
◀ CHAPTER TWO ▶

Cognitive behaviour therapy
with children and young people

▶ Cognitive behaviour therapy with children

Cognitive behavioural therapy (CBT) can involve a complex set of skills to systematically identify,
test, and challenge cognitions and processes. Similarly, an ability to ‘think about thinking’ is involved
in those approaches that require the child to observe, acknowledge, and accept cognitions and
emotions. These processes involve a degree of cognitive maturity and sophistication and require an
ability to engage in abstract tasks such as viewing events from different perspectives, generating
alternative attributions or standing back, and curiously observing thoughts and emotions. The degree
to which young children have the required level of cognitive maturity to be able to engage in such
tasks has been the subject of debate.

Developmental research suggests that very young children understand that people have internal
mental states such as thoughts, beliefs, and images that may represent or, misrepresent, the world
(Wellman, Hollander, and Schult 1996). Three-year-old children understand that thought bubbles
represent what a person may think, can distinguish between thoughts and actions, understand that
people can have different thoughts about the same event, and that thoughts can misrepresent an
event. Flavell, Flavell, and Green (2001) suggest that by the age of five children are able to articulate
their cognitions and understand the concept of self-talk, a common strategy in many CBT
programmes. Similarly, children aged four to seven are able to distinguish between thoughts,
feelings, and behaviours (Quakley, Reynolds, and Coker 2004) and that children as young as
five years could generate post-event attributions, name emotions, and link thoughts and feelings
(Doherr et al. 2005). This has led some reviewers to conclude that ‘young children (aged 5–8) can
demonstrate the cognitive capacity to benefit from creatively delivered forms of CBT’ (Grave and
Blissett 2004).

A few trials evaluating the effectiveness of an adapted form of CBT with young children have
now been reported. CBT-based interventions have been found to be effective with anxious children
as young as five years (Monga, Young, and Owens 2009), four years (Hirshfeld-Becker et al. 2010),
and three years of age (Klaus Minde et al. 2010). A trauma-focused CBT-based intervention was
found to be effective with children aged three to six (Scheeringa et al. 2011) and an adapted CBT
intervention for children aged five to eight with obsessional compulsive disorder (Freeman et al.
2008). This supports the widely held clinical view that children aged seven and above can readily
engage in some form of adapted CBT.
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Children aged seven years can readily engage in CBT.

Think Good, Feel Good: A Cognitive Behavioural Therapy Workbook for Children and Young People, Second Edition. Paul Stallard.
© 2019 John Wiley & Sons Ltd. Published 2019 by John Wiley & Sons Ltd.
Companion website: www.wiley.com/go/thinkgoodfeelgood2e
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Although CBT can be sophisticated and complex, many of the tasks require an ability to reason
effectively about concrete matters and issues rather than abstract conceptual thinking (Harrington,
Wood, and Verduyn 1998). The concrete operational stage of cognitive development typically
acquired during the middle years (7–12 years of age) is sufficient for many of the basic tasks of CBT
(Verduyn 2000). CBT should be fun, interesting, and engaging, with materials and concepts
presented at an age-appropriate level (Young and Brown 1996).

Concrete and familiar examples

Familiar images and examples can provide concrete ways of helping children to understand some of
the ideas and concepts of CBT.

Freeman et al. (2008) described the rationale for exposure as ‘taking a medicine that tastes
“yucky” but makes you feel better’. Obsessional thoughts can be described as ‘having a song stuck in
your head’. The image of a tumble drier can be used to explain how thoughts get locked in our heads
and keep tumbling round and round. A CD playing in the child’s head can be used to describe
repetitive automatic thoughts, whilst Barrett, Webster, and Turner (2000) suggested that automatic
thoughts can be visualised as ‘thought invaders’. Similarly, a DVD player can be used to explain
repetitive intrusive images.

Concrete examples such as these can lead to the development of self-control strategies. The child
can be encouraged to imagine turning off his/her CD or DVD or to spot and destroy their thought
invaders. A pair of negative glasses can be used to describe the common cognitive distortion of
selective abstraction where only negative things are noticed. The child can be encouraged to change
their glasses and to look again for any positive things that they overlooked.

Play

Younger child will typically feel more comfortable with play-based activities rather than verbal
discussions. Ronen (1992) described how the concepts of automatic thoughts (i.e. ‘doing something
without thinking about it’) and mediated thoughts (i.e. ‘a command or order that the brain sends to
the body’) were conveyed through a game of soldiers with the commander (brain) sending orders
to their soldiers (your body). Similarly, automatic thoughts were explained whilst painting a river,
where the river could either wander wherever it choose (automatic thoughts) or the flow could be
changed and made to go where the child wanted (mediated thoughts).

