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Précis: A Casebook with
Empirically Supported Treatments?

Psychology has long striven to provide optimal care to those in need. A
seminal meta-analysis (Smith & Glass, 1977) of the effects of psychological
therapy summarized the findings to that date, and the findings allowed the
authors to state that the results provided convincing evidence of the efficacy
of psychological treatments. In retrospect, their work opened the door to
an expanded focus on empirical support for psychological treatments and
subsequently the degree to which psychological treatments are effective for
children and adolescents (Weisz et al., 2017). Much has transpired over
these 40 years.

Within a historical context, a great deal of nmmnmnnr has been designed
to answer the question, Does psychotherapy for children and adolescents
work? As Kazdin (2000) noted, there were more than 1,500 published
empirical studies of psychotherapy for youth as of his review in 2000,
and we now know that psychological therapy for youth can be effective.
Despite support for the efficacy of psychological therapy for children and
adolescents, we are not yet at a point where we can definitively answer the
question posed by Kiesler (1966) and reasked by Paul (1967): “What treat-
ment, by whom, is most effective for this individual with that specific prob-
lem, under which set of circumstances?” Research has, however, identified
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specific treatment strategies that are effective for identifiable child and ado-
lescent mental health problems. Indeed, this very volume offers a casebook
with empirically supported treatments.

Is there an incompatibility in the phrase “casebook with empirically
supported trearments”? A “casebook” connotes a series of theoretical
details with illustrative and descriptive cases, whereas “empirically sup-
ported treatments” connotes a restricted list of science-evaluated therapies.
Do these notions blend or stay separate? Are they compatible (or compati-
bull)? In fact, these seemingly incompatible concepts are very compatible.
Indeed, in the chapters of this book you will find clinically rich theoreti-
cal material and descriptions of specific cases that have been treated with
approaches that have evidence to support their use.

What are empirically supported treatments? An extended discussion of
this important theme is beyond the scope of this volume, but a few impor-
tant points merit consideration. Although one must acknowledge the some-
what arbitrary nature of determining the sufficiency of evidence required
for the label “empirically supported treatment,” the label is a meaningful
indicator that scientific evaluations support the application of the treatment
(Hollon & Beck, 2013).

The following labels are typically used (after Chambless & Hollon,
1998).

1. A well-established treatment has been supported either by (a)
two or more quality group-design studies conducted by different
investigators that have demonstrated efficacy by being superior to
a pill placebo, psychological placebo, or another treatment and/
or by being found to produce equivalent outcomes to a previously
established treatment using studies with sufficient statistical power;
or (b) a large series of single-case design studies that have dem-
onstrated efficacy while using good experimental designs and by
comparing the intervention to another treatment. In both, the stud-
ies must have specified the characteristics of the client samples and
used trearment that was guided by manuals.

2. A probably efficacious treatment has been identified by (a) the
presence of at least two studies demonstrating that the treatment
is more effective than a waiting-list control group; (b) at least two
studies otherwise meeting the well-established treatment criteria
but with both having been conducted by the same investigator, or
only one good study demonstrating effectiveness by established cri-
teria; (c) two or more quality studies that demonstrate effectiveness
but are flawed by the heterogeneity of the client samples; or (d)
a series of single-case-design studies otherwise meeting the well-
established treatment criteria but that is not yet large enough to be
deemed well established.
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3. Last, an experimental treatment is one that does not yet have
enough sound data to be deemed at least probably efficacious.

When seeking to implement an intervention with children and ado-
_mmnm.:.r.m_ those that have met the “empirically supported” label merit first
consideration. Indeed, they have met rigorous, yet reasonable, criteria. A
recent development in the evolving terminology is the emergence of “evi-
andnm-wmmm& practice in psychology” (EBPP). Evidence-based practice seeks
to integrate science and practice in terms of psychological assessment, con-
ceptualization, and intervention.

. Within this context, cognitive-behavioral therapy (CBT) emerges as an
evidence-based treatment that also typically qualifies as an empirically sup-
ported treatment. It is beyond the scope of this opening chapter to review
nvn extensive research that provides impressive support for a variety of ver-
sions of CBT with youth, but there are other sources (e.g., Kendall, 2012a;
Weisz & Kazdin, 2017; Weisz et al., 2017) that can be consulted. The con-
tents of the present volume, authored by experts with clinical experience,
provides case materials and clinical strategies for the implementation of
these evidence-based and empirically supported treatments.

