative affect, referred to as
“body talk,” and asks the patient to identify the symptoms he or she experienced when in
the stressful situation. The patient and therapist work together to complete the “feelings
thermometer” worksheet that includes an image of a thermometer with numbers listed
in order beside it, ranging from 1 to 10. Beside the bottom of the thermometer is a rating
“1,” which stands for calm and cool, and beside the top is the rating “10,” which stands
for extremely upset, or the highest level possible of the feeling the patient identified (e.g.,
anger) during the activating event. The patient assigns each physiological and behavioral
symptom previously identified, as well as notable cognitions, to the numbers indicating
increasing intensities of the thermometer.

THERAPIST: Okay, so you have selected “hopeless” as the main feeling that you expe-
rienced at the time of your suicide attempt. So let’s list “hopelessness™ at the top
of your emotions thermometer above the number “10.” Now, what I would like
you to do is to fill in the lines by each rating on the feelings thermometer with
the “body talk” you circled on your worksheet. “Body talk” symptoms do not
occur all at once but successively, like a set of dominos falling. So, I want you to
think back to the night of your fight with your parents. Of all of the body talk
that you circled, what was the first body talk symptom that you noticed?

PATIENT: I started to crack my knuckles.

THERAPIST: OK, good, so why don’t you write this on the line by “1.” What next?
PATIENT: I started to yell at my boyfriend.

THERAPIST: OK, so where would that fall on the thermometer?

PATIENT: Probably around “3.”

THERAPIST: Good. Then what?

PATIENT: I hung up the phone and then started sending him lots of mean text mes-
sages.

THERAPIST: OK, where should that go?
PATIENT: Probably around “7.”
THERAPIST: Then what?

PATIENT: I started to cry.

THERAPIST: OK, when did that occur?
PATIENT: Around “9.”

THERAPIST: Now, what I would like you to do next is to list negative beliefs that you
might have had on the feelings thermometer. Can you think of any negative
beliefs that you might have experienced when you first started to argue with
your boyfriend?

PATIENT: “It’s not fair.”
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THERAPIST: Good, where should that go?

PATIENT: Around “4.”

THERAPIST: What else?

PATIENT: “No one cares about me.”

THERAPIST: OK, please write that in on the appropriate line. What else?
PATIENT: “I hate my life.”

THERAPIST: And where should that go?

PATIENT: That was probably around “8.”

Next, the patient indicates his or her personal “danger zone” on the thermometer,
meaning the point of emotional arousal at which his or her body spirals so far out of
control that he or she is at risk for unsafe or suicidal behavior. Finally, the patient and
therapist work collaboratively to create a “stay cool” plan to use when patient begins to
notice early “body talk” and negative beliefs to prevent him or her from reaching the
“danger zone” and point of “extreme upset” and unsafe behavior. Relaxation training
is often taught as a means of managing physiological arousal, including paced breathing
and guided imagery.

THERAPIST: OK, now the next step is to identify your personal danger zone—that
is the point on your thermometer where your body spirals so far out of control
that it is hard to calm back down, leaving you at risk for unsafe or suicidal
behavior. Where would that be?

PATIENT: Probably when I start thinking about how much I hate my life.

THERAPIST: Good, so what I would like you to do is to begin to recognize the early
“body talk” that precedes this thought so that you can work on decreasing it
before you hit your danger zone. You can do this by creating a “stay cool” plan
to use when you begin to notice early “body talk” and negative beliefs. This
includes things that you can do and things that you can say to yourself to help
yourself calm down. So let’s go ahead and work on a “stay cool” plan. Let’s try
to list at least three things that you can do when you begin to notice your early

body talk.

PATIENT: I can walk away when I start to get upset, listen to my music, maybe take
a walk, or go online.

THERAPIST: Yes, those are all good things that can help you keep your cool. And
what about things that you can tell yourself? You can use the disputes that we
came up with last week if that would be helpful.

PATIENT: I can remind myself that there are good things about my life and things
will get better.

THERAPIST: Great, what else?
PATIENT: I can remind myself that we’ve worked things out before.
THERAPIST: Those are two great beliefs. Why don’t you write down both of them?
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Finally, before the adolescent leaves the session, parents are briefed on the session
content so that they are aware of the child’s coping plan and can provide support.

CBT Skills for Parents of Depressed Youth

The core CBT skills we described in detail earlier were initially developed for the child/
adolescent. However, they can also be applied to the parent(s) in relation to their child’s
behavior, their own affect arousal, and various parenting issues. Basic parenting skills
such as monitoring, attending to positive behavior, and contingency management are
included in many treatment plans.

Other family-based CBT skills for depressed adolescents focus on improving com-
munication and support while reducing conflict. A building block for teaching better
communication is to help parents identify and respond empathically to their child’s
feelings, which is sometimes called emotion coaching. Its goal is to increase the child’s
experience of empathy and validation from parents, which is a crucial building block to
behavior change.

Additional Skills

In addition to the core skills outlined earlier, several useful supplemental skills can be
used to enhance basic CBT. For example, a functional analysis or chain analysis of target
behaviors can help identify patterns of behavior and times when patients can utilize skills
rather than engage in destructive behaviors. Distress tolerance can help patients tolerate
uncomfortable emotions and enhance affect regulation strategies (Linehan, 1993).

Skills Practice

Skills practice sessions are used to help the youth/parent/family implement previously
learned skills for current problems. Patients and family members should be learning to
implement these skills more independently as time progresses. These skills practice ses-
sions are particularly useful when crises are brought into session or the youth/parent/
family needs more practice with a particular skill.

Relapse Prevention

Finally, as patients near the end of treatment, it is helpful to review the progress made,
the skills learned, and future goals that need continued work. As part of this process, it
is important to conduct a relapse prevention session to prepare the patient to become his
or her own therapist and use the skills learned in therapy in daily life moving forward. In
this session, the clinician, youth, and family work together to identify potential triggers
and warning signs of a future lapse, and plan how the youth will use skills learned to
cope with such issues, as well as how the family will support him or her in this process.

CONCLUSIONS

Considerable progress has been made over the past several decades in the treatment of
depression and suicidality in adolescence. Although the number of efficacy studies for
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depression has increased, there is still a need for data indicating how these treatments
work, as well as how to increase and improve the use of evidence-based practices such as
CBT in community settings. Future trials are necessary to inform best practices in treat-
ing depressed children and adolescents.
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CHAPTER 5

Bipolar Disorder

Amy E. West and Sally M. Weinstein

THE DSM-5 DEFINITION OF BIPOLAR DISORDER

Bipolar disorder (BD) in children and adolescents, a chronic and debilitating disorder,
has been diagnosed with substantially greater frequency over the past 20 years (Wash-
burn, West, & Heil, 2011). Pediatric bipolar disorder (PBD) is currently diagnosed using
the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-S5;
American Psychiatric Association, 2013), although there is considerable debate regard-
ing the accurate characterization of BD in children and adolescents. Bipolar I disorder is
diagnosed if the patient has met full criteria for a manic episode, and commonly has met
full criteria for major depressive disorder (MDD) or a mixed mood episode (co-occurring
symptoms of mania and depression). Bipolar II disorder is diagnosed if full criteria have
been met for past/present MDD and past/present hypomania. Cyclothymia is diagnosed
if there is a history of at least 2 years of numerous periods of hypomanic symptoms and
numerous periods of depressive symptoms that do not meet full criteria for MDD or
mania. Unspecified BD is diagnosed if there is a history of significant symptoms of mania
and depression that do not meet intensity, duration, or frequency thresholds for a full
mood episode by DSM criteria. Diagnosis of a manic episode is based on the presence of
episodes of either extreme irritability or elevated, expansive mood in combination with
at least five of the following symptoms: grandiosity, decreased need for sleep, hyper-
sexuality, racing thoughts, pressured speech, distractibility, and impulsive behavior. The
episode must represent a change from previous behavior and last for at least 2 weeks. An
MDD diagnosis is based on the presence of depressed or irritable mood or loss of interest
or pleasure and at least five other symptoms, including sleep problems, fatigue, difficulty
concentrating, weight or appetite changes, feelings of guilt or worthlessness, changes in
psychomotor activity, and suicidal ideation. Symptoms must persist over 2 weeks and
represent a substantial change from baseline.
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A growing literature suggests that PBD presents differently in children and adoles-
cents than in those with onset in adulthood. Youth onset is associated with less defined and
shorter cycles (e.g., ultradian cycling), prominent irritability, chronic interespisode sub-
syndromal symptoms, recurrent subsyndromal episodes, mixed mood episodes, and high
rates of comorbid conditions, such as attention-deficit/hyperactivity disorder (ADHD)
and oppositional defiant disorder (ODD) (Biederman, 1995; Leibenluft, Charney, Tow-
bin, Bhangoo, & Pine, 2003). Thus, many children and adolescents are diagnosed with
unspecified BD because their episodes are shorter and/or too rapidly fluctuating to meet
the duration criteria specified for both adults and youth. The term broad phenotype
(Brotman et al., 2006) is often used to describe these youth who experience either (1)
symptoms of mania and depression that are episodic but do not meet duration criteria
or (2) chronic, severe mood dysregulation and hyperarousal that is extremely impairing,
but for whom discrete episodes are not evident. There remains debate in the literature as
to the inclusion of the “broad” phenotype in the bipolar spectrum (e.g., unspecified BD)
or as a distinct diagnostic category (e.g., severe mood dysregulation or disruptive mood
dysregulation disorder [DMDD]) (American Psychiatric Association, 2000; Brotman et
al., 2007; McClellan, Kowatch, Findling, & Work Group on Quality, 2007).

Even with a standardized definition of PBD, challenges to diagnosis remain (Danner
et al., 2009; Youngstrom, Freeman, & Jenkins, 2009). Differentiating between normative
development and bipolar symptoms can be difficult, requiring sensitivity to and expertise
in the developmental manifestation of mania and depression symptoms in youth. Accu-
rate diagnosis is further complicated by the overlap of symptoms, as well as the co-occur-
rence of BD with other disorders (e.g., ADHD, disruptive behavior disorders). Discrete
moods can be difficult to isolate due to rapid cycling and mixed mood symptoms. Finally,
the variability in symptom presentation across mood states can lead to misdiagnosis,
especially when there is limited access to multiple raters (i.e., both parents, teachers, self).
For example, without an accurate history, bipolar symptoms may be misdiagnosed as
severe ADHD or as MDD.

PREVALENCE AND COURSE

There are limited data available to inform prevalence rates for PBD. Current epidemio-
logical data suggest that PBD occurs in approximately 1-2% of the population world-
wide (Van Meter, Moreira, & Youngstrom, 2011), with some estimates for the “broad”
phenotype as high as 3.3% (Brotman et al., 2006). There are few longitudinal studies on
the course of BD across the lifespan, especially with regard to the transition from adoles-
cence to adulthood. Retrospective studies of adults with BD indicate that as many as 60%
of affected adults experienced symptoms of BD before age 20; 10-20% reported symp-
toms before age 10 (Egeland, Hostetter, Pauls, & Sussex, 2000; Lish, Dime-Meenan,
Whybrow, Price, & Hirschfeld, 1994; Loranger & Levine, 1978). It remains unclear
whether those children and adolescents diagnosed with PBD will demonstrate continuity
of their childhood presentation of symptoms into adulthood.

The course of PBD across childhood and adolescence is chronic and severe. Results
from the Course and Outcome of Bipolar Youth study indicate that 80% of youth ages
7-17 with bipolar spectrum disorders fully recover about 2.5 years after their index
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episode (the episode that brought them to treatment); however, approximately 60% sub-
sequently have at least one recurrence within 1.5 years after recovery (Birmaher et al.,
2009). The chronicity and recurrence of symptoms results in significant impairments in
all domains of psychosocial functioning—individual, family, peer, and school/commu-
nity. Compared to their peers, children with PBD demonstrate higher rates of math and
reading problems (Henin et al., 2007; Pavuluri, O’Connor, Harral, Moss, & Sweeney,
2006) and disruptive school behavior (Geller, Zimerman, et al., 2002), as well as limited
peer networks, bullying, and poor social skills (Geller, Craney, et al., 2002; Wilens et al.,
2003). Poor family functioning complicates symptom management and coping. Individu-
als with PBD often experience strained sibling and parent relationships (Geller et al.,
2000; Wilens et al., 2003), characterized by less warmth, affection, and intimacy, and
more fighting, forceful punishment, and conflict (Schenkel, West, Harral, Patel, & Pavu-
luri, 2008). These negative experiences take their toll on development; not surprisingly,
adolescents with PBD exhibit low self-esteem, hopelessness, external locus of control,
maladaptive coping strategies (Rucklidge, 2006), poor social functioning (T. R. Gold-
stein, Miklowitz, & Mullen, 2006), high expressed emotion, and chronic stress in their
family life (Kim, Miklowitz, Biuckians, & Mullen, 2007), as well as overall lower levels
of family adaptability and cohesion (Keenan-Miller, Peris, Axelson, Kowatch, & Mik-
lowitz, 2012). Youth with PBD are also at high risk for suicide attempts, with as many
as 44% of adolescents with BD attempting suicide before age 18 (Lewinsohn, Seeley,
& Klein, 2003). In adulthood, these patients demonstrate greater mental health care
utilization, elevated rates of other chronic disease and health conditions, lower rates of
school graduation, and loss of career productivity (Kessler et al., 2006; Kupfer, 2005;
Lewinsohn, Olino, & Klein, 2005). Thus, PBD places a considerable burden on educa-
tional, occupational, and health care systems.

COMMON COMORBID CONDITIONS

Rates of comorbidity in PBD are high. A review of the major PBD phenomenology studies
to date (Axelson et al., 2006) suggested significant rates of comorbid psychiatric disor-
ders: ADHD, 69-87%; ODD, 46-86%; conduct disorder (CD), 12-41%; axiety disor-
ders, 14-54%, and substance use disorder, 0-7% (average age of these samples ranged
from 10 to 11 years). In the past, clinicians looked to the unique symptoms of mania
(e.g., expansive mood, hypersexuality, racing thoughts, decreased need for sleep) to help
differentiate bipolar from other conditions. However, recent research has challenged the
sole reliance on mania symptoms for differential diagnosis. In the Longitudinal Assess-
ment of Manic Symptoms study, Findling and colleagues (2010) found that whereas
youth with elevated symptoms of mania demonstrated increased risk for PBD, 75% of
these youth did not have PBD and were diagnosed with other disorders (e.g., ADHD,
ODD, CD). These authors suggested that elevated mania may be a better indicator of
severe psychopathology rather than a specific marker for PBD. Increased knowledge of
the underlying physiology and the brain mechanisms impaired in PBD and other disor-
ders may ultimately enable a better understanding of true comorbidity versus overlapping
brain dysfunction that are common across diagnostic categories. For example, Young-
strom, Arnold, and Frazier (2010) have proposed that, especially with regard to ADHD
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comorbidity, high rates might reflect problems with our categorical diagnostic system;
these researchers suggest that a dimensional understanding of symptoms and a focus on
overlapping underlying biological substrates may yield more useful and accurate informa-
tion.

ETIOLOGICAL/CONCEPTUAL MODELS OF PBD

The symptoms and psychosocial impairments in PBD likely persist because of the com-
plex interplay of biological vulnerabilities, learned behaviors, and maladaptive interper-
sonal interactions that reinforce cognitive distortions and disruptive behavioral patterns.
The symptoms of PBD are associated with profound psychosocial impairments across
domains of social, academic, and family function (T. R. Goldstein et al., 2009; West &
Pavuluri, 2009). These impairments may be not only a function of the symptoms but also
may create a context of stressors that increase risk for onset and exacerbation. Youth
with PBD demonstrate disruptive school behavior (Geller, Zimerman, et al., 2002), and
their social functioning is marred my limited peer networks, peer victimization, and
poor social skills (Geller, Craney, et al., 2002; T. R. Goldstein et al., 2006; Wilens et al.,
2003). Families of youth with PBD may experience frequent sibling and parental conflict
(Geller et al., 2000; Wilens et al., 2003); lower levels of warmth, family adaptability,
and cohesion (T. R. Goldstein et al., 2009; Keenan-Miller et al., 2012; Schenkel et al.,
2008); and chronic stress in family life (Kim et al., 2007). These difficulties may extend
to the intrapersonal sphere, with youth with PBD exhibiting low self-esteem, hopeless-
ness, external locus of control, and maladaptive coping strategies (T. R. Goldstein et al.,
2009; Rucklidge, 2006).

Although the psychosocial manifestations of PBD symptoms are well documented
and understood, only recently has research investigated the neurological underpinnings of
the various symptoms and functional impairments observed in PBD. Preliminary findings
have indicated that children with PBD demonstrate impairments in cognitive domains
associated with learning, problem solving, and cognitive—emotional modulation, includ-
ing attention, working memory, executive function, verbal memory, and processing speed,
relative to healthy controls and in some cases, children with other psychiatric disorders
(Bearden et al., 2006; Dickstein et al., 2004, 2007; Doyle et al., 2005; Henin et al., 2007;
McClure et al., 2005; Pavuluri, Schenkel, et al., 2006). These neurocognitive impair-
ments appear to persist over time (Pavuluri, West, Hill, Jindal, & Sweeney, 2009) and
occur independent of mood state (Pavuluri, Schenkel, et al., 2006). Recently, Passarotti
and Pavuluri (2011) summarized neuroscientific findings in PBD to propose an integrated
neurobiological model involving altered functioning of the brain circuits responsible for
response inhibition, reward, and executive functioning that underlie the affect dysregula-
tion, low frustration tolerance, impulsivity, and maladaptive reward seeking experienced
by youth with PBD. This model also differentiates the pathogenesis of symptoms and
impairments in PBD from common co-occurring disorders such as ADHD (Passarotti &
Pavuluri, 2011).

Research utilizing various genetic methods consistently demonstrates the impor-
tance of a genetic contribution to BD, with genetic factors explaining 60-85% of the
variance in risk (Smoller & Finn, 2003). For example, studies examining monozygotic
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versus dizygotic twins indicate concordance estimates ranging from .33 to .75 for mono-
zygotic twins and from zero to .13 for dizygotic twins (Kieseppa, Partonen, Haukka,
Kaprio, & Lonngvist, 2004). The genetic etiology of PBD is complex, and research is
only beginning to identify specific genes that may elevate risk for BD (Barnett & Smoller,
2009; Kennedy, Cullen, DeYoung, & Klimes-Dougan, 2015). In addition, recent evidence
suggests a pathophysiological relationship between immune system-mediated inflamma-
tion and psychiatric disorders. This innovative model for understanding mood disorders
submits that chronic, low-grade systemic inflammation (a complex reaction involving the
immune and central nervous systems) may cause changes in brain structure and func-
tion that inclines people toward mood dysregulation (Coppen, 1967; Schildkraut, 1965).
Furthermore, inflammatory processes may interact with many other pathophysiological
domains implicated in mood disorders, including neurotransmitter metabolism, neuro-
endocrine function, synaptic plasticity, epigenetics, and behavior (Maes et al., 2009; Rai-
son, Capuron, & Miller, 2006). While evidence supporting the pathogenic link between
neuroendocrine/inflammatory markers and psychiatric disorders is strongest among
adults with MDD (Dowlati et al., 2010), accumulating evidence suggests a similar ele-
vated inflammatory signature in BD, and may be involved in mood dysregulation among
youth as well (Berk et al., 2011).

Research on the neurocognitive and/or neurobiological circuits that underlie PBD
symptoms is advancing quickly; new knowledge will not only help researchers more
accurately characterize the pathogenesis of the disorder but also inform more targeted
treatment approaches that operate on the specific mechanisms of illness. However, while
knowledge is accumulating, the fact remains that PBD confers a very poor prognosis for
those it affects and represents a substantial psychiatric burden. There is a clear need for
high-quality, evidence-based pharmacological and psychosocial treatment methods to
treat acute symptoms, improve psychosocial functioning, enhance quality of life, and
optimize the chance for long-term remission of PBD symptoms.

EVIDENCE-BASED TREATMENTS FOR PBD

This section provides an overview of evidence-based psychosocial interventions designed
for adjunctive use with pharmacotherapy to target PBD. A recent review (Fristad &
MacPherson, 2014) evaluated existing psychosocial treatments for PBD following guide-
lines provided by the Task Force on the Promotion and Dissemination of Psychological
Procedures (Chambless et al., 1996, 1998; Chambless & Hollon, 1998; Chambless &
Ollendick, 2001; Southam-Gerow & Prinstein, 2014) We present the treatments below
in order of current evidence base, as identified by Fristad and MacPherson (2014) but
updated to include recent research.

Well-Established and Probably Efficacious Treatments

“Well-established” treatments include those with support in at least two rigorous ran-
domized controlled trials (RCTs), with active controls conducted by two independent
research teams. Currently, there are no well-established treatments for PBD. How-
ever, several existing interventions meet criteria for “probably efficacious” treatments,
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requiring either superiority to active control in at least one well-conducted RCT or two
experiments demonstrating superiority to wait-list controls: child- and family-focused
cognitive-behavioral therapy (CFF-CBT), family-focused therapy (FFT) for adolescents,
and multifamily psychoeducational psychotherapy (MF-PEP).

CFF-CBT: The RAINBOW Program

To our knowledge, CFF-CBT is the only adaptation of CBT specific to school-age youth
with BD that has been developed and tested. CFF-CBT is a family-focused CBT interven-
tion for children ages 7-13 with PBD (West & Weinstein, 2012). The psychotherapeutic
methods used in CFF-CBT are driven by three areas of research evidence: (1) affective
circuitry brain dysfunction in PBD (e.g., poor problem solving during affective stimula-
tion because of underactivity in the dorsolateral prefrontal cortex); (2) developmentally
specific symptoms of PBD (e.g., rapid cycling, mixed mood states, comorbid disorders);
and (3) the impact of PBD on psychosocial and interpersonal functioning (e.g., poor
social functioning, family stress). Based on the scientific findings in these areas, the core
concepts and initial CFF-CBT curricula were developed. Interventions in CFF-CBT
integrate cognitive-behavioral approaches with psychoeducation, interpersonal psycho-
therapy, mindfulness, and positive psychology techniques, and are employed across mul-
tiple domains—individual, family, peer, and school. In practice, CFF-CBT is delivered
through 12 weekly 60- to 90-minute sessions (equally divided among child-only, parent-
only, and family sessions). The key components of CFF-CBT are captured by the acronym
RAINBOW: Routine; Affect regulation; I can do it (self-efficacy boosting); No negative
thoughts and live in the now; Be a good friend and Balanced lifestyles for parents; Oh,
how can we solve this problem; and Ways to get social support. The range of topics cov-
ered includes establishing a predictable routine, mood monitoring, teaching behavioral
management, increasing parent and child self-efficacy, decreasing negative cognitions,
improving social functioning, engaging in collaborative problem solving, and increas-
ing social support (see Table 5.1). Open-trial data support the efficacy of CFF-CBT in
individual (Pavuluri et al., 2004), group (Pavuluri et al., 2009), and maintenance models
(West, Henry, & Pavuluri, 2007). In addition, a recent RCT (N = 69) of youth with BD
(ages 7-13, mean = 9 years) indicated efficacy for adjunctive (to medication) CFF-CBT in
improving mania, depression, and global functioning compared to a control group receiv-
ing dose-matched psychotherapy as usual (West et al., 2014).

FFT for Adolescents

Miklowitz and colleagues (2004) adapted FFT for adults with BD to adolescents (FFT-A).
The goal of FFT-A is to reduce symptoms and increase psychosocial functioning through
an increased understanding about the disorder, decreased family conflict, and improved
family communication, coping, and problem solving. FFT-A is delivered in 21 individual
sessions over the course of 9 months and is organized into three components: psychoedu-
cation (e.g., developing an understanding of the symptoms, etiology, and course of the
disorder), communication enhancement training (e.g., active listening skills, role play-
ing, and offering feedback), and problem solving (e.g., identifying problems and generat-
ing effective solutions). The efficacy of FFT-A as an adjunct to pharmacotherapy was
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TABLE 5.1. Outline of CFF-CBT Treatment Protocol

Session  Participants CFF-CBT components and topics covered
1 Child and parents e Orientation to treatment/goal setting
together e Engagement and relationship building with child and
parents
2 Child and parents o A: Affect regulation
together e Psychoeducation about PBD
e Mood charting via daily mood calendar (Figure 5.1)
3 Parents only e R: Routine; A: Affect regulation
o Affect regulation skills: establishing routines and anger
management
e Identifying and acknowledging parents’ difficult feelings
4 Child only; o A: Affect regulation
parent check-in o Affect regulation skills
e Labeling emotions; recognizing difficult feelings; triggers
of anger and sadness
5 Child only; o [: ] can do it!; N: No negative thoughts and live in the
parent check-in now
e Problem solving and positive thinking
e Cognitive and behavioral (“think” and “do”) coping skills
6 Parents only o [: 1 can do it!; N: No negative thoughts and live in the
now
e Identifying and promoting positive qualities in child
e Positive thinking and mantras; reframing negative
thoughts; mindfulness strategies
7 Child only; e Bea good friend
parent check-in e Communication skills and interpersonal problem
solving
8 Parents only e B: Bea good friend and balanced lifestyle for parents
e Promoting child’s social competence
e Behavior management strategies
e Balanced lifestyle for parents and enhancing self-care
9 Parents, child, e O: Oh, how do we solve this problem?
siblings e Psychoeducation about PBD provided to siblings
e Family coping and problem-solving
10 Child and parents o W: Ways to find support
together e Identifying and enhancing access of social support
networks
11 Child and parents o Reflection on RAINBOW experience
together e Review of RAINBOW skills, creation of RAINBOW
binder to internalize and consolidate therapy tools
12 Child and parents e Celebration; follow-up/maintenance plan

together
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examined in a two-site RCT with 58 adolescents (ages 12-17, mean = 14.5) with bipolar
spectrum disorders and their families (Miklowitz et al., 2008). All participants received
pharmacotherapy and were randomized to receive either FFT-A or “enhanced care” (three
weekly family sessions focused on psychoeducation and relapse prevention). Results indi-
cated that FFT-A youth experienced shorter time to recovery from depression, less time
in depressive episodes, and lower depression severity scores over the 2-year study period
than did those in the control condition. A recent RCT of FFT-A conducted with a larger
sample (N = 145) of adolescents with BD (ages 12-18, mean = 15.6 years) indicated that
those who participated in the treatment did not differ from an enhanced care control
condition (three psychoeducation sessions) on time to recovery or recurrence, or weeks ill
during follow-up. However, secondary analyses did reveal that participants in FFT-A had
less severe manic symptoms during Year 2 (follow-up period) than controls (Miklowitz
et al., 2014). FFT-A was recently adapted for youth who may be at risk for BD by virtue
of (1) a diagnosis of BD not otherwise specified, MDD, or cyclothymic disorder and (2)
having a first-degree relative with the diagnosis of BD I or IT and active mood symptoms.
Data from a small randomized trial of FFT-A (N = 40) for at-risk youth (ages 9-17, mean
= 12.3 years) indicated more rapid recovery from initial mood symptoms, more weeks in
remission, and a more favorable trajectory of mania symptoms over 1 year compared to
youth in enhanced care (Miklowitz et al., 2013).

Psychoeducation

Fristad and colleagues (Fristad, Goldberg-Arnold, & Gavazzi, 2002; Fristad, Verducci,
Walters, & Young, 2009) developed an adjunctive MF-PEP for children ages 8-12 with
BD or depressive spectrum disorders and their parents. This treatment was originally
developed to be delivered across eight multifamily group sessions. The goals of MF-PEP
are to educate parents and children about the child’s illness (either depression or BD),
available treatment approaches, strategies for symptom management, problem-solving
and communication skills, and coping skills, and to provide support for the parents.
An RCT (N = 165) of adjunctive MF-PEP in youth (ages 8-12, mean = 10 years) with
unipolar depression or BD demonstrated efficacy in reducing mood symptoms (Fristad et
al., 2009) compared to a wait-list control group. Fristad and colleagues also adapted the
treatment into an individual format (IF-PEP) delivered across 24 individual sessions and
demonstrated preliminary efficacy for this intervention versus wait-list control in a small
RCT (Fristad, 2006).

Possibly Efficacious Treatments

Dialectical behavior therapy (DBT) was adapted by T. R. Goldstein, Axelson, Birmaher,
and Brent (2007) for adolescents with BD. DBT was originally developed for adults with
borderline personality disorder to target emotional instability by combining standard
cognitive-behavioral techniques for emotion regulation with concepts of distress toler-
ance, acceptance, and mindfulness (Linehan et al., 2006). DBT for adolescents with BD
is delivered over the course of 1 year and comprises two modalities: family skills training
(delivered to the whole family) and individual psychotherapy for the adolescent. The acute
treatment phase lasts 6 months and includes 24 weekly sessions that alternate between
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individual and family therapy. The continuation treatment is 12 additional sessions that
taper in frequency over the rest of the year. DBT has been evaluated in two studies,
including a small open trial (T. R. Goldstein et al., 2007) and a pilot randomized trial
(T. R. Goldstein et al., 2015) thus meeting criteria for a “possibly efficacious treatment”
(i.e., at least two rigorous clinical studies demonstrating efficacy). The preliminary open
trial of DBT for adolescents with BD was conducted with 10 youth, ages 14-18. Find-
ings demonstrated significant decreases in suicidality, nonsuicidal self-injurious behavior,
emotional dysregulation, and depression symptoms after the 1-year intervention (T. R.
Goldstein et al., 2007). Additionally, a recent pilot RCT compared DBT (1 = 14) to psy-
chosocial treatment as usual (TAU; # = 6) in adolescents ages 12-18 with BD. Findings
indicated improvement in depression symptoms and suicidal ideation at posttreatment
for those receiving DBT compared to TAU (T. R. Goldstein et al., 2015).

Experimental Treatments

Hlastala and colleagues adapted interpersonal and social rbythm therapy (IPSRT; Frank
et al., 2005) for adolescents with BD (IPSRT-A; Hlastala & Frank, 2006). IPSRT-A is in
an earlier stage of development and is therefore classified as an experimental treatment
(i.e., not yet tested in an RCT). IPSRT is an evidence-based psychotherapy for adults with
BD that targets instability in circadian rhythms and neurotransmitter systems because
of their known vulnerability as a precipitant for mood episodes. IPSRT aims to stabilize
social and sleep routines, and to address interpersonal precipitants to dysregulation such
as interpersonal conflict, role transitions, and interpersonal functioning deficits. IPSRT
is primarily an individual treatment, but this adaptation to adolescents does incorporate
brief family psychotherapy. A pilot open trial of IPSRT-A in 12 adolescents (mean age
= 16.5) with BD indicated decreased symptoms and improved functioning from pre- to
posttreatment (Hlastala, Kotler, McClellan, & McCauley, 2010).

Pharmacological Interventions

Historically, pharmacology has been the front-line treatment for PBD, and medications
indicated for BD in adults are increasingly being used for children and adolescents. Most
pharmacological treatment trials on PBD have focused on the treatment of bipolar mania
(Hamrin & Iennaco, 2010). The agents typically used to treat mania in children and ado-
lescents include lithium, antiepileptic drugs with mood-stabilizing effects, and second-
generation antipsychotic (SGA) medications. Few large-scale, prospective studies have
examined pharmacological treatment for PBD; thus, many of these medications are used
without specific U.S. Food and Drug Administration (FDA) approval for PBD (Wash-
burn et al., 2011). Although evidence supporting the effectiveness of these medications
is increasing, significant gaps remain, and extant research suggests questionable efficacy
of medications to fully address the disorder experience. In general, pharmacotherapy for
PBD is complicated by low response rates and poor tolerability (B. I. Goldstein, Sassi, &
Diler, 2012), and is not sufficient to address the range of PBD symptoms and functional
impairments. For example, medication does not address important psychosocial domains
such as understanding and accepting PBD, coping and problem-solving, and family sup-
port and communication. Thus, adjunctive psychosocial treatment is considered an
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essential component of effective treatment for PBD (McClellan et al., 2007) to address
broader domains of functioning.

Predictors of Treatment Response

Few studies have examined predictors or moderators of psychosocial interventions in
youth with PBD, but existing research highlights child and parent/family factors that
influence treatment outcomes. In a recent examination of 165 youth with depression or
bipolar spectrum disorders, nonresponse to psychosocial treatment was predicted by bet-
ter baseline child global functioning, lower levels of stress/trauma history, and presence
of personality disorder symptoms in parents (MacPherson, Algorta, Mendenhall, Fields,
& Fristad, 2014). Moreover, children with moderately impaired functioning responded
better to group psychoeducation relative to a wait-list control, while children with less
impairment responded similarly in both conditions. Similarly, families characterized as
high in expressed emotion (EE; i.e., overinvolvement and criticism) showed greater symp-
tom improvement in response to FFT-A compared to a brief educational control, whereas
low-EE families responded equally to the treatment conditions (D. J. Miklowitz et al.,
2009). Our group recently examined treatment moderators of CFF-CBT in the random-
ized trial of 69 youth with PBD and their parents/caregivers (Weinstein, Henry, Katz,
Peters, & West, 2015). Findings highlighted parent functioning as a moderator of child
symptom response to CFF-CBT versus an enhanced TAU: Children of parents with higher
depressive symptoms showed significantly greater improvement in their own depressive
symptoms and, marginally, overall reduction in psychiatric severity across the course of
CFF-CBT versus TAU. These findings suggest that parental depressive symptoms, even
at subthreshold levels, interfered with treatment in TAU, and therefore converge with
findings in the PBD literature suggesting that the effects of specialized treatment for PBD
may be greatest for the higher-risk youth and families that these treatments are designed
to target.

EVIDENCE-BASED ASSESSMENT AND TREATMENT IN PRACTICE
Assessment

The appropriate treatment of BD in children and adolescent is predicated on an accurate
diagnosis. To improve the interrater reliability of PBD diagnoses, Youngstrom, Find-
ling, Youngstrom, and Calabrese (2005) developed an evidence-based assessment pro-
tocol that incorporates existing approaches to the assessment of PBD for a variety of
complex clinical presentations. This diagnostic protocol includes five steps: (1) screening
for mania; (2) establishing an actuarial estimate of the likelihood of PBDj; (3) evaluating
diagnostic criteria with high specificity to PBD; (4) obtaining evidence of episodes; and
(5) extending the window of assessment.

The first step involves screening for the presence of mania symptoms. The protocol
recommends the use of the parent version of the Child Mania Rating Scale (CMRS),
which is the first rating scale designed and tested specifically to screen for PBD (Pavu-
luri, Henry, Devineni, Carbray, & Birmaher, 2006). The CMRS includes 21 develop-
mentally specific items that correspond to DSM criteria for BD. It has demonstrated
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strong psychometric properties indicating interrater reliability, concurrent validity with
the Young Mania Rating Scale (YMRS), and sensitivity to symptom change across treat-
ment (Pavuluri, Henry, et al., 2006; West, Celio, Henry, & Pavuluri, 2011).

In the second step of the protocol, the results of the screening measure and additional
information (e.g., family history of BD) are used to obtain a probability estimate of PBD.
This estimate is obtained through the use of a nomogram, which uses Bayes’ theorem
to estimate the probability of a diagnosis based on test findings or clinical observations
(Youngstrom et al., 2005; Youngstrom & Youngstrom, 2005). The nomogram functions
like a probability “slide rule” and allows the clinician to combine information about risk
without having to rely on mathematical calculations. A detailed description of how to use
the nomogram to obtain a probability estimate of PBD is available elsewhere (Jenkins,
Youngstrom, Washburn, & Youngstrom, 2011).