Barrett, Webster, and Turner (2000) described how children were taught problem-solving
through a fun task requiring them to move a balloon, without touching it, from one side of a room to
another. Sorting games can be used to help children distinguish between thoughts, feelings, and
actions. Quizzes provide a useful and entertaining way of accessing children’s cognitions or helping
them to develop skills such as distinguishing between helpful and unhelpful thoughts. Role plays
provide engaging ways to rehearse and practice coping skills and activities such as creating a TV
advert can be used to encourage children to reflect upon what they have learned.

Exposure tasks are core elements of CBT programmes for anxiety and can be adapted in playful
ways. Hirshfeld-Becker et al. (2008), for example, encouraged children with separation anxiety to
engage in a treasure hunt where they had to leave their parent to find the treasure. Similarly, young
people with social anxiety can be encouraged to approach others in order to conduct surveys.

With young children, dolls and puppets can be used to assess and explore potentially important
cognitions and to develop coping skills. Situations that the child finds difficult can be acted out with
the puppets and the child invited to suggest what each puppet may be thinking or feeling. Similarly,
the child can be encouraged to coach the puppet through difficult situations thereby providing an
opportunity to develop and practice coping skills.
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Metaphors

Metaphors are a useful way of describing abstract concepts in familiar terms (Friedberg and Wilt
2010). A good metaphor should be simple, concrete, and relate to objects or events that the child is
familiar with (Killick, Curry, and Myles 2016). A common and familiar metaphor which can be used
with young children and adolescents is the traffic light. From an early age children learn that the red
light means ‘stop’, amber is to ‘get ready’, and green means ‘go’.

This simple and familiar metaphor can be used in many ways. First, it can help children under
stand that there are different ways of thinking. Some ways of thinking are unhelpful (red thoughts)
because they ‘stop’ them from doing things or make them feel uncomfortable. Other ways
of thinking are more helpful (green thoughts) because they encourage the child ‘to go’ and do
the things they would like to do or which make them feel better.

The traffic light sequence provides a simple three-step process to develop alternative more helpful
(green) thoughts. At the red light, the child is encouraged to ‘stop’ and to catch the red thoughts that
are tumbling around their head. At amber, the child is asked to ‘get ready’ and to identify alternative,
more helpful, positive, and coping ways of thinking. At the green light, the child is encouraged to
‘go’ and to use their new (green) thoughts to test whether these are more or less helpful.

The traffic light can also be used as a way of developing a simple three-step problem-solving
approach. Red means ‘stop’ and define the problem. Amber means ‘get ready’ and to find and explore
alternative solutions. Green is ‘to go’ and to choose a solution and to see what happens.

A volcano provides a concrete way of visualising anger. The child can be helped to plot the stages
as his/her anger builds. This can be used to help the child find ways to intervene at an early stage to
stop the volcano from blowing its top.

Automatic thoughts can be conceptualised as computer spam or ‘pop-ups’ and the metaphor
developed to help the adolescent develop a more robust firewall. Similarly, familiar terms can be used
to define cognitive distortions. Thus rather than using complicated and abstract language such as
catastrophisation or negative anticipation, terms such as disaster thinking or fortune telling can be used.

Imagery

The use of imagery has been reported with children as young as five years of age. Positive coping
images can be used as a way to facilitate a strong positive affect, which is antagonistic to unpleasant
emotional reactions such as anxiety or anger. Jackson and King (1981) used the image of the comic
character Batman to help a young boy overcome his fear of the dark. Similarly, imagery could be used
with older children where, for example, a comic image like a person wearing a silly hat might help to
diffuse angry feelings arising from teasing. In order to be effective, positive coping images need to be
tailored to the age of the child and be built upon his/her existing interests and fantasies (Rosenstiel
and Scott 1977). In this respect, the Harry Potter books and films which are popular with children
provide a rich source of material. When the character Ron Weasley was, for example, confronted
with his fear of a giant spider, he beat his fear by confronting it whilst creating an image of the spider
being funny.

Calming imagery can also be useful where the child is helped to create a multi-sensory image of a
real or imaginal place that they find relaxing. A picture or drawing can help to visualise the image in
detail which is then strengthened by attending to any sounds, smells, tastes, and tactile sensations.