On the Need to Be Developmentally Informed

ﬁ.m%n_._owommnm_ treatments for children and adolescents are optimally effec-
tive when implemented with consideration of developmental factors. Con-
sider .n,rnmn key areas: (1) initiating treatment, (2) age-appropriate delivery.
(3) differing levels of cognitive, emotional, and social understanding ?L
roles for parents, and (5) therapist style. u

Initiating Treatment

O._.:Eﬂmn and adolescents, unlike adults, rarely initiate psychological ser-
vices for themselves. In contrast, parents, pediatricians, teachers, or other
agents of society are typical referral sources for youth. This “treatment
entry” distinction 1s crucial: Children and adolescents may not be eager
or willing to discuss their problems or be “involved” in sessions. Thera-
pists working with youth must create an experience that encourages youth
to return. A maxim that we follow is this: “A goal for Session 1 is that
the child/adolescent returns for Session 2.” Rapport-building activities
n_n_u.n:&:m on the age of the youth, may include mmﬂ-ﬁok:oééos-mmamm,
.ﬂmr_:m. a a.ﬁm_w.n.n tour of the area, doing some online surfing, and nmmmmmmmu
in activities of the youth’s choice. Even when parents bring their children
and adolescents to a family therapy clinic, they commonly are focused on
the child as the problem (see Epstein, Schlesinger, & Kim, Chapter 12,
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this volume), and the child may be reluctant to be there, not wanting to be
criticized and blamed. A crucial initial task for the family therapist is to
gain rapport with the child, demonstrating interest in his or her thoughts
and feelings, minimizing the time that parents spend complaining about the
child, and setting positive goals (including changes in the family that the

child would desire).

Age-Appropriate Delivery

Fun activities can be an age-appropriate and effective way to facilitate
the implementation of CBT for youth. Fun activities foster a collabora-
tive relationship between client and therapist and can boost the learning
of therapy content. Play activities can also be informative, allowing the
therapist to observe the child’s expectations and beliefs, as well as cop-
ing skills. Fun activities may include art projects, role plays, songs, board
games, and computer time. For example, within the Coping Cat program
for child anxiety (Kendall & Hedtke, 2006a, 2006b), therapists engage in
a “body drawing” art activity that helps youth identify the locations where
they feel their anxiety.

Computers are a contemporary delivery system for therapeutic con-
tent. Consider anxiety in youth, for example; for adolescents suffering with
anxiety, there is the Cool Teens program (Cunningham et al., 2009), and
for children ages 6-13 there is the Camp Cope-A-Lot (Kendall & Khanna,
2008) program that offers 12 modules with interactivities and challenges

that foster coping and reduce anxiety (Khanna & Kendall, 2010).

Level of Cognitive, Emotional, and Social
Understanding

Not all youth are comparably mature, so the implementation of any treat-
ment, including CBT, requires knowledge about cognitive, emotional, and
social development. A type of cognitive restructuring used with adults may
not be understood by children; for example, a refutation of a personal
belief might be taken as punitive rather than explorative. Children may
not have the cognitive maturity or vocabulary to distinguish rational and
irrational thoughts. By the same notion, they can label thoughts as “help-
ful or not helpful,” or “sad or coping thoughts.” The specific probabilities
of anticipated outcomes may be difficult for youth, but children can under-
stand that certain events have a “small” or “big” chance of happening, and
they can be coached to gather evidence or “clues” about the possibility of
an outcome occurring. Gosch, Brookland, and Wolensky (Chaprer 4, this
volume) illustrate the use of this process with a child experiencing fears
of harm. Some parents use parenting techniques that are not appropriate
for a child’s developmental level (e.g., giving a young child complex ratio-
nales for desired behavior). The therapist needs to take development into
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wMMﬁM_F“MMWoﬂ only to guide r_m or :._ﬁ. assessment and interventions but also
parents (see also Epstein, Schlesinger, & Kim, Ch is
i : , Chapter 12, this
. EHMWMMMMMMHMWE g éﬂv children and adolescents benefit greatly from
o G g snn:nm an &%/mﬁm of typical mozﬁm_ development and the
5l anomEMg%quN am_wmw._mm that n_xw:ﬂ attention but perhaps not
gnosis. R , : elopmental issue in social functioning. i
cognitive ability, or in emotional understanding can tri initi or.
ing. Youth face social challenges at different Mo::m m_mmmn.ﬁ._%m_ oot
peer relationships and academic performance take P w«io%:,_mmﬂ
in adolescence. As needed, and when appropriate %: e
ol , developmen
vaﬂmwmmmummjnwcﬁ _umnoﬂ:w part of ﬂrw goals of CBT. For nNWEEMWMM,%MMM%_
kit Kmmu\ocmw on the autism spectrum (Mercado, Kratz, Frank,
i 2 w ns, Chapter 8, this volume) and eating disorders (Culbert
on, Bowers, & Le Grange, Chapter 10, this volume). ,