The third step in the protocol involves evaluating symptoms to determine eligibility
for a mood episode. This evidence-based protocol recommends that clinicians focus on
those criteria that are highly specific to BD rather than focusing on criteria that overlap
with other disorders, including (1) decreased need for sleep (e.g., a child may refuse to
go to bed, or play, sing, or watch television late into the evening/early morning but deny
feeling tired in the morning); (2) unstable self-esteem and grandiosity (e.g., the child
or adolescent may make unsubstantiated statements that indicate inflated self-esteem
or grandiosity beyond what is considered developmentally appropriate and that demon-
strates mood congruency); (3) hypersexuality (e.g., pleasure-focused sexual behavior that
is either developmentally atypical or unusual and uncharacteristic of the child—mas-
turbating in public, touching strangers inappropriately); (4) elated mood (e.g., excessive
and developmentally inappropriate excitability, silliness, and giddiness, uncontrollable
laughter and joking); (5) pressured speech and racing thoughts (e.g., child reports that
his or her mind is going so fast that he or she cannot stop it and his or her mouth cannot
keep up); and (6) goal-directed activity (e.g., constantly fiddling with everything at home,
playing games, or fighting with siblings, with inability to stop or slow down). Structured
diagnostic interviews such as the Washington University in St. Louis Kiddie Schedule
for Affective Disorders and Schizophrenia (WASH-U-KSADS; Geller et al., 2001) or the
Schedule for Affective Disorders and Schizophrenia for School-Age Children—Present
and Lifetime Versions (KSADS-PL; Kaufman et al., 1997) can be helpful instruments
to assess these core symptom domains; the WASH-U-KSADS in particular includes sug-
gested questions and probes to assess developmentally specific manifestations of mania
and depressive symptoms.

The fourth step in the protocol involves obtaining evidence of episodes. A formal
diagnosis of BD based on DSM criteria requires the identification of an index episode,
be it a major depressive episode, dysthymic episode, manic episode, hypomanic episode,
or mixed episode. The assessment of episodes requires information about both current
and past symptoms; assessment tools such as the National Institute of Mental Health
(NIMH) Life Chart Method (Denicoff et al., 2000) can be helpful in documenting life-
time mood episodes.

The final step in this evidence-based approach is to extend the window of assess-
ment, particularly when the evidence for episodes is unclear or the clinician is not fully
confident about the diagnosis. For the most accurate diagnosis, it is recommended that
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the window of assessment be extended, both retrospectively and prospectively, to clearly
delineate changes in mood episodes (Youngstrom et al., 2005). The diagnosis of PBD is
complex; as mentioned previously, the developmentally-specific manifestations of mania
in children and adolescents can be challenging to assess and differential diagnosis often
difficult. Additional expert guidance for diagnosing PBD can be found in the literature
(Youngstrom, Birmaher, & Findling, 2008; Youngstrom et al., 2005, 2009). Although
complex and the subject of some controversy, determining an accurate diagnosis of PBD
is critical to the provision of effective treatment.

Treatment: CFF-CBT
Overview of Key Treatment Components

As reviewed previously in this chapter, PBD involves a combination of neurological
underpinnings and both innate and learned patterns of emotional responses, thoughts,
and behaviors. Neuroscientific research suggests that youth with PBD experience distur-
bances in the neural systems responsible for processing and modulating emotions (Pavu-
luri, O’Connor, Harral, & Sweeney, 2007), and therefore have difficulty regulating their
emotions because they may experience a shutdown of emotional and cognitive control
systems in the presence of affectively charged stimuli. CBT aims to address these impair-
ments in affective circuitry, as well as impairments in social and family functioning,
through various techniques at both the child and family levels. The integration of theory
and psychosocial treatment research to date suggests several core components of CBT for
youth with PBD. A primary component is psychoeducation to build the family’s under-
standing of the symptoms, etiology, and typical course of PBD. Psychoeducation is the
core parent- and family-level intervention and serves as the foundation for subsequent
skills-building interventions. Important targets for psychoeducation include parental
education about mood symptoms, the nature of mood episodes, risk factors and comor-
bidity, the role of medications and psychosocial treatment, and how to navigate mental
health care and educational systems (Fristad et al., 2002).

CBT for PBD also focuses on the development of affect regulatory strategies to
address impairments in emotion regulation at the child level, as well as to enhance par-
ent self-regulation. Child-focused strategies include instruction and practice in the self-
monitoring of mood states, recognizing and labeling feelings, and coping skills to manage
expansive, negative, and irritable moods. Parents also benefit from interventions aimed
at increasing their own affect regulation to boost parenting efficacy, particularly with
regard to their management of rage episodes, as well as other behavioral management
and coping strategies. All current evidence-based models for PBD incorporate affect and
behavioral regulation strategies at the family level into their treatment model (Fristad et
al., 2002; Miklowitz, 2012; West & Weinstein, 2012). As part of this work, youth and
parents may learn cognitive restructuring techniques to reduce negative thought patterns
(e.g., thought stopping, reframing situations positively, modifying thoughts, and use of
positive self-talk/mantras during difficult situations). In addition, mindfulness skills can
help parents manage their own difficult emotions and maintain equanimity in the face of
their child’s mood swings, rage episodes, or behavioral misconduct.
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Parent training in behavioral management strategies can target the rage episodes
common in PBD to help families prevent and cope with affective “storms.” For example,
many parents have previously incorporated behavioral management techniques devel-
oped for children with disruptive behavior disorders, which emphasize immediate contin-
gency enforcement, redirection, and the swift implementation of consequences. Unfortu-
nately, in youth with PBD, these methods often result in escalation of negative emotions
given that the child’s rage is understood as a neurobiologically mediated loss of control
over emotional responses, rather than deliberate or manipulative behavior. As such, par-
ents are instructed to use calming tones and to modulate their own responses so as not
to model negative emotional reactivity. They are encouraged to focus on defusing the
situation, keeping everyone safe, and using an empathic, collaborative problem-solving
approach. Consequences and limits, if necessary, can be implemented later, when the
child is calm. This approach is far more effective than more traditional behavioral man-
agement approaches in addressing affective outbursts that are common in PBD. Other
behavioral strategies for regulating youth mood include establishing simple and predict-
able routines, minimizing the number of transitions, emphasizing the timing and tone of
interactions during mood episodes, and using positive reinforcement. Youth and parents
also engage in problem-solving skills training to target interpersonal and family diffi-
culties, as well as to enhance self-efficacy related to coping with the disorder. Similarly,
social skills training for youth focuses on role play, listening and communication skills,
and increasing capacity for empathy to improve the interpersonal difficulties associated
with PBD. Finally, parents are encouraged to engage in self-care—nourishing and relax-
ing activities—and to utilize their social support networks to help cope with the demands
of caring for a child with PBD. Together, these cognitive-behavioral interventions help
address the range of cognitive, social, and interpersonal impairments that are typical
of PBD and provide families with a set of tools and skills to buffer against the negative
impact of symptoms and improve their quality of life.

Parents also need support in coping with the burden of managing their child’s
illness. To achieve this goal, family-based interventions often have parent-focused ses-
sions, designed to provide parents with space to process difficult feelings, learn the
importance of good self-care, and connect to positive social supports. For example,
CFF-CBT involves intensive work with the parents to address their own therapeutic
needs and help them develop more effective parenting strategies for their child (West
& Weinstein, 2012). Similarly, the content covered in the parent-only MF-PEP group
sessions provides parents specific strategies to cope with the variety of challenges asso-
ciated with their child’s illness (Fristad et al., 2002). Although FFT-A does not typically
involve individual work with the parents, it addresses the therapeutic needs of family
members by working with the patient and family members together to decrease family
conflict and enhance family communication (Miklowitz, 2012). Parents also may need
assistance in advocating for their child’s educational needs. Most children with PBD
require adaptations to the academic environment to help them function appropriately
and succeed both academically and socially; many have structured educational and
social interventions as part of an individualized educational plan (IEP) (West & Peters,
2014).

Table 5.1 is a session-by-session outline of the CFF-CBT treatment protocol.
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Key Measures/Tools Used during Treatment

CFF-CBT is a manual-based treatment. The manual includes a conceptual overview,
session-by-session content, a clinician’s guide, and all supplementary materials. The
treatment materials include numerous weekly handouts and worksheets to aid in psycho-
education and skills development. For example, a weekly mood monitoring worksheet
(see Figure 5.1) helps children track their moods three times per day by coloring in how
they feel. A feelings poster helps children identify and label how they are feeling. A “My
Bugs” worksheet (see Figure 5.2) helps children identify and list their greatest triggers for
anger, sadness, and other negative mood states. A “Think and Do” worksheet helps chil-
dren identify alternative thoughts and actions in difficult situations. These worksheets,
some of which are completed in session and others for homework, are compiled at the
end of treatment into a CFF-CBT/RAINBOW binder to serve as a resource for children
as they navigate mood regulation posttreatment. Parents are provided with summary
worksheets at each child session reviewing the RAINBOW skills learned in that session
and tasks to practice at home. To track treatment-related changes, clinicians are encour-
aged to administer measures of mania, depression, and psychosocial functioning over the
course of treatment, such as the CMRS (Pavuluri, Henry, et al., 2006), the Children’s
Depression Inventory (CDI; Kovacs, 1992, 2014); and the Children’s Global Assessment
Scale (CGAS; Shaffer et al., 1983).

Case Example

Kelly B,* a 10-year-old, white female who lived at home with her biological parents
and 14-year-old sister, was initially evaluated for the stabilization of her symptoms with
medication. The psychiatrist diagnosed her with bipolar I disorder, carefully evaluated
her medication needs, and prescribed a mood stabilizer. However, after a few months
of medication management, though her acute symptoms improved somewhat, it became
clear that substantial residual symptoms and psychosocial difficulties were not addressed
by medication. To further improve her functioning, her psychiatrist referred her to a
psychologist within the program for therapy. Kelly appeared to be a potential candidate
for CFF-CBT/RAINBOW therapy, an approach developed to treat youth ages 7-13 with
bipolar spectrum disorders and their families. At the time of her initial therapy appoint-
ment, Kelly was stable on medication and continued to attend regular follow-up appoint-
ments with her psychiatrist. The initial assessment with the psychologist was conducted
via a structured clinical interview and mood symptoms rating scales (parent, child, and
clinician reports). These measures indicated that Kelly did indeed met criteria for bipolar
I disorder. She was experiencing frequent irritability, mood lability, and intense periods
of anger or “rage attacks.” During these episodes, Kelly became physically and verbally
aggressive, destructive (e.g., knocking over chairs with such force that they occasionally
broke), and made impulsive or risky decisions (e.g., running “away” from home without
shoes). During her rage episodes, she was typically inconsolable. Despite her parents’ best
efforts to intervene, often they found that they had to “wait it out.” In the meantime,

*This fictionalized case is based on the integration of information from multiple cases. Name and dis-
order characteristics do not identify a particular patient.
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Name: Month:

Color in the square using a color that best described your overall mood for each part of the day.
Key:

Blue = Sad

Red = Angry/Explosive

Gray = Crabby/Irritable

Yellow = Happy

Orange = Silly

Green = Neutral/Fair

Purple = Worried

Week 1: Date: to

Sunday Monday Tuesday Wednesday | Thursday Friday Saturday
Morning
Afternoon
Evening

Week 2: Date: to

Sunday Monday Tuesday Wednesday | Thursday | Friday Saturday
Morning
Afternoon
Evening

FIGURE 5.1. Daily mood calendar.

Kelly would often scream and cry so hard that she made herself vomit, or bang on her
parents’ door. Her parents feared for her health and safety during these episodes, as well
as the health and safety of her sister. These episodes occurred several times per week, and
had decreased somewhat in frequency and intensity since initiating medication. Although
the irritability and rage were the most concerning symptoms for the family, Kelly also had
a history of periods of elated and giddy moods with increased energy, increased activity
in several areas, motor hyperactivity, reduced sleep, and racing thoughts. For example,
Kelly’s parents would come downstairs in the morning to find that she had been play-
ing on the computer since 2:00 A.M., and did not seem particularly fatigued. During
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What Are My Bugs???

# W e

FIGURE 5.2. “My Bugs” worksheet.

these times, she often became obsessively involved in multiple activities (e.g., art projects,
singing, video games) or extremely focused on play dates with peers, and pursued these
activities with extreme intensity and focus. These periods of elated mood were often fol-
lowed by an increase in irritability and depressed mood, rage, tearfulness, and feelings of
worthlessness. During these periods, Kelly would express extreme remorse for her rage
episodes, and state that she hated herself and wanted to die. Kelly’s parents reported that
she would often cycle between periods of euphoria and depressed/angry mood within the
same day, sometimes multiple times per day. They expressed feeling utterly exhausted,
hopeless, and at a loss for how to help her. They stated that her behavior had “wreaked
havoc” on their family environment and that they all felt like they had to “walk on
eggshells” around her, and their interactions as a family were ridden with tension and
fear. Her sister was reluctant to invite friends to their home, for fear of witnessing a rage
episode, and her parents also refrained from socializing in general. Both her mother and
father felt helpless and isolated, and stated that her behavior had put a strain on their own
relationship and self-care. They reported feeling so exhausted that they often reacted to
her with either their own extreme anger/irritability or despair and withdrawal, both of
which seemed to make things worse.

Kelly attended treatment sessions with her mother; her father attended parent-only
and family sessions when he could. Below is a session-by-session illustration of treatment
with Kelly and her family.
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SESSIONS 1 AND 2: INTRODUCTION, TREATMENT OVERVIEW, AND PSYCHOEDUCATION

The first phase of treatment focused on orienting the family to the treatment model,
engaging the family in the treatment process, and problem-solving barriers to adherence
and identifying therapy goals. The therapist described the theoretical underpinnings of
the treatment and how it could be helpful for Kelly and her family.

“RAINBOW is a psychosocial treatment for parents and children developed to
address factors associated with the bipolar disorder in children that might make
the illness worse, such as lack of self-esteem, overstressed parents, coping skills that
don’t work, or poor peer relationships. The foundation of RAINBOW is the vul-
nerability—stress model, which means that psychosocial stressors interact with the
child’s individual genetic and biological predisposition to make symptoms worse.
We cannot change genetics, but we can help change the psychosocial functioning of
the child and family to make symptoms better and help everybody function better—
in relationships, at home, and in school.”

In this session, the clinician assessed and addressed Mrs. B’s understanding and
agreement with the treatment model. The therapist explained that there are several
thoughts or feelings Mr. and Mrs. B might have regarding their involvement in treat-
ment. Because of the “biological” and “genetic” underpinnings of PBD, the therapist
acknowledged that Kelly’s parents might not understand the importance of psychosocial
interventions beyond medication intervention. She explained that this is why it is impor-
tant to address engagement and expectations for treatment.

“This treatment works best when everyone—XKelly, Mom, Dad, me—are all actively
involved. There is no ‘magic bullet.” The idea is to work together—some things may
work, others may not. Change takes time. You have had years of interacting with
each other a certain way, and it will take time for everyone to learn new skills and
ways of acting. Things may even get worse before they get better, but it doesn’t mean
we are not making progress.”

In the second session, the clinician provided Kelly and her parents with psychoeduca-
tion about PBD, including symptoms, neurobiological underpinnings, and medication.

“We are much better at dealing with things that we understand. Pediatric bipolar
disorder is complex, and there is a lot of misinformation out there. So, today we are
going to talk about what bipolar disorder looks like in kids, what the course is, and
how this all applies to you.”

Kelly’s core symptoms were identified and discussed in the context of scientific find-
ings about differences in brain functioning. This was done to emphasize that PBD is a
brain disorder and to help reduce attributions of blame associated with symptoms. Kelly
and her mother also developed a common language for her symptoms (e.g., rage epi-
sodes were named “volcanoes” and Kelly’s anger was described as “lava”). This process
enabled Kelly to distance herself from her symptoms and to recognize that they were
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something that affected her but did not define her. The importance of medication was
also discussed within the context of Kelly’s experience of PBD symptoms. Finally, Mrs. B
and Kelly were instructed to monitor Kelly’s daily mood states and triggers for any mood
fluctuations via a structured mood calendar (see Figure 5.1).

“Often, we don’t know how we are feeling, or how it affects the way we act. But, if
we pay attention, we may start to notice patterns in our moods—certain people,
places, or times we feel a certain way. If we know these things, we can learn ways to
decrease difficult feelings, and increase pleasant feelings. Let’s start to pay attention
to your moods during the week with this calendar.”

SESSIONS 4-6: AFFECT REGULATION FOR THE CHILD AND PARENTS

The second phase of treatment focused on Kelly’s affect dysregulation and the manage-
ment of rage episodes. However, before implementing any changes, the therapist worked
individually with Mrs. B to help her acknowledge and begin to accept her own difficult
feelings about parenting a child with BD.

THERAPIST: Before we talk about how to improve Kelly’s moods, let’s focus on you.
What has this experience been like for you?

MRS. B: It’s been . . . difficult. But she’s my daughter.

THERAPIST: A lot of times parents tell me that they feel a huge range of emotions—
anger, resentment, shame.

MRs. B: Well . . . this isn’t the life I planned on. I was so excited to have two girls—I
couldn’t wait to do things all together as she got older, talk, share. But we can’t
do anything together, or with anyone! It’s exhausting, and sometimes, I just
don’t know how we are going to make it. Or how she is going to make it to 18
without winding up in jail, or something worse. And I can’t help but blame my
husband sometimes because mood disorders run in his family. But then I feel so
guilty for thinking this way about Kelly, and her dad. (Becomes tearful.)

THERAPIST: Parenting is a daunting task at best—these feelings are not only com-
pletely understandable, but expected. Negative feelings about your child do not
make you a bad parent. But with time, we can work on accepting Kelly for who
she is—rather than what you expected her to be. This is not an easy process!
However, thinking about her behaviors as something that she can’t always con-
trol, rather than as deliberate negative behaviors, may help you begin to see her
in a new light.

In addition to processing these difficult feelings, the therapist worked with Kelly’s
parents to implement consistent routines to improve two identified areas of difficulty:
bedtime and transitions. In the morning, Mrs. B agreed to help Kelly implement a sooth-
ing and consistent bedtime routine that included a bath, quiet one-on-one time or read-
ing with her mother or father in her bed, 15 minutes of reading for pleasure, and lights
out. All electronic devices were off-limits during the bedtime routine, and Kelly drew
and decorated a picture chart of this routine. To help ease other transitions, Mrs. B
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committed to providing ample warnings and posting the daily schedule around the house
to help Kelly anticipate and prepare for transitions. Parent sessions during this phase also
focused on helping them to manage Kelly’s anger outbursts as a family. The analogy of
“putting out a fire” was used to facilitate Mr. and Mrs. B’s ability to remain neutral and
calm while defusing the situation, versus engaging in the episode and exacerbating Kelly’s
distress. Coping plans were developed to help prevent these episodes and to manage them
if they did occur. Coping strategies included having Mrs. B use self-statements/mantras
to remind herself that she had a plan to cope with and to modulate her own responses
to Kelly’s intense emotion, and mindfulness-based techniques to remain focused on the
present moment and increase her ability to stay calm and empathic. In addition, the
plan included reaching out to Kelly’s father or other family members for support, imple-
menting soothing activities to help Kelly deescalate her anger, and using appropriate
consequences for target negative behaviors (e.g., physical or verbal aggression) only after
everyone involved was feeling calm and emotionally stabilized. Mr. and Mrs. B were
instructed in specific cognitive and mindfulness-based techniques to use during difficult
situations (e.g., reframing Kelly’s behavior in the context of her neurocircuitry to foster
greater empathy and focusing on breathing in the present moment to avoid feeling over-
whelmed).

Child sessions during this phase primarily focused on helping Kelly to identify and
express her feelings and to better understand the triggers for difficult emotions and nega-
tive moods—which were called her “bugs.” The therapist employed games, worksheets,
drawings, songs, and role play to help Kelly practice cognitive and behavioral skills for
coping with future “bugs” and the negative emotions they evoked. The physiological
warning signs, or “clues,” of anger were identified to facilitate use of coping skills.

THERAPIST: When we first feel angry, we usually get a warning sign—or an “anger
clue.” This may be in our body—Ilike clenching our teeth or making a fist. When
we lose control, it’s like a volcano exploding. Our anger is kind of like the lava
bubbling up inside of us. But we have clues in our body that can help us stop
the volcano from exploding. Let’s figure out where you feel anger in your body.

KELLY: Well, my feet want to kick something.

THERAPIST: Do you notice anything else changing in your body—Ilike a feeling in
your hands, stomach, or even your face?

KELLY: My face gets all hot, and I guess my hand gets balled into a fist, ready to hit.

THERAPIST: Now we’ve identified your anger clues. When you feel these sensations
in your body, you know your anger is bubbling up and it’s time to take action.
We’re going to help you figure out what you can do to stop the lava bubbles from
turning into an exploding volcano.

After identifying her “bugs,” the child sessions in this phase covered the development
of various coping strategies, including the use of “think and do” skills to brainstorm
ways of responding to triggers at home and school, and drawing on positive thinking
and mantras to provide confidence when dealing with tough emotions or situations. The
therapist helped Kelly to identify her many positive qualities and discuss how she could
use these strengths and positive qualities to cope with her “bugs.” The therapist helped
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Kelly to understand that these qualities comprised the core of her identity and that BD
was just one small part of who she was. Finally, the therapist helped to normalize feelings
of frustration, sadness, and other negative emotions that occurred when Kelly was trig-
gered and found it difficult to employ her coping strategies. The therapist helped Kelly
develop scripts to use in these situations that fostered self-compassion rather than self-
criticism and blame.

SESSIONS 7-10: SOCIAL SKILLS AND PROBLEM SOLVING

As Kelly’s family became better able to prevent and manage affect dysregulation and rage
episodes, the third phase of treatment focused on developing social skills, and under-
standing and managing family and environmental stressors that contributed to stress and
poor coping. The child session in this phase focused on improving Kelly’s social skills.
She learned the difference between verbal and nonverbal communication, what defined
respectful communication, and communication skills such as BEME skills (Back straight,
Eye contact, Mouth to speak clearly, Ears to listen), and “I” messages. She practiced
engaging in appropriate conversations with the therapist and parents in sessions, and
given the homework of practicing with peers.

THERAPIST: What does the word “respect” mean?
KELLY: I don’t really know. Maybe it means to be nice and not be mean.

THERAPIST: That’s a great answer! Let’s think more about what that means in prac-
tice and how it relates to being respectful of other people. If you are trying to be
nice, maybe you might try to be considerate of other people’s feelings and treat
others how you would like to be treated. You might also try to be accepting of
what other people think or believe and try to be kind to others. Can you give me
some examples of ways in which you show respect to your parents?

KELLY: Last night I helped my mom do the dishes even though she didn’t ask me.
Also I paid attention to my dad when he said it was time to go to bed and I didn’t
fight him. And I gave him a big hug and a kiss good night.

THERAPIST: Those are great examples of ways in which you were considerate of your
parent’s feelings and acted in a loving way toward them. That was respectful
behavior.

The therapist asked Kelly for examples of both respectful and disrespectful behavior,
and they discussed the consequences of both for Kelly.

Parent sessions in this phase focused on building Kelly’s social competence through
supervised playdates with peers, and advocating for her social needs at school. Mrs. B
was encouraged to be a social skills coach for Kelly, and she and the therapist discussed
different ways that she could help Kelly problem-solve and cope in difficult interpersonal
situations. In addition, behavioral management for rage episodes was a major focus of
this phase of treatment. The therapist discussed with Mrs. B what methods she currently
used to address Kelly’s behavioral outbursts. Mrs. B reported that she had read a lot of
parenting books that emphasized immediate contingency enforcement, redirection, and
the swift implementation of consequences. The therapist educated her about the fact that
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many of these techniques were developed for children with a disruptive behavior disorder
and that, unfortunately, in youth with PBD, these methods can backfire. The therapist
normalized the fact that many parents are left puzzled as to why these strategies only
seem to make the episodes worse and feel very demoralized. The therapist emphasized
that children whose rage is rooted in a loss of control over emotional responses (rather
than a purposeful, manipulative behavior) will not respond to limit setting in the moment;
in fact, this will only exacerbate their negative emotions. Rather, she instructed Mrs. B
to use calming tones and try to modulate her own responses so as not to model negative
emotional reactivity. Mrs. B was encouraged to focus on defusing the situation, keeping
everyone safe, and using an empathic, collaborative problem-solving approach. She and
the therapist discussed how consequences and limits, if necessary, could be implemented
later when Kelly was calm. Another focus of the parent work in this phase of treatment
was an emphasis on Mrs. B’s well-being and balance between self-care and parenting
responsibilities to avoid “burnout.” For example, Mrs. B was encouraged to schedule one
yoga class and one friend outing (two important self-care activities she identified) and
she and Mr. B committed to one date night every 2 weeks to nurture their relationship.
Finally, this session included a session attended by all family members. This session
was attended by Kelly, her sister, and her parents. The therapist provided education on
PBD and suggested strategies to improve family interactions through family problem
solving. Family members were prompted to identify their strengths as well as familywide
“bugs” and to develop coping plans for managing their “bugs” as a team. Kelly’s family
also agreed on ways to increase positive family interactions (e.g., planned family outings).

THERAPIST: We know that sometimes Kelly gets really angry and feels like she can’t
help it. Let’s talk about how each member of the family feels in these situations
and how they respond. Kelly, we’ll start with you.

KELLY: I feel bad. And I can’t control it. I start crying and screaming and sometimes
slam my door.

MRS. B: Sometimes I feel like I don’t know what to do. I don’t know how to help
her. And I’m scared for my other daughter’s safety because sometimes she gets
violent. And T just get really frustrated that nothing seems to help. I often end
up screaming myself, and I know that doesn’t help.

MR. B: I hate seeing my little girl like that. I just don’t understand why she can’t calm
down, but ’m starting to understand better now. Usually when she gets like that
I try to reason with her or talk to her.

SISTER: It scares me. She gets really mean and seems like a different sister, not my
sister. I feel like she is going to hurt someone, like I need to protect my mom.

THERAPIST: Thank you all for sharing so honestly. It’s really important that you all
talk to each other about how you feel. We know that Kelly often cannot control
her feelings in these situations and that it is really hard to know what to do to
help her, so it’s nobody’s fault that sometimes things get out of control. We are
going to talk about ways you can work together as a family to express your
feelings to each other, cope with these situations, and problem-solve solutions.
Together we’re going to come up with a family coping plan so you can work
together as a team!
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SESSIONS 11 AND 12: AFFECT REGULATION FOR CHILD AND PARENTS

The final treatment phase focused on preparing for the transition from weekly therapy
to monthly maintenance sessions. Kelly created a binder of therapy exercises to help her
remember and use these therapy tools. The therapist discussed with Mrs. B and Kelly
ways to continue to implement therapy strategies at home and how to problem-solve
challenges or barriers that arose. Positive changes in the family across treatment were
reviewed and celebrated, including Kelly’s increased awareness of her moods and trig-
gers, and a reduction in her episodes from daily outbursts to less frequent and less intense
episodes.

OUTCOMES OF TREATMENT

Over the course of treatment, Kelly demonstrated greater insight into her symptoms,
improved self-esteem and a sense of efficacy in coping, and the ability cognitively to
reframe her angry thoughts (e.g., “Nobody loves me”). She was increasingly able to use
her coping skills independently and prevent her anger from escalating. Kelly responded
well to the presentation of therapy material in a nonthreatening, creative, and engaging
manner, and also benefited from the therapist’s work to help her recognize her many
positive qualities. Kelly’s parents became increasingly proficient in their ability to rec-
ognize warning signs of distress and either disengage or help to soothe Kelly early on
to prevent further escalation. As a result of these changes at the individual and family
levels, Kelly’s anger episodes decreased in intensity, frequency, and duration. Mrs. B also
reported great improvement in her self-efficacy as a parent and her attention to her own
self-care, and improved family relationships. Objective measures at the conclusion of the
treatment indicated significant improvement in Kelly’s mania and depression symptoms,
family cohesion, and overall global functioning.

CONCLUSION

PBD is a complex and multifaceted disorder that demonstrates a unique clinical presenta-
tion and developmentally specific symptoms compared to adult-onset BD. The heteroge-
neous symptoms and psychosocial impairments associated with PBD confer an extremely
poor prognosis and represent a significant public health burden. Although psychophar-
macology to stabilize mood is often a first-line treatment approach, psychosocial inter-
vention is considered essential to address broader domains of functioning, such as self-
concept, peer relationships, and family communication. Several psychosocial treatment
models have been developed for children and adolescents, and various levels of evidence
support their efficacy. Intervention approaches that may be beneficial for PBD include
affect regulation strategies, cognitive restructuring, behavior management, problem solv-
ing, and social skills training. In addition, it is imperative that interventions involve inten-
sive work with parents to address their own cognitive and emotional functioning and to
increase self-care and social support. At the family level, intervention must address family
communication, coping, and problem solving. Finally, effective treatment incorporates
advocacy for success in the school environment.
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CHAPTER 6

Anxiety Disorders

Sarah M. Kennedy, Jamie A. Mash,
Saneya H. Tawfik, and Jill Ehrenreich-May

THE DSM-5 DEFINITION OF ANXIETY DISORDERS

Anxiety disorders, as defined in the fifth edition of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-5; American Psychiatric Association, 2013), feature fears
and worries that are excessive and accompanied by related behavioral disturbances, such
as avoidance and extreme distress. These disorders share common clinical processes that
include impairing fear of real or perceived threats posed by stimuli or situations, as well
as anticipation of future threats. Although anxiety disorders can be highly comorbid
with other emotional disorders, the situations that are feared or avoided, as well as the
cognitions associated with the anxiety, often differentiate the disorders. One important
change in DSM-S5 is its developmental approach and examination of anxiety disorders
across the lifespan, which helps differentiate between typical fears that develop during
childhood and adolescence, and disorders that require treatment (American Psychiatric
Association, 2013). Although normative age-related experiences can cause typical fears
during childhood and adolescence (e.g., fears associated with beginning preschool, par-
ent separation, attending parties or social events during adolescence), anxiety disorders
differ from typical fears by the persistent and excessive worry, fear, and/or avoidance
displayed.

In addition to DSM-5’s developmental approach, several diagnostic changes have
occurred. Selective mutism is now classified as an anxiety disorder due to its high
comorbidity with anxiety (Manassis et al., 2003; Yeganeh, Beidel, Turner, Pina, & Sil-
verman, 2003). In addition, panic disorder and agoraphobia are no longer linked in
DSM-5 due to findings suggesting that individuals with Agoraphobia do not always
experience panic symptoms (Wittchen et al., 2008). Furthermore, posttraumatic stress
disorder and obsessive—compulsive disorder are no longer found in the DSM-5 chapter
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on anxiety disorders due to neuroimaging and genetic studies demonstrating that there
are differences among these disorders in terms of risk factors, heritability, treatment, and
course (for reviews, see Friedman et al., 2011; Storch, Abramowitz, & Goodman, 2008).
Instead, they are arranged sequentially after anxiety disorders in different DSM-5 chap-
ters and are discussed, respectively, by Keller, Burton, and Feeny (Chapter 9) and Peris
and Schneider (Chapter 10) in this volume. The prevalent anxiety disorders now found
in DSM-5 include separation anxiety disorder (SAD), specific phobia, social anxiety dis-
order (SocAD), panic disorder, agoraphobia, and generalized anxiety disorder (GAD).
Specific phobias and panic disorders are discussed, respectively, by Oar, Farrell, Byrne,
and Ollendick (Chapter 7) and Pincus, Korn, and DiFonte (Chapter 8) in this volume;
therefore, they are not included in this chapter. The prevalent DSM-5 subtypes reviewed
in this chapter are SAD, SocAD, and GAD.

Before discussing the prevalence, course, and etiology of SAD, SocAD, and GAD, we
briefly review diagnostic criteria for these anxiety disorders. SAD refers to developmen-
tally inappropriate anxiety or excessive fear about separation from home or attachment
figures (American Psychiatric Association, 2013). This fear or anxiety must be present
for at least 4 weeks (e.g., not simply at the beginning of the school year for children),
and must cause clinically significant distress and/or impairment in social or academic
areas. SocAD describes extreme fear or anxiety about potential negative evaluation by
others in at least one social situation (American Psychiatric Association, 2013). Children
with SocAD often fear that others will think them stupid, that they will do something
to embarrass themselves in social situations, or that others will laugh at or make fun of
them. To meet criteria for SocAD, fear of social evaluation must persist for at least 6
months, lead to avoidance of social situations, and cause clinically significant impair-
ment in important areas of a child’s functioning. Finally, GAD is often described as a
“free-floating” type of anxiety involving excessive anxiety or worry about a number of
events or activities (American Psychiatric Association , 2013). As with SocAD, anxiety
or worry in GAD must be present for at least 6 months, must be difficult to control, and
must result in at least one physical symptom such as sleep disturbance, fatigue, muscle
aches, irritability, or poor concentration.

PREVALENCE AND COURSE

Anxiety disorders are the most common mental disorders among children and adolescents
(Beesdo, Knappe, & Pine, 2009; Silverman & Ollendick, 2008). Although some changes
have occurred between DSM-IV-TR and DSM-3, core criteria for the anxiety disorders
covered in this chapter have not changed significantly; thus, similarity in prevalence rates
between the two DSM editions is assumed. It should be noted that community prevalence
rates vary due to factors such as differences in assessment scales used, age groups stud-
ied, and multiple sources of information (e.g., parent and teacher reports, self-reports).
Estimates of lifetime prevalence of anxiety disorders in children and adolescents range
from 15 to 20% (Beesdo, Knappe, & Pine, 2009). For adolescents, approximately 1 in
5 meet criteria for a mental disorder and experience severe impairment across their life-
times (Merikangas et al., 2010). Rates for specific anxiety disorders among adolescents
vary from 2.2% for GAD to 7.6% for SAD and 9.1% for SocAD (Merikangas et al.,
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2010). In one of the first comprehensive summaries on the prevalence of anxiety disorders
using the DSM-5 format, Kessler, Petukhova, Sampson, Zaslavsky, and Wittchen (2012)
reconfirmed previous epidemiological findings (e.g., Costello, Egger, & Angold, 2004)
that one of the most common disorders among youth is SocAD (approximately 7.4%). All
anxiety disorders occur more frequently in females than in males, and females are up to
two times as likely to develop anxiety disorders (Costello, Mustillo, Erkanli, Keeler, &
Angold, 2003; Zahn-Waxler, Shirtcliff, & Marceau, 2008). Gender differences occur as
early as childhood and increase with age (Zahn-Waxler et al., 2008).

The onset of anxiety disorders is often early (Egger & Angold, 2006), and prev-
alence increases throughout childhood and adolescence (Beesdo et al., 2007; Bongers,
Koot, Van der Ende, & Verhulst, 2003). The median age of onset of all emotional and
behavioral problems is earliest for anxiety disorders (Merikangas et al., 2010). In fact,
anxiety disorders are relatively common among preschool-age children. Recent evidence
suggests that the onset of anxiety disorders may occur as early as age 3, and up to 9% of
preschoolers experience an anxiety disorder (Egger & Angold, 2006; Luby, 2013). Early-
onset anxiety disorders are risk factors for the development of other emotional disorders
later in life, including depressive disorders in adolescence and adulthood (Beesdo et al.,
2007). Thus, early identification and treatment of anxiety may be key to impacting what
could otherwise be a stable or worsening trajectory over the lifespan.

In fact, the course of childhood anxiety disorders is often chronic and can impair
adaptive functioning, social relationships, and academic achievement in children and
adolescents (La Greca & Lopez, 1998; Silverman & Ollendick, 2008; Van Amerin-
gen, Mancini, & Farvolden, 2003). While SAD is typically thought of as a disorder of
early childhood, the prevalence of GAD and SocAD increases with age among children
(Beesdo et al., 2009) and during adolescence (Costello, Copeland, & Angold, 2011). In a
nationally representative sample among U.S. adolescents, lifetime prevalence of anxiety
disorders was found to be as high as 31.9% (Meringkas et al., 2010). If left untreated, the
relatively stable trajectory of childhood anxiety can increase the risk for adult anxiety,
depressive disorders, substance abuse, and suicide attempts (Beesdo et al., 2007; Bittner
et al., 2007; Boden, Fergusson, & Horwood, 2007; Gregory et al., 2007; Pine, Cohen,
Gurley, Brook, & Ma, 1998).