Stories and workbooks

There are a number of useful storybooks that can be used as an adjunct to CBT. These help children
understand their problems and symptoms and highlight some of the ways they can learn to overcome
them. A full review of these is beyond the remit of this book, but the following provide some
examples. The Huge Bag of Worries (Ironside and Rodgers 2011) is a story for children under the age
of 11 that helps them to recognise that worries grow and grow unless they are confronted. The School
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describes the sort of worries children have that prevent them from going to school and some of the tricks
that can be used to beat them. The Secret Problem, also by Chris Wever (2000), is presented in a similar style.
It focuses upon obsessive-compulsive disorders (OCD) and shows how compulsive behaviours can
be chased away. Finally, the Panic Book (Phillips 1999) uses fun cartoons and words to describe panic
disorders and how worrying situations need to be challenged and faced rather than avoided.

There are also many engaging stories and workbooks for younger children. For example, Starving
the Anger Gremlin provides fun activities to help children understand why they become angry and to
control their angry feelings to make the Anger Gremlin go away (Donnelly 2012). There is a similar
workbook to help with anxiety (Donnelly 2013). A Nifflenoo Called Nevermind is a story about bottling
up expressing, while Draw on your Emotions provides many practical exercises to help children express
how they feel (Sunderland 1997, 2001). Finally, there are many workbooks that have been
developed for children to convey the ideas of CBT in fun and engaging ways (Friedberg and McClure
2015; Barrett 2004).

Non-verbal materials

CBT with children needs to be delivered in an interesting and engaging way and will require a mix of
verbal and non-verbal techniques. A range of materials will be useful, and it is helpful to ensure that
visual media such as black/white boards, flip charts, drawing materials, and work sheets are available.
Indeed, the use of visual stimuli such as cartoons and drawings can enhance young children’s
understanding of their symptoms and feelings (Scheeringa et al. 2011).

For those who are not verbally forthcoming, more visual activities involving cartoons, thought
bubbles, and quizzes can be helpful. Worksheets involving simple pictures/cartoons with thought
bubbles over the characters’ head can be used to help children understand that a thought bubble can
be used to represents what a person is thinking. Multiple thought bubbles introduce the child to a
core concept of CBT namely that of alternative thinking, i.e. there is more than one way of thinking
about the same event. Unfinished sentences can be used to identify thoughts related to specific
situations and feelings (Friedberg and McClure 2015).

Visual materials are also helpful with older children. Diagrams summarising case formulations
can be very powerful and empowering. Printed handouts can provide useful adjuncts to clinical
sessions and provide a written record of key issues for future reference. Similarly, pies charts can
provide an objective way of identifying, quantifying, and challenging assumptions about the
likelihood of events occurring. Finally, visual rating scales are useful to promote and encourage a
wider range of dimensionality thereby challenging the categorical thinking that is often common
with children.

Clear steps and processes

For children, the process of cognitive restructuring in which dysfunctional cognitions are identified,
tested, and reappraised can prove challenging (Spence, Donovan, and Brechman-Toussaint 2000).
However, the process can be simplified into a simple set of steps which define the key processes
involved. This can be very helpful even if the child is unable to recognise overarching rules, the
cognitive processes they use, or generalise their conclusions to other situations.

A specific step process such as the 4Cs (‘catch it, check it, challenge it, change it’) provides a simple
way to remember the process of thought identification, evaluation, and reappraisal. The child is
therefore taught to notice when they feel unpleasant and to catch what they are thinking. Once
identified, the thought is checked to see whether they have fallen into a thinking trap (biased ways of
thinking). The next step is to challenge their thoughts by looking to see whether they have
overlooked anything positive and important. The process ends by asking the child to reflect on this
new information and to change the thought to something that is more helpful.
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Alternatively, the young person can put their thoughts on trial and to look for the evidence to
support and question them (de Oliveiraa et al. 2015). The process involves identifying the culprit
(unhelpful way of thinking) and looking for evidence to support this way of thinking (the defence).
The next stage is to look for evidence that would question this way of thinking (the prosecution).
Witnesses, such as the young person’s best friend or family, are invited to provide their view on the
unhelpful thoughts culminating in a way of thinking that better fits the facts (the verdict).

Processes such as this can be made more appealing through the use of metaphors encouraging
children to assume the role of a ‘Private I’ (Friedberg and McClure 2015) or ‘thought tracker’
(Stallard 2002) as they endeavour to catch their unhelpful thoughts.

Technology

Older children are highly familiar with, and competent in, using computers, the Internet, and
smartphones. Technologies such as these are very appealing and offer a way of engaging with this
age group (Boydell et al. 2014).