Roles for Parents

For sev i i
?:Mﬂmﬁm reasons, _.:n_z.mw:m the fact that children and adolescents are not
" wm:vnwmw%nr it 1s critical to consider the role of parents when treating
uth. Parents can serve as consultant iding i
s (e.g., providing inf i
o it . 5 g information about
ﬁanWSMEﬂm ,:a. _ﬂwm_nﬂﬂbz, collaborators (e.g., bringing their children to
nt, assisting with implementation i
: : of therapy tech
2 . py techniques), or co-
Hyh.maﬁ_ﬁ the treatment itself (Kendall, 2012b; Epstein et al. Ormwmna 12
is (..,_,nw ume; Rowe & Liddle, Chapter 7, this volume). u -
i nw.n nature and vm.:nmmw of including parents in CBT for youth vary
m__umd_;__:w aﬂoﬁrarmﬁnn_w_n problem and the child’s age (e g . Culbert et
- pter 10, this volume). Younger child fit
. . ren may benefit more wh
arent ; inni e
M::.m: memm _,”.Wc?wn_ from the beginning, whereas adolescents may accrue
. en parents are not regularly included i
treatments for disruptive b i s i mimmlosoissomiduaicsy,
chavior problems involve ini
- parent training as a
ﬂrMmommW@M:mMH mmmﬂ%mﬂwﬂnnﬁ and thus require parental Eco?aannm On
r hand, or child anxiet be i i .
o S ) xiety can be implemented in a child-
: t and, with adolescents, with | i
ik - ar | s, with less parental involvement.
nrmmw:n M._.gn variations 1n the roles for parents in treatment. there remain
en i :
o@Em:Ha Mm %wﬁ%m: be gained m,no_.b parent education about child devel-
e _q enta .nm:_r and coping strategies. For example, Child Anxi-
n?u.ﬁ_m_m €s, an online parent-training program for parents with anxious
1 ; i .
ﬂ HMS (see www.CopingCatParents.com), can be an early step in a
stepped-care approach to addressing the problem. .. ’

Therapist Style

W . . )
E:wa_éolﬂ:m .é:r Q.:ER: and adolescents, the CBT therapist fills
ple roles, including diagnostician, consultant, and educator. As
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diagnostician, the therapist uses multimethod, multi-informant assessment
of the youth’s symptomatology and functioning in multiple domains to cre-
ate a case conceptualization. As a consultant, the therapist works with the
youth and parents (and potentially others) to share perspectives and select
treatment goals. As an educator, the therapist provides information about
the disorder and the course of treatment. It can be helpful to view the thera-
pist’s role as that of a coach (Kendall, 2012b; Podell et al., 2013) for the
youth (not the mean and screaming coach, but the coach who teaches and
provides opportunities to learn and perform). The coaching analogy helps
communicate that the therapist will provide information, provide oppor-
runities to learn, teach coping skills, and provide opportunities to practice
the use of coping skills in real situations. And the same is true in family
approaches, in which the key parties are in the room together (see Epstein
et al., Chapter 12, this volume).