COMMON COMORBID CONDITIONS

Anxiety disorders in childhood and adolescence commonly co-occur with other DSM-5
disorders, including other anxiety disorders, depressive disorders, and disruptive, impulse
control, and conduct disorders. When discussing comorbid conditions, it is useful to
distinguish between concurrent comorbidity (comorbid disorders occurring at the same
time) and sequential comorbidity (one disorder temporally preceding another). Typically,
concurrent comorbidity is assessed via cross-sectional designs, while sequential comor-
bidity is assessed either via longitudinal designs or cross-sectional designs involving ret-
rospective reporting of past psychological history. Comorbidity estimates vary depending
on sample characteristics (e.g., clinic vs. community samples), assessment methods (e.g.,
structured interviews vs. self-report of symptoms), and reporters (e.g., youth only or par-
ent only vs. youth and parents).
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In general, the majority of children and adolescents with an anxiety disorder have
one or more comorbid psychological disorders. As many as two-thirds of clinic-referred
youth with a primary anxiety disorder receive an additional diagnosis (Leyfer, Gallo,
Cooper-Vince, & Pincus, 2013), with other anxiety disorders being the most common
comorbid conditions (Angold, Costello, & Erkanli, 1999). GAD and SocAD appear to be
particularly comorbid, with approximately one-third of youth with GAD also being diag-
nosed with SocAD, and just under a one-third of youth with SocAD also being diagnosed
with GAD in a clinical sample (Leyfer, Gallo, Cooper-Vince, & Pincus, 2013). Depres-
sive disorders are also common in youth with anxiety disorders. Concurrent comorbidity
between depression and anxiety has been observed to be as high as 75% in some clinical
samples (Weersing, Gonzalez, Campo, & Lucas, 2008), although a number of studies
indicate that anxiety comorbidity is much more common in youth with primary depres-
sion than is depression comorbidity in youth with primary anxiety (e.g., Axelson & Bir-
maher, 2001; Garber & Weersing, 2010; Ollendick, Jarrett, Grills-Taquechel, Hovey, &
Wolff, 2008). In general, evidence suggests that anxiety disorders typically precede the
onset of depressive disorders in cases with sequential comorbidity (e.g., Brady & Kendall,
1992; Keenan & Hipwell, 2005). However, Cummings, Caporino, and Kendall (2014)
have proposed that there may be multiple pathways leading to anxiety, depression, and
their comorbidity, with anxiety-related impairment leading to depression in some cases,
depression-related impairment leading to anxiety in other cases, and a shared diathesis
for anxiety and depression expressed in different ways in still other cases, depending on
environmental or developmental factors.

In addition to comorbidity with other internalizing disorders, anxiety disorders are
often comorbid with externalizing disorders. Comorbidity of anxiety symptoms and
attention-deficit/hyperactivity disorder (ADHD) is three times greater than that expected
by chance (Angold, Costello, & Erkanli, 1999), with rates of co-occurrence ranging
widely from 8 to 40% (Halldorsdottir & Ollendick, 2014; Larson, Russ, Kahn, & Hal-
fon, 2011). The co-occurrence of oppositional defiance disorder (ODD) and anxiety dis-
orders in youth is estimated to be about 10-15% (Verduin & Kendall, 2003), also three
times greater than what would be expected by chance (Angold et al., 1999). Comorbidity
of anxiety disorders and ODD/conduct problems is especially pronounced in boys and
in youth with an early onset of conduct problems (Barker, Oliver, & Maughan, 2010;
Verduin & Kendall, 2003).

ETIOLOGICAL/CONCEPTUAL MODELS OF ANXIETY DISORDERS

A number of theoretical models have been proposed to help explain the development of
anxiety disorders in youth. Barlow (2000, 2002) proposed the triple vulnerability model
of emotional disorders, whereby biological vulnerability (e.g., temperament), general
psychological vulnerability resulting from early life experiences, and disorder-specific
psychological vulnerability interact to increase the likelihood of developing an anxiety
or related emotional disorder over time. This model provides a useful framework for
discussing our current understanding of the etiology of anxiety in general, as well as vul-
nerabilities uniquely related to the development of SAD, SocAD, and GAD. The model is
also consistent with the idea of “goodness of fit” between an at-risk youth and his or her
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environment, which suggests that environmental factors may either temper or exacerbate
biological vulnerability, depending on whether the environment provides a good or poor
match with child temperament (Thomas & Chess, 1977). Given the centrality of the
triple vulnerability model to etiological conceptions of core anxiety disorders in youth,
all three types of vulnerabilities are reviewed in this section.

Biological Vulnerabilities

It is now well established that having a parent with an anxiety disorder significantly
increases a child’s likelihood of receiving an anxiety disorder diagnosis (e.g., Beidel &
Turner, 1997; Hudson, Dodd, Lyneham, & Bovopoulous, 2011). Twin studies have con-
sistently indicated that genetic factors account for a moderate amount (e.g., around 30%)
of the variance in child anxiety (Drake & Ginsburg, 2012; Nolte, Guiney, Fonagy, Mayes,
& Luyten, 2011), with separation anxiety features generally evidencing a lower degree of
heritability than features of other core anxiety disorders (e.g., shyness/inhibition; Eley
et al., 2003). Genetic factors may confer risk for anxiety disorders through endopheno-
types, or heritable traits that are stable over time and associated with disease develop-
ment (Gottesman & Gould, 2003). Behavioral inhibition (BI), which refers to increased
reactivity and negative emotionality in response to novelty, is a stable temperament factor
that affects up to 15% of typically developing children and may be one such endopheno-
type implicated in anxiety (Fox, Henderson, Marshall, Nichols, & Ghera, 2005). BI is
evident in infancy and is associated with physiological abnormalities such as increased
autonomic reactivity, elevated level of morning cortisol, heightened startle response,
more vigilant attention styles, and greater amygdala activation in response to threatening
stimuli (for a review, see Degnan, Almas, & Fox, 2010). Longitudinal studies indicate
that Bl in early childhood increases risk for the development of anxiety disorders in later
childhood, adolescence, and adulthood (Altman, Sommer, & McGoey, 2009; Muris, Van
Brakel, Arntz, & Schouten, 2011; Pahl, Barrett, & Gullo, 2012). Other neurobiological
and neuroendocrine factors, such as variations in the serotonin transporter gene (Perez-
Edgar et al., 2010) and alterations in the set point of the hypothalamic-pituitary—adrenal
(HPA) axis (Nolte et al., 2011) have been implicated as biological vulnerabilities for anxi-
ety.

General Psychological Vulnerabilities

A number of general psychological vulnerabilities, including attachment quality, par-
enting and family factors, and cognitive biases, have been linked to the development of
anxiety disorders in youth. Such factors may “mediate” the relationship between bio-
logical vulnerabilities and anxiety (i.e., be caused by biological vulnerability) or may
“moderate” this relationship (i.e., be preexisting factors that interact with biological vul-
nerability). Insecure attachment styles, particularly an anxious attachment style, predict
the development of later anxiety much more strongly than do secure attachment styles
(Warren, Huston, Egeland, & Sroufe, 1997) and are moderately associated with child
anxiety symptoms (Drake & Ginsburg, 2012). Insecure attachment may moderate the
relationship between BI and anxiety, as research has shown that children with high lev-
els of BI who were also insecurely attached displayed the highest levels of anxiety over



6. Anxiety Disorders 127

time (Muris et al., 2011). With regard to parenting factors, parental overcontrol or over-
protection has been consistently linked with youth anxiety (Drake & Ginsburg, 2012;
Ginsburg, Siqueland, Masia-Warner, & Hedtke, 20035), perhaps because consistent provi-
sion of overprotection facilitates youth avoidance, limits access to novelty, and prevents
the development of self-efficacy. It is possible that youth with temperament styles that
may be considered anxious or inhibited may encourage or facilitate overprotective or
overinvolved parenting (i.e., a meditational relationship), or there may be an interaction
between child temperament and parenting characteristics (i.e., a moderating relation-
ship). Other parenting and family factors, such as rejection or criticism, low warmth,
modeling of anxious behaviors, and high conflict, have also been associated with vulner-
ability for anxiety, although not as strongly (Drake & Ginsburg, 2012). Finally, a number
of information-processing biases, such as selective attention to threat, a tendency to inter-
pret ambiguous scenarios as threatening, and a tendency to recall threat-related memory
content selectively, have been associated with anxiety in youth (Barrett, Rapee, Dadds,
& Ryan, 1996; Creswell & O’Connor, 2011; Field & Field, 2013).

Disorder-Specific Psychological Vulnerabilities

In addition to the previously discussed general risk factors implicated in the etiology
of anxiety, a number of disorder-specific vulnerabilities have been identified for SAD,
SocAD, and GAD. With regard to SAD, studies have indicated that CO, hypersensitivity
may be a specific risk factor for both SAD and adult-onset panic disorder, which demon-
strate high heterotypic continuity across the lifespan (Battaglia et al., 2009; Roberson-
Nay et al., 2010). Early parental loss or separation has also been related to the develop-
ment of SAD (Battaglia et al., 2009; Cronk, Slutske, Madden, Bucholz, & Heath, 2004).
With regard to SocAD, although behavioral inhibition has been linked to the develop-
ment of a variety of anxiety disorders, recent evidence from longitudinal studies suggests
that chronic, high behavioral inhibition is associated most strongly or even uniquely with
the development of SocAD (e.g., Muris et al., 2011; Rapee, 2014). Additionally, inter-
personal factors such as low perceived peer acceptance, lack of social support, and lower
friendship quality may play a role in the etiology of SocAD (Festa & Ginsburg, 2011;
La Greca & Lopez, 1998; La Greca & Stone, 1993). In the case of GAD, adult etiologi-
cal models have identified a number of cognitive risk factors for the development of the
disorder, such as positive beliefs about the usefulness of worry, negative beliefs about
the dangers of worry, cognitive monitoring, and intolerance of uncertainty (see Kertz &
Woodruff-Borden, 2011, for a review). Such models have not been adequately tested in
youth, but there is evidence to suggest that intolerance of uncertainty and a high degree of
cognitive monitoring are specifically associated with symptoms of GAD in youth (Bacow,
May, Brody, & Pincus, 2010; Read, Comer, & Kendall, 2013).

We have reviewed in the preceding sections the prevalence and course of anxiety
disorders in youth, their comorbidities, and etiological models. In general, anxiety disor-
ders are common in youth, onset early, increase in prevalence throughout childhood and
adolescence, and often co-occur with other anxiety disorders, depressive disorders, and
externalizing disorders. Anxiety disorders “run in families” and are moderately herita-
ble. The most well-supported risk factors for anxiety include BI and parental overcontrol/
overprotection, although additional parenting characteristics, biological and cognitive
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vulnerabilities, and social factors also play a role. Evidence-based treatments for children
and adolescents (discussed in the following section) are thought to target these and other
risk factors for anxiety.

EVIDENCE-BASED TREATMENTS FOR ANXIETY
DISORDERS IN CHILDREN AND ADOLESCENTS

The evidence-based treatment movement has led to the identification of a number of
interventions for child and adolescent anxiety disorders, with varying levels of empiri-
cal support. Chambless and Hollon (1998) initially proposed a scheme for determin-
ing when psychological treatments should be considered evidence-based treatments for
various psychiatric disorders. Efficacy trials were given the greatest weight, followed by
research on effectiveness in routine care settings and cost-effectiveness research. Accord-
ing to Chambless and Hollon, a good between-group experimental design includes 25-30
patients within each treatment condition, and compares the treatment being tested for
efficacy to a control treatment (wait-list control or placebo treatment/pill) or to another,
already established treatment. Additionally, clinical profiles of clients enrolled in treat-
ment studies should be evaluated in a structured way (i.e., by clinical interview), and
reliable and valid outcome measures should be used. Since it is difficult to define what is
clinically significant in terms of overall effect size of a treatment for a given group, guide-
lines involving effect size are somewhat flexible, but studies should provide data suggest-
ing that proposed evidence-based treatments produce statistically significant changes in
symptoms from baseline, and are at least equal in efficacy to an already established treat-
ment (Chambless & Hollon, 1998). Since the establishment of these criteria for determin-
ing treatment efficacy, well-established and possibly efficacious treatments have been
identified for the treatment of children and adolescents with anxiety disorders, including
SAD, SocAD, and GAD.

To date, several reviews have evaluated whether currently available psychosocial
treatments for anxiety disorders in youth meet the guidelines established by the Ameri-
can Psychological Association’s Division 12 Task Force for determining empirically sup-
ported treatments (Chambless & Ollendick, 2001; James, James, Cowdrey, Soler, &
Choke, 2013; Silverman & Ollendick, 2008). Existent well-established treatments for
pediatric anxiety disorders may be composed of either individual cognitive-behavioral
therapy techniques (components of CBT) such as exposure or psychoeducation, or mul-
tiple CBT techniques, such as exposure, cognitive restructuring, and relaxation training,
all presented within one multicomponent CBT package (Higa-McMillan, Francis, Rith-
Najarian, & Chorpita, 2016). Well-established treatments include such multicomponent
CBT packages (in group or individual format), CBT packages with parent involvement,
CBT packages plus medication, or more focused presentations of individual components
of CBT for anxiety, such as exposure, or psychoeducation, presented independently. All
but three probably efficacious treatments are CBT packages. Although basic skills and
therapeutic techniques differ between variants of CBT, exposure is the most commonly
occurring treatment technique among well-established treatments. It has been used in
124 of the 165 study groups (87.9%) reviewed by Higa-McMillan and colleagues (2016).
Cognitive techniques are also commonly implemented across well-established treatments,
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and have been integrated into 102 out of 165 studies (61.8%) reviewed by Higa-McMillan
and colleagues. Relaxation techniques have been employed in 89 of 165 studies (53.9%),
anxiety or emotion-focused psychoeducation for children has been included in 70 of 165
studies (42%), and modeling has been incorporated into treatment in 56 out of 165 stud-
ies (33.9%).

CBT and exposure-based treatments are the most supported interventions for child
and adolescent anxiety. Evidence from numerous studies supports improvement in both
symptoms and global functioning post-CBT, with CBT being the only treatment to meet
well-established intervention criteria based on treatment-based changes in global func-
tioning (Chorpita et al., 2011; Ishikawa, Okajima, Matsuoka, & Sakano, 2007; James
et al., 2013; Rapp, Dodds, Walkup, & Rynn, 2013; Silverman, Pina, & Viswesvaran,
2008). Furthermore, CBT is the only treatment with demonstrated effects on quality of
life (Hofmann, Wu, & Boettcher, 2014). Additionally, CBT and exposure-based thera-
pies produce the largest effect sizes of psychosocial treatments, with effects also lasting
at least 1-year posttreatment (Compton et al., 2014; Kendall et al., 1997). Evidence also
supports CBT’s efficacy when applied in different treatment formats (i.e., with or without
parental involvement, individual and group formats) and settings (Chorpita et al., 2011;
Ginsburg, Drake, Winegrad, Fothergill, & Wissow, 2016; Higa-McMillan et al., 2015;
Ishikawa et al., 2007; James et al., 2013; Rapp et al., 2013; Silverman et al., 2008). Both
individual and group CBT are efficacious, producing similar effect sizes, while Internet-
delivered programs produce weaker effect sizes (Higa-McMillan et al., 2016; Khanna &
Kendall, 2010; Rapp et al., 2013; Rooksby, Elouafkaoui, Humphris, Clarkson, & Free-
man, 2015). See Table 6.1 for a summary of evidence-based psychosocial treatments for
pediatric anxiety disorders.

In addition to CBT and exposure-based therapies, promising new, probably effica-
cious treatments include acceptance and commitment therapy (ACT; which might also be
considered a form of behavior therapy), attention only, hypnosis, and cultural storytelling
(Burckhardt, Manicavasagar, Batterham, & Hadzi-Pavlovic, 2016; Costantino & Mal-
gady, 1994; Hancock et al., 2016; Manassis et al., 2010; Stanton, 1994). Such treatments
have primarily been evaluated in subclinical and/or specific cultural groups (i.e., subclini-
cal high-anxious primary school children in attention only; subclinical Hispanic youth
for cultural storytelling; and subclinical test-anxious white males for hypnosis), with the
exception of acceptance and commitment therapy. The latter has been compared to CBT
in one randomized controlled trial (RCT), evidencing similar outcomes (Hancock et al.,
2016). However, the goals of ACT are similar to those of CBT, with the primary focus of
treatment being the use of learned skills to manage uncomfortable emotional experiences
and cope with anxious thoughts and resultant behaviors. Thus, it is difficult to draw a
clear distinction between the two treatments at this stage.

Promising New Behavioral Treatments

Several novel behavioral interventions also show promise as potential new evidence-
based therapies for anxiety disorders. Such interventions, including attention bias
modification (ABM) and cognitive bias modification (CBM), have been developed
based on evidence from neuroscience studies that implicate specific brain regions in the
pathophysiology of anxiety disorders (Bar-Haim, 2010; Bar-Haim, Lamy, Pergamin,
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TABLE 6.1. Evidence-Supported Treatments for Pediatric Anxiety Disorders Based on
Symptom Reduction

Level 2: Level 3: Level 5:
Level 1: Probably Possibly Level 4: Treatments of
Well-established  efficacious efficacious Experimental questionable
treatments treatments treatments treatments efficacy
CBT (individual ~ Family Contingency Biofeedback Assessment/
or group format) psychoeducation = management? monitoring
(CBT
foundation)
Exposure (CBT  Relaxation (CBT  Group therapy?  CBT with Attachment
foundation) foundation) parents only therapy
CBT with Assertiveness Play therapy Client-centered
parents training (CBT therapy
foundation)
Education (CBT  Stress inoculation Psychodynamic ~ Eye movement
foundation) (CBT foundation) therapy desensitization
and reprocessing
CBT plus CBT for child Rational emotive Peer pairing
medication and parent (CBT therapy
foundation)
Cultural Social skills Psychoeducation
storytelling® training (CBT
foundation)
Hypnosis? Relationship
counseling
Attention? Teacher
psychotherapy

Note. Based on Higa-McMillan, Francis, Rith-Najarian, and Chropita (2016).

4Tested only in a subclinical population.

Bakermans-Kranenburg, & van IJzendoorn, 2007; Beard, 2011; Beard & Amir, 2009;
Pine, 2007). Recent research shows that individuals with anxiety disorders possess auto-
matic attentional biases toward threatening stimuli and a tendency to interpret ambigu-
ous stimuli in the environment as threatening (Amin, Foa, & Coles, 1998; Bar-Haim
et al.,, 2007; Beard & Amir, 2009; Rozenman, Amir, & Weersing, 2014). Accordingly,
computer-based ABM and CBM programs retrain anxious individuals’ attention away
from threat or prevent individuals from interpreting ambiguous situations as threatening,
respectively. Theoretically, such modification of threat-related attention and interpreta-
tion biases should reduce symptoms of anxiety in clinical populations of adults and youth
(Bar-Haim, 2010; Bar-Haim et al., 2007; Beard, 2011; Beard & Amir, 2009; Pine, 2007).

Research support for such interventions is just beginning to surface. Several studies
have provided support for ABM as an adjunctive treatment that enhances CBT efficacy in
clinically anxious youth (Britton et al., 2013; Shechner et al., 2014), and recent research
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provides preliminary support for CBM as an adjunctive treatment for high anxious youth
(Sportel, de Hullu, de Jong, & Nauta, 2013). Research also supports the use of ABM as a
stand-alone treatment for treating high-anxious (Bar-Haim, 2010; Bar-Haim, Morag, &
Glickman, 2011) and clinically anxious youth possessing an attention bias toward threat
or away from positive stimuli prior to treatment (Eldar et al., 2012; Waters, Pittaway,
Mogg, Bradley, & Pine, 2013), as well as the use of CBM as a stand-alone treatment
for high-anxious (Lau, Molyneaux, Telman, & Belli, 2011; Vassilopoulos, Banerjee, &
Prantzalou, 2009; Vassilopoulos, Blackwell, Misailidi, Kyritsi, & Ayfanti, 2014) and
clinically anxious youth (Lau, Pettit, & Creswell, 2013). However, effect sizes of such
treatments are generally smaller than those observed in CBT trials (Bar-Haim, 2010)
and, to date, research comparing ABM or CBM directly to CBT in a clinical population
is nonexistent. Future research may shed light on whether computer-based behavioral
interventions such as ABM and CBM might serve as alternatives to CBT.

Pharmacological Interventions

A substantial body of evidence supports the use of pharmacological treatments for SAD,
SocAD, and GAD, both alone and in combination with CBT. Overall, selective serotonin
reuptake inhibitors (SSRIs) such as sertraline, fluvoxamine, and fluoxetine have amassed
the largest research support and are considered the first-line pharmacological treatment
for anxiety disorders in youth (Keeton & Ginsburg, 2008). Placebo-controlled studies
of SSRIs have found large mean effect sizes (ESs) for social anxiety symptoms follow-
ing 8-16 weeks of treatment (ES = 1.30, range = 1.07-1.85; Segool & Carlson, 2008)
and have resulted in treatment response in 60-90% of youth across anxiety diagnoses
(Keeton & Ginsburg, 2008; Seidel & Walkup, 2006). Furthermore, results from the
Child—Adolescent Anxiety Multimodal Study (CAMS) have supported acute and long-
term benefits of SSRI use in anxious youth, both as a monotherapy and in combination
with CBT. After 12 weeks of treatment, anxious youth who received a combination
of CBT + sertraline achieved the largest reduction in anxiety symptoms and benefited
significantly more from treatment than did youth receiving CBT monotherapy, sertra-
line monotherapy, or pill placebo (ES = 0.86, p < .001; Walkup et al., 2008). Sertraline
monotherapy (ES = 0.45) and CBT monotherapy (ES = 0.31) were equally effective and
superior to pill placebo (p < .001; Walkup et al., 2008). Combination therapy largely
maintained this advantage over CBT and sertraline monotherapies at 24 and 36 weeks
postrandomization, although this advantage decreased over time, and all conditions
maintained superiority over pill placebo (Piacentini et al., 2014). However, by the time
of a long-term follow-up 6 years after randomization, treatment condition no longer
predicted diagnostic remission of anxiety severity, perhaps because as many as 50% of
youth received both medication and therapy at some point following treatment termina-
tion (Ginsburg et al., 2014).

Despite the efficacy of SSRIs in treating youth anxiety disorders, concerns have been
raised about their side effects and safety when used in this population. Placebo-controlled
trials have reported increased gastrointestinal distress, insomnia, vomiting, and loss of
appetite with SSRIs compared to pill placebo, and increased risk of suicidality (about 2%
higher compared to placebo) has also been observed (for a review, see Compton, Kratoch-
vil, & March, 2007). However, results from the CAMS trial indicated that there were no
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statistical differences in adverse events (including suicidality) between sertraline and pla-
cebo conditions (Mohatt, Bennett, & Walkup, 2014). In summary, there have been mixed
findings with regard to increased side effects or adverse events associated with SSRI use,
but available evidence does not indicate significant safety concerns (Mohatt et al., 2014).
SSRI therapy may in fact confer several benefits, especially in cases of more severe anxi-
ety and when used early in treatment. SSRIs may result in more rapid improvement than
CBT alone, possibly as soon as 3—4 weeks into treatment (Keeton & Ginsburg, 2008).
These early benefits may increase youths’ motivation and ability to engage in therapy,
especially in cases of more severe anxiety.

Predictors, Mediators, and Moderators of Treatment Response

As discussed in previous sections, several interventions for youth anxiety have now accu-
mulated sufficient research evidence to be considered empirically supported treatments.
While such treatments are efficacious for many anxious youth, up to 50% of youth still
meet criteria for their principal anxiety disorder at posttreatment (Hudson et al., 2009;
Kendall, Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008; Walkup at al., 2008), and
as many as 40% continue to meet criteria at follow-up (Hudson et al., 2009; Kendall,
Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008). Improving response and remis-
sion rates for evidence-based therapies requires that we understand for whom treatments
work (predictors), for whom and under what conditions treatments work (moderators),
and why treatments work (mediators). Predictors of treatment response are defined as
preexisting youth characteristics (e.g., demographic characteristics, family factors, clini-
cal severity) that influence treatment response, whereas moderators are pretreatment
characteristics that interact with treatment condition to determine response (Kraemer,
Wilson, Fairburn, & Agras, 2002). Mediators, on the other hand, are factors affected
by treatment that temporally precede and play a causal role in treatment response (Kaz-
din, 2007). Predictors, moderators, and mediators of response to interventions for youth
anxiety are reviewed in this section.

Data on predictors and moderators of treatment response have been somewhat
mixed, but, in general, few consistent predictors and moderators have emerged. Although
younger age might be thought to predict poorer treatment response due to young chil-
dren’s limited ability to engage with the cognitive components of CBT, most studies have
not found age to be a significant predictor or moderator of treatment response (Alfano et
al., 2009; Kendall et al., 2008; Nilsen, Eisemann, & Kvernmo, 2013). Similarly, neither
child gender nor ethnicity is a consistent predictor or treatment outcome, although there
is some evidence that family involvement in therapy may improve treatment response for
girls but not boys (for a review, see Nilsen, Eisemann, & Kvernmo, 2013). It has been
suggested that parental psychopathology may predict or moderate treatment response, as
parents with internalizing problems may undermine treatment by modeling anxious or
avoidant coping styles. While several studies have indeed found that parental psychopa-
thology predicts poorer response to CBT (e.g., Southam-Gerow, Kendall, & Weersing,
2001) other studies have found no relationship (Ginsburg et al., 2011; Kley, Heinrichs,
Bender, & Tuschen-Caffier, 2012). There is also some evidence that parental anxiety may
moderate treatment outcomes. Family CBT has been found to outperform individual CBT
when both parents have an anxiety disorder (Kendall et al., 2008), and recent research
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suggests that parental anxiety may actually predict more rapid and greater response to
treatment with sertraline (Gonzalez et al., 2015).

With respect to baseline psychopathology, including symptom severity and comor-
bidity, findings have also been inconsistent. Several studies have found that higher base-
line anxiety severity predicts poorer treatment response (Compton et al., 2014; Ginsburg
et al., 2011; Southam-Gerow et al., 2001), although a recent review found that base-
line severity was not a significant predictor of treatment response in four of six studies
reviewed (Nilsen at al., 2013). There is some evidence to suggest that youth with certain
diagnostic profiles may be less likely to be treatment responders. For example, some
studies have suggested that youth with SocAD may be less likely to achieve remission fol-
lowing treatment than youth with GAD or SAD (Compton et al., 2014; Ginsburg et al.,
2011) or to maintain treatment gains at longer-term follow-ups (Kerns, Read, Klugman,
& Kendall, 2013). However, poorer treatment response in youth with SocAD may in part
be due to higher rates of depressive comorbidity among socially anxious youth (Craw-
ley, Beidas, Benjamin, Martin, & Kendall, 2008). Depressive comorbidity in general has
been associated with poorer treatment response in several studies (Berman, Weems, Sil-
verman, & Kurtines, 2000; Southam-Gerow et al., 2001), and a recent investigation of
the impact of comorbidity on treatment outcome in over 800 youth revealed that youth
with externalizing or internalizing comorbidity are less likely to achieve remission of the
principal anxiety diagnosis but are not less likely to be classified as treatment respond-
ers (Rapee et al., 2013). However, several reviews of the literature have indicated that
comorbidity, by and large, does not appear to predict outcome in most studies (Nilsen et
al., 2013; Ollendick et al., 2008).

In comparison with research on predictors and moderators of treatment outcome,
research on mediators is scant. As Kazdin (2007) and Weersing and Weisz (2002) have
pointed out, this is because very few studies have been designed to enable robust tests of
meditational hypotheses, which require that hypothesized mediator variables be measured
at multiple time points during treatment and prior to change in the outcome variable(s)
of interest. In brief, all of the following conditions are necessary to establish mediation:

1. Treatment must result in improvements in symptoms and functioning
2. Treatment must result in changes in the candidate mediator.

3. The candidate mediator must affect symptoms and functioning.

4

. The original relationship between treatment and outcome must be attenuated
when controlling for the relationship between treatment and the mediator and
the mediator and outcome (Weersing & Weisz, 2002).

Few studies have fulfilled all of these conditions, but a number of candidate mediators
have been identified on the basis of the impact of treatment on these potential mediators.
A meta-analysis conducted by Chu and Harrison (2007) revealed that across 14 inter-
vention studies representing 22 conditions, CBT produced a large mean effect size for
behavioral processes (ES = 1.02) and moderate mean effect sizes for physiological (ES =
0.49), cognitive (ES = 0.50) and coping (ES = 0.73) processes. Only a handful of studies,
however, have examined whether such processes actually mediate treatment outcome.
With respect to cognitive processes, Kendall and Treadwell (2007) found that anxious
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self-statements and the ratio of positive to negative self-statements partially mediated
outcome for child-reported fear and anxiety, and Hogendoorn and colleagues (2014)
found that an increase in positive thoughts and use of several coping strategies preceded
and contributed to a decrease in anxiety symptoms. In an examination of mediators of
outcome for cognitive-behavioral treatment for socially anxious youth, Alfano and col-
leagues (2009) found that decreased loneliness and increased social effectiveness medi-
ated the relationship pre- and posttreatment anxiety and global functioning.

The preceding sections of this chapter have summarized evidence-based interven-
tions for anxiety disorders in children and adolescents; promising new interventions; and
current evidence regarding predictors, moderators, and mediators of such treatments.
CBT-based treatments are currently the only interventions for youth anxiety disorders to
be regarded as well-established treatments. There is now substantial evidence regarding
the positive impact of CBT on diagnostic remission, symptom reduction, and decrease
in functional impairment, both immediately following treatment and at longer-term
follow-up. Pharmacological interventions have also been shown to be efficacious for
anxiety disorders in youth, and the combination of SSRIs and CBT appears to maximize
treatment outcomes for youth with SAD, SocAD, and GAD. Few consistent predictors
or moderators of outcome have been identified, although emerging evidence is suggests
that youth with SocAD may evidence poorer treatment outcomes that youth with SAD
or GAD. With regard to mediation, CBT appears to have a moderate to large effect on
cognitive and behavioral outcomes, but few controlled studies have measured putative
cognitive and behavioral mediators frequently enough over the course of treatment to
establish clear evidence of mediation. In short, although there is now compelling evi-
dence to support the efficacy of CBT, relatively little is known about for whom CBT
works, under what conditions, or why, and large-scale RCTs are needed to examine the
efficacy of alternative treatments such as ABM and CBM alone or in combination with
CBT.

EVIDENCE-BASED ASSESSMENT
OF ANXIETY DISORDERS IN CHILDREN AND ADOLESCENTS

Numerous structured and semistructured interviews, self-report measures, and parent-
report measures have been used over the years to assess anxiety in children and adoles-
cents. We focus in this section on those diagnostic interviews and measures most com-
monly used in clinical and research contexts, beginning with semistructured interviews,
then moving to broadband anxiety measures and measures of particular anxiety disorder
symptoms. Finally, we discuss several broadband measures that assess anxiety symp-
toms, as well as symptoms of related disorders and childhood conditions.

Assessment of anxious youth, particularly younger children, requires information
from multiple sources (Beesdo et al., 2009). Parent reports of anxiety provide added
information and value to research as well as to the diagnostic process itself (Kendall
et al., 2007; Villabw, Gere, Torgersen, March, & Kendall, 2012). Parent-report inter-
views and measures also help prevent any biases in anxious children and adolescents
who have a difficult time admitting to being socially undesirable (Kendall & Flannery-
Schroeder, 1998). In fact, it has been noted that the validity of certain groups of anxious
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children’s self-reports should be questioned due to social desirability concerns (Silverman
& Ollendick, 2005). Although teacher ratings can add information to the assessment pro-
cess, teacher reports are generally considered more helpful when assessing externalizing
rather than internalizing behaviors (Loeber, Green & Lahey, 1990). Additionally, factors
such as the child having multiple teachers or the timing of the assessment may influence
teacher reports, posing challenges in terms of appropriately reconciling or interpreting
teacher reports in traditional internalizing disorder assessment contexts. Thus, in the fol-
lowing sections we focus on self- and parent reports only.

When using the assessment tools described in the following sections, it is important
to consider that SAD, SocAD, and GAD must be distinguished from developmentally
appropriate fears and worries. For example, anxious or oppositional behaviors upon
separation from caregivers are normative in children under the age of 5, while fears of
rejection and negative evaluation by peers are not uncommon during late childhood and
throughout adolescence (Beesdo et al., 2009). Anxiety disorders, in contrast to develop-
mentally appropriate fears and worries, are characterized by fears and worries that are
not only distressing but also persistent, extensive, and impairing (Beesdo et al., 2009). A
number of the semistructured interviews and measures discussed in subsequent sections
contain clinical cutoffs or thresholds that facilitate distinguishing between normative and
elevated or clinically significant anxiety.

Cognitive and behavioral characteristics may also be similar across anxiety disor-
ders, as well as between certain anxiety and depressive disorders. For example, youth
with both GAD and SocAD may display worries about their competence or performance;
however, for youth with SocAD, this worry is limited to evaluative situations, whereas
youth with GAD evidence worry about their performance regardless of social context
(Whitmore, Kim-Spoon, & Ollendick, 2014). The behavioral presentation of anxiety
may also be similar across disorders, so differential diagnosis often requires a careful
functional analysis of the antecedents of any given behavior. For example, fear of the
dark, fear of being negatively evaluated in social situations, and fears about separation
from loved ones may each result in clinging and visible distress when children must sepa-
rate from parents. In addition to similarities among anxiety disorders, GAD and major
depressive disorder (MDD) have high lifetime comorbidity, strong symptom overlap (e.g.,
fatigue, difficulty concentrating, sleep disturbances), and are both characterized by per-
severative cognitive processes (e.g., worry/rumination), all of which may complicate dif-
ferential diagnosis of GAD and MDD (Moffitt et al., 2007). These similarities across
anxiety disorders, as well as between certain anxiety and depressive disorders, reinforce
the importance of assessing anxiety disorders using multiple methods and informants,
and of choosing measures that demonstrate good discriminant validity.

Structured and Semistructured Diagnostic Interviews

The publication of DSM-5 in 2013 poses challenges to diagnostic interviewing. Some of
the structured and semistructured instruments were developed to be consistent with the
DSM-1V and have not yet been updated (Leffler, Riebel, & Hughes, 2015). However, the
psychometric properties of the instruments we discuss below remain robust. Therefore,
until these instruments are updated to reflect the DSM-5 diagnostic changes, they should
continue to be administered, as they have shown clinical and research utility.
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The Anxiety Disorders Interview Schedule for the DSM-IV—Child Version, Child
and Parent Reports (ADIS-IV-C/P; Silverman & Albano, 1996) is a semistructured
clinical interview that permits the diagnosis of DSM-IV anxiety disorders, mood disor-
ders, and externalizing disorders in youth ages 6-17. The interview is typically admin-
istered separately to children and parents and, based on child and parent reports of
disorder symptoms and impairment, clinicians assign a clinical severity rating (CSR)
for each disorder. CSRs range from 0 to 8, with 0 reflecting “no symptoms/impair-
ment” and 8 reflecting “marked symptoms/impairment.” A CSR rating of 4 or higher
indicates symptoms and impairment at a clinically interfering level. Interrater reliability
for ADIS-IV-C/P anxiety diagnoses has been found to be excellent, with kappas rang-
ing from .80-1.00 (Lyneham, Abbott, & Rapee, 2007; Silverman, Saavedra, & Pina,
2001). The ADIS-IV-C/P also has excellent test-retest reliability for anxiety diagnoses,
with intraclass correlation coefficients (ICCs) ranging from .81 to .99 for child-reported
impairment and from .86 to .99 for parent-rated impairment (Silverman et al., 2001).
Convergent validity for the ADIS-IV-C/P has also been established; children with an ADIS
diagnosis of SocAD and SAD both scored significantly higher on the Social Anxiety and
Separation Anxiety subscales, respectively, of the Multidimensional Anxiety Scale for Chil-
dren, Second Edition (MASC-2; March, 2012). A DSM-5 version of the ADIS-C/P is cur-
rently on track for publication using a similar format and structure as the DSM-1V version.