Laptop computers and smartphones may offer a more engaging way of completing diaries. The
transportability of these devices can help the quick and accurate recording of mood, thoughts, or
positive events as they occur. They can provide a way for children to ‘download their heads’ when
they notice any ‘hot thoughts’ or strong emotional reactions. Because young people are often texting
and interacting with mobile devices briefly recording information such as this will not attract peer
attention.

Smartphone cameras provide older children with a way of recording difficult or challenging
situations. Images can be reviewed to check some of the child’s thoughts or assumptions about
what is happening and can help plan how to cope with difficult situations. The child’s photo-library
can include pictures of their calming place which can remind and help them to create their image
when required. Similarly, the child can load positive coping statements or reminders about processes
such as thought challenging (e.g. 4Cs) on to their home page to prompt them to challenge their
thoughts.

The Internet provides a helpful way of researching and normalising common problems such as
feeling anxious or low in mood. Celebrities who have suffered such conditions can be found and
ways in which these celebrities learned to succeed identified as possible options for the child to
consider. Websites which provide guidance and instructions on techniques such as mindfulness or
relaxation can be accessed to facilitate and guide practice. Similarly, there is a wealth of useful videos
of young people talking about their personal experiences of psychological problems and strategies
they found helpful. Learning from others can be very powerful with video stories and YouTube clips
providing helpful ways to do this.
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To make CBT engaging and accessible, use age-appropriate methods to match the
concepts and ideas of CBT to the developmental level and interests of the child.

▶ Facilitating engagement in CBT

In order to engage in CBT, children need to be able to

■ access and communicate their thoughts

■ generate alternative attributions about events

■ identify and understand different emotions

■ link thoughts, feelings, and situations
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to develop during the course of the intervention should be evident.

Accessing and communicating thoughts

■ Direct questioning: describe what you are thinking

Interviewing can provide a rich source of information about the child’s thoughts and self-talk. It
has been suggested that, during an interview, children as young as three years of age can provide
information about their thoughts (Hughes 1988).

At the simplest level, this can be determined by asking a child to describe ‘what you are thinking’
or ‘what thoughts were running through your head’. Some children will be able to identify and
articulate a range of thoughts relating to the cognitive triad. They may report thoughts relating to the
perception of themselves (e.g. ‘I feel silly talking with you’; ‘You must think I’m an idiot to get upset
by these things’), of the world as unfair (e.g. ‘I had to miss football training to come here’; ‘It’s my
mum who has got the problem. Talk with her not me’.) or the future (e.g. I don’t think there is any
point me being here. It’s not going to make any difference’).

However, a number of children will respond to such direct questioning with comments such
as ‘I don’t know’ or ‘I wasn’t thinking about anything’. This does not necessarily imply that the child
cannot access his or her thoughts, but rather suggests the need to try an alternative, indirect approach.

■ Indirect approaches: describe a recent difficult situation

Younger children will probably find it easier to talk about a recent difficult situation. Help them to
describe it, or draw a picture about it, and as they talk or draw, note whether the child is able to
provide both a description of what happened and some of their thoughts/attributions about what
occurred. Prompting the child for their thoughts at specific times, such as prior to, during, or
immediately after an event can provide a useful structure for helping to identify their ‘self-talk’
(Kendall and Chansky 1991). At other times, careful probing and prompting during the interview
may help the child to gain access to their thoughts, as illustrated in the example below.

Gill (9) becomes very upset when her mother goes out. There was a recent incident when her
mother was going out for the evening where Gill panicked resulting in her mother cancelling her
arrangements and staying at home. The discussion with Gill went as follows:

CLINICIAN: It sounds as if you were really upset when mum was getting ready to go out. Can
you tell me what happened, Gill?

GILL: Mum was going out with her friends. I didn’t want her to go out. As she put on
her coat, I started to feel really bad.

CLINICIAN: You felt really bad?

GILL: Yes. Really frightened. My heart raced, and I felt really hot.

CLINICIAN: What happened next?

GILL: I started to cry and asked mum to stay with me.

CLINICIAN: What did mum do?

GILL: She told me there was nothing to worry about and that she would see me in the
morning.

CLINICIAN: How did that make you feel?

GILL: It made me feel even worse. If mum really cared, she would have stayed at home
with me.

CLINICIAN: What happened next?

GILL: Mum got really angry. She said I always play up when she wants to go out.
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CLINICIAN: Is that what happens?

GILL: No, I don’t play up. I just worry about her and want to make sure she is OK.