Illustrative Components in
Effective Psychological Treatments for Youth

As you will see in this casebook, many of the main components of effective
treatments for children and adolescents reappear, with appropriate adjust-
ments, in the procedures used for different social, behavioral, cognitive,
and emotional problems (see also Ehrenreich-May & Chu, 2014; Nangle
et al., 2016). Some of the core strategies are also similar to those used
with adults, but visual aids, fun activities, and age-appropriate metaphors
help make the concepts accessible for youth. Several illustrative treatment
components (i.e., problem solving, affective education, cognitive change,
modeling and role playing, behavioral contingencies, and relaxation) are
described, but note that this list is not exhaustive and that the components
are not isolated or applied solely on their own; they are interconnected and
build upon one another.

Problem Solving

The problem-solving process generates potential solutions ro a dilemma
and systematically determines the most effective response (D'Zurilla &
Goldfried, 1971). Core problem-solving strategies for children and ado-
lescents (see Anastopoulos, O'Rourke, & Bray, Chapter 9, this volume;
Culbert et al., Chapter 10, this volume) are generally consistent with those
used with adults (Nezu, Nezu, Friedman, Faddis, & Houts, 1998) and in
families (Epstein et al., Chapter 12, this volume). Youth are introduced to
a series of steps that they refer to when they identify a problem. For chil-
dren, the problem-solving steps may be made into an acronym to facili-
rate learning. For example, a treatment for youth with aggression called
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Keeping Your Cool uses the acronym SPEAR (Nelson & Finch, 2008).
The SPEAR sequence consists of Stop: what’s the problem? (understanding
.Hrm situation); Plan: what can I do? (generating solutions); Evaluate: what
is &m best solution? (choosing a plan of action); Act: try it out; React:
did it work? (self-evaluation). Other treatments use variations of the same
mc.zamam:q.m_ problem-solving steps and tailor them to a specific disorder.
Initially, the therapist helps the child generate solutions and process the
outcome of selected strategies. As youth repeat the problem-solving pro-
cess and apply it to a variety of situations, they learn to think ahead and
better resolve future problems (Gosch, Flannery-Schroeder Mauro, &
Compton, 2006). : v

. Problem solving has been incorporated into treatments targeting a
variety of child and adolescent mental health problems. Youth with aggres-
sion tend to believe that their aggressive behavior is instrumental toward
mn?m&:m a desired goal (Lochman & Dodge, 1994). An important part of
engaging aggressive children in problem solving is helping them to recog-
nize the advantages and disadvantages of each potential plan of action and
to nroomm one with a reasonable outcome (see Lochman, Powell, Boxmeyer
& Jimenez-Camargo, 2011; Mitchell, Pardini, & Lochman, Chapter 6, ﬂ_._mm,
volume). Problem solving is a balanced approach that acknowledges the
woﬁm:.lm_ benefits of an unproductive or impractical solution, as well as the
vnqnm;m of a more appropriate solution. In problem solving, the therapist
validates the child’s experience while also showing that problems can have
.wS,nR: potential solutions (see the example for generalized anxiety disorder
in O.omnr et al., Chapter 4, this volume). It is also illustrative of the collab-
op.m:ﬂ@_‘non_nw style that is effective with youth. Treatments for aggressive
children focus on developing nonaggressive strategies to express anger and
alternative means to achieve a desired goal.

Problem solving has also been used with impulsive children (Kendall

mm. Braswell, 1993). The components resemble those from other protocols
with _..?n”. addition of a step to maintain focused attention. For children with
depression, problem solving (Stark, Streusand, Arora, & Patel, 2012) may
require added attention to negative affect and thoughts that may be an
obstacle preventing the youth with depression from taking action. Chil-
dren are encouraged to do something pleasurable to improve mood and
to facilitate problem solving. Therapists may need to pay special attention
when youth with depression disqualify potential positive outcomes after
a problem-solving strategy has been used effectively (Curry & Meyer
Chapter 5, this volume). Across target problems, considering ::oﬁromoum
and even silly potential solutions is a welcomed part of brainstorming
potential solutions with youth: They add fun to the process and constitute
examples of solutions that can be eliminated. Deriving silly solutions to

_uno_u_.mn:m adds humor to the setting and highlights the sensibility of other
solutions. L
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Learning about Feelings

Youth are not known for their grasp of the emortional side of their lives.
Affective education helps the child recognize, differentiate, and express
emotion. Affective education is implemented to be consistent with the
youth’s presenting problem and the stage of treatment. For example, for a
teen who has reached a level of metacognitive development and thinking
about his or her own thinking, sad experiences can become the grist for
rumination. Therapists can help reduce this problem by, as appropriate,
normalizing the youth’s experience of sadness: A teen can be told that hap-
piness and sadness are normal emotions experienced by everyone (includ-
ing adults) but that, when they are too intense or to0 frequent, they need
to be “adjusted.”