The Kiddie Schedule for Affective Disorders and Schizophrenia for School-Age
Children—Present and Lifetime Versions (K-SADS-PL; Kaufmann et al., 1997), a semi-
structured diagnostic interview for youth ages 618, is used to assess current and past
episodes of psychopathology in children and adolescents according to DSM-ITI-R and
DSM-1V criteria. The K-SADS-PL consists of an initial screen interview that provides an
overview of lifetime symptoms of psychopathology, as well as five diagnostic supplement
sections (including a supplement for anxiety disorders). Based on information about the
presence and quality of symptoms reported by parents and children, symptoms are scored
by the clinician on a 0- to 3-point scale (0 = “not available”; 1 = “symptoms not present™;
2 = “subthreshold symptoms”; 3 = “threshold symptoms”). The K-SADS-PL has excellent
interrater reliability for assigning current and lifetime diagnoses, and test-retest reliabil-
ity coefficients range from .80 to .90 for anxiety and depressive disorders (Kaufman et
al., 1997). However, relatively few studies have assessed convergence of the K-SADS-PL
with other measures of anxiety disorders.

Self- and Parent-Report Measures
Broadband Anxiety

The Revised Children’s Manifest Anxiety Scale, Second Edition (RCMAS-2) has been
widely used since its first edition to identify anxiety symptoms among youth (Reynolds
& Richmond, 2008). It is a self-report instrument for children and adolescents ages
6 to 19 years and is composed of a total of 49 items. In addition to a Total Anxiety
scale, it yields scores for three anxiety-related scales: Physiological Anxiety, Worry, and
Social Anxiety. The RCMAS-2 also yields scores for two Validity scales, an Inconsistent
Responding (INC) index, and a Defensiveness (DEF) scale (previously Lie scale), which
reveal when respondents have given random responses or have presented themselves in
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an overly positive manner. Reliability estimates have been improved from the RCMAS to
.92 for the Total score (TOT) and .75 to .86 for the scale scores (Reynolds & Richmond,
2008). Although further research is needed to determine RCMAS-2’s discriminant valid-
ity, because of its substantial overlap with the RCMAS, it is expected to have similar
psychometric properties as the RCMAS. Therefore, it appears to be a useful instrument
in the assessment and monitoring of treatment in anxious children and adolescents.

The MASC-2 (March, 2012) is a revision of the MASC, a child- and parent-report
measure assessing anxiety symptoms (March, Parker, Sullivan, Stallings, & Conners,
1997). It contains 50 items and identifies anxiety symptoms in youth ages 8-19 years.
The MASC-2 assesses a broad range of emotional, physical, cognitive, and behavioral
symptoms in its six scales: Separation Anxiety/Phobias, GAD, Social Anxiety, Obses-
sions and Compulsions, Physical Symptoms, and Harm Avoidance. It also has a Validity
scale called the Inconsistency Index (response style). The MASC-2 is able to differentiate
between anxiety disorders and other disorders, as well as between the various childhood
anxiety disorders (March, 2012). It has excellent internal reliability (Parent = .89; Self
=.92) and test-retest reliability (Parent = .93; Self = .89) (March, 2013). In addition, it
has strong discriminative validity for the three anxiety disorders assessed by its subscales
(March, 2012).

The Screen for Child Anxiety-Related Emotional Disorders (SCARED; Birmaher
et al., 1997), another measure proven to have good discriminative validity, is able to dif-
ferentiate among varying anxiety disorders and to differentiate anxiety disorders from
other disorders, such as depressive disorders (Birmaher et al., 1997, 1999). Both parent
and child self-report versions of SCARED contain 38 items that assess the following fac-
tors in youth ages 9-18: general anxiety, separation anxiety, social phobia, and physical
symptoms of anxiety. It also measures symptoms related to school phobias. Both self-
reports have moderate parent—child agreement and good internal consistency, test-retest
reliability, and discriminant validity (Birmaher et al., 1999). SCARED is also noted to be
sensitive to treatment response (Birmaher et al., 1999). It has been found to have strong
sensitivity and specificity to the ADIS-IV-C/P (Muris, Merckelbach, Mayer, & Prins,
2000).

The Pediatric Anxiety Rating Scale (PARS; Research Units on Pediatric Psychophar-
macology Anxiety Study Group, 2002) is a semistructured interview used by parents and
by youth ages 617, as well as clinicians, to rate the frequency, severity and impairment of
anxiety. It measures anxiety in six areas: Separation, Social Interactions or Performance
Situations, Generalized, Specific Phobia, Physical Signs and Symptoms, and Other. It has
been particularly useful in treatment studies for clinically anxious children (Research
Units on Pediatric Psychopharmacology (RUPP) Anxiety Study Group, 2002). The PARS
has two sections that include a 50-item symptom checklist in which items are rated as
present or absent during the past week. The second section consists of seven items that
measure severity and impairment (rated on a 5-point Likert scale). The Anxiety Sever-
ity scale specifically focuses on SAD, SocAD, and GAD. Psychometric properties such
as internal consistency are adequate (Research Units on Pediatric Psychopharmacology
Anxiety Study Group, 2002). However, convergent and divergent validity may need fur-
ther investigation (Silverman & Ollendick, 2008). Nevertheless, PARS’ utility relative to
treatment sensitivity appears promising, as it has paralleled change in other measures of
anxiety symptoms and global improvement (Silverman & Ollendick, 2008).
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Narrowband Anxiety

The Penn State Worry Questionnaire for Children (PSWQ-C; Chorpita, Tracey, Brown,
Collica, & Barlow, 1997), a 14-item, self-report measure for youth ages 6-18 years,
assesses the ability to control worry and the frequency of worry. Youth rate their agree-
ment with worry items on a 4-point Likert scale, with higher scores representing a ten-
dency to worry more. The psychometric properties of the PSWQ-C for two large commu-
nity samples demonstrated good internal consistency and test—retest reliability (Chorpita
et al., 1997; Muris, Meesters, & Gobel, 2001). Furthermore, recent data suggest that
it has favorable discriminate validity for anxiety disorders and excellent internal con-
sistency and convergent validity in a large clinical sample of children and adolescents
(Pestle, Chorpita, & Schiffman, 2008). However, among subjects in the clinical sample,
the PSWQ-C was not able to differentiate between GAD and MDD/dysthymia, although
it did discriminate between individuals with GAD and other anxiety disorders (Pestle et
al., 2008). This seeming lack of specificity in the clinical sample could be due to the high
comorbidity between GAD and depressive disorders.

A scale that has been specifically designed to discriminate between anxiety and
depression is the Revised Child Anxiety and Depression Scale (RCADS; Chorpita, Yim,
Moffitt, Umemoto, & Francis, 2000), developed for youth ages 6-19 years; it consists of
47 self-report items. Respondents use a 4-point Likert scale to rate how true each item
is to them. The RCADS includes the following subscales: Separation Anxiety Disorder
(SAD), Social Phobia (SP), Generalized Anxiety Disorder (GAD), Panic Disorder (PD),
Obsessive—Compulsive Disorder (OCD), and Major Depressive Disorder (MDD). It also
yields a Total Anxiety Scale and a Total Internalizing Scale. Also available is a parent
form is also available (RCADS-P) that assesses similar youth symptoms of anxiety and
depression using the six subscales. The RCADS has been shown to have favorable inter-
nal consistency in a community sample of schoolchildren and adolescents (Chorpita et
al., 2000), as well as convergent, discriminant, and factorial validity in a clinical sample
of youth (Chorpita, Moffitt, & Gray, 2005). Furthermore, it has been shown to assess
anxiety and depression symptoms accurately in both clinical and school-based popu-
lations (Ebesutani, Bernstein, Nakamura, Chorpita, & Weisz, 2010; Ebesutani et al.,
2011). The RCADS-P shows high internal consistency and convergent validity (Ebesutani
et al., 2011). Overall, the RCADS appears to have strong utility for both clinical and
research settings because it clearly helps to discriminate between anxiety and depression
(Chorpita et al. 2000, 2005).

The Social Anxiety Scale for Children—Revised (SASC-R; La Greca & Stone, 1993)
and the Social Anxiety Scale for Adolescents (SAS-A; La Greca & Lopez, 1998) are
22-item scales assessing social anxiety symptoms in children and adolescents, respec-
tively. Respondents rate each item on a 5-point scale according to how much they feel
the item is true of them. Both the SASC-R and the SAS-A measure anxiety as it relates to
three factors: Fear of Negative Evaluation; Generalized Social Avoidance and Distress;
and Social Avoidance Specific to New Situations or Unfamiliar Peers. Each of the three
subscales has acceptable internal consistency, with all #’s greater than .65, and the mea-
sures demonstrate good convergent and discriminant validity (La Greca & Lopez, 1998;
La Greca & Stone, 1993). Both measures accurately discriminate between socially anx-
ious individuals and those with no anxiety, and both are sensitive to treatment changes
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(Ingles et al., 2010; Tulbure, Szentagotai, Dobrean, & David, 2012). The SASC-R has
been used in a number of settings, including community samples, medical samples, and
inpatient and outpatient populations (La Greca & Lopez, 1998). Additionally, the SAS-A
has been translated into numerous languages, including Spanish, Dutch, German, and
Chinese with good test-retest reliability and internal consistency (Ingles et al., 2010;
La Greca & Lopez, 1998). Both the SASC-R and the SAS-A facilitate the assessment of
adolescent social functioning and friendships.

Another widely used scale for social anxiety, the Social Phobia and Anxiety Inven-
tory for Children (SPAIC; Beidel, Turner & Morris, 1995), is a 26-item rating scale that
measures children and adolescents’” anxiety (ages 8—18 years) in a variety of social situa-
tions. The social situations are reflected in its three subscales: Assertiveness/General Con-
versation, Traditional Social Encounters, and Public Performance. The SPAIC has strong
internal consistency and test—retest reliability (Silverman & Ollendick, 2005). Data sup-
port the use of this rating scale as a sensitive measure when assessing treatment outcome.
It is also a sensitive screening measure with children from diverse backgrounds (Tulbure
et al., 2012). Recently, the Social Phobia and Anxiety Inventory for Children—11 (SPAIC-
11) and the Social Phobia and Anxiety Inventory for Children’s Parents (SPAICP-11) were
developed using item response theory (IRT), with reports of social anxiety by children
and parents (Bunnell, Beidel, Liu, Joseph, & Higa-McMillan, 2015). Both assessments
were developed as brief versions of the child and parent versions of the SPAIC. Although
the SPAIC-11 and the SPAICP-11 appear to be psychometrically sound measures, future
research is needed to determine additional validation. Preliminary results, however, hold
promise for their use as brief assessments of social anxiety for children in research and
clinical settings.

Broadband Measures

As noted earlier, pediatric anxiety disorders are highly comorbid with one another, as
well as with other psychiatric disorders, including ADHD, depression, and ODD. There-
fore, using broadband measures that assess anxiety, in addition to other emotional and
behavioral disorders, adds value to the assessment and ultimately the treatment of chil-
dren with anxiety.

One of the most widely used parent-report measures for assessment and treatment
outcome, the Child Behavior Checklist (CBCL; Achenbach, 1991; Achenbach, Dumenci,
& Rescorla, 2003; Silverman & Ollendick, 2005), assesses not only anxiety but also
internalizing and externalizing problems. Additionally, it has eight subscales: Aggressive
Behavior, Delinquent Behavior, Withdrawn, Anxious/Depressed, Somatic Complaints,
Attention Problems, Social Problems, and Thought Problems. The 118-item parent form
was developed for use with school-age children ranging in age from 6 to 18 years. A
preschool version has been developed as well for preschoolers ranging in age from 1% to
5 years (Achenbach & Rescorla, 2000). Parents rate their child on a 0- to 2-point scale
(0 = “not true” to 2 = “very true or often true”). Forms also obtain parents’ descriptions
of problems, disabilities, most important concerns, and child’s strengths. The CBCL has
been widely used in treatment studies and demonstrates significant correlations with
other measures of anxiety and sensitivity to change (Silverman & Ollendick, 2005). Fur-
thermore, the utility of the anxiety scales has been examined using mothers of children
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with and without anxiety disorders (Kendall et al., 2007). Results indicated that the
Anxiety scales significantly discriminated between children with anxiety and those
without (Kendall et al., 2007). The CBCL can be used with a wide population. It has
been translated into over 90 languages, and multicultural norms have been added. Most
recently, there have been scales added to the CBCL that are consistent with DSM-5. For
preschoolers, the Autism Spectrum Problems scale contains items consistent with DSM-5
criteria for autism spectrum disorder, and the Anxiety Problems scale has been revised
to ensure consistency with DSM-5 criteria for GAD, SAD, and SocAD. The Somatic
Problems scale has also been revised for school-age children in order to be consistent
with the newly developed DSM-5 category, somatic symptom disorder, which often is
related to anxiety.

The Behavior Assessment System, Third Edition (BASC-3; Reynolds & Kamphaus,
2015), another multidimensional measure that assesses anxiety, as well as other emo-
tional and behavioral disorders, is a self-report measure for youth and adults ages 2-25
years. There are self-report (SRP; ages 6-25), parent-report (PRS), and teacher-report
(TRS) forms. The SRP, TRS, and the PRS contain 100-189 items depending on age
(preschool, ages 2-35; child, ages 6-11; adolescent, ages 12-21; or college, ages 18-235).
Respondents use a 4-point Likert scale to record whether they agree with each item (0 =
“never” to 3 = “almost always”). The BASC-3 PRS and TRS yield five composite scales,
each of which includes primary scales: for the PRS, Internalizing Problems (Anxiety,
Depression, and Somatization), Externalizing Problems (Hyperactivity, Aggression, and
Conduct Problems), Adaptive Skills (Adaptability, Social Skills, Leadership, Study Skills,
Functional Communication), Behavioral Symptoms Index (Hyperactivity, Aggression,
Depression, Attention Problems, Atypicality, and Withdrawal); and for the TRS, School
Problems (Learning Problems and Attention Problems). It also yields seven content scales,
which include Anger Control, Bullying, Developmental Social Disorders, Emotional Self-
Control, Executive Functioning, Negative Emotionality, and Resiliency. In addition to
the content scales, there are three clinical index scales, which include ADHD Probability
Index, Autism Probability Index, and Clinical Probability Index. These indices are com-
posed of items from other scales and are empirically derived. The PRS and TRS may be
scored online or on paper. Psychometric properties for the BASC-3 are well-established
(Reynolds & Kamphaus, 2002, 2015). A Spanish version of the BASC-3 is available for
preschool, child, and adolescent PRS forms.

TREATMENT STRUCTURE, KEY COMPONENTS,
AND TECHNIQUES ACROSS CBT PROTOCOLS

Numerous variants of CBT and CBT-based treatment manuals exist, but such treatments
also contain unifying treatment components. The primary treatment components across
CBT protocols include psychoeducation, somatic management skills, cognitive restruc-
turing, gradual exposure to feared situations, and relapse prevention. The Coping Cat
program (discussed in greater detail below) is one of the best supported versions of CBT
for youth with SAD, SocAD, and GAD (Kendall, 1994; Kendall, Furr, & Podell, 2010).
The Coping Cat and similar CBT-based protocols for anxious children and adolescents
aim to improve functioning by introducing youth to techniques for building reliable



6. Anxiety Disorders 141

coping skills to deal with life’s challenges and facing fears. This and similar CBT-based
protocols integrate two major components. The first component involves skills training,
and the second involves employing learned skills in behavioral practice.

Although many versions of CBT exist, most CBT variants follow a similar treat-
ment structure. In individual CBT, a therapist works primarily with the anxious child
or adolescent, usually meeting once per week for approximately 1 hour for an average
of 16 weeks (Chorpita et al., 2011; Ishikawa et al., 2007; James et al., 2013; Rapp et al.,
2013; Silverman et al., 2008). Often, the therapist also meets with the youth’s parent or
legal guardian about twice throughout treatment to address parental response to anxious
behaviors and to discuss upcoming treatment components with parents. This is especially
important prior to behavioral exposure sessions, which can often be distressing for chil-
dren and adolescents and may require more specific responses from parents (Kendall et
al., 2010). When implementing CBT, the therapist plays not only a collaborative and sup-
portive role but also helps to promote independence, responsibility, and self-sufficiency
in children and adolescents. Although most CBT-based treatment protocols for pediatric
anxiety are distributed to therapists and clients in the format of treatment manuals and
workbooks outlining treatment components, experts suggest that therapists should be
flexible in their use of manuals, adapting manuals to needs of specific youth, while also
making sure to cover important treatment goals.

In addition to encouraging flexibility within a single CBT protocol, intervention
researchers have developed variants of CBT for anxious youth in order to adapt treat-
ment to the needs of specific children and adolescents. For example, individual CBT pro-
grams (Melfsen et al., 2011; Nauta, Scholing, Emmelkamp, & Minderaa, 2003; Wood,
McLeod, Piacentini, & Sigman, 2009) have been modified to incorporate basic CBT
skills while increasing parent involvement. Such programs still require approximately
12-20 individual therapy sessions, each lasting 50-90 minutes (specified by the treat-
ment regimen), but also incorporate between four and 16 parent sessions to enhance
parent involvement in treatment. Such modifications to the structure of CBT can be
especially useful for children who might have less insight into their anxiety symptoms,
such as children with autism spectrum disorders and very young children (Waters, Ford,
Wharton, & Cobham, 2009; Wood, Drahota, et al., 2009). Group CBT paradigms also
increase parental involvement in therapy by incorporating parallel parent sessions, often
conducted simultaneously with youth-focused sessions. Programs such as Cool Kids and
Take ACTION (Rapee, 2000; Waters et al., 2009) involve teaching children the core
CBT techniques in a group format. Such treatments still involve 10-16 (60- to 120-min-
ute) sessions weekly. However, during sessions, child and parent groups learn similar
material. Parent-oriented sessions often include psychoeducation about child anxiety,
parenting strategies for managing child anxiety and improving relationships, parental
coping techniques including communication and problem-solving techniques, and gen-
eral therapeutic techniques taught in child sessions.

CBT treatment structure has also been modified in order to target groups of children
and adolescents with specific symptom clusters or disorder presentations. For example,
Schneider and colleagues (2011) conducted an RCT of a 16-session protocol specifically
targeting SAD through a combination of child and parent individualized therapy sessions.
Within this protocol, the first 4 weeks of therapy consist of SAD-specific psychoeduca-
tion (50-minute sessions) with children and parents separately. Then, the next 8 weeks
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of treatment consist of weekly sessions split into parent—child portions and parent-only
portions. These modifications allow clinicians to target cognitions more specifically and
implement situational exposures relevant to children with SAD. Other protocols have
employed social skills and/or assertiveness training in combination with CBT skills to
target more directly the deficits often experienced by youth with SOC (Alfano et al., 2009;
Beidel, Turner, & Morris, 2000; Beidel, Turner, & Young, 2006; White et al., 2013).
Similarly to SAD-focused treatments, SocAD-focused interventions incorporate more dis-
order-specific psychoeducation and behavioral exposures targeting anxiety in social situ-
ations. Most of these treatments involve individual sessions (approximately 2—-13 meetings
ranging from 15-minute to hourlong sessions) and at least some group therapy component
(approximately 7-12, 60- to 90-minute sessions), in which social skills and cognitive tech-
niques can be practiced with other youth in a controlled environment.

The incorporation of manual-based CBT techniques with clinical expertise allows
therapists to flexibly adapt treatments. Modern age, population, and disorder-based ver-
sions of CBT also allow therapists to better target specific problems exhibited by children
and adolescents with varying symptom presentations. Although psychosocial interven-
tions such as CBT and exposure-focused therapies currently have the greatest amount of
empirical support, novel behavioral therapies that have recently emerged show promise
as alternative or adjunctive treatment options.

EVIDENCE-BASED TREATMENT IN PRACTICE

In the final sections of this chapter we focus on the implementation of CBT in anxious
youth using the Coping Cat program (Kendall, 1994; Kendall & Hedtke, 2006), an indi-
vidual CBT protocol for children ages 7-13 that has been extensively researched and
adapted for group, school, and Internet-based treatment (Kendall et al., 1997, 2008,
2010). In its individual format, Coping Cat is a child-focused, skills-based treatment that
incorporates parents through several parent sessions (Sessions 4 and 9). Skills delivered
in the Coping Cat program are similar to those delivered by other CBT-based manuals
and include psychoeducation about anxiety, somatic awareness and relaxation, cogni-
tive restructuring, problem solving, gradual exposures, and relapse prevention. Skills are
delivered in a child-friendly format and introduced using the “FEAR” plan (i.e., Feel-
ing frightened?; Expecting bad things to happen?; Attitudes and actions that can help;
Rewards and results). Once the exposure-based portion of treatment is introduced, chil-
dren or adolescents can recall steps from the “FEAR” acronym when they cope with in
vivo situations that might elicit anxiety (e.g., talking to peers, test-taking, being away
from a parent). Each step of the FEAR plan and its corresponding skills is summarized in
the sections that follow and may be found in Table 6.2.

The general therapeutic approach of the Coping Cat protocol is similar to that of
other CBT-based programs in that it is time-limited, present-focused, and skills-based.
The Coping Cat program is 16 weeks in length, which is typically adequate to cover all
essential skills and techniques for most children, although treatment may be extended
to accommodate additional exposures sessions. The program focuses on identifying and
using skills to target current problem or fear areas rather than focus on distal causes of
the child’s current anxiety. Sessions are organized around the introduction and practice
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TABLE 6.2. Common Treatment Components of Coping Cat and other CBT Protocols
Skills training (primarily cognitive)

Psychoeducation
e Corrective education about anxiety is provided (i.e., normalizing experience of anxiety)
e Youth are taught to identify their somatic reactions to anxiety (e.g., sensations such as
increased heart rate, sweating, stomachaches)

Affective awareness
e Youth are taught to identify the signs of anxiety, often by breaking down the experience of
anxiety into antecedents, thoughts, body sensations, and emotion-related behaviors (i.e.,
avoidance)

Somatic management skills
e Relaxations skills (e.g., deep breathing, progressive muscle relaxation, visual imagery) are
introduced to target somatic reactions to anxiety

Cognitive restructuring
e Youth are taught to identify and challenge inaccurate or negative thoughts using self-talk
e Youth are taught to shift thinking in a more coping-focused direction and to develop coping
thoughts

Skills practice (primarily behavioral)

Graduated, controlled behavioral exposures
e Youth develop a hierarchy of feared situations in conjunction with their therapist and,
possibly, their parents
e Exposures to feared situations and stimuli are implemented to apply learned skills to
situations that are feared and/or avoided

Relapse prevention
e Skills are reviewed
e Consolidation and generalization of treatment gains is emphasized
e Therapist and youth may make plans for overcoming difficult or anxiety-provoking
situations in the future

Note. Some versions of CBT focus more or less on different aspects of the treatment, but versions of CBT
and exposure-based therapy for social anxiety disorder, generalized anxiety disorder, and separation anxiety
disorder include most if not all of these components.

of a set of skills, and these skills are reinforced through weekly STIC (“Show That I
Can”) tasks to be completed outside of session. Each session is highly structured and
includes brief rapport building, review of STIC tasks and previously learned skills, intro-
duction and practice of new skills, and the assignment of a new STIC task to be com-
pleted between sessions. Parents may be integrated into the end of sessions by having the
child explain new skills and assigned STIC tasks to them. Throughout treatment, the
therapist assumes a number of roles (Kendall & Hedtke, 2006), including that of a con-
sultant or collaborator (i.e., someone who does not have all the answers), a diagnostician
(integrating data from the verbal reports of child and parent), and a coach (observing the
child’s performance and providing feedback about strengths and weaknesses). Session 1,
which focuses primarily on establishing rapport and providing an overview of treatment,
helps to set the tone of the therapeutic relationship and establish the overall structure of
treatment.
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The “F” step of the FEAR plan (Feeling frightened?) is introduced in Session 2 and
elaborated in Sessions 3—5. The primary goals of the “F” step are identifying somatic
responses to anxiety, distinguishing somatic responses to anxiety from those elicited
by other emotional experiences, and learning to reduce the intensity of these somatic
responses through relaxation and other strategies. Session 2 focuses on developing the
child’s awareness of somatic responses to anxiety through various interactive activities,
such as “Feelings Charades” and the creation of a “Feelings Dictionary.” The therapist
normalizes the experience of anxiety for the child by introducing the idea of the “fight-
or-flight response.” Children are also asked to begin to develop a hierarchy of anxiety-
provoking situations during this session using a “fear ladder” and are introduced to the
“F” step of the FEAR plan. During Session 3, the therapist continues to develop the
child’s somatic awareness of anxiety and encourages him or her to begin to identify his or
her own somatic responses of anxiety. In an effort to reinforce the idea that each person
may experience anxiety differently, the therapist may provide his or her own examples of
somatic responses to anxiety and elicit examples from the child. It may be useful for the
therapist to assist the child in making a “body drawing,” in which the therapist traces
the child’s body on a large sheet of paper and encourages the child to identify areas of
the body where he or she typically experiences sensations of anxiety. During Session 5,
children begin to intervene in the cycle of anxiety by learning relaxation skills, which
they continue to practice outside of session. The therapist introduced several relaxations
skills using metaphors and imagery (deep breathing, progressive muscle relaxation), and
the therapist and child role-play the step-by-step use of these relaxation strategies in
situations generated by the therapist and child. Children are encouraged to teach these
relaxation skills to their parents at the end of session, and the therapist assists the child
in identifying a specific time and place for daily relaxation practice.

The “E” step of the FEAR plan (Expecting bad things to happen?) is introduced in
Session 6 and reviewed in Session 7. The primary goals of the “E” step are recognizing
anxious self-talk and understanding its contribution to the experience of anxiety. The
therapist introduces the idea of self-talk to the child by presenting cartoons with empty
thought bubbles and asking the child to generate content for these thought bubbles. The
child is then shown cartoons depicting more ambiguous situations and asked to generate
two different thoughts that might belong in the bubbles, and to identify different emotions
that would be associated with each thought. Variations on this exercise are repeated, pro-
gressing to more anxiety-provoking situations and using the child’s own thoughts. In this
way, the child begins to make the link between thoughts and feelings. Thinking traps may
also be introduced in this session (e.g., catastrophizing, all-or-nothing thinking, walk-
ing with blinders on, ignoring the positive). Modeling and role plays are used to practice
identifying and challenging negative self-talk, and to replace negative self-talk with coping
self-talk. These skills are reviewed and reinforced in Session 7.

The “A” step of the FEAR plan (Attitudes and actions that can help) is introduced in
Session 7. The primary goal of the “A” step is to improve the child’s ability and sense of
self-efficacy in coping with anxiety-provoking situations. This goal is achieved primarily
through problem solving, which is introduced as a series of steps for coping with both
non-anxiety-provoking and anxiety-provoking situations (identify the problem, brain-
storm solutions, identify the pros and cons of each solution, pick a solution and try it
out, evaluate the outcome). Problem solving is first practiced using neutral situations and
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applied to more anxiety-provoking situations thereafter. To increase the child’s cognitive
flexibility, the importance of brainstorming a variety of solutions, even if they may seem
silly at first, is emphasized and modeled by the therapist.

The “R” step of the FEAR plan (Results and rewards) is introduced in Session 8 and
reinforced in the subsequent parent session (Session 9). The primary goal of the “R” step
is to introduce the idea of self-monitoring and contingent reinforcement to the child. The
child is introduced to the idea of rating and rewarding his or her performance, and the
emphasis is placed on effort and successive approximations of a goal rather than on per-
fectionism or goal attainment. The appropriateness of reward effort and partial successes
is discussed with the child, and therapist and child work together to generate a list of pos-
sible rewards, both material and nonmaterial, and the idea that rewards can come either
from others or from ourselves is explored. Role plays are used throughout this session to
reinforce the concepts of self-monitoring and reinforcement. As a way of reviewing the
FEAR plan now that all steps have been introduced, the child may create a small FEAR
plan card at the end of session for use during upcoming exposures.

The latter part of treatment (Sessions 10—15) focuses on putting the FEAR plan into
action during imaginal and in vivo exposures conducted with the child in session and
assigned for homework outside of session. During Session 9, the therapist should prepare
parents for exposures by discussing the rationale for the use, preparing parents for a pos-
sible increase in distress upon commencement of exposure sessions, and reinforcing the
importance of rewards introduced in to the child in Session 8. It may also be helpful to
solicit feedback from parents regarding the child’s fear ladder begun in previous sessions.
Exposures in the Coping Cat program proceed according to a gradual exposure model,
beginning with imaginal exposures or low-anxiety-provoking situations at the bottom of
the child’s fear ladder and gradually moving up to more feared situations. During each
exposure, therapists periodically assess children’s distress level using subjective units of
distress (SUD) ratings and encourage them to coping strategies in the moment. Chil-
dren should be encouraged to remain in the situation until their SUD ratings decrease,
and postexposure processing with the therapist should call attention to decreases in the
child’s SUD ratings over time, successful use of coping strategies, and disconfirmation of
feared outcomes. Sessions might include one longer or several brief exposures, and addi-
tional exposures should be assigned as STIC tasks outside of session in order to facilitate
generalization. During the final session, the therapist should review skills with the child
and parent and make plans to achieve any remaining goals through continued practice.
Children may also be given the option of taping a “commercial” (planned during the
previous sessions) in which they celebrate their successes and provide advice to other chil-
dren about the program. Other means of celebrating treatment completion (e.g., party,
award certificate) are also appropriate.

Case Example

In the fictionalized case example to follow, we illustrate anxiety and related psychopa-
thology in a young female and detail the application of evidence-based treatment prin-
ciples to aid in the amelioration of her symptoms. Relevant background information
about the case is provided first, followed by a step-by-step review of the Coping Cat
model of treatment, as tailored for use with this child and her family. The case presented
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is a typical one in terms of age and symptom presentation; however, points of flexibility
in the application of this treatment are also highlighted with regard to variations from
typical presentations and as appropriate for the particularities of this case.

Background and History

Mila H, a 9-year-old Hispanic female of Cuban American descent, living in the south-
eastern United States, resides in a single-family home with her mother (Mrs. H), father
(Mr. H), younger sister (Victoria, 6), and maternal grandmother (Mrs. A). Mrs. H is
employed as a kindergarten teacher, and Mr. H owns and operates a small business. Mrs.
A works part-time as a nanny but primarily supports the family as a caregiver who assists
with child care and household upkeep. Family income was reported to be approximately
$90,000 per year. Of note, Mila’s parents indicated that they primarily spoke Spanish
at home, both to reinforce dual-language learning and in deference to Mrs. H’s mother’s
limited use of English. They reported that all family members, other than Mrs. A, are
fluent English speakers, and Mila indicated that she personally prefers to converse in
English with others at home and elsewhere. Mila is in the fourth grade at a parochial
school, where she reportedly receives mostly A’s and B’s in her schoolwork, although
there were sporadic indications of poorer academic performance and increased isolation
from peers in the most recent academic quarter. During an initial phone screen, Mrs. H
described Mila as someone who was “born anxious” and reported current challenges in
managing Mila’s anxiety at bedtime, at mealtimes, at school, and, particularly, in test-
taking situations. Mrs. H indicated that although such concerns were present before,
Mila has increasingly evidenced worry and separation distress in the past 3 months as
she prepared for state-administered, school-based exams, and she specifically cited an
“anxiety attack” that Mila had 2 days before the first school testing day, which resulted
in Mila missing school that day, as a motivator for her to contact the clinic at this time.
Mrs. H indicated that Mila’s increased separation distress and academic worries of late
have also been particularly challenging to manage because she works in the same school
that Mila attends, and that Mila often made attempts or requested to see her throughout
the day as a method to cope with her anxiety. Finally, Mrs. H also reported that Mila
was a picky eater who sometimes complained about fears related to choking and vomiting
when pressured to eat less-preferred foods.

Mila appeared for an initial assessment with her mother and father at a university-
based specialty anxiety research program, where, after providing relevant informed con-
sent and assent to services, she and her parents were administered the ADIS-IV-C/P
by an independent evaluator and completed relevant screening questionnaires assessing
anxiety, depression, and related cognitive, family, and emotion-related factors of interest.
Mila presented as a bright and articulate, but somewhat reserved child who evidenced
age-appropriate insight into her anxiety-related concerns. Her mood and affect were gen-
erally appropriate to the evaluation context, although she became teary eyed and visibly
distressed when asked to separate from her parents for the ADIS interview. She agreed
to separate from Mrs. and Mr. H, with an agreement that she could check in with her
parents every 15 minutes by text message on her cell phone, while they remained in the
waiting room. Mrs. H reported that this checking technique was “sometimes effective” in
allowing Mila to separate from them but indicated that they were generally surprised that
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she was willing to stay with the examiner throughout the testing interval and complete
the ADIS-C.

Following the ADIS interviews, the independent evaluator assigned Mila the follow-
ing diagnoses: GAD (CSR = 5), SAD (CSR = 4) and a subclinical specific phobia, other
type (vomiting/choking; CSR = 3). The independent evaluator also noted that some per-
fectionism-related behaviors and food-related avoidance might be indicative of emergent
obsessive—compulsive or eating-disorder-related pathologies, but no additional diagnoses
were assigned.

During the interview, Mila and her parents both reported that Mila struggled with
chronic worry, particularly related to school performance (starting school, doing home-
work and in-school work correctly, etc.) and test taking, but also in related domains of
performance (in dance class and during gym class at school). Previously, Mr. and Mrs.
H had reported that Mila was able to cope with these worries and still perform well
academically. However, in recent months, Mila’s teacher indicated that Mila appeared
to struggle with written assignments, timed work, and preparation for exams, and she
shared with Mrs. H her fears Mila was about to experience increasingly poor grades if
she did not improve her efforts. Prior to the current intake, Mila completed a psychoedu-
cational evaluation with a school psychologist that indicated no learning disorders and
high-average cognitive ability, with some minor deficits in working memory and process-
ing speed that the examiner felt might be due to Mila’s visible anxiety during the testing.
Mila also reported a number of interpersonal worry situations, including concerns about
her hair and appearance, as well as maintaining friendships. Mr. and Mrs. H reported
that Mila typically required that her hair be braided a certain way each day, and that her
uniform be laid out the night before each school day for her to examine before bedtime.
It was unclear to her parents why Mila preferred this “routine,” but they indicated that
Mila would in fact ruminate or become distressed if she felt her uniform was damaged or
her hair was braided incorrectly. Mila and her parents also reported other worries related
to natural disasters (hurricanes, thunderstorms), and worries about her parents’ health.
Mila reportedly had trouble falling asleep on most nights and asked that a parent remain
in her bedroom with her until she fell asleep. If they did not follow this dictate, Mila was
reported to tantrum and cry until they relented. They also reported increased problems
with concentration, restlessness, and fatigue in the past 6 months and a moderate degree
of impairment related to these worries and concomitant physiological responses.

In terms of separation distress and related avoidance, Mila indicated that she was
specifically worried about harm befalling herself (e.g., being taken by a “kidnap van”)
or her parents and felt reluctance to separate from her mother, particularly at school, at
bedtime, and at other activities, including her dance class (where Mila required that her
mom “stay visible” to her at all times). Similar to the behavior observed in session, Mrs.
H reported that Mila often texted her during the day, including lunchtime at school,
and would become distressed if she did not receive an immediate response by text or in
person. To lessen Mila’s distress, Mrs. H reported that she often checked in on Mila,
as she was able to, throughout the day both to ease initial separations in the mornings
(via promises to check in at intervals later) and personally reassure Mila of her safety.
That being said, Mila was able to separate from her mother and stay overnight at her
cousins’ home and attend dropoff playdates with two longtime friends at present, if she
was allowed to keep her phone with her throughout. All parties indicated that separation
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distress and related avoidance caused a moderate amount of interference in Mila’s life at
present, but they also felt it was slightly less severe than her current problems with more
general and academic worries.