CLINICIAN: Is mum ill?

GILL: I think she is OK. I know she takes tablets for something.

CLINICIAN: So what might happen if she goes out with her friends?

GILL: I don’t know. She could become ill and get taken to hospital, and I wouldn’t know
where she is.

The clinician provided Gill with a series of very concrete questions (‘what’, ‘how’, ‘is’ questions)
which require a factual or descriptive response. ‘Why’ questions are harder to answer and often shut
down conversations rather than those that require a descriptive response.

This very brief discussion showed that Gill was able to access and share her thoughts. Gill was
worried that her mother would become ill and would not return home. When she goes out, Gill
panics, and her mother stays at home where Gill can make sure she is safe.

■ What might someone else be thinking?

Younger children may have difficulty accessing and describing their own cognitions, but may be able
to take a third-party perspective (Kane and Kendall 1989). As previously mentioned, younger
children can use puppets and games to create and role play difficult situations. In the course of play,
the child can be asked to show or say what the puppets might be thinking. At other times, simply
taking the focus off the child and engaging in a conversation about what someone else might think in
that situation might be helpful.

■ Thought bubbles

An alternative non-verbal approach is to provide the child with cartoons or pictures and to ask them
to suggest what the people/characters may be thinking. This approach has been advocated by Kendall
and Chansky (1991) and has been used in the Coping Cat programme for treating anxiety (Kendall
1992). In Coping Cat the child is, for example, asked to suggest what an ice skater or a child cooking a
sausage on a BBQ might be thinking.

This approach can be simply adapted by the clinician depending upon the materials they have
available. A child could, for example, suggest what the cat and goldfish maybe thinking in this
picture.
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Generating alternative attributions

A second core task of CBT is to help children learn that there are different ways of thinking about
the same event. Children often become fixed on the idea that there is only one way of thinking.
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thinking.

■ Hypothetical situations

Doherr, Corner, and Evans (1999) devised a series of simple hypothetical situations to assess whether
children are able to identify alternative attributions for events. The child is presented with a series of
scenarios, some of which are modelled on, and adapted from, those used by Greenberger and Padesky
(1995). By way of an example, ‘a child in a playground shouts “hello” at his friend, but his friend just
runs past’. The child is then asked to think of as many different explanations as he/she can for what
has happened.

Approaches such as this can also be used to explore problem-solving skills. A child can be presented
with a pictorial vignettes and be asked to generate as many solutions as possible.

■ Generative cartoons

The child can be given a series of pictures or cartoons and then be asked to draw or write as many
ideas as he/she can about what the character may be thinking. This can help the child to recognise
that there are many different ways of thinking about the same event and begins the process of
identifying helpful and unhelpful ways of thinking. In the picture below the child can be asked to
complete the thought bubbles by drawing or writing what the dog might be thinking about his
homework.
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Awareness of emotions

A core element of many CBT programmes is affective education designed to help children become
aware of and distinguish between different feelings. In order to participate in such a process, children
need to be able to access their feelings and provide a description of them.

There are many different materials available to help children identify and express their own
emotions through play, games, and drawing. Young children may not necessarily be able to provide a
verbal description of their feelings, but they may be able to draw them. Similarly, they may only talk
about one feeling such as being angry, although on careful questioning, it might emerge that there is
an ‘angry angry’, a ‘sad angry’, or a ‘scared angry’.

Quizzes and games can be used to assess whether the child can identify the feelings of another
person. Children can be given pictures of people in different emotional states and asked to identify
what they might be feeling from a list of emotions. Similarly, the clinician could role play different
emotions and ask the child to suggest a name for each feeling.
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Thoughts, feelings, and events

The theoretical model that underpins CBT is based on the connection between thoughts, feelings, and
behaviours. Very simply, some ways of thinking are unhelpful (red thoughts) because they make the
child feel unpleasant and stop them from doing things. Other ways of thinking are more helpful
(green thoughts), make the child feel pleasant and encourage them to try.

Once again, the use of puzzles and quizzes will allow you to determine whether the child is able
to demonstrate an awareness of different emotions in different situations. For example, the child
could be provided with or generate a set of feeling cards (e.g. frightened, happy, and angry) and be
asked to place the card that best describes how they feel with various situations (e.g. first day at
school, playing with my best friend, or being told off). Similarly, the task could involve matching
feelings with a range of different thoughts (e.g. ‘I think I am going to get this wrong’; ‘I think I
played well in this game’; or ‘I think my friends will tease me’).