Youth are taught to distinguish among emotional states. The therapist
and young child client might cut out pictures of people from magazines
and label their emotions. The labeling can be accomplished based on the
situation in the picture and the facial expressions of the character. The
labeling exercise can also include discussion about how the feeling might
be different if the situation were different or if the child thought about the
situation differently. Another option, perhaps for older youth, would be to
play “feelings charades,” in which the therapist and youth alternate acting
out and guessing various emotions. It’s not a teacher teaching emotions
(“teachy” therapist style) but a collaborative interaction (Creed & Kendall,
2005; Podell et al., 2013) around the content of feelings. Indeed, in cases in
which the youth takes off and runs with aspects of the affective education,
the therapist can take a back seat.

Learning how to identify one’s own physiological cues of emotional

distress or arousal is part of affective education. Recognition of a trig-
ger for anger or aggression or a bodily marker of emotional distress can
then signal the child to stop and think and use problem solving. To raise
physiological awareness, a youth may draw a picture of his or her body and
highlight the parts that are active when emotionally charged (e.g., tight-
ened face when angry; “butterflies” in the stomach or sweating palms when
nervous). Youth and/or therapists can create a “feelings thermometer” to
represent the range of a particular emotion, and the thermometer is then
used as a visual aid to help children better comprehend the varying intensity
of negative emotions (Lochman et al., 2011). For example, when children
with depression reach a particular threshold on their “mood thermometer,”
they are encouraged to do something they enjoy (Stark et al., 2012). The
thermometer can help reveal common triggers that elicit a particular nega-
tive emotion, and the mere construction of the thermometer can provide an
opportunity for building rapport. Younger children often enjoy decorating
and personalizing their feelings thermometer.
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Changing Self-Talk (the Inner Dialogue)

Within Em cognitive model, dysfunctional and distorted thoughts (self-
talk) mediate the relationship between stressful life events and psychopa-
Hr@_omw (Beck, 1976). Within depression (see Curry & Meyer, Cha anm
this volume), cognitive distortions refer to negative Emmwnnnmmzonmwmwomm
Odnmm_% the world, or the future: Children with a variety of disorders dis-
play distorted thinking (Crick & Dodge, 1996; Kendall, 1993), and there
are data to suggest that the content of the negative self-talk _...h..:nmm the spe-
.n:ﬁ_n _u&ﬁwon.mnr&om%. For example, a core cognitive feature in &nm_nnmmﬂ.:
En_:mnm attribution of negative events to internal, stable, and global char-
acteristics .o.m the self and attribution of positive events to mxnmn:m_ unstable
m,sn_ mvnnw?n causes. Externalizing disorders, on the other rm:mu are mmmo.,
ciated E:.r distorted processing of ambiguous situations mznm as angr
youth seeing ambiguous situations as hostile and ﬁmo«ommn?n lezmmMnM
et al., Noomw Yaros, Lochman, Rosenbaum, & Jimenez-Camargo, 2014)
man,_. _uo:w.nw_m:w requiring retaliation. Changing self-talk (also Hmmn.ﬂmn_ to
as “cognitive restructuring”) refers to the process of helping youth to see
m‘_nwmnmﬁn.imww to make sense of experiences. The process involves iden-
E@Gm distorted beliefs and/or negative self-talk, connecting thoughts to
mm.mr:mm.m:m behaviors, challenging the validity of the thoughts m:mm_un:nmm
with evidence, and developing new and helpful patterns of thinking. This
process plays a key role for traumatized youth, in which their cognitive dis-
tortions about the safety of the world can either be reaffirmed or shattered
The wﬁannnn comes from the youth’s experiences in behavioral mxﬁna:gobﬂm.
MMM_ “: exposure ﬁmm_.& both in and out of session. Given the importance of
& amao,vao:wm_ level in matters that concern self-talk, this strategy is modi-
ie rn.o:n__um on the age and presenting problem of the child.