Mila reported significant fear of choking and, more specifically, vomiting as a result
of choking on food. As a result of this fear, Mila occasionally refused to eat foods that
she felt were difficult to swallow easily (e.g., large pieces of beef or pork) or were lengthy
in size (e.g., long strings of pasta). Mila’s parents could not recall a specific incident
that sparked this concern, but they did indicate that she had “waxed and waned” in
fear intensity with regard to this domain over the last 2 to 3 years. For example, Mr. H
reported that Mila would sometimes eat large pieces of meat if she were in a particularly
good mood or distracted. However, Mila reported that she was more consistently fearful
of vomiting, in particular, and sometimes even checked labels of foods in the refrigerator
to make sure she was not eating “rotten” or expired foods that she believed were likely to
make her vomit. Mila also reported that she preferred to avoid long car trips or “spinning
rides” at carnivals to limit the likelihood of vomiting. Nonetheless, Mila and her parents
concurred that this fear was mild at present and more transient in nature than her gener-
alized worry and separation distress.

Overall, Mila’s parents expressed a high degree of motivation for treatment and
expressed strong interest in seeing Mila’s anxiety and related avoidance behaviors
reduced. They also acknowledged that their own behaviors might be reinforcing some of
Mila’s fears and potentially strengthening them, and wished to learn new skills to cope
better and appropriately manage Mila’s distress. Mila indicated some interest in reducing
her fear and anxiety, but limited, albeit age-appropriate insight, about how to address
these concerns or change her avoidant behaviors.

Course of Treatment

Mila received 16 sessions of the Coping Cat program (Kendall, 1994; Kendall & Hedtke,
2006) for youth anxiety disorders, delivered via an individual therapy context. In Session
1, the therapist focused primarily on developing rapport with Mila and orienting Mila
and Mrs. H to the process and techniques of CBT. Time was devoted to developing rap-
port with both parties (Mr. H was unable to attend the majority of treatment sessions
due to his work schedule) in session and answering pertinent questions about expecta-
tions for treatment. Mrs. H acknowledged some level of initial reluctance regarding the
exposure components of treatment, noting that she was unsure that all members of her
family and her mother, in particular, would be good at tolerating their own distress
if they noticed Mila feeling uncomfortable or upset. The therapist acknowledged that
these were natural reactions to the notion of exposure and that a graduated or stepped
approach, with increasing parental and (if desired) grandparental responsibility for guid-
ing such work could be implemented down the road. Despite this hesitance, the therapist
and Mrs. H were heartened by Mila’s willingness to separate from Mrs. H during ses-
sions and agreement to follow a visual schedule of the session that the therapist created,
with one designated parent check-in only allowed during child-alone components of the
initial session. Good rapport was noted, and Mila seemed eager to share her understand-
ing of anxiety and fear with the therapist, and generally seemed engaged in learning new
skills provided. Toward the end of session, the clinician introduced both the initial STIC
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homework task (providing a brief example of a time in the following week when the child
felt really great—not upset or worried) and the use of reward points for completion of the
STIC task. The purpose of STIC tasks and the use of a reward “bank” were also reviewed
with Mila’s parents to confirm this as a weekly format for homework and subsequent
reinforcement. Finally, the session concluded with the therapist and Mila participating in
a fun activity together (watching a humorous video online) that was selected at the begin-
ning of the session to further facilitate positive engagement.

Sessions 2 and 3 consisted of child-directed content aimed at improving Mila’s iden-
tification of anxious feelings and somatic responses to anxiety, more particularly. At the
start of Session 2, the therapist reviewed Mila’s STIC task homework, which indicated
that Mila “felt great” the prior week when playing with her parents at a local park, and
reward points for completion were noted. The therapist used a number of activities in
this session to assess and encourage emotion education, including reviewing photos of
people expressing varying emotions in magazines and creating a “Feelings Dictionary”
by cutting out and mounting such photos on a piece of butcher paper. Mila seemed to
enjoy this activity, as well as role-play of various emotion states. The therapist noted that
Mila had a good grasp of a variety of emotions but had trouble distinguishing cognitive
and physiological aspects of emotions when prompted. As they conducted these emotion
education tasks, the therapist worked to normalize Mila’s experience of fear and anxi-
ety and discussed how a fantasy role model (Sofia the First) and the therapist worked
to overcome prior fears or threats. The therapist noted that they were running short on
time and therefore assigned the child and parents to work independently on developing
fear ladders that would be expanded in the next two sessions as their STIC tasks for the
week. The therapist explained the usage of SUD ratings and how they could be utilized
in constructing the hierarchy.

At the start of Session 3, Mrs. H reported that the weeklong interval between Ses-
sions 2 and 3 was a difficult one for Mila because she had two tests at school and was
feeling overwhelmed and reluctant to study. Mila noted that she was feeling sick during
the week and did not necessarily connect the tests, which she considered to be “easy,” to
her reluctance to attend school on one of the test days. The therapist praised Mila and
Mrs. H for sharing this situation, for attending school despite the distress, and for com-
pleting initial fear ladder ratings despite the stress of the prior week. The therapist noted
the discrepancy in how Mrs. H attributed Mila’s ill feelings to anxiety, whereas Mila felt
she was truly unwell on the test day described and indicated that this would in fact be a
central focus of Session 3 content. With Mila alone, the therapist spent time discussing a
variety of somatic responses to anxiety and, rather than dwell on the recent disputed inci-
dent, encouraged Mila to identify body feelings in a safe, neutral situation and contrast
these with a more anxiety-provoking one. This tack seemed to work well with Mila, who
independently noted to the therapist that the feelings she experienced when she wanted to
stay home the past week (stomach distress, feverish feelings) were similar to those many
experience in the course of anxiety. Some additional role play was also utilized to further
encourage somatic awareness. Then the therapist introduced the “F” step in the four-step
FEAR plan or coping model central to the Coping Cat intervention—Feeling frightened?
Mila was reminded that in identifying the “F” step she was working to identify anxious
feelings more broadly and monitoring somatic responses associated with such anxious
feelings. As a final STIC task for Session 3, Mila was asked to record two times in the
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coming week when she felt anxious and rate her anxiety in each situation based on feel-
ings in her body.

Session 4 was a parent-directed session attended by Mrs. H and her mother, Mrs. A.
Since Mrs. A was present, the session was conducted primarily in Spanish. Mr. H’s work
schedule continued to be a barrier to session attendance. They problem-solved ways to
share therapy-related information with him, given that it seemed unlikely that he would
be able to attend sessions in the near future. Both Mrs. A and Mrs. H concurred that the
prior 2 weeks had been marked by a seeming spike in Mila’s anxiety after what seemed
like an initial drop in symptoms of worry after Session 1. The therapist gave Mila’s
mother and grandmother an opportunity to discuss these concerns and normalized the
waxing and waning pattern of worry and anxiety endorsed. The therapist also endeav-
ored to understand better the antecedents and consequences of Mila’s reported “worry
attacks,” as Mrs. H called them, since these appeared to be on the rise. Mila’s mother
and grandmother reported that such worry was often most salient in the morning before
school, on the way to school, at the time of separation from Mrs. H at school, and on
Sunday night before the start of the school week. Mila’s grandmother also indicated that
she felt the family members were quite variable in their current responses to Mila’s stated
worry about school and separation, with some encouraging Mila to cope with it indepen-
dently and others providing what sounded like excessive verbal reassurance about Mila’s
safety and academic abilities. The problems with excessive reassurance in the context of
generalized anxiety were discussed, as illustrated in the following dialogue:

THERAPIST: Based on what you’ve been saying, it sounds as though attending school
is a big trigger for Mila’s anxiety, and she is experiencing a lot of distress in the
mornings. What have you tried to help her manage her distress so that she can
attend school?

MRS. H: Honestly, I feel like I’ve tried everything. I try to help her calm down on
the way to school by promising her that ’'m going to stay safe. She worries that
I’ll open the door for strangers, that I’ll get into a car accident on the way to the
store, or pretty much anything else you can imagine. I just try to stay calm and
tell her over and over again that mommy is going to be careful and nothing bad
is going to happen.

THERAPIST: So it sounds like you provide her a lot of reassurance—is that right?

MRS. A: We all do, all the time! We want to make sure she knows that we are all
going to be okay when we’re away from each other.

THERAPIST: And do you feel like the reassurance is helpful? In other words, after you
reassure her that everyone will be safe, does she appear less anxious and stop
asking for your reassurance?

MRs. H: Well . . . no. No matter what I say, usually she keeps asking. Sometimes
she’ll stop for a few minutes, but then she’ll need me to reassure her again about
something else.

THERAPIST: Right. Often that happens when we provide reassurance. Providing your
child with reassurance may seem to help a little in the short-term. It’s also very
natural to want to do everything you can to help reduce your child’s distress,
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including reassuring them that everything will be OK. However, providing reas-
surance may be preventing Mila from developing ways to manage her own wor-
ries. As a result, she looks to you and other family members to help her feel
better. Mila also may begin to feel as though she needs your reassurance to be
sure the situation turns out OK. She never learns that you will be safe, even if
she doesn’t ask over and over again. Does that make sense?

MRS. A: Yes . . . but what do we do instead? I think Mila will probably become even
more upset if we don’t reassure her!

THERAPIST: It’s true that she might experience more distress for a short while, and
you may also feel upset or guilty. But you won’t be doing nothing. Mila is learn-
ing some helpful skills in this treatment to manage her own anxiety, and it’s
much more effective to suggest that she use the skills and guide her in doing so.
It may take some time, but eventually Mila will become confident that she has
the tools to manage her worry on her own, without your reassurance.

Mrs. H and Mrs. A role-played alternative response to Mila’s worry statements and
requests for reassurance. Both family members seemed encouraged by this alternative
plan at the end of session and noted that Mila had established seemingly good rapport
with the therapist, indicating that she was happy to continue attending sessions with her.

Session 5 began with a review of Mila’s STIC task from Session 3 and discussion of
some moderate improvements in Mila’s worry the past week, which Mila attributed to
the shorter than normal school week and her mother attributed to better management
of Mila’s school-related worries. The majority of Session 5 was spent introducing the
concept of muscle tension and its association with anxiety, and both deep breathing and
progressive muscle relaxation techniques. At the end of session, Mila demonstrated some
relaxation techniques for Mrs. H and they established a plan to practice a brief version
of the progressive muscle relaxation exercise reviewed in session before going to bed on
Sundays and weeknights, with a briefer version to be utilized as needed before school.
Practice of this relaxation plan was Mila’s STIC task for the week.

Session 6 featured the introduction of the second step in the FEAR plan—the “E”
step, Expecting bad things to happen?—and the role of cognition in youth anxiety. Mila
and her mother continued to report improvements in general worry at this session and
Mrs. H attributed much of the improvement to familial changes in responding to Mila’s
reassurance-seeking and safety-seeking behavior at home and at school. For example,
Mrs. H reported that she and Mila agreed to start leaving their cell phones in the car dur-
ing the school day and to relay any vital messages through Mila’s teacher rather than via
text message. Although Mila indicated that she did not appreciate all of these changes,
she did acknowledge that she has started to manage her worry more independently or
with the help of peers or teachers. Mrs. H reported some return of Mila’s picky eating
and avoidance of meats at mealtimes but agreed to keep presenting such foods for now
and observe any changes in the behavior over the next week given Mila’s history of vari-
ability in such behavior. In session, the therapist introduced cognitive aspects of anxiety
to Mila using a series of cartoons, in which Mila indicated the self-talk of characters in
“thought bubbles,” eventually segueing from discussion of self-talk in low stress situa-
tions to self-talk in anxiety-provoking situations, using the cartoon characters to frame
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this concept throughout. A distinction was made to Mila between anxious self-talk and
coping self-talk (thoughts that lead to more distress vs. those leading to less distress), as
illustrated in the following dialogue:

THERAPIST: Mila, we’ve been saying that when we’re feeling anxious, a lot of time
we’re thinking that something bad is going to happen, right?

MILA: Right.

THERAPIST: Sometimes, we call that anxious self-talk. All that means is that when
we’re telling ourselves that something bad might happen or is going to happen in
a situation, that thought often makes us feel anxious. Sometimes we get so stuck
on the bad thing we think might happen that we don’t consider other things that
could happen. These other things may not be bad at all, or they may even be
good. Does that ever happen to you?

MILA: Do you mean like when I'm eating meat and all T can think about is the meat
getting stuck in my throat and choking?

THERAPIST: That’s a really good example. It sounds like your anxious self-talk about
choking on the meat gets so strong that it drowns out other self-talk, and it’s
hard to think about what else could happen. And that probably makes you want
to stay away from the meat, right?

MILA: Right.

THERAPIST: Today, we’re going to practice coming up with what we call “coping self-
talk” or “coping thoughts.” Coping self-talk means telling yourself what other
things could happen in the situation so that you feel better. Coping self-talk
helps you cope and get through the anxiety. Let’s look at this magazine picture
for a few minutes to practice. Tell me what’s happening in the picture, Mila.

MILA: Well, there’s a girl standing outside on the playground. She’s looking up at the
sky. The sky looks really dark, like a storm might be coming.

THERAPIST: Yes, that’s what I see, too. Can you think of a thought this girl might
have that would make her feel nervous? What would her self-talk sound like?

MILA: Her brain might be telling her, “You might get hit by lightning if you don’t
run inside right now, or the wind may knock you down and you might get hurt.”

THERAPIST: And if that was what her self-talk sounded like, how do you think she
would feel?

MILA: Really, really scared.
THERAPIST: How would her body tell her that it was feeling scared?

MILA: Well, she might start to feel really sweaty and shaky, and her heart might start
beating really fast. And she would want to run inside right away.

THERAPIST: Good! So it sounds like her self-talk is making her feel scared and mak-
ing her want to run away. Now, let’s think of a coping thought that this girl
could use to help her feel better. What else do you think could happen to her?

MILA: Well, she might just end up getting a little wet. And she might even be able to
have fun playing in the rain puddles after the storm is over.
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THERAPIST: Good! And if that was her self-talk, how do you think she would feel?
MILA: Maybe still a little nervous, but also maybe excited.
THERAPIST: And what do you think she would do?

MILA: She would probably still want to go inside because nobody likes to get really
wet. But she would probably just walk instead really calmly.

The “E” step in Mila’s FEAR plan was presented formally. Finally, Mila was encour-
aged to practice coping self-talk in increasingly anxiety-provoking situations by first ask-
ing questions from the “F” step (“What’s happening in my body?”) and then the “E” step.
As part of the “E” step, Mila was encouraged to first identify her self-talk, then gather
evidence for her thoughts (“Be a detective”) by asking herself questions about the likeli-
hood of her anxious thought being true. Mila was provided with a list of common think-
ing traps to help her to identify common anxious thoughts and help prompt the use of
detective-like questions. As usual, the session ended with assignment of Mila’s STIC task
for the week and a preselected enjoyable activity to share between therapist and client.

Session 7 was largely a review of material covered in the prior section, followed
by a brief introduction to the “A” step in the FEAR plan—Attitudes and actions that
might help. New content in this session included the introduction of problem-solving
steps (e.g., defining the problem; identifying potential solutions; evaluating the pros and
cons of selected solutions; selecting a preferred alternative to try out). Mila found these
problem-solving steps to be useful and concrete in establishing plans for managing test-
related procrastination and worry in particular. Although not explicitly discussed in the
treatment manual, the therapist created a laminated card with the problem-solving steps
identified by letter and using a humorous acronym selected by Mila in session (PIES; “P”
for problem; “I” for ideas about possible solutions; “E” for evaluating solutions; and
“S” for selecting a solution). It was later indicated to the therapist by phone that Mila
enjoyed using the problem-solving steps so much that her mother purchased a beaded
bracelet with the PIES acronym, so that she could wear it at school as a reminder to use
her problem-solving steps as needed.

Session 8 of the Coping Cat program typically focuses more explicitly on the delivery
of the “R” step in the FEAR plan—Results and rewards. The concept of self-reward for
brave behavior was discussed following review of Mila’s STIC task at the beginning of
this session. A sample dialogue of this conversation follows:

THERAPIST: Mila, today we will be talking about the final step in the FEAR plan—
the “R” step. “R” stands for results and rewards. Do you know what a reward
1s?

MILA: A prize for doing something good?

THERAPIST: That’s a really good way to put it! A reward is something that is given
when you are happy with the work you’ve done. Can you think of any rewards
you have gotten before? It could be a reward your parent gave you, your teacher
gave you, or even one that you gave yourself?

MILA: Well, in school we have a “student of the month.” A new kid gets to be student
of the month each month, and they get a certificate. Last month I got it!
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THERAPIST: Congratulations, Mila—that’s great! What an honor! How did you feel
when you got rewarded?

MILA: Really happy! I had been trying really hard to go to school every day and walk
into the classroom on time. And I tried to be really nice to one of the new kids in
my class. It made me feel really good that my teacher noticed all of that.

THERAPIST: Sometimes other people reward us when they’re happy with what we’ve
accomplished, like your teacher did. But we can also reward ourselves too when
we’re happy with how we’ve performed. Imagine you were at your dance class
and you finally were able to successfully perform a dance move you had been
trying to do for weeks. How do you think you would feel about it?

MILA: I'd feel amazing! And I would be really proud of myself.

THERAPIST: Sure! And that’s an example of a time when you might reward yourself
for achieving or being successful at something. What about all those times you
practiced though and didn’t get the dance move? How do you think you would
have felt then?

MILA: Probably pretty frustrated. But determined too!

THERAPIST: Sometimes it can be really helpful to reward ourselves for trying or prac-
ticing at something, even if we don’t get it right away. Rewarding ourselves in
these situations can help us to stay motivated to keep practicing, especially when
we’re feeling frustrated.

MiLA: How would I reward myself though?

THERAPIST: Well, let’s talk about some different rewards you would like to earn for
being brave and trying new things. We can use this “reward menu” to plan some
things you might want to earn.

The remainder of the session was ultimately spent in taking the fear ladders devel-
oped earlier in treatment by Mila and her parents, rerating and reevaluating them, then
condensing them into a singular hierarchy for use in subsequent exposure-focused ses-
sions. The therapist noted that Mila and her mother were in greater agreement about
Mila’s hierarchy than earlier in treatment, and that separation and test-related fears, as
well as avoidance, had generally been reduced since the onset of treatment. Mila and her
mother concurred that rewards for brave actions that might be taken along the lines of
this fear ladder were appropriate, and the therapist further encouraged role play between
Mila and her mother in session regarding use of Mila’s FEAR steps in regard to a couple
of low-level sample items from her fear ladder.

Session 9, a parent session, was attended by Mr. and Mrs. H. The concept of situ-
ational exposure was introduced more concretely to the parents in this session, and bar-
riers to potential exposures were discussed. Mr. H expressed concern about remaining
inconsistencies in the household with regard to management of Mila’s fears. For example,
he noted that although he and Mrs. H remained firm about continuing to produce foods
about which Mila had choking or vomiting fears and preventing checks of food labels
by removing these from trigger foods in the refrigerator, Mrs. A, Mila’s grandmother,
was sneaking preferred, less-feared foods to Mila at between mealtimes because she was
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“afraid Mila would go hungry.” Mrs. H said that because Mrs. A grew up in poverty and
often went hungry as a child, she had difficulty conceptualizing the rationale for allow-
ing Mila to go hungry if she refused the feared food. Ways of sensitively approaching
this topic with Mrs. A, and compromise solutions that would allow Mrs. A to feel more
involved in supporting other exposures to reinforce their rationale and benefit to her
were discussed, as well as the possibility of including Mrs. A in future exposure-based
sessions, if appropriate. A plan was also clarified for when and how to provide larger side
dishes or other foods, along with feared meats or other, similar foods that elicited fears
of vomiting or choking to avoid any weight loss or excessive hunger during such exposure
meals. The concept of potentially introducing feared foods on a more planful schedule
and encouraging everyone to eat them in differing portion sizes, from smaller to larger
amounts as an “adventure,” was also discussed.

Sessions 10—15 were all exposure-based treatments and involved moving from rela-
tively low-level items on Mila’s fear ladder to higher intensity items in subsequent ses-
sions, with between-session exposure opportunities emphasized, and explicit discussion
of the role of parents and the grandmother as “coaches” in encouraging and planning
such exposures. Before beginning exposures in Session 10, Mila was reminded of the
rationale for conducting exposures, and the therapist worked with her to develop a FEAR
plan for her first exposure. A sample dialogue for this session follows:

THERAPIST: So far, we’ve mostly been spending our time in this room learning some
different tools to help you when you’re feeling scared or worried. The last time
we met, I told you that we are going to start to practice using all the tools in
your toolbox in some real-life kinds of situations. Although we may stay in this
room some of the time, a lot of the time we will be going to other parts of this
building or outside to practice some things.

MiLA: What kinds of things are we going to practice?

THERAPIST: The last time we met, we made this fear ladder with some different situ-
ations that make you feel scared or worried. On the bottom step of the ladder
we put some situations that make you a little worried, but not too much. We are
going to start by practicing one of those today in session. Do you remember why
we want to start with things that make you only a little worried?

MILA: Because if we start with things that make me really scared or worried, I would
probably be really upset and not want to do them.

THERAPIST: Right. And if we started with something too hard, how would you rate
your performance?

MILA: I'd probably think T did pretty badly. And I probably wouldn’t want to try it
again.

THERAPIST: Exactly! We want to start with something that’s a little tough but not
too tough so that you can practice using your FEAR plan and get through it.
Some of the things we try might still be difficult because we don’t want to go
too slowly, but we don’t want to go too quickly either. We’ll start today with the
situation that’s on the very bottom of your ladder. Can you read that for me,
please?
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MiLA: Taking a pop quiz. And I gave that one a “3.”

THERAPIST: Yes. So Mila, today, I am going to give you a short pop quiz right here in
the clinic. The pop quiz has some math problems on it. Let’s make a FEAR plan
to help you cope with the quiz. What does “F” stand for again?

MILA: “Feeling frightening.” I'm feeling a little bit nervous right now. My throat
feels a little tight and my legs feel like they want to move around.

THERAPIST: It sounds like your body is definitely telling you that it’s feeling nervous.
“E” stands for “Expecting bad things to happen.” What do you worry might
happen during the quiz? Tell me about your self-talk.

MiLA: Well, ’'m worried that it’s going to be too tough and I won’t be able to do a lot
of the questions. I might feel stupid, and you might think I'm really bad at math.

THERAPIST: It sounds like you’re having a lot of worry thoughts right now Mila. Let’s
come up with some attitudes and actions that could help—the “A” step.

MILA: I could tell myself that nobody always knows the answer to everything. I’'m
still learning.

THERAPIST: That’s a great coping thought Mila! What’s our last step in the FEAR
plan?

MILA: “Results and rewards.”

THERAPIST: Right! So even if you don’t know all the answers, do you think you
should still reward yourself.

MILA: I think maybe? I’'m practicing something that’s really hard for me and trying
to get better at facing my fears.

THERAPIST: T agree, Mila! Let’s come up with a reward you could earn for facing
your fears today.

Additional exposures involved classroom-like settings at the university-based
research clinic where treatment took place and included replicating fears about perform-
ing poorly on written or oral assignments that were too difficult or hard to comprehend
and receiving ambiguous feedback from a “teacher.” Mila was coached to use SUDS rat-
ings throughout such exposures to indicate points of distress and any habituation that
occurred. An emphasis was placed on managing anticipatory anxiety before such expo-
sures through parent-directed and self-prompting to use FEAR and PIES plans as needed.
Further sessions included separation-related exposures, such as Mila’s mother dropping
her off in the school dropoff line rather than walking her to class and purposely being late
to pick her up from sessions at the clinic. One session was also dedicated to Mila eating
a larger piece of meat with the therapist that had purposely been placed in the family’s
refrigerator for several days prior to the exposure. This latter exposure proved most dif-
ficult for Mila, who indicated that she would continue to worry about the possibility of
vomiting for several days after. However, at the next session, Mila reported that she was
able to use her FEAR plan steps to effectively manage these worries and that they were
reduced sooner than she had anticipated in session.

Although Session 16 was also dedicated to a higher-level exposure involving sepa-
ration from her mother, Mila and the therapist were also able to spend time reviewing
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progress and noting the significant improvements she made in sessions. A final evaluation
meeting was held with Mila and her mother both to “film a commercial” noting aspects
of the Coping Cat program that worked best for her and might benefit other children,
and to fill out posttreatment measures. Information from these dimensional rating scales,
as well as a brief check on diagnostic status, confirmed that Mila appeared to be in the
subclinical range across all primary disorders targeted at pretreatment. Mila and her
family members expressed confidence that they had adopted an “exposure lifestyle” and
management plan for fear that they believed would continue to help them over the longer
term.

CONCLUSION

In this chapter, we have summarized current knowledge about the prevalence and course
of anxiety disorders in youth, risk factors for their development, and research-based
methods of assessment and treatment. Anxiety disorders appear to be more common than
any other mental disorder in childhood and adolescence, and onset may occur as early as
preschool. Anxiety disorders are moderately heritable, and temperamental factors such as
BI, factors in the familial environment such as insecure attachment and parental overcon-
trol, and other cognitive and social factors, all play a role in conferring risk for anxiety.
The long-term negative consequences associated with early onset of anxiety disorders
include impairment during childhood and adolescence in social and academic function-
ing, as well as occupational impairment and increased risk for additional anxiety, depres-
sive, and substance use disorders in adulthood. Appropriate treatment of anxiety during
childhood and adolescence is imperative in forestalling these negative consequences and,
fortunately, efficacious treatments for anxiety disorders do exist. CBT, a time-limited
treatment that typically includes components such as psychoeducation, somatic man-
agement skills, cognitive restructuring, exposures, and relapse prevention, is currently
considered a well-established treatment for anxiety disorders and may be effective in
upwards of 60-70% of children and adolescents (e.g., Higa-McMillan, Francis, Rith-
Najarian, & Chorpita, 2016; Walkup et al., 2008). CBT treatment manuals for anxiety,
such as Kendall’s Coping Cat program, are now easily accessible to many mental health
practitioners and available in a number of formats, including manual-based and Internet-
delivered formats.

Despite the growing availability of CBT for anxiety disorders in a variety of modali-
ties, estimates indicate that only 1 youth in 5 with a diagnosable anxiety disorder ever
receives treatment for that disorder (Merikangas et al., 2011). Anxiety disorders, clearly,
are therefore undertreated in youth, and narrowing the gap between youth in need of CBT
and those who actually receive CBT will involve tackling this problem on many fronts:
making screening for anxiety disorders in childhood and adolescence a more widespread
practice; increasing public knowledge about signs and symptoms of anxiety disorders;
making evidence-based treatment more affordable and accessible to low-income families;
and continuing to develop novel, technologically enhanced paradigms for training clini-
cians in the provision of and providing evidence-based therapies to children and adoles-
cents. Clinician attitudes toward evidence-based therapies, or toward certain components
of them, may also present a barrier to their dissemination. For example, even among



158 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

clinicians who have been trained to conduct exposure therapy for anxiety, one-third or
fewer clinicans may actually implement exposures with clients due to misconceptions
about associated risk of harm or dropout (Harned et al., 2014), despite evidence that
use of exposure in children and adolescents is not associated with alliance ruptures or
increased dropout (e.g., Chu, Skriner, & Zandberg, 2014).

Finally, despite evidence supporting the efficacy of CBT for youth anxiety disorders,
as this chapter has reviewed, relatively little is known about why CBT works. It may be
the case that certain components of CBT, such as exposure or cognitive restructuring,
make a greater contribution to treatment gains than other components. However, the
lack of dismantling studies for youth CBT or formal, well-powered tests of mediation
make it difficult to isolate certain components of CBT as being more effective than oth-
ers. Additionally, certain youth characteristics (e.g., demographic, diagnostic, or familial
characteristics) may make some youth more responsive to certain evidence-based thera-
pies, but the relative lack of tests of moderation have limited the ability to draw conclu-
sions in this area. Advancements in dismantling studies and tests of both mediation and
moderation will make it increasingly possible to streamline and personalize CBT for
youth with anxiety, thus facilitating its dissemination.

REFERENCES

Achenbach, T. M. (1991). Child Behavior Checklist/4—18. Burlington: University of Vermont.

Achenbach, T. M., Dumenci, L., & Rescorla, L. A. (2003). Are American children’s problems still
getting worse?: A 23-year comparison. Journal of Abnormal Child Psychology, 31(1), 1-11.

Achenbach, T. M., & Rescorla, L. (2000). ASEBA preschool forms and profiles: An integrated
system of multi-informant assessment. Burlington, VT: ASEBA.

Alfano, C. A., Pina, A. A., Villalta, I. K., Beidel, D. C., Ammerman, R. T., & Crosby, L. E.
(2009). Mediators and moderators of outcome in the behavioral treatment of childhood
social phobia. Journal of the American Academy of Child and Adolescent Psychiatry, 48(9),
945-953.

Altman, C., Sommer, J. L., & McGoey, K. E. (2009). Anxiety in early childhood: What do we
know? Journal of Early Childhood and Infant Psychology, 5, 157-175.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders
(5th ed.). Arlington, VA: Author.

Amin, N., Foa, E. B., & Coles, M. E. (1998). Negative interpretation bias in social phobia. Behav-
iour Research and Therapy, 36(10), 945-957.

Angold, A., Costello, E. J., & Erkanli, A. (1999). Comorbidity. Journal of Child Psychology and
Psychiatry, 40(1), 57-87.

Axelson, D. A., & Birmaher, B. (2001). Relation between anxiety and depressive disorders in
childhood and adolescence. Depression and Anxiety, 14(2), 67-78.

Bacow, T. L., May, J. E., Brody, L. R., & Pincus, D. B. (2010). Are there specific metacognitive
processes associated with anxiety disorders in youth? Psychology Research and Behavior
Management, 3, 81-90.

Bar-Haim, Y. (2010). Research review: Attention bias modification (ABM): A novel treatment for
anxiety disorders. Journal of Child Psychology and Psychiatry, 51(8), 859-870.

Bar-Haim, Y., Lamy, D., Pergamin, L., Bakermans-Kranenburg, M. J., & van IJzendoorn, M.
H. (2007). Threat-related attentional bias in anxious and nonanxious individuals: A meta-
analytic study. Psychological Bulletin, 133(1), 1-24.



6. Anxiety Disorders 159

Bar-Haim, Y., Morag, 1., & Glickman, S. (2011). Training anxious children to disengage atten-
tion from threat: A randomized controlled trial. Journal of Child Psychology and Psychiatry,
52(8), 861-869.

Barker, E. D., Oliver, B. R., & Maughan, B. (2010). Co-occurring problems of early onset per-
sistent, childhood limited, and adolescent onset conduct problem youth. Journal of Child
Psychology and Psychiatry, 51(11), 1217-1226.

Barlow, D. H. (2000). Unraveling the mysteries of anxiety and its disorders from the perspective
of emotion theory. American Psychologist, 55(11), 1247-1263.

Barlow, D. H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and panic
(2nd ed.). New York: Guilford Press.

Barrett, P. M., Rapee, R. M., Dadds, M. M., & Ryan, S. M. (1996). Family enhancement of cogni-
tive style in anxious and aggressive children. Journal of Abnormal Child Psychology, 24(2),
187-203.

Battaglia, M., Pesenti-Gritti, P., Medland, S. E., Ogliari, A., Tambs, K., & Spatola, C. A. (2009).
A genetically informed study of the association between childhood separation anxiety, sensi-
tivity to CO,, panic disorder, and the effect of childhood parental loss. Archives of General
Psychiatry, 66(1), 64-71.

Beard, C. (2011). Cognitive bias modification for anxiety: Current evidence and future directions.
Expert Review of Neurotherapeutics, 11(2), 299-311.

Beard, C., & Amir, N. (2009). Interpretation in social anxiety: When meaning precedes ambigu-
ity. Cognitive Therapy Research, 33(4), 406—415.

Beesdo, K., Bittner, A., Pine, D. S., Stein, M. B., Hofler, M., Lieb, R., et al. (2007). Incidence of
social anxiety disorder and the consistent risk for secondary depression in the first three
decades of life. Archives of General Psychiatry, 64(8), 903-912.

Beesdo, K., Knappe, S., & Pine, D. S. (2009). Anxiety and anxiety disorders in children and
adolescents: Developmental issues and implications for DSM-V. Psychiatric Clinics of North
America, 32(3), 483-524.

Beidel, D. C., & Turner, S. M. (1997). At risk for anxiety: I. Psychopathology in the offspring of
anxious parents. Journal of the American Academy of Child and Adolescent Psychiatry,
36(7), 918-924.

Beidel, D. C., Turner, S. M., & Morris, T. L. (1995). A new inventory to assess childhood social
anxiety and phobia: The Social Phobia and Anxiety Inventory for Children. Psychological
Assessment, 7(1), 73-79.

Beidel, D. C., Turner, S. M., & Morris, T. L. (2000). Behavioral treatment of childhood social
phobia. Journal of Consulting and Clinical Psychology, 68(6), 1072-1080.

Beidel, D. C., Turner, S. M., & Young, B. J. (2006). Social effectiveness therapy for children: Five
years later. Behavior Therapy, 37(4), 416-425.

Berman, S. L., Weems, C. F., Silverman, W. K., & Kurtines, W. M. (2000). Predictors of outcome
in exposure-based cognitive and behavioral treatments for phobic and anxiety disorders in
children. Behavior Therapy, 31(4), 713-731.

Birmaher, B., Brent, D. A., Chiappetta, L., Bridge, J., Monga, S., & Baugher, M. (1999). Psycho-
metric properties of the Screen for Child Anxiety Related Emotional Disorders (SCARED):
A replication study. Journal of the American Academy of Child and Adolescent Psychiatry,
38(10), 1230-1236.

Birmaher, B., Khetarpal, S., Brent, D., Cully, M., Balach, L., Kaufman, J., et al. (1997). The
Screen for Child Anxiety Related Emotional Disorders (SCARED): Scale construction and
psychometric characteristics. Journal of the American Academy of Child and Adolescent
Psychiatry, 36(4), 545-553.

Bittner, A., Egger, H. L., Erkanli, A., Costello, E. J., Foley, D. L., & Angold, A. (2007). What do
childhood anxiety disorders predict? Journal of Child Psychology and Psychiatry, 48(12),
1174-1183.



160 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

Boden, J. M., Fergusson, D. M., & Horwood, L. J. (2007). Anxiety disorders and suicidal behav-
iours in adolescence and young adulthood: Findings from a longitudinal study. Psychological
Medicine, 37(3), 431-440.

Bongers, I. L., Koot, H. M., Van der Ende, J., & Verhulst, F. C. (2003). The normative develop-
ment of child and adolescent problem behavior. Journal of Abnormal Psychology, 112(2),
179-192.

Brady, E. U., & Kendall, P. C. (1992). Comorbidity of anxiety and depression in children and
adolescents. Psychological Bulletin, 111(2), 244-255.

Britton, J. C., Bar-Haim, Y., Clementi, M. A., Sankin, L. S., Chen, G., Shechner, T., et al. (2013).
Training-associated changes and stability of attention bias in youth: Implications for Atten-
tion Bias Modification Treatment for pediatric anxiety. Developmental Cognitivie Neurosci-
ence, 4, 52-64.

Bunnell, B. E., Beidel, D. C., Liu, L., Joseph, D. L., & Higa-McMillan, C. (2015). The SPAIC-
11 and SPAICP-11: Two brief child-and parent-rated measures of social anxiety. Journal of
Anxiety Disorders, 36, 103-109.

Burckhardt, R., Manicavasagar, V., Batterham, P. J., & Hadzi-Pavlovic, D. (2016). A randomized
controlled trial of strong minds: A school-based mental health program combining acceptance
and commitment therapy and positive psychology. Journal of School Psychology, 57, 41-52.