To engage in CBT, children need to

■ Access and communicate their thoughts

■ Generate alternative attributions about events

■ Be aware of different emotions

■ Link thoughts, feelings and situations

▶ Common problems when undertaking CBT with children

Limited verbal skills

The process of CBT with young children is typically less didactic than that with adults. Children may
adopt a more passive, listening role during sessions. Whilst this may require greater input from the
clinician, it does not necessarily imply that the child is unable to engage in CBT. As previously
highlighted, the clinician needs to be flexible in their approach and to adjust the materials to match
the child’s interests and preferences. In these situations, a greater use of non-verbal materials is
helpful, and children will often vocalise their thoughts and feelings whilst playing or drawing.
Similarly the use of media such as whiteboards and flip charts can attract the child’s interest and result
in increased participation.

At other times, despite the creative use of materials, children may remain silent throughout
sessions and respond with vague, non-committal answers to any probes or questions. On these
occasions, it might be helpful to employ a more rhetorical approach whereby you guess aloud what
the child might reply to questions. Similarly, if the child is reluctant to talk about him or herself, then
discussing the similar problems of a third party, or acting them out through the use of puppets or
play, can often result in more engagement. Finally, it may be useful to change the setting, so rather
than sitting in the clinic, try going for a drink or a walk and see if the child becomes more
communicative in a more relaxed environment.

Limited cognitive skills

A basic level of cognitive, memory, and verbal skills is required to engage in CBT, and consequently
children with significant developmental issues may not be able to directly engage in the process.
However, it needs to be established whether this is due to the child’s limited cognitive abilities or to
cognitive tasks not being pitched at the right level to allow the child to access them.

Presenting information more visually, using simpler language, and presenting abstract concepts
in more concrete ways can make it easier for people with learning disabilities to engage in CBT
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example, a child who is learning to use traffic lights as a way of problem-solving (red, stop and think;
amber, plan; green, try it out) can be reminded to use the system at school by wrapping coloured
strips around their pen. Similarly, tasks can be simplified with fewer decision points so that a child
could be helped to ‘bail out’ (i.e. walk away from) situations in which they might lose their temper,
rather than learning a more complex set of responses.

Difficulty accessing thoughts

Children often find it difficult to identify and vocalise their thoughts, particularly in response to direct
questions. However, careful listening will reveal that beliefs, assumptions, and appraisals are often
evident as they talk. At these times, it is often useful for the clinician to adopt the role of the ‘thought
catcher’ described by Turk (1998) where the clinician identifies important cognitions when they
occur and, at an appropriate time, brings them to the attention of the child. The clinician may stop the
dialogue and bring the child’s attention to the cognitions they have just verbalised, or alternatively,
they may be held and summarised at a suitable time. For example, the clinician may listen to a child’s
description of a recent ‘hot’ situation and then summarise the key feelings and associated thoughts
that they identified.

Children often confuse thoughts and feelings, leading Belsher and Wilkes (1994) to highlight the
need to ‘chase the effect’. The authors suggest that during clinical sessions particular attention should
be paid to changes in emotion, which are feedback to the child in order to identify the associated
cognitions (e.g. ‘You seem to be thinking about something that is making you angry’). Often,
children will require further help to discover their cognitions, and the clinician can either pursue
Socratic questioning or provide a list of possible suggestions which the child can reject or agree with.
By a process of observation and careful questioning, the child can discover and vocalise the cognitions
underlying their emotions.

Lack of engagement

Children do not usually refer themselves for psychological help. They are usually brought to the
clinician by concerned carers and professionals. The children themselves may not share these
concerns or indeed perceive any particular problems that require help.

A core feature of CBT is the collaborative nature of the intervention, and if the child is unable to
identify any goals or changes they would like to make, then the use of CBT or indeed any other
psychotherapeutic approach should be questioned. However, this requires careful exploration, since
the child’s inability to identify possible goals may be a result of his or her experience (i.e. ‘this is the
way it has always been and always will be’). Helping the child to explore alternative, realistic
possibilities may help him/her to recognise that his/her situation could be different. Similarly, a lack
of motivation, as found, for example, with depressed children, may result in the expression of
reluctance and hopelessness. In these instances, motivational interviewing maybe helpful in securing
the young person’s commitment to at least experimenting with CBT (Miller and Rollnick 1991).
Motivational interviewing utilises basic counselling techniques (e.g. empathy, positive regard, and
active listening) and cognitive behavioural interventions (e.g. positive restructuring, reinforcement)
to increase a person’s commitment to change. During this process, the child is encouraged to express
his or her own views and perceptions of events whilst the clinician selectively listens for and
reinforces possible sign of motivation.