Q:ER:. m.nm_,: to recognize some of their unfounded negative thoughts
nmm_.w In cognitive restructuring. In one exercise, children are presented M:r
various cartoons of people in ambiguous situations. Children fill in a blank
Mmrowm_._ﬁ bubble above the character’s head to express the thoughts (Kendall
. HMMM"mmwwoomﬁ. H?.Tmn the child w.mm‘ identified the thoughts of others,
e pist can inquire about .SF%,. is in the child’s own thought bubble.

or mEmEOHF &.:EH: keep a journal, record their thoughts, and note the
”Emcoz. and their accompanying emotion. This self-monitoring exercise
w@”um wr_Enm: U.wno_.:w aware of the link between thoughts, feelings, and
M,_mw_o.nm. ,ES. therapist can also take time to identify a situation m_.om._ the
child’s life, write down thoughts, feelings, and behaviors, and review how
the H.rnmm components are interconnected. Integrating Hrm mood thermom-
eter into the discussion of thoughts (self-talk) is another way to show th
emotions and thoughts influence one another. o o
After identifying maladaptive self-talk, children move on to challenging
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their thoughts and beliefs and eventually developing coping thoughts. Chil-
dren can become “thought detectives” who objectively evaluate the validity
of self-talk. The therapist and child examine maladaptive thoughts and ask,
«“What is the evidence for that?” or “What's another way of looking at it?”
The latter question can be helpful for aggressive children who misinterpret
ambiguous social cues as having hostile intent. In “decatastrophizing,” the
therapist asks, “If a feared or nonpreferred outcome happens or if your
thought is true, so what?” By exploring the worst-case consequences of
some thoughts, the child learns that he or she can very likely cope with
the situation. A child learns to identify “thinking traps.” Thinking traps,
adapted from Beck’s cognitive errors for adults (Beck, 2011), include mind
reading (knowing what others are thinking), fortune telling (being certain
about an ambiguous future event), and black-and-white thinking (dichoto-
mizing things on a continuum), among others. Finally, therapists and chil-
dren collaborate to develop coping thoughts. An aggressive child might try,
“It may have been an accident; 1 won’t get angry until I learn more”; or an
anxious child might think, “I tried it a few times, and did OK, so I may do
OK when I try it again.”

Although not a formal component of cognitive restructuring, several
creatments “externalize” the disorder. The idea is for the youth to real-
i7e that his or her symptoms do not define who he or she is but represent
something to be managed or addressed. “Externalizing” reduces self-blame
and distances the child from negative thoughts. A treatment for depres-
sion externalizes the collective symptoms 1nto the “muck monster™ (Stark
et al., 2012). The child draws a picture of the monster and can direct his
or her coping statements at it. In treating obsessive—compulsive disorder
(OCD; see also Franklin, Morris, & Budzyn, Chapter 3, this volume), chil-
dren name their symptoms (e.g., “stupid thing”), and a treatment goal is to
reclaim control by “bossing back OCD” (March & Mulle, 1998).

Modeling and Role Playing

Maodeling, a form of observational learning, allows a child or adolescent to
acquire a new skill or improve on an existing one by viewing the behavior
of others (despite receiving no explicit reinforcement). Modeling exempli-
fies social learning theory, in that individuals learn through observation
in addition to direct experience (Bandura, 1977). Several types of model-
ing exist, including covert, filmed, live, and participant-guided modeling.
Covert modeling strategies have the child imagine the therapist or another
model dealing with a difficult situation. Children can visualize a model (a
cartoon character, superhero, or celebrity), in addition to the therapist. In
filmed modeling, children might watch a video, whereas in live modeling
the therapist might demonstrate a behavior for a child. In some protocols,
same-age peers proficient in a particular behavior serve as live models (e.g.,
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wmanr. Turner, mm Morris, 2000). In guided modeling, the therapist inter-
acts E_ﬂr.ﬂrm child as they navigate the situation. Research has d
the benefits of participant-guided modeling. T
Role-play activities provide a safe environment in whi i
new m_,C:m. In a role play, the therapist and child Qﬁmnmzwww_u_“ﬂﬁnm mWMMHMoﬁ
E.ér_nr the child faces a challenge and uses problem-solving and copin
m_c:,o.r Role plays simulate real-life situations (see Rowe & Liddle QE@ a%
7 M_.:.m volume). They do not provide the real-life consequences _umﬁ armﬁao
provide the opportunity for therapist feedback. For example mrm :._mnmw ist
MWMM.EQQM Hm _um._“ran%;n_,m friend who is experiencing ammmzqn nro:%._nm
inger & Heflin, 96). The child’s task is to be a good fri
_mmﬁ_u_:m or her m_.,_m:n_ to .nrm:m:mo the negative thoughts. d%#r EMMMM”W M”M
eedback, En m_:_m can internalize the skills and challenge his or her own
_ngc.m_:m. mE:._mn:w children who have experienced trauma benefit from
writing narratives about their traumatic experiences and, through repeti
tion, reducing the anxiety caused by the memory of the Q“m:_ﬂm i