Chambless, D. L., & Hollon, S. D. (1998). Defining empirically supported therapies. Journal of
Consulting and Clinical Psychology, 66(1), 7-18.

Chambless, D. L., & Ollendick, T. H. (2001). Empirically supported psychological interventions:
Controversies and evidence. Annual Review of Psychology, 52, 685-716.

Chorpita, B. F., Daleiden, E. L., Ebesutani, C., Young, J., Becker, K. D., Nakamura, B. J., et al.
(2011). Evidence-based treatments for children and adolescents: An updated review of indica-
tors of efficacy and effectiveness. Clinical Psychology: Science and Practice, 18(2), 154-172.

Chorpita, B. F., Moffitt, C. E., & Gray, J. (2005). Psychometric properties of the Revised Child
Anxiety and Depression Scale in a clinical sample. Bebaviour Research and Therapy, 43(3),
309-322.

Chorpita, B. F., Tracey, S. A., Brown, T. A., Collica, T. J., & Barlow, D. H. (1997). Assessment
of worry in children and adolescents: An adaptation of the Penn State Worry Questionnaire.
Behaviour Research and Therapy, 35(6), 569-581.

Chorpita, B. F., Yim, L., Moffitt, C., Umemoto, L. A., & Francis, S. E. (2000). Assessment of
symptoms of DSM-IV anxiety and depression in children: A revised child anxiety and depres-
sion scale. Bebaviour Research and Therapy, 38(8), 835-855.

Chu, B. C., & Harrison, T. L. (2007). Disorder-specific effects of CBT for anxious and depressed
youth: A meta-analysis of candidate mediators of change. Clinical Child and Family Psychol-
ogy Review, 10(4), 352-372.

Chu, B. C., Skriner, L. C., & Zandberg, L. J. (2014). Trajectory and predictors of alliance in
cognitive behavioral therapy for youth anxiety. Journal of Clinical Child and Adolescent
Psychology, 43(5), 721-734.

Compton, S. N., Kratochvil, C. J., & March, J. S. (2007). Pharmacotherapy for anxiety disorders
in children and adolescents: An evidence-based medicine review. Pediatric Annals, 36(9),
586-590, 592, 594-598.

Compton, S. N., Peris, T. S., Almirall, D., Birmaher, B., Sherrill, J., Kendall, P. C., et al. (2014).
Predictors and moderators of treatment response in childhood anxiety disorders: Results
from the CAMS trial. Journal of Consulting and Clinical Psychology, 82, 212-224.

Costantino, G., & Malgady, R. G. (1994). Storytelling through pictures: Culturally sensitive psy-
chotherapy for Hispanic children and adolescents. Journal of Clinical Child Psychology,
23(1), 13-20.

Costello, E. J., Copeland, W., & Angold, A. (2011). Trends in psychopathology across the adoles-
cent years: What changes when children become adolescents, and when adolescents become
adults? Journal of Child Psychology and Psychiatry, 52(10), 1015-1025.



6. Anxiety Disorders 161

Costello, E. J., Egger, H. L., & Angold, A. (2004). developmental epidemiology of anxiety disor-
ders. In T. H. Ollendick & J. S. March (Eds.), Phobic and anxiety disorders in children and
adolescents (pp. 334-380). New York: Oxford University Press.

Costello, E., Mustillo, S., Erkanli, A., Keeler, G., & Angold, A. (2003). Prevalence and develop-
ment of psychiatric disorders in childhood and adolescence. Archives of General Psychiatry,
60(8), 837-844.

Crawley, S. A., Beidas, R. S., Benjamin, C. L., Martin, E., & Kendall, P. C. (2008). Treating
socially phobic youth with CBT: Differential outcomes and treatment considerations. Behav-
ioural and Cognitive Psychotherapy, 36, 379-389.

Creswell, C., & O’Connor, T. G. (2011). Interpretation bias and anxiety in childhood: Stability,
specificity and longitudinal associations. Behavioural and Cognitive Psychotherapy, 39(2),
191-204.

Cronk, N. J., Slutske, W. S., Madden, P. A., Bucholz, K. K., & Heath, A. C. (2004). Risk for
separation anxiety disorder among girls: Paternal absence, socioeconomic disadvantage, and
genetic vulnerability. Journal of Abnormal Psychology, 113(2), 237-247.

Cummings, C. M., Caporino, N. E., & Kendall, P. C. (2014). Comorbidity of anxiety and depres-
sion in children and adolescents: 20 years after. Psychological Bulletin, 140, 816-845.
Degnan, K. A., Almas, A. N., & Fox, N. A. (2010). Temperament and the environment in the

etiology of childhood anxiety. Journal of Child Psychology and Psychiatry, 51(4), 497-517.

Drake, K. L., & Ginsburg, G. S. (2012). Family factors in the development, treatment, and preven-
tion of childhood anxiety disorders. Clinical Child and Family Psychology Review, 15(2),
144-162.

Ebesutani, C., Bernstein, A., Nakamura, B. J., Chorpita, B. F., & Weisz, J. R. (2010). A psycho-
metric analysis of the Revised Child Anxiety and Depression Scale—Parent Version in a clini-
cal sample. Journal of Abnormal Child Psychology, 38(2), 249-260.

Ebestuani, C., Chorpita, B. F., Higa-McMillan, C. K., Nakamura, B. J., Regan, J., & Lynch, R. E.
(2011). A psychometric analysis of the Revised Child Anxiety and Depression Scales—Parent
version in a school sample. Journal of Abnormal Child Psychology, 39, 173-185.

Egger, H. L., & Angold, A. (2006). Common emotional and behavioral disorders in preschool
children: Presentation, nosology, and epidemiology. Journal of Child Psychology and Psy-
chiatry, 47(3-4), 313-337.

Eldar, S., Apter, A., Lotan, D., Edgar, K. P., Naim, R., Fox, N. A., et al. (2012). Attention bias
modification treatment for pediatric anxiety disorders: A randomized controlled trial. Amer-
ican Journal of Psychiatry, 169(2), 213-220.

Eley, T. C., Bolton, D., O’Connor, T. G., Perrin, S., Smith, P., & Plomin, R. (2003). A twin study
of anxiety-related behaviours in pre-school children. Journal of Child Psychology and Psy-
chiatry, 44(7), 945-960.

Festa, C. C., & Ginsburg, G. S. (2011). Parental and peer predictors of social anxiety in youth.
Child Psychiatry and Human Development, 42(3), 291-306.

Field, Z. C., & Field, A. P. (2013). How trait anxiety, interpretation bias and memory affect
acquired fear in children learning about new animals. Emotion, 13(3), 409-423.

Fox, N. A., Henderson, H. A., Marshall, P. J., Nichols, K. E., & Ghera, M. M. (20035). Behavioral
inhibition: Linking biology and behavior within a developmental framework. Annual Review
of Psychology, 56, 235-262.

Friedman, M. J., Resick, P. A., Bryant, R. A., Strain, J., Horowitz, M., & Spiegel, D. (2011). Clas-
sification of trauma and stressor-related disorders in DSM-5. Depression and Anxiety, 28(9),
737-749.

Garber, J., & Weersing, V. R. (2010). Comorbidity of anxiety and depression in youth: Implications
for treatment and prevention. Clinical Psychology: Science and Practice, 17(4), 293-306.

Ginsburg, G. S., Becker, E. M., Keeton, C. P., Sakolsky, D., Piacentini, J., Albano, A. M., et al.
(2014). Naturalistic follow-up of youths treated for pediatric anxiety disorders. JAMA Psy-
chiatry, 71(3), 310-318.



162 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

Ginsburg, G. S., Drake, K. L., Winegrad, H., Fothergill, K., & Wissow, L. S. (2016). An open trial
of the Anxiety Action Plan (AxAP): A brief pediatrician-delivered intervention for anxious
youth. Child and Youth Care Forum, 45, 19-32.

Ginsburg, G. S., Kendall, P. C., Sakolsky, D., Compton, S. N., Piacentini, J., Albano, A. M., et al.
(2011). Remission after acute treatment in children and adolescents with anxiety disorders:
Findings from the CAMS. Journal of Consulting and Clinical Psychology, 79(6), 806-813.

Ginsburg, G. S., Siqueland, L., Masia-Warner, C., & Hedtke, K. A. (2005). Anxiety disorders in
children: Family matters. Cognitive and Behavioral Practice, 11(1), 28-43.

Gonzalez, A., Peris, T. S., Vreeland, A., Kiff, C. J., Kendall, P. C., Compton, S. N., et al. (2015).
Parental anxiety as a predictor of medication and CBT response for anxious youth. Child
Psychiatry and Human Development, 46(1), 84-93.

Gottesman, L. I., & Gould, T. D. (2003). The endophenotype concept in psychiatry: Etymology
and strategic intentions. American Journal of Psychiatry, 160(4), 636—645.

Gregory, A., Caspi, A., Moffitt, T., Koenen, K., Eley, T., & Poulton, R. (2007). Juvenile mental
health histories of adults with anxiety disorders. American Journal of Psychiatry, 164(2),
301-308.

Halldorsdottir, T., & Ollendick, T. H. (2014). Comorbid ADHD: Implications for the treatment
of anxiety disorders in children and adolescents. Cognitive and Behavioral Practice, 21(3),
310-322.

Hancock, K. M., Swain, J., Hainsworth, C. J., Dixon, A. L., Koo, S., & Munro, K. (2016). Accep-
tance and commitment therapy versus cognitive behavior therapy for children with anxiety:
Outcomes of a randomized controlled trial. Journal of Clinical Child and Adolescent Psy-
chology. [Epub ahead of print]

Harned, M. S., Dimeff, L. A., Woodcock, E. A., Kelly, T., Zavertnik, J., Contreras, L., et al. (2014).
Exposing clinicians to exposure: A randomized controlled dissemination trial of exposure
therapy for anxiety disorders. Behavior Therapy, 45(6), 731-744.

Higa-McMiillan, C. K., Francis, S. E., Rith-Najarian, L., & Chorpita, B. F. (2016). Evidence base
update: 50 years of research on treatment for child and adolescent anxiety. Journal of Clini-
cal Child and Adolescent Psychology, 45(2), 91-113.

Hofmann, S. G., Wu, J. Q., & Boettcher, H. (2014). Effect of cognitive-behavioral therapy for
anxiety disorders on quality of life: A meta-analysis. Journal of Consulting and Clinical
Psychology, 82(3), 375-391.

Hogendoorn, S. M., Prins, P. J., Boer, F., Vervoort, L., Wolters, L. H., Moorlag, H., et al. (2014).
Mediators of cognitive behavioral therapy for anxiety-disordered children and adolescents:
Cognition, perceived control, and coping. Journal of Clinical Child and Adolescent Psychol-
0gy, 43(3), 486-500.

Hudson, J. L., Dodd, H. F., Lyneham, H. J., & Bovopoulous, N. (2011). Temperament and fam-
ily environment in the development of anxiety disorder: Two-year follow-up. Journal of the
American Academy of Child and Adolescent Psychiatry, 50(12), 1255-1264.

Hudson, J. L., Rapee, R. M., Deveney, C., Schniering, C. A., Lyneham, H. J., & Bovopoulos, N.
(2009). Cognitive-behavioral treatment versus an active control for children and adolescents
with anxiety disorders: A randomized trial. Journal of the American Academy of Child and
Adolescent Psychiatry, 48(5), 533-544.

Ingles, C. J., La Greca, A. M., Marzo, J. C., Garcia-Lopez, L. J., & Garcia-Fernandez, ]J. M.
(2010). Social Anxiety Scale for Adolescents: Factorial invariance and latent mean differences
across gender and age in Spanish adolescents. Journal of Anxiety Disorders, 24(8), 847-855.

Ishikawa, S., Okajima, I., Matsuoka, H., & Sakano, Y. (2007). Cognitive behavioural therapy for
anxiety disorders in children and adolescents: A meta-analysis. Child and Adolescent Mental
Health, 12(4), 164-172.

James, A. C., James, G., Cowdrey, F. A., Soler, A., & Choke, A. (2013). Cognitive behavioural



6. Anxiety Disorders 163

therapy for anxiety disorders in children and adolescents. Cochrane Database of Systematic
Reviews, 6, CD004690.

Kaufman, J., Birmaher, B., Brent, D., Rao, U. M. A., Flynn, C., Moreci, P., et al. (1997). Schedule
for Affective Disorders and Schizophrenia for School-Age Children—Present and Lifetime
version (K-SADS-PL): Initial reliability and validity data. Journal of the American Academy
of Child and Adolescent Psychiatry, 36(7), 980-988.

Kazdin, A. E. (2007). Mediators and mechanisms of change in psychotherapy research. Annual
Review of Clinical Psychology, 3, 1-27.

Keenan, K., & Hipwell, A. E. (2005). Preadolescent clues to understanding depression in girls.
Clinical Child and Family Psychology Review, 8(2), 89-105.

Keeton, C. P., & Ginsburg, G. S. (2008). Combining and sequencing medication and cognitive-
behaviour therapy for childhood anxiety disorders. International Review of Psychiatry,
20(2), 159-164.

Kendall, P. C. (1994). Treating anxiety disorders in children: Results of a randomized clinical trial.
Journal of Consulting and Clinical Psychology, 62(1), 100-110.

Kendall, P. C., & Flannery-Schroeder, E. C. (1998). Methodological issues in treatment research
for anxiety disorders in youth. Journal of Abnormal Child Psychology, 26(1), 27-38.

Kendall, P. C., Flannery-Schroeder, E., Panichelli-Mindel, S. M., Southam-Gerow, M., Henin, A.,
& Warman, M. (1997). Therapy for youths with anxiety disorders: A second randomized
clinical trial. Journal of Consulting and Clinical Psychology, 65(3), 366.

Kendall, P. C., Furr, J. M., & Podell, J. L. (2010). Child-focused treatment of anxiety. In J. R.
Weisz & A. E. Kazdin (Eds.), Evidence-based psychotherapies for children and adolescents
(2nd ed., pp. 45-59). New York: Guilford Press.

Kendall, P. C., & Hedtke, K. (2006). Cognitive-behavioral therapy for anxious children: Thera-
pist manual (3rd ed.). Ardmore, PA: Workbook.

Kendall, P. C., Hudson, J. L., Gosch, E., Flannery-Schroeder, E., & Suveg, C. (2008). Cognitive-
behavioral therapy for anxiety disordered youth: A randomized clinical trial evaluating child
and family modalities. Journal of Consulting and Clinical Psychology, 76(2), 282-297.

Kendall, P. C., Puliafico, A. C., Barmish, A. J., Choudhury, M. S., Henin, A., & Treadwell, K. S.
(2007). Assessing anxiety with the Child Behavior Checklist and the Teacher Report Form.
Journal of Anxiety Disorders, 21(8), 1004-1015.

Kendall, P. C., Settipani, C. A., & Cummings, C. M. (2012). No need to worry: The promising
future of child anxiety research. Journal of Clinical Child and Adolescent Psychology, 41(1),
103-115.

Kendall, P. C., & Treadwell, K. R. (2007). The role of self-statements as a mediator in treat-
ment for youth with anxiety disorders. Journal of Consulting and Clinical Psychology, 75(3),
380-389.

Kerns, C. M., Read, K. L., Klugman, J., & Kendall, P. C. (2013). Cognitive behavioral therapy for
youth with social anxiety: Differential short and long-term treatment outcomes. Journal of
Anxiety Disorders, 27(2), 210-2135.

Kertz, S. J., & Woodruff-Borden, J. (2011). The developmental psychopathology of worry. Clini-
cal Child and Family Psychology Review, 14(2), 174-197.

Kessler, R. C., Petukhova, M., Sampson, N. A., Zaslavsky, A. M., & Wittchen, H. U. (2012).
Twelve-month and lifetime prevalence and lifetime morbid risk of anxiety and mood disor-
ders in the United States. International Journal of Methods in Psychiatric Research, 21(3),
169-184.

Khanna, M. S., & Kendall, P. C. (2010). Computer-assisted cognitive behavioral therapy for child
anxiety: Results of a randomized clinical trial. Journal of Consulting and Clinical Psychol-
ogy, 78(5), 737-745.

Kley, H., Heinrichs, N., Bender, C., & Tuschen-Caffier, B. (2012). Predictors of outcome in a



164 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

cognitive-behavioral group program for children and adolescents with social anxiety disor-
der. Journal of Anxiety Disorders, 26(1), 79-87.

Kraemer, H. C., Wilson, G. T., Fairburn, C. G., & Agras, W. S. (2002). Mediators and modera-
tors of treatment effects in randomized clinical trials. Archives of General Psychiatry, 59(10),
877-883.

La Greca, A. M., & Lopez, N. (1998). Social anxiety among adolescents: Linkages with peer rela-
tions and friendships. Journal of Abnormal Child Psychology, 26(2), 83-94.

La Greca, A. M., & Stone, W. L. (1993). Social Anxiety Scale for Children—Revised: Factor struc-
ture and concurrent validity. Journal of Clinical Child Psychology, 22(1), 17-27.

Larson, K., Russ, S. A., Kahn, R. S., & Halfon, N. (2011). Patterns of comorbidity, functioning,
and service use for US children with ADHD, 2007. Pediatrics, 127(3), 462-470.

Lau, J. Y., Molyneaux, E., Telman, M. D., & Belli, S. (2011). The plasticity of adolescent cogni-
tions: Data from a novel cognitive bias modification training task. Child Psychiatry and
Human Development, 42(6), 679-693.

Lau, J. Y., Pettit, E., & Creswell, C. (2013). Reducing children’s social anxiety symptoms: Explor-
ing a novel parent-administered cognitive bias modification training intervention. Bebhaviour
Research and Therapy, 51(7), 333-337.

Leffler, J. M., Riebel, J., & Hughes, H. M. (2015). A review of child and adolescent diagnostic
interviews for clinical practitioners. Assessment, 22(6), 690-703.

Leyfer, O., Gallo, K. P., Cooper-Vince, C., & Pincus, D. B. (2013). Patterns and predictors of
comorbidity of DSM-IV anxiety disorders in a clinical sample of children and adolescents.
Journal of Anxiety Disorders, 27(3), 306-311.

Loeber, R., Green, S. M., & Lahey, B. B. (1990). Mental health professionals’ perception of the
utility of children, mothers, and teachers as informants on childhood psychopathology. Jour-
nal of Clinical Child Psychology, 19(2), 136-143.

Luby, J. L. (2013). Treatment of anxiety and depression in the preschool period. Journal of the
American Academy of Child and Adolescent Psychiatry, 52(4), 346-358.

Lyneham, H. J., Abbott, M. J., & Rapee, R. M. (2007). Interrater reliability of the Anxiety Dis-
orders Interview Schedule for DSM-IV: Child and Parent version. Journal of the American
Academy of Child and Adolescent Psychiatry, 46(6), 731-736.

Manassis, K., Fung, D., Tannock, R., Sloman, L., Fiksenbaum, L., & Mclnnes, A. (2003). Char-
acterizing selective mutism: Is it more than social anxiety? Depression and Anxiety, 18(3),
153-161.

Manassis, K., Wilansky-Traynor, P., Farzan, N., Kleiman, V., Parker, K., & Sanford, M. (2010).
The feelings club: Randomized controlled evaluation of school-based CBT for anxious or
depressive symptoms. Depression and Anxiety, 27(10), 945-952.

March, J. S. (2012). Multidimensional Anxiety Scale for Children, Second Edition (MASC-2).
North Tonawanda, NY: Multi-Health Systems.

March, J. S., Parker, ]J. D., Sullivan, K., Stallings, P., & Conners, C. K. (1997). The Multidimen-
sional Anxiety Scale for Children (MASC): Factor structure, reliability, and validity. Journal
of the American Academy of Child and Adolescent Psychiatry, 36(4), 554-565.

Melfsen, S., Kithnemund, M., Schwieger, J., Warnke, A., Stadler, C., Poustka, F., et al. (2011).
Cognitive behavioral therapy of socially phobic children focusing on cognition: A ran-
domised wait-list control study. Child and Adolescent Psychiatry and Mental Health, 5(1),
1-12.

Merikangas, K. R., He, J. P., Burstein, M., Swanson, S. A., Avenevoli, S., Cui, L., et al. (2010).
Lifetime prevalence of mental disorders in US adolescents: Results from the National Comor-
bidity Survey Replication—Adolescent Supplement (NCS-A). Journal of the American Acad-
emy of Child and Adolescent Psychiatry, 49(10), 980-989.

Merikangas, K. R., He, J., Burstein, M., Swendsen, J., Avenevoli, S., Case, B., et al. (2011). Ser-
vice utilization for lifetime mental disorders in U.S. adolescents: Results of the National



6. Anxiety Disorders 165

Comorbidity Survey—Adolescent Supplement. Journal of the American Academy of Child
and Adolescent Psychiatry, 50, 32-45.

Moffitt, T. E., Harrington, H., Caspi, A., Kim-Cohen, J., Goldberg, D., Gregory, A. M., et al.
(2007). Depression and generalized anxiety disorder: Cumulative and sequential comorbid-
ity in a birth cohort followed prospectively to age 32 years. Archives of General Psychiatry,
64(6), 651-660.

Mohatt, J., Bennett, S. M., & Walkup, J. T. (2014). Treatment of separation, generalized, and
social anxiety disorders in youths. American Journal of Psychiatry, 171, 741-748.

Muris, P., Meesters, C., & Gobel, M. (2001). Reliability, validity, and normative data of the
Penn State Worry Questionnaire in 8-12-yr-old children. Journal of Behavior Therapy and
Experimental Psychiatry, 32(2), 63-72.

Muris, P., Merckelbach, H., Mayer, B., & Prins, E. (2000). How serious are common childhood
fears? Behaviour Research and Therapy, 38(3), 217-228.

Muris, P., van Brakel, A. M., Arntz, A., & Schouten, E. (2011). Behavioral inhibition as a risk
factor for the development of childhood anxiety disorders: A longitudinal study. Journal of
Child and Family Studies, 20(2), 157-170.

Nauta, M. H., Scholing, A., Emmelkamp, P. M. G., & Minderaa, R. B. (2003). Cognitive-behav-
ioral therapy for children with anxiety disorders in a clinical setting: No additional effect
of a cognitive parent training. Journal of the American Academy of Child and Adolescent
Psychiatry, 42(11), 1270-1278.

Nilsen, T. S., Eisemann, M., & Kvernmo, S. (2013). Predictors and moderators of outcome in child
and adolescent anxiety and depression: A systematic review of psychological treatment stud-
ies. European Child and Adolescent Psychiatry, 22(2), 69-87.

Nolte, T., Guiney, ]J., Fonagy, P., Mayes, L. C., & Luyten, P. (2011). Interpersonal stress regulation
and the development of anxiety disorders: An attachment-based developmental framework.
Frontiers in Bebavioral Neuroscience, 5, 55.

Ollendick, T. H., Jarrett, M. A., Grills-Taquechel, A. E., Hovey, L. D., & Wolff, J. C. (2008).
Comorbidity as a predictor and moderator of treatment outcome in youth with anxiety, affec-
tive, attention deficit/hyperactivity disorder, and oppositional/conduct disorders. Clinical
Psychology Review, 28(8), 1447-1471.

Pahl, K. M., Barrett, P. M., & Gullo, M. ]J. (2012). Examining potential risk factors for anxiety in
early childhood. Journal of Anxiety Disorders, 26(2), 311-320.

Perez-Edgar, K., Bar-Haim, Y., McDermott, J. M., Gorodetsky, E., Hodgkinson, C. A., Goldman,
D., et al. (2010). Variations in the serotonin-transporter gene are associated with attention
bias patterns to positive and negative emotion faces. Biological Psychology, 83(3), 269-271.

Pestle, S. L., Chorpita, B. F., & Schiffman, J. (2008). Psychometric properties of the Penn State
Worry Questionnaire for children in a large clinical sample. Journal of Clinical Child and
Adolescent Psychology, 37(2), 465-471.

Piacentini, J., Bennett, S., Compton, S. N., Kendall, P. C., Birmaher, B., Albano, A. M., et al.
(2014). 24- and 36-week outcomes for the Child/Adolescent Anxiety Multimodal Study
(CAMS). Journal of the American Academy of Child and Adolescent Psychiatry, 53(3),
297-310.

Pine, D. S. (2007). Research review: A neuroscience framework for pediatric anxiety disorders.
Journal of Child Psychology and Psychiatry, 48(7), 631-648.

Pine, D. S., Cohen, P., Gurley, D., Brook, J., & Ma, Y. (1998). The risk for early-adulthood anxiety
and depressive disorders in adolescents with anxiety and depressive disorders. Archives of
General Psychiatry, 55(1), 56—64.

Rapee, R. M. (2000). Group treatment of children with anxiety disorders: Outcome and predic-
tors of treatment response. Australian Journal of Psychology, 52(3), 125-129.

Rapee, R. M. (2014). Preschool environment and temperament as predictors of social and nonso-
cial anxiety disorders in middle adolescence. Journal of the American Academy of Child and
Adolescent Psychiatry, 53(3), 320-328.



166 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

Rapee, R. M., Lyneham, H. J., Hudson, J. L., Kangas, M., Wuthrich, V. M., & Schniering, C.
A. (2013). Effect of comorbidity on treatment of anxious children and adolescents: Results
from a large, combined sample. Journal of the American Academy of Child and Adolescent
Psychiatry, 52(1), 47-56.

Rapp, A., Dodds, A., Walkup, J. T., & Rynn, M. (2013). Treatment of pediatric anxiety disorders.
Annals of the New York Academy of Sciences, 1304, 52-61.

Read, K. L., Comer, J. S., & Kendall, P. C. (2013). The Intolerance of Uncertainty Scale for Chil-
dren (IUSC): Discriminating principal anxiety diagnoses and severity. Psychological Assess-
ment, 25(3), 722-729.

Research Units on Pediatric Psychopharmacology (RUPP) Anxiety Study Group. (2002). The Pedi-
atric Anxiety Rating Scale (PARS): Development and psychometric properties. Journal of the
American Academy of Child and Adolescent Psychiatry, 41(9), 1061-10609.

Reynolds, C. R., & Kamphaus, R. W. (2002). The clinician’s guide to the Behavior Assessment
System for Children (BASC). New York: Guilford Press.

Reynolds, C. R., & Kamphaus, R. W. (2015). Behavior Assessment System for Children, Third
Edition (BASC-3). New York: Pearson Assessments.

Reynolds, C. R., & Richmond, B. O. (2008). Revised Children’s Manifest Anxiety Scale, Second
Edition (RCMAS-2). New York: Pearson.

Roberson-Nay, R., Klein, D. F., Klein, R. G., Mannuzza, S., Moulton, J. L., ITI, Guardino, M., et
al. (2010). Carbon dioxide hypersensitivity in separation-anxious offspring of parents with
panic disorder. Biological Psychiatry, 67(12), 1171-1177.

Rooksby, M., Elouafkaoui, P., Humphris, G., Clarkson, J., & Freeman, R. (2015). Internet-assisted
delivery of cognitive behavioural therapy (CBT) for childhood anxiety: Systematic review and
meta-analysis. Journal of Anxiety Disorders, 29, 83-92.

Rozenman, M., Amir, N., & Weersing, V. R. (2014). Performance-based interpretation bias in
clinically anxious youths: Relationships with attention, anxiety, and negative cognition.
Behavior Therapy, 45(5), 606—618.

Schneider, S., Blatter-Meunier, J., Herren, C., Adornetto, C., In-Albon, T., & Lavallee, K. (2011).
Disorder-specific cognitive-behavioral therapy for separation anxiety disorder in young chil-
dren: A randomized waiting-list-controlled trial. Psychotherapy and Psychosomatics, 80(4),
206-215.

Segool, N. K., & Carlson, J. S. (2008). Efficacy of cognitive-behavioral and pharmacological treat-
ments for children with social anxiety. Depression and Anxiety, 25(7), 620-631.

Seidel, L., & Walkup, J. T. (2006). Selective serotonin reuptake inhibitor use in the treatment
of the pediatric non-obsessive—compulsive disorder anxiety disorders. Journal of Child and
Adolescent Psychopharmacology, 16(1-2), 171-179.

Shechner, T., Rimon-Chakir, A., Britton, J. C., Lotan, D., Apter, A., Bliese, P. D., et al. (2014).
Attention bias modification treatment augmenting effects on cognitive behavioral therapy in
children with anxiety: Randomized controlled trial. Journal of the American Academy of
Child and Adolescent Psychiatry, 53(1), 61-71.

Silverman, W. K., & Albano, A. M. (1996). The Anxiety Disorders Interview Schedule for DSM-
IV, Child version: Clinician manual. New York: Oxford University Press.

Silverman, W. K., & Ollendick, T. H. (2005). Evidence-based assessment of anxiety and its disor-
ders in children and adolescents. Journal of Clinical Child and Adolescent Psychology, 34(3),
380-411.

Silverman, W. K., & Ollendick, T. H. (2008). Child and adolescent anxiety disorders: A guide to
assessments that work. New York: Oxford University Press.

Silverman, W. K., Pina, A. A., & Viswesvaran, C. (2008). Evidence-based psychosocial treatments
for phobic and anxiety disorders in children and adolescents. Journal of Clinical Child and
Adolescent Psychology, 37(1), 105-130.

Silverman, W. K., Saavedra, L. M., & Pina, A. A. (2001). Test-retest reliability of anxiety



6. Anxiety Disorders 167

symptoms and diagnoses with the Anxiety Disorders Interview Schedule for DSM-1V: Child
and Parent versions. Journal of the American Academy of Child and Adolescent Psychiatry,
40(8), 937-944.

Southam-Gerow, M. A., Kendall, P. C., & Weersing, V. R. (2001). Examining outcome variability:
Correlates of treatment response in a child and adolescent anxiety clinic. Journal of Clinical
Child Psychology, 30(3), 422-436.

Sportel, B. E., de Hullu, E., de Jong, P. J., & Nauta, M. H. (2013). Cognitive bias modification
versus CBT in reducing adolescent social anxiety: A randomized controlled trial. PLoS ONE,
8(5), e64355.

Stanton, H. E. (1994). Self-hypnosis: One path to reduced test anxiety. Contemporary Hypnosis,
11, 14-18.

Storch, E. A., Abramowitz, J., & Goodman, W. K. (2008). Where does obsessive—compulsive
disorder belong in DSM-V? Depression and Anxiety, 25(4), 336-347.

Thomas, A., & Chess, S. (1977). Temperament and development. Oxford, UK: Brunner/Mazel.

Tulbure, B. T., Szentagotai, A., Dobrean, A., & David, D. (2012). Evidence based clinical assess-
ment of child and adolescent social phobia: A critical review of rating scales. Child Psychiatry
and Human Development, 43(5), 795-820.

Van Ameringen, M., Mancini, C., & Farvolden, P. (2003). The impact of anxiety disorders on
educational achievement. Journal of Anxiety Disorders, 17(5), 561-571.

Vassilopoulos, S. P., Banerjee, R., & Prantzalou, C. (2009). Experimental modification of interpre-
tation bias in socially anxious children: Changes in interpretation, anticipated interpersonal
anxiety, and social anxiety symptoms. Behaviour Research and Therapy, 47(12), 1085-1089.

Vassilopoulos, S. P., Blackwell, S. E., Misailidi, P., Kyritsi, A., & Ayfanti, M. (2014). The differ-
ential effects of written and spoken presentation for the modification of interpretation and
judgmental bias in children. Behavioral and Cognitive Psychotherapy, 42, 535-554.

Verduin, T. L., & Kendall, P. C. (2003). Differential occurrence of comorbidity within childhood
anxiety disorders. Journal of Clinical Child and Adolescent Psychology, 32(2), 290-295.

Villabe, M., Gere, M., Torgersen, S., March, J. S., & Kendall, P. C. (2012). Diagnostic efficiency
of the child and parent versions of the Multidimensional Anxiety Scale for Children. Journal
of Clinical Child and Adolescent Psychology, 41(1), 75-85.

Walkup, J. T., Albano, A. M., Piacentini, J., Birmaher, B., Compton, S. N., Sherrill, J. T., et al.
(2008). Cognitive behavioral therapy, sertraline, or a combination in childhood anxiety. New
England Journal of Medicine, 359(26), 2753-2766.

Warren, S. L., Huston, L., Egeland, B., & Sroufe, L. (1997). Child and adolescent anxiety dis-
orders and early attachment. Journal of the American Academy of Child and Adolescent
Psychiatry, 36(5), 637-644.

Waters, A. M., Ford, L. A., Wharton, T. A., & Cobham, V. E. (2009). Cognitive-behavioural
therapy for young children with anxiety disorders: Comparison of a child + parent condition
versus a parent only condition. Behaviour Research and Therapy, 47(8), 654-662.

Waters, A. M., Pittaway, M., Mogg, K., Bradley, B. P., & Pine, D. S. (2013). Attention training
towards positive stimuli in clinically anxious children. Developmental and Cognitive Neu-
roscience, 4, 77-84.

Weersing, V. R., Gonzalez, A., Campo, J. V., & Lucas, A. N. (2008). Brief behavioral therapy for
pediatric anxiety and depression: Piloting an integrated treatment approach. Cognitive and
Behavioral Practice, 15(2), 126-139.

Weersing, V. R., & Weisz, J. R. (2002). Mechanisms of action in youth psychotherapy. Journal of
Child Psychology and Psychiatry, 43(1), 3-209.

White, S. W., Ollendick, T., Albano, A. M., Oswald, D., Johnson, C., Southam-Gerow, M. A.,
et al. (2013). Randomized controlled trial: Multimodal anxiety and social skill intervention
for adolescents with autism spectrum disorder. Journal of Autism and Developmental Dis-
orders, 43(2), 382-394.



168 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

Whitmore, M. J., Kim-Spoon, J., & Ollendick, T. H. (2014). Generalized anxiety disorder and
social anxiety disorder in youth: Are they distinguishable? Child Psychiatry and Human
Development, 45(4), 456-463.

Wood, J. J., Drahota, A., Sze, K., Har, K., Chiu, A., & Langer, D. A. (2009). Cognitive behavioral
therapy for anxiety in children with autism spectrum disorders: A randomized, controlled
trial. Journal of Child Psychology and Psychiatry, 50(3), 224-234.

Wood, J. J., McLeod, B. D., Piacentini, ]J. C., & Sigman, M. (2009). One-year follow-up of family
versus child CBT for anxiety disorders: Exploring the roles of child age and parental intru-
siveness. Child Psychiatry and Human Development, 40(2), 301-316.

Wittchen, H. U., Nocon, A., Beesdo, K., Pine, D. S., Hofler, M., Lieb, R., et al. (2008). Agorapho-
bia and panic. Psychotherapy and Psychosomatics, 77(3), 147-157.

Yeganeh, R., Beidel, D. C., Turner, S. M., Pina, A. A., & Silverman, W. K. (2003). Clinical dis-
tinctions between selective mutism and social phobia: An investigation of childhood psycho-
pathology. Journal of the American Academy of Child and Adolescent Psychiatry, 42(9),
1069-1075.

Zahn-Waxler, C., Shirtcliff, E. A., & Marceau, K. (2008). Disorders of childhood and adoles-
cence: Gender and psychopathology. Annual Review of Clinical Psychology, 4, 275-303.



CHAPTER 7

Specific Phobias

Ella L. Oar, Lara J. Farrell, Simon P. Byrne,
and Thomas H. Ollendick

THE DSM-5 DEFINITION OF SPECIFIC PHOBIAS

Although it is common for children to have a variety of fears during their development, a
significant proportion of them experience more intense, frequent, and intransigent fears
that meet diagnostic criteria for a specific phobia. In specific phobias, which are charac-
terized by a persistent fear of an object or situation, the level of fear is disproportionate
to the level of danger associated with the feared stimulus (American Psychiatric Associa-
tion, 2013). In order to be considered clinically significant, the fear must cause not only
distress but also cause interference in the child’s life. Furthermore, while subclinical fears
may be transient and not require treatment, diagnosable phobias must be present for
at least 6 months and frequently require treatment (American Psychiatric Association,
2013).