No responsibility for securing change

Children may identify difficulties and targets for change, but may not view themselves as responsible
for achieving them. Sometimes, this will be appropriate, but at other times, difficulties may be
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attributed to organic factors (e.g. ‘This is me, I was born like this’) or external factors that are
not perceived as being within the individual’s ability to change. For example, a child who is
regularly in trouble at school may attribute this externally as being unfairly picked on by teachers
(e.g. ‘If the teachers didn’t pick on me, then I wouldn’t be in trouble’). Whether this is really the
case, or whether it is a reflection of distorted or biased views, needs to be assessed. However, the
child needs to be open-minded and prepared at least to explore his/her personal contribution to
these events.

Involving parents

When working with children, it is important to consider how to involve parents and what their role
in the intervention might be (Stallard 2005). Parents can be involved in a very limited way by, for
example, attending the end of each of session or 1 or 2 joint review meetings with their child (e.g.
parents involved as a cofacilitator). Parents could also be more actively involved in their child’s
treatment by attending each session with their child. The focus remains on the child’s problems,
whilst ensuring that parents are fully aware of the skills their child is acquiring so that they can
prompt and encourage their use (e.g. parents involved as a cotherapist). Alternatively, CBT involves
both child- and parent-focused sessions. For example, children could be helped to develop and
practice skills to deal with anxiety, whilst parents learn news ways of encouraging and rewarding
their child for facing their worries (e.g. parent involved as a co-client).

There is no conclusive evidence to suggest that parents must be involved in CBT programmes with
their children or what is the best way to involve them (Breinholst et al. 2012). School-based CBT
programmes to prevent anxiety, for example, have been found to be effective without any parental
involvement (Stallard et al. 2014). At other times, it may be apparent that parents are trying too hard
to protect their child from their problems in a way that has become unhelpful. Joining in with their
child’s habits and routines to prevent them becoming upset, for example, does not help the child
discover that their habits are unnecessary. Involving parents in sessions with their child would
provide an opportunity for parents to understand the effect of their behaviour on their child’s
routines and to explore alternative ways of responding.

On other occasions parents might have their own psychological problems which might dominate
meetings. A parent and a child might, for example, be involved in the same traumatic event.
However, the parent’s distress might be overwhelming and prevent the child being able to openly
discuss their own cognitions or emotions. In this instance, the child’s needs would probably not be
addressed if their parents were involved in every session. The decision about how and when to
involve parents needs to be made on a case-by-case basis.

Collaboration with the parent or child?

A more fundamental issue arising from the involvement of parents relates to the process of
collaboration and whether the child or their parent is seen as the primary client. This can be a
source of tension, since children may identify different goals and targets to their parents, raising the
question of whose agenda should be addressed. Pursuing the parent’s or adult’s agenda raises ethical
issues with regard to whether their goals are coercive, designed to secure conformity or really
concerned with furthering the best interests of the child.

The clinician needs to manage these different perspectives by listening and expressing interest in
each whilst maintaining a detached, objective, and impartial position. Repeatedly clarifying and re
ferring back to the overall goal of therapy, namely to reduce the child’s psychological distress, helps
to maintain the focus, whilst highlighting that this goal can often be achieved in a number of ways.
For example, a child who is anxious and unable to attend school might suggest an initial goal of
going out with friends. Feeling more comfortable with friends could provide them with additional
support as they return to school. Parents may advocate a more direct approach preferring to set goals
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child that his/her views are important and that they have a key role in determining change.
However, the parent’s goals are not lost or forgotten but are parked and returned to once the initial
goals have been achieved.

To maximise early success, goals should be clear and achievable. The acronym SMART is a way of
ensuring that goals are Specific, Measurable, Achievable, Relevant, and Timely. A good goal should be
clearly and positively defined (specific) and which can be readily assessed (measured) to determine
progress. The target should be motivating but not too large to feel impossible (achievable). Goals
should be important to the young person (relevant) and be achievable within a reasonable timeframe
(timely). Regularly reviewing progress provides an opportunity to monitor change, reassess the
goals of the child, and his/her parents and identify and agree on the next target.

On other occasions, the child and their parents can be helped by the clinician to agree on a
common focus. The protocol for treating OCD developed by March, Mulle, and Herbel (1994)
provides an example of how the child and his/her parents can work together to overcome the child’s
obsessions. The child is encouraged to give his or her OCD a nasty name and to learn how to boss
back obsessional urges. The parents are helped to distinguish between OCD and their child by
externalising OCD as an illness that they can help their child overcome. The parents and their child
work together as a team to beat OCD.