Behavioral Contingencies

wmr.mﬁmnm_ ncaa.smmm&mm include positive reinforcement, shaping, and
WMMMMEM. Contingency management strategies promote targeted mmrmc-
or and encourage treatment compliance. Research has found that reduc-
Momm in Q:E_.nz S nn,.sa:nﬁ problems following intervention occurs in part
nwmwwmﬂm Om._nwmgmﬁcom,mnomﬁnma improvements in parents’ abilities to be
sistent in providing consequences (Lochman & Wells, 2002). Ofte
ﬂra._::._& reinforcers are tangible, whereas later in ﬂmmﬂ:,_mnﬁ the .:,_ Mq
Mon_ oH_mw_m.nrcmn: rewards. It is important that rewards reflect Hﬂm %quﬂ
?WSMMMM m<1n_0m the Q:,E“ Younger children may require concrete and
freq rewards (Crawley et al., 2010). However, rewards do not necessar-
ily have to be large or material. Getting to be the person who choos mrw
E..mm; for a family dinner, earning computer time, or spending tim mm_ i
E:r a parent can all be effective rewards. In mn_%ro: thera MG 5 i
nwﬂﬂ%_nmﬁnm of achievement to increase self-esteem m:nmﬂo:,_.wloznmmmﬂ%ﬂﬂm
Mo“ n%ﬁmnnmm?_w completes a Emw. The nwmamnmnm provides an opportunity
for children to brag about their accomplishments to others, which in turn
is reinforcing. m.nﬁmnmﬂn from the specific reinforcer, it is im ,o:msﬂ that th
reward be contingent and meaningful to the child. u ’ e
" W_.M_E:%ao_n the empirically m:vwo_.ﬂma, programs for youth, parents
y e and are taught how to use behavioral contingencies. Parents are
taught to be consistent in their implementation and, depending on the a
M.m &_Mn ,M:E“ gy be encouraged to set up a sticker chart or other system WM
ﬁmwwmmwﬂmwwm_hw @aomp.mmm. mmmo: and partial success are always rewarded
A e ﬂﬂucmmmn Wmﬁﬂn et m.? Orm?mw 12, this volume), parricularly
ave perfectionistic tendencies (Kendall & Suveg, 2006).
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Relaxation

Relaxation training has been incorporated within some protocols to treat
children. Youth can be taught to use relaxation as a means to reduce and/or
cope with stress. Debate exists regarding the benefits of relaxation training,
as well as the precise mechanism accounting for the effects of relaxation,
with some researchers arguing that the process helps children regulate
emotional and physiological responses t0 negative life events (Gosch et al;
2006), whereas others theorize that its effects are due to cognitive changes,
such as increased self-efficacy and control (Conrad & Roth, 2007). There
is also controversy regarding the necessity of relaxation training within
some treatments for children. Some research on treatment of anxiety sug-
gests that CBT may remain effective without relaxation training (Hudson
& Rapee, 2000; Peris et al., 2015; Rapee, 2000). Although its centrality
varies, relaxation is often a feature in programs targeting a variety of dis-

orders in children.

Epilogue

As you enter this volume, you will find wise theoretical guidance, rich clini-
cal descriptions, and lively case illustrations, all of which will add meaning-
ful flesh to the initial bones described in this opening chapter. Consistent
with optimizing practice, the cases and treatment procedures are both (1)
organized by the nature of the primary presenting problem and (2) quali-
fied as evidence-based and empirically supported. Enjoy.
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