In order to meet diagnostic criteria of specific phobia, the fear stimulus must almost
always provoke an anxiety response. In children, this anxiety may be characterized by a
fight-or-flight response: it can also be expressed by crying, tantrums, freezing, or cling-
ing (American Psychiatric Association, 2013). Furthermore, while adults typically have
insight that their fears are unrealistic, children often have less awareness (Ollendick &
Muris, 2015).

The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5; American Psychiatric Association, 2013) classifies phobias into common sub-
types: fear of animals (e.g., dogs or spiders), fear of environmental stimuli (e.g., heights
or the dark), fear of blood—injection—injury (BII; e.g., needles or injections), situational
fears (e.g., enclosed spaces) and other fears (e.g., loud noises or costumed characters).
Due to their more focused nature and often favorable treatment response, phobias have
often been regarded as a less serious mental disorder, once being referred to as “simple”
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phobias. However, current research suggests that childhood phobias are not only preva-
lent but also may be highly complex and disruptive to a child and family’s life.

PREVALENCE AND COURSE

Specific phobias are the most common of the anxiety disorders experienced by children
and adolescents (Essau, Conradt, & Petermann, 2000). At any one time they are esti-
mated to affect 5-10% of young people in the community and up to 15% in mental
health settings (Bener, Ghuloum, & Dafeeah, 2011; Kessler, Chiu, Demler, & Walters,
2005; Ollendick, Hagopian, & King, 1997). The lifetime prevalence rate is approximately
12.5% (Kessler, Berglund, et al., 2005). The most common types of phobias among chil-
dren are animal fears and environmental fears (Last, Perrin, Hersen, & Kazdin, 1992;
Milne et al., 1995; Stinson et al., 2007).

Phobias typically start young, with a median age of onset of approximately 7-9
years (Kessler, Chiu, et al., 2005; Stinson et al., 2007), then decrease in prevalence from
the age of 10 on (Muris, Merckelbach, Gadet, & Moulaert, 2000). Different phobia pre-
sentations throughout development reflect increasing levels of cognitive ability: During
infancy, fears are typically more concrete in nature (e.g., animals or strangers), becoming
more abstract during childhood (e.g., ghosts) and adolescence (e.g., agoraphobia or social
fears; Ollendick, Davis, & Muris, 2004). Animal phobias tend to occur around age 7, BII
phobias around age 9, situational phobias around age 13, and claustrophobia around 20
years of age (Ost, 1987). Although some childhood phobias spontaneously remit without
the need for intervention, most children continue to exhibit symptoms into adolescence
and adulthood unless treated (Ollendick, Davis, et al., 2004).

Specific phobias may be associated with significant interference and disruption
in the life of a child and his or her family. Phobias have the potential to disrupt a
young person academically (Dweck & Wortman, 1982; Talongo, Edelsohn, Werthamer-
Larsson, Crockett, & Kellam, 1995), cause social and personal distress (Ollendick &
King, 1994; Ollendick, King, & Muris, 2002), and affect daily functioning (Essau et al.,
2000). Because phobias often occur during a critical period in development, the effects
of the disruption can be far-reaching. For example, a child who is fearful of dogs may
be unable to play outdoors or visit dog-owning friends, potentially affecting his or her
physical and social development as he or she enters adolescence (Ollendick, King, &
Muris, 2004). Furthermore, it has also been suggested that untreated childhood phobias
may lead to the development of other psychiatric disorders in adulthood, including the
development of anxiety disorders, mood disturbance, and substance use (Kendall, Saf-
ford, Flannery-Schroeder, & Webb, 2004).

COMMON COMORBID CONDITIONS

A further reason for considering the seriousness of specific phobias in childhood is that
they often present with comorbid psychiatric disorders. Indeed, comorbidity appears
to be the rule, rather than the exception with 25-72% of phobic youth across com-
munity and clinical studies meeting criteria for at least one other disorder (Costello,
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Egger, & Angold, 2004; Last et al., 1992; Ollendick, King, & Muris, 2002; Ollendick,
Ost, Reuterskiold, & Costa, 2010). Most commonly, phobias are comorbid with another
anxiety disorder, especially other phobias, with 50% of phobic youth meeting criteria for
another specific phobia (Costello et al., 2004). Comorbidity with mood disorders and
externalizing disorders in children has also been observed (Last et al., 1992).

ETIOLOGICAL/CONCEPTUAL MODELS OF SPECIFIC PHOBIAS

The etiology of specific phobias is not fully understood; however, a multifactorial model
provides the best account (Merckelbach, de Jong, Muris, & van Den Hout, 1996). A
variety of factors, including genetics, evolutionary preparedness, learning, and parent-
ing styles, are implicated in the etiology of a specific phobia. In addition, information-
processing biases and parental accommodation are believed to be implicated in the main-
tenance of a phobia.

There appears to be a modest, yet significant genetic contribution toward the devel-
opment of specific phobias (Distel et al., 2008). There is also research to suggest that
phobias are highly familial; that is, children more often exhibit the same type of phobia
as their parents (LeBeau et al., 2010). For example, Fyer, Mannuzza, Chapman, Martin,
and Klein (1995) found that first-degree relatives of individuals with a specific phobic
disorder were two- to fourfold more likely to develop the same type of phobia. Moreover,
a biological predisposition is consistent with phobias typically focusing on objects or
situations that appear to be adaptive (Menzies & Clarke, 1995). For example, childhood
phobias typically focus on stimuli that are advantageous to avoid for survival, such as
spiders, the dark, and heights. The evolutionary preparedness model of phobic stimuli
is also consistent with children reporting they are unable to recall a direct or indirect
encounter with the stimulus that triggered such fears (Poulton & Menzies, 2002).

The role of learning in the development of phobias has been extensively researched.
Rachman (1977) proposed that the acquisition of a phobia may occur through three dif-
ferent learning pathways: direct conditioning with the feared stimulus, vicarious condi-
tioning through a model, or by transmission of negative information. A traumatic “con-
ditioning” experience has frequently been used to explain the development of a phobia:
A neutral stimulus comes to be associated with an aversive outcome (an unconditioned
stimulus), such that the neutral stimulus takes on its aversive properties (becoming a con-
ditioned stimulus). For example, a child who is bitten by a dog may go on to develop dog
phobia. While this account is intuitive and grounded in learning theory, it has a number
of shortcomings, including the fact phobias can occur without an obvious conditioning
episode, and furthermore, that conditioning does not always result in a phobia (Davey,
1992; Menzies & Clarke, 1995). Hence, other research suggests phobias may be acquired
without direct contact with the feared stimulus, either through modeling from other
people or through information from the environment (see Askew & Field, 2008). For
example, a dog phobia may be transmitted to a child either through watching a parent
react fearfully to a dog or by hearing about a dog attack through popular media.

More recent research suggests parenting factors may also increase vulnerability
to the development of a phobia, as well as help to maintain the phobia. For example,
anxious children are more likely to experience an overprotective or intrusive style of
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parenting (Barrett, Rapee, Dadds, & Ryan, 1996; Rapee, Schniering, & Hudson, 2009).
Overprotective parents are more likely to intervene to prevent their child from experi-
encing perceived harm, to accommodate avoidance of the feared stimulus, and to model
fearful behavior toward the feared stimulus (Milliner, Farrell, & Ollendick, 2013). This
parenting style communicates the potential threat associated with the stimulus to the
child, while preventing the child from experiencing disconfirming evidence through con-
tact with the stimulus.

In addition to these etiological factors, avoidance and information-processing biases
are believed to be implicated in the maintenance of a phobia. Early on, Mowrer (1960)
proposed that behavioral avoidance of the feared stimulus maintains a phobia through
operant conditioning; that is, avoidance is negatively reinforced by reducing anxiety trig-
gered by the presence of the stimulus and thereby preventing the individual from learning
it is nonharmful. More recent research from adults suggests that individuals experiencing
phobias have biases toward interpreting and attending to threats related to their feared
stimulus. Hyperattention toward threat-related cues may be advantageous in certain cir-
cumstances; however, this preferential encoding can also lead to a maladaptive preserva-
tion of the fear response (see Bar-Haim, Lamy, Pergamin, Bakermans-Kranenburg, &
van IJzendoorn, 2007, for a review). For example, participants with spider phobia took
longer to process the color of words related to their fear (e.g., “web”) than neutral words
(e.g., “car”), suggesting that they have automatic attention toward threat-relevant stimuli
(Watts, McKenna, Sharrock, & Trezise, 1986). Individuals with phobias also often have
inflated perceptions of harm or risk associated with their feared stimulus, which main-
tains their fear (Merckelbach et al., 1996). For example, individuals with dog and spider
phobias are reported to have unrealistic expectations of harm from their feared stimulus
(Arntz, Lavy, Van den Berg, & Van Rijsoort, 1993; Di Nardo et al., 1988).

Although less is known about the role of cognition in children with specific pho-
bias, Byrne, Rapee, Malhi, Sweller, and Hudson (2014) recently examined how harm
beliefs in 27 children with dog phobia predict avoidance and distress before and after
exposure therapy. Children were shown a live dog and asked to rate the extent to which
they believed the dog would harm them (e.g., the dog would bite or attack). Harm beliefs
predicted distress during a pretreatment behavioral approach task (BAT) and avoidance
during a posttreatment BAT. These results are consistent with theory in adults, suggest-
ing that harm beliefs have a maintaining role in a child’s phobic response as well.

EVIDENCE-BASED TREATMENTS FOR SPECIFIC PHOBIAS IN CHILDREN

Cognitive-behavioral treatments that incorporate techniques such as in vivo exposure, cog-
nitive restructuring, participant modeling, contingency management, and psychoeducation
and skills training have the strongest evidence base for phobic youth (Davis, Jenkins, &
Rudy, 2012; Davis & Ollendick, 2005). To date, empirical support for cognitive-behavioral
therapy (CBT) has been demonstrated in 11 studies, including four large, randomized con-
trolled trials (RCTs) (Ollendick et al., 2015; Ollendick, Ost, et al., 2009; Ost, Svensson,
Hellstrom, & Lindwall, 2001; Silverman et al., 1999) and seven smaller clinical trials
(Flatt & King, 2010; Leutgeb, Schifer, Kochel, & Schienle, 2012; Leutgeb & Schienle,
2012; Muris, Merckelbach, Holdrinet, & Sijsenaar, 1998; Muris, Merckelbach, Van
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Haaften, & Mayer, 1997; Oar, Farrell, Waters, Conlon, & Ollendick, 2015; Waters et
al., 2014; see Table 7.1 for a summary of these studies). The majority of these studies
have evaluated the effectiveness of an intensive CBT approach, known as one-session
treatment (OST; Ost et al., 2001) with only one of the large RCTs examining a standard
weekly format (Silverman et al., 1999).

The first large RCT for phobic youth, conducted by Silverman and colleagues (1999),
examined the efficacy of an exposure-based cognitive self-control (SC) and exposure-
based contingency management (CM) treatment relative to an education support (ES)
condition. Children and adolescents (N = 81; ages 616 years) with a diverse range of spe-
cific phobias participated in the study. Treatments involved 10 sessions, each 80 minutes
in duration, with parents and children seen separately at the beginning of sessions, then
together at the end of each session. Findings were mixed. The SC condition (88%) was
found to have the greatest proportion of youth who no longer meet criteria for a phobia
diagnosis. Moreover, children in the SC (80%) and CM (80%) conditions reported either
little or no fear on ratings of subjective distress toward their phobic stimuli in comparison
to the ES (25%) condition. However, no differences were observed between the condi-
tions on self-report measures. Thus, Silverman and colleagues (1999) found considerable
support for exposure-based procedures, particularly SC for phobic youth.

Following this, Ost and colleagues (2001) conducted the first RCT of an intensive
single CBT session (e.g., OST) for phobic youth. Sixty children and adolescents (ages
7-17 years) from Sweden, with various specific phobias, participated in the study. Youth
were randomly assigned to either OST alone, OST with a parent present (i.e., parents
observed their child’s session and at times acted as a model for their child), or to a wait-
list control condition. Youth in the OST conditions had significantly improved outcomes
on measures of subjective distress, behavioral avoidance, and ratings of phobia severity
at posttreatment, in comparison to those in the wait-list control condition (Ost et al.,
2001). Moreover, treatment gains were maintained at 1-year follow-up. The authors had
hypothesized that the presence of the parents during treatment would facilitate change.
Unexpectedly, differences were not observed between the two OST conditions. While
speculative, this finding may be due to the fact that most of the parents were not actively
involved in the treatment process; rather, for most of the session, they were passive
observers.

In a subsequent trial, the largest trial for phobic youth to date, Ollendick, Ost, and
colleagues (2009) randomly assigned 196 children and adolescents to OST alone, an
education support treatment (EST; a non-exposure-based treatment), or a wait-list con-
trol. Children were recruited from two sites across Sweden and the United States. OST
and EST were found to be superior to the wait-list control. Moreover, OST was superior
to EST on clinician ratings of phobia severity, percentage of participants diagnosis free
(55% OST vs. 23% EST) at posttreatment, child ratings of anxiety during the behavioral
avoidance test, and treatment satisfaction (Ollendick, Ost, et al., 2009). Treatment gains
were maintained at 6-month follow-up.

Developments in Psychosocial Treatments

Although CBT is effective for most children and adolescents with phobias (25-90%
diagnosis free), there still remains a significant proportion of youth who only partially
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TABLE 7.1. Summary of Psychosocial Phobia Treatment Studies in Children

and Adolescents

Treatment outcome (primary

Study Sample Conditions assessment measures)
Intensive CBT—OST
Muris et al. N=22 OST OST > EMDR
(1997) Spider phobias EMDR (Subjective anxiety and behavioral
(9-14 years) avoidance)
Muris et al. N=26 OST OST > EMDR > Computer
(1998) exposure
Spider phobias EMDR (Subjective anxiety, spider fear,
(8—17 years) Computer Exposure  and behavioral avoidance)
Ostetal. (2001) N=60 OST child alone OST child alone = OST parent
present > WL
Diverse range OST parent present (Clinician-rated phobia severity,
phobia (7-17 years) WL subjective anxiety, and behavioral
avoidance)
Ollendick, Ost, N =196 oST OST > EST > WL
et al. (2009) Diverse range EST (Clinician-rated phobia severity,
phobia (7-16 years) WL % of participants diagnosis free,
subjective anxiety, and treatment
satisfaction)
Flatt & King N=43 OST OST = psychoeducation > WL
(2010) Diverse range Psychoeducation (Behavioral avoidance and self-
phobia (7-17 years) WL efficacy ratings)
Leutgeb et al. N=32 OST OST > WL
(2012) Spider phobias WL (Behavioral avoidance, subjective
(8—13 years) fear and disgust, and physiological
measures)
Leutgeb & N =30 OST OST > WL
Schienle (2012) Spider phobias WL (Behavioral avoidance, subjective
(8—14 years) fear and disgust, and physiological
measures)
Waters et al. N =37 OST + ATP OST + ATP = OST + ATC
(2014) Diverse range OST + ATC (Clinician-rated phobia severity
phobia (6-17 years) and global functioning)
OST+ ATP > OST + ATC on
phobic beliefs
Ollendick et al. N=97 OST OST = PA-OST
(2015) Diverse range PA-OST (Clinician-rated phobia severity

phobia (6-15 years)

and % of participants diagnosis
free) (continued)
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TABLE 7.1. (continued)

Oar, Farrell, N =24 1-week baseline BII symptoms and phobia
Waters, et al. Blood—iniection— 2-week baseline severity remained relatively stable
(2015) i h]obia 3-week baseline during the baseline periods, then

(71_1117}’ P rs) significantly improved following

years OST
Nonintensive CBT

Silverman et al. N =381 CM SC>CM=ES; SC=CM > ES
(1999) SC

Diverse range ES % of participants diagnosis free,

phobia (7-16 subjective anxiety

years)

Vigerland etal. N =30

(2013) Diverse range 6 session Internet- Significant reductions in phobia
phobia (8-12 delivered CBT severity posttreatment
years)

Note. ATC, attention training control; ATP, attention training toward positive stimuli; CM, contingency man-
agement; EMDR, eye movement desensitization and reprocessing; ES, education support; EST, education support
treatment; OST, one-session treatment; PA, parent augmented; PBO, placebo; SC, cognitive self-control; WL,
wait-list control condition.

respond or do not respond at all to this treatment (Ollendick et al., 2015; Ollendick, Ost,
et al., 2009; Ost et al., 2001; Silverman et al., 1999). Novel approaches to augmenting
CBT offer great promise in terms of further improving outcomes for these youth. Ollen-
dick and colleagues (2015) recently conducted a study evaluating the relative efficacy of
parent-augmented OST relative to child-alone OST in a sample of 97 phobic youth (ages
6-15 years). Parent-augmented OST involved parent components targeting psychoedu-
cation (e.g., contingency management and developing and conducting exposure tasks),
observation of their child during treatment, guidance setting up exposure tasks for their
child at home, and once weekly telephone calls for 4 weeks to encourage ongoing expo-
sure practice at home. Surprisingly, parent involvement did not enhance OST treatment
outcome, with no significant differences observed between the groups at posttreatment
or 6-month follow-up. Following treatment, approximately 50% of youth in both groups
were diagnosis free. The authors speculated that the findings may have been due to two
reasons: (1) After seeing the significant progress their child made in the OST, parents
developed unrealistically high expectations regarding their child’s progress with child—
parent guided exposure following treatment and may have become more frustrated and
less tolerant of children avoidance behavior; and (2) many of the parents in the study may
not have benefited from the augmented OST, as many did not present with risk factors
(e.g., high anxiety and overprotective parenting style) that the enhanced treatment was
targeting (Ollendick et al., 2015).

In an innovative study, Waters and colleagues (2014) examined the augmenting
effects of attention training toward positive stimuli in combination with OST. Atten-
tion training is purported to work through the modification of attentional biases toward
threat stimuli, which are believed to be involved in the development and maintenance of
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anxiety disorders (Cowart & Ollendick, 2011; Waters et al., 2014). Thirty-seven children
and adolescents (ages 617 years), with a diverse range of specific phobias, participated
in the study. Youth were randomly assigned to either attention training to positive stimuli
(ATP+OST) prior to their OST or control attention training before OST (ATC+OST).
Children in the ATP+OST condition were found to have significantly greater reductions
in phobic belief ratings during their OST and at 3-month follow-up. Moreover, at post-
treatment, youth in the ATP+OST condition had an improved attention bias toward posi-
tive stimuli, which predicted a greater reduction in the diagnostic severity of their phobia
at 3-month follow-up. Surprisingly, however, no differences were observed between the
conditions on clinician-, parent-, or child-rated outcomes of phobia diagnostic severity,
symptom reduction, or global functioning at posttreatment or follow-up. While encour-
aging, Waters and colleagues suggested that a larger sample size and a stronger dose of
attention training, matched specifically to the children’s phobia type, may be necessary
to achieve improved clinical outcomes.

Recently, advances have also been made in relation to the treatment of particular
phobia subtypes in youth. To date in the child and adolescent literature, BII phobia sub-
type has been largely neglected. Across the existing trials Ost and colleagues (2001)
included the greatest number of youth with BII phobia subtype (7 = 14). These youth
were found to respond significantly less favorably to treatment on a postassessment
BAT. Subsequently, Ollendick, Ost, and colleagues (2009) and Ollendick and colleagues
(2015) excluded children and adolescents with BII from their large RCTs for a number of
reasons, including their poorer treatment response, unique physiological response (e.g.,
fainting) and barriers to delivery of the OST (e.g., the need for health professionals). In
a recent multiple-baseline controlled trial, Oar, Farrell, Waters, and colleagues (2015)
examined the effectiveness of an adapted OST for pediatric BII phobia. Twenty-four chil-
dren were randomly assigned to a 1-, 2-, or 3-week monitoring period of their BII symp-
toms; following this they completed an education session, an intensive exposure session
maximized to 3 hours (e.g., OST) and a 4-week e-therapy maintenance program (Oar,
Farrell, & Ollendick, 2015). During the baseline periods, BII symptoms remained rela-
tively stable; however, they improved significantly following the OST. At 1-month follow-
up, 58% of youth were diagnosis free, and this increased to 62% by 3-month follow-up.

The development of Internet-based psychological therapies may also lead to inex-
pensive, accessible, and effective treatment of specific phobias in children. In a recent
open trial, Vigerland and colleagues (2013) evaluated the effectiveness of a 6-week Inter-
net-delivered CBT treatment program. Thirty children (ages 8-12 years) with primary
diagnosis of specific phobia participated in the study. The treatment consisted of both
parent and child modules that included education relating to specific phobia, exposure
hierarchies, and reward systems. At posttreatment, significant reductions were observed
in children’s symptom severity, with large effect sizes and 35% of the sample no lon-
ger meeting criteria for a phobia after treatment. Treatment gains were maintained at
3-month follow-up.

Current Status of Psychosocial Treatments

The aforementioned studies provide strong empirical support for OST for the treatment
of youth with phobias. In summary, OST has been found to be superior to a wait-list
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control (Flatt & King, 2010; Ollendick, Ost, et al., 2009; Ost et al., 2001), psychologi-
cal placebo (Ollendick, Ost, et al., 2009) and other psychological therapies (Muris et al.,
1997, 1998). OST’s efficacy has been demonstrated by multiple research groups, with
children who have a diverse range of specific phobias, from around the world (e.g., Swe-
den, United States, Netherlands, Austria, and Australia). According to criteria for evi-
dence-based treatments developed by Chambless and colleagues (1998) and Chambless
and Ollendick (2001), OST meets criteria for designation as a well-established treatment
for children and adolescents with specific phobia (Davis, Jenkins, et al., 2012; Davis,
May, & Whiting, 2011; Davis & Ollendick, 2005; Ollendick & Davis, 2013).

The relative efficacy of parent-augmented OST has now been evaluated in two large
RCTs (Ollendick et al., 2015; Ost et al., 2001) across two countries and independent
research groups. Both studies found that parent-augmented OST produced compara-
ble effects to child-alone OST, which is an already well-established treatment. Hence,
according to the criteria of Chambless and colleagues (1998) and Chambless and Ollen-
dick (2001), parent-augmented OST should similarly be considered a well-established
treatment for youth with phobias.

As previously discussed, only one large RCT (Silverman et al., 1999) has examined
less intensive CBT approaches (ten 80-minute sessions) for youth with specific phobia.
This trial compared two variations of exposure-based treatments to an education support
condition. In line with Chambless and colleagues (1998) and Chambless and Ollendick
(2001), weekly spaced CBT for phobic youth should be considered probably efficacious.

Children and adolescents with specific phobias have also been included in trials with
other anxious youth (generalized anxiety disorder, social anxiety disorder, and separa-
tion anxiety disorder) evaluating the effectiveness of broad-based CBT approaches (Davis
et al., 2011). These treatments similarly tend to involve less intensive exposure programs
and are delivered in a standard weekly format over a period of time (e.g., 10-16 sessions),
as is typical in most outpatient settings (Spence, Holmes, March, & Lipp, 2006). A com-
plete review of broad-based approaches for child anxiety is beyond the scope of this
chapter. Davis and colleagues (2011) noted that while broad-based treatments are useful
in order to increase power, generalizability, and external validity, the relative efficacy
of these treatment approaches for specific disorders, such as specific phobias, remains
unclear.

Finally, OST augmented with attention training toward positive stimuli, Internet-
delivered CBT, and adapted OST for BIT have been examined in only one study each (Oar,
Farrell, Waters, et al., 2015; Vigerland et al., 2013; Waters et al., 2014) with promising
results, and should be considered experimental treatments in terms of efficacy for youth
with phobias.

Pharmacological Treatments

There is limited evidence for the use of pharmacological agents as stand-alone treatments
for specific phobia in children and adults. To date, only a few case reports (Abene & Ham-
ilton, 1998; Balon, 1999) and small controlled trials (Alamy, Wei, Varia, Davidson, &
Connor, 2008; Benjamin, Ben-Zion, Karbofsky, & Dannon, 2000) have been published.

Fairbanks and colleagues (1997) conducted a small, 9-week open trial of fluox-
etine (40 mg children and 80 mg adolescents) in 16 youth with a range of anxiety
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disorders. Four of the six participants with a specific phobia responded to treatment.
Selective serotonin reuptake inhibitors (SSRIs) such as fluoxetine have also been found
to be effective for pediatric generalized anxiety disorder, social anxiety disorder, sepa-
ration anxiety disorder, and obsessive—compulsive disorder (Pediatric OCD Treatment
Study (POTS) Team, 2004; Walkup et al., 2008). Hence, medications are often used as
an adjunct to behavioral therapy for youth with phobias and comorbid anxiety disor-
ders (Reinblatt & Walkup, 2005). More recently, Ollendick, Davis, and Sirbu (2009)
recommended the use of SSRI medications as an alternative approach for youth with
treatment-refractory specific phobia who have been unresponsive to first-line psycho-
logical therapies.

A promising new development in the treatment of specific phobia has been the use of
D-cycloserine (DCS), a cognitive enhancer, to augment exposure therapy. DCS is a par-
tial N-methyl-D-aspartate (NMDA) agonist, that has been found in animal and human
clinical studies to accelerate fear reduction during exposure (Norberg, Krystal, & Tolin,
2008). The drug has no anxiolytic properties; rather, it is thought to work through its
effect on the formation and consolidation of fear-extinction learning. DCS is purported
to strengthen extinction memories, thus assisting in the recall of these memories when
confronted with the phobic stimuli (Ressler et al., 2004). DCS has been found to be effec-
tive with adults with specific phobia of heights (Ressler et al., 2004) and has also been tri-
aled in adults with spider phobias (Guastella, Dadds, Lovibond, Mitchell, & Richardson,
2007). Recently researchers have begun to examine the effectiveness of DCS-augmented
exposure therapy in pediatric samples. For example, Byrne and colleagues (2015) exam-
ined whether DCS could augment OST for children experiencing dog or spider phobias.
The researchers were particularly interested in whether DCS enhanced fear extinction,
such that the new learning would generalize to different feared stimuli and contexts. In
a double-blind RCT, children received either 50 mg of DCS (1 = 18) or a placebo (7 = 17)
prior to receiving a single 1-hour session of exposure therapy for their phobia. Return
of fear was measured with BATs 1 week after treatment to a different example of their
feared stimulus (a different dog or spider), presented in both the original treatment con-
text and an alternative context. Most notably, when the new stimulus was presented in
an alternative context, the DCS group showed less avoidance and fear. This suggests that
DCS may augment OST by enabling the fear extinction learning to better generalize and
extend beyond the treatment setting.

Predictors and Moderators of Treatment Response

Four large RCTs and one small clinical trial (Flatt & King, 2010; Ollendick et al., 2015;
Ollendick, Ost, et al., 2009; Ost et al., 2001; Silverman et al., 1999) have examined
predictors of treatment success in phobic youth (see Farrell, Waters, Milliner, & Ollen-
dick, 2013). Collapsed across these trials conducted in Australia, Sweden, and the United
States, these studies found that gender, socioeconomic status, ethnicity, severity of the
diagnosis, type of phobia, and parent overprotectiveness were not related to treatment
outcome. However, in regard to age, comorbidity and parent psychopathology findings
have been mixed. In a recent study, Ollendick and colleagues (2015) found that age pre-
dicted treatment outcome, with older children rated by clinicians as having greater reduc-
tions in the clinical severity of their phobias, and rated by their parents as having greater
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improvements in managing their phobias, than those in younger children. In contrast,
other trials (Flatt & King, 2010; Ollendick, Ost, et al., 2009; Ost et al., 2001; Silverman
et al., 1999) have not found effects associated with age. Furthermore, although Silver-
man and colleagues (1999) found that poorer treatment response was associated with
self-reported depression (Berman, Weems, Silverman, & Kurtines, 2000), these findings
have not been replicated. In fact, Ost and colleagues (2001) and Ollendick and colleagues
(Ollendick, Ost, et al., 2010; Ollendick et al., 2015) found no evidence that comorbid
disorders or heightened internalizing or externalizing problems were related to treatment
outcome. Finally, in regard to parent factors, Silverman and colleagues found that paren-
tal psychopathology, characterized by anxiety, depression, and hostility, were associated
with child treatment failure. In comparison, parental anxiety was not found to be associ-
ated with child treatment in the Ollendick and colleagues (2015) study.

There is limited research examining moderators of treatment response for phobic
youth, with only one published study to date. In an effort to examine the utility of parent
involvement in the treatment of phobic youth, Ollendick and colleagues (2015) investi-
gated whether gender, age, internalizing or externalizing problems, parent overprotec-
tiveness, and parent anxiety moderated treatment response to either child-alone OST
or parent-augmented OST. Surprisingly, support was not found for any of the potential
moderators. Further research is needed in this area to help clinicians to develop indi-
vidualized treatment approaches that successfully target more difficult-to-treat phobic
presentations in youth.

EVIDENCE-BASED ASSESSMENT AND TREATMENT IN PRACTICE
Assessment

A thorough evidence-based assessment is necessary not only for the purposes of diag-
nostic classification of a specific phobia but also to inform treatment planning and to
adequately evaluate treatment outcome. Assessments for specific phobias in children and
adolescents should be multimethod (e.g., clinical/diagnostic interview, behavioral obser-
vation, self- and parent-report questionnaires) and multi-informant (e.g., child, parent
and teacher) to ensure a complete diagnostic picture of youth across contexts and settings
(Silverman & Ollendick, 2005). Moreover, all aspects of the child’s phobic response (e.g.,
cognitions, physiology and behavior) should be investigated. Given that specific phobias
commonly occur alongside other psychological problems, a broad assessment of psycho-
pathology is recommended to assist with differential diagnosis, as well as the identifica-
tion of comorbid conditions.

Diagnostic Classification and Differential Diagnosis

Inasmuch as fear and avoidance of circumscribed objects or situations characterize a
number of anxiety and obsessive—compulsive spectrum disorders, differential diagnosis
between these disorders and a specific phobia can be difficult. Another source of diag-
nostic inaccuracy involves the challenge of determining whether a child’s fear exceeds the
clinical threshold for a diagnosis. Moreover, when working with children, clinicians must
consider whether a child’s fear is developmentally inappropriate.



180 Il. PSYCHOLOGICAL DISORDERS IN YOUTH

To establish an accurate diagnosis, the clinician needs to consider the focus of the
child’s apprehension and associated symptoms. According to DSM-3, for a child to meet
diagnostic criteria for a specific phobia, their fear must not be associated with separa-
tion from a primary caregiver (e.g., separation anxiety disorder), fears relating to nega-
tive evaluation (e.g., social phobia), or a persistent fear of having a panic attack (losing
control or going crazy; e.g., panic disorder; American Psychiatric Association, 2013). If a
child or adolescent presents with phobic symptoms following a traumatic event (e.g., car
accident, dog attack, or traumatic hospital admission), it is necessary to consider a dif-
ferential diagnosis of a trauma- or stressor-related disorder such as posttraumatic stress
disorder (PTSD). To assist in distinguishing between a phobia and PTSD, the clinician
needs to assess whether the child is currently experiencing any other symptoms of PTSD,
such as recurrent intrusive and involuntary memories of the event or dissociative reac-
tions (American Psychiatric Association, 2013). Obsessive—compulsive disorder (OCD)
also needs to be ruled out when assessing for a specific phobia. If the focus of the child’s
fear is the result of an obsession (e.g., a child who fears vomit due to obsessive thoughts
related to contamination) and if a child presents with other symptoms of OCD (e.g.,
checking his or her school bag or counting the steps as he or she walks, or experiencing
intrusive unwanted thoughts about harming others), a diagnosis of OCD should be given.

An additional source of diagnostic error in childhood specific phobia is difficulty
in determining whether a fear exceeds the clinical threshold. As noted earlier, experi-
encing transitory fears is a normal part of child development, with the content of fears
following a predictable course, from infancy and toddlerhood to childhood and adoles-
cence. Many children experience mild fears of particular objects or situations (e.g., the
dark; Ollendick & Muris, 2015); however, these fears do not necessarily interfere with
their day-to-day functioning and tend not to persist. According to DSM-5, diagnosis of
a phobia is warranted if the child’s fear causes substantial distress and is associated with
significant impairment in functioning for at least 6 months (American Psychiatric Asso-
ciation, 2013).

Clinical Interview and Diagnostic Interviews

Clinical interviews are an essential component of any specific phobia assessment; they
not only assist with establishing a diagnosis, but they also allow the clinician to gather
further information about the idiographic phobic response of the individual (Hood &
Antony, 2012). Several structured and semistructured diagnostic interviews have been
developed to assess child psychiatric disorders (Kaufman et al., 1997; Shaffer, Fisher,
Lucas, Dulcan, & Schwab-Stone, 2000). For phobic and anxiety disorders, the Anxiety
Disorders Interview Schedule for DSM-IV—Child and Parent versions (ADIS-IV C/P; Sil-
verman & Albano, 1996), is the “gold standard” (Ollendick & Davis, 2012). The ADIS-
IV C/P consists of specific modules designed to assess for childhood anxiety disorders,
mood disorders, and externalizing disorders. The interview can be delivered wholly, or if
completing a brief assessment, in individual modules (e.g., specific phobia). At the conclu-
sion of the interview, clinicians rate the severity of each disorder on a 9-point scale, rang-
ing from 0 (“not present”) to 8 (“very severe”). Ratings of 4 or above indicate a clinically
significant diagnosis (Silverman & Albano, 1996).
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It is reccommended that when administering the Specific Phobia module of the ADIS-
IV-C/P, clinicians ask a number of supplementary questions relating to phobic objects or
situations given a fear rating of 4 or above by the parent or child. Example supplementary
questions may include asking parents about their child’s physical and emotional reaction
(e.g., crying, running away, fainting) when confronted with the phobic object or situa-
tion. Furthermore, children and parents can be questioned about avoidance behaviors
and impairment associated with the child’s phobia (e.g., “Are there places your child will
not go because he or she is afraid of dogs?” and “Has your child’s fear impacted socializ-
ing with friends in anyway?”). The information gathered through additional questioning
provides greater understanding of the nature and diagnostic severity of the child’s phobia,
which is crucial for treatment planning. See Table 7.2 for example supplementary ques-
tions for dog and dark phobias.

TABLE 7.2. Supplementary Questions for the ADIS-IV-C/P Specific Phobia Module
Dogs

e Are there places you cannot go because you are afraid of dogs?
o Parks
o Friends’ houses
o Beach
e Does the size/color/breed/age of the dog make a difference?
e Does it make a difference if the dog is on a lead or loose?
o Are there particular parts of dogs’ bodies (e.g., teeth, claws, head) that you are more afraid of?
e Is there anything a dog does that particularly bothers you (e.g., jump or bark)?
e Are you able to watch dogs on television or in movies?
e What do you do if you see a dog (e.g., cry, freeze, run away)?

e If you went to the house of a friend who owns a dog, would you be able to go in if you knew
the dog was restrained (e.g., closed in the backyard)? What if it was not?

Dark

e Do you keep lights on in your bedroom, closet, hall, or bathroom at night? How many? Which
ones?

e Do you sleep alone? Share a room with a sibling? Sleep with your parents either in their
bedroom or yours?

e Do you fight with your mom or dad about sleeping in your own bedroom at night?

e Have you ever slept alone? How many times a week do you sleep with your parents?

e Are there places in the house that you won’t go after dusk (e.g., upstairs, basement, attic,
rooms with no lights on, garage, outside)?

e Are you able to play games at night (i.e., flashlight tag or ghost in the graveyard?) or go trick
or treating?

e How do you feel when going to the movies and being in a darkened cinema? (Does the child
cling more to parents or stay close to their friends or avoid going?)

e Do you avoid being outdoors after dark? Do you refuse to put the rubbish out at night for your
parents or take your brother and sister with you?

e If you left a schoolbook you needed in the car in the driveway, would you be able to go out at
night and collect it?