Significant family dysfunction

The dynamics within a family are complex and can result in individual children being inappropriately
perceived as responsible for all of the family’s difficulties. In such situations, individual CBT would
not be appropriate if it did not address the wider family issues. Similarly, if the child’s perceived
cognitive deficits or distortions reflect limited parental capabilities or maladaptive parental views,
then individual CBT would be inappropriate and unlikely to be effective. The clinician needs to
undertake a thorough assessment in order to determine whether the child’s comments that his/her
parents are ‘always putting me down’ represent a cognitive distortion or an accurate reflection of a
dysfunctional family. Determining this will indicate whether individual CBT or a more systemic
approach is indicated.

Failure to undertake home-based assignments

CBT is an active process that typically involves the gathering of information and the practice of skills
outside of clinical sessions. Although some children are interested and keen to undertake home-based
assignments, others are unwilling to do so and repeatedly fail to complete tasks. This issue needs to be
discussed openly with the child, the rationale and importance of the assignments explained, and the
extent of what can realistically be undertaken, if anything, agreed. Terminology is important, and it is
useful to avoid calling out-of-session assignments or experiments ‘homework’, which may be
viewed negatively by the child.

Identifying an appropriate way of undertaking the task is also important. For example, children
may be reluctant to write a thought diary but may be more interested in keeping a record on their
computer or phone. Similarly, some children may be more motivated to email their thoughts to you,
whilst others may prefer to ‘download their head’ into a voice recorder.

Completing home-based assignments is not a prerequisite for undertaking CBT. The experiences,
thoughts, and feelings of children who are unable to keep records can still be assessed during clinical
sessions. They can be asked to talk you through a recent difficult situation, and the clinician can probe
and explore the thoughts and feelings that accompanied the event.

However, home-based assignments become more important during the skill development and
consolidation phase. This is where the child practices skills under everyday conditions to discover
those that are helpful. Without practice, the child will not be able to effectively transfer their skills into
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their everyday life and learn to behave in different ways. However, as the intervention progresses, it is
anticipated that the therapeutic relationship will strengthen and become more open and honest thereby
facilitating discussions about how home-based assignments can be made easier.

Brief interventions

Children often adopt a short-term problem-focused perspective. They are typically interested in
addressing immediate pressing problems which are happening ‘here and now’. Consequently, with
children there is greater emphasis on facilitating and developing cognitive coping skills rather than
addressing schemas or beliefs. Typically, there is less focus on abstract complexities, such as
understanding the subtle nuances of different types of cognitive distortions. Instead, children are
often keen to understand their difficulties within a cognitive framework and to learn more
appropriate cognitive and behavioural skills to enable them to cope with them. This predominant
focus on real-time problems often results in CBT with children being undertaken in relatively few
clinical sessions. Although a number of structured CBT interventions for children identify 12–16
session programmes, clinical experience suggests that many interventions are considerably shorter
than this. Important and significant change can be achieved in six or even fewer sessions.

‘I get it, but I don’t believe it’

There will be times when children understand the aims and methods of CBT but appear to go
through the process in an academic and detached way. Thoughts may be systematically challenged
and alternatives developed, but the child simply does not believe what they have discovered.
Similarly, they might understand the aim of accepting and non-judgementally observing thoughts
but are unable to stop arguing and engaging with them. Whilst there may be a need for further
explanation and practice, it may become apparent that this approach does not work with this child.

In the true spirit of partnership, this needs to be acknowledged and openly discussed. Whilst a
guiding principle of CBT is for the child to discover what works for them, it is equally important to
discover what does not help. Potential barriers need to be explored and the option of changing from a
thought-challenging approach to one of observing and accepting (or vice versa) discussed. If the
alternative is still not acceptable to the child, then an alternative non-CBT approach should be
considered.

C
O
G
N
IT
IV

E
B
E
H
A
V
IO

U
R

T
H
E
R
A
P
Y
W

IT
H

C
H
IL
D
R
E
N

A
N
D

Y
O
U
N
G

P
E
O
P
LE

Common problems encountered when undertaking CBT with children
include the following:

■ Limited verbal or cognitive skills and difficulty accessing thoughts.

■ Lack of engagement and/or problem ownership.

■ Identifying the role of parents and how to involve them.

■ Significant family dysfunction.

■ Failure to undertake home-based assignments.

■ Rapid change or problems understanding the approach.
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