Note. Adapted from Ollendick (2001) with permission from the author.
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Questionnaires

In addition to diagnostic interviews, it is recommended that questionnaires be admin-
istered as part of a comprehensive assessment of phobic youth. Questionnaires should
examine not only specific phobia symptoms but also broad psychopathology. The Child
Behavior Checklist (CBCL; Achenbach, 2001) and the Behavior Assessment System for
Children (BASC; Reynolds & Kamphaus, 2004) are ideal measures because they screen
for a wide range of psychopathology and have multiple versions for children, parents, and
teachers. Broad measures should also be accompanied by more specific measures of child
anxiety and fear. Overall anxiety can be assessed using measures such as the Multidi-
mensional Anxiety Scale for Children (MASC; March, 1997) and the Spence Children’s
Anxiety Scale—Child and Parent Versions (SCAS; Spence, 1998).

The most widely used and well-validated self-report measure for specific phobia in
youth is the Fear Survey Schedule for Children—Revised (FSSC-R; Ollendick, 1983).
This measure is designed to assess fearfulness in children and adolescents, ages 7-16
years, and provides information about a range of specific and social phobias. The mea-
sure requires youth to rate their fearfulness of 80 specific objects and situations on a
3-point scale (0 = “none,” 1 = “some,” 2 = “a lot”). A parent version of the FSSC-R is also
available. It asks parents to rate their children’s fearfulness of the same 80 specific objects
and situations and uses an identical rating scale and scoring system (Silverman & Nelles,
1989; Weems, Silverman, Saavedra, Pina, & Lumpkin, 1999). The FSSC-R yields a total
score and five factor scores, including Fear of the Unknown, Fear of Failure and Criti-
cism, Fear of Minor Injury and Small Animals, Fear of Danger and Death, and Medi-
cal Fears. Inspection of phobia specific items can assist in identifying the presence and
severity of different types of phobia. It has well-established reliability and validity, and
has been normed for youth of various ages and nationalities (Ollendick, 1983; Ollendick,
King, & Frary, 1989). Additionally, the FSSC-R has been shown to discriminate among
phobia types (Weems et al., 1999). Recently, a shortened 25-item version was published
(Muris, Ollendick, Roelofs, & Austin, 2014).

In the adult literature, a number of questionnaires are available to assess the dif-
ferent specific phobia subtypes (Hood & Antony, 2012). A smaller number of question-
naires have been developed for children; however, their psychometric properties are not
well established at this time (Silverman & Ollendick, 2008). One measure that does have
sound psychometric properties is the 29-item Spider Phobia Questionnaire for Children
(SPQ-C; Kindt, Brosschot, & Muris, 1996), which provides the clinician with an overall
spider fear score.

Behavioral Approach Tasks

BATs are an integral part of any phobia assessment, as they allow for a direct observation
of the child’s phobic response (Ollendick & Davis, 2012). A BAT is a standardized and
controlled test that involves asking the child to approach the feared object or stimulus.
For example, a child who is fearful of dogs may be brought to a closed door and informed
that inside the room is a dog on a leash. The child is then instructed to enter the room,
walk over to the dog, and pet the dog on the head for 20 seconds. Children are informed
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that the task is voluntary, and they can stop at any time. For example, for child with a a
costume character phobia:

“Now I want to see how being around a costumed character is for you. Sitting in this
room, there is a costumed character. I want to see if you can go into the room and
shake hands with the character for 20 seconds. Remember, you don’t have to do this
if you don’t want to. Just try your best.”

The degree to which the child approaches the feared object or situation provides an
objective measure of phobic avoidance (e.g., does not enter the room vs. pets dog for 10
seconds). At various time points (beginning, during and after) in the task the clinician
may ask the child to rate his or her fear from 0 (“not at all scared”) to 8 (“very, very
scared”). BAT performance is scored by measuring the percentage of steps completed
by the child and his or her fear rating (see Table 7.3; Ollendick, King, & Muris, 2004).
Clinicians may also obtain information about the child’s phobic beliefs (e.g., “What do
you worry will happen if you enter the room?”) prior to the task. Moreover, physiologi-
cal data (e.g., heart rate) may also be collected to allow for assessment across all compo-
nents (e.g., cognitive, physiological, and behavioral) of the phobic response (Ollendick &
Davis, 2012).

Although they may be challenging to organize (e.g., having a dog come into the
office, obtaining costumes), BATs provide a wealth of knowledge beyond what may be
obtained by clinical interviews and questionnaires. They give a foundation on which to
establish an exposure hierarchy for treatment (Cowart & Ollendick, 2013). The child’s
behavior during the BAT provides insight into the ideal starting point for treatment and
how the child will cope with interacting with the phobic object or situation. Moreover,
they provide information regarding the child’s motivation to overcome the fear and the

TABLE 7.3. Example of BAT Steps for a Phobia of Costume Characters

1. Does not open door.

. Opens door, but does not go in.
. Steps inside the room.
. Stays 6 feet away from costume character.

“»n AW N

. Stands at arm’s length from costume character for < 10 seconds and does not attempt to
shake hands.

. Stands at arm’s length from costume character for 10 seconds, no attempt to shake hands.

RICN

Stands at arm’s length from costume character for < 20 seconds and does not attempt to
shake hands.

8. Stands at arm’s length away from costume character for > 20 seconds but does not attempt
to shake hands.

9. Stands within arm’s reach of costume character, reaches out to character but does not make
contact.

10. Stands within arm’s reach of costume character and shakes hands for < 20 seconds.
11. Stands within arm’s reach to costume character and shakes hands > 20 seconds.

Note. Adapted from Ollendick (2001) with permission from the author.
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willingness to engage in therapy. BAT assessment protocols can be developed and adjusted
for a range of phobia types (Milliner et al., 2013).

Treatment—Key Treatment Components

OST incorporates a combination of cognitive-behavioral techniques, including exposure,
cognitive challenges, participant modeling, contingency management, and psychoeduca-
tion into a single intensive session (Davis & Ollendick, 2005; Zlomke & Davis, 2008). It is
considered a well-established treatment for childhood specific phobia (Davis et al., 2011;
Davis & Ollendick, 2005; Davis, Ollendick, & Ost, 2012). The following is a description
of the key treatment components of OST and tips for maximizing treatment success.

Functional Analysis

Prior to OST, a functional assessment session (45-60 minutes) is carried out with the
child and his or her parents (Ost & Ollendick, 2001). The aim of the session is to (1)
determine the catastrophic beliefs involved in the maintenance of the child’s phobia; (2)
create an exposure hierarchy to guide the OST; and (3) explain to the family the rationale
for treatment.

ELICITING PHOBIC BELIEFS

The functional assessment session assists in transitioning families from assessment to
treatment and gives the clinician an opportunity to build further rapport with the child
and increase his or her motivation for treatment (Davis, Ollendick, Reuther, & Muson,
2012). The beginning of this session is an opportune time to provide the child and his or
her parents with feedback regarding the child’s phobia diagnosis and any other comor-
bid problems. Following this, the clinician uses a conversational approach, asking open-
ended questions in order to elicit the child’s catastrophic beliefs and expectations regard-
ing the feared stimuli (see Figure 7.1; Ost et al., 2001). Because metacognition is not fully
developed until early adolescence, obtaining catastrophic cognitions from young children
may be challenging (Holmbeck, Greenley, & Franks, 2004). It is recommended that the
clinician discuss with the child concrete examples of times when he or she has encoun-
tered the phobic object or situation and ask the child to recall his or her thoughts at the
time (e.g., “What did you worry would happen when you saw the dog in the park?”). It
may also be helpful to have the child recollect the first time he or she encountered the
phobic object, the most recent confrontation, and the worst encounter with the phobic
object (Davis, Ollendick, Reuther, et al., 2012). Moreover, if the child has completed a
BAT as part of the assessment, the clinician can have the child draw on this experience by
him or her to recall the thought that went through his or her mind during the task, and
what he or she feared would happen if he or she approached the feared object or situation.
An objective measure of a child’s phobic beliefs can be obtained by having the youth rate
(using a Likert scale) how likely it is that this belief will occur (likelihood; e.g., “What is
the chance a dog will bite you?”), how bad it would be if the belief occurred (danger), and
how sure he or she is that he or she could could cope if the belief occurred (self- efficacy;
Ollendick, 2001; Ollendick, Raishevich, Davis, Sirbu, & Ost, 2010; Waters et al., 2014).
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Ratings can be obtained before, during, and after treatment, for the child’s top three pho-
bic beliefs, to assist with tracking changes associated with treatment and to ensure that
exposure tasks address the child’s catastrophic cognitions.

DEVELOPING AN EXPOSURE HIERARCHY

Developing an exposure hierarchy is another important part of the functional assessment
session. This involves working with the child and parent to identify the different aspects

The following handout is designed to assist in eliciting and rating children’s phobic beliefs. The aim is to
identify two phobic beliefs and to rate these in terms of likelihood, severity, and coping. Ensure that the
beliefs are as specific as possible (e.g., “The dog will jump on me and | will be badly scratched” or “I
will get hurt”). It is intended to be used a guide rather than as a structured interview. Start the session
by chatting with the child and spending time building rapport. Provide the following rationale for the
functional analysis:

“We are going to work together to try and figure out exactly what it is about dogs that is scary for you, so
that I will know the best way to help you. We will try to discover the thoughts you have that make you feel
so scared. | will be asking you a lot of questions, and you will need to help me understand all about this
fear so that we can tackle it together during our next session.

What is it about dogs that causes you to feel so afraid?
o /s jt the size?

e The way it moves?

e The noises it makes?

e [t might bite?

What do you think will happen if you see a dog?
e In the yard?

e [n your home?

e [n the woods?

e Would you run away?

o Feel sick?

What is this worst thing that could happen when you are near a dog?

Phobic Beliefs—Record the child’s two strongest beliefs.

1.
2.
Phobic Belief 1 | Phobic Belief 2
How likely is it that (PHOBIC BELIEF) will happen? /8 /8
If (PHOBIC BELIEF) did happen, how bad would that be /8 /8
for you?
How confident are you that you could cope (PHOBIC BELIEF)? |/8 /8

FIGURE 7.1. Functional analysis guide: Dog phobia. Adapted from Ollendick (2001) with
permission from the author.
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of the phobic stimulus, and different situations involving the phobic stimulus that evoke
the child’s fear or avoidance (Davis, Ollendick, Reuther, et al., 2012; Young, Ollendick,
& Whiteside, 2014). Initially, the clinician needs to gather information regarding the
characteristics of the feared object the child finds most distressing—for example, for a
child with a spider phobia: “Does the size of the spider make a difference?”; “Does the
type of spider make a difference (e.g., daddy long legs vs. huntsman vs. red back)?”; “Are
hairy spiders harder to be around?” The clinician also needs to obtain information about
the different situations that trigger the child’s fear. For a child with a spider phobia, the
clinician could ask: “How scared would you feel watching a movie (e.g., a Harry Potter
film) with spiders?”; “Would it be scarier if you saw a spider sitting in a web or walking
up a wall?”; “Would it make a difference if you saw a spider in the bush versus in the
house?” Following this, the child can provide a fear rating for each aspect or situation
using a fear thermometer (Likert scale) to rank them from “least distressing” to “most
distressing.” It may be helpful to write or draw the different aspects and situations onto
cards that the child can order from easiest to hardest (Young et al., 2014). This will also
help the child to compare the situations. The hierarchy should initially consist of some
steps that are easy enough for the child to complete immediately (e.g., look at pictures
of a spider), then, at the higher levels, steps that are more challenging than day-to-day
experiences with the feared object (e.g., holding a spider in his or her hand, letting it
crawl on his or her arm). Early steps, which are achievable, are used in order to engage
the child in the OST, and to build confidence and trust (Davis, Ollendick, Reuther, et
al., 2012). The latter steps in the exposure hierarchy may include more challenging tasks
that directly target the child’s catastrophic beliefs and involve overlearning to enhance
symptom improvement and maintain treatment gains.

Rationale for Treatment

At the end of the functional assessment session, the rationale for OST should be explained
to the family. Ensuring that family members have a good understanding of the reasoning
behind exposure and the nature of intensive treatments (e.g., to kick-start overcoming the
fear) is essential for keeping them engaged and motivated to continue exposure practice fol-
lowing OST. The family is informed that during OST, the child and clinician work as team
to face the child’s fear gradually and test out the phobic beliefs through a serious of expo-
sure tasks (Davis, Ollendick, Reuther, et al., 2012; Ost & Ollendick, 2001)—for example:

“We are going to work together as a team to help you overcome your fear of dogs.
We will do this in slow, small steps. Throughout the session we will do a number of
experiments to test out whether the things you fear will actually happen when you
are with a dog.”

The child is informed that his or her permission will always be sought before carrying out
an exposure task and that he or she is in control of the pacing of the session, and that it
is necessary to experience some anxiety during the OST in order to overcome his or her
fear; however, this will only be a moderate level of fear (e.g., fear rating 6/10) and will
not repeat or beat the worst level of fear he or she has experienced (Ost & Ollendick,
2001)—for example:
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“When you first start facing your fear of dogs, you are likely feel a bit uncomfortable,
around a 6 on the thermometer. During the session we will never repeat or beat the
highest level of fear you have ever felt. However, we know that you do need to expe-
rience some anxiety if you are to overcome your fear.”

Integral to the success of OST is explaining to families that a fear the child has had for
months, or even years, will not remit after one session. OST should be viewed as a “kick-
start” and the first step in overcoming the child’s fear—for example:

“An important thing to remember is that a fear you have had for a long time, say,
since you were 5 years old, won’t go away after one session; however, if you keep
practicing what you learned after our session you will become less and less afraid
over the next few months.”

It is important for children and parents to understand that following their OST practice is
essential, and that if they engage in regular exposure activities, over the weeks or months
after the treatment, the child’s fear will diminish (Davis, Ollendick, Reuther, et al., 2012).
The clinician should also take time to address any questions the child or parents may
have and to normalize any anticipatory anxiety the child may experience prior to attend-
ing the session—for example:

“Most children and teenagers tell me they are worried about attending the session. I
want to assure you that during our time together I won’t do anything to surprise you.
You are in charge. When you come and see me it is not like school. T am not a teacher,
and you won’t get into trouble if you do not wish to do something.”

Preparing for OST

Considerable preparation is required before undertaking OST with a child or adoles-
cent. Prior to OST clinicians need to ensure that they (1) have appropriate materials and
stimuli for exposure; (2) find appropriate people to be involved in the session (e.g., dog
handler, nurse, beekeeper, or meteorologist); (3) consider any safety or ethical issues that
may arise when conducting exposure; and (4) prepare themselves for OST by seeking
supervision if necessary, researching the child’s phobic stimuli (e.g., why does it storm?)
and practice interacting with the child’s phobic stimulus (e.g., handling a spider; Reuter-
skiold & Ost, 2012). For more detailed information regarding preparing for OST for
different phobia subtypes, refer to Reuterskiold and Ost (2012).

Information gathered during the initial assessment, BAT, and functional analy-
sis will guide the type of materials and stimuli needed for the OST. Additionally, it is
important to have enough stimuli to be able to graduate exposure steps effectively. For
example, if a child reports being more fearful of active dogs, the clinician would want
to start the OST with a calm dog, and finish the final hour of treatment with an active
dog. When working with animals, it is necessary to plan for their housing and to deter-
mine who will care for the animal prior to or during the session. Moreover, the clinician
needs to consider whether any materials need to be purchased to ensure that the ani-
mal is healthy and well looked after, and to keep the office clean (e.g., water bowl, old
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blanket, cleaning products, poo bags). In relation to natural environment phobias such
as a storm phobia, the clinician needs to consider the time of year and possibly delay
treatment until the spring or summer months when storms are more common, and to be
on call to schedule the treatment session on short notice. Alternatively, it may be possible
to collaborate with personnel at science museums or universities who may have storm
or rain simulation equipment. In relation to a darkness phobia, treatments are ideally
completed at the child’s home in the late afternoon or early evening. The therapist may
need to provide glow sticks and torches. When working with a BII phobic, the therapist
might have to purchase ingredients to make fake blood or acquire medical equipment
(e.g., finger pricks or blood test tubes) for the child to look at. Furthermore, he or she
may need to ensure that a pathology nurse is involved in the session. For children with
a situational phobia, such as an elevator phobia, it is essential for clinician to go outside
of the office to seek out and identify stimuli that might be used to evoke differing levels
of anxiety (e.g., glass elevators, steel-enclosed elevators). If a child has previously been
stuck in a particular elevator (e.g., at a local shopping center) arranging to use this eleva-
tor (if possible) would be ideal during the final hour of OST. For a flying phobia, the cli-
nician can organize with an airline to go into the cockpit of a plane and even potentially
to take short flights. Finally, for other phobia types such as vomit phobia, therapists can
download smartphone applications that produce sounds of someone vomiting. Thera-
pists can also visit websites such as “rate my vomit” to find images of people vomiting
and search for vomit recipes online. For costume characters, a therapist can arrange to
visit a theme park (e.g., Disneyland or Dreamworld) or find a local sports team mascot
who will assist with exposure. Also purchasing or hiring a range of different costumes
may be necessary.

Orchestrating coordination among oneself, the child, his or her family, and any other
people who need to be involved in the delivery of OST (e.g., dog owner, nurse, beekeeper)
can be challenging. It is helpful to be up front with the family and explain this challenge
from the outset. This will ensure that the family is aware of and understands the need
to be flexible with the timing of the appointment. Furthermore, it may be necessary for
the child to miss some school to attend the appointment. Families are generally comfort-
able with this given that OST involves only a single session and assessment appoint-
ments can be scheduled outside of school hours. It is recommended to families that OST
appointments be scheduled in the morning, if at all possible, because children can be
quite anxious prior to the session and a morning appointment prevents them from wor-
rying throughout the day. Additionally, in the morning, children are often well rested,
as opposed to exhausted, following a long day at school. Families are also encouraged to
take their child for a special lunch (e.g., child’s choice) after the session to celebrate their
achievements.

Prior to conducting the OST session, ethical or safety issues need to be considered,
in relation to not only the patient but also the therapist and others who are assisting with
the exposure (Wolitzky-Taylor, Viar-Paxton, & Olatunji, 2012). When working with ani-
mals, it is important to contemplate and to mitigate any potential risks. For example, if
you are completing a spider phobia treatment and have collected spiders from your home,
it is essential to consult with an expert to determine whether any are poisonous. Also,
when working with dogs, it is necessary to screen the dogs to ensure they have no history
of biting or jumping on people and are able to follow basic commands. If conducting
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exposure outside of the clinic, it is important to visit the area before the session and
assess for risks (e.g., if you are completing a height phobia treatment). If the child is being
treated for an injection phobia consent needs to be obtained from the parent before com-
pleting any medical procedure, which is the usual process in health settings.

Maintaining the child’s and family’s confidentiality also needs to be considered
(Wolitzky-Taylor et al., 2012). When conducting exposure outside of the clinic, you may
be approached by inquisitive onlookers and asked about what you are doing. It is help-
ful to discuss with the child and parent about how you will respond if this occurs. Fur-
thermore, while in public situations, the clinician should refrain from doing things that
draw attention to the nature of the relationship between him- or herself and the child
(e.g., do not record fear ratings while in public or loudly discuss issues associated with
therapy; Wolitzky-Taylor et al., 2012). As previously discussed, at times, another person
may need to assist with exposure therapy. These people also need to be briefed regarding
confidentiality. It is recommended that volunteers or others involved in the session sign a
confidentiality agreement.

0ST Itself
EXPOSURE

Prolonged and massed exposure is the key element of OST (Ost, 1989). During the ses-
sion, the child is assisted to repeatedly confront the feared object or situation repeat-
edly in a graduated and controlled manner (Ost & Ollendick, 2001). Hypothetically,
this process leads to habituation of the child’s fear and extinguishes avoidance. During
OST, exposure is conducted through a number of behavioral experiments designed to test
the child’s phobic beliefs associated with interacting with the feared object or situation.
Davis, Ollendick, Reuther, and colleagues (2012) outline a four-step process when con-
ducting a behavioral experiment: (1) suggesting and negotiating a possible exposure task
with the child, (2) having the clinician demonstrate the proposed task, (3) encouraging
and assisting the child to perform the task, and (4) reinforcing the child for attempting
or successfully completing the task. These steps can also be supplemented with cognitive
challenges (see below). See Figure 7.2 for a handout that can be used to guide behavioral
experiments.

At times during the OST session, a child may be reluctant or unwilling to engage
in exposure. To continue to progress with the session, Davis, Ollendick, and Ost (2009)
recommend use of “foot in the door” and “door in the face” techniques. The “foot in the
door” technique involves initially suggesting very easy and achievable exposure tasks to
build rapport with the child and to increase their confidence and sense of self-efficacy.
Following this, as the session progresses the clinician uses the “door in the face” tech-
nique to suggest a highly challenging exposure task that is well advanced beyond the task
that the child is currently completing, in the hope that negotiation following this will
result in the child agreeing to complete an intermediate exposure step, so that the session
continues to move forward (Davis, Ollendick, Reuther, et al., 2012).

To assist in the generalization of learning over the course of OST, exposure tasks
should ideally be repeated, carried out using multiple stimuli (e.g., small, medium and
large dog) and across different contexts (e.g., interact with a dog in a therapy room, a
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Exposure Step

Pre-SUDs
Lo [ v [ 2 [ s [ a5 [ [ 7 ][ 8]

Phobic Belief o O Q

NOW LET'S DO IT!

10

1 2 3 4 5 6 7 8 9

DID ANYTHING BAD HAPPEN?

YES NO
Post-SUDs
Lo [ v [ 2 [ s [ e s [ s 7 [ s]
New Belief

OOO

FIGURE 7.2. Behavioral Experiment Handout

fenced yard, and an open park), and toward the end of the session, assuming the child has
progressed sufficiently—to involve overlearning (e.g., place your hand in a dog’s mouth,
only if the dog has been trained to do so safely). To keep children motivated, and to
maximize success, exposure tasks should be as fun and engaging as possible (e.g., hiding
glow sticks in the dark or making different types of fake vomit). It is recommended that
throughout the session, and with the parent’s permission, the therapist take photos of
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the child smiling and engaged in exposure tasks (e.g., patting a dog). Following the ses-
sion, these pictures can be e-mailed to families, with parents encouraged to print them
and place them around the house, and to show others (e.g., siblings and grandparents)
how their child was able to successfully face his or her fear. We have found that the pho-
tos help to keep a child motivated and can be used to encourage the child to practice.
Furthermore, the photos serve to increase a child’s sense of self-efficacy. Additionally,
following treatment, families can be asked to e-mail or text-message photos of the child
practicing exposure to therapist. To manage fatigue over the course of the OST, especially
for a young child, it is recommended that the therapist give the child a 10-minute break
at the end of each hour. During this time the child can have a snack, chat with his or her
parents, or use the bathroom.

When conducting exposure with children and animals, therapists need to be aware
that that the unexpected will likely happen and the session is unlikely to go 100% accord-
ing to plan. During OST, for example, a dog may jump up on a child or a spider might get
caught in the child’s hair, or when playing hide and seek in the dark, the child might get
caught up in curtains or trip over something, or the pathology nurse might not be able
to find the child’s vein when performing a blood draw. It is important when these unex-
pected events occur for you, as therapist, to model remaining calm and being empathetic
to the child (e.g., “You got a fright when the dog jumped up on you!”) and help the child
to calm down (e.g., “Let’s just sit here and calm down for a minute”). Once the child is
calm, spend time reviewing the situation and help the child to use the incident as a learn-
ing experience (e.g., “Yes, the dog did jump on you, but let’s think this through. Are you
OK now? What happened when the dog jumped on you? Yes, you got a fright, but you
were able to cope with it. So your biggest fear came true but you were able to handle it.
Good for you!”). Following this, recommence the exposure.

COGNITIVE CHALLENGES

During OST, catastrophic cognitions and expectancies are challenged through the expo-
sure tasks (e.g., behavioral experiments) that either confirm or disconfirm these cogni-
tions. This is in contrast to a traditional cognitive restructuring approach using Socratic
questioning (Davis, Ollendick, Reuther, et al., 2012). Hence, during OST, the therapist
does not generate with the child alternative cognitions or counter automatic thoughts
(Davis, Ollendick, Reuther, et al., 2012; Ost & Ollendick, 2001; Zlomke & Davis, 2008).
Exposure tasks need to be set up in a manner that challenges the child’s catastrophic
beliefs, rather than focus broadly on what the child avoids. Broad, nontargeted exposure
may not address the child’s underlying phobic beliefs, whereas very specific exposure
tasks (e.g., behavioral experiments) in a briefer time period are more likely to achieve the
goal of correcting the catastrophic belief (Ost, 2012). Behavioral experiments typically
proceed with the clinician questioning the child about what he or she thinks or predicts
will happen during the exposure task (e.g., “What do you think will happen if we release
the spider from the container?”). The exposure task is then carried out. Following this,
the clinician discusses with the child what actually happened and whether his or her cata-
strophic cognition or expectancies came true (e.g., “We let the spider out of its container,
and what happened? Did it run toward you and climb up your arm?”). This process helps
the child to obtain new learning about the phobic stimuli. Moreover, he or she learns that
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he or she is able to cope in the presence of the feared stimuli, and the experience corrects
the phobic beliefs maintaining his or her fear and avoidance.

PARTICIPANT MODELING

Another fundamental element of OST, participant modeling, assists with breaking down
more complex or difficult exposure steps into more manageable tasks (Davis et al., 2009;
Zlomke & Davis, 2008). It involves a model (most often the clinician) demonstrating a
behavior, then including the observer in the modeled action. For example, the clinician
may demonstrate to the child how to catch a spider using a container. Following this, the
clinician might ask the child to place his or her hand on top of the clinician’s own, so that
they catch the spider together. This would be repeated until the child’s fear habituates and
the clinician is able to gradually phase out the physical contact and verbal instructions.
The goal in participant modeling is for the child eventually to be able to independently
engage in the exposure step. Modeling during OST serves two important purposes: (1)
helping to build skills (e.g., how to safely pat a dog), and (2) reducing fear through obser-
vational learning (e.g., watching someone have a blood test). It can be used for a range of
phobia types (Davis, Ollendick, Reuther, et al., 2012).

REINFORCEMENT

Reinforcement is also an important component of OST that is used to shape and encour-
age children’s approach behavior. Throughout the OST session, the clinician provides
the child with positive attention, praise, and social support for completing behavioral
experiments and interacting with the feared object or situation. Typically tangible rein-
forcers (e.g., food, toys, stickers) are not used during OST, with social reinforcers favored
(Davis, Ollendick, Reuther, et al., 2012). Moreover, during the session, selective attention
can be used not only to encourage approach behavior but also to discourage avoidance.
For example, the clinician may decrease the amount of attention he or she gives the child
who pats the dog on the back (as opposed to the head); however, as the child moves back
to patting the dog on the head, the clinician reinitiates attending to the child and pro-
vides praise (e.g., “I really like the way you are patting the dog’s head”). Additionally,
during the OST session, the clinician needs to be careful not to inadvertently reinforce
the child’s avoidance behavior by allowing the child to avoid the situation, by praising a
failed attempt at approaching stimuli, or by providing unnecessary reassurance or exces-
sively comforting an upset child (Davis, Ollendick, Reuther, et al., 2012).

PSYCHOEDUCATION AND SKILLS TRAINING

Another essential OST element is the provision of psychoeducation and skills training.
Psychoeducation is used to (1) keep the child engaged and interested during the session,
(2) keep the child focused on the feared stimuli (e.g., “How many legs does a spider have?
Spiders are members of the Arachnid family, all of which have eight legs”), (3) correct any
false assumptions or myths the child may have in relation to the feared object, and (4)
address deficits in the child’s skills set (e.g., how to safely catch a spider; Davis, Ollendick,
Reuther, et al., 2012).
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Following OST

At the conclusion of the OST, the clinician invites the child’s parents into the session and
has the child review, and demonstrate what was achieved during the session (Davis et al.,
2009). A behavioral experiment can also be shown to parents, with instructions provided
so they can carry out potential future exposures on their own. Families should again be
reminded of the rationale for treatment (e.g., OST is a kick-start) and encouraged to keep
practicing self-guided exposure for the next few months to consolidate gains. Parents are
encouraged to schedule regular opportunities for exposure practice (see Figure 7.3). At
this stage, or a week later at a postassessment appointment, the clinician should discuss
with family members that while trying to overcome fear, the child will at times experience
setbacks. It is important for the clinician to explain to the family the difference between a
“setback” (e.g., a brief return of fear) and a “relapse” (e.g., the child is experiencing same
levels of fear and in as many places as in pretreatment; Davis, Ollendick, Reuther, et al.,
2012). If the child experiences a setback, the family members are encouraged to draw on
the skills they learned during OST and to try to approach the situation again and increase
frequency of exposure practice. If they are still having difficulty, family members can
contact their therapist for a phone consult or, if necessary, have a booster session.

Descriptions of OST for Dog Phobia

We describe in this section the use of OST with the most common specific phobia in
children and youth: fear of dogs. It should be noted that when conducting an OST, the
exposure tasks completed, as well as the pace of the session, vary considerably from one
child to the next. Thus, the clinician has to adjust his or her approach according to how
the child responds (e.g., fear and behavior) to each task.

As noted, dog phobia is the most common childhood specific phobia. It is important
to have a number of dogs (ideally, three different dogs) involved in the session to allow
for generalization of the child’s skills and to sufficiently test the child’s phobic beliefs
(e.g., “The dog will bite me”). Ideally, the dogs should vary in size (e.g., small, medium
or large) and activity level (e.g., calm or active). The order in which the dogs are pre-
sented to the child depends on information obtained during the initial assessment, BAT,
and functional analysis. It is important to commence the session with each dog in a
controlled setting, such as a large-group meeting room; however, as the child feels more
confident, the dog can be taken to an outside grass area or walked to a nearby park.
The following is a description of a 1-hour component of OST for dog phobia, describ-
ing the nature of the exposure tasks. The same progression (e.g., patting, walking on a
lead, being off a lead, feeding the dog) of exposure tasks can be used for each new dog
that is introduced to the child. For a summary of an entire 3-hour dog phobia OST, see
Table 7.4.

The session begins with the dog on one side of the room, held on a lead by an assis-
tant. The therapist and child sit on chairs in front of the dog (a couple of meters away,
depending on how fearful the child is), and the assistant describes the dog (e.g., shape,
size, color). The child or therapist may want to ask the assistant some questions about the
dog, such as its name and age. Following this, the therapist can set up a behavioral exper-
iment whereby the child is asked to predict what will happen if the therapist approaches
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Exposure Ideas
e Visit a local dog park.
Go to an off-the-lead dog beach.
Go to a dog breeding show.
Watch a sheep dog or dog agility competition.
Visit a pet shop.
Visit a volunteer dog therapy group.
Watch a dog-training session.
Dog-sit for a friend who goes away.
Visit friends who own dogs.

Make a list of friends who own dogs (e.g., Lucy and Max [border collie]).

Week | Exposure tasks Reward

S~ W N

FIGURE 7.3. Home practice for exposure: Dog phobia.

the dog. The therapist can then model for the child how to approach an unfamiliar dog
(e.g., ask the assistant if it is OK to pat the dog and allow the dog to sniff his or her hand
before patting it) and ask whether the child’s prediction came true. The therapist can then
sit near the dog and continue to pat it, while inviting the child to gradually approach the
dog. The child may initially stand behind the therapist. It may be easier for the child to
start by patting the dog’s back (as opposed to its head). Participant modeling can be used,
in which the child places his or her hand on top of the therapist’s and initially they pat the
dog together. Following this, the therapist can gradually remove his or her hand so that
the child is patting the dog alone. The therapist should work toward leading the child to
pat the dog’s head. While patting the dog, and throughout the session, the therapist can
educate the child about the benefits of owning a dog, the role of dogs in our society, and
safe dog handling behavior. The dialogue below is an example of education provided to
a child during exposure:

THERAPIST: Why do you think people own dogs?
CHILD: I’'m not sure. We don’t have a dog.

THERAPIST: Well maybe we could try and work it out by asking Maggie’s handler,
Geoff.
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TABLE 7.4. OST for Dog Phobia

Hour 1: Psychology clinic and park
e Pat a small dog on a lead held by an assistant.
e Walk the small dog on a lead around the clinic room.
e Walk the small dog on a lead outside of the clinic, to the park.
e Have the small dog off the lead in the clinic room.
e Call the small dog to come to you in the clinic room.
e Throw a ball for the small dog to chase.
e Feed the small dog a treat.

Hour 2: Psychology clinic and park

e Pat a medium-size dog on a lead held by an assistant.
Walk the medium-size dog on a lead around the clinic room.
Walk the medium-size dog on a lead outside of the clinic.
Have the medium-size dog off the lead in the clinic room.
Call the medium-size dog to come to you in the clinic room.
Throw a ball for the medium-size dog to chase.
Feed the medium-size dog a treat.

Hour 3: Psychology clinic and park

e Pat a large-size dog on a lead held by an assistant.
Walk the large-size dog on a lead around the clinic room.
Walk the large-size dog on a lead outside of the clinic.
Have the large-size dog off the lead in the clinic room.
Call the large-size dog to come to you in the clinic room.
Throw a ball for the large-size dog to chase.
Feed the large-size dog a treat.

ASSISTANT: I own a dog because she keeps me company and helps me to stay active.
I have to walk Maggie two times every day for 40 minutes. She also is good at
protecting my family and barks if someone comes to our door.

THERAPIST: Wow! So just like Geoff, lots of people own dogs because they make
good friends and keep you company. . . . Some dogs even have jobs! Do you
know some jobs that a dog may have?

CHILD: Well, guide dogs help people who are blind and also sniffer dogs at the air-
port.

THERAPIST: Great! Yes, dogs help humans in many ways. Those are great examples.
Also, some dogs visit nursing homes to make old people happy or may come
into schools so children can read to them, or there are also police dogs that help
police officers find drugs or missing people.

Once the child feels comfortable patting the dog (e.g., fear rating of 2 on a 0- to
8-point scale), the therapist moves on to the next step. Typically, children are more fearful
when the dog is moving around. The therapist and the child together can walk the dog
around the room on the lead. The therapist holds the part of the lead that is closest to the
dog, and the child holds the end. When the child feels comfortable, the therapist can let
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go of the lead and continue to walk beside the child and dog. The child eventually walks
the dog around the room alone, and the therapist and child can then walk the dog to a
park or outside. The child can be encouraged to go for small walks with the dog alone—
still within the therapist’s eyesight, however (e.g., “I want you to walk Maggie to the big
tree over there and then back to me”). Following this, the therapist and the child return
to the clinic. The next task involves letting the dog off the lead. This is often a difficult
step for children when they perceive the dog is no longer under the assistant’s control. For
children who become stuck or are reluctant to proceed with an exposure task, “foot-in-
the-door” techniques (Davis, Ollendick, Reuther, et al., 2012) may be used to help the
child progress, as suggested earlier. For example:

THERAPIST: You did such a wonderful job walking Maggie. For our next step, I will
give you a choice—we can feed Maggie or ask Geoff to let her off her lead. What
would you like to do?

CHILD: Let her off the lead.

It is suggested that prior to commencing this exposure task, the child and therapist
sit on the side of the room opposite the dog and the dog’s handler. Before letting the dog
off the lead, the child should be asked to predict how the dog will behave, for example:

THERAPIST: In a minute I will ask Geoff to let Maggie off her lead. What do you
think will happen?

CHILD: I think she is going to go crazy! She will run toward us and jump on me!

THERAPIST: OK, Geoff, please let Maggie off the lead . . . (laughing) So what hap-
pened when Geoff let Maggie off the lead?

CHILD: She did not move—she just sat there.

THERAPIST: What a lazy dog! OK, we will just sit here and watch Maggie for a bit
longer . . . She still has not moved. So was your prediction correct?

CHILD: No.

THERAPIST: What did you learn from this?

CHILD: That what I thought would happen did not. I guess I was wrong.

To continue the progress of the session, the